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DEAR PARTICIPANT:

The Board of Trustees of the San Francisco Eledtiéorkers Health & Welfare Trust (“the
Plan”) is pleased to present this restated Sumilany Description (“SPD”). This Plan was
established for you as a result of Collective Banigg Agreements between the International
Brotherhood of Electrical Workers (“IBEW”) Local&hd the San Francisco Electrical
Contractors Association, Inc.

Please read this booklet carefully. In additiosdonmarizing the benefits to which you may be
entitled, including hospital, medical, dental, @isj prescription drug and group life insurance,
and related benefits, it describes the requirenfentBlan eligibility, claims and appeals
procedures, and other important Plan informatidhis booklet is both the Plan Document and
the SPD.

The information in this booklet is subject to, andin no way modifies or interprets, the
provisions of the policies of insurance and contrdas between the Plan and the insurance
carriers or providers of care. Supplemental booklets describing the benefitssamnvices
provided under each Health Maintenance OrganizdtldMO”) or supplemental benefit
program offered through the Plan are available autltost from the Plan Office upon request.
The supplemental booklets, which are incorporateceference herein, describe the benefits
provided, any additional requirements other thamligibility that must be met to qualify for
those benefits, whether dependent coverage isgedyinformation about claims and review
procedures, and other matters.

It is your obligation to keep the Plan Office infoed of any address change, change in a
beneficiary, if you get married, register for dotmepartnership, or get divorced or terminate
your domestic partnership, the death of a Deperal@hto provide any other requested
information pertinent to the administration of fkan. Failure to provide accurate information
may result in the denial of benefits and/or lossl@ibility. In addition, because loss of
eligibility may result if any required co-paymentsare not timely received by the Plan, it is
essential that you understand the rules for makingnonthly co-payments

The Plan is administered by the Board of Trusteegest to the terms of the Agreement and
Declaration of Trust for the San Francisco Eleatriworkers Health and Welfare Trusthe
Trustees have the authority and discretion to intgpret, construe and apply the terms of the



Plan and to decide all issues of eligibility to pdicipate in the Plan, qualification for

benefits under the Plan, the amount of benefits (&ny) that may have become payable, and
any and all other issues arising under the PlanTo assist you in obtaining your Plan benefits,
the Trustees have agreed with a separate entt¥ldctrical Industry Service Bureau (“EISB”),
that EISB will administer the Plan.

As a courtesy to you, EISB may respond informailptal questiondhowever, oral
information and answers are not binding upon the Bard of Trustees or the Plan and
cannot be relied on in any dispute concerning youbenefits.

Plan rules and benefits may change from time te.tivour benefits under the Plan are not
vested. The Board of Trustees may reduce or editaiar change any benefits provided under
the Plan (or under any insurance policy, HMO oeotmtity) at any time. Participants may also
be required to make new or additional contributifordenefits provided by the Plan.

If you are about to retire, Medicare benefits aveautomatic; you must apply for them in order
to be covered. Medicare Part A is free of chargk@ovides hospital benefits; Part B provides
supplemental medical insurance and you are chargednthly premium. This Plan coordinates
benefits with Medicare as if you are covered urmtgh Medicare Part A and Part B. This means
you must enroll in Medicare, for both Part A andtfa as soon as you are eligible for Medicare.
If you do not enroll in Medicare Part A and Part B, the Plan will not cover the portion of

the expense that Medicare would have paid. _You musotify the Plan Office immediately
upon becoming eligible for Medicare.

Board of Trustees
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WARNING

LIMITATION UPON RELIANCE ON BOOKLET AND STATEMENT

This booklet provides a brief, general summaryhefflan rules and is also the Plan Document.
You should review the Plan to fully determine yaghts.

You are not entitled to rely upon oral statements bemployees of the Plan Office, the EISB,
a Trustee, a Union officer, or any other person oentity. As a courtesy to you, the Plan
Office or EISB may respond orally to questions; boer, oral information and answers are not
binding upon the Plan and cannot be relied up@nindispute concerning your benefits.

If you wish an interpretation of any provision b&tPlan, you should address your request in
writing to the Board of Trustees at the Plan Offid® make their decision, the Trustees must
be furnished with full and accurate information corcerning your situation.

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

viii



SECTION I: ESTABLISHMENT AND OPERATION OF THE PLAN
A. ESTABLISHMENT OF PLAN

1. Restatement of Plan.The Board of Trustees of the San Francisco EtatiVorkers
Health and Welfare Trust restates the San FranE&ikemrical Workers Health and Welfare Plan by
this Plan Document effective as of October 1, 20l%e Plan’s medical benefits are offered through
PacifiCare of California (“PacifiCare”), Kaiser Hd#mPlan, Inc. (“Kaiser”) and the self-funded
portion of the Plan.

As part of the self-funded portion of the Plan, Wmoas the “Indemnity Plan,” the Plan has
contracted with First Health Group Corp. (“Firstait@”) for access to their Preferred Provider
Organization (“PPQO”) Network of providers that af@liscounted service and for case management
(special situations). The Indemnity Plan has areachwith RxAmerica to provide prescription
drugs. The PacifiCare Behavioral Health InsurgfeBHI") organization provides mental health
benefits for both the Indemnity Plan and PacifiCRagticipants. PBHI provides substance abuse
benefits for all Participants, including member&aiser and PacifiCare. You should refer to the
booklets for Kaiser and PacifiCare for questioncowverage and benefits from those Plans. The
Plan provides certain other benefits as set fontlpages 52-59. The Plan offers dental benefits
through the Delta Dental Plan (“Delta Dental”) aglon care benefits through the Vision Service
Plan (“VSP”).

The Plan is intended to be maintained for the estekibenefit of Employees and their beneficiaries.
It is also intended that this Plan Document sbaiiform to the requirements of the Employee
Retirement Income Security Act of 1974, as amer{teRISA”).

2. Election of Health Maintenance Organization Benef. The Board of Trustees
may from time to time offer to Participants theioptto elect enroliment in a Health Maintenance
Organizations (“HMQ”). Currently, the Plan offédd10 benefits through Kaiser and PacifiCare.

An HMO uses a group of Physicians and other headtle professionals (also called “network
providers”) who emphasize preventive care and @adyvention. HMO services are prepaid--there
is no annual deductible and a set premium covevgees. You do share costs, however, by paying a
fee called a co-payment for some services and ptedu

To be eligible to enroll in an HMO, you must livetlnn the HMO's service area. In order for
medical services to be covered, you must followHMO procedures and you must use an HMO
network provider. You are required to includeraet address (rather than a P.O. Box) when you
enroll. If you move out of the geographic areahaf HMO, you will be required to change your
coverage under the Plan.

3. Incorporation of HMO Contracts as Part of Plan. At any time or times that the
Board of Trustees enters into a new or differentiaxt and/or renewal contract with an HMO, such
contract(s) shall be incorporated in this Plandfgnence as if fully set forth herein, effectiveoés

1




the date of such contract, provided that such achlras been executed by the Board of Trustees or a
duly authorized representative of the Board of faes.

4, Conseqguences of Election of HMO Plan by Participant

@) Benefits Not Part of HMO. Benefits payable aoParticipant and/or
Dependent(s) who has elected enrollment in an HNEI be determined solely in accordance with
the contract between the Board of Trustees anHithe.

(b) HMO Rules Apply. In addition, any rules or ugtions set forth herein
regarding but not limited to claims review and/@peals shall be governed by the rules and
regulations of the HMO without regard to similalesiand regulations that may be otherwise set
forth in this Plan. For example, the terms sethfon Section IX “Claims Filing and Appeal
Procedures”, starting on page 65, are not appbkdalglaims for benefits provided by Kaiser and/or
PacifiCare.

B. PLAN MAY BE CHANGED

The Board of Trustees expressly reserves thetogithend, modify, revoke or terminate the Plan, in

whole or in part, at any time. In addition, futammendments to the Plan may be made from time to
time to comply with new laws passed by Congredmgsi by federal agencies or courts, and other

changes deemed necessary or prudent by the Trustees

For example, the Board of Trustees expressly reseahe right, in its sole discretion, to:

1. terminate or amend either the amount or conditiith respect to any benefit even
though such termination or amendment affects clavmsh have already accrued; and

2. alter or postpone the method of payment of ameht; and

3. amend, terminate or rescind any provision ofRfam; and

4. merge the Plan with other plans, including thegfer of assets; and

5. terminate any HMO or insurance company.

The authority to make any such changes to the feksts solely with the Board of Trustees. Any
such amendment, modification, revocation or tertmmeof the Plan shall be made by a resolution
adopted by the Board of Trustees. No individualsiee, Union representative, or Employer
representative is authorized to interpret this Plabehalf of the Board of Trustees, or to actras a
agent of the Board of Trustees.

You will be notified if there are important amendrtseto the Plan. Before you decide to retire, you
may want to contact the Plan Office to determinthére have been Plan amendments or other
developments that may affect your retirement plans.



C. ADMINISTRATION AND OPERATION

1. Board of Trustees Responsibilities. The Plan is administered by a Board of
Trustees consisting of six Trustees and two Alteriaustees. One-half of the Trustees, called
“Employer Trustees,” are selected by the San FsancElectrical Contractors Association Inc.
(“SFECA"), which is signatory to the IBEW Local 676CA Inside Wireman Collective Bargaining
Agreement. The other half of the Trustees, whaalled “Union Trustees”, are selected by IBEW
Local 6. The current Trustees are listed on p&gef This booklet. The Trust Agreement permits
Alternate Trustees to attend all meetings andaaken only when a regular Trustee is not available

The Trustees have many powers and functions inoluidivesting the Plan’s assets, interpreting
Plan provisions, amending the Plan, deciding pajegstions, and contracting with advisors and
consultants, such as an auditor, legal counseiraedgtment manager.

The Plan is administered through the EISB havis@ftice at:

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

Only the Board of Trustees and its authorized sgr&tives, including EISB, are authorized to
interpret the Plan of benefits described in thiskbet. No one else can interpret this Plan oaact
an agent for the Board of Trustees. This incligteployers, Employer Associations, the Union and
their representatives. The Board of Trustees famslons or entities appointed or so designated by
the Board of Trustees) has the full discretionatharity to determine eligibility for benefits ataml
construe the terms of the Plan (and other docunpamtaining to the Plan and Trust) and any rules
adopted by the Trustees.

The Board of Trustees of the Plan is the namectizty with the authority to control and manage
the operation and administration of the Plan. Bbard shall make such rules, interpretations and
computations and take such other actions to adtarrtise Plan as the Board, in its sole discretion,
may deem appropriate. The rules, interpretatioos\putations and actions of the Board shall be
binding and conclusive on all persons.

2. Standards of Interpretation. The Board of Trustees (and persons or entities
appointed or so designated by the Board of Trusttesl have the full discretionary authority to
determine eligibility for benefits and to constthe terms of this Plan and any regulations andrule
adopted by the Board. Only the EISB and/or ther@ah Trustees acting upon appeals properly
before the Board shall have the authority to bivelBoard to an interpretation of the provisions of
this Plan. Nonetheless, claims and appeals faensatlating to an HMO are subject to that HMO's
rules and procedures.

3. Delegation of Duties and ResponsibilitiesThe Board of Trustees may engage such
employees, accountants, actuaries, consultantestiment managers, attorneys and other
professionals or other persons to render advicata perform services with regard to any of its
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responsibilities under the Plan, as it shall detleeno be necessary or appropriate.

4. Employer Contributions. Employer contributions are made to the Plan @nsto
the terms of a recognized collective bargainingeagrent as defined in the Trust Agreement or a
Letter of Assent to such collective bargaining agrent (“Collective Bargaining Agreement”).
Contribution rates for each hour of Covered Emplegtare set, from time to time, by the parties to
the Collective Bargaining Agreements. Your Emptageequired to contribute only for such hours
of work that are required by the Collective BargagnAgreement.

Your Employer is required to make monthly contribns for your Covered Employment by the
dates specified in the joint services agreemergyaunt to the delegation by the Plan to EISB. By
way of example, January hours generate employérilbations in February which are posted on the
Plan’s books when received, but are not creditehtployees until March. Each monthly payment
made by your Employer is accompanied by a tranahfittm that contains the names, Social
Security numbers, and hours of work performed loy &overed Employee together with a payment
to the Plan. The Employer contributions to thenPdee_not subject to withholding for Federal
Insurance Contribution Act (“FICA”), Federal Unerapinent Tax Act (‘FUTA”), or state or federal
taxes. (See Section XIDefinitionsfor Covered Employee, Covered Employment and Eygpld

The Plan Office checks the Employer’s transmigglrt for mathematical accuracy and notifies the
Employer if there is any error in the Employer’ siqmutations which requires correction.

ALERT:

IF YOU BELIEVE YOUR EMPLOYER IS NOT CONTRIBUTING FU LL
AMOUNTS

Notify the Union and the Plan Office immediatelyif you are aware or suspect that your
Employer has not contributed to the Plan on yotmalighe full amount required under your
Collective Bargaining Agreement.

The amount of Employer contributions made to trenRPbr non-bargaining unit employees (such
as employees of the Union, the Joint Apprenticenathing Committee (“*JATC”) and others
not working under a Collective Bargaining Agreemenitl be governed by individual
subscription agreements entered into with the Riahany rules adopted by the Board of
Trustees.

5. Loss of Eligibility if No Contributions. Eligibility is not credited unless the
Employer contributions are received by the Pland®ff The only exception is that if you lose
eligibility because of the Employer contributionidguency (and have no hours left in your hour
bank), eligibility is granted for up to two months.




6. Availability of Plan Resources. Benefits provided through this Plan can be paid
only to the extent that the Plan has adequate rese@or such payments. No Contributing
Employer has any liability, directly or indirectlg provide the benefits established hereunder,
beyond the obligation to make contributions as pled in the Collective Bargaining Agreement.
In the event that at any time the Plan does no¢ Batficient assets to permit continued
payments hereunder, nothing contained in this Btiatl be construed as obligating any
Contributing Employer to make benefit paymentsantabutions (other than the contributions
for which the Contributing Employer may be oblightey the Collective Bargaining Agreement)
in order to provide for the benefits establisheceheder. (See Section XIDefinitions for
Employer/Contributing Employer.)

There shall be no liability upon the Board of Taes, individually or collectively, or upon any
Employer, the Union, signatory associations or iogfegson or entity to provide benefits
established hereunder if the Plan does not havieisat assets to make such benefit payments.

7. Funding Methods and Benefits. The Trustees may provide benefits by
insurance HMO, self-funding or by any other lawfudans or methods upon which they may
determine. The coverage to be provided shall berakned in the sole discretion of the Board
of Trustees and limited to such benefits as capubehased with the funds available.

8. Special Exclusion for Fraud. No benefits will be paid for fraudulent claims of
service or supplies by a Participant, Dependerdangrother person. If a fraudulent claim has
been paid on behalf of any person, both you, tmedjmnt and any person on whose behalf a
fraudulent claim was submitted as your Dependeltbwiliable to the Plan for repayment of any
benefits paid on your behalf or on behalf of yo@pBndent against the amount which was
fraudulently paid on behalf of yourself or the atperson.

If you or your Dependent has any outstanding lighibr fraudulently paid claims, neither you

nor your Dependents may assign any rights to bisrtefia provider of services or supplies until
all fraudulently paid benefits are repaid in fulf.fraudulently paid benefits are not repaid ifi,fu
any purported assignment of benefits by you or yaependent may be disregarded by the Plan,
and payments of benefits by the Plan under a ptep@ssignment is not a waiver of the right of
the Plan to refuse to acknowledge other purporssyaments. If any fraudulent claims have not
been repaid when you or your Dependent incurs @ov€harges, you or your Dependent shall
pay all charges directly and file a claim for ctedilieu of benefits, until the entire amount bét
fraudulent claims have been credited.

D. YOUR RESPONSIBILITIES
1. Your Mailing Address. Be sure to keep the Plan Office advised of chaige

your address. Even if you leave the electricaligtiy or your Local Union you may continue to
receive Plan information regarding your potentigittement to benefits in the future.

2. Enrollment Form. You should keep your enrollment form updated dgiag
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new spouse, Domestic Partner or children with meguproof, such as a marriage or Domestic
Partner registration certificate, birth certificated/or legal adoption papers). You are requioed t
notify the Plan Office if a Dependent no longer isgbe Plan’s requirements (e.g., divorce,
death and over-age dependents).

3. Beneficiary Form. You should complete a beneficiary form for thgmant of
the Plan’s death benefit (currently $1,000), anepkie current so that family members or others
that you wish to receive your benefits receive thdthout delay. If you are married, benefits
are automatically paid to your legal spouséesshe or she consents in writing before a notary.
You should consider submitting a new form if thisrea major change in your life circumstance
(such as a marriage or divorce).

4, Privacy Protected Health Information. The Board of Trustees has adopted
certain privacy rules and forms in accordance wWithHealth Insurance Portability
Accountability Act of 1996 (“HIPAA”). If you wisho authorize someone other than yourself to
access information, you must complete Aughorization Form(which is available at the Plan
Office) and return it to the Plan Office.




SECTION II: ELIGIBILITY FOR BENEFITS
A. ACTIVE MEMBER ELIGIBILITY RULES

1. “Active” Member Defined. Individuals who are members in good standing in
IBEW Local 6 as required by a Union security agreetwith a Contributing Employer, or who
are otherwise eligible to participate in or to ntain Plan participation by law, are Active
members of the Plan provided that the eligibileguirements set forth in paragraphs 2-6 below
are followed.

Individuals employed with IBEW Local 6, the EISBidathe San Francisco Electrical Workers
Apprenticeship Trust are also eligible to partitgia the Plan subject to rules in a signed
subscription agreement.

2. Hour Bank Reserve Account System.

€) Hour Bank Reserve - Hours Credited. A resaogount system will be
maintained by the Plan Office. The account widlude a separate record for each Active
member and will show the member’s accumulationaafrl worked reported from each
Contributing Employer to the Plan or reciprocatedhte Plan pursuant to the Electrical Industry
Health and Welfare Reciprocal Agreement (“Recipfrédggeement”) described in paragraph 5
below, beginning on page 8, and subject to subpapagc, below. Hours that are not used to
provide eligibility are credited toward your hoiartk reserve. You may build up your hour bank
reserve to a maximum of 1,000 hours and shall haveaim for hours or contributions reported
in excess of 1,000 hours. Moreover, the Boardrakfees may reduce, extend or terminate your
reserve hour bank at any time. There is no gueeandr vested right to such hours.

(b) Loss of Hour Bank Reserve Hours. If you hawehad eligibility under
the Plan for a period of twelve consecutive momwthsiore, any and all hour bank reserve hours
will be canceled. Should you thereafter retur@twered Employment, you will be required to
reestablish eligibility as provided for in paragnedbelow.

You will lose all of your hour bank reserves andl wot be entitled to further coverage under the
Plan if you:
0] continue to be employed by an Employer who esantributions
to the Plan pursuant to the termination of such leygy's
Collective Bargaining Agreement; or

(i) become employed by an employer in the samastigt as any
Employer that contributes to the Plan and your eygglis not a
Contributing Employer to the Plan or any IBEW-spanesi health
plan.

(c) Pro-rating Eligibility Credit. Effective Janyel, 2006, if your Employer
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is a Contributing Employer to the Plan but whosetgbution rate is different from the Inside

Wire contribution rate, your eligibility credit uadsubparagraph a, above, will be prorated based
on the relationship of your Employer’s contributi@te and the Inside Wire contribution rate

after being adjusted for the difference in the wwdek or benefit level.

3. Initial Coverage. In order to qualify for initial coverage undeetRlan, you must
have accumulated an hour bank reserve credit oharmam total of 300 hours of Covered
Employment within a continuous twelve-month periodwhich contributions have been made
pursuant to the terms of a recognized Collectiveg8aing AgreementCoverage is to be
effective on the first day of the second month fadwing the month in which the 300 hour
requirement is met As an example, if you begin working in Januarg accumulate 300 hours
by the end of March, your coverage will becomedtiie May 1st.

4. Continued Coverage. Currently the charge for coverage is 120 hoursynth
against your accumulated hours until insufficiemtits remain in your hour bank reserve. Prior
to January 2007, the charge for coverage was 1@&ho The amount of this charge may be
changed at any time by the Board of Trustees. $iaarked in one month shall not apply
toward coverage in the next month, but in the sédolowing month. In other words, your
eligibility will continue for as long as your reserhour bank contains at least 120 hours. The
120 hours can come from one of the following sosirce

€) contributions made on your behalf by a ContiiiguEmployer; or

(b) from hour bank reserves; or,

(c) if you are eligible, under the self-pay or teargry disability provisions set
forth in LA, or 111.B, beginning on page 21.

Requisite hours cannot be made up of a combinafigelf-pay and hours worked; or of self-pay
and hour bank reserves. Exception: Apprenticg@od standing who are attending day classes,
may, in such an event, count day class hours &ctatsnded up to the number of hours required
to maintain eligibility or the number of hours aitied in day classes in a particular month,
whichever is less. Class hours may not be caaved from month to month to maintain
eligibility.

5. Industry Reciprocity. In order to re-establish or preserve continuftgaverage
in this Plan, you may apply to have contributioresde on your hours worked transferred from a
“Reciprocal Fund” (a health and welfare plan spoeddy a Local Union of the IBEW and
chapter of NECA)n accordance with the Reciprocal Agreement. Talifyy this Plan must be
your “Home Fund” (the health and welfare plan taakhcontributions will be transferred and
through which your health and welfare benefits Wwélcovered), you must register on ERTS (the
Electronic Reciprocal Transfer System), and youtrpussent a valid photo identification at your
Home Fund, the Participating Fund in which you hiaagstered for work or an Assisting IBEW
Local Union. You must agree both in writing andattonically (via ERTS) to (1) the legally
binding effect of utilizing an electronic signatwe ERTS and (2) an approved authorization and
release regarding reciprocal transfers under tlogpReal Agreement.
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You may designate this Plan as your Home Fundufai@ a member of IBEW Local 6 and have
been eligible for benefits under this Plan at amgtduring the past six years. You may
designate this Plan as your Home Fund if you anember of another IBEW Local Union that is
party to the Reciprocal Agreement if:

(@  you are currently eligible for benefits under tRian,

(b)  you have not been eligible for benefits under yiaagal Union’s Health
and Welfare Plan at any time during the past sarg/eand

(c) you establish your intent to return to work undwe jurisdiction of this
Plan as soon as work is available.

The effective date of the transfer is the first daghe month in which you have properly
registered on ERTS, provided you meet the eligibrkquirements to claim the Plan as your
Home Fund as described above. Upon approval adgpication based on the foregoing rules,
the lesser of (I) contributions in an amount preddn the current Collective Bargaining
Agreement of the Plan, or (2) contributions in amoant provided in the current Collective
Bargaining Agreement of the Participating Fund mck you are working, will be transferred. If
the contribution rate in this Plan is greater ttiaat in the remitting Participating Fund, the Plan
Office shall, on behalf of the Plan, prorate therfsaeported based on relationship the
Participating Fund rate bears to this Plan’s rate.

Reciprocity under this paragraph 5 will remain ffeet unless, and until, you complete a
“Request for Cessation of Transfer” on ERTS. Rkwthfer information regarding the procedure,
please contact the Plan Office.

The terms of the Reciprocal Agreement may be clthogamended from time to time by vote of
the participating trusts throughout the United &atTo determine whether changes have
occurred in the Reciprocal Agreement since thetipgrof this booklet, contact the Plan Office.

B. RETIREE MEMBER ELIGIBILITY RULES
1. Retiree Defined. A member in good standing of the IBEW who retiresn the

electrical industry and who can meet the requiramset forth below will qualify for enroliment
as a Retiree member.

2. Regular Retirees. If you have attained at least age 62, you willldy for
enroliment as a Regular Retiree if you have satisfine of the following requirements:

€) 120-Month Option. You have been covered aAdive member for 120
out of the last 180 months and two (2) periodsd€dnsecutive months
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within the 60 months immediately preceding age 62ubsequent
retirement age.

(b) 300-Month Option/Retired.

(1) you have been covered as an Active membertflast 300
months of which at least two (2) periods of 12 emogive months
of coverage were within the 60 months immediateg§cpding age
62 or subsequent retirement age; and

(i) you qualify for retirement and have retiredden the Northern
California Electrical Workers Pension Plan (“NCEWnRBion
Plan”).

(c) 150 Month Option/Retired.

0] you have been covered as an Active membertfaast 150
months out of the last 240 months of which at least(2) periods
of 12 consecutive months of coverage were withim@diths
immediately preceding age 62 or subsequent retimeage; and

(i) you qualify for and have retired under therthern California
Electrical Workers Pension Plan.

(d) Continuous Coverage Since Inception/Enrolleg#ptice.

(1) you have been continuously covered as an Aatrember since the
inception date of your work in the electrical inttysor

(i) you are currently an enrolled apprentice iBan Francisco
Electrical Industry Apprenticeship program.

NOTE: Participation as an Active member includagipipation in the Electrical Workers Area
Health and Welfare Plan, the predecessor to tlais Which terminated February 1, 1998. A
Retiree’s “Home Plan” is the successor Plan toMfea Retiree Health & Welfare Plan,
sponsored by the Local Union and NECA chapter insehjurisdiction the majority of Active
member contributions were made on his or her betaf example, if a Retiree has ten (10)
years of participation as an Active member, buy éolir (4) of those were through the IBEW
Local 595 Trust and six (6) were through the IBEWt&! 6 Trust, Retiree coverage will be
provided by the Local 6 Trust, not the Local 5988kr This rule applies to IBEW Locals 639,
595 and 6 only.

3. Disability Retirees. If you are a Covered Employee under age 62 aodrhe
totally and permanently disabled, as defined irpsu#igraph c, below, while Active coverage is
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in force, you will qualify for enroliment as a Didad Retiree member provided:

€) you have exhausted coverage pursuant to yaurbdank reserve and/or
temporary disability coverage; and

(b) you have been covered as an Active memberZ0rout of the last 180
months and two (2) periods of 12 consecutive mowitisn the 60 months immediately
preceding the date of onset of disability; and

(c) proof of total and permanent disability is sutbeal.

“Total and permanent disability” means that theligppt is unable to engage in any substantial
gainful activity due to a medically determinableygical or mental impairment which has lasted
or can be expected to last for a continuous periat least twelve months, or can be expected to
result in death. The impairment must be so sea®te prevent the individual not only from
engaging in the individual's usual work but, comsidg the individual's age, education, previous
training and work experience, from engaging in smystantial gainful work which exists in
significant numbers in the region in which the indual lives.

You must be under the care of a legally qualified Rysician and have been awarded a
permanent Social Security disability benefit undefTitle 1l of the Social Security Act. Proof
that you continue to qualify for Social Securitgahility benefits and that a Physician deems you
to still be totally and permanently disabled wil tequired at reasonable intervals by the Plan.

A Social Security disability award will be presuiwgtproof that you are permanently and totally
disabled; however, that presumption may be rebuysother pertinent evidence. If you fail to
furnish proof, or if you refuse to be examined B®tg/sician (designated and paid for by the
Plan), you will no longer be considered totally gredmanently disabled for purposes of
disability retirement eligibility under the Plan.

4. Early Retirees. Subject to the following provisions, if you r&tiryou may
maintain coverage in the Plan as an Early Retiree.

(a) Minimum Age Requirement. You must be at |&&syears old.

(b) Retirement Requirement. You must have retineder the Northern
California Electrical Workers Pension Plagxception: Participants of the Plan who work under
IBEW Local 6 Collective Bargaining Agreements tbatnot require contributions to the NCEW
Pension Plan (e.g., employees working under theelst¢eper and Residential Wire Agreements)
are exempt from this requirement, provided thaetam their hours worked, they would have
otherwise qualified under the service requirementser the NCEW Pension Plan.

(c) Service Requirements. You must satisfy orngheffour Regular Retiree
service requirements as set forth in paragrapb@;e at your retirement date to qualify as an

11



Early Retiree between ages 55 and 62.

If you satisfy the service requirements in paragrapvithin the period immediately preceding
age 62 or subsequent age, (which, among otherghiaguires that your hour bank runs out after
you attain age 59) you will not to be required totinue Early Retiree participation and pay the
Early Retiree copayments in order to participata &egular Retiree. However, if at the
exhaustion of your hour bank you elect not to dra®lan Early Retiree, you may not again
participate until you are eligible as a RegulariiRetat age 62.

If you do not satisfy the service requirementsamggraph 2 within the requisite periods
immediately preceding age 62 or subsequent ageelgky, your hour bank runs out before you
attain age 59), yowill be required to participate as an Early Retiree and pay thethhpio-
payments in order to participate as a Regular &=ttt age 62.

The current Early Retiree and Regular Retiree Gorgait Schedules are included in Appendix
1. Generally, these amounts are adjusted annoralyugust i based on percentage increases to
the Plan following contract renewals with the vasdrlan carriers. Since the copayment
amount required between ages 62 and 65 varies dieygempon whether or not you satisfy the
service requirements in the period prior to agey6f, may want to review the copayment
schedule, or contact the Plan Office, before makmg retirement plans.

(d) Self-Payment Periods Not Counted. PeriodsanfyRetiree self-
payments and COBRA self-payments are not takeraiotount to determine Retiree status at
age 62 or 65. (See Section IV describing COBRA Bsitsn Coverage.) Early Retirees must
meet the requirements for Regular Retiree memb&ursby satisfying the requirements set forth
in paragraph 2, above, solely from periods of cageras an Active member. This includes
periods of direct self-payments (during periodsioémployment) and periods of temporary
disability coverage.

5. Effective Date of Retiree Coverage.

€) Regular or Disability Retiree Coverage. If yoaet all of the
requirements to qualify for Regular or DisabilitgtiRee coverage under the Plan, you will
become eligible for Retiree coverage effectivetanfirst of the month following submission of
a completed application for enroliment or upon exti@n of any temporary disability coverage
or hour bank reserve, whichever occurs laxception: A maximum of 12 months of
retroactive coverage will be credited to a Disalikatiree who submits his or her application
within 60 days from the date of receipt ddacial Security Disability Award Notice

(b) Early Retiree Coverage. Early Retiree coveragst commence with the

later of:
(1) the first of the month following termination obverage based on
Employer contributions and exhaustion of the mershreserve
hour bank (including temporary disability coverage)
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(i) the first of the month following retirement der the Northern
California Electrical Workers Pension Plan. An laggtion for
Early Retiree coverage received by the Plan Offioee than 60
days following the later of retirement or exhaustas hour bank
reserve coverage shall be deemed “untimely” forpilmposes of
this subparagraph.

If you are an Early Retiree who is eligible to deReetiree coverage pursuant to paragraph
4(c)(i)(1), above, you shall be deemed to have ehde defer enroliment when an application for
Early Retiree enrollment is not received by thenRitfice within 60 days of the last qualifying
date for entitlement to Early Retiree coverage.

Early Retiree self-payments are due byb# of the monthpreceding the month for which
coverage is to be provided. Failure to make tinpalyments may result in the cancellation of
Early Retiree coverage without a right of reingtagat. At your request, your Retiree health care
premiums may be deducted from your monthly penkemefit from the Northern California
Electrical Workers Pension Plan. A form permittthg deduction from your pension check is
available from the Plan Office.

(c) Retiree Dependent Coverage. Coverage for Reypendents as defined in
subsection C, below, will become effective on tiei of the following dates:

0] the date you become eligible for Retiree cogerar

(i) the first of the month after you acquire a Badent, provided that
you request enrollment within 30 days after therrage, birth,
adoption, or placement for adoption.

6. Monthly Charge for Retiree Coverage. The Plan may charge Retirees and
surviving spouses and other Dependents a montlalgeHor coverage. The Board of Trustees
has the discretion to change at any time the amafuthe monthly charge based on the cost of
coverage to the Plan. Co-payments are subjectaoraula determined by the Board of Trustees
and based on the Plan’s benefit consultant’s callicuis. The rates may differ between different
categories of Retirees.

7. Medicare Enrollment. Medicare is our country’s health insurance progfar
people age 65 or older, certain people with digaslwho are under age 65, and people of any
ages who have permanent kidney failure. If youraceiving Social Security Disability Income
(“SSDI”) benefits, you generally become eligible Mdedicare coverage 24 months after your
SSDI benefits begin.

There are two parts to Medicare that relate to it@lsgnd medical insurance. They are hospital
insurance (Medicare Part A) and medical insurancé sas for the cost of Physicians (Medicare
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Part B). Medicare Part A is financed by payrokes; and, if you are eligible to receive it based
on your own--or your spouse’s--employment, you dbpay a premium. Medicare Part B is
partly financed by monthly premiums paid by thog®whoose to enroll. For enrollment and
eligibility information, call Social Security at890-772-1213. You can also find Medicare
information on the Internet atww.medicare.gov

The Plan offsets expenses for services or supididse extent they are or may be payable under
Medicare. For this purpose, if you are a Medicaigible Retiree, the Plan Office will assume that
you have full Medicare coverage (Parts A and B) tiwdeor not you have enrolled for the full
coverage. Therefore, if you are a Retiree whask&scted coverage under the Indemnity Plan, once
you or your Dependent becomes eligible to enroMadicare, the Plan will process any claim for
Covered Expense incurred on or after that datiecagyh it is secondary to Medicare coverage, even
if you or your Dependent fails to enroll. If youymur Dependent is eligible to enroll in Medicare
and has selected one of the Plan’s HMOs, you or {pmpendent must enroll in the HMO’s
Medicare Program (“Medicare Part C”). The diffeveetween the premiums charged to the Plan
and the premium for the Medicare Program will detiiback to you as the Retiree member if you
and/or your Dependent fail to enroll in the Mede&Risk Program. If you or your Dependent does
not reside in the HMO’s Medicare service area, ymst enroll in one of the other available plans.

Medicare Part D is addressed in VII.A, beginningpage 52 of this booklet.

8. Suspension/Cancellation of Retiree Benefits.

€) General Rule. If you are eligible for beneéissa Retiree member,
you shall have such eligibility suspended during@eriod you have returned to work in “prohibited
employment” as either defined below or which worddult in a suspension of benefits under the
NCEW Pension Plan:

0] Prior to Age 65. Before the attainment of NormatiRement Age
(65), “prohibited employment” means the performaoicgervices in
any capacity in the electrical industry in the @ditStates.

(i) After Attainment of Age 65. After attainment of ioal Retirement
Age “prohibited employment” means the performaricgeovices of
40 hours or more during the month:

()] in the ten counties comprising the San Francisgp/Aeaa:
San Francisco, Alameda, San Mateo, Contra CostanMa
Solano, Napa, Santa Clara, Sonoma and San Benito;

(D) of the type performed by Employees covered by tG&W
Pension Plan on your Pension Effective Date; and

() which requires directly or indirectly the use o gtame skills
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employed by Employees on the Pensioner’s Pensientive
Date, including any supervision of employees in shene
trade or craft or directly or indirectly using tb@me skills as
Employees covered by the NCEW Pension Plan ondtes d
the Pensioner retired.

“Prohibited employment” and “work” includes emplognt for which a salary is paid, work as an
independent contractor, work for which the NCEW g$tem Plan Participant receives a deferred
benefit and work for which the NCEW Pension PlamtiBipant receives anything of value in
exchange for services rendered.

(b) Exceptions to the Suspension of Benefits Rule. NGEW Pension Plan
provides a limited number of exceptions that allmRetiree to engage in otherwise prohibited
employment. Those exceptions are:

(1) as a private or public building or electrical insjue;

(i) as an instructor in a Taft-Hartley Trust apprergigp and training
program;

(i) in sales of electrical equipment or products; or

(iv)  inthe manufacturing or marketing of electricaét&ctronic products
and systems which does not substitute for on-alteédation that is
protected or which is sought to be protected utglew Inside Wire
Agreements.

(c) Retiree Coverage Continued for Limited Timkyadu are receiving Retiree
benefits under this Plan and return to Active empient pursuant to a Collective Bargaining
Agreement requiring contributions on your behalseablish eligibility for coverage under the Plan,
your Retiree benefits shall be suspended commenging the date your eligibility as an Active
member is reestablished or upon the first of thel thonth following the date of your return to
Covered Employment, whichever occurs first.

(d) Reinstatement Rule. Upon notification thatrypansion benefits are no
longer suspended, Retiree benefits shall be réatstao later than the first of the third month
following the last month for which benefits werespanded.

(e) Forfeiture Rule. If you are an Early Retirgeluding an Early Retiree who
elects to defer Retiree coverage under the Plan)nyust refrain from engaging in work in the
electrical industry unless you return to work faCantributing EmployerIf you return to work
for a non-Contributing Employer, your coverage or digibility for deferred coverage under this
Plan will be canceled without right to reinstatemehand you will be obligated to reimburse the
Plan for any benefits paid on your or your family’s behalf during any period of such
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employment.

If you are an Early Retiree who returns to employteevered under the Plan and who subsequently
becomes eligible for coverage as an Active membsed on your work hours, you will not be
required to continue making Early Retiree self-pagia. Upon subsequent retirement prior to age
62, you will be required to make continuous eagtirement self-payments until you qualify for full
Retiree status.

9. Annual Verification of Retiree and/or Dependent Eigibility. In order for you or
your Dependent to maintain eligibility for Retireenefits under this Plan, you must submit a
completedVerification of Eligibilityform must be returned to the Plan Office at |leasie a year.
This form will be sent to Retirees at a time deatgd by the Board of Trustees.

C. DEPENDENT ELIGIBILITY RULES

1. Dependent Defined‘Dependent” means your lawful spouse, your Doroé&tirtner
as defined below, an unmarried dependent childnufigears of age, and your unmarried child who
has attained age 19 but who has not reached hex @5th birthday if he or she is dependent on you
for support and is attending an accredited tradeal¢college or university as a full-time studasit
defined by the educational institution.

(@)  Child Defined. “Child” includes your natural child, stepchild, kdty
adopted child, foster child, your Domestic Partaehild or other child provided such child is
dependent upon you for support and maintenancésgratt of your household, or a child for
whom you have been appointed legal guardian oregpa@ired to provide dependent coverage
pursuant to a Qualified Medical Child Support Orf@MCSQ”). (See paragraph 4, below, for
a description of a QMCSO.)

Summer months are covered provided the Dependenaviidl-time student the previous Spring
semester or quarter. You are required to providefpof full-time student status each quarter or
semester, whichever is applicable.

(b)  Domestic Partner Defined. “Domestic Partner” is defined as a spousal
equivalent relationship sanctioned by the laws stiaée, county, city or other municipality.
Domestic Partners shall become eligible on thé¢ diay of the month following the month the
Plan Office receives proof of Domestic Partnerusta the form of an official certification of
registration of domestic partnership and eitherafl affidavit of “dependency” for tax purposes,
or (2) advance remittance of at least six monthsuads the Plan Office determines are due on
the additional imputed taxable income to the membeluding the employer’s portion of such
taxes. The Plan will not be responsible for axgs$atax-related penalties or interest imposed on
the member as a result of providing Domestic Pactoeerage.

2. Disabled Dependent Child Age 19 through 24Your dependent child whose
coverage would otherwise terminate solely duetairahent of the limiting age may continue to
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be considered a Dependent while he or she is ibhtaph self-sustaining employment by reason
of mental or physical disability, provided writtemidence of such incapacity is furnished to the
Plan Office with respect to that child by the tifirst day after the later of (a) the attainmeht o
such age, or (b) the date you become aware ofglold’s incapacity. Proof of the continued
existence of such incapacity must be furnishetiéd”ian Office from time to time at the Plan’s
request. The Board may require that your childssBéysician or other specialist selected by the
Plan.

3. Dependent Coverage upon Death of MemberUpon your death, your surviving
spouse and Dependents will be eligible for benefitd your hour bank reserve is exhausted.
Thereafter, if you died while you were an Activermieer or Early Retiree, your Dependents
(other than a Domestic Partner or the children Dbenestic Partner) will be eligible for Retiree
coverage if, regardless of your age at the datkeath, you would have met the Active member
coverage requirements for Retiree membership dligibet forth in B.2. If you died while you
were a Regular Retiree, your Dependents will reralgible for Retiree member Dependent
coverage in the Plan upon your death.

In all cases, surviving spouse coverage will cegem a remarriage. If the requirements under
B.6 Monthly Charge for Retiree Coveragabove, are not satisfied, Dependents (other than
Domestic Partners or children of Domestic Partnams)eligible for enroliment in COBRA or the
standard conversion plan, if any. If you have np&nlents at the date of your death, your
successors shall have no claim for coverage, pagnenrefunds.

4, Qualified Medical Child Support Order (“OMCSQO”). You must provide
written proof of legal dependent status such astla tertificate for a child, a decree of adoption
for an adopted child and a marriage certificateafgpouse. You must furnish the Plan Office
with a copy of a court order for any child who teen appointed to your care pursuant to a
court-ordered guardianship or QMCSO. A copy ofRten’'s QMCSO procedures may be
obtained from the Plan Office without charge. A Q8D recognizes an eligible child’s right to
receive Plan benefits as a beneficiary of an digitdan Participant. The child, to be covered by
the benefits of this Plan, must be a Dependenefisati in the Plan.

The steps that will be followed to establish antédaine the qualified status of a QMCSO are:
€) You must provide the Plan Office a copy of yQUMCSO.

(b) Within thirty (30) days after receipt of the @80, the Plan Office will
notify you and the Dependent (through his or hetadial parent,
guardian or representative), in writing, if the QBIC is acceptable to the
Plan.

(c) If the Plan determines that the Court ordersdua constitute a QMCSO,

or additional information is required, you and Dependent (through his
or her custodial parent, guardian or represenfatiilebe notified in
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writing by the Plan or the Plan’s legal counsel.

0] If the QMCSO is denied, the notice shall ddserihe reasons for
this decision. There is a right to appeal a deaiadl the summary
of the Plan’s appeals procedures will be inclugethe notice of
denial.

(i) If additional information is required, notitation will be provided
as to what is needed, and you will have sixty @@)s to respond.
If you do not respond within sixty (60) days, tleguest for the
QMCSO will be deemed canceled.

You will be required to certify under penalty ofrjpey that the dependent child meets these
requirements.

5. Proof of Continued Dependent Status.You are required to notify the Plan
immediately if any individual ceases to be your Bagent. Proof of the continued existence of
Dependent status must be furnished to the Plarcéfiforn time to time at the Plan’s request.

D. PLAN SELECTION AND ENROLLMENT

1. Plan Selection. Under the Plan, you may select among variousflemions,
including an indemnity option or two HMO optionRefer to Section VI for general information
concerning HMOs that are available under the Playou do not select one of these options,
you will automatically be enrolled in the IndemnRjan. (See V.A.)

2. Open Enrollment. You will be given the opportunity to change P&atections
during special open enroliment periods which uguaticur during the month of July, with
changes effective August 1st. The Plan will sgpeinoenrollment material with Plan
information shortly before each open enrollmentqeer Be sure to enroll your Dependents when
you first enroll, otherwise, subject to Special @mnent provisions in paragraph 3, below, you
may enroll your Dependents only during open enrefimException: the Plan allows enrollment
when your Dependent is first eligible for coveragea result of marriage, domestic partner
registration, birth or adoption of a child, or #m@rollment of a dependent child over age 19 as a
full-time student. All of your Dependents are covered in the same tpn that you choose for
yourself, if they are properly enrolled in the Plan No benefits are payable for any person
who is not properly enrolled. The Board has the dicretion to change or establish other
open enrollment periods.

3. Special Enrollment. If Plan benefits are available without cost taygou
will ordinarily want to enroll in the Plan, alongtiv your spouse or Domestic Partner and other
Dependents. Potentially, however, you might wardédcline enrollment for an otherwise
eligible family member (e.g., to avoid taxable inedfor covering a persons who do not meet the
definition of dependent under the Internal Reve@ade). If you decline enrollment for any
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eligible individual who has other health insuranogerage, you may later enroll that individual
in the Plan if you request enrollment within 30 slajter that other coverage ends. Also, if you
have a new Dependent as a result of marriage, ldibption, or placement for adoption, you
may be able to enroll yourself and your Dependigrysu request enrollment within 30 days
after the marriage, birth, adoption, or placemen&fioption.

4. Optional Supplemental Benefit for Medicare-Eligible Retirees. Medicare-
eligible Retirees and/or Dependents who have chimsenroll in a Medicare program not offered
through the Plan may elect the supplemental bepefdgram as described in Section VII,
Supplemental Benefjteeginning on page 52. If you are a MedicareHgkgRetiree and choose
supplemental benefit coverage only, you may ot ante of the Plan’s available Medicare Risk
programs (e.g., PacifiCare Secure Horizon or Kagarior Advantage) but only during a Plan
open enroliment period.

Please note that if you are a Medicare-eligiblarBetand choose to enroll with an
outside Medicare Part D provider (covering presmipdrugs), you will automatically be dis-
enrolled from the Plan’s medical programs inclgdine Indemnity Plan, PacifiCare Secure
Horizon and Kaiser Senior Advantage, and your and family’s coverage under the Plan will
be limited to the dental and vision supplementalfi¢s. See VII. B and C.

5. Enroliment Cards. If you are an Active member as defined in Il.Audy are
required to complete an enrollment card and masirder to cover your Dependents, include
copies of marriage certificates or Domestic Parntagistration certificates, where appropriate,
and birth certificates for yourself and for all yddependents. Proof of full-time student status is
required for all dependent children who have atdiage 19. (See 1l.C.1 defining Dependent.)

6. Effective Date of Eligibility. All members and their Dependents who qualify
under the Section Il eligibility provisions of tHoklet shall be covered effective 12:01 a.m. of
the first day on which they qualify.

E. TERMINATION OF ELIGIBILITY

Your or your Dependents’ coverage will terminatemiphe occurrence of the first of the
following events:

1. the last day of the month in which your hourlbprovides the minimum
required hours;

2. the date you fail to make any required self-paynunder the Plan by its due date;

3. the date the Plan is modified to terminate amaare classes of eligible
members, or to terminate one or more benefits;

4. the date your status as a Participant or baagfiterminates;
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5. (for Medicare-eligible Retirees) the date yoto#iwith a Medicare Part D
provider outside this Plan;

6. the first date in which you work in non-Coveteaployment in the electrical
construction industry; and

7. your failure to abide by the Plan’s provisionsiat results in forfeiture of
coverage, or you fail to maintain your membershigaod standing in IBEW Local 6.
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SECTION IlIl: NON-COBRA CONTINUATION OF COVERAGE
A. DIRECT SELF-PAYMENT

If you are already covered under this Plan and woaumulated credit for hours worked has
fallen below 120 hours, you may, in order to mamtantinuous coverage, make payments
directly to the Plan under the following conditions

1. Amount. The amount of such payment is to be set by thedBo&Frustees. In
no event may hour bank reserves of less than 1@&G e used to offset the payment required to
maintain one month of coverage.

2. No Break in Payments. There may not be a break in payments. All paymen
must bereceivedby the Plan Office by the 20th of the month ptathe month for which
coverage is to be effective. The first such payrséall be accepted if remitted within 20 days
of notice to you regarding loss of coverage.

3. Availability for Employment; Exceptions. To qualify for continuation of
coverage by direct self-payments, you must be ablfor immediate employment with a
Contributing Employer. There are two exceptions:

(@) Disability. If you are disabled and unablevark and present a
Physician’s opinion satisfactory to the Plan Officghat effect. The Plan may designate a
Physician or other medical provider to make sudbrd@nation; or

(b) Approved Leave of Absence. If you obtain veritapproval from the
Board of Trustees to make direct self-paymentshguain extended leave of absence, subject to
the time limits outlined in paragraph 4 below.

4. Maximum Period of Direct Self-Payment Coverage.So long as you continue
to qualify for direct self-payments, such paymengs/ continue for up to a maximum of 12
consecutive months, provided that if at any timarduthe 12-month period you are disabled and
unable to work, and present a Physician’s opintothat effect, you may qualify for up to 12
months of temporary disability coverage as desdribéB.2, Temporary Disability Coverage,
below. In no event, however, may the combination of direcself-payment coverage and/or
temporary disability coverage exceed a total of 2dhonths for any single disability as
defined below. All periods of direct self-paymentsvill be included for purposes of
determining eligibility for Retiree coverage.

5. Special Apprentice Rule. The amount required to be paid under the Plan’s
direct self-payment provisions shall be deemed ffgidu are an apprentice attending day
classes under the following terms and conditions:

(@) you have actually attended day classes foffeisnt number of hours
during the affected eligibility period that, hacchithours been deemed by the Plan as “work
performed in Covered Employment,” you would havieieeed or maintained coverage under the
Plan; and
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(b) you are eligible under rules adopted and/odemented by the IBEW
Local 6 JATC for reimbursement of self-paymentsigaithe Plan on account of time actually
spent in apprentice training day classes; and

(c) you actually pay to the Plan sufficient contitibns, in a timely manner, to
bring your number of hours, during the eligibilggriod, up to the minimum eligibility hours
needed to maintain coverage under the Plan; and

(d) the Director of Apprentice Training certifiesthe Plan Office that you are
eligible for this special rule.

B. TEMPORARY DISABILITY COVERAGE

1. Application for Coverage. If you become temporarily disabled while
Active member coverage is in force (excluding cagerthrough COBRA payments), you may
submit to the Plan Office, in writing, evidencesoich disability in the form of certification of
continuing disability by your attending Physiciahong with amApplication for Temporary
Disability Coveragef you meet the following requirements:

@ you are unable to perform the duties of yogula occupation covered
under an IBEW Local 6 Collective Bargaining Agreemeand

(b) your disability continues for a period of ti{B0) days.

Such application must be submitted no later thaetgi(90) days from the date your hour bank
reserve runs out. The Board of Trustees may dat@gnPhysician or other medical provider to
make the disability determination. The Board resethe right to place a limit on temporary
disability coverage.

2. Coverage Period. If your Application for Temporary Disability Coverage
approved, you shall, upon expiration of your hoamloreserves, if any, have your Plan coverage
extended without charge while you are disabledafperiod not to exceed the lesser of:

@) 12 months; or

(b) the number of months of Active member eligtigiBupported by your
hours worked, hour bank reserves and/or direcissitinents in the 12-month period preceding
the later of:

(1) the date of the onset of disability; or
(i)  the date on which your Active member eligibjlhas run out.
Thereafter, you may make direct self-paymentsjrbab event shall the combination of

temporary disability coverage and coverage regyftiom the direct self-payment provision
above, exceed a total of 24 months’ coverage fgisargle disability.
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3. Limited 3-Month Extension. Temporary disability coverage will be
extended for up to 3 months following the montlyadir recovery in order to allow you to
accumulate the necessary hours of Covered Emplaytmeea-qualify for eligibility under this
Plan, provided:

(a) you have registered for immediate employmedeuan IBEW Local 6
Collective Bargaining Agreement; and

(b) such extended eligibility does not exceed theva 24-month maximum
per a single period of disability.

4. Successive DisabilitiesFor purposes of applying the limitation in
paragraph 2, above, successive disabilities skalidated as a single period of disability unless
they arise from:
€) different and/or unrelated causes, or

(b) the same or a related cause and are sepasaggddast 3 months of
continuous Active employment with a Contributing j[oyer.

5. Subseqguent Retiree Coveragelf your temporary disability coverage has
continued for the maximum period, you may qualdy Retiree coverage if you meet all of the
requirements set forth in 11.B.3. on page 11 of thwoklet. Periods of temporary disability
coverage will be counted for purposes of deterngiriigibility for Retiree coverage.

C. FAMILY AND MEDICAL LEAVE ACT

You may be eligible for “Family Medical Leave” ibu work for an Employer covered by the Family
and Medical Leave Act of 1993 (“FMLA”) and CalifaenFamily Rights Act of 1993 (“CFRA"),
who has at least 50 employees, and you meet thereetents of the FMLA and/or CFRA as
described below. You must have worked for your Exygr for at least 12 months and for a total of
at least 1250 hours of Covered Employment durimgntiost recent 12 months. Your required
Family Medical Leave must be a result of the bartpplacement of a child for adoption or foster care
to care for your child, spouse or parent or doragstrtner with a serious medical condition, or your
own serious health condition. Plan benefits wel dontinued during Family Medical Leave;
however, you will be required to continue to makg ao-payments normally required under the
Plan for maintenance of coverage.

If you are currently working in Covered Employmant exercise a right to Family Medical Leave:

1. any hour bank reserve standing to your credill sle frozen as of the last day of the
month in which the leave begins;

2. your then current Employer shall be respongdrieontinuing remitting to the Plan
the hourly contributions required under the applieaCollective Bargaining Agreement until the
earlier of:

@ the date the maximum statutory leave periodraek weeks during any
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twelve-month period) expires; or

(b) the date you return to Covered Employment (tvisicall include
registration at the Union’s referral office);

3. the hour bank reserve, if any, standing to yoedit shall be unfrozen on the earlier
of:
€) first of the month immediately succeeding thenth in which you return
from leave to Covered Employment (which shall induegistration at the Union’s referral office);
or
(b) the date the statuary leave period expires; and

4, upon termination of leave benefits, you shatllnee membership status and may
exercise any coverage continuation program availgbeherally to members of the Plan including
direct self-payments, disability extension and C@BR

D. CONTINUED COVERAGE WHILE IN UNIFORMED SERVICE US ERRARIGHTS

If you are an Active employee and called to actniary service in the Armed Forces of the United
States, you are entitled to certain rights, inalgdcontinued health care coverage for a up to a
maximum of 24 months from the date that serviceroences.

The Uniformed Services Employment and ReemployrRagitts Act of 1994 (“USERRA”) is the
primary federal law that provides employment anddbi¢ protection for Covered Employees who
are absent from Covered Employment because ofrtentitary service. This subsection is meant to
and shall be interpreted to comply with the minimaguirements of the USERRA.

1. Eligibility Rules for USERRA. To qualify for USERRA re-employment rights,
including certain limited health care benefits (so@nized below) you must be a Covered Employee
and meet the following requirements:

@) Purpose of Leave. Your departure from civikanployment is for the
purpose of entering a “uniformed service.” Unifeahservice includes the Army, Navy, Air Force,
Marine Corp., Coast Guard, National Guard (fulliduty only), Commissioned Corps of the Public
Health Service and anyone else designated as cblgithe President of the United States during
the time of war or National Emergency.

(b) Employee Must Provide Prior Notice of Servidgefore leaving for
uniformed service, you must provide prior noticattyour absence will be due to participation in a
uniformed service. Written notice is not requirédou are strongly urged to notify the dispatch
office of IBEW Local 6, your last Employer, and tRkan Office so that the uniformed service may
be noted on the dispatch rolls, and to make the iBlaware of your situation.

(c) Assert Military Rights for no More than Five afg (with certain
exceptions). You may assert USERRA benefits fditamy absence not to exceed five years. There
are limited exceptions to the five-year rule sgati are close to that period, you may contact the
Plan Office to determine if your situation may maetexception to the five-year rule.
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(d) Employee Must be Honorably Discharged from #&erv You must have
been honorably discharged from the military service

(e) Return to Covered Employment within a Speciffestiod. You must
return to your same Employer or another ContrilguEmployer within a specified period of time,
depending upon the length of time you are abseninittary service. The rules for return to
employment are:

0] Service of Less than 31 Days. If your periddhlitary service is
less than 31 days, you must be available for CoM&naployment on
the next calendar day (so long as you had atéggist hours rest after
returning home by normal transportation method#&\veng the end
of service.

(i) Service of More than 30 and Less than 181 Dayyouf military
service lasts longer than 30 days but less thardagd, you must be
available for Covered Employment (which means tegisg at
IBEW Local 6's dispatch office) no later than 14yslaafter
completion of the military service.

(i)  Service of More than 180 Days. If your lea®m Covered
Employment for military service exceeds 180 days) ynust be
available for Covered Employment (register at IBHWcal 6's
dispatch office) no later than 90 days after youeh@ompleted your
military service.

2. Right to Certain Health Care Benefits Under the Pla.

(a) Less than 31 Days of Servid®©ne Month of Free Coverage. If you are
absent from Covered Employment for less than 3%,dau may elect to continue your coverage
under the Plan at its expense.

(b) Absent for More than 30 Days. If you are alb$eam Covered
Employment as a result of military service for mdinan 30 days, you may elect to purchase
COBRA:-like coverage for up to 24 months (the firginth of which is at no cost to you, regardless
of whether or not you elect to make COBRA-like payts). After that first 30 days, you will be
required to pay a premium which is 102% of the Blanst of the coverage. Typical rights under
COBRA are for 18 months, rather than the longem®hth period for veterans. USERRA'’s
continuation requirements are similar but not idehto COBRA’s requirements.

Your absence for military service will trigger rigrunder both USERRA and COBRA statutes, and
you are entitled to protection under the law thravmles the most favorable benefit.

(c) Hour Bank Frozen if Requested. Your hour baagerves under the Plan
will be frozen effective with the first of the mdnfollowing the month that eligibility will be
provided from your last hours of employment befeméering a uniformed service. For example, if
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you last worked in January, you will have your hbank frozen as of March, with coverage for
April provided at the Plan’s expense. If you wisttontinue coverage for up to the additional 23
months after April, you may then do so by timelynrging monthly COBRA-like payments to the

Plan Office. After you return to Covered Employrm@mth proper notice and documentation), your
hour bank will be reinstated in accordance witmPRldes.
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SECTION IV: COBRA EXTENSION COVERAGE

A. GENERAL RULES OF COVERAGE

Pursuant to the Consolidated Omnibus Budget Rekiatimn Act of 1985 (a federal law known as

“COBRA"), you have the right to_purchase coveragelar this Plan for a temporary period as
described below. Your COBRA rights begin on theedd a “Qualifying Event”, as set forth in the

chart below.

COBRA requires that coverage under this Plan beredf to members or their Dependents as set
forth in the box below. Timely payments must belmto the Plan Office of an amount determined
by the Board of Trustees, but not to exceed théagippe premium and administrative charges, plus
2% (plus 50% for each month COBRA coverage is eddrbeyond the 18 months due to total
disability). This Plan will treat Domestic Partnassdefined in 11.C.1.(b), above, as spouses for al
COBRA purposes under the Plan.

Qualifying Event

Qualifying Beneficiary

Maximum Extension Period

under Title Il of Social
Security Act

Dependent child(ren)

Termination of Member's Member,  Spouse and/orl8 months after date ¢

Covered Employment (for Dependent child(ren) qualifying event

any reason other than gross

misconduct) or reduction in

hours  of employment

resulting in a loss o

eligibility.

Death of Member Spouse and/or Dependgn86 months after date ¢
child(ren) qualifying event

Divorce of Member Divorced spouse 36 months after date ¢

qualifying event

Dependent ceases to pdaffected Dependent 36 months after date ¢

eligible under terms of thg qualifying event

Plan

Disability = determinatiorf Member, = Spouse  and/029 months after date ¢

qualifying event

The maximum COBRA extension period will be offsgny period of coverage under any of the
continuation of coverage alternatives set forthl.iD, above, including any period of coverage
provided as a result of any hour bank reserves.ekample, if after having lost coverage due to

27



termination of Covered Employment (a qualifying etyeyou elect to continue coverage under the
Plan by making direct self-payments for 6 montligiou are not disabled, you will be eligible for
only an additional 12 months of COBRA continuatamverage rather than 18 additional months
because the 6 months for which you have made diedepayments will be included in the standard
18-month maximum COBRA period.

B. SECOND QUALIFYING EVENT

If you are on COBRA coverage because of terminatio@overed Employment or reduction in
hours, you can extend coverage if a second quadifgvent occurs during the initial 18-month
period provided, however, that the total periodmitinuation coverage does not exceed 36 months
from the first qualifying event, and is offset byyaalternate continuation coverage provided under
II.D of the Plan. For example, in the event yoe diter 6 months of being enrolled in COBRA
coverage resulting from termination of employmegotr spouse and children will be afforded 30
additional months of COBRA coverage, bringing thtalthumber of months of COBRA coverage to
the maximum 36 months.

C. EFFECT OF MEDICARE ON COBRA

If you become entitled to Medicare while you are Asstive member and, subsequently your
coverage under the Plan ends because your Coverglb¥iment terminates or there is a reduction
in hours, your Dependents may elect COBRA for tieatgr of either:

1. 36 months from the date of entitlement to Mankc¢ or

2. 18 months from the date of termination of CedeEmployment or reduction in
hours.

If you become entitled to Medicare during the 18athoaCOBRA period following termination of
Covered Employment or reduction in hours, your Deleaits are entitled to COBRA coverage for
up to 36 months. Regardless of the number of fyuadi events or the date of entitlement to
Medicare, the maximum period on COBRA is 36 months.

D. COBRA PERIOD NOT COUNTED FOR RETIREE COVERAGE EL IGIBILITY

Any period for which coverage is extended pursuar@OBRA shall not count toward eligible
periods required to obtain Retiree coverage.

E. NOTIFICATION REQUIREMENTS FOR DISABILITY ORLOSS OF DEPENDENT
STATUS

If COBRA extension coverage is desired by (1) adied spouse, (2) a Dependent who ceases to be
a Dependent under the Plan, or (3) a disabled memdeh must notify the Plan Office within sixty
(60) days of the date upon which the above qualijfgvent occurs that he or she desires to extend
coverage pursuant to COBRA.
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F. NOTIFICATION REQUIREMENTS IN THE EVENT OF THE DE ATH OF A
MEMBER OR TERMINATION OF EMPLOYMENT

In the event of your death, if you were eligible lenefits under the Plan at the date of death, the
Plan Office will, upon being made aware of suchifyiag event, notify your surviving Dependents
of the COBRA coverage extension rights and of digyraative options which may be available.

In the event your Covered Employment is terminated you are otherwise eligible for benefits
under the Plan, the Plan Office will notify you aymur Dependents of your COBRA coverage
extension rights following the last date that yoereveligible for non-COBRA continuation of
coverage alternatives set forth in Section Ill\ahancluding any period of coverage provided as a
result of any hour bank reserves.

G. TERMINATION OF COBRA COVERAGE

COBRA coverage will terminate earlier than the maxmn period set forth above for COBRA if
certain events occur. The following circumstanedscause COBRA to end:

1. Coverage Under Other Plan After you elect COBRA under the terms of the Plan,
your COBRA coverage will end on the date you fistome covered by another group health plan
other than a plan that has a pre-existing condgatusion or limitation which applies to you.

2. Medicare Entitlement. Your COBRA coverage will end on the date you Ineeo
entitled to Medicare.

3. Failure to Timely Pay Premium. Your COBRA coverage will end on the date
coverage expires due to nonpayment or delinqueymneat of required COBRA continuation
payments. A delinquency occurs if:

(a) initial payment is not made within forty-fi¢é5) days after the date the
application for COBRA continuation coverage is reed in the Plan Office; or

(b) a subsequent monthly payment is_not recem#un thirty (30) days of the
due date set by the Plan Office.

4, No Plan Benefits. Your COBRA coverage will end on the date the Plan
ceases to provide benefits for all members.

5. Employer No Longer Contributes. Your COBRA coverage will end on the date
your employer who contributed on your behalf cedsd®ge a Contributing Employer.

H. AVAILABLE COVERAGE OPTIONS

If you are eligible for extension coverage pursuar@OBRA, you may elect either Core coverage
only, or both Core coverage and Non-Core coverdgere coverage” is medical coverage only.
“Non-Core coverage” is dental and vision care cagemwhere applicable. If Non-Core coverage is
elected in addition to Core coverage, all Non-@aneerage will be included. An individual may not
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elect dental or vision coverage only.

l. CALIFORNIA COBRA MAY EXTEND RIGHTS

Under California law, HMOs, such as Kaiser or R@gife, are required to offer to continue benefits
for certain individuals beyond the period of fed€@®BRA in certain situations. You may contact

Kaiser or PacifiCare for information on this pragra The HMOs will provide the appropriate
notices and options if this becomes applicableotar gituation.
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SECTION V: HOSPITAL AND OTHER MEDICAL BENEFITS

As a Participant in the Plan, you are given a ahoictwo HMOs and the Self-Funded Indemnity
Plan (Indemnity Plan). You can select from amadmg three Plans offered, which are Kaiser
(HMO), PacifiCare (HMO), and the Indemnity Planouvare allowed to change your choice of plans
once each year.

A. SELF-FUNDED INDEMNITY PLAN
The Indemnity Plan provides you with freedom ofickan selecting your Physician. To maximize
Plan benefits, you are urged to use Physicianslasgitals that are Preferred Providers. When you

use health care providers that are not Preferreddirs, you may incur more out-of-pocket costs.

You should carefully review the benefits of thednthity Plan to make certain it fits your needs, and
that you understand what will be your financialigation (out-of-pocket costs) under this option.

1. General Provisions.

€) Summary of Benefits.

(i) Deductible. There is a $50 per person, $100 peilyfgrar calendar
year deductible. (Exception: Non-Medicare-EligibRetirees:
($100.00 per person, $200.00 per family))

(i) Hospital Benefit. The Plan pays the first $5,00@@fered Hospital
charges in a calendar year at 100% (not subjabetdeductible).

(i)  Other Medical and Hospital Benefits. The Plan widly 80% of
Covered Charges after the deductible is met.

(iv)  Out-of-Pocket Maximum. There is an out-of-pockebamum of
$1,000 per person per calendar year. (Prior toakgrl, 2007, the
out of pocket maximum was $1,000.) The Plan wily f80% of
Covered Charges in excess of $5,000 per persocaleadar year.

(v)  Annual Maximum. There is an annual maximum ofG§800 per
person

(vi)  Maximum Lifetime Benefits. There is a lifetime naum of
$2,000,000 per person (including benefits for béttives and
Retirees).

If you or your Dependent incurs Covered Chargesndua calendar year as a result of a non-
occupational lliness or Injury sustained while ilig, benefits will be paid at the appropriate
percentage of Covered Charges, subject to thedliimits and provisions in this booklet.

You and your Dependents are encouraged to reviewPthn Comparison Worksheets that are
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available in the Plan Office when deciding whichrPivould most meet your needs, either at the
time of initial enrollment or during open enrollnten

(b) Preferred Provider Network. The Plan has eattd with First Health Group
Corp., a Delaware corporation, (“First Health”), docess the First Health Preferred Provider
Organization (“PPQO”) Network, to cover Hospital amedical services rendered by participating
Hospitals and practitioners at predetermined féésither you nor the Plan is responsible for any
charges in excess of the contracted amount. Tae &lopted this PPO Network as a cost
containment measure and the result is a savingotb the Plan and the members who use
participating providers and facilities. Additiohglsome services that are not normally covered
under the Plan may be included at no charge aCaNRRwork facility. Information regarding this
program, as well as a schedule of providers, igabla by phoning First Health at 1-800-226-5116
at no cost or you may access this information tirethrough First Health’'s web-site at
www.myfirsthealth.com.

(c) Medically Necessary Requirement. Charged miedically Necessary in
order for the charge to be covered under the PN@TE: The Plan may rely on its medical
review department and/or an independent medical raewer to determine if treatment is
Medically Necessary. The fact that a Physician mayrder treatment does not, of itself, make it
Medically Necessary, or make the expense a CoverBapense.(See Section XIVDefinitions)

2. Benefits for Active and Early Retiree Members and heir Dependents.

The Plan has contracted with First Health GrouppCtr provide Clinical Management Services
including utilization review and case management.

Early Medical Assessment Medical providers and hospital facilities arguested to
contact First Health prior to any non-emergencyltakzations and outpatient procedures at
(800) 572-5508. Pre-notification ensures earlpitieation of high-risk patients that would
benefit from case management through a detailedaddiection process. This procedure is
not designed to interfere with medical decisionslelaetween patients and their providers.

Medical Case ManagementThis service is designed to assist you or yoyrdbéent in
obtaining needed medical care from the most apjatesource available. The care manager
will have the option of scheduling services or ®giong methods and providers of care,
which may not be specifically covered by this Plahe costs of these special care facilities
and treatments will be treated as “Covered Chargad’reimbursed as outlined below.
Referrals into case management will come from FHiesalth’s early medical assessment
program and the Plan Office.

€) Medical & Hospital Benefits. After the deduddithas been satisfied,
the benefits will be paid at 80% of the first $3)@J incurred Reasonable and Customary charges in
a calendar year as defined in the Section XIV @ thooklet. The 20% balance (member’s
coinsurance) is an out-of-pocket expense for wyichare responsible. Once you or your Dependent
has incurred $5,000 in Covered Medical and Hosgitedrges in a calendar year, the Plan will pay
the balance of Covered Charges incurred duringatimainder of the calendar year at100%. (Prior to
January 1, 2007, the Plan paid 80% of the firsd@7¥ and 100% after $7,500 in incurred Reasonable
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and Customary charges in a Calendar Year.)

Effective, January 1, 2007, the Plan pays the $5sD00 of covered Hospital charges in a calendar
year at 100% (not subject to the deductible) wherember or Dependent:

(i)

(ii)

(iii)

(iv)

Successive Hospital confinements shall be congidare confinement unless (1) they are separated

is a registered bed patient, (including room anarté@harges up to
the semiprivate rate); or

receives emergency outpatient treatment at a Hospthin 24 hours
from the occurrence of an accident; or

receives emergency outpatient treatment for a tiondiharacterized
by acute symptoms that are of sufficient sevenityeuse a reasonable
expectation, in the absence of immediate meditahton, that the
health of the individual is in serious jeopardy; or

requires Hospital facilities as an outpatient fauegical operation.

by 30 days or (2) readmission is required as dtreSaccidental bodily injury during the 30 days.
The Trustees have the authority and discretionteypret, construe and apply the terms of the Plan
and to decide any and all other issues arisingnthdd?lan, including the amount of benefits (if)an
that may have become payable.

(b) Exception. The following benefits are paid @0% of the Reasonable and
Customary charges and are not subject to deductibifeaximum amounts payable.

(i)

(ii)

Second Surgical Opinion. You may consult a lgggualified
Physician on the need of a non-emergency surgioakpure which
is otherwise covered under the Plan, including s&aey x-ray and
laboratory examinations. If the second opinionstoat confirm the
need for the surgery you may consult a third PhgsicCharges
incurred for the second and/or third consultatiansurgery will be
payable at 100% of the first $100 per consultatioRor any
Reasonable and Customary charges incurred in ea®%60 for the
second or third consultation, reimbursement shalsiibject to the
deductible amount, percentages payable, and maximonount
payable.

Convalescent Hospital and Skilled Nursing Hiaciexpenses are
reimbursable after an in-patient Hospital confinatnef at least 3
days, up to a maximum of $75.00 per day. The magkimumber of
Convalescent Hospital days during any one periamofinement is
100, reduced by the number of days of Hospital icenfient.
Successive Hospital confinements (including Corsadat Hospital
confinements) will be considered a single confineialess they are
separated by a period of 30 days or the seconihesnént is due to a
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new accidental injury. The Plan will not reimbumepenses in
excess of $75.00 per day.

(c) Deductible Amount. The deductible is $50 perspn up to a maximum
of $100 per family for each calendar year. Thithis out-of-pocket expense for which you are
responsible. Non-Covered Charges and your coinsarpercentage may not be used to satisfy the
deductible amount.

The deductible amount is subtracted from the Cal€harges and the remaining amount is
multiplied by the coinsurance percentage to detsgrthe amount payable.

If charges in the last three months of a calendar gre applied toward the deductible, these charge
will also be applied toward the deductible for tiext calendar year.

After two or more individuals in an eligible famihave satisfied the family deductible in a calendar
year, no further deductible is required of thatifgnmit for charges incurred in the remainderftt
calendar year. “Eligible family” means a covereeimioer and all Dependents.

(d) Maximum Payment. The maximum amount payabkedalendar year for

all ilinesses or injuries for any one eligible meanbr Dependent shall not exceed $500,000 per
calendar year and $2,000,000 per lifetime. Eanbhaky 1st, the amount of major medical benefits
which was used in the preceding calendar yearawtibmatically be reinstated up to a maximum of
$1,000. This reinstatement is made without anpacequired on your part. However, in no event
will the total cumulative benefits, including thenaunt reinstated, exceed the original lifetime
maximum. There will be no automatic reinstatenvemen benefits are being continued under the
Non-COBRA Continuation of Coverage provisions. € 8& page 21.)

3. Benefits for Retirees and Their Dependents.

(a) All benefits described in Il.A.1Benefits for Active and Early Retiree
Members and their Dependemtiso apply to Retirees and Dependents.

(b) If you are a Retiree member but are not ygildk to enroll in Medicare, the
annual deductible is $100.00 for you and $200.0Gawily.

(c) If you are a Medicare-eligible Retiree or Degenmnts, the Plan shall offset
Covered Charges by the amount payable by Medidaagments made pursuant to Medicare are
subject to the satisfaction of any deductiblesthedapplication of any Plan benefit maximums or
coinsurance.

(d) If you are a Retiree member or Retiree Depenhdenered under the
Indemnity Plan, once you or your Dependent becaetigible to enroll in parts A & B of Medicare,
the Plan will process eligible claims incurred orafter that date as though you or your Dependent
has Medicare coverage, even if you or your Depetrfdés to enroll or is treated by a non-Medicare
certified provider.

(e) If you are a Retiree member, and you or yoyrddeent selects and assigns
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your (or your Dependent’s) Medicare Parts A & Batplan outside the Plan, no benefits will be
payable unless the supplemental benefits descimb8dction VII are selected.

4, Covered Charges. Benefits are payable for the Reasonable and @asto
charges for services ordered by a Physician or dihensed or Certified Health Care Provider that
are Medically Necessary and are for services,reat, and supplies for the care and treatment of an
lliness or Injury.

The Plan will pay benefits as outlined in lll.A.adalll.A.2 for the following charges:

@) Treatment. Made by a duly constituted and udlybperated Hospital for
outpatient and inpatient treatment. Covered Chafgesnpatient treatment are limited to the
Hospital's regular rate for semiprivate accommantati If the Hospital does not have semiprivate
accommodations, the Plan will pay 75% of the minmimdaily charges for room and board.

(b) Pre-admission and X-Rays . Made by a Hosfaitadre-admission testing for
diagnostic tests performed and x-rays taken, irHibgpital’s outpatient department in connection
with a scheduled Hospital admission for treatméitjary or lliness covered by the Plan, provided
tests are:

0] made within 7 days prior to admission;
(i) ordered by the same Physician who orderedathmission; and

(i)  the same tests that would have been orderathg the hospital
confinement.

If the scheduled admission is cancelled or delatyexlbenefit will still be paid if:

(iv)  the tests reveal a condition that requiresattreent prior to the
admission;

(v) a medical condition develops that delays thmiadion;
(vi)  ahospital bed is not available on the scledidate of admission; or
(vil)  the tests indicate that the admission ismetessary.

(c) Intensive Care or Coronary Care. For accomitimasin an Intensive Care

Unit or Coronary Care Unit which are in excessta semiprivate rate, when required for the
treatment of a critically ill or injured person.

(d) Licensed Convalescent Hospital or Skilled NagsFacility. Made by a
Licensed Convalescent Hospital or Skilled Nursiagilty as defined in Section XN\Definitions
and subject to the limitations described above.m(&(ii).

(e) Professional Medical Services. For profesdionadical services of a
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Physician (including surgeon, anesthesiologistjotadist, pathologist) or Other Licensed or
Certified Health Care Provider as defined in SeckdV, Definitions

)] Chiropractor. For Reasonable and Customarygdsaby generally accepted
chiropractic standards when treated by a licenkgdmractor. You should contact the Plan Office
for an evaluation before starting treatment bec#us@umber of visits is limited depending upon
the nature of lliness or Injury. Claims will béewed to the Plan’s medical review departmentor a
independent medical reviewer to determine Medicatédsity and appropriate frequency of
treatment based on information provided by thegigeg in most instances.

(9) Acupuncturist. For Reasonable and Customamrgds of a licensed
acupuncturist which may be covered as a standadicaidenefit for Reasonable and Customary
expenses, depending upon the diagnosis. You slouldct the Plan Office prior to scheduling
treatment to determine whether or not coverage@miable to your specific lllness or Injury.
Claims will be referred to the Plan’s medical revepartment or an independent medical reviewer
to determine Medical Necessity and appropriateueegy of treatment based on information
provided by the caregiver in most instances.

(h) Therapist. For Reasonable and Customary chafgelicensed or registered
physical therapist or occupational therapist. Ybawdd contact the Plan Office for an evaluation
before starting treatment since the number ofwisiay be limited depending upon the nature of
lliness or Injury. Claims will be referred to theaR's medical review department or an independent
medical reviewer to determine Medical Necessity @pgropriate frequency of treatment based on
information provided by the caregiver in most imstes.

0] Mental Health. For professional services ofli@ensed psychologist,
psychotherapist or psychiatrist for treatment ofntak and nervous disorders and emotional
disturbances of a child. These benefits are pealithrough an insured program with PacifiCare
Behavioral Health. This supplemental program scdbed in Section VII.

A “child” within the meaning of the phrase, “ematal disturbances of a child” means a child who:
() is under age 18; and

(i) has one or more mental conditions as idedifn the most recent
edition of the Diagnostic and Statistical ManofdVlental Disorders,
other than a primary substance use disorderalogmental
disorder, that results in behavior that is inappate to the child’s age
according to expected developmental norms if:

()] as a result of the mental condition the chigs substantial
impairment in at least two of the following aresslf-care,
school functioning, family relationship or theildip to
function in the community; and either of the éoling:

(A)  the child is at risk of removal from homelas
already been removed from the home; or
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(B) the mental disorder and impairments have pessent
for more than six months or are likely to congrfar
more than one year without treatment.

(1) the child displays one of the following:yghotic features, risk
of suicide or risk of violence due to a mentaiodder; or

() the child meets special education eligityiliequirements
under Chapter 26.5 of Division 7 of Title 1 oé@overnment
Code.

0) Nursing. Made by a registered nurse (R.N.Jicansed vocational nurse
(L.V.N.), or licensed practical nurse (L.P.N.), foivate duty nursing service.

(K) Outpatient Facilities. For services rendered dutpatient surgery if the
patient undergoes a surgical procedure which woatthally be performed in a Hospital but which
can be performed in an Ambulatory Outpatient Saddtacility or a Physician’s office. The patient
has the right to choose between having the proeegerformed in the Ambulatory Outpatient
Surgical Facility, the Physician’s office, or iretHospital.

)] Prosthetic Services and Appliances. For ihidad subsequent post-
mastectomy prosthetic devices and prosthetic apg@msuch as artificial limbs or eyes.

(m)  Support. For initial truss, brace or suppoeast splints, and crutches.

(n) Rental of Durable Medical Equipment. For teatal (not to exceed the
purchase price) of durable medical equipment sa@weheelchair and hospital-type bed. Durable
equipment means equipment or Food and Drug Admatiish (“FDA”) approved medical devices
that are medically necessary to aid in recovenhihity and/or the support of life. Such durable
medical equipment must: (i) be prescribed by thending Physician; (ii) be designed for prolonged
use; (iii) not be primarily used for non-medicafposes; and (iv) not be specifically excluded ley th
Plan.

(0) Oxygen. For oxygen and purchase or rental gdipnent for its
administration. The benefit limit for rental wilbt exceed the purchase cost.

(p) Blood. For blood or blood plasma not replageduding the storage of the
patient’s blood when approved or recommended bytieading Physician or surgeon.

(e)) Surgical. For surgical procedures whetheratrstored blood is used.

(n Laboratory Tests and X-Rays. For laboratosgd@and x-rays.

(s) Anesthesia. For anesthesia and its adminmtrat

® Cancer Treatment. For use of radium and raticaisotopes and/or cancer
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chemotherapy treatment.

(u) Ambulance/Transportation. For transportingghgent to the first Hospital
where treatment is given and when Medically Neagsdasuch transport:
0] is to the nearest facility equipped to provitle required treatment;

(i) is provided by a licensed professional ambakeervice; and

(i)  island transportation except where land sjaort is too dangerous or
is not available.

(v) Drugs. For drugs and medicine obtainable aplyn the written prescription
of a Physician and dispensed by a licensed phastaccluding insulin and diabetic supplies
(administered through RxAmerica’s prescription doagd program - seBupplemental Benefjts
Section VII, page 52).

(w) Injectable Drugs. For injectable drugs, inchgisyringes and needles for the
administration thereof.

(x) Substance Abuse. For substance abuse, ingutBtoxification. These
benefits are provided through an insured prograth RacifiCare Behavior. This supplemental
program, which is available to all Plan Particigaaunid their Dependents, is described in VII.E and
VII.F, below on pages 57-58.

(y) Tempomandibular Joint Dysfunction. For thatmneent of Tempomandibular
Joint Dysfunction syndrome (“TMJ”), or any othezdtment of the face, neck, or head is covered on
the basis as any other treatment of the skelesa¢y if the procedure is Medically Necessary to
treat a condition caused by congenital deformitjyrly or lliness. However, charges for intra-oral
prosthetic devices are excluded. Benefits for Th&y not exceed a lifetime maximum of $1,500.

(2) Maternity Charges. For maternity-related ssgsifor a member or spouse or

Domestic Partner. Maternity charges incurred IBeaendent child are not covered, except for
complications of pregnancy, defined in clauseéiplv. Charges due to elective abortion shall not
be considered a Covered Expense except for thasgeshincurred for an abortion where the life or
health of the mother would be endangered if thesfetere carried to term, or those charges which
directly result from complications of an abortioBxpenses for “well-baby” care are not covered,
with the exception of a “well baby Physician’s Hitapvisit” at the time of release from the
Hospital.

0] Complications of pregnancymeans:

()] conditions that require Hospital confinengefwhen the
pregnancy is not terminated), whose diagnosesdliatinct
from pregnancy but are adversely affected bygaacy, or
which are caused by pregnancy; and

(I non-elective Cesarean section; ectopic paagy which is
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terminated; and spontaneous termination of @Eegywhich
occurs during a period of gestation in whichable birth is
not possible.

(i) A female member or Dependent spouse or Dom@&sitner who is
pregnant on the date of termination of her covevatibe entitled to
the applicable benefits for covered expenses dueetgregnancy
even though she may not be totally disabled on dhte of
termination provided:

()] the pregnancy commenced while such individuazd eligible
for coverage under the Plan, and

(I such individual is not eligible for coverageder any other
group plan providing similar benefits for the pragay.

(i)  Charges for maternity-related care will b@pided on the same basis
as any other lllness. However, expenses for iapatHospital
treatment for childbirth delivery will be providddr the mother’s
newborn child for:

()] 48 hours following normal vaginal delivery; and
(I 96 hours following delivery by Caesarean sauti

(iv)  The mother and newborn child may be dischargadier than the
above indicated time periods if both of the follagriconditions are
met:

()] the treating Physician or Other Licensed ortffled Health
Care Provider in consultation with the mother mattes
decision to discharge the mother and child foraathes time
period; and

(I a post discharge follow-up visit for the mottend newborn
child is provided within 48-hours of discharge, whe

(A)  prescribed by her treating Physician; and

(B) thevisitis provided by a Licensed or Certifidealth
Care Provider whose scope of practice includes
postpartum care and newborn care, and may include
parent education, assistance and training in boeast
bottle feeding; and the performance of any necgssar
maternal or neonatal physical assessments.

(aa) _Gynecological. For annual routine pap smaesiding a gynecological
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exam.
(bb) Mammography. For mammography screening é&aasl
0] a single baseline mammogram for women age 86ldss than 40

(i) one mammogram every two years, or more fretyenf
recommended by a Physician, for a woman age 40gssithan age
50; and

(i)  one mammogram every year for a woman agers@laer.

(cc) Sterilization. Charges for sterilization bétreproductive system, including
vasectomy and tubal ligation.

(dd) Stand-by Surgeon. For services by a standungeon when Medically
Necessary due to the risk of the surgical procedure

(ee) _Annual Physical. For an annual physical ug neaximum of $300.

(fl  Preventive Child Care. For preventive chilsre which will be considered
Medically Necessary for the following services:

0] Physician’s services for routine physical exaations;
(i) immunizations; and
(i)  laboratory services in connection with rowgiphysical examinations.
(iv)  Benefits will be limited to one Physician’s sifi including
immunizations and laboratory services in conneatrgh such visit
at approximately the following ages:
)] birth;
am 2,4,6,9, 12,15 and 18 months of age; and
amy 2,3,4,5,6,8, 10, 12, 14 and 16 yearagé;

(gg) Newborn. For Newborn care, limited to onelwaby Hospital visit.

(hh)  Cataract Surgery. For contact lenses or agegs and frames required
immediately following and as a result of cataracgery.

(i) Osteoporosis. For the treatment of osteopsroxcluding all FDA-approved
technologies, including bone mass measurementdémiies as deemed medically appropriate by a
Physician.

40



{])) Speaking Assistance. For prosthetic devicagstore a method of speaking
for the patient incident to a laryngectomy, inchgithe initial and subsequent prosthetic devices or
installation accessories, as prescribed by théngeRhysician, but will not include electronic gei
producing machines.

(kk)  Adult Immunizations. Charges for immunizatsoior adults. Benefits are
limited to immunizations that are recommended lByAmerican Academy of Family Physicians or
the patient’s Physician.

(I Schedule of Transplant Benefits. The followirsghedule summarizes
coinsurance amounts paid by the Plan, benefit maxisnand additional explanations needed for
your transplant benefits. Please refer to therd®n provisions that may affect your benefits.

Benefit Description First Health Non-National Additional - Limitation and
National Transplant Transplant Explanations
Program Program

Plan Pays 100% Not Covered Travel, lodging and meals allowancefis

for the transplant recipient and his pr
her immediate family travel companion
Organ Donor Costs Psg r$100 000 Not Covered (both parents, if patient under age 19).
Transplant ! Transplants performed outside the
National Transplant Program will ngt

Not Covered be covered, includin
) , g any dongr
Travel, Lodging and Meals | $10,000 expenses or travel, lodging and megls

Allowance Per Transplant related to the transplant.

Individual Lifetime Benefit| $1,000,000 Not Covered
Maximum

First Health National Transplant Program/Membewges toll-free number: 1-800-572-5508

NOTES: Please refer to the separate flyer regarthiegirst Health National Transplant
Program for additional information about the progra

Transplant benefits are subject to the medical lfieiime benefit maximum on the
Schedule of Medical Benefits.

B. MEDICAL PLAN LIMITATIONS AND EXCLUSIONS

The benefits of this Plan are provided only fovgmrs and supplies that are Medically Necessary.
These services are covered services and suppiesrthconsistent with the symptoms or diagnosis
in the treatment of an lliness or Injury, are Meadlic Necessary and consistent with generally
accepted professional standards, are not furnighetrily for the convenience of the patient, the
Physician, or other provider, and are furnishetti@most appropriate level which can be provided
safely and effectively to the patient. Examplesatices that are not Medically Necessary include
hospitalization for diagnostic studies that coulalvén been provided on an outpatient basis,
hospitalization primarily for observation or evaloa, hospitalization to remove the patient from hi
or her customary work and/or home environment pp&sonal comfort.
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The Plan reserves the right to determine if a servsupply, or hospitalization is Medically
Necessary. The fact that a Physician or otherigen\nas prescribed, ordered, recommended or
approved a service, supply, or hospitalization dassin itself, make it Medically Necessary.

The following charges are NOT Covered Charges/Expaes:

1. Excess of Reasonable and CustomanAny portion of a charge which is in excess
of the Reasonable and Customary charge for theriesd.

2. Not Medically Necessary.Any charge for treatment that the Plan determmast
Medically Necessary. To determine this, the Play nely upon the advice of its medical review
department and/or an independent medical reviemgeother medical experts. This provision shall
not exclude any Covered Expense which specifictlijes that such treatment will be considered
Medically Necessary.

3. Experimental or Not Generally Accepted Treatment. Charges incurred for a
treatment that is not generally accepted by thaeakgrofession, or is listed as Experimental, unde
Investigation, or limited to research:

@ by the FDA; the American Medical AssociatioAA”); Diagnostic and
Therapeutic Technology Assessment (“DATTA”); or @igice of Medical Application of Research
of the National Institute of Health Office of Teaiogy Association (“OMT”); or

(b) if a treatment has not been addressed by bitee @rganizations listed in
a. above, the Plan has the right to determingréament is appropriate based on the advice of its
medical review department and/or an independentaalectviewer and other medical experts.

However, coverage will not be denied for an FDA+appd drug which is used to treat a condition
for which the FDA has not approved the drug’s ifs@l of the following conditions have been met:

(c) The drug is prescribed for the treatment dfeathreatening condition.
“Life-threatening” means either or both of the éwling:

0] Diseases or conditions where the likelihoodie&th is high unless
the course of the disease is interrupted; and/or

(i) Diseases or conditions with potentially fadaitcomes, where the end
point of clinical intervention is survival.

(d) The drug has been recognized for treatmerttaifdondition by one of the
following:

0] the American Medical Association Drug Evaluato

(i)  the American Hospital Formulary Service Drudrmation; or
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(i)  the United States Pharmacopeia Dispensingrimftion, Volume I,
“Drug Information for the Health Care Professional”

4. Certain Eye Surgery. Charges incurred for surgery to the eye to coaegtroactive
error, such as radial keratotomy; charges incumethe purchase or fitting of eye glasses or atnta
lens. However, charges incurred for a contactdereye glasses and frames required immediately
following and as a result of cataract surgery illa Covered Expense.

5. Cosmetic Charges.Charges incurred in connection with treatmerttifhhi@osmetic;
other than:

€) reconstructive surgery to restore tissue dachagénjury or lliness,
including surgery on one or both breasts to reéstabymmetry following a mastectomy; or

(b) treatment of a child from birth to correct angenital disease or anomaly,
including an oral defect.

6. Elective Abortion. Charges incurred for an elective abortion, exedmre the life
or health of the mother is in danger if the proceds not performed.

7. Custodial Care. Charges incurred for Custodial Care.

8. No Legal Obligation to Pay. Charges which a member is not legally obligated t
pay for; or treatment which he or she obtainssaarititled to obtain, under any Plan or program
without charge, except Medicaid or Medi-Cal. Tl include charges for treatment which is
provided or paid for by the federal government segeran’s Administration facility for:

(@) an Injury or lliness related to the patientifitary service; or
(b) the member or his or her Dependents, if retirech the armed services.
9. Act of War, Riot, or Civil Disorder. Charges incurred as a result of an act of war,

whether declared or not, or any related act; ctsargairred as the result of participation in a oot
civil disorder;

10. Work-Related. Charges incurred as a result of:

€) an Injury which arises out of or in the couns@any employment with any
other employer; or

(b) an lliness for which the member or Dependent

0] is entitled to benefits under any workers’ campation law or
occupational disease law; or

(i) receives any settlement from a workers’ congaion or
occupational disease carrier.
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11. Third Party Responsible Charges incurred for which a third party tortieais
responsible; however, benefits may be advanced ftbm Plan pending
determination by way of court or administrativeattatination of third party liability
or by way of settlement, whether or not the thiactypis responsible for payment of
medical and Hospital costs.

12.  Transportation. Charges for transportation, except professiamaidance services.

13.  Artificial Birth Methods. Charges incurred in connection with:

€) artificial insemination;
(b) in vitro fertilization; or
(c) in-vivo fertilization;

14.  Personal Comfort Iltems. Charges for personal comfort iteB#ems used for an
individual’s personal comfort, such as air purgiechumidifiers, whirlpools, Jacuzzi or hot tub
devices, exercise equipment, reclining chairs duosads, or other equipment not primarily medical
in nature.

15.  Certain Newborn Well-Baby Care. Newborn well-baby care except for a “well-
baby” Physician’s Hospital visit or where includeda PPO Network Hospital contract.

16. Vitamins, Dietary Supplements, Weight-Control, Beaty Aids. Charges for
multiple and non-therapeutic vitamins, dietary dapgents, weight-control items, and health and
beauty aids are not Covered Expenses, nor is aigyvdnich is not Medically Necessary for the care
of treatment of an lliness or Injury.

17. Same Household.Charges made by an individual who usually liveshie same
household as the Participant or the Participan€pdhdent, or who is a member of the immediate
family or the spouse’s immediate family.

18. Hearing Aids. Charges for hearing aids.
C. SPECIAL RULES-FEDERAL MANDATE

1. Women'’s Health and Cancer Rights Act of 19980n October 21, 1998, President
Clinton signed a federal law called the Women’sltteand Cancer Rights Act of 1998. Under this
federal law, group health plans, insurers and HM@s provide medical and surgical benefits in
connection with a mastectomy must provide bentitsertain reconstructive breast surgery. Fora
Participant or beneficiary who is receiving bersfibder the Plan in connection with a mastectomy
and who elects breast reconstruction, the law regucoverage in a manner determined in
consultation with the attending Physician and ttéept for (a) reconstruction of the breast on Whic
the mastectomy was performed, (b) surgery and stagtion on the other breast to produce a
symmetrical appearance, and (c) prostheses antcphgsmplications of all stages of mastectomy,
including lymphedemas. This coverage is subjetited’lan’s annual deductibles and coinsurance
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provisions.

2. Newborn’s and Mother’s Health Protection Act. Group health plans and health
insurance issuers generally may not, under fetlvalestrict benefits for any hospital length tafys
in connection with childbirth for the mother or ngevn child less than 48 hours following a normal
delivery, or less than 96 hours following a Cesarsection. (Federal law does not, however,
prohibit the mother's or newborn’s attending pravidafter consulting with the mother, from
discharging the mother and her newborn earlier thead8 hours, or 96 hours as applicable.) In any
event, Plans and issuers may not, under federatémuire that a provider obtain authorization from
the Plan or the issuer for prescribing a lengthtay not in excess of 48 hours (or 96 hours).

3. Health Insurance Portability & Accountability Act.

(a) Certificate of Coverage. The Health Insurdhoeability Accountability Act

of 1996 (“HIPAA”) provides that group health plamsist limit the time for which coverage is not
provided for pre-existing conditions. (This Plaas no such exclusions but some other plans do.)
The law also provides that your coverage underRtas will reduce the pre-existing condition
limitation period of another plan for which you bete eligible. For example, if the other plan has a
12-month pre-existing condition limitation and ybave been eligible under this Plan for 12
consecutive months prior to becoming eligible unither other plan, the pre-existing condition
limitation of the other plan will not apply to you.

When you experience a qualifying event under ttas Rhe Plan Office will transmit to you, along
with your initial COBRA notice, a certification ¢fie number of months for which you and your
Dependents have been eligible for benefits undeRtan. The certificate of former group health
plan coverage provides evidence of your health ra@esunder this Plan. You may also need this
certificate to buy, for yourself or your family, arsurance policy that does not exclude coverage fo
medical conditions that are present before youlenloyou are eligible for coverage due to new
employment, you may want to furnish a copy of tegificate to your new employer in order that
you can become eligible for the greatest numbdyeniefits due to employment as quickly as is
possible.

You and/or your new employer should contact then Rldfice if any additional information
certifying your coverage under this Plan is reqiliir®nce you become eligible under another plan
that has no pre-existing condition limitation whiichits the coverage available to you, your rigbts
continue coverage under this Plan pursuant to CORRAInates.

(b) Privacy and Security. This section expldivesPlan’s use and disclosure of
health information protected by the Health InsueaRortability and Accountability Act of 1996
(“HIPAA"). Protected health information (“PHI”) #t is transmitted electronically is “Electronic
PHI”. The Plan is a “Hybrid Entity” under HIPAA bause it provides health benefits and non-
health benefits. The privacy and security rulggyapnly to health benefits.

The Plan (through EISB) will use PHI and ElectroRldl only to the extent, and in accordance
with, the uses and disclosures related to heatthtceatment, payment for health care and health
care operations. The Plan will also use and dsecleHI and Electronic PHI as required by law
and as permitted by authorization. “Payment” ineslPlan activities to obtain premiums or
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determine or fulfill coverage or benefit responidiless including, but not limited to, eligibility
determinations, enroliment, coordination of besefifaims adjudication, subrogation, employee
contributions, risk adjusting, billing, collectigmcluding reports to consumer reporting agencies
related to collection), claims management andedldiata processing, obtaining payment under a
reinsurance contract, reviews of medical necessitg or charges, and utilization review.

“Health care operations” include, but are not ledito, quality assessment, population-based
activities to improve health or reduce health cargts, protocol development, case management,
care coordination, disease management, commumaagarding treatment alternatives, rating
providers, rating plan performance, accreditateamtification, licensing, credentialing activities,
underwriting, premium rating, creation, renewateplacement of insurance including
reinsurance, stop-loss and excess loss insurarezicah reviews, obtaining legal or auditing
services, fraud and abuse detection, businessipgradevelopment and management,
compliance with HIPAA administrative simplificatipaustomer service, internal grievance
resolution and compliance with ERISA (including paeation of required documents, such as
Forms 5500 and SARS).

The Plan (through EISB) will disclose PHI to thedBa of Trustees only pursuant to an
authorization or for Plan administration after iptef a certification from the Board of Trustees
that this document contains these provisions. Amgtee that does not comply with these
provisions will receive appropriate sanctions. WMfgspect to PHI and Electronic PHI, the Board
of Trustees agrees to:

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

* ensure that any agents, including EISB, to whomBibard of Trustees provides PHI and
Electronic PHI agree to these restrictions and itmms;

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

* not use or disclose the information in connectiathany other benefit or employee benefit
plan unless the use or disclosure is pursuant su#rorization;

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

« make PHI and Electronic PHI available to the indizal, for amendment, or for an
accounting of non-routine disclosures in accordamte the requirements of HIPAA,

* incorporate amendments to PHI and Electronic PHiccordance with HIPAA,;

* make internal practices, books, and records rgjdbrthe use and disclosure of PHI and
Electronic PHI received from the Plan availabletiie Secretary of Health and Human
Services for the purpose of determining the Plaampliance with HIPAA;

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

» if feasible, return or destroy all PHI and ElecimoRHI received from the Plan (or copies)
when the information is no longer needed; if naisfble, limit further use or disclosure to
the purposes that make the return or destructi@asible.
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The Board of Trustees further agrees that if iat@e, receives, maintains, or transmits any
Electronic PHI (other than information disclosedguant to a signed authorization that complies
with the requirements of 45 CFR §164.508, whichraxtesubject to these restrictions) on behalf
of the Plan, it will:

» implement administrative, physical, and technicafeguards that reasonably and
appropriately protect the confidentiality, integriand availability of the Electronic PHI that
it creates, receives, maintains, or transmits dralbef the Plan;

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

» ensure that any agent, including a subcontractavhom it provides Electronic PHI agrees
to implement reasonable and appropriate securigsores to protect the information; and

» appropriately address any security incident of Whidecomes aware.

D. COORDINATION OF BENEFITS

Members of a family are often covered by more twa@ group health insurance plan. As a result,
two or more plans are paying for the same claira.h@&lp control costs, the Plan provides for the
coordination of benefits.

1. How Does Coordination Work? If you or your Dependents are also covered under
another group plan, the total amount received fatirplans will never be more than 100% of the
Covered Expenses as defined in Section XJ¥finitions Benefits are reduced only to the extent
necessary to prevent any person from making atprofi

This Coordination of Benefits provision shall nppéy to any private coverage which you or your
Dependents purchase individually.

2. Which Plan Pays First? If both plans have Coordination of Benefits psiens,
such as this one, the plan that insures you asnaberepays first. If you are insured as a member
under two plans, the plan which has insured yogédois the primary. However, if you are insured
as an Active member under one plan and a laidroffleyee or as a retiree under another plan, the
plan that insures you as an Active member willigalgenefits first; this does not apply if eithé&arp
does not have a provision regarding laid-off oireet members. If one plan does not have a
Coordination of Benefits provision, that plan isvays primary. If a Dependent child is covered
under two plans, the plan of the parent whose dergtoccurs earliest in the year will pay benefits
first. However, if the parents are divorced orsgparated, the plan of the parent with custodg pay
benefits first. In the event of qualified jointstady, the plan of the parent whose birthday occurs
earliest in the year will be the primary. If therent with custody remarries, the order of paynsent
as follows:

€) Natural parent with whom child resides;
(b) Stepparent with whom child resides; then
(c) Natural parent not having custody of the child.
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This order of payment can change if the divorceekechild support order directs one of the parents
to be financially responsible for the medical, dtior other health care expenses of the child.

3. Coordination with Medicare. Coverage under this Plan will be secondary ifsxeu
eligible for Medicare and you are a retired mendyea Dependent of a retired member.

Coverage under this Plan will be primary if you aligible for Medicare and you are:

€) an Active Participant and over age 65; or
(b) over age 65, a Dependent and your spouseAstare member.

In each case, where this Plan continues as thapyriocarrier, the Plan will pay first and Medicare
will pay second. However, you and your spouse hlageption of electing Medicare as primary.
Please note: If Medicare is elected as primary, gerage under this Plan will cease as required
by Federal Law.

4. Medicare Benefits Due to Total Disability. The following rules apply with respect
to the coordination of benefits with Medicare ityar your Dependent becomes entitled to Medicare
benefits prior to age 65 due to total disabiliteod stage renal disease. Upon attainment ofage 6
the rules for coordination of benefits with Medreat age 65 apply.

This Plan will be a primary Plan to Medicare duramy waiting period for Medicare benefits due to
total disability or end stage renal disease. AfterMedicare waiting period has been met, and you
or your Dependent is entitled to Medicare benétitis, Plan will be secondary, with one exception:
except that the Plan will be primary to Medicargofi are an Active member, and you or your
Dependent is entitled to Medicare benefits duental tdisability for other than end stage renal
disease; however, the Plan will be secondary toid4eel if you are an Active member, and you or
your Dependent is entitled to Medicare benefits tduend stage renal disease.

5. Right to Obtain or Release Information. The Plan may obtain or release any
information necessary to implement these provisiofsu must declare your coverage under other
group plans. The Plan can pay to another payiggnization amounts warranted to satisfy the intent
of this provision and, to the extent of such paytyeadischarged from liability for that claim. &h
Plan can also recover amounts that are overpaidrihis provision from you from an insurance
company, or from another organization. Informatimecessary to the administration of this
provision will be required of you at the time aiolas submitted. Payment of the claim may be
delayed if the required information is not provided

E. SUBROGATION AND REIMBURSEMENT OF BENEFITS ADVANC ED FOR
WHICH A THIRD PARTY IS RESPONSIBLE

In general, the Plan does not cover you if you maedical treatment for a condition caused by a
third party, such as injuries incurred in an autbiteoaccident that is not your fault. However,

the Plan will advance payment for your treatmegbii agree to reimburse the Plan for any
benefits that are the responsibility of a thirdtparyou also must assign to the Plan your right to
recover from the third party to the extent of aenéfits paid on account of your condition. This
subsection explains these rules, applies to yopebdents as it applies to you, and applies to the
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third party’s insurer as it applies to the thirdtpa

1. Agreement by Acceptance of BenefitsBy accepting benefits from the Plan for
any condition for which a third party may be legasponsible, you agree that:

(a) the Plan is automatically assigned your right te the third party to the extent it is
responsible for those benefits;

(b) the Plan may intervene at any time in any lawsaritother proceeding) you bring
against the third party in connection with the evleat contributed to your condition;

(c) you will reimburse the Plan from any amounts yocower from the third party
relating to your condition to the extent of younbéts; and

(d) the Plan has an automatic lien upon any amountsgemyer from the third party to
the extent of your benefits.

This subsection generally applies to any no-fanmlsurance recovery (such as workers’
compensation), and any proceeding brought agathgtdgparty for its negligent acts or omissions.

2. Conditions to Receipt of Benefits.As a condition to your receipt of Plan
benefits and to any further eligibility under thiar® you agree to:

(a) notify the Plan within 30 days of commencing amydait (or other proceeding)
against a third party for damages or other remedycoount of a condition for which
Plan benefits may be paid, including the importfacts and background of the
lawsuit;

(b) furnish any information or assistance that the Riag reasonably require to enforce
its rights under this subsection; and

(c) take no action that may prejudice or interfere witie Plan’s rights under this
subsection.

3. Subrogation. Subrogation is the right of the Plan to steghemshoes of a
Covered Person to pursue directly an action agaittstd party who may have injured that
Covered Person (such as in an automobile acciften®@covery of medical benefits paid by the
Plan.

To the extent the Plan pays any benefits on ydoalihet is subrogated to all related recovery tggh
you may have against any third party or under anfanlt insurance coverage, regardless of whether
you obtain a full or partial recovery from the thparty and without offset for any costs you may
incur pursuing a claim against the third partye Ptan’s subrogation right (i) takes priority oaeay
right of recovery you hold against the third patising out of the event that caused the Planyo pa
your benefits, (ii) is for the full amount of yobenefits paid by the Plan and (iii) applies whetirer
not you receive (or are entitled to receive) adulbnly a partial recovery from the third parou
may not release any third party from its respofigifor any Plan benefits provided to you without
the written approval of the Plan. If you pursugaam against any third party, you agree to include
any subrogated interest of the Plan in that cldfrgjou do not, the Plan is presumed to be included
in that claim. If you do not pursue a claim agaathird party in which the Plan has a subrogation
right, the Plan may independently pursue or s#tdeclaim.

4. Reimbursement. Reimbursement is the Plan’s right to pursue ama@painst a
Covered Person who has already recovered on ctaiimehlth benefits against the third party.
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To the extent you recover from a third party orie@nc that resulted in a payment of Plan benefits
for which the third party is responsible, you wifle the recovery to reimburse the Plan up to the
amount of the medical benefits paid by the Plahis Plan reimbursement right applies (i) first
priority, (ii) without offset for any costs you incto obtain the recovery, (iii) whether or not you
received a full or partial recovery and (iv) whetbenot you have been “made whole” by reason
of the recovery. If you are paid any money or propby a third party as a recovery for a claim
described in this subsection, you agree to holdsacit amounts in trust for the Plan’s benefit. If
you do not reimburse the Plan as required in thiisaction, you will be personally liable for all
costs associated with the Plan’s attempt to recioger you. You also agree to assist the Plan
fully (including the timely execution of appropratiocuments) to allow the Plan to enforce its
reimbursement rights. Unless expressly agreedwibe, the Plan is not responsible for any fees
or costs you may incur should you pursue a claiairesg a third party. The Plan’s
reimbursement rights hereunder are not subjedfsetdor any costs you incur pursuing a claim
against the third party.

5. Other Matters

(a) You Must Provide Claim Information. When yswbmit a claim to the Plan, you
must complete appropriate forms, including a foequesting:

(1) how the injury or illness occurred;

(i) the identity of any potentially responsiblarthparties, including their
insurer, adjusters and claim numbers;

(i)  any accident report; and
(iv)  an assignment of your interest in any thirdtpaecovery relating to your
claim to the extent the Plan has a subrogatedeisiter

(b) Recovery by Plan. The Plan may offset anyriubenefit payments to you in the
amount of any outstanding lien. If the Plan paysrybenefits and, for whatever reason, benefits
were not covered under the Plan, the Plan may ez¢bwese payments in any lawful manner,
including offsetting any future benefit paymentsither you or your Dependents.

(c) Make Whole DoctrineThe Plan does not apply the “make whole” doctrine
applied by some state courts, and that might ofiserrequire that you be “made whole” before
the Plan may benefit from its subrogation or reirsbment rights.
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SECTION VI: HEALTH MAINTENANCE ORGANIZATIONS

In place of the medical benefits provided by traeimnity Plan, as described above, you may select
an HMO. An HMO consists of a network or healthegairoviders who have contracted with Kaiser
(“Kaiser”) or PacifiCare of California (“PacifiCaleto provide medical services to eligible
Participants. Each HMO has descriptive literatwbjch explains the services and benefits
provided, as well as the plans’ limitations andlesions.

The HMO you select (Kaiser or PacifiCare) will pide you with complete descriptive literature
after you enroll, including an identification carfihe medical facilities you must use are listeithen
HMO packet you receive. Importantly, you musttigePhysicians and hospitals associated with the
HMO you select.

To enroll in an HMO, you must live or work within the HMQ'’s service area. For Kaiser, your
home or principal place of work zip code must be iduded within Kaiser’s zip code listing.
For PacifiCare, you must live or work within a 30-mile radius of the Medical Group selected.

Under the HMO plans, covered services are generallyrovided for a fixed co-payment.

Not all of these plans are available to all Pargiaints because their service areas may not include
the area in which the Participant livegRarticipants who wish to elect or discontinuearage in
any of the HMO plans may do so during the plansmognroliment period, which will occur during
the months preceding the month plan changes de tmplemented. Plan changes are effective
from and after August 1st of the year in which élection is made (or after such other enrollment
periods that the plan offers).

If you elect an HMO, none of the medical benefgsatibed in this booklet will apply to you with
the exception of the supplemental benefits desgfietow in Section VII. Because each HMO has
its own appeal procedures, the claims review proaesddescribed in this booklet will also not apply
to you for benefit claims. You must refer to tippkcable HMO'’s individual plan descriptions to
determine what benefits are available and, in #eaieof a full or partial denial, its specific agpe
procedures. Further, you should be aware thatchgn for malpractice under these plans is
generally subject to the arbitration procedure$mét in the contract between the Trustees and the
HMO. Further information may be obtained from fkan Office or directly from the HMO
provider.

Supplemental benefits that are available to yoandigss of which plan you select include, dental
(including orthodontia), vision, mental health acldemical dependency treatment, and death
benefits. These are benefits described in Settibbelow.

The following HMO options are presently available:

PacifiCare of California/ Kaiser Foundation Health Plan, Inc.
PacifiCare-Secure Horizon /Senior Advantage

5701 Katella Avenue 1950 Franklin

Cypress, CA 90630-5082 Oakland, CA 94612
800-624-8822 800-464-4000

800-322-8877 Secure Horizon 800-777-1238 SenimaAthge
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SECTION VII: SUPPLEMENTAL BENEFITS

In addition to the medical benefits previously désed in this booklet, the Plan provides certain
supplemental benefits. Medicare-eligible membarksetihe option of selecting these supplemental
benefits only. Separate booklets are availabledemtal and vision benefits. The following
represents a summary of the supplemental benefitpegrams now available:

A. DISCOUNT PRESCRIPTION DRUG CARD PROGRAM (APPLICA BLE TO
INDEMNITY PLAN ENROLLEES ONLY)

1. Rx America Program-20 Percent Co-Payment.Indemnity Plan prescription
drug benefits are covered through RxAmerica’s pipson drug card program. Most of the major
pharmaceutical chains and many independent phaesparticipate in this program. (Kaiser and
PacifiCare participants obtain their drugs throtlggir HMO.)

To use the program, you present your RxAmericatifiestion Card to a pharmacist with your
prescription. The pharmacist will process yousprption electronically through an on-line system.
At the time your prescription is filled, the pharay will collect &20% co-paymentof a discounted
prescription drug price from you.

The RxAmerica pharmacy program includes a closed firmulary, which is a list of prescription
medications that reflects the most current clinjgdgment of health care providers for promoting
high quality and affordable medical treatment.mlast situations, drugs that are not included on
RxAmerica’s formulary may be obtained through thegpam at an additional cost.

ALERT: MEDICARE-ELIGIBLE RETIREES

Medicare-eligible Retirees are eligible for a ne@gaription drug program under Medicare Part D
effective as of January 1, 2006. Your coveragthe current prescription drug plan provided
through the Plan (whether you are in the IndemRign or one of the two HMO plans) is not
affected by the new Medicare prescription drug paog You continue to have coverage under the
Plan’s drug program; thereforigjs not necessary for you to enroll in Medicare Brt D offered
outside of the Plan with a non-Plan provider If you choose to enroll in a Medicare Part D
program outside of the Plan, you will lose coverageer the Plan’s medical programs (e.g.,
Indemnity Plan, PacifiCare Secure Horizon or Ka&emior Advantage) but your dental and vision
supplemental benefits coverage will not be affectédu will not be allowed to re-enroll in one of
the Plan’s medical programs until the next opemkinent period.

The prescription drug benefit you currently recaineler the Plan provides better coverage, at less
cost to you, than the new drug program under MediPart D. As long as you are eligible to have
prescription drug coverage through the Plan, ya cansidered to have creditable coverage;
therefore, if at some later date you choose tolenrbledicare Part D, you will not be chargedila
penalty for delayed enrollment.

Please note that while the Plan advises you N@fhtoll in Medicare Part D at this stage, you must
still enroll for both Medicare Part A and Part Bawe eligible for full coverage in this Plan.
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2. Generic Drugs vs. Brand Name DrugsThe 20% co-payment applies whether you
purchase brand name or generic drugs; howevelpiiner the cost of the drug, the greater the
savings to you and the Plan. As a general ruteyadrug is given both a brand and generic name.
The brand name is what the manufacturer calls tbéyst. The generic drug is the name of the
drug’s chemical compound in most instances. Mesiegc drugs are less expensive than brand
name products. When a company develops a newitlhag a patent for a specified period, which
permits the drug company to be the only manufaattitbat drug. After the patent expires, other
companies can manufacture and sell the drug urdifieeent brand name or the generic name. The
new product is often sold at a lower price thanahginal brand name product. You may want to
ask your Physician if a comparable generic druayélable.

Most eligibility problems are resolved at the tigwur prescription is filled. If not, you may be
required to pay full price. If you are subsequentkdited for eligibility for a month in which you
paid full price for a prescription, you will be nebursed at 80% of the drug cost. Special forms are
available in the Plan Office for this purpose.

3. Mail-Order Service - 90 Day Maximum. Effective September 1, 2006, Mail-order
service is provided through RxAmerica which hastiarted with American Diversified
Pharmacies (“ADP”) mail service facility to provitéeth a convenience and savings to you.

An order form and patient profile must accompargfttst order. Allow 2-3 weeks from the date
you mail your order form to delivery to your hougesk your Physician for a 90-day supply of each
medication, plus up to 3 additional refills. Thedfter, each prescription order you receive will
include aReorderform.

Co-payments for mail-order prescriptions are 20%etxrh generic drug prescription and brand
named prescription.

For prescription refillscall RxAmerica’s toll-free Customer Service Help [@sk at 1-877-889-
3402, which operates 24 hrs a day, 7 days a weeélave your identification and RxAmerica
prescription numbers available when you call amhiily yourself as a member of IBEW Local
6.

Or, you can use any of these other ordering optistes] below:

. Complete the order form, attach a new prescripfizeciude payment information,
and mail to:

American Diversified Pharmacies (ADP)
P.O. Box 340940
Sacramento, CA 95834-0940

. Visit ADP on the Internet at: www.adprx.com

. Have your health care provider fax a new presanipto ADP at 1-877-889-3403
(toll-free), along with a cover page containing tbllowing information: Member
Identification Number, Patient Name, Patient DHt8irth, and Prescription
Delivery Address.
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A separate brochure describing the RxAmerica Ifieation Card and mail-order service
programs and a condensed version of the RxAmeoitauiary are available in the Plan Office.
A complete listing of participating pharmacies is &o available in the Plan Office. To
locate the participating pharmacy nearest you, calthe toll-free RxAmerica Customer
Service Help Desk at 1-877-889-3402.

4. Covered Drugs.Covered drugs include: Federal Legend Drugs (®rug
approved by the FDA requiring a written prescrip}icAzelex (through age 22), Bee Sting Kits,
Depo Provera, Diabetic Test Strips, Lancets andetglDiaphragms, Glucogan,
Immunosuppressants, Insulin/insulin syringes (emigprescription), Immunization Drugs, Oral
Contraceptives, Injectable drugs (self-administenalg), Retin-A (through age 22), Viagra (limit
8 tablets/month), Vitamins (prescription only).

Refer to the exclusions and limitations in V.B.21ahB.16 for a description of the type of drugs
that are not covered. The Indemnity Plan continaeover blood and blood plasma, drugs
administered at the Physician’s office, and injbleta that are not self-administered.

Retail: 30 days maximum supply
Mail: 90 days maximum supply

5. Over-The-Counter Program Options for Proton Pump Inhibitors and
Antihistamines -- Prilosec and Claritin. Effective November 1, 2006, the Plan will cover the
full cost of prescription strength Prilosec andriila over-the-counter (“OTC”) for no
copayment, provided you have a prescription. if parchase these drugs OTC with no
prescription the Plan will not cover the costs.isTil an optional benefiEor more information
about this benefit, please call the toll-free RxAnméca Customer Service Help Desk at 1-
877-889-3402.

B. DENTAL BENEFITS (APPLICABLE TO ALL MEMBERS AND D EPENDENTS)

1. Delta Dental Program. Dental benefits are provided under contract with
Delta Dental Plan (“Delta Dental”) to all Active dRRetiree members and Dependents. For
participants and Dependents eligible for Retiregecage under the terms of the Plan, the Delta
Dental Preferred Option (“DPQ”) applies as of Jagyua 2005. Retirees who choose a DPO
dentist will be reimbursed at a higher level thieservices were performed elsewhere.

To use this program, members may make an appointwitnany dentist of their choice from

the Delta Dental list of dentists. All Delta Delindantists will have Delta Dental treatment forms
in their offices and will complete and submit theasrDelta Dental for reimbursemeni

complete list of Delta Dental dentists may be obtaed by calling (800) 427-2737 or
www.deltadentalca.org.
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2. Schedule of Dental Benefits.The following is a brief summary of the benefits
that are available through this program and is igiexy/ for information only.

% of Delta Dental Fee Schedule (Delta Preferrptich - DPO)
Wiremen or Early Retirees Motor Shop and RetRRates
(Pre-Age 62) In-Network  Out-of-Network
Diagnostic & Preventive Benefit 100% 100% 80%

(oral exams, cleaning, x-rays)
Basic Benefits (Oral Surgery,

Restorative treatment, Root

Canals, Gum Treatment

Ondontics, Periodontics) 80% 80% 80%
Crowns, Jackets & other Cast
Restorations 80% 80% 60%
Prosthodontic Benefits 80% 80% 0%6

(Bridges, Partial Denture,

Full Dental)
Annual Maximum: $4,000
Orthodontic Benefits: 80% 80% 098
Maximum Orthodontics $4,000 $050 $1500
Delta Group # Active _4874-0005 Delta Group #ive4874-0006
Delta Group # Retiree__4874-0015 Delta GroupetirBe 4874-0016

The “DeltaPremier” Dental Plan for Actives and tieependents and the DPO Plan for Retirees

and their Dependents are administered by DeltdadDenCalifornia. If you have specific

guestions regarding benefit structure, limitationgxclusions, consult the Evidence of Coverage

or contact Delta’s Service Department.

3. Services that are NOT covered by Delta DentalAlthough your Plan covers
many of the most commonly needed services, somessrare not covered. If you are unsure
whether a particular procedure is covered, or hawhrof it is paid for by your Plan, check with
Delta Dental before proceeding.

The following are not covered by Delta Dental:

(@) Services for injuries or conditions that areered under Workers’
Compensation or Employer’s Liability Laws;

(b) Cosmetic surgery or dentistry or services twem congenital
malformation;

(c) Experimental procedures;

(d) Therapeutic drugs, premedication or pain relisy
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(e) Hospital costs or extra charges for Hospitdtiment;
® Anesthesia (except for general anesthesiararsurgery);
(9) Extra-oral grafts, implants and implant removal
(h) Treatment related to the TemporomandibulartJ6iriviJ”);
C. VISION BENEFITS (APPLICABLE TO ALL MEMBERS AND D EPENDENTS)

Vision benefits, available to all Active and Reéinrmembers and their Dependents, are self-
funded and administered by Vision Service Planu@r®12140808.

1. Co-Payment and Services Availablelf you use a participating Vision Service
Plan (“VSP”) provider, you will be responsible ®1$10.00 co-payment plus additional payment
for certain cosmetic or elective eyewear optioBenefits include examination and new lenses
(for glasses and contacts) every 12 months, and nésmes every 24 months.In addition,
the Plan provides a 20% discount on non-coveredpteimpairs of prescription glasses when
provided by a VSP provider. A complete listingk8P participating providers is available in
the Plan Office. You may also contact VSP’s custoservice af800) 877-719%r you can
visit the company’s web site atvw.vsp.com

2. How to use the Plan.Call your VSP provider to make an appointmeunentify
yourself as a San Francisco Electrical Workers tHealWelfare Plan VSP member and provide
your name, date of birth, and Social Security num@ée provider will then verify your
eligibility and will deal directly with VSP for reibursement for services and materials that are
covered by the Plan. You simply pay your providerghe co-payment and any other costs that
are not covered.

3. Out-of-Network Providers. Although, typically more than 90 percent of patse
receive care from VSP providers, VSP will reimbuwsa up to the amount allowed under the
Plan’s out-of-network provider reimbursement rétgou are treated by a provider outside of the
VSP network.

OUT-OF-NETWORK Maximum Benefits:

Examination $40.00
Single Vision Lenses $40.00
Bifocal Lenses $ 60.00
Trifocal Lenses $80.00
Lenticular Lenses $125.00
Frame $ 45.00
Contact Lenses (Medically $210.00
Necessary)

Contact Lenses (Elective) $105.00
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A copy of the provider’s itemized bill with all ¢fie pertinent Plan and patient information
should be submitted directly to Vision Service Rlatin.: Out-of-Network Claims, P. O. Box
997100, Sacramento, CA 95899-7100.

D. MEMBER ASSISTANCE PROGRAM (APPLICABLE TO ALL MEM BERS AND
DEPENDENTS)

The Member Assistance Program (“MAP”) is a freefatential counseling and referral service
designed to help Plan Participants and their haldshesolve personal problems that may be
interfering with work or home life. This benefitrovided through PacifiCare Behavioral Health
Plan (“PBH”), offers a variety of services to Pagants.

The available MAP benefits provide a number of glle resource and referral services,
including child and elder care referrals, legaistaace and financial resources for debt
management.

If you or a member of your household is facing afamiliar and difficult situation or you don't
know where to turn -- you may contact PBH. You talhk to a licensed professional in person at
no cost. You have up ®confidential visits to discuss the situation aegelop solutions. The
PBH counselor will seek to help you determine wkaburces you might need or help you or a
family member get further treatment. You may asgesir behavioral health benefits for
depression, anxiety, substance abuse or othemsiotghcerns.

The array of resource and referral services offeseBBH include:

$ Child and elder care referrals

$ Personal and workplace stress/conflict resolution

$ Broad-based community referrals

$ Financial resources for debt management

$ Legal resources and referral services

$ Help finding schools and scholarship money foroadion

Telephone and Online Access:

If you would like to access your MAP benefit froradfiCare Behavioral Health, you may call
24 hours a day, seven days a week toll free: (82%3)2267. Furthermore, the PBH website
offers a variety of self-help tools and resourceBlan Participants. To access information
online, visitwww.pbhi.com/labor

E. CHEMICAL DEPENDENCY TREATMENT BENEFITS (APPLICAB LE TO ALL
MEMBERS AND DEPENDENTS)

Chemical Dependency Treatment for all levels oécarpatient, outpatient, partial) is provided
through PacifiCare Behavioral Health.

$ $25,000 annual limit
$ $35,000 lifetime limit
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F. MENTAL HEALTH (APPLICABLE TO INDEMNITY PLAN AND  PACIFICARE
MEMBERS AND DEPENDENTS)

Mental Health and Counseling benefits are provithedugh PacifiCare Behavioral Health as
follows:

1. Mental Health/Counseling.

$ Inpatient: 30 days per calendar year
$ Outpatient: 30 visits with $0 co-payment

2. Serious Mental lliness.

$ Inpatient: Unlimited days covered at 100%
$ Outpatient: Unlimited visits with $0 co-payment

A serious mental illness is one of the following

(a) Schizophrenia

(b) Schizoaffective disorder

(c) Bipolar disorder (manic-depressive illness)
(d) Major depressive disorder

(e) Panic disorder

()] Obsessive-compulsive disorder

(9) Pervasive developmental disorder or autism
(h) Anorexia (nervosaix)

(@ Bulimia nervosa

Kaiser enrolleesvill have the MAP combined with Chemical Dependemoyatment benefits
described above, but will receive Mental Healtlviess through Kaiser.

Note: All mental health and chemical dependency treatment services provided through this
program must be pre-authorized by PacifiCare Behavioral Health by calling 1-877-225-2267.
Eligible Participants are required to utilize network facilities and providers for mental health
and substance abuse treatment.

G. DEATH BENEFITS (APPLICABLE TO ALL ACTIVE AND PRE -AGE 62
EARLY RETIREE MEMBERS)

In the event you die from any cause while you aneeted as an Active member of the Plan

(Retiree members age 62 or older are not eligipt@)r beneficiary will be paid $1,000. If death
results from an accident, your beneficiary willgséd an additional $1,000.
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1. Death Benefits.

Death Benefits are payable only if your death cgeulile Active coverage is in force.

€) Beneficiary Designation. You may name anyame Wish as your
beneficiary, and you may change your beneficiagmgttime; provided that you complete and
file an approved beneficiary form with the Plani@d#f Your beneficiary will be named or
changed as of the date an executed beneficiargrdggin form or change of beneficiary form is
received in the Plan Office. The form has to lzeneed before your death to be valid.

(b) Extension of Coverage During Periods of TempoEasability, Direct
Self-Payments, Military Service and Family and Madli eave. Coverage for Death Benefits
will be maintained for any period of an extensidrligibility as an Active member coverage as
outlined in Section [lINon-COBRA Continuation of Coveraggeginning on page 21. However,
Death Benefits coverage will not be extended duaimg periods for which health care benefits
are extended solely on account of COBRA. In addjtif you are a Group | Early Retiree your
Death Benefits coverage will be extended until peaome eligible for coverage as a full Retiree
under the Plan at age 62. Your Death Benefitsrem@eshall terminate at the same time that
your eligibility for Active coverage terminatest ybu are ordered to active military service under
USERRA, you continue to be covered for these DBeattefits.

2. Death Benefits are Not Insured. The Death Benefits described herein are not
insured. Rather, benefits are payable only fromatbsets of the Plan. Consequently, Death
Benefits are payable only to the extent that tlaeeePlan assets to pay such benefits.

3. Termination of Death Coverage. Termination of eligibility for Death benefits
shall occur for any reason set forth in Ill.LE, abown addition, coverage will terminate upon the
date a member is eligible for coverage as a Retinger the terms of the Plan.

4. Death Benefits Apply Only to Active Members. Coverage under this
subsection is afforded only to the Active memhigependents of an eligible Active member are
not eligible for Death benefits.
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SECTION VIII: LONG TERM DISABILITY BENEFITS

A. ELIGIBILITY

You will be eligible for Long Term Disability Benig$ (“Disability Benefits”) under this Plan if
you meet the following requirements:

1. 36 Months Continuous Covered Employment RequirementYou have been
continuously employed in Covered Employment fdeast thirty-six ( 36) months immediately
preceding your disability.

For purposes of satisfying the thirty-six (36) menof continuous employment required in this
paragraph, Covered Employment shall include perdd@dstual employment for a Contributing
Employer and registration on an IBEW Local 6 redklist.

2. Contribution Hours Requirement. You have worked in Covered Employment
for which contributions are required to be made/our behalf by your Employer for:

€) 250 hours during the 3 months (including anyiglamonth if it is to your
advantage) immediately preceding disability; or

(b) 500 hours during the 6 months (including angigbemonth if it is to your
advantage) immediately preceding disability; or

(c) 750 hours during the 9 months (including angigbmonth if it is to your
advantage) immediately preceding disability; or

(d) 1000 hours during the 12 months (including pastial month if it is to
your advantage) immediately preceding disability.

For purposes of satisfying the hours of employmequired in this paragraph, contribution hours
include only actual hours worked under an IBEW Ld&c€ollective Bargaining Agreement or
subscription agreement which requires contributionse made to this Plan by your Employer.

3. Notice & Filing Requirements. Effective January 1, 2005, in order to be eligibl
for Disability Benefits, you must notify the Plarifioe and submit written proof of your
disability(ies) no later than the later of: (1) @8ys after the end of the Waiting Period or (2) the
date your hour bank reserve account is exhaus§ed.VIII.F.5 for a description of “Waiting
Period.”

B. APPRENTICE ELIGIBILITY RULE
If you become totally disabled as an Apprenticey gy qualify for benefits if:

1. You began your Covered Employment in the eleaitindustry less than 36
months prior to your disability; and

2. You have been continuously employed under tifiaitien of Covered
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Employment since you began work as an Apprentice.
C. LIMITED BENEFITS RULE

In the event you do not meet the requirements in you will qualify for Limited Benefits if you
have satisfied the Contribution Hours requiremeA.2 above. Benefits will be limited to a
maximum of one month of benefits for each calemadanth in which at least 120 hours of
Employer contributions were made on your behalhimithe last thirty-six (36) month period
immediately preceding your disability. In no cinestances, however, will benefits exceed the
total of said months of eligibility earned in s#irty-six (36) month period. One (1) month of
benefits eligibility will be cancelled for each nthryou receive benefits from the Plan.
Regardless of the number of separate periods abtlity that may occur, no month of eligibility
for benefits pursuant to this rule may support @efie payment more than once.

D. PROOF OF TOTAL DISABILITY; DEFINITION
1. The First 12 Months of Benefits. In order to qualify for benefits during the first

12 months of your disability, you must be considétetally disabled” if you are unable, solely
because of lliness, disease, or Injury, to workoatr own job.

To be considered totally disabled, you must be utldecare of an acceptable medical treatment
source*. The proof required prior to receipt a$&bility Benefits for the first 12 months of your
disability is anAttending Physician’s Statemdntm, which is available at the Plan Office and
which must be completed and submitted by your Rgsito the Plan Office.

Proof from your attending Physician(s) that youtoare to be totally disabled may be required at
reasonable intervals by the Plan. The Board offBes may designate a Physician or other
medical provider to make the disability determioati If you fail to furnish proof or if you refuse
to be examined by a licensed Physician (desigreatddpaid by the Plan), you will no longer be
considered totally disabled and will lose your Diity Benefits.

*Acceptable medical treatment sources are:
€) Licensed Physician,
(b) Licensed osteopaths,
(c) Licensed or certified psychologists,
(d) Licensed optometrists for the measurementsfaliacuity and visual
fields.

2. After 12 Months of Benefits. In order to qualify for benefits beyond the fii&
months of your disability, you must have receivetisability award from the Social Security
Administration (“SSA”) and have filed a copy of$haward with the Plan Office.

€) Exception. If you have satisfied all of theA&Srequirements for
receiving a disability award, but have been desigth awardolely because you lacked a
sufficient number of Social Security Quarters of€age you will be deemed to have met the
above gqualification for purposes of receiving adfgrunder the Plan.

(b) 6-Month Benefit Extension. If you are stilkdbled after 12 months and
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have applied for but not yet received a Social 8scdisability award, you may apply for a six
(6) month extension of benefits as described mahe ih F.2, below.

Note: Since the process of applying for a Socealusity disability award can often take up to a
year or longer, if you feel you might need bendfigyond 12 months, you are strongly
encouraged to begin the process of applying fav@abSecurity disability award as early in your
disability as possible.

E. SUCCESSIVE DISABILITIES
Successive periods of disability will be consideasdne period of disability if they arise from:

1. the same or related causes and are separakeskstihan 3 months of
continuous active employment with a Contributingoyer; or

2. different and unrelated causes and are notateoleby return to active
employment with a Contributing Employer, providédttthe successive periods of disability
commencevhile you are working in Covered Employment or Mhjiou are receiving income
benefits from the Plan.

In the event eligibility for benefits is establishgursuant to theimited Benefits Rulie subsection
C, above, benefits may be paid only for the nunabenonths of limited eligibility regardless of
whether successive disabilities are consideredpened or separate periods of disability.

Only one Waiting Period (see F.5, below) will bguied with respect to successive periods of
disability, which are considered as one periodisdloility.

F. DISABILITY BENEFIT -- AMOUNT PAYABLE; WAITING PE RIOD

The Disability Benefit consists of a monthly incomg described in the following paragraphs.
Benefits will commence on the first day followingur completion of the Waiting Period (see
paragraph 5, below) with the first Disability Bemefheck being paid at the end of the month in
which the Waiting Period is satisfied. The conéince of Disability Benefits is subject to
satisfaction of the above requirements, includieggalic satisfaction of continued total disabibity
way of Physician examinations.

1. The First 12 Months of Benefits. Four hundred dollars ($400) per month
without offset from any other source of income ymants are subject to FICA taxes.

2. Extension of Benefits. If you are still disabled at the conclusion loé initial 12
months of benefits, you may qualify for an extenabthe original 12-month benefit period. This
extension can only be granted by having your Pigrsigend a completgkpplication For Extended
Long Term Disability Benefif®rm to the Plan Office. This extension of berseefitnnot exceed 6
months and is generally granted when, at the ceraziwf the initial 12-month benefit period:

(a) your Physician believes you will be able tairetto work within 6
months, or
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(b) you are waiting for determination from the Sd&ecurity Administration
concerning a disability award application, or

(c) it is not clear how much longer your disapilvill last. For example, your
Physician may not be able to determine the expetiteation of the disability until sufficient time
has passed after surgery to analyze the succeabg ojperation. Under such circumstances, an
extension may be granted to allow sufficient timye {0 6 months) to determine if you can return to
work.

3. After 12 Months of Benefits (The 18 month and thereafter). Four hundred
dollars ($400) per monitnly if you have been awarded or are receiving biiggg benefits under a
Social Security Administration disability award

Commencing with the 13th month, and as long asareutotally disabled, the $400 per month
benefit will not be reduced, regardless of any oith@me benefit you may be receiving at the time,
except as provided in thigeermination of Benefite/I.F) and definition of “Total Disability”.

4. Pension Benefits-Contribution to Pension PlanThirty-one dollars and twenty-
five cents ($31.25) per month (or the appropriategied amount in the case of disability periods of
less than one month) shall be paid to the Nortiifornia Electrical Workers Pension Plan. If
and when you begin drawing a pension from a pagtaig Local Union, the $31.25 pension benefit
will be terminated.

5. Waiting Period. You must be continuously totally disabled foreaipd of 30
days before benefits are payable. Total disabilitynot be deemed to have commenced more than
3 days prior to the first visit of (or to) a liceatsPhysician for diagnosis or treatment of theliiisg
condition. Total disability will not be deemedhiave commenced until after you have stopped
working as a result of the disabling condition.

G. TERMINATION OF BENEFITS

1. Disabilities Before Age 60. If disabilities occur at or before age 60, Disiapi
Benefits shall cease upon the earliest of the\ioilg events:

@) recovery; or

(b) death; or

(c) attainment of age 65; or

(d) at retirement effective on or after Januargd03 under an Electrical
Workers (IBEW) Pension Plan.

2. Disability After Age 60 or Older. For disabilities, which occur after age 60,
Disability Benefitsshall cease upon the earliest of the following &ven

€) after 5 years of benefit payments; or

(b) at recovery; or

(c) upon death; or

(d) attainment of age 70; or

(e) at retirement under an Electrical Workers (IBE¥¢nsion Plan which
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becomes effective on or after January 1, 2003.

H. EXCLUSIONS

Certain disabilities do not qualify for coverage Risability Benefits under this Plan. Therefore,
you will not receive benefits for disabilities cadsby any one of the following:

1. Intentionally self-inflicted injuries, providetat the injuries are either (a) not
otherwise covered by the Plan or (b) not the resfudt medical condition, such as
depression;

2. Your commission of, or your participation infedony; and/or

3 An act of war (whether declared or not), ineation, rebellion, or participation in

a riot or civil commotion.
l. BENEFITS IMPROPERLY PAID

Any benefit paid to a person not entitled therdtalldbe owed by him or her to the Plan and must
be repaid. Notwithstanding any other provisiothi Plan, overpayments shall be deducted
from future benefits payable to the recipient usildee Board of Trustees concludes that
requiring such repayment would be inequitable utigercircumstances of the case.
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SECTION IX: CLAIMS FILING AND APPEAL PROCEDURES

The claims filing and appeals procedures desciiatalv will apply to claims and appeals over
which the Board of Trustees has discretion, sdt@lypenefits covered under the Indemnity Plan.
Generally, except for questions of eligibility undlee Plan, the Board of Trustees does not have
any say over benefit determinations made by an HiviGther provider or insurance carrier.
Claims for benefits under such arrangements muptibgied using the claims and appeals
procedures provided by such HMO, provider or insaeacarrier.In other words, DO NOT

USE THE SAN FRANCISCO ELECTRICAL WORKERS HEALTH AND WELFARE
PLAN'’'S CLAIMS FILING AND APPEALS PROCEDURE for bene fit determinations

made by Kaiser, PacifiCare, Secure Horizon, Delta é€ntal, VSP or PacifiCare Behavioral
Health claims. Instead, for HMO, Dental or Visionclaims, please refer to the claims
procedures in the Supplemental Summaries of thoseqgrams available in the Plan Office.

IMPORTANT NOTE: In all cases, provisions under the HMO provider #reindemnity Plan
procedures require that claims for benefits or beirmement for medical services and appeals from
the denial of claims must be submitted within acefpeperiod of time. A failure to meet these time
limits may bar the claim or appeal. Study the failog and the enclosed brochures for additional
details regarding the making of a claim or therigkof an appeal.

A. HOW TO FILE A CLAIM

Claims are paid in accordance with bills and fosmgplied by Hospitals and attending Physicians.
A Claim shall be considered to have been filedbas s it is received by the Plan Office provided i
is substantially complete, with all necessary doentation. If the form is not substantially
complete, or if required documentation has not leenshed, the claimant will be notified as soon
as reasonably possible of what information or deentation is necessary to complete the Claim.
Claims must be filed within 24 months from the defetreatment. (See B.2 for definition of
“Claim”.)

Have your Physician forward Claims directly to Blan Office, 720 Market Street, Suite 700, San
Francisco, CA 94102-2509; (415) 263-3670.

Medicare-eligible Retirees and their Medicare-éligiDependents should have their Hospital and
Physicians submit claims to Medicare first. Afidedicare has made a payment, a copy of the
Medicare Explanation of Benefits Workshskould then be submitted with a Claim to the Plan
Office for processing.

B. CLAIMS AND APPEALS PROCEDURES B DEFINITIONS
1. Adverse Benefit Determination. An “Adverse Benefit Determination” is any denial,

reduction, termination of or failure to provideroake payment for a benefit (either in whole or in
part) under the Plan. Each of the following is aareple of an Adverse Benefit Determination:

(@) a payment of less than 100% of a Claim for fisn@cluding coinsurance or
co-payment amounts of less than 100% and amoupt®edpo the deductible);
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(b) a denial, reduction, termination of or failtogrovide or make payment for a
benefit (in whole or in part) resulting from anyliaation review decision;

(c) a failure to cover an item or service becalmeRlan considers it to be
Experimental, Investigational, not Medically Necays

(d) a restriction on reimbursement for particularvices because they are
classified as related to a mental or nervous, rdlfa a physical, condition; and

(e) a decision that denies a benefit based orearditation that a claimant is not
eligible to participate in the Plan.

Presentation of a prescription order at a pharnvelogre the pharmacy refuses to fill the prescniptio
unless the Participant pays the entire cost, isoasidered an Adverse Benefit Determination (but
only to the extent that the pharmacy’s decisiondiemying the prescription is based on coverage
rules predetermined by the Plan).

2. Claim. The term “Claim” means a request for a benefilenhy a Participant in
accordance with the Plan’s reasonable procedures.

Casual inquiries about benefits or the circumstanoeler which benefits might be paid are not
considered Claims. Nor is a request for a deteatian of whether an individual is eligible for
benefits under the Plan considered to be a Clalawever, if a Participant files a Claim for specifi
benefits, and the Claim is denied because theiohai is not eligible under the terms of the Plan,
that coverage determination is considered a Claim.

The presentation of a prescription order at a phayntdloes not constitute a Claim, to the extent
benefits are determined based on cost and coveregepredetermined by the Plan. If a Physician,
Hospital or pharmacy declines to render servicesetuses to fill a prescription unless the
Participant pays the entire cost, the Participhatikl submit a Post-Service Claim for the services
or prescription, as described under these procedgiew.

A request for pre-certification or prior authoripat of a benefit that does not require pre-
certification or prior authorization by the Plamst considered a Claim. However, requests for pre
certification or prior authorization of a benefihere the Plan does require pre-certification arpri
authorization are considered Claims and shouldubengted as Pre-Service Claims (or Urgent
Claims, if applicable), as described under ClaimcBdures, below.

Claims are Categorized as Follows:

(€)) Urgent Claim. The term “Urgent Claim” meanGlaim for medical care or
treatment that:
0] if normal Pre-Service Claim standards famaering a decision were
applied, would seriously jeopardize the life orltreaf the claimant
or the ability of the claimant to regain maximunmdtion; or

(i) in the opinion of a Physician with knowlezlgf the claimant’s
medical condition, would subject the claimant toese pain that
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could not be adequately managed without the careatment that is
the subject of the Claim.

(b) Pre-Service Claim. The term “Pre-Servicar@laneans a Claim for a benefit
for which the Plan requires pre-certification aopauthorization before medical care is obtaimed i
order to receive  the maximum benefits allowed undethe Plan.

(c) Concurrent Claim. The term “Concurrent Claimeans a Claim that is
reconsidered after an initial approval has beenenvéitich results in a reduction, termination or
extension of the previously approved benefit.

(d) Post-Service Claim. The term “Post-Servidail@ means a Claim for
benefits that is not a Pre-Service, Urgent or Caec Claim. This will generally be a claim for
reimbursement for services already rendered.

(e) Disability Claim. The term “Disability Claihmeans any Claim that requires
a finding of total disability as a condition ofgilbility.

3. Relevant Documents. “Relevant Documents” include documents pertainiing
Claim if they were relied upon in making the behdétermination, were submitted, considered or
generated in the course of making the benefit detetion, demonstrate compliance with the
administrative processes and safeguards requiréelvggulations, or constitute the Plan’s policy o
guidance with respect to the denied treatment ogtidoenefit. Relevant Documents could include
specific Plan rules, protocols, criteria, rate ¢éablfee schedules or checklists and administrative
procedures that prove that the Plan’s rules wepeogpiately applied to a Claim.

C. NOTICE OF CLAIM DENIAL

If a claim is wholly or partially denied, the claamt shall receive a written notice of denial as
follows:

1. Contents of Notice. The notice of denial shall contain the followingijtten in a
manner calculated to be understood by the claimant:

€)) the specific reason or reasons for the denial;

(b) specific reference to pertinent Plan provisionshich the denial is based;

(c) a description of any additional material orommhation necessary for the
claimant to perfect the claim and an explanatiowloy such material or information is necessary;
and

(d) appropriate information as to the steps toalzen if the claimant wishes to
submit the claim for review.

2. Time of Notice. To assure that you are eligible for medical ospital benefits, you
should call or have your Physician /Hospital claél Plan Office at (415) 263-3670 to pre-certify
your eligibility for benefits. In the event thaidlydo not obtain pre-certification and the Plancaff
determines that a Claim is not covered for anyaeagou will be notified of a Claim denial:

€) Urgent Care Claims. In the event the clainoines “Urgent Care”, which is
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defined above in B.2(a)(i), you will be notifiedthin twenty-four (24) hours of the submission of
the Claim, if the information necessary to prot¢hs<laim is incomplete, and/or within seventy-two
(72) hours of receipt of the Claim by the Plan &dfin the event coverage is denied.

(b) Pre-Service Claims. A Pre-Service Claim idar@ for a benefit for which
the Plan requires pre-certification or prior authation before medical care is obtained as a
condition of receiving maximum benefits allowed anthe Plan. Under the terms of this Plan,
claimants are not required to obtain pre-certifarator any services.

(c) Concurrent Claims. Any request by a Particiganextend an approved
Urgent Claim will be acted upon by the Plan witBthhours of receipt of the Claim, provided the
Claim is received at least 24 hours prior to thgition of the approved Urgent Claim. A request to
continue a plan of treatment that is in progreasdbes not involve an Urgent Claim will be decided
in enough time to request an appeal and to havappeal decided before the benefit is reduced or
terminated. (See C.3, below for a description opégd Procedures.)

(d) Post-Service Claims. A Post-Service Claim nogssubmitted to the Plan
Office in writing, using an appropriate claim fo(mhich may be obtained by contacting the Plan
Office), as soon as possible after expenses anerett Failure to file a Post-Service Claim within
the time required will not invalidate or reduce &lgim if it was not reasonably possible to file th
Claim within such time. In that case, however,Gem must be submitted electronically and/or as
soon as reasonably possible, but in no event tagr one year from the date the charges were
incurred.

The Claim form must be completed in full and amitzed bill(s) must be attached to the claim form
in order for the request for benefits to be comgdea Claim. The Claim form and/or itemized bjli(s
must include all information required by the Plaffi¢@ as indicated on the form.

A Post-Service Claim is considered to have beed fipon receipt of the Claim by the Plan Office.
Ordinarily, claimants will be notified of decisions Post-Service Claims within 30 days from the
receipt of the Claim by the Plan Office. The Riaay extend this period one time for up to 15 days
if the extension is necessary due to matters beyloacontrol of the Plan. If an extension is
necessary, the claimant will be notified, before #nd of the initial 30-day period, of the
circumstances requiring the extension and theldatehich the Plan expects to render a decision.

If an extension is required because the Plan reggtisonal information from the claimant, the Plan
will issue aRequest for Additional Informatidhat specifies the information needed. The claima
will have 45 days from receipt of this form. Dugithe 45-day period in which the claimant is
allowed to supply additional information, the notdaadline for making a decision on the Claim
will be suspended. The deadline is suspended floendate of theRequest for Additional
Informationform is issued until either 45 days or until tléedthe claimant responds to the request
for information, whichever is earlier. The Plapnihas 15 days to make a decision on the Claim and
notify the claimant of the determination.

If the Plan determines that additional informatismequired from the claimant, and the claimant

fails to provide any requested information withihn@hys, the Claim will be denied and the Plan will
issue a Notice of Adverse Benefit Determination.
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(e) Disability Claims. A Disability Claim must Iselbmitted to the Plan Office
within 90 days after the date of the onset of tisatllity. The Plan will make a decision on the
Disability Claim and notify the claimant of the é&on within 45 days after receipt of the Claim by
the Plan Office. If the Plan requires an extensibtime due to matters beyond the control of the
Plan, the Plan Office will notify the claimant d¢fet reason for the delay and the date by which the
Plan expects to render a decision. This notificawill occur before the expiration of the inité-
day period. The notice of extension will explaie standards on which entitlement to a benefit is
based, the unresolved issues that prevent a de@sithe Claim, and the additional information
needed to resolve those issues.

A decision will be made within 30 days of the ddie Plan notifies the claimant of the delay. The
period for making a decision may be delayed antexidil 30 days, provided the Plan notifies the
claimant prior to the expiration of the first 30yd=xtension period, of the circumstances requiring
the extension and the date as of which the Plaaatgpo render a decision.

If an extension is needed because the Plan neddsadl information from the Participant, the
extension notice will specify the information negddf the information is not provided within the
45-day period, the Claim will be denied. During #te-day period in which the Participant is
allowed to supply additional information, the notmeriod for making a decision on the Claim will
be suspended. The period for making the deterromet suspended from the date of the extension
notice until the earlier of: (1) 45 days from thege of the notification; or (2) the date the claimh
responds to the request. Once the claimant resporttie Plan’s request for the information, the
claimant will be notified of the Plan’s decision thre Claim within 30 days from the date of receipt
of the information by the Plan Office.

For Disability Claims, the Plan reserves the righbave a Physician examine the claimant (at the
Plan’s expense) as often as is reasonable whilaimm@r benefits is pending.

® Authorized Representatives. An authorizedespntative, such as a spouse,
Domestic Partner or an adult child, may submit air€@lor appeal on behalf of a claimant if the
claimant has previously designated the individoahdt on his or her behalf. Appointment of
Authorized Representatiderm, which may be obtained from the Plan Offioeyst be used to
designate an authorized representative. The Hfare@ay request additional information to verify
that the designated person is authorized to ath@wclaimant’s behalf.

A health care professional with knowledge of thaimbant's medical condition may act as an
authorized representative in connection with anedtgClaim without the claimant’s having to
complete théA\ppointment of Authorized Representafven.

(9) Notice of Initial Benefit Determination. Th&gnant will be provided with
written notice of the initial benefit determinatiorif the determination is an Adverse Benefit
Determination, the notice will include:

(1) the specific reason(s) for the determination;

(i) reference to the specific Plan provision(s)drich the determination
is based,;

(i)  a description of any additional material efarmation necessary to
perfect the Claim, and an explanation of why thetema or
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information is necessary;

(iv)  a description of the Plan’s appeal procedwed applicable time
limits;

(v) a statement of the Participant’s right to bregivil action under
ERISA Section 502(a) following the appeal of an Abe Benefit
Determination;

(vi) if aninternal rule, guideline or protocol wedied upon in deciding
the Claim, a statement that a copy of such rulielglime or protocol
is available upon request at no charge;

(vii)  if the determination was based on the absefdéedical Necessity,
or because the treatment was Experimental or ligaisinal, or other
similar exclusion, a statement that an explanaifdhe scientific or
clinical judgment for the determination is avaiabpon request at no
charge; and

(viii) for Urgent Claims, a description of the exjited review process
applicable to Urgent Claims (for Urgent Claims, titgice may be
provided orally and followed with written notifigan).

3. Appeal Procedures.

€) Appealing an Adverse Benefit Determinatiora Glaim is denied in whole or
in part, or if the Participant disagrees with tleeidion made on a Claim, the claimant may appeal
the decision. Appeals must be made in writing andtrbe submitted to the Plan Office within 180
days after the claimant receives the Notice of Asedenefit Determination.

0] Urgent Claims. Appeals of Adverse Benefit Datmations
regarding Urgent Claims must be made within 18G ddier receipt
of the Notice of Adverse Benefit Determination lither:

()] Calling the Plan Office and asking to speathi Utilization
Review Representative. All oral requests must bevied by
a faxed written request within 24 hours.

(n Faxing the request to the attention of thdilzkition Review
Representative.

NOTE: Appeals of Urgent Claims may_not be submittd via the
US Postal Service.

(i) Concurrent Claims. Appeals of Adverse Benddigterminations
regarding Concurrent Claims must be made in theesaranner
described for Urgent Claims.

(i)  Post-Service Claims and Disability Claims. élappeal of a Post-
Service Claim or Disability Claim must be submitiegvriting to the
Plan Office within 180 days after receipt of thetide of Adverse
Benefit Determination and must include:
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()] the patient’'s name and address

(1)  the claimant’'s name and address, if different;

(I  a statement that this is an appeal of an AdgeBenefit
Determination to the Board of Trustees;

(IV) the date of the Adverse Benefit Determinatiand

(V) the basis of the appeal, i.e., the reason(sy thie Claim
should not be denied.

(b) The Appeal Process. The claimant will be gitr@opportunity to submit
written comments, documents, and other informafitmrconsideration during the appeal, even if
such information was not submitted or consideregaasof the initial benefit determination. The
claimant will be provided, upon request and freelwdrge, reasonable access to and copies of all
Relevant Documents pertaining to his or her Claim.

A different person will review the appeal than geFson who originally made the initial Adverse
Benefit Determination on the Claim. The reviewelt mot give deference to the initial Adverse
Benefit Determination. The decision will be made the basis of the record, including such
additional documents and comments that may be stdshiny the claimant.

If the Claim was denied on the basis of a medigdbgment (such as a determination that the
treatment or service was not Medically Necessanyas Investigational or Experimental), a health
care professional who has appropriate trainingesxperience in a relevant field of medicine will be
consulted. Upon request, the claimant will be mtegt with the identification of medical or
vocational experts, if any, that gave advice onGlam, without regard to whether the advice was
relied upon in deciding the Claim.

(c) Time Frames for Sending Notices of Appeal Deipations.

0] Urgent Claims. Notice of the appeal determorator Urgent Claims
will be sent within 72 hours of receipt of the apbby the Plan
Office.

(i) Concurrent Claims. Notice of the appeal deteation for a
Concurrent Claim that involves an extension of ageldt Care Claim
will be sent by the Plan within 72 hours of receipan appeal by the
Plan Office.

(i)  Post-Service Claims and Disability Claims.dbrarily, decisions on
appeals involving Post Service Claims and Disabiiaims will be
made at the next regularly scheduled meeting dtzed of Trustees
following receipt of claimant’s request for reviewlowever, if the
request for review is received at the Plan Offidtiw 30 days before
the next regularly scheduled meeting, the requeselview may be
considered at the second regularly scheduled ngeébitowing
receipt of the claimant’s request. In specialwinstances, a delay
until the third regularly scheduled meeting follogireceipt of the
claimant’s request for review may be necessarg Harticipant will
be advised in writing in advance if this extensiah be necessary.
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Once a decision on review of claimant’s Claim hesrbreached, the
claimant will be notified of the decision as so@passible, but no
later than 5 days after the decision has been eglach

(iv)  If the decision on review is not furnishedthe claimant within the
time specified in this subparagraph (c), the Clahall be deemed
denied upon review. The claimant shall be frebrtog an action
upon his or her Claim in accordance with subparayg(a), below.

(d) Content of Appeal Determination Notices. Tletedmination of an appeal
will be provided to the claimant in writing. Thetice of a denial of an appeal will include:

(1) the specific reason(s) for the determination;

(i) reference to the specific Plan provision(s)drich the determination
is based:;

(i)  a statement that the claimant is entitleddoeive reasonable access
to and copies of all documents relevant to therGlaipon request
and free of charge;

(iv)  astatement of the claimant’s right to bringj\al action under ERISA
Section 502(a) following an adverse benefit deteation on appeal;

(v) if an internal rule, guideline or protocol wadied upon, a statement
that a copy of such rule, guideline or protocobhisilable upon
request at no charge; and

(vi) ifthe determination was based on Medical, &&sity, or because the
treatment was Experimental or Investigational, dreo similar
exclusion, a statement that an explanation ofd¢lensfic or clinical
judgment for the determination is available up@uest at no charge.

(e) When a Lawsuit may be Started. No Employe@endent, beneficiary or
other person shall have any right or claim to biémeider the terms of this Plan or any right or
claim to payments from the Plan, other than asipéterein. A Participant may not commence a
lawsuit to obtain benefits until after either: (¢ Participant has submitted a Claim pursuartdo t
Plan terms, requested a review after an Adversef@éetermination, and a final decision has been
reached on review; or (2) the appropriate time &a®scribed above has elapsed since Participant
filed a request for review and Participant hagactived a final decision or notice that an extamsi
will be necessary to reach a final decision.

No lawsuit may be commenced more than 2 yearstafteand of the year in which medical or dental
services were provided or a benefit was deniedtloeroaction, omission or rule affected your

situation or, if the Claim is for Long Term DisatylBenefits, more than 2 years after the onset of
the disability.

The provisions of this subparagraph shall appbnim include any and every claim to benefits from
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the Plan, and any Claim or right asserted undePtae or against the Plan, regardless of the basis
asserted for the Claim, and regardless of whema¢her omission upon which the Claim is based
occurred, and regardless of whether or not thenalat is a “Participant” or “beneficiary” of the Rla
with the meaning of those terms as defined in ERISAch Claim shall be limited to benefits due to
him or her under the terms of the Plan, or to fstduis or her rights to future benefits under gverts

of the Plan, and shall not include any claim ohtigp damages, either compensatory or punitive.
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SECTION X: GENERAL PROVISIONS
A. CONSTRUCTION

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

B. NO VESTED RIGHT

Nothing in this Plan shall be construed as givingpoyees, retired or terminated, Dependents or
any other person a vested right to continued coeeuader this Plan. The Board of Trustees may
require new or greater co-payments and/or may ehérgeligibility requirements and any other
Plan rules at any time.

C. FACILITY OF PAYMENT

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

D. AVAILABLE ASSETS FOR BENEFITS

Benefits provided by this Plan can be paid onlthe extent that the Plan has available adequate
resources for such payments. No Contributing Eggglbas any liability, directly or indirectly, to
such payments. No Contributing Employer has aatyility, directly or indirectly, to provide the
benefits established hereunder beyond the obligadfothe Contributing Employer to make
contributions as required in an IBEW Local 6 Cdilee Bargaining Agreement.

In the event that at any time the Plan does no¢ Batficient assets to permit continued payments
hereunder, nothing contained in this Plan shatdmstrued as obligating any Contributing Employer
or any IBEW Local to make benefit payments or abations in order to provide for the benefits
established hereunder. Likewise, there shall debity upon the Board of Trustees, individually
or collectively, or upon any Contributing Employ#re Union, signatory association or any other
person or entity of any kind to provide the bemedistablished hereunder if the Plan does not have
sufficient assets to make such benefit payments.

E. INCOMPETENCE OR INCAPACITY

In the event the Plan determines that the Coveeesbi is incompetent or incapable of executing a
valid receipt and no guardian has been appointed tbe event a Covered Person has not provided
the Plan with an address at which he or she cdoda¢ed for payment, the Plan may, during the
lifetime of the Covered Person, pay any amountretise payable to the Covered Person, to the
spouse, or relative by blood of the Covered Persioto any other person or institution determined

74



by the Plan to be equitably entitled thereto; dhimevent of the death of the Covered Personéefor
all amounts payable have been paid, the Plan mayama such amount to one or more of the
following surviving relatives of the Covered Persdmawful spouse, child or children, mother,
father, brothers or sisters, or to the CovereddPessestate, as the Board of Trustees, in its sole
discretion, may designate. Any payment in accardanith the provision shall discharge the
obligation of the Plan hereunder to the extenuchspayment.

F. GENDER AND NUMBER

Wherever applicable, the masculine pronoun as btseein shall include the feminine and the
singular the plural.
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SECTION XI: POTENTIAL LOSS OF BENEFITS

You or your beneficiary could lose your benefithave payments delayed in at least the following
circumstances:

A. INADEQUATE OR IMPROPER EVIDENCE

The Plan grants the Board of Trustees the poweletty, suspend or discontinue benefits to a
Participant who fails to submit at the requeshefPlan Office any information or proof reasonably
required to administer the Plan.

B. PROHIBITED EMPLOYMENT IN THE ELECTRICAL INDUSTRY

If after your retirement you engage in certain kirad work in the electrical industry, known as
“Prohibited Employment”, your entitlement to Reéireealth care benefits may be suspended.

C. FAILURE TO FILE COMPLETE ENROLLMENT CARDS FOR YO URSELF OR
YOUR DEPENDENTS

No benefits are payable until you and/or your Dejeen(s) are properly and timely enrolled in the
Plan.

D. INCOMPLETE INFORMATION/FALSE STATEMENTS

If you fail to provide requested information or givalse information to verify disability, age,
beneficiary information, marital status or othaal/information, payment of your pension may be
postponed.

E. THIRD PARTY AT FAULT/SUBROGATION CLAIMS

The Plan has the right to recover any amountsipattie Plan for claims for which you received a
distribution pursuant to a court judgment, settletregreement, insurance payment or any other
form of payments from a third party. This includesy payments you receive from your own
insurance company.

F. WORK-RELATED INJURIES

The Plan is not responsible for paying any clainesiired as a result of a work-related injury. This
is so even though you have not filed a claim witirkers compensation.

G. RIGHT TO RECOVER CLAIMS PAID OR OFFSET FUTURE CL AIMS
The Plan has the right to recover any amounts ipgytg paid as provided in subsections D and E
above or otherwise or any other payments madeddyldm which were improper or should not have

been paid. The Plan may offset any amounts ow#tkt®lan against any claims that you and/or a
Dependent incur in the future.
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H. PLAN EXCLUSIONS

The Plan and any HMO or PPO contain exclusionsexaeptions for coverage. You should be
aware of the Plan’s limitations, exclusions, cofpapts and other facets of the Plan in which you
may not receive full payment on a claim or reimbeuanent.

If you make a false statement to the Plan or aiff@ials regarding the payment of benefits or othe
issues related to the Plan, you will be liabldn®Rlan for any benefits paid in reliance on satsef
statements or information, and any attorney feescasts incurred in effecting recovery or which
were incurred as a result of the false statememtformation. This includes but is not limited to
costs incurred by the Plan Office, reasonable m#tpfees, and interest charges. The Plan may
deduct any such fees and costs from any benefisneise payable to you, your estate or a
beneficiary.

l. PLAN TERMINATION

If the Plan terminates, benefits may no longer foeided.
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SECTION XII: PLAN INFORMATION

A. NAME OF PLAN

The name of this Plan is the San Francisco Eledtiitorkers Health and Welfare Plan.
B. TYPE OF PLAN

This is a health care plan, providing the followkigds of benefits: Medical, Prescription Drugs,
Disability, Dental, Vision, Death and Accidentaldde & Dismemberment Benefits.

C. PLAN ADMINISTRATOR

The official Plan Administrator is the Joint Boanod Trustees, half of whom are Union
representatives and half of whom are Employer ssprtives. Its address and telephone number
follow:

San Francisco Electrical Workers Health & Welfare Trust
Telephone: (415) 263-3670

IRS Employer identification No.: 94-6061762

Plan No.: 501

The names and business addresses of the Truséees ar

John O’Rourke Thomas Coleman

IBEW Local Union #6 S.F. Elec. Contractors Assn.
55 Fillmore St. 555 Gough St.

San Francisco, CA 94117 | San Francisco, CA 94102
Terrence McKenna Leonard Lynch

IBEW Local Union #6 Edwards Scott Electric

55 Fillmore St. 555 Gough St.

San Francisco, CA 94117 | San Francisco, CA 94102
Kevin Hughes Jim Reed

IBEW Local Union #6 Century Electric

55 Fillmore St. 555 Gough St.

San Francisco, CA 94117 | San Francisco, CA 94102
Alternate: Jeff Hawthorne | Alternate: Ernest Ulibarri
IBEW Local Union #6 Barri Electric

55 Fillmore St. 555 Gough St.

San Francisco, CA 94117 | San Francisco, CA 94102

D. TYPE OF ADMINISTRATION

The Plan Administrator is the Joint Board of Trestel' he Board has contracted with the Electrical
Industry Service Bureau, Inc. (“EISB”), to servePdan Manager.
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E. LEGAL PROCESS

Legal process may be served on the Joint Boardusft@es care of Judith Fisher, EISB, Inc., 720
Market Street, Suite 700, San Francisco, CA 94181182

F. ORGANIZATIONS THAT RECEIVE PREMIUMS
The following organizations receive premiums frdma Plan to provide all Plan benefits:

Union Labor Life Insurance Co. (Stop Loss Cogerndemnity Plan)
PacifiCare of California (HMO)

Kaiser Foundation Health Plan, Inc. (HMO)

First Health Group Corp. (PPO-Network-Indemfitsn)

First Health Group Corp. (Clinical Managementv&es-Indemnity Plan)
First Health Group Corp. (Transplant Networkdnuhity Plan)

Delta Dental Plan- All Plans

Vision Service Plan (VSP)- All Plans

RxAmerica (Indemnity Prescription Drugs)

0. PacifiCare Behavioral Health (Mental Healthdnmhity/PacifiCare
Substance Abuse Treatment- All Plans)

PO ~NooOrwdE

G. METHOD OF FUNDING

Contributions to provide Plan benefits are paithi@ysponsoring Employers in accordance with the
Trust Agreement. In some cases, as describedsibdloklet, members may be able to self-pay for
periods of time when they are not covered by Englapntributions.

H. CLAIM AND APPEAL PROCEDURES

The procedures for filing claims and appealingroldienials are set forth beginning on page 65 of
this booklet.

l. FISCAL YEAR (PLAN YEAR)

The fiscal year of the Plan is the twelve-monthiqgeeending each January 31st, and the Plan’s
records are maintained on that basis. This iskaisewn as the “Plan Year.”
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SECTION XIll:  STATEMENT OF ERISA RIGHTS
A. YOUR RIGHTS UNDER ERISA

As a Participant in this Plan you are entitledéaain rights and protections under the Employee
Retirement Income Security Act of 1974 ("ERISABRISA provides that all Plan Participants shall
be entitled to:

1. Examine, without charge, at the Plan Office aihother specified locations such as
work sites and the Union office, documents govegriire Plan, including Collective Bargaining
Agreements and the annual report (Form 5500 sdifed)with the Department of Labor;

2. Obtain copies of Plan documents and other irdion (which is required by law to
be furnished) upon written request to the Plarrsifant to ERISA, the Plan Office may require that
you pay a reasonable charge for the copies; and

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

4. Continued health care coverage for yourseliyspor Dependents if there is a loss of
coverage under this plan as a result of a quafifgvent. You or your Dependents may have to pay
for such coverage.

5. Review this summary plan description and theidants governing the plan on the
rules governing your COBRA continuation coveraggts.

6. Reduction or elimination of exclusionary perioofs coverage for pre-existing
conditions under your group health plan, if youdnaveditable coverage from another plan. You
should be provided a Certificate of Creditable Gage, free of charge, from your group health plan
or health insurance issuer when you lose coveraderuhe plan and when you become entitled to
elect COBRA continuation coverage, when your COBgbAtinuation coverage ceases, if you
request it up to 24 months after losing coveralyghout evidence of creditable coverage, you may
be subject to a pre-existing condition exclusiaonif® months (18 months for late enrollees) after
your enrollment date in your coverage.

B. PRUDENT ACTIONS BY PLAN FIDUCIARIES

In addition to creating rights for Plan ParticipgrERISA imposes duties upon the people who are
responsible for the operation of the Plan. Thepfgewho operate your Plan, called “fiduciaries,”
have a duty to do so prudently and in your intea@st the interest of other Plan Participants and
beneficiaries. No one, including your EmployaruyUnion, or any other person, may fire you or
otherwise discriminate against you in any way tevpnt you from obtaining a Plan benefit or
exercising your rights under ERISA.
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C. ENFORCING YOUR RIGHTS

If your Claim for a Plan benefit is denied in wholen part, you have a right to know why this was
done, to obtain copies of documents relating todd@sion, without charge, and to appeal any
denial, all within certain time limits.

Under ERISA, there are steps you can take to eatbcabove rights. For instance, if you request a
copy of certain Plan documents (required to beigtied) or the latest annual report (Form 5500)
from the Plan and do not receive them within 3Gsgdggu may file suit in a federal court. In such a
case, the court may require the Plan Administratprovide the materials and pay you up to $110 a
day until you receive the materials, unless thesnas were not sent because of reasons beyond the
control of the Plan Administrator or the Plan Adistrator’'s delegate.

If you have a Claim for benefits which is deniedgmored, in whole or in part, and which is upheld
on appeal (or ignored), you may file suit in aestar federal court. As summarized earlier in this
booklet, any lawsuit must be filed within two yeafshe denial on appeal or other action, omission
or decision which adversely affected you or yourdjis.

In addition, if it should happen that Plan fiduaar misuse the Plan’s money, or if you are
discriminated against for asserting your rights) gy seek assistance from the U.S. Department of
Labor, or you may file suit in a federal court. el¢ourt will decide who should pay court costs and
legal fees. If you are successful, the court nrdgiothe person you have sued to pay these court
costs and fees. If you lose (for example, ifnts your claim is frivolous), the court may ordeuy

to pay these costs and fees.

D. ASSISTANCE WITH YOUR QUESTIONS

If you have any questions about your Plan, you khoontact the Plan Office. If you have any
guestions about this statement or about your rightder ERISA or if you need assistance in
obtaining documents from the Plan, you shouldadrihe nearest office of the Employee Benefits
Security Administration (“EBSA”), U.S. Departmeritl@abor, listed in your telephone directory or:

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. Bimgle copies of publications, contact the EBSA
Brochure Request Line at 1-800-998-7542 or coritecEBSA 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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SECTION XIV: DEFINITIONS

These are some of the terms used in your booBeine other terms are described where they are
used. PLEASE READ THEM CAREFULLY. They can helpuyto better understand what your
benefits are.

Board means the Board of Trustees established by thet Agreement.

Calendar year means the twelve-month period beginning Januanydlending December 31.

Convalescent Hospitalor Skilled Nursing Facility means an institution which:

1. is regularly engaged in providing skilled nugstare for sick and injured persons
under 24-hour supervision of a Physician or a gaselRegistered Nurse (R.N.);

2. has available at all times the services of asielgn who is a staff member of a
general Hospital,

3. has on duty 24 hours a day a graduate Regidtenex# (R.N.), Licensed Vocational
Nurse (L.V.N.) or skilled practical nurse;

4. has a graduate Registered Nurse (R.N.) on digast 7 hours per day;
5. maintains a daily medical record for each patiend
6. complies with all licensing and other legal regunents.

Convalescent Hospital doeet mean any institution, or part thereof (other timadentally), which
is a place for rest, a place for Custodial Caggaee for the aged, a place for drug addicts, eepla
for alcoholics, a hotel, or a similar institution.

Covered Charge(s) or Covered Expense(g)eans only those charges which are Reasonable and
Customary and which are incurred as a result oéditbhl Necessity for conditions that are covered
under this Plan. It shall also mean only thosegdmincurred by a Covered Person while eligible
for benefits under this Plan.

Covered Employee or Employeeneans a member performing work under a Colle&argaining
Agreement with IBEW Local 6 which requires conttibas to this Plan, or an employee for whom
contributions are made to this Plan pursuant tdbaiption agreement approved by the Board of
Trustees.

Covered Employmentmeans work performed under a Collective Bargaiiggeement with a
Local Union of IBEW which requires contributionsttas Plan.

Covered Person or Participantmeans each eligible Employee or Retiree and efbls @r her
Dependents, if any.
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Custodial Care means treatment, services or confinement whichdcbe rendered safely and
reasonably by a person not medically skilled, ah@tlvare designed mainly to help the patient with
activities of daily life. Custodial Care includpsrsonal care, homemaking services, moving the
patient, acting as companion or sitter, or supgrgisnedication which can usually be self-
administered.

Employer or Contributing Employer means an employer who makes contributions tdtlais on
behalf of Covered Employees.

Experimental or Investigational Measuresmean any treatment or service, regardless of any
claimed therapeutic value, not Generally Acceptesidecialists in that particular field of medicine,
as determined by the Plan’s medical review departraed/or an independent medical reviewer.
Generally Acceptedmeans treatment or service that:
1. has been accepted as the standard of practoedatwy to the prevailing opinion
among experts as shown by (or in) articles pubtishauthoritative, peer-reviewed
medical and scientific literature; and

2. Is in general use in the medical community; and

3. is not under continued scientific testing oreaesh as a therapy for the particular
injury or sickness which is the subject of claim.

Hospital means an institution which:
1. is primarily engaged in providing, by or undée tsupervision of Physicians,

inpatient diagnostic and therapeutic services fedical diagnosis, treatment and
care of injured, disabled or sick persons, or réitation of injured, disabled or sick

persons;

2. maintains clinical records on all patients;

3. has bylaws in effect with respect to its stéfiPbysicians;

4. has a requirement that every patient be unéecale of a Physician;

5. provides 24-hour nursing service rendered oesiged by a registered professional
nurse;

6. has in effect a Hospital utilization review glan

7. is licensed pursuant to any state or agenchefstate responsible for licensing

Hospitals; and

8. has accreditation under one of the programs hef Joint Commission on
Accreditation of Hospitals.
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The term “Hospital” does not include an institutionthat part of an institution, used mainly fdr
nursing care; (2) rest care; (3) convalescent ¢djecare of the aged; (5) Custodial Care; or (6)
educational services.

lliness means a bodily disorder, infection, or disease alhdelated symptoms and recurrent
conditions resulting from the same causes.

Injury means physical harm sustained to the body asréna desult of an accident, affected solely
through external means, and all related symptordsegurrent conditions resulting from the same
accident.

Medically Necessarythe treatment must be ordered by a Physicianhar dticensed or Certified
Health Care Provider to diagnose or treat an Inpurjiness and be:

1. generally recognized as effective and essedottlk treatment of the Injury or lliness
for which it is ordered;

2. appropriate for the symptoms and consistent thighdiagnosis;
3. the appropriate level of care, and which:

€)) is provided in the most appropriate settingsed on the diagnosis and
condition;

(b) could not have been omitted without an advesect on the Covered
Person’s condition or the quality of medical caned

(c) based on generally recognized and accepedatds of medical practice in
the United States;
(1) is not considered Experimental, Investiggtor primarily limited to
research in its application to the Injury or llisgs

(i) is not primarily for scholastic, educatidnavocational or
developmental training;

(i) not primarily for the conform, convenience or adistirative ease of
the Physician or other health care provider, omtleenber or his or
her family or care taker; and

(iv)  is not Custodial Care.

Medicare means the benefits provided under Title XVIIl bétSocial Security Amendments of
1965.

Other Licensed or Certified Health Care Providermeans Physician’s assistant, nurse practitioners
or midwife, or nurse midwife, who provides medicate within the scope of his or her license or
certificate.
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Physician means a duly licensed Doctor of Medicine (M.D.)Dwctor of Osteopathy (D.O.)
authorized to perform medical or surgical servidn the lawful scope of his or her practice, and
shall also include any other health care providelieed practitioner as mandated by State Law.

Plan. The term Plan” is used interchangeably with the term “Trust Futisroughout this
document and means the San Francisco Electricak&®Health & Welfare Trust.

Plan Office means the administrative office of the San FracElectrical Workers Health &
Welfare Plan in San Francisco, California.

Prescription Drugs means any article that may be lawfully dispensegravided under the Federal
Food, Drug and Cosmetic Act including any amendsiénéreto, only upon a written or oral
prescription of a Physician or Dentist licensedawy to administer it.

Reasonable and Customaryneans the charges which fall within the commogeaof fees billed

by a majority of health care providers for a codgueocedure in a given geographic region, or which
is justified based on the complexity or the seyasfttreatment for a specific case, as determined
from time to time by the Board of Trustees. Theitéregion” means a county or such greater area
that is necessary to obtain a representative @estson of the usual charges made. Currently the
Plan uses Medical Data Research (“MDR”) at the @@tttentile to determine what is Reasonable
and Customary. This means that the acceptabledithnot exceed the amounts normally charged

by 90% of the Physicians in a geographical area.

Trust Agreement means the Trust Agreement establishing the Samcis Electrical Workers
Health & Welfare Plan and any modification, amendtnextension or renewal thereof.

Union means the International Brotherhood of Electridairkers, Local 6 that has entered into a
Collective Bargaining Agreement with an Employ&e terms of which require such Employer to
make contributions to the San Francisco Electki¢atkers Health and Welfare Plan on behalf of
eligible Employees, Retirees and their Dependents.
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For Further Information Call or Write:

SAN FRANCISCO ELECTRICAL WORKERS
HEALTH & WELFARE TRUST

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

Plan Manager
Judith Fisher

EISB, Inc.

Legal Counsel
David F. Crutcher

Attorney at Law
1000 4" Street, Suite 390
San Rafael, CA 94901

Peter W. Saltzman
Leonard Carder LLP
1330 Broadway, Suite 1450
Oakland, CA 94612

Plan Consultant
Sid Kaufmann
Kaufmann & Goble Associates
10 Almaden Blvd.
San Jose, CA 95113-2226
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