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PREFACE

This SPD summarizes the benefits, rights and obligations that you, as a participant,
have under the Central Pennsylvania Teamsters Health and Welfare Fund, Plan 16 (the
"Plan"). The Trustees of the Fund hope that you will find this SPD helpful. You should
review and discuss this SPD with your family. If you have any questions after reading
this SPD or if you would like to discuss any of the provisions of the Plan, write or call the
Fund Office. The Fund will be glad to help you.

The street/UPS Delivery Address for the Fund Office is:
1055 Spring Street, Wyomissing, PA 19610.

The mailing address of the Fund Office is:
P.O. Box 15224, Reading, PA 19612-5224.

The telephone numbers of the Fund Office are:

610/320-5500
In Pennsylvania: 1-800-422-8330 - toll free

Outside Pennsylvania: 1-800-331-0420 - toll free

INTRODUCTION

Central Pennsylvania Teamsters Health & Welfare Fund Plan 16 covers only employees
of governmental employers. Participating employers can include state or local
governments, or subdivisions, or agencies thereof. Because the Plan’s terms are
complex, it is important that you take the time to acquaint yourself with its provisions.
This booklet is a summary of the Plan Document, and is called the Summary Plan
Document or “SPD”. It cannot present full details of the Plan. Nothing in this summary
IS meant to interpret, extend or change in any way the rules and regulations expressed
in the Plan's governing documents. The Plan’s governing documents, including the
Plan Document, Plan Rules and Regulations, Plan procedures and policies, and
underlying contracts with Network providers are incorporated by reference into this
SPD. If any information in this booklet is in conflict with any provisions in the Plan
Document and Trust Agreement, the provisions of the Plan Document, Plan Rules and
Regulations, Plan procedures and policies, underlying contracts with Network providers,
and the Trust Agreement shall control. Therefore, if you have a question, you should
review the Plan Document and Trust Agreement and other listed documents which are
available at the Fund Office.

Only the entire Board of Trustees is authorized to interpret the Plan's governing
documents. No employer or union, nor any representative of any employer or union,
acting in that capacity, is authorized to interpret the Plan's governing documents. No



employer or union, nor any representative of any employer or union, acting in that
capacity, can act as an agent for the Board of Trustees. Accordingly, WE
RECOMMEND THAT YOU DIRECT ALL QUESTIONS ABOUT THE PLAN AND THIS
SPD TO THE FUND OFFICE. Please note that you may be able to find the information
you need on the Fund’s website, at www.centralpateamsters.com, where you will find
FAQ'’s, forms, information about recent plan changes and other important information.

This SPD summarizes the provisions of the Plan in effect as of April 1, 2007. You and
your family should read this entire SPD. The Plan may be amended in the future by the
Trustees and the Trustees have the right to modify or eliminate benefits. Notice of
amendments to the Plan will be provided to you. If you have any questions about
amendments to the Plan made by the Board of Trustees after the publication of this
SPD, write or call the Fund Office.

ARTICLEIl: GENERAL INFORMATION

Q. What is the name of the Plan?

A. Your health and welfare plan is formally known as the Central Pennsylvania
Teamsters Health and Welfare Fund, Plan 16. Throughout the rest of this SPD, it
will be referred to as the "Plan”.

Q. Who is the Plan Administrator?

A. The Plan Administrator is the Board of Trustees. It is the Trustees' responsibility
to administer the Plan exclusively for the benefit of all participants and
dependents.

The Trustees have established a Fund Office, and have retained Administrator
Joseph J. Samolewicz and a staff to conduct the day-to-day operations of the
Plan. You may contact the Trustees at the Fund Office as follows:
Central Pennsylvania Teamsters Health and Welfare Fund, Plan 16
c/o Joseph J, Samolewicz, Administrator

Street/UPS Delivery Address: Mailing Address:

1055 Spring Street P.O. Box 15224

Wyomissing, PA 19610 Reading, PA 19612-5224


http://www.centralpateamsters.com/

Who are the individuals who serve as Trustees?

O

A. The Board of Trustees is made up of ten individuals. There are five Trustees
selected by Teamsters Local Union No. 429, and five Trustees selected by the

Transport Employers Association. They are:

Union Trustees:

William M. Shappell, President
Teamsters Local Union No. 429
1055 Spring Street
Wyomissing, PA 19610

Keith Noll, Secretary-Treasurer
Teamsters Local Union No. 429
1055 Spring Street
Wyomissing, PA19610

Kevin M. Cicak, Recording Secretary
Teamsters Local 776

2552 Jefferson Street

Harrisburg, PA 17110

Howard Rhinier, Secretary-Treasurer
Teamsters Local 771

1025 North Duke Street

Lancaster, PA 17602

Michael Rys, Business Agent
Teamsters Local 429

1055 Spring Street
Wyomissing, PA 19610

Employer Trustees:

Tom J. Ventura, Trustee

Yellow Freight System, Inc.

c/o Central Pennsylvania Teamsters
Health & Welfare Fund

1055 Spring Street

Wyomissing, PA 19610

Peter Hassler, Trustee

Roadway Express, Inc.

c/o Central Pennsylvania Teamsters
Health & Welfare Fund

1055 Spring Street

Wyomissing, PA 19610

Michael Jones, Trustee

United Parcel Service

c/o Central Pennsylvania Teamsters
Health & Welfare Fund

1055 Spring Street

Wyomissing, PA 19610

Tomm Forrest, Trustee

ABF Freight System

c/o Central Pennsylvania Teamsters
Health & Welfare Fund

1055 Spring Street

Wyomissing, PA 19610

Daniel Schmidt, Trustee

New Penn Motor Express

c/o Central Pennsylvania Teamsters
Health & Welfare Fund

1055 Spring Street

Wyomissing, PA 19610
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What is the Plan Year?

The Plan Year is the calendar year ending on December 31.

Is the Plan Year different than the Benefit Year?

No. The Plan Year is the same as the benefit year (January 1 to December 31).
What type of benefit plan is Plan 16, and how does it work?

Plan 16 is a multiemployer self-insured health and welfare plan governed by the
Employee Retirement Income Security Act of 1974 (ERISA). Depending on which
optional benefits have been selected, Plan 16 pays benefits in certain
circumstances for the following: hospitalization services, physician visits, physical
therapy, immunizations and injections, surgical services, diagnostic services,
hearing and vision services, dental services, prescription drugs, transplants,
mental health and substance abuse services, and short-term disability. In
addition, if the option has been selected, the Plan will purchase insurance from
Aetna to provide death benefits and accidental death and dismemberment
benefits (for active employees) for you.

What are "core" benefits and what are "optional” benefits?

Core benefits are those benefits that are available to all participants. They
include:

- hospital benefits

- inpatient benefits

- physical therapy benefits

- surgical benefits

- outpatient diagnostic benefits

- transplant benefits

- immunization and injection benefits
- Major Medical benefits

Optional benefits are those benefits which are available only if your Employer
and Union have selected the benefits in collective bargaining or pursuant to a
participation agreement and your Employer's contribution has been adjusted to
include the option. The optional benefits that your Employer and Union may
choose among include:

- death and accidental death and dismemberment benefits
- dental/orthodontic benefits
- hearing/vision benefits
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prescription benefits

mental iliness/substance abuse benefits

physician office visits

short-term disability benefits

You are eligible for optional benefits ONLY IF your Employer and
Union selected the benefit in collective bargaining or pursuant to a
participation agreement and your Employer’s contribution rate
reflects that option. If you are not covered by a particular optional
benefit, then you will not be eligible for any part of that benefit. For
example, if you are not covered by the optional hearing and vision
benefits described below in this SPD, you will not be eligible for any
hearing or vision benefits.

What are the Plan's identification numbers?

The Plan's Employer Identification Number assigned by the Internal Revenue
Service is 236263170. The Plan Number is 501.

Who is the agent for service of process?

Legal process may be served on the Plan or any member of the Board of
Trustees at the Fund Office located at 1055 Spring Street, Wyomissing, PA
19610.

ARTICLE Il:  ELIGIBILITY

When am | eligible to receive benefits from the Plan?

Generally, you are eligible to receive benefits from the Plan if you are working for
a contributing employer in a position for which contributions are due and paid to
the Plan. Eligible employees are called participants. Contributions are made on
your behalf pursuant to a collective bargaining agreement negotiated by your
union and employer or by a participation agreement between your employer and
the Fund. Under these agreements, you may be required to pay a portion of the
contribution. Contact your union representative or your employer and determine
whether you must make such a contribution and if so, how much. For retirees,
contributions to the Fund are made on your behalf by your employer pursuant to
a participation agreement that provides for contributions to provide benefits.

Special rules apply for eligible retirees. Please see the discussion below for
when retirees are eligible for benefits after their retirement.

Contributions made in the “Contribution Period” purchase coverage in the
“Benefit Period” as described below:



Contributions made for hours worked in November  Benefits available for the period
January 1 to January 31

Contributions made for hours worked in December  Benefits available for the period
February 1 to February 28

Contributions made for hours worked in January Benefits available for the period
March 1 to March 31

Contributions made for hours worked in February Benefits available for the period
April 1 to April 30

Contributions made for hours worked in March Benefits available for the period
May 1 to May 31

Contributions made for hours worked in April Benefits available for the period
June 1 to June 30

Contributions made for hours worked in May Benefits available for the period
July 1 to July 31

Contributions made for hours worked in June Benefits available for the period
August 1 to August 31

Contributions made for hours worked in July Benefits available for the period
September 1 to September 30

Contributions made for hours worked in August Benefits available for the period
October 1 to October 31

Contributions made for hours worked in September Benefits available for the period
November 1 to November 30

Contributions made for hours worked in October Benefits available for the period
December 1 to December 31

Q. | am eligible for retiree benefits under Plan 16. After I retire (and am no
longer working “hours”), when will my employer make contributions on my
behalf?

A. Your employer will be required to make contributions for retired employees on

the same schedule as for active employees. (Note: If you are eligible for retiree
benefits, the employer must contribute on the schedule set forth in the
participation agreement between the employer and the Fund. But, if you are not
eligible for retiree coverage, the employer does not need to make any
contributions.)
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Our collective bargaining agreement requires that | make a biweekly
payment for my benefits. Who is responsible for forwarding my
contributions to the Fund?

Your employer is responsible for forwarding its portion of the monthly contribution
as well as your portion of the monthly contribution to the Fund.

| am retired but must make partial payment for my benefits. Who is
responsible for forwarding my contributions to the Fund?

Your former employer is responsible for forwarding its part of the monthly
contribution and your part of the monthly contribution to the Fund.

Am | eligible for benefits from Plan 16 after | retire?

If your employer has certified to the Fund that you have met the employer’s
criteria for entitlement to retiree benefits and your employer remains obligated to
make contributions to the Fund on your behalf and has executed a participation
agreement with the Fund, you may continue to receive benefits from the Fund.
Your benefits from the Fund, consistent with Fund rules, will continue until the
earliest of the following: (1) your death; (2) the termination date established
pursuant to the statute, rules, or regulations of your pre-retirement employer; or
(3) the date on which your employer certifies to the Fund that you are no longer
eligible for benefits from the Fund. In addition, if your former employer ceases to
be obligated to make contributions to the Fund on your behalf or you cease to
make the required payments to continue your coverage, your benefits will be
terminated.

Can | continue to cover my family after | retire?

If you are entitled to dependent coverage after your retirement under the rules
established by your former employer, you may continue to cover your
dependents after you retire. The Trustees have elected to treat the first eighteen
(18) months following your retirement as your continuation coverage under
COBRA triggered by your retirement, even if your employer covers all or part of
the cost during this period. If your former employer does not provide post-
retirement coverage for your dependents, the Fund will offer the dependents
“COBRA” coverage when you retire. Note that if you terminate your benefits
after you retire (for example, by failing to pay your portion of the monthly
contribution) and your benefits are terminated, neither you nor your dependents
will be offered “COBRA” coverage unless your dependent can be deemed to
have experienced a “qualifying event” as that term is set forth in the “COBRA”
statute.

There is a period of time between my date of hire and the date my coverage
begins. Can | purchase coverage from the Plan to cover this period?

Yes. Contact the Fund Office for more information on this option.



If | cease to meet the eligibility requirements of this Plan, are there any
special instances in which | still would have partial or total coverage under
the Plan after my eligibility otherwise ends?

Yes. A number of illustrative examples are set forth below. Please note this
coverage does not extend to a new claim for short term disability benefits filed
after your retirement because these benefits are only available to participants
who are actively employed by an employer obligated to make contributions to the
Fund and who are eligible for benefits on the date that the disability began.

(1) Disability and Medical benefits for Non-Job-Related Disability May
Continue For a Maximum Period of 26 Weeks. For example, John Smith
stopped working for XYZ Municipality, a contributing employer, on
November 28, 2005 due to a non-job-related disability. He remained
eligible for benefits from Plan 16 until January 31, 2006. On December 1,
2005, he began receiving non-job-related disability benefits. His disability
ended on July 14, 2006 In this case, the Plan will continue to pay disability
benefits (if the participant is covered by the optional short-term disability
benefit), and medical benefits for the specific disabling injury or illness,
until May 31, 2006, even though benefit coverage ended January 31,
2006.

(2) Up to Three Months of Contribution Credit If an Employer Becomes
Insolvent. For example, John Smith and Bill Jones worked for GHI
Borough, a contributing employer. The Borough made its last contribution
to the Plan in December, 2006, for hours worked in November, 2006. After
making this payment, the Borough became a “distressed municipality”
under state law, and stopped making contributions to the Plan. However,
Mr. Smith continued working there until January 31, 2007, and Mr. Jones
continued working there until February 28, 2007. In this case, Mr. Smith
will receive 2 months of contribution credit and Mr. Jones will receive the
maximum 3 months of contribution credit.

3) Continued Eligibility for Death and Accidental Death benefits If Death
Occurs Within 30 Days of End of Eligibility. For example, John Smith
stopped working for LL County, a contributing employer, on November 28,
2006. He remained eligible for benefits from Plan 16 until January 31,
2007. Mr. Smith died in a car accident on February 28, 2007. If Mr. Smith
was covered by the death and accidental death and dismemberment
benefit option, the Plan will pay death benefits and accidental death
benefits to Mr. Smith's dependent.

4) Hospitalization Charges If Date of Admission Is During a Period of
Eligibility. For example, John Smith stopped working for LMN Township, a
contributing employer, on November 28, 2006. He remained eligible for
benefits from Plan 16 until January 31, 2007. Mr. Smith was admitted to
the hospital from January 20 to February 10, 2007. The Plan will pay
hospitalization benefits for Mr. Smith through February 10, 2007.
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(5)  The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).
Under this federal law, you may be able to purchase continuation
coverage from the Plan after the date your coverage would otherwise end.
Your COBRA rights are described in Article XXI.

| have health benefits under my wife’s plan. Do | have to accept coverage
under this Fund?

No. However, if you initially decline coverage under this Fund, you cannot enroll
for benefits under this Fund until the Annual Open Enrollment Period unless you
are eligible for “Special Enroliment,” as described below.

NOTE: If you wish to waive coverage under this Plan, you must execute
the “Waiver of Coverage” form demonstrating that you have other
coverage. The form will be provided by the Fund.

Whom may | enroll in the Plan?

You may enroll yourself if you are eligible for enrollment. In addition, you may
generally enroll your spouse and any unemancipated children in the Plan. Your
children may include your natural children, your adopted children, and
stepchildren who live with you and who are claimed as dependents when you file
your federal income taxes. You can cover a grandchild after his first birthday if he
lives with you and is claimed by you as a dependent on your federal income tax
return.

Your spouse and children properly enrolled in the Plan are called eligible
dependents. If you have court-ordered legal custody of a child (who is not a child
or grandchild described above) and claim that child on your federal income tax
return, he can be enrolled as of the date of custody.

However, if you initially decline coverage for your dependents, you cannot enroll
them for benefits under this Fund until the Annual Open Enrollment Period,
unless they are eligible for “Special Enrollment”, as described below.

In order for your eligible dependents to be covered by the Plan, your employer
must pay the appropriate contribution for them, as well as for you. You must also
provide appropriate documentation to the Fund Office.

My spouse and | are divorced. Should | take my ex-spouse off this
coverage?

Yes. To do so, you must provide the Plan with a divorce decree entered by a
court of competent jurisdiction. You must notify the Fund of the divorce because
your spouse is entitled to elect COBRA continuation coverage under the Plan for
up to 36 months, provided that timely notice is given to the Fund. COBRA is
summarized in Article XXI.

Please notify the Fund Office as soon as you are divorced. Once a divorce
occurs, your ex-spouse is no longer eligible for benefits under your coverage -
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your ex-spouse is only entitled to elect COBRA continuation coverage. If the
Fund Office is not properly notified of a divorce, you will be responsible to
reimburse the Plan for all benefits paid on behalf of your ex-spouse after the
divorce became final. The Trustees reserve the right to take all action to recover
benefits that were paid on behalf of your ex-spouse, including off-setting benefits
against benefits payable on behalf of any other family member and taking any
appropriate legal action.

| have a common-law spouse. Can | enroll my spouse in the Plan?

You can enroll your common-law spouse in the Plan only if you submit all of the
required documentation to the Fund Office and the Fund determines that you and
your spouse entered into a valid common law marriage on or before January 1,
2005.

You should note, however, that if you assert and the Fund determines that you
and your spouse are parties to a valid common law marriage, you are legally
married for all purposes, not just for Plan coverage. You will not be able to
remove your common-law spouse from coverage unless you obtain a divorce
decree from a court of competent jurisdiction.

I live in Pennsylvania. For a couple of years, I lived with someone, and |
listed her as my common-law spouse under the Plan. Now, we do not live
together anymore. Can | take her off of coverage?

Yes, but only if you provide the Plan with a divorce decree from a court of
competent jurisdiction.

In addition, if the Trustees determine that you did not have a valid common law
marriage, the Fund reserves the right to offset future benefits to recover any
overpaid benefits, or to sue you directly for the benefits the Fund paid on behalf
of the individual you listed as a spouse.

How long are my children eligible for benefits under the Plan?

Your unemancipated children are eligible so long as they are unmarried and are
under age 19, or under age 23 if they are full-time students (you must submit
documentation to the Fund on a yearly basis to verify full-time student status). An
emancipated child is not eligible for benefits, regardless of age.

What if my child is disabled?

If your child has been declared totally and permanently disabled by the U.S.
Social Security Administration, is dependent upon you for care, and is unmarried,
he will be covered by the Plan beyond age 19 so long as these circumstances
continue, and required documentation is provided to the Fund on a yearly basis.

Do | have to enroll my dependents in the Plan?

No. You can decide which of your dependents you wish to cover under the Plan.
However, you cannot cover any dependents under the Plan if you do not have
coverage for yourself under the Plan. In order for your dependent to have

10
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coverage, the Employer must make or be obligated to make the appropriate
contribution and you must make any copayment required for the dependent
coverage and you must submit all required documentation.

In addition to the Open Enroliment and “Special Enrollment” Rules, in limited
circumstances you may have your dependent child excluded from coverage
under the Plan. In order to do so, you must: (1) send a request in writing to the
Plan to exclude your dependent child from coverage; (2) explain in that written
request specifically why you seek to exclude your dependent child from
coverage; and (3) the Trustees, in their sole discretion must conclude that the
exclusion serves the child’s best interests.

Once you have excluded a dependent child from coverage, you can restore
benefit coverage by making a written request if you seek to restore coverage
outside the Fund’s Annual Open Enroliment Period. Unless the dependent child
is eligible under the “Special Enroliment” Rules, coverage will not be restored
until the first day of the sixth month following the Plan's receipt of your written
request to restore coverage. Keep in mind that you can re-enroll an eligible
dependent under the Fund’'s Annual Open Enrollment Period.

My spouse works at a job with health insurance, but | want to enroll her in
this Plan. Can 1?

Yes, However, if your spouse elects coverage at her employment, that insurance
will be primary for her under the Fund’s coordination of benefit rules (see Article
XIX). That means that your spouse’s insurance will be responsible for payment of
the spouse’s medical claims before the Fund will make payment on her claims.
Your spouse must follow the rules imposed by that health insurance.

Are there any exclusions for pre-existing conditions in the Plan?

Yes, but only to the extent permitted by a federal law called the Health Insurance
Portability and Accountability Act of 1996 (HIPAA).

If you received medical advice or treatment for a condition in the 90 days before
your date of hire, or, in the case of a new employer entering the Fund for the first
time, the date with respect to which the obligation to make contributions begins,
that condition is a pre-existing condition under the Plan. Generally, the Plan will
not pay benefits for that condition for a period of 12 months from your date of hire
or, in the case of a new employer entering the Fund for the first time, the date
from which the obligation to make contributions on your behalf begins.

However, if you had other prior health coverage before your date of hire, or, in
the case of a new employer entering the Fund for the first time, the date from
which the obligation to make contributions on your behalf begins, that period of
prior coverage may offset part or all of the 12-month exclusion on a day-for-day
basis. In order to enjoy the benefit of that offset, you will need to provide a
"certificate of creditable coverage" from your other insurance(s) to the Fund
Office. Any period of prior coverage before a break in coverage of more than 63

11
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days will not be counted to offset the 12-month exclusion.

Example: John Smith was employed by XYZ Municipality from January 1, 2006,
to December 31, 2006. During this time, he had health insurance under XYZ
Municipality's plan. On January 10, 2007, Mr. Smith was diagnosed by his doctor
with hypertension. This condition requires prescription drugs and regular office
visits. On March 1, 2007, Mr. Smith begins working for ABC County, an employer
participating in Plan 16. Although Mr. Smith's hypertension is a preexisting
condition under the Plan, the 12-month exclusion of benefits for this condition will
not apply. This is because he had 12 months of prior health benefits coverage
with XYZ Municipality, and more than 63 days did not pass between his last day
of coverage in the XYZ plan and his date of hire by a Plan 16 employer.

Please contact the Fund Office if you have any questions on these rules.

Does the Fund impose a period of exclusion for pre-existing conditions if |
leave Fund coverage but then return to an employer with coverage from the
Fund?

The Fund will not impose a new period of pre-existing exclusion of coverage if an
employee does not have a break in Fund coverage of greater than twenty four
(24) months.

When can | enroll in the Plan?

You can enroll yourself and your eligible dependents (1) when your employer
initially becomes a Contributing Employer to the Plan; (2) on the date set forth in
the collective bargaining agreement between the Union and your employer or a
participation agreement between your employer and the Fund; (3) during the
Fund’s “Annual Open Enrollment” Period (this is explained in more detail below);
or (4) upon becoming a “special enrollee” or “late enrollee” as described in more
detail below.

What information do | have to provide in order to enroll myself and my
dependents?

You must complete all required enrollment materials and provide all applicable
documentation. This material can include a marriage certificate, birth certificate,
adoption and custody documentation. The forms and documentation must be
submitted to the Fund Office.

What happens if | don’t get all of the information in by the time I'm eligible
for benefits?

If a participant is eligible for benefits but fails to provide the required information,
the Fund will provide benefit coverage for the participant from the date that he
would have been eligible for benefits had the required information been timely
submitted after all required information is received by the Fund. However, the
Fund will only provide coverage for dependents from the date that all required
information was received by the Fund.

12
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What is the Annual Open Enrollment Period and when does it occur?

If you or a dependent were eligible to enroll when Fund coverage was first
offered but declined to enroll at that time and you are not eligible to enroll at any
time as a “special enrollee” as described below, you may enroll yourself or your
dependents only during the Fund’s Annual Open Enrollment Period.

The Annual Open Enrollment Period will be held each year during November and
December for the following Plan Year, which starts on January 1. The Fund will
provide notice in advance of the Open Enrollment Period. During that time, you
will be permitted to enroll yourself and any eligible dependents whom you have
not previously enrolled in the Plan. (Keep in mind that you may not enroll any
dependents unless you are also enrolled for coverage under this Plan.) Like all
other participants and dependents, participants and dependents enrolled during
the Annual Open Enrollment Period will be subject to the Eligibility and Pre-
existing Condition Exclusion provisions set forth in the Plan Document as well as
to the Fund’s Rules and Regulations.

My family didn’t enroll in Plan 16 when it was first offered because we had
coverage through my wife’s job. If we lose our health coverage under her
Plan in the middle of the year, may | enroll myself or my dependents for
coverage even though it’'s not the Annual Enroliment Period?

You can enroll yourself and your dependents outside the Annual Open
Enroliment Period if you and your dependents are “special enrollees” — that is,
individuals entitled to enroll in coverage without waiting until the Fund’s next
Open Enrollment Period.

A patrticipant or dependent may be considered a “special enrollee” if he has
previously declined coverage under the Fund and if he has lost other health
benefits coverage. If the other coverage was COBRA continuation coverage,
special enrollment can be requested only after the COBRA continuation
coverage is exhausted. In addition, a new dependent may be a “special enrollee”
if he has newly become eligible for benefits under the Fund's rules, through
marriage, birth, adoption or placement for adoption.

NOTE: individuals must notify the Fund of their request for special enrollment
within 30 days after losing their other coverage or within 30 days of having (or
becoming) a new dependent. If the participant or dependent can be deemed a
“special enrollee,” coverage will be effective no later than the first day of the first
calendar month beginning after the date the completed request for enroliment is
received.

Caution: A “special enrollee” is subject to the same pre-existing
condition exclusion rules as an individual who has initially become
eligible for benefits. However, a newborn, adopted child or child
placed for adoption cannot be subject to a preexisting condition
exclusion period if the child is enrolled within 30 days of birth,

13
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adoption or placement for adoption and has no subsequent
significant break in coverage. A twelve (12) month exclusion period,
reduced by Creditable Coverage, applies.

Who sets the rates for Plan 16 benefits? Do the Trustees determine how
much of the rate | have to pay monthly?

The Trustees set the rates for Plan 16 benefits annually, after consultation with
the Fund’s Actuary. The contribution rates for all benefits (except for death and
accidental death and dismemberment benefits) are calculated by the Fund’s
actuary to support coverage for both active and Retired Participants. The
contribution rates for death and accidental death and dismemberment benefits
are annually determined separately for active and retired Participants by the
Fund’s insurance carrier and reviewed by the Fund’s actuary.

The Trustees do not determine how much of the rate you have to pay monthly.
The monthly amount you need to pay for health benefits is determined in
collective bargaining by your Union and your employer. If you are a retired
employee, this rate is determined by your employer pursuant to the applicable
local laws, ordinances, rules or regulations of your former employer. Regardless
of the portion of the premium for which you are responsible, your employer or
former employer is responsible for forwarding the full premium to the Fund.

ARTICLE lll:  MANAGED CARE PROGRAM

What is the Plan's Managed Care Program?

The Plan's Managed Care Program has four key features. First, the Plan has
enrolled itself in a Network of providers to serve you. These Network providers
perform their services at an advantageous cost to you and the Plan. You may
also hear Network providers called "PPO" or "Par" providers. PPO means
Preferred Provider Organization, and is simply another way to say a provider that
participates in the Plan's Network. "Par” is also just another way to say
“participating” provider in the Plan's Network.

Second, the Plan limits the benefits it pays for treatment by non-Network
providers. While you are free to obtain medical treatment from these providers,
you will be responsible for any balance on charges not paid by the Plan.

Third, the Plan limits or may deny the benefits for treatment in certain
circumstances regardless of whether you treat with a Network or non-Network
provider. For example, the Fund will not pay any benefits for treatment that is not
“medically necessary” or is “experimental or investigational” as those terms are
defined in the Plan. In these circumstances, you will be responsible for any
charges not covered by the Plan.

Fourth and finally, the Plan has a utilization review program under which the
services and treatment you receive are reviewed under the standards
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established by the Plan.

Each of these features is described in greater detail below.
How does the Plan's Network operate?

Generally, if you treat with a Network provider for considered services, the Plan
will pay benefits in full.

The Networks currently offered by the Plan may change, and, if so, you will be
informed. In central Pennsylvania, the primary Network for medical benefits is the
Health Assurance Network. Other central Pennsylvania subnetworks include
Berkshire Health Plan and Intergroup.

The Plan has also contracted with various networks of health care providers for
your medical needs. The Devon Network serves Pennsylvania, Delaware and
New Jersey. The OneNet PPO, LLC Network serves West Virginia, Virginia,
Maryland, North Carolina and the District of Columbia. The Beech Street sub-
Network serves all remaining states. (These subnetworks are available only to
Participants and Dependents who live in the subnetwork’s service area.) The
Plan also has contracts with Multiplan to provide discounts to the Plan for
hospitalization and related services on a nationwide basis.

Davis Vision is the Network for vision benefits.

General Prescription Programs, Inc. (GPP) is the Network for prescription drugs.

United Behavioral Health (UBH) is the Network for mental health and substance
abuse services.

Provider lists are furnished automatically, without charge, as a separate
document. From time to time, you will receive directories from the Fund Office
listing which providers are in a specific Network. Please remember that in some
areas, not every individual provider within a group listed in the directory is in the
Network. It is important that you make sure that the provider you are seeing is a
Network provider. For the most up to date information, contact the Fund Office.

What if | am treated by a non-Network provider?

The Plan limits the benefits it pays for treatment by non-Network providers.
Typically the Plan will pay only the Usual, Customary and Reasonable rate
(UCR) for a service performed by a non-Network provider, less any applicable
deductibles or copayments

The UCR is a percentile of a database. The Trustees select the percentile and
the database. Unless otherwise indicated in this SPD, the percentile is 85%. The
database is obtained from organizations that compile data on the fees that are
paid for specific medical services throughout the country.
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If there is no UCR for the particular service rendered, the Plan will pay benefits to
non-Network providers equal to a percentage of billed charges. However, in
general, the Plan will not pay benefits for billed charges from non-Network
providers which exceed the rate payable by Medicare for such services.

Example: John Smith treats with a non-Network physical therapist. The bill for
these services is $100.00. The UCR for these services is $65.00. The Plan will
pay $40.00 (UCR less $25.00 copay) to the provider and Mr. Smith will have to
pay the provider the remaining $60.00.

We will discuss non-Network limits in the pages that follow. After you have read
this SPD, please contact the Fund Office if you need to determine in a specific
situation what benefits the Plan will pay for services provided by a non-Network
provider.

What are other limits that are placed on some benefits?

Depending on the service that you receive, one or more of the following limits on
benefits may apply:

(1) Limits on a per-condition basis. For example, if you are disabled and if
your optional benefits include short-term disability benefit coverage, you
typically receive no more than 26 weeks of temporary disability benefits for
that disability. However, if your optional benefits include short-term
disability benefit coverage, Option A or B, you may be entitled to an
additional 10 weeks of short-term disability benefits at a reduced rate,
provided you meet the Fund's requirements summarized in Article XVI.

(2) Limits on a per patient basis. For example, each participant or eligible
dependent can receive up to $300,000 per transplant.

(3) Limits on a per-benefit year basis. For example, each participant or
eligible dependent whose optional benefits include dental benefits, Option
A, can receive up to $1,000.00 per benefit year in dental benefits.

4) Limits on a per-family family basis. For example, each benefit year, each
family in the Plan whose optional benefits include hearing benefits may
receive up to $1,000 in hearing benefits.

5) Limits on a per lifetime-in-the-Fund basis. For example, each participant or
eligible dependent in this Plan may receive up to $1,000,000 in Major
Medical benefits while he participates in this Plan or another plan
sponsored by the Fund.

This SPD will discuss these limits in the pages that follow where they
apply. After you have read this SPD, please contact the Fund Office if you
need to determine in a specific situation what benefits the Plan will pay
consistent with these limits.
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What is utilization review?

Utilization review is a process through which the Trustees, in reliance upon the
Plan's medical advisors, determine whether proposed treatment is medically
necessary, as that term is defined in the Plan. A determination under utilization
review that a procedure is medically necessary is NOT a guarantee of payment.
HealthAmerica performs the utilization review for the Plan's medical benefits.
United Behavioral Health (UBH) performs the utilization review for the Plan's
mental health/substance abuse benefits.

What is medically necessary care?

Medically necessary care is care that the Trustees, in reliance upon the Plan's
medical advisors, determine is appropriate to treat your injury or iliness. In
determining whether care is medically necessary, the medical professionals
advising the Trustees consider the standards of medical practice applicable to
the particular treatment rendered.

Does medically necessary care include experimental or investigational
treatments?

No. If the Trustees, in reliance upon the Plan's medical advisors, determine that a
treatment is "experimental or investigational” as defined in the Plan, no benefits
shall be paid for that treatment.

In determining whether a treatment is experimental or investigational under the
Plan, the Plan's medical advisors will use the following process:

Step I: The Plan's medical advisors will examine if the treatment has been
formally studied and reported in the literature recognized as authoritative by the
medical profession. If the answer is no, the Plan's medical advisors will conclude
that the treatment is experimental or investigational, and the Plan will deny
benefits. If the answer is yes, the Plan's medical advisors will move to Step 2.

Step 2: The Plan's medical advisors will examine if the treatment has undergone
government review by the National Institutes of Health or Medicare. If the answer
is yes, the Plan's medical advisors will follow the conclusion of these agencies on
the usefulness of the treatment. If the answer is no, the Plan's medical advisors
will move to Step 3.

Step 3: The Plan's medical advisors will examine if the treatment is under a
National Institutes of Health formal medical protocol, and if it has been cleared by
an institutional review board as an experiment. If the answer is no, the Plan's
medical advisors will conclude that the treatment is experimental or
investigational, and the Plan will deny benefits. If the answer is yes, the Plan's
medical advisors will move to Step 4.

Step 4: The Plan's medical advisors will examine how an expert in the field
evaluates this treatment as compared to more traditional treatments. If the expert
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selected by the Plan's medical advisors believes that the treatment is more
effective than traditional treatments, the Plan's medical advisors will conclude
that the treatment is not experimental or investigational, and the Plan will pay
benefits for the treatment. If the expert believes the treatment is not more
effective than traditional treatments, the Plan's medical advisors will move to
Step 5.

Step 5: The Plan's medical advisors will examine whether the treatment is
experimental or investigational in their opinion. If, after reviewing all the Steps set
forth above and any other relevant considerations, the Plan's medical advisors
determine that the treatment is experimental or investigational, the Plan will deny
benefits.

Does the Plan's Managed Care Program require that | get pre-certification
for the care | receive?

In some cases, yes. For example, all non-emergency hospitalization and surgery
must be pre-certified at least 14 days in advance. If you are using a Network
provider, it is the provider's responsibility to contact the Fund Office and follow its
instructions to obtain pre-certification. If you use a non-Network provider, it is
your responsibility to contact the Fund Office and follow its instructions to obtain
pre-certification. If you have emergency surgery, you or your provider must notify
the Fund Office within 2 business days after treatment/hospitalization. Other
benefits are also subject to pre-certification as set forth in this SPD.

If my pre-certification request is approved, does that automatically mean
that | am entitled to benefits?

The purpose of pre-certification is to determine whether the treatment or service
is “medically necessary” as that term is defined by the Plan. However, it is
possible that the treatment may not be covered if, on review, the Fund
determines, for example, that the individual was not eligible for benefits at the
time the treatment is provided or that the treatment is subject to a Plan exclusion.

Example: Jane Smith's doctor asked for and received pre-certification for removal
of Ms. Smith's appendix and related surgical procedures. When Mrs. Smith's
doctor submits her claim, the Trustees discover that the “related procedures”
included a “tummy tuck” unrelated to the appendectomy. Although the Fund
would pay for the medically necessary appendectomy, it will not pay for those
services that were not medically necessary and instead were cosmetic plastic
surgery.

Example: John Jackson’s doctor receives pre-certification for medically
necessary surgery on June 1. Mr. Jackson’s coverage lapses on July 1. The
surgery is not performed until July 15. Even though the surgery was pre-certified
as medically necessary, the Fund will not pay benefits for the surgery because
Mr. Jackson was not eligible for benefits at the time of the surgery.
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Does the Plan require me to get a second or even a third opinion?

If the Plan's medical advisors recommend a second or third opinion, you will have
to get one or both. The Plan will pay benefits for these additional opinions.

What if my provider or | refuse or fail to cooperate with the Plan's Managed
Care Program?

In simplest terms, the Plan will not pay any benefits for your treatment from that
provider.

ARTICLE IV:  HOSPITAL BENEFITS - CORE BENEFIT

What benefits does the Plan pay if | am hospitalized?

Subject to the Plan's Managed Care Program, the Plan pays for medically
necessary hospitalizations at a level that depends primarily on whether you are in
a Network or non-Network hospital. As noted in this SPD, it is to your advantage
to use a Network hospital in order to limit your out-of-pocket costs for medical
care.

The following Q&As address how and in what amount the Plan pays hospital
benefits.

What benefits does the Plan pay for room and board?

(1) Network Hospital. For medically necessary stays at a Network hospital,
you will receive benefits equal to payment in full for room and board.
Private rooms are not covered by the Plan unless they are determined to
be medically necessary.

(2) Non-Network Hospital. For medically necessary stays at a non-Network
hospital, the Plan will pay benefits in accordance with the Plan's Major
Medical Provisions. Private rooms are not covered by the Plan unless they
are determined to be medically necessary (if approved, they are paid at
the same rate as a semi-private room).

If room and board benefits for a Non-Network hospitalization are denied
by the Plan as not medically necessary and you are retained in the
hospital by your physician, you will be responsible for any non-Network
hospital room and board services and for any services by that same
physician if he is a non-Network provider. No Major Medical benefits will
be available.

What benefits does the Plan pay for miscellaneous hospital services?

Miscellaneous hospital services include things like inpatient diagnostic services
(X-rays, lab tests, etc.), and outpatient treatments like chemotherapy. The
following limits apply to these services:
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(1) Network Hospital. For medically necessary miscellaneous inpatient or
outpatient hospitalization services, the Plan will pay benefits in full if you
use a Network hospital.

(2) Non-Network Hospital. If you use a non-Network hospital, the Plan will pay
benefits for medically necessary miscellaneous inpatient or outpatient
hospitalization services in accordance with the Plan's Major Medical
Provisions.

What benefits does the Plan pay for anesthesia services?

(1) Network provider. For medically necessary anesthesia services from a
Network provider, the Plan will pay benefits in full.

(2) Non-Network provider. For medically necessary anesthesia services from
a non-Network provider in a Network hospital, the Plan will pay benefits in
full.

€)) If you use a non-Network provider in a non-Network hospital, the
Plan will pay benefits in accordance with the Plan s Major Medical
Provisions.

Do | have to pay a copayment if | go to the emergency room for treatment?

Yes. For Emergency Room visits on or after July 1, 2007, you will be required to
pay a $50 copayment for emergency room services. This fee will be waived if
you are admitted to the hospital immediately following emergency room
treatment.

What benefits does the Plan pay for emergency room services when | have
an injury?

If you suffer an accidental injury that requires emergency care and you use a
Network hospital emergency room within 48 hours of the injury, the Plan will pay
benefits for medically necessary emergency room services, less any required
copayment. These services include physician services and prescription drugs.

Does the Plan pay benefits for things like splints, casts, and immobilizers
after | have had treatment in an emergency room for an injury?

Yes. Subject to the Network or non-Network limits noted above, the Plan will pay
benefits for medically necessary splints, casts or immobilizers. In order to receive
these additional benefits, you must receive such items within 7 days of the initial
emergency treatment for an accident. You also must have received treatment for
the initial emergency within 48 hours of the injury. If these requirements are not
met, the coverage for these services is only provided under Major Medical
benefits, which may not cover the full cost of these items.
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What benefits does the Plan pay for emergency room services when | have
an illness?

If you suffer from an illness requiring medically necessary emergency care and
you use a Network hospital emergency room, the Plan will pay benefits in full,
less any required copayment.

What does the Plan mean by the term "emergency?"

The term "emergency" under the Plan means an unforeseeable condition or
complaint of pain which causes a reasonable person to fear serious injury, illness
or death. You should think of emergencies as things like heart attacks, strokes,
accidental injuries, etc. Things like colds and the flu are not emergencies under
the Plan. If you use an emergency room for a non-emergency, the Plan will not
pay any benefits at all.

What benefits does the Plan pay for ambulance services?

(2) Network Ambulance to Network Hospital. The Plan will pay benefits in full
for medically necessary ambulance services if you use a Network
ambulance or if you use a non-Network ambulance but are transported to
a Network hospital.

(2)  Non-Network Ambulance to a Non-Network Hospital for an Accident or
Admission of at Least 1 Day. The Plan will pay benefits in accordance with
the Plan's Major Medical provisions for medically necessary ambulance
services if you use a non-Network ambulance and are transported to a
non-Network hospital for an accident or for an admission of at least 1 day.

3) Non-Network Ambulance to a Non-Network Hospital - Emergency illness.
The Plan will pay benefits in accordance with the Plan's Major Medical
provisions for medically necessary ambulance services if you use a non-
Network ambulance and are transported to a non-Network hospital for an
emergency iliness.

If a participant or dependent is compelled by an emergency to seek treatment
from a Non-Network provider, the Trustees have sole discretion to pay benefits
as if the treatment had been administered by a Network provider.

What benefits does the Plan pay for life flights?

If it is medically necessary that you be transported by air, the Plan will pay
benefits in full if a Network provider is used, or up to the UCR if a Non-Network
provider is used, for such flights. If the treatment is required as the result of an
emergency, the Plan will pay benefits in full even if a Non-Network provider is
used for the life flight.

| was released from the hospital. A week later, | had to go back because my
health got worse. Do benefits paid for my first stay count against benefits |
can receive for my second stay?

No.
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If my wife has just delivered a child, how long can she stay in the hospital?

Under federal law, group health plans like Plan 16 and health insurance issuers
generally may not restrict benefits for any hospital length of stay in connection
with childbirth for the mother or newborn child to less than 48 hours following a
vaginal delivery, or less than 96 hours following a delivery by cesarean section.
However, federal law generally does not prohibit the mother's or newborn's
attending provider (e.g., your physician, nurse midwife, or physician assistant),
after consulting with the mother, from discharging the mother or newborn earlier
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may
not, under federal law, require that a provider obtain authorization from the plan
or the insurance issuer for prescribing a length of stay not in excess of 48 hours
(or 96 hours). Also, under federal law, plans may not set the level of benefits or
out-of-pocket costs so that any later portion of the 48-hour (or 96 hour) stay is
treated in a manner less favorable to the mother or newborn than any earlier
portion of the stay.

Although a plan may not, under federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to
48 hours (or 96 hours) to use certain providers or facilities, or to reduce your out-
of-pocket costs, you may be required to obtain pre-certification. For information
on pre-certification, contact the Fund Office.

ARTICLE V: PHYSICIAN BENEFITS - CORE AND OPTIONAL BENEFITS

When | need to see a doctor in his office, what benefit will the Plan pay?

Subiject to the Plan's Managed Care Program, and if your optional benefits
include physician office visits, the Plan will pay benefits for medically necessary
office visits to a doctor. The level of benefits paid will depend on whether you use
a Network or a non-Network provider.

Q) Network provider. For office visits to a Network provider, you will have to
pay a $15 copayment per visit to a Network Non-Specialist and $25 per
visit to a Network Specialist. The Plan will pay benefits to cover the rest of
the costs of the visit. There is no limit on the number of medically
necessary office visits you can have with a Network provider. Chiropractic
benefits are paid on a different basis than other physician visits. Please
see subparagraph (5) below.

(2) Non-Network provider. For office visits to a non-Network Non-Specialist,
the Plan will pay benefits equal to the lesser of UCR or billed charges, less
a $25 co-payment that you will have to pay per visit. For office visits to a
Non-Network Specialist, the Plan will pay benefits equal to the lesser of
UCR or billed charges, less a $50 copayment that you will have to pay per
visit. Chiropractic benefits are paid on a different basis than other
physician visits. Please see subparagraph (5) below.

3) Non-Specialist means a general practitioner, an obstetrician/gynecologist,
an internist, a pediatrician, or a general doctor of osteopathy.
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(4)  Specialist means every physician other than a Non-Specialist or a
Chiropractor.

5) Chiropractor - if your optional benefits include coverage for physician
office visits, then for office visits to a Chiropractor, the Plan will pay
benefits of $25 per visit, up to 20 visits per eligible family member per
Benefit Year.

What if I need to see a doctor while | am hospitalized?

Subject to the Plan's Managed Care Program, the Plan will pay benefits for
medically necessary inpatient visits by a doctor as a core benefit. The amount of
benefits paid will depend on whether you use a Network or non-Network
provider.

(1) Network provider. For medically necessary inpatient visits from a Network
provider, the Plan will pay benefits in full.

(2) Non-Network provider. For medically necessary inpatient visits from a
non-Network provider, the Plan will pay benefits in accordance with the
Plan's Major Medical provisions.

ARTICLE VI:  PHYSICAL THERAPY BENEFITS - CORE BENEFIT

What are the Plan's physical therapy benefits?

Subject to the Plan's Managed Care Program, the Plan pays benefits for
medically necessary physical therapy, including speech therapy, occupational
therapy, and work hardening. For each injury or iliness, the Plan will pay benefits
for up to 24 outpatient visits in a 2 month period per participant or eligible
dependent. If you need physical therapy that requires more than 24 visits or 2
months, whichever comes sooner, such additional visits must be pre-certified
under the Plan's Managed Care Program.

What is the amount of physical therapy benefits for each of the physical
therapy visits described above?

(2) Network provider. If you use a Network provider, the Plan pays benefits in
full for up to 3 modalities (that is, types) of treatment per day, less a co-
payment by you of $15 per visit. Examples of modalities would be
whirlpools, massages, and various strength-building and agility-building
exercises.

(2) Non-Network provider. If you use a non-Network provider, the Plan pays
the UCR for up to 3 modalities of treatment, less a co-payment by you of
$25 per visit. You will be responsible for any balance charged by a non-
Network provider. No Major Medical benefits will be available.
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ARTICLE VII:  IMMUNIZATION AND INJECTION BENEFITS - CORE BENEFIT

Q. Does the Fund provide benefits for immunizations for my dependent
children?
A. If you use a Network provider, the Fund provides full coverage for immunizations

recommended by the Centers for Disease Control and Prevention (“CDC") for children
and adolescents through age 23. If you use a non-Network provider, the Plan pays the
UCR. You will be responsible for any balance charged by the Non-Network provider.
No Major Medical benefits will be available.

Q. Are immunizations not included on the list recommended by the CDC for
dependents as well as other injections for participants and dependents of
any age covered under the Plan?

A. (1) Network Provider. Subject to the Plan's Managed Care Program, if you or
a dependent require a medically necessary immunization that is not one of those
recommended by the Centers for Disease Control and Prevention (“CDC")or if
you or a dependent of any age require another injection and the Network
provider charges separately for an office visit, immunization or injection, the Plan
will pay for the office visit in accordance with the contracted Network rate, less a
$15 co-payment, if the office visit payment made by the Fund is less than $25,
the Plan will pay the difference up to the $25 benefit towards the immunization or
injection service. If the Network provider does not charge for an office visit, the
Plan will pay up to $25 towards the immunization or injection services.

For example, John Smith goes to a Network provider for an office visit. At
the office visit, he receives a medically necessary injection. The Network
provider submits a claim for $40 for the office visit, and $25 for the
injection. HealthAssurance reprices the office visit to $30, and it reprices
the injection to $20. The Plan pays benefits of $15 for the office visit, and
Mr. Smith is responsible for a $15 co-payment. The Plan benefits of $10
for the injection, and Mr. Smith is responsible for the $10 balance.

(2) Non-Network Provider. Subject to the Plan's Managed Care Program, if
you or a dependent require a medically necessary immunization not one of those
recommended by the CDC or if you or a dependent of any age require another
injection and the Non-Network provider charges separately for an office visit,
immunization or injection, the plan will pay benefits for the services as an office
visit to a Non-Network Provider. If the office visit charge made by the provider is
less than $25, the Plan will pay the difference up to the $25 benefit towards the
immunization or injection service. If the Non-Network provider does not charge
for an office visit, the Plan will pay up to $25 towards the immunization or
injection service.
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For example, John Smith goes to a Non-Network Non-Specialist for an
office visit. At the office visit, he receives an injection. The Non-Network
provider submits a claim for $40 for the office visit, and $25 for the
injection. The fund will pay benefits of $40 (or up to the UCR, if the UCR
is less than $40) for the office visit, less a $25 co-payment by Mr. Smith.
The Plan pays benefits of $10 for the injection and Mr. Smith is
responsible for the $15 balance.

Does the Fund provide benefits for “flu shots” and pneumonia vaccines for

individuals after age 187

A.

If you use a Network provider, the Fund provides full coverage for flu shots and

pneumonia vaccines, regardless of the patient’s age. If you use a non-Network
provider, the Plan pays the UCR. You will be responsible for any balance charged by
the Non-Network provider. No Major Medical benefits will be available.

O

ARTICLE VIlIl:  SURGICAL BENEFITS -- CORE BENEFIT

What benefits does the Plan pay if | need surgery?

Subject to the Plan's Managed Care Program, the Plan will pay benefits for
medically necessary inpatient or outpatient surgery as follows:

(2) Network provider. If you use a Network provider, the Plan will pay benefits
in full.

(2) Non-Network provider. If you use a non-Network provider, the Plan will
pay benefits in accordance with the Plan's Major Medical provisions.

| had a mastectomy. Will the Plan cover reconstructive surgery,
prostheses, and treatment for any complications?

The Plan will pay surgical benefits for reconstruction of the breast on which the
mastectomy has been performed, and for the reconstruction of the other breast
to produce a symmetrical appearance. The Plan also will pay benefits for
prostheses for mastectomies under its Major Medical provisions summarized in
Article X. Finally, the Plan also will pay benefits for any complications arising
from a mastectomy (including lymphedemas) under the relevant Plan provision
(hospital benefits, physician visits, surgical benefits, etc.). The Plan will not deny
a patient eligibility, or continued eligibility, to avoid paying these benefits. The
Plan also will not penalize or otherwise reduce or limit the reimbursement of an
attending provider to avoid paying these benefits, or induce such a provider to-
provide care to a patient in a manner to avoid paying these benefits.
Nevertheless, the hospitalization and medical benefits are subject to the regular
Plan provisions covering the use of Network and non-Network providers
described above.
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ARTICLE IX: OUTPATIENT DIAGNOSTIC BENEFITS - CORE BENEFIT

What benefits does the Plan pay if | need X-rays, lab tests or some other
kind of outpatient diagnostic treatment?

Subject to the Plan's Managed Care Program, the Plan will pay benefits for
medically necessary outpatient diagnostic services as follows:

(1) Network provider. If you use a Network provider, the Plan will pay benefits
in full.

(2) Non-Network provider. If you use a non-Network provider, the Plan will
pay benefits up to the lesser of 90% of UCR or 90% of billed charges. No
Major Medical benefits will be available.

Do any other Plan provisions cover outpatient diagnostic services?

The Plan will pay for hospital pre-admission testing under the hospital benefit
provisions of the Plan. Eye exams and dental X-rays are payable under the
vision and dental benefit provisions of the Plan, respectively. Therefore, if your
Union and Employer did not elect vision and dental benefits as a plan option,
these services will not be covered by the Fund. Contact the Fund Office with any
guestions you have on when other provisions of the Plan cover outpatient
diagnostic services.

ARTICLE X:  MAJOR MEDICAL BENEFITS — CORE BENEFIT

When does Major Medical apply?

Subject to the Plan’s Managed Care Program and assuming that the services are
medical necessary, Major Medical benefits are generally payable, if you have a
diagnosed condition, for Hospital Services for Non-Network Patients, Inpatient
Services for Non-Network Patients, and transplants from Non-Network providers
(which are subject to the $300,000 per transplant cap summarized in Article XI).
Major Medical benefits are also available for the following medically necessary
special items:

(2) Non-inpatient nurse (RN or LPN) services up to 240 hours per benefit
year,

(2) Non-inpatient nurse (RN or LPN) services after 240 hours per benefit year,
payable at 50%;

(3) Oxygen and its administration;
(4) Blood and blood plasma, except whole blood products;

(5)  The rental or purchase and repair of durable medical equipment, including
a wheelchair, hospital beds, crutches, and respirators;

(6)  The purchase or repair of orthopedic braces for individuals who have
reached their maximum growth. The Plan will pay benefits for the
subsequent repair of, but not the replacement of, the initial brace. For
individuals who have not reached their maximum growth, the Plan will pay
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benefits for subsequent brace repairs, and for the replacement of the initial
brace once every two benefit years;

(7)  The purchase, replacement or repair of artificial eyes, artificial larynx, and
prostheses for arms, hands and legs once every 2 benefit years;

(8) The purchase of mastectomy bras (2 per benefit year) and bra inserts (2
per breast per benefit year); and

(9) Pre-certified orthotics, but only if the Plan’s Medical Advisor certifies that
the foot orthotics are medically necessary to treat the patient for diabetes
or peripheral vascular disease.

Are there any deductibles for Major Medical benefits?

Yes. There is a $200 per-patient deductible each benefit year. No more than 3
such deductibles ($600) shall be payable by a family in any single benefit year. In
addition,