I.B.E.W. Local 688 Health & Welfare Plan

' .
33 FrrcH BOULEVARD PHONE: 800-435-2388
AUSTINTOWN, OHIO 44515 = FAX: 330-270-0912

Summaries of Benefits and Coverage (SBC)

Dear Participant and Family,

Enclosed you will find the IBEW 688 Health & Welfare Fund's Summary of Benefits and
Coverage (SBC). This document which provides a general description of the health benefits
provided by our Plan is now a required mailing under the Affordable Care Act (ACA). Please
share the SBC with your family members who are eligible for Plan coverage.

The federal government developed the SBC form primarily to help people who will be shopping
for individual coverage when the health care exchanges become available in 2014. They are
designed so that individuals can compare “apples to apples” when comparing plans. For that
reason, we were not allowed to customize much of the SBC. Fortunately, you have coverage
based on a Collective Bargaining Agreement between your employer(s) and your union.
Therefore, you don't need to shop for coverage.

ACA Requirements for SBCs

To best understand the benefits provided by the Plan, we recommend that you refer to the
materials that the Plan has created which includes the full Summary Plan Description (SPD).
The SPD along with other documents that you are used to seeing can be found on the Plan’'s
website, www.yourunionbenefits.com.

Also included in the SBC are two examples—one for having a baby and one for managing type
2 diabetes. The examples show the health care costs for you and the Plan associated with each
of these two situations. As you read these examples, it's very important to note that these
costs are estimates; they do not necessarily reflect what the actual services might cost
in your area. Similarly, your course of treatment might also be very different depending on your
doctor's approach, whether your doctor is a PPO Provider or a Non-PPO Provider (the
examples show only PPO Provider costs), your age, your other health issues, and many other
factors. These examples are included to help you compare how different health plans might
cover the same condition—not for predicting your own actual health care expenses.

You may find that the SBC discusses the Plan's benefits in ways that may seem unfamiliar to
you. For instance, there may be terms you haven't seen before, or terms that you have seen
before but are being used differently. The SBC also refers to a “Glossary of Health Coverage
and Medical Terms,” which cannot be customized for our Plan. If you read the SBC or the
Glossary and find yourself confused at any time, we recommend that you refer to your SPD.



For More Information

Please keep the SBC with your SPD for easy reference. Receipt of this document does not
constitute a determination of your eligibility. If you have any questions about Plan coverage,
please call the Fund Office at (800)435-2388. If you have general questions about the SBC or
the Glossary, you may want to contact the Employee Benefits Security Administration of the
U.S. Department of Labor at (866) 444-3272 or www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at (877) 267-2323 Ext. 61565 or www.cciio.cms.gov.

Statement of Grandfathered Status

The Board of Trustees believes that the Plan is a “grandfathered health plan” under the
Affordable Care Act, which means that our Plan existed when the health care reform law was
signed on March 23, 2010, and that we can preserve certain basic health coverage that was
already in effect when the law was passed. As with all grandfathered health plans, we must still
comply with certain consumer protections in the Affordable Care Act (for example, the
elimination of the Plan's lifetime maximums). However, because this Plan is “grandfathered” and
not required to adopt other changes required by the Affordable Care Act, this Plan may not
include certain consumer protections of the Affordable Care Act that apply to other plans.

Contact the Fund Office if you have questions about what it means for a health plan to have
grandfathered status and what might cause a plan to lose its grandfathered status. You may
also contact the U.S. Department of Labor's Employee Benefits Security Administration (EBSA)
at (866) 444-3272 or www.dol.gov/ebsa/healthreform. This website includes a chart
summarizing the protections that do and do not apply to grandfathered health plans.

Sincerely,

The Board of Trustees

March 3, 2014



' IBEW 688 Health & Welfare Fund

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 06/01/2014
Coverage for: Individual/Family| Plan Type: PPO

A

Important Questions

Answers

This is only a2 summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.yourunionbenefits.com or by calling 1-800-435-2388.

Why this Matters:

What is the overall
deductible?

$300 per person; Doces not apply to
Dental & Vision Care Benefits;
Copayments don’t count toward the
deductible

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart starting
on page 2 for how much you pay for covered services after you meet the deductible.

Are there other
deductibles for specific
services?

You don’t have to meet deductibles for specific services, but see the chart starting

Is there an out—of—pocket

imi ?
| limit on my expenses:

NG on page 2 for other costs for services this plan covers.
o ' The out-of-pocket limit is the most you could pay during a coverage period (usually
Yes. $2,400 " one year) for your share of the cost of covered services. This limit helps you plan for

health care expenses.

What is not included in
the out—of—pocket limit?

Deductibles, copayments, penalties,
premiums, balance-billed charges and
health care this plan doesn’t cover

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

Is there an overall annual
limit on what the plan

_pays?

No.

There 1s no annual limit for coverage. The chart starting on page 2 describes specific
coverage limits, such as limits on the number of office visits.

Does this plan use a
network of providers?

Yes. For a list of network providers, see
www.medmutual.com or call 1-800-540-
2583.

|

| If you use a network doctor or other health care provider, this plan will pay some or

all of the costs of covered services. Be aware, your network doctor or hospital may
use a non network provider for some services. Plans use the term network,
preferred, or participating for providers in their network. See the chart starting on

‘page 2 for how this plan pays different kinds of providers.

Do I need a referral to see
a specialist?

Are there services this
_plan doesn’t cover?

__ Yes.

Questions: Call 1-800-435-2388 or visit www.yourunionbenefits.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

ar www.MedMutual.com/SBC or call 1-800-540-2583 to reauest a copv.

No. You can see the specialist you choose without permission from this plan.
Some of these services this plan doesn’t cover are listed on page 4 of 7. See your

| policy or plan document for additional information about excluded services.
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IBEW 688 Health & Welfare Fund

Summary of Benefits and Coverage: What this Plan Covers & What it Costs
e ——————

Common
Medical Event

Senvices You May Need

Coverage Period: Beginning on or after 06/01/2014

Your cost if you use a

Non-nerwork

Nenvork Provider 2
Provider

Coverage for: Individual/Family | Plan Type: PPO

Limitations & Exceptions

If you need drugs to
treat your illness or

condition

More information

about prescription
ver is

available at

WWW.Savrx.com .

Generic drugs

Brand drugs

Retail: $17.00 copay

Mail:  $25.00 copay (45 day supply)
$35.00 copay (90 day supply)
Retail:  $40.00 copay
$60.00 copay if brand name
putchased when generic available
Mail:  $40.00 copay (45 day supply)

$80.00 copay (45 day supply if
brand name purchased when
generic available)

$95.00 copay (90 day supply)
$155.00 copay (90 day supply if
brand name purchased when
generic is available)

All prescription drug charges in excess
of $5,000 incurred in a calendar year
will be payable based on a 40% copay
for the remainder of the calendar year.

If you have Facility fee (e.g., ambulatory surgery center) | 20% coinsurance | 40% coinsurance After deductible.
outpatient surgery Physician/surgeon fees 20% coinsurance 40% coinsurance | After deductible.
. ] ‘ $120.00 copay then m_wc.ooanoﬁ&_ After mnm_cn,.u.v_n. Copay is waived if
If you need [imergency room services Dimp——L a:.“: 40% you are admitted to the hospital after
immediate medical colnsurance the emergency treatment.
attention Emergency medical transportation 20% coinsurance 40% coinsurance | After deductible.
Utrgent care 20% coinsurance 40% coinsurance | After deductible.

If you have a
hospital stay

Facility fee (e.g., hospital room)

$0 for semi-private

room room

$0 for semi-private

Payable at 100% for 70 days
maximum, then subject to deductible
and coinsurance (20% in-network,
40% out of network)

Physician/surgeon fee

20% coinsurance 40% coinsurance

After deductible.

Questions: Call 1-800-435-2388 or visit www.yourunionbenefits.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.MedMutual.com/SBC or call 1-800-540-2583 to reauest a coov.
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IBEW 688 Health & Welfare Fund Coverage Period: Beginning on or after 06/01/2014
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family| Plan Type: PPO

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Bariatric Surgery . eatal Caze e Private Duty Nursing

. ; e Non-Emergency Care when traveling outside .
e Chiropractic Care the US gency g ® Routine Eye Care

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-435-2388. You may also contact your state insurance department,
the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a2 minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
plan does meet the minimum standard for the benefits it provides.

Your Grievance and Appeals Rights:

If you have a complaint o are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact the plan at 1-800-435-2388. Or, you can contact the Department of Labot’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Questions: Call 1-800-435-2388 or visit www.yourunionbenefits.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50f8
at www.MedMutual.com/SBC or call 1-800-540-2583 to request a copv.
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IBEW 688 Health & Welfare Fund

Coverage Period: Beginning on or after 06/01/2014
Coverage for: Individual/Family | Plan Type: PPO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these

. examples, and the cost of

. that care will also be

ﬂ different.

See the next page for
important information about
these examples.

Having a baby

normal delivery )

B Amount owed to providers: $7,540
H Plan pays $5,552
B Patient pays $1,988

Sample care costs:
Iom?_ﬁ._hrnnmnm Qﬁonrna
Routine obstetric care
Hospital nrmmmmm ?m_ué

~Anesthesia
H..\_UOBHOQ Sm.u

. .Enmnﬁwnosm
Radiology

Vaccines, other wnndnnnan
‘Total

Patient pays:
Deductibles
Co-pays
Co-insurance
Limits or exclusions

.HQB._

Questions: Call 1-800-435-2388 or visit www.yourunionbenefits.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.MedMutual.com/SBC or call 1-800-540-2583 to request a copy.

Managing type 2 diabetes

[routine maintenance of

awell
B Amount owed to providers: $5,400
M Plan pays $4,190
B Patient pays $1,210

Sample care costs:

Hwnnwnuvno:m $2,900
Medical haEan:ﬁ and mcvwrom $1,300
Office Visits and HuHOnnnwEnm $700
Education 8300
H.nvoumnoa‘ tests ﬁoo
Vaccines, on.vﬂ. wnnhﬁmnnﬂ”- - $100
Total | 85,400
Patient pays:
H.ulmm.cmnzom $300
Co-pays i $30
Co-insurance $880
Limits or exclusions %0
Total { N T 1)
7 of 8
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