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INTRODUCTORY LETTER TO THE PLAN AND SUMMARY PLAN DESCRIPTION 

Northeast District Council of the OPCMIA Welfare Fund 
100 Merrick Road, Suite 500 West 
Rockville Centre, New York 11570 

P:  (516) 775-2280 
F:  (516) 775-4064 

To all Participants: 

We are pleased to present you with this updated booklet of the benefits provided by the 
Northeast District Council of the OPCMIA Welfare Fund (the “Welfare Fund” or “Fund”) under 
the Northeast District Council of the OPCMIA Welfare Plan (the “Plan”).  The Plan is funded 
through a collective bargaining agreement based upon contributions from obligated employers 
for each hour of covered employment work.  You may obtain a copy of the appropriate collective 
bargaining agreement from the Fund or Union.  A list of obligated employers under the collective 
bargaining agreement is also available from the Fund.   

This booklet constitutes your Summary Plan Description (“SPD”) and plan document for the Plan.  
The Plan is administered by a Board of Trustees consisting of an equal number of representatives 
of the Union and of representatives of employers.  As you read through this booklet you will learn 
how you become a Participant, what the benefits are and how to claim them.  Be sure to share 
this booklet with your family since the benefits may affect them as well.  We urge you to read 
this booklet carefully.  It summarizes the most important features of the Plan and presents the 
Plan provisions. 

To make this information as clear as possible, this booklet has been written in today’s English.  
Please read this booklet carefully and keep it in a safe place for easy reference.  You will notice 
that some of the terms used in your booklet are capitalized.  These terms have a special meaning 
under the Plan and are defined in this booklet.  If you have any questions regarding any of the 
material presented within, please contact the Fund office at (516) 775-2280 during regular 
business hours.  The Fund office is open Monday through Friday from 8:00 a.m. to 3:30 p.m. 

Sincerely, 

The Board of Trustees 
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IMPORTANT ERISA INFORMATION 

Northeast District Council of the OPCMIA Welfare Fund 
100 Merrick Road, Suite 500 West 
Rockville Centre, New York 11570 

P:  (516) 775-2280 
F:  (516) 775-4064 

EMPLOYER TRUSTEES UNION TRUSTEES 

Michael Salgo Gino Castignoli 

Joseph Mitrione  

Kevin O’Brien 

Michael Patti 

David Gentille  

Michael Rendina  

Eddie Barbaria 

David Rampone Dale Alleyne 
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Frank Martorano Jr. 

Joseph Ferri 

 

FUND MANAGER 
Lisa Parisi 
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Proskauer Rose LLP 

CO-COUNSEL 
Markowitz & Richman 
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PLAN NUMBER:  501 
E.I.N:  13-1567895 

TYPE OF PLAN:  Health and Welfare 

PLAN ADMINISTRATOR: Board of Trustees of the 
Northeast District Council of the OPCMIA 
Welfare 
100 Merrick Road, Suite 500 West 
Rockville Centre, New York 11570 
P:  (516) 775-2280 

The plan administrator has authority to control and manage the operation and administration of 
the Plan and is the agent for service of legal process.  Service of process upon the Plan may also 
be made by serving its trustee. 

FISCAL YEAR:  The Fund’s records are kept on a calendar year basis, ending December 31st. 

TYPE OF ADMINISTRATION:  Trusteed and Self-Administered. 

SOURCE OF CONTRIBUTIONS TO THE PLAN:  Employer contributions are used to pay the 
premium costs for the health insurance coverage provided to Participants of the Plan, to 
reimburse participants for certain medical or hospital costs, and to provide vacation benefits.  
Funds are held in trust and invested until needed to pay for benefits under the Plan. 
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ERISA NOTICE 

INFORMATION AND ASSISTANCE AVAILABLE TO YOU 

Your ERISA Rights 

As a Participant in the Northeast District Council of the OPCMIA Welfare Plan (the “Plan”), you 
are entitled to certain rights and protections under the Employee Retirement Income Security 
Act of 1974 (“ERISA”).  ERISA provides that all Plan Participants shall be entitled to: 

Receive Information about Your Plan and Benefits 

 Examine, without charge, at the plan administrator’s office and at other specified 
locations, such as worksites and union halls, all documents governing the Plan, including 
insurance contracts and collective bargaining agreements and copies of the latest annual 
report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and 
available at the Public Disclosure Room of the Employee Benefits Security Administration. 

 Obtain, upon written request to the plan administrator, copies of all documents governing 
the operation of the Plan, including insurance contracts and collective bargaining 
agreements and copies of the latest annual report (Form 5500 Series) and updated SPD.  
The plan administrator may make a reasonable charge for the copies. 

 Receive a summary of the Plan’s annual financial report.  The plan administrator is 
required by law to furnish each Participant with a copy of this summary annual report. 

Continue Group Health Plan Coverage 

 Continue health care coverage for yourself, and your covered dependents if there is loss 
of coverage under the Plan as a result of a Qualifying Event.  You or your covered 
dependents may have to pay for such coverage.  Review this SPD and the documents 
governing the Plan on the rules governing your COBRA coverage rights. 

Prudent Actions by Plan Fiduciaries 

 In addition to creating rights for Plan Participants, ERISA imposes duties upon the people 
who are responsible for the operation of the employee benefit Plan.  The people who 
operate the Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in 
the best interest of you and other Plan Participants and beneficiaries.  No one, including 
your employer, your Union, or any other person may fire you or otherwise discriminate 
against you in any way to prevent you from obtaining a welfare benefit or exercising your 
rights under ERISA. 



5 
 

Enforce Your Rights 

 If your claim for a Welfare Fund benefit is denied in whole or in part, you have a right to 
know why this was done, to obtain copies of documents relating to the decision without 
charge, and to appeal any denial, all within certain time schedules. 

 Under ERISA, there are steps you can take to enforce the above rights.  For instance, if 
you request a copy of Plan documents or the latest annual report from the Plan and do 
not receive them within 30 days, you may file suit in a federal court.  In such a case, the 
court may require the plan administrator to provide the materials and pay you up to $110 
a day until you receive the materials, unless the materials were not sent because of 
reasons beyond the control of the plan administrator. 

 If you have a claim for benefits that is denied or ignored, in whole or in part, you may file 
suit in a state or federal court.  In addition, if you disagree with the Plan’s decision or lack 
thereof concerning the qualified status of a medical child support order, you may file suit 
in federal court.  If it should happen that Plan fiduciaries misuse the Plan’s money, or if 
you are discriminated against for asserting your rights, you may seek assistance from the 
U.S. Department of Labor, or you may file suit in a federal court.  The court will decide 
who should pay court costs and legal fees.  If you are successful, the court may order the 
person you have sued to pay these costs and fees.  If you lose, the court may order you 
to pay these costs and fees, for example, if it finds your claim frivolous. 

Assistance with Your Questions 

 If you have any questions about your Plan, you should contact the plan administrator.  If 
you have any questions about this statement or about your rights under ERISA, or if you 
need assistance in obtaining documents from the plan administrator, you should contact 
the nearest office of the Employee Benefits Security Administration, U.S. Department of 
Labor which is listed in your telephone directory or the Division of Technical Assistance 
and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 
Constitution Avenue N.W., Washington D.C.  20210.  You may also obtain certain 
publications about your rights and responsibilities under ERISA by calling the publications 
hotline of the Employee Benefits Security Administration. 
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IMPORTANT TO REMEMBER 

 You are a Participant in this Plan if you are working in covered employment established 
by the collective bargaining agreement by and between contributing employers and 
Cement Masons’ Union Local 780, OPCMIA Local 262, or Local 40, or if you are a certain 
Northeast District Council of the OPCMIA Fund and Union employee.  However, to actually 
receive benefits made available by the Welfare Fund, you must meet certain eligibility 
requirements. 

 Save this booklet and store it in a safe place.  If you have lost your copy, you may ask the 
Fund office for another; however, you may be required to cover reasonable replacement 
costs.  If you do not understand something in this booklet, you can request an explanation 
in writing from the Trustees.  The Trustees will reply to your request. 

 Health and hospital coverage for active and retired members under this Plan is provided 
by Aetna Healthcare.  Life and Accidental Dismemberment Insurance is provided by 
Anthem Life.  State Mandated Disability Insurance is provided by Shelter Point Life 
Insurance Co. Vision care is provided by National Vision Associates (NVA) sponsored 
through Shelter Point.  Dental care and a Hospital Indemnity Plan are provided by Aetna 
Healthcare.  These companies are third party providers, and the extent of their services 
are determined by their contracts with the Fund.  You are a beneficiary of those contracts, 
and the benefits specified in those contracts are hereby provided under this Plan. 

 Importantly, if you are an OPCMIA Local 262 Tier II or Cement Masons’ Union Local 780 
Residential Worker, your medical and prescription benefits are described only in the 
Aetna EPO – Low Plan which is attached Exhibit I—you may disregard Exhibit II.  Exhibit II 
only describes Active Journeymen and Retired Members’ medical and prescription 
benefits which are provided under the Aetna Medicare PPO – High Plan. 

 A person must be eligible under this Plan to receive a benefit for any period.  If a person 
is not eligible, including having lost eligibility, no benefits are available under this Plan.  In 
addition, if requested by a provider or third party provider, you must have submitted a 
proper application to that provider or third party provider previous to any period for 
which you are claiming benefits. 

 COBRA continuation coverage options are available under this Plan. 

 If a change occurs in your marital status or dependent status (i.e., birth, adoption of a 
child, unmarried children between ages 19 and 26), please notify the Fund office 
immediately. 

 Benefits terminate upon the death of the Participant unless otherwise provided herein 
under death benefits, loss of active coverage, or COBRA coverage. 
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 Your spouse is your inevitable death benefit beneficiary unless your spouse waives the 
entitlement on the appropriate forms.  Be sure to request these forms from the Fund 
office and file the appropriate form(s) designating your beneficiary(ies) with the Fund 
office. 

 The Fund office at the very least will provide you with a statement annually indicating 
your total hours worked for the year.  You have a period of three months to protest the 
correctness of this report; otherwise it will be considered your final permanent record of 
your hours worked for the year.  If you have worked hours during the year and do not 
receive this annual statement, notify the Fund office.  You will only receive this statement 
if the Fund office has received a contribution on your behalf for that year. 

 Retirees of age 65 or older and disabled retirees under 65 years of age must submit a copy 
of their Medicare health insurance card to the Fund office as one condition to secure or 
maintain retiree eligibility for benefits under this Plan. 

 Retirees of age 65 or older and disabled retirees under 65 years of age must possess 
Medicare A (Hospital) and B (Medical) as one condition to secure or maintain retiree 
eligibility for coverage under this Plan. 

 Benefits provided under this Plan are in no event assignable to another person.  A Covered 
Person does not have the right to assign, alienate, transfer, sell, hypothecate, mortgage, 
encumber, pledge, commute, or anticipate any benefit payment under this Plan to a third 
party.  However, a Covered Person may, in writing, authorize the plan administrator to 
pay a benefit directly to a provider of medical care, treatment, or services instead of the 
Covered Person as a convenience to the Covered Person; when this is done, all of the 
Welfare Fund’s obligation to the Covered Person with respect to that benefit is discharged 
by payment to the medical services provider.  The Welfare Fund reserves the right to not 
honor any assignment to a third party, including but not limited to, any provider.     

 Coordination of Benefits:  The rapid growth of group insurance in the past few years has 
produced a situation whereby an individual might be insured under two or more health 
plans or programs.  In the event of accident or illness, this individual could possibly submit 
claims to each of the different insurance companies or entities underwriting his plan of 
insurance.  To avoid duplication of payment or over insurance, coordination of benefits 
must occur.  Benefits under this Plan will be coordinated with all other types of plans you 
or your dependents may be insured under so that the total amount payable under all 
plans will not exceed 100% of medical expenses incurred.  For further information, please 
refer to the procedures described under the heading “Coordination of Benefits” on page 
29 of this booklet. 

 Rights of Recovery:  This Plan or third party providers may pay benefits that should be 
paid by another benefit plan or program or that are later found to be greater than the 
allowable charge.  In such a case, the Board of Trustees (or the Fund office or any other 
designee duly authorized by the Board of Trustees) shall have full authority, in their sole 
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and absolute discretion, to recover the amount of any overpayment (plus interest, 
attorney’s fees and costs).  Such authority shall include, but not be limited to: 

• The right to seek the overpayment in a lump sum from the other benefit plan or 
the Covered Person; 

• The right to reduce benefits payable in the future to the person who received the 
overpayment; 

• The right to reduce benefits payable to a beneficiary who is, or may become, 
entitled to receive payments under the Plan; and 

• The right to initiate a lawsuit or take such other legal action as may be necessary 
to recover any overpayment (plus interest, attorney’s fees and costs) against the 
other benefit plan or the Covered Person. 

 Subrogation:  If a Participant or his covered dependent suffers an injury or illness that is 
caused by the negligence or fault of a third party, a reimbursement or subrogation 
agreement may have to be signed by the Participant or his legal representative before 
Plan benefits will be paid.  In the event of refusal to sign or your failure to notify the Plan 
of such an occurrence, the Plan is also automatically entitled to these reimbursement or 
subrogation rights.  These reimbursement or subrogation rights allow the Plan to proceed 
and recover against the third party or hold you the Participant responsible for repayment 
if you receive payment from the third party. 

 Claims:  If you are submitting a claim to a third party provider, you must follow the 
procedures of that provider as has been presented in materials sent to you.  If you are 
presenting a claim to the Fund, the claim must be in writing and on a proper form as 
provided by the Fund.  For further information, please refer to the procedures described 
under the heading “Claims and Appeals Procedure” on page 24 of this booklet. 

 Denial and Rights of Appeal:  If your claim involving coverage provided by a third party 
provider is denied, you must submit an appeal to the third party provider in the manner 
prescribed by the third party provider in the materials you have received from that 
provider.  If your claim relating to your eligibility or a claim involving coverage directly 
provided by the Fund is denied, you have the right to appeal the denial to the Trustees in 
strict compliance with the Plan.  For further information, please refer to the procedures 
described under the heading “Claims and Appeals Procedure” on page 24 of this booklet. 

 Participant Fraud:  If a Participant engages in fraud against the Welfare Fund, the Trustees 
have the right to provide further Welfare Fund benefits and take such other actions which 
are necessary to protect the assets of the Welfare Fund. 

 Effective Date:  This Plan governs the right to the payment of benefits arising after the 
effective date of this Plan.  Previous benefits are governed by the right to the payment of 
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benefits for the plan then in effect.  This restatement of the Plan shall become effective 
on January 1, 2020. 

 Gender:  The masculine pronoun whenever used shall include the feminine gender, the 
singular number whenever used shall include the plural as well as the plural the singular 
unless the context clearly indicates a different meaning. 

 The Trustees reserve the right to interpret this Plan and to amend, change, modify, 
eliminate or terminate its provisions from time to time at their discretion.  There are no 
vested benefits under this Plan, and any amendment, change, modification, elimination 
or termination of its provisions or any provision shall be effective at a time in accordance 
with such action. 

 Be sure to ascertain that any employer for whom you are working as a cement mason is 
a signed, contributing employer and does not become delinquent in the submission of 
your benefit contributions. 

 This group health plan believes that it is a “grandfathered health plan” under the 
Affordable Care Act.  As permitted by the Affordable Care Act, a grandfathered health 
plan can preserve certain basic health coverage that was already in effect when that law 
was enacted.  Being a grandfathered health plan means that your Plan may not include 
certain consumer protections of the Affordable Care Act that apply to other plans, for 
example, the requirement for the provision of preventive health services without any cost 
sharing.  However, grandfathered health plans must comply with certain other consumer 
protections in the Affordable Care Act, for example, the elimination of lifetime limits on 
benefits. 

Questions regarding which protections apply and which protections do not apply to a 
grandfathered health plan and what might cause a plan to change from grandfathered 
health plan status can be directed to the plan administrator at (516) 775-2280.  You may 
also contact the Employee Benefits Security Administration, U.S. Department of Labor at 
1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table 
summarizing which protections do and do not apply to grandfathered health plans. 
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ELIGIBILITY FOR BENEFIT COVERAGE 

Who can Obtain Eligibility for Coverage? 

 Participants 

Participants are employees working in covered employment established by the collective 
bargaining agreement by and between contributing employers and the Cement Masons’ 
Union Local 780, OPCMIA Local 262, and OPCMIA Local 40 as well as certain Northeast 
District Council of the OPCMIA Fund and union employees.  As a Participant, or a 
“member,” you may obtain eligibility for Welfare Fund benefits, including coverage for 
Eligible Dependents; however, you must be working in covered employment.  Covered 
employment means doing the work covered by these agreements as an employee for 
whom benefits are received from the signed employer.  To be eligible for a benefit, you 
must meet eligibility requirements as presented below under the headings “Eligibility 
Requirements for Working Participants”, “Eligibility Requirements for Active Members” 
and “Eligibility Requirements for Retirees” (pages 11-13). 

 Retirees 

In addition, retirees who meet and comply with the specified criteria, which includes work 
hour requirements and paying required premiums, can obtain Welfare Fund benefits, 
including coverage for Eligible Dependents. 

 Coverage for Eligible Dependents 

If you, the working participant, active member, or Covered Retiree, become or are eligible 
for coverage, this eligibility extends to certain dependents for health and medical 
benefits, but not for disability or Life and Accidental Dismemberment Insurance.  These 
dependents are your lawful spouse and your unmarried children under the age of 26.  To 
be eligible, your spouse must not be legally separated from you (unless coverage is 
required by law).  Unmarried children of an eligible member or retiree are eligible for 
medical and dental coverage up to age 26 (end of year age 26).  An unmarried child whose 
insurance would otherwise terminate solely due to reaching the age of 19 shall continue 
to be eligible until the end of year age 26 by law as approved by the Affordable Care Act.   

Child includes step-child, adopted children, a proposed adopted child during any waiting 
period prior to the finalization of the child’s adoption and foster children.  However, that 
child must be dependent upon you for support and maintenance.  Child also includes any 
child for whom the plan administrator determines coverage must be provided under a 
recognized Qualified Medical Child Support Order that has been accepted by the Plan. 

If a newborn dependent child incurs charges (over and above nursery charges) for services 
because of injury, illness, congenital defects, birth abnormalities or premature birth, 
coverage will begin at birth. 
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If an Eligible Dependent is on Medicare, the dependent must have both Medicare A 
(Hospital) and B (Medical) to remain eligible. 

 Eligibility Requirements for Working Participants 

Working Participants are those Participants eligible for basic New York State mandated 
disability benefits, including Participants who incur a non-work related disability or 
sickness while employed in covered employment or within 4 weeks of termination of that 
employment. 

 Eligibility Requirements for Active Members 

You, as a Participant, will be considered eligible for Welfare Fund benefits for a current 
year as an active member provided that you have worked at least 1,000 hours in covered 
employment during the previous year and contributions for those hours were made to 
the Fund on your behalf as an employee.  As presented below under the heading 
“Obtaining Eligibility Hours for Benefit Coverage When Not Working” (pg.  19), certain 
hours may be credited to your account if you were receiving payments on disability or 
workman’s compensation or you were in the military. 

However, if you are working for the first time as a Participant in the Plan (apprentices, 
residential worker, etc.), you will be considered eligible for Welfare Fund benefits starting 
the month after you work 1,000 hours in covered employment and contributions for 
those hours were made to the Fund on his or her behalf as an employee within 12 months 
of your first hour of work.  After you work in covered employment for longer than the 
initial 12-month period of employment, your eligibility for Welfare Fund benefits shall be 
determined according to regular Plan rules for eligibility, i.e., for eligibility in any given 
Plan Year you must have worked at least 1,000 hours in covered employment during the 
prior Plan Year and contributions for those hours were made to the Fund on your behalf 
as an employee. 

 NOTE:  The hours required for eligibility are subject to change for any future year at 
the discretion of the Trustees.  

Example: Participant Jack works his first hour in covered employment in February of 2020.  
In September of 2020, Jack works his 1,000th hour in covered employment and his 
employer has made all the required contributions to the Fund for those hours worked.  
Jack’s medical coverage will begin under the Plan in October of 2020.  He will remain 
eligible for coverage until December 31, 2020.  For eligibility in 2021, he must have worked 
at least 1,000 hours in covered employment during 2020.  In this case, Jack would be 
eligible.  

Example:  Participant Mary works her first hour in covered employment in October of 
2020.  In June of 2021, Mary works her 1,000th hour in covered employment and her 
employer has made all the required contributions to the Fund for those hours worked.  
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Mary’s medical coverage will begin under the Plan in July of 2021.  She will remain eligible 
for coverage until December 31, 2021.  For eligibility in 2022, she must have worked at 
least 1,000 hours in covered employment during 2021. 

Example:  Participant John works his first hour in covered employment in June of 2020.  In 
July of 2021, John works his 1,000th hour in covered employment and his employer has 
made all the required contributions to the Fund for those hours worked.  John’s eligibility 
under the Plan will be determined under the Plan’s regular eligibility rules because John 
failed to work 1,000 hours in covered employment within 12 months of his first hour 
worked.  John may be eligible for medical coverage for Plan Year 2022, if he works at least 
1,000 hours in covered employment during 2021. 

Suspension of Active Member Medical Coverage 

a) Suspension of Active Member Medical Coverage 

If you as an active member are otherwise eligible to receive medical coverage, and 
are receiving such medical coverage for yourself and/or your Eligible Dependents 
under the Plan, but you are engaged in fraud, misrepresentation or misconduct, which 
means attempting, either directly or indirectly, to undermine the financial integrity 
and health of the Fund by his actions, including, without limitation: 

i) engaging in covered employment for an employer that does not have an 
obligation to make contributions to the Fund pursuant to a written agreement 
and/or acknowledgment; 

ii) engaging in covered employment for a contributing employer and agreeing to 
an arrangement by which payment for wages is made in cash, but 
contributions are not made to the Fund; 

iii) submitting false claims to the Fund and/or the insurance provider for the 
Fund; or 

iv) seeking medical coverage for individuals who are not otherwise eligible 
through deception, fraud or misleading information; 

then such medical coverage shall be suspended for such a time deemed reasonable 
by the Trustees. 

b) Notice 

The Plan shall inform you of any suspension of your medical coverage by notice given 
by first class mail ten (10) days prior to the first calendar month in which your 
coverage is suspended.  Such notice shall include a description of the specific reasons 
for the suspension, copy of the relevant provisions of the Plan, and a statement of the 
procedure for securing a review of the suspension. 
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c) Review 

You shall be entitled to review of a determination suspending your medical coverage 
if you file a written request with the Trustees within 60 days of your receipt of the 
notice of suspension.  The written request will be reviewed by the Trustees at the next 
regularly-scheduled meeting of the Trustees, as long as the written request is received 
more than 30 days before the next scheduled meeting.  If your written request is 
received within 30 days of the next scheduled meeting, the written request will be 
reviewed by the Trustees at the subsequent regularly-scheduled meeting. 

d) Resumption of Medical Coverage 

The Trustees shall have the sole and absolute discretionary authority to determine 
whether you attempted, engaged in or committed fraud, misrepresentation or 
misconduct and whether such activity has ceased. 

Your medical coverage shall be suspended for such periods of time as set forth below, 
based on the number of offenses committed by you: 

Number of Offenses Medical Coverage Suspension Period 
First offense One (1) month 

Second offense Three (3) months 
Third offense One (1) year 

Any decision of the Trustees will be final, conclusive and binding. 

e) Suspension Policies and Procedures 

The Trustees shall have the sole and absolute discretionary authority to establish policies 
and procedures to implement the foregoing. 

 Eligibility Requirements for Retirees 

As a retiree, you and your potential Eligible Dependents will remain eligible for the 
Welfare Fund health, medical, dental and vision care benefits if, and only if: 

1. You are receiving a regular, early retirement, disability or Joint and Survivor 
Annuity from the Cement Masons’ Local 780 Pension Fund, the Local 262 Pension 
Fund or the Local 40 Pension Fund; and 

2. You must have 20 years of having worked in covered employment for the required 
amount of hours (i.e., 1,000 hours per year).  However, if you are age 62 or older 
at the time of your retirement you will be eligible for retiree medical coverage if 
you have 15 years of having worked in covered employment for the required 
amount of hours (i.e., 1,000 hours per year); and 
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3. You were eligible as an active member for Welfare Fund benefits on the effective 
date of your pension or you were eligible as an active member for Welfare Fund 
benefits for three of the past five Plan Years prior to the effective date of your 
retirement and pension commencement under the Cement Masons’ Local 780 
Pension Plan, the Local 262 Pension Plan or the Local 40 Pension Plan.  

Example:  Participant Joseph is 57 years of age, has 26 years of having worked in covered 
employment for the required amount of hours (i.e., 1,000 hours per year), and he is a 
member of Local 780.  Joseph seeks retiree coverage under the Plan.  Is he eligible?  No.  
Participant Joseph is not eligible for retiree coverage under the terms of the Plan because 
he is not currently receiving a pension from either the Local 780 Pension Plan, Local 262 
Pension Plan or the Local 40 Pension Plan, as required as #1 above.   

Example:  Participant Peter is 63 years of age, has 19 years of having worked in covered 
employment for the required amount of hours (i.e., 1,000 hours per year), and he is an 
active member participant of the Welfare Fund set to receive a pension benefit from the 
Local 780 Pension Fund.  Joseph seeks retiree coverage under the Plan.  Is he eligible?  Yes.  
Participant Joseph is eligible for retiree coverage under the terms of the Plan because he 
is starting to receive a pension from the Local 780 Pension Plan, he is an active participant 
with coverage under the Welfare Fund, he is over 62 years of age and has more than 15 
years of having worked in covered employment for the required amount of hours (i.e., 
1,000 hours per year).  

 IMPORTANT NOTE REGARDING RETIREE COVERAGE:  When you become eligible for 
retiree coverage under the Plan, you have only a one-time election.  That is, when you 
retire and are otherwise eligible, you must elect whether or not to enter the Plan and 
receive retiree coverage.  If you choose not to receive coverage at that time, you may not 
change that election later.  For example, if you retire at age 62 and are otherwise eligible, 
but decline coverage, you may not elect coverage in the future (e.g., when you reach age 
65). 

Suspension of Retiree Medical Coverage 

a) Suspension of Retiree Medical Coverage Upon Re-employment 

If a retiree, who otherwise is eligible to receive medical coverage, and is receiving such 
medical coverage for himself and/or his Eligible Dependents under the Plan, is re-
employed in “Disqualifying Employment,” which means employment in: 

i) an industry in which employees covered by the Plan were employed and 
accrued benefits under the Plan as a result of such employment at the time 
that the retiree commenced medical coverage; 

ii) a trade or craft in which the employees covered by the Plan were employed at 
any time under the Plan; and 
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iii) the geographic area covered by the Plan, then such medical coverage shall be 
suspended during the period of such re-employment for each calendar month 
in which he or she is re-employed in Disqualifying Employment.  The retiree 
shall be deemed as participating in Disqualifying Employment until such time 
that he or she complies with the notice requirements as set forth in 
subsections (c) and (e) below. 

b) Definitions 

i) “Industry” means the business activities of the types engaged in by any 
employees maintaining the Plan. 

ii) “Trade or craft” is a skill or skills, learned during a significant period of training 
or practice, which is applicable in occupations in this Industry and/or 
supervisory activities relating thereto. 

iii) “The geographic area covered by the Plan” shall include the Greater New York 
Metropolitan Area and any area covered by a Plan which, under a reciprocal 
agreement in effect when the retiree (then Participant) first commenced 
benefits under the Plan, had forwarded contributions to this Plan, on the basis 
of which this Plan accrued benefits to the Participant. 

c) Notice 

i) A retiree whose medical coverage has been suspended shall notify the Plan 
when Disqualifying Employment has ended. 

ii) The Trustees shall have the right to continue the suspension of medical 
coverage until such notice is filed with the Plan.  A retiree may ask the Plan 
whether a particular employment will be disqualifying.  The Plan shall provide 
the retiree with its determination. 

iii) The Plan shall inform a retiree of any suspension of his medical coverage by 
notice given by first class mail fifteen (15) days prior to the first calendar 
month in which his coverage is suspended.  Such notice shall include a 
description of the specific reasons for the suspension, copy of the relevant 
provisions of the Plan, and a statement of the procedure for securing a review 
of the suspension.  In addition, the notice shall describe the procedure for the 
retiree to notify the Plan when his Disqualifying Employment ends. 

d) Review 

i) A retiree shall be entitled to review of a determination suspending his medical 
coverage by written request filed with the Trustees within 60 days his receipt 
of the notice of suspension. 
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ii) The same right of review shall apply, under the same terms, to a determination 
by or on behalf of the Trustees that the contemplated employment will be 
disqualifying. 

e) Resumption of Benefit Payments 

Medical coverage shall resume beginning the first day of the month after the notice 
that Disqualifying Employment has ended has been received and accepted by the 
Trustees and provided the retiree has complied with the notice requirements set forth 
above. 

 IMPORTANT NOTE REGARDING RETIREE COVERAGE:  Benefits for retirees and their 
Eligible Dependents may be modified or terminated at any time and for any reason, in the 
sole and absolute discretion of the Board of Trustees.  Similarly, the required contribution 
for retiree coverage may change at any time, as determined in the sole and absolute 
discretion of the Board of Trustees.  Retirees and their family members are not vested in, 
or guaranteed, any level of benefits under the Fund. 

 Covered Retirees Under Age 65 

After January 1, 2020, all retirees between the ages of 58 and 64 will also be placed on 
the Aetna medical benefit plan.  The contributions for these members are as follows:   

• All members retiring between the ages of 58 and 62 on or after January 1, 2020 will 
have a contribution of 40% of the total premium cost for primary subscriber, Eligible 
Spouse and Eligible Dependents.  These retirees will pay a percentage share of the 
total premium cost (as determined by the Board of Trustees of the Fund at their sole 
and absolute discretion) as described above, until they reach age 65.  Failure to make 
the premium payments as required will result in termination of coverage for you and 
your Dependents. 

• Retirees between 62 and 64 years of age who retire on or after January 1, 2020 will 
be required to pay the following monthly contributions: 

o $250 for primary subscriber per month 

o $150 for Eligible Spouse per month 

o $150 for Eligible Dependents per month 

• In the event the primary subscriber reaches age 65 and enrolls in Medicare A and B as 
described below under the heading “Covered Retirees 65 Years of Age and Over” on 
page 17, an Eligible Spouse or Dependent that remains on the Aetna Plan will then 
have to pay the amount required for the primary subscriber (i.e., $250 per month).  

• $250 for newly disabled retirees receiving a disability pension per month 
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 NOTE:   Participants under the age of 58 are not eligible for retiree coverage under the 
Plan.  

 Covered Retirees 65 Years of Age and Over 

To maintain coverage, covered retirees who are 65 years of age or over must timely apply 
in advance of their 65th birthday for both Medicare A (Hospital) and Medicare B (Medical) 
and pay premiums at rates established by the Trustees of the Fund.  Failure to make the 
premium payments as required will result in termination of coverage for you and your 
dependents. 

Pension eligible members who retire after January 1, 2020 and are receiving both 
Medicare A and B benefits and start coverage under the Aetna Medicare Advantage PPO 
Plan.  These retirees are required to pay the following amounts starting January 1, 2020: 

• $125 for primary subscriber per month 

• $125 for Eligible Spouse per month 

• $125 for newly disabled retirees receiving a disability pension per month 

 Termination of Eligibility for Active Members 

Your eligibility for benefits will terminate the first day of January following a calendar year 
during which you were not in covered employment for the minimum hours required for 
benefits eligibility.  This has been explained under the heading “Eligibility Requirements 
for Active Members” (page 11). 

 Reinstatement of Active Member Eligibility for Benefits 

As an active member, if you lose your eligibility for benefits under the termination rule, 
you shall again be insured on the first day of January following a calendar year during 
which you worked the minimum amount of required hours to qualify for benefits. 

 Termination of Eligibility for Covered Retirees 

Your eligibility for benefits will terminate if you fail to pay in a timely manner any required 
premium payment to maintain your coverage.  You or your dependents’ coverage will not 
be reinstated unless you comply with eligibility requirements for retirees who do not have 
coverage or lost coverage as previously stated. 

 Obtaining Eligibility Hours for Benefit Coverage When Not Working 

• Disability- If you are out on disability, you will be granted twenty (20) hours per week 
towards your hours of eligibility for each week that you receive either weekly disability 
(which by law provides and is limited to 26 weeks) from the Fund or disability 
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payments from worker’s compensation (which by law provides and is limited to 26 
weeks). 

• Military Service- Employees who lose eligibility because of their entrance in the 
Armed Forces shall be reinstated as eligible for benefits provided they make 
themselves available for work by a contributing employer within ninety (90) days after 
release from their active duty or ninety (90) days after recovery from a disability 
continuing after their release from active duty. 

 Dependents’ Termination of Eligibility 

Coverage for your Eligible Dependent ends: 

• On the date your own coverage ends. 

• On the date a dependent no longer qualifies as a dependent.   

• On the date a dependent becomes a member of Cement Masons’ Union Local 780, 
OPCMIA Local 262, or OPCMIA Local 40. 

If termination of your coverage is due to your entrance into the Armed Forces, the 
insurance of your dependents will continue for a period of six (6) months following the 
date of actual entrance in the service. 

 Dependents’ Termination of Eligibility Due to Death of the Eligible Member or Retiree 

The existing coverage of your Eligible Dependents will be paid by the Fund for a period of 
one year (12 months) following the month of your death, provided you were: 

• An active member; or 

• A retiree who had coverage at the time of death 

Exception:  All benefits for your dependents will cease immediately upon your spouse’s 
remarriage if the termination was due to your death. 
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GENERAL BENEFIT INFORMATION 

In general, the Welfare Fund provides you and your eligible dependents with a range of hospital 
and medical benefits through contracts between the Fund and the individual insurance carriers 
or third party providers. The Fund then pays for the benefits provided by the contracts on your 
behalf.  As such, you are a beneficiary of those contracts.  Therefore, the actual benefits available 
to you are governed by those contracts; the information provided hereafter with respect to the 
various insurance carriers and third parties is intended as a summary and reference to the 
benefits provided for in the contracts.   

Except in the two instances described immediately below (“Reimbursement of Deductibles and 
Copayments” & “Vacation Program”), the Welfare Fund itself does not provide any benefits in 
addition to those which the insurance carrier or third party administrator supplies through their 
contracts. 

 Reimbursement of Certain Deductibles and Copayments 

As of November 1, 2018, the Welfare Fund cancelled the contract with Colonial/Paul 
Revere to provide supplemental benefits and replaced it with the Aetna Hospital 
Indemnity Plan.  As a result of that change, if you are an active member, the Welfare Fund 
will reimburse you as follows: 

• For reimbursements not covered by the Aetna Hospital Indemnity Plan, the 
Welfare Fund will provide deductible reimbursements at the rates specified 
below: 

 Family   = $1,000.00 

 Parent/Child = $1,000.00 

 Couple  = $1,000.00 

 Single   = $   500.00 

Some examples of those deductibles that may be reimbursed according to the above rates 
are those incurred in connection with the use of allergy injections, emergency 
ambulances, convalescent facilities, hospice care, and durable medical equipment. 

In addition, for Covered Retirees, the Welfare Fund will offer a $250.00 reimbursement 
of your copayment per hospital admission. 

In order for the Fund to provide you with these reimbursements, you must submit 
verification of your claim in the form of an explanation of benefits (“EOB”) received from 
Aetna.  Please submit your EOB concerning your claim for reimbursement of deductibles 
directly to the Praetorian Guard Group, LLC using the contact information provided 
below: 
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• By mail:  Praetorian Guard Group, LLC 
140 Adams Ave., Suite B11 
Hauppauge, NY  11788 

• By e-mail: nicoledpgg@optimum.net 
emilylpgg@optonline.net 

• By fax:  1-631-656-5514 
1-980-444-0711 

 Vacation Benefits Program 

As of December 31, 2015, the Cement Masons’ Local 780 Vacation Fund merged into the 
Welfare Fund.  As a result of that merger, effective December 31, 2015, vacation benefits 
previously available and paid out of the Cement Masons Local 780 Vacation Fund are 
available and paid out of this Vacation Program in the Welfare Fund. 

The OPCMIA Local 40, Local 262, and employers have arranged for certain employer 
contributions to the Welfare Fund for this Vacation Program on behalf of Local 40 and 
262 members as well.  As a result of those agreements, vacation benefits for Local 40 and 
262 members are available and paid out of this Vacation Program in the Welfare Fund.   

As such, if you are a Cement Masons’ Union Local 780, OPCMIA Local 40, or Local 262 
member and are otherwise eligible for benefits under the Welfare Fund, you may receive 
vacation benefits.  Under this Program, an account is set up in your name.  Contributions 
made on your behalf by a contributing employer are in the form of after-tax dollars and 
are credited to your account.  The amount of the employer’s contribution is collectively 
bargained and may change from time to time. 

Contributions accumulated under this Program are automatically distributed either 
quarterly or annually depending which Local the member belongs to and/or the form of 
payment.  You do not have to take a vacation in order to receive payment.  

• For all Local 40 members, regardless of whether you select direct deposit, 
vacation benefits are to be distributed annually on December 1. 

• For Local 262 and 780 members who decline direct deposit, vacation benefits for 
hours posted between July 1 and June 30 will be distributed annually on July 15. 

  



21 
 

• For Local 262 and 780 members who elect direct deposit, vacation benefits are to 
be distributed quarterly according to the following schedule: 

Hours posted between:  Deposit Date: 

January 1 – March 31   April 15 

April 1 – June 30   July 15 

July 1 – September 30  October 15 

October 1 – December 31   January 15 

Once contributions are received, they are invested by the Board of Trustees.  Any earnings 
and interest accumulations are used to cover administrative costs, but if the 
administrative costs are less than those earnings and interest, any excess will be 
distributed amount Program participant accounts as dividends. 

If you die with a vacation balance, any remaining distribution will be made to your 
designated Beneficiary as designated under the Welfare Fund generally (or to your spouse 
if no designated Beneficiary or to your estate if you are unmarried and did not designate 
a Beneficiary). 

 NOTE:  Because contributions made to this Vacation Program on your behalf are after 
tax dollars, employer contributions to the Welfare Fund that are earmarked for the 
Vacation Program are taxable to you.  As such, those contributions will be added to 
your wages and taxed accordingly.   

 NOTE:  Your account may be deemed “unclaimed” if you do not claim it after the Fund 
office makes every reasonable effort to find and distribute the money to you.  Accounts 
that remain unclaimed for a period of more than two (2) years will be allocated the 
Fund’s general account used to defray administrative expenses.  You have the 
responsibility to contact the Fund office to claim any contributions made on your 
behalf to the Program which have not been distributed for a period of two (2) years 
from the distribution date immediately following the contribution.  If you do not 
contact the Fund office and claim such contributions, your money will be lost. 
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SUMMARY OF BENEFITS 
AS PROVIDED BY: 

INSURANCE CARRIER OR THIRD 
PARTY ADMINISTRATOR 

Benefits are supplied by the following insurance carriers or third party administrators.  A 
summary of benefits offered by these carriers are available at the Exhibit indicated.  For full 
coverage details and information, refer to the full carrier plans (not included under this general 
benefit information here but contained in the Exhibits). 

Benefit Insurance Carrier Exhibit 

MAJOR MEDICAL & PRESCRIPTION 

(Tier II & Residential Workers) 

Aetna EPO – Low Plan 

(in-network only) 
I 

MAJOR MEDICAL & PRESCRIPTION 

(Active Journeymen & Retired 
Members) 

Aetna Medicare PPO – High Plan 

(in- and out-of-network) II 

DENTAL & COMPREHENSIVE CARE 

(Active Members & Retirees) 

Aetna DMO or PPO 

(in-network only) 
III 

VISION 

(Active & Retired Members) 

Shelter Point Life (National Vision 
Administrators) 

Gold Plan 

IV 

DISABILITY BENEFIT & NEW YORK 
PAID FAMILY LEAVE 

Statutory New York State Benefit 
(Active Members) 

Shelter Point Life (26 week 
benefit) 

V 

HOSPITAL INDEMNITY BENEFIT 
(Active Members) 

Aetna Hospital Indemnity  VI 
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BENEFIT HIGHLIGHTS 

 Disability Benefits 

• Working Participant Benefits (Dependents not Covered) 1 

 Disability Weekly Benefit: 50% of weekly salary up to $410 

 Maximum Benefit: 26 weeks 

• Active Member Benefits (Dependents not Covered)2 

 (Summary for complete coverage from this Carrier see Exhibit V) 

 Life Insurance and Accidental Death and Dismemberment Benefits 

• (Summary for complete coverage from this Carrier see Exhibit VI) 

Life Insurance and Accidental 
Death and Dismemberment 

(Certain rights of Conversion and 
extended benefits option to 

accelerate payment). 

Members who worked at least 1000 but less than 
1400 hours receive $30,000 loss of life plus 
$30,000 of accidental.   
 

Members who worked 1400 hours or more 
receive $50,000 loss of life plus $50,000 
accidental. 

Retired Members who retired as an eligible 
employee receive $15,000 loss of life.3 

 NOTE:  Your beneficiary will be your spouse (or your estate if you are not married) 
unless you specifically designate another beneficiary or beneficiaries on a form 
provided by the Fund. 

                                                      
1 A “Working Participant” eligible for disability benefits is a Participant who, as an employee in covered employment, 
incurs a non-work related disability or sickness while employed in covered employment or within 4 weeks of 
termination of that employment. Refer to the heading “Eligibility Requirements for Working Participants” (page 
11). 
2 An “Active Member” is one who acquires eligibility by working in covered employment with sufficient hours in the 
prior year to qualify for Welfare Fund Benefit Eligibility. Refer to the heading “Eligibility Requirements for Active 
Members” (page 11). 
3 This retiree life benefit is provided for by the Cement Masons’ Local 780 Pension Plan, but is paid out of this Welfare 
Fund. As such it is only available for members who retire under the Cement Masons’ Local 780 Pension Plan. 
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CLAIMS AND APPEALS PROCEDURE 

As previously stated, various welfare coverage is provided to you by the Welfare Fund through 
third party providers.  For claims relating to services of these third party providers of which they 
have advised you, the third party providers are required by ERISA to advise you of these 
procedures.  If you require further information, please contact the Fund office or Aetna, where 
applicable. 

For purposes of the Plan and services undertaken directly by the Plan, a claim for a benefit is a 
written application, submitted on an appropriate Fund form, for benefit filed with the Plan.  This 
written application must be made to the Welfare Fund even though the original claim, which was 
denied, for the benefit was not in writing.  You can appoint an authorized representative to act 
on your behalf in filing a claim.  You must, however, notify the Fund office in advance in writing 
of the name, address, and phone number of the authorized representative. 

 In the event that any Participant or other person claims to be entitled to services provided 
directly by the Plan, and the Plan determines that such claim should be denied in whole 
or in part, the Plan shall, in writing, notify such claimant within 60 days of receipt of such 
claim that his claim has been denied in whole or in part, setting forth the specific reasons 
for such denial.  Expedited review is required by ERISA, subject to different regulations, 
for urgent care claims and pre-service claims. 

Such notification shall provide: 

• The specific reason(s) for denial. 

• Reference to the Plan provision(s) upon which the decision is based. 

• What additional material or information you need to provide to process your 
application and an explanation of why the material or information is needed. 

• What procedures you need to follow to get your application reviewed and any 
applicable time frames. 

• A statement of your right to bring a civil action under Section 502(a) of ERISA following 
an adverse benefit determination on review. 

Upon request and free of charge, you or your duly authorized representative will be allowed to 
review relevant documents and submit issues and comments to the Fund office in writing.  A 
document, record or other information is “relevant” and is required to be made available to you 
only if: 

• It was relied upon by the plan administrator in making the benefit determination. 

• It was submitted, considered or generated in the course of making the benefit 
determination. 
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• It demonstrates compliance with the Plan’s administrative processes and safeguards 
required under federal law. 

You can appoint an authorized representative to act on your behalf in appealing a claim.  You 
must, however, notify the Fund office in advance in writing of the name, address and phone 
number of the authorized representative. 

Within 180 days after the mailing or delivery by the Plan of a notice denying a claim, such claimant 
may request, by mailing or delivery of a written notice to the Trustees, a review by the Trustees.  
If the claimant fails to request such a review within a 180 day period, it shall be conclusively 
determined for all purposes of this Plan that the denial of such a claim by the Plan is correct, 
binding and conclusive.  If a review is requested, the Participant or other person shall have 30 
days after filing a request for review to submit additional written material in support of the claim.  
After such review, the Trustees shall determine whether such denial of the claim was correct and 
shall notify such claimant in writing of its determination. 

Such notification shall provide: 

• The specific reason for the denial. 

• The Plan provision(s) upon which the decision is based. 

• A statement that upon request and free of charge, you or your duly authorized 
representative will be allowed to review relevant documents. 

• A statement of your right to bring civil action under Section 502(a) of ERISA following 
an adverse benefit determination on review. 

If such determination is favorable to the claimant, it shall be binding and conclusive.  If such 
determination is adverse to the claimant, it shall be binding and conclusive unless the claimant 
notifies the Trustees within 90 days after the mailing or delivery to him/her by the Trustees of its 
determination that he/she intends to institute legal proceedings challenging the determination 
of the Trustees, and actually institutes such legal proceedings within 180 days after such mailing 
or delivery. 

No interest shall be payable with respect to any favorable determination or reward regarding a 
claim for benefit under the Plan. 
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COBRA CONTINUATION COVERAGE 

(Consolidated Omnibus Budget Reconciliation Act of 1986) 

Under the federal law known as “COBRA,” a Participant or Covered Retiree under this Plan and 
his eligible dependents may continue Welfare Fund (health, vision, and dental) coverage at your 
own expense (direct pay) after you or your dependents cease to be otherwise eligible for welfare 
coverage.   

In general, COBRA continuation coverage may be available after the occurrence of a certain life 
event which causes a loss in coverage; this is called a Qualifying Event.  Specific Qualifying Events 
are listed below.  After a Qualifying Event, COBRA continuation coverage must be offered to each 
person who is a “qualified beneficiary.”  You, your spouse, and your dependent children could 
become qualified beneficiaries if coverage under the Plan is lost because of the Qualifying Event.  

 You, the Participant or Covered Retiree, will only become a qualified beneficiary if you 
lose your coverage under the Plan because of the following Qualifying Events: 

• Your employment ends for any reason other than your gross conduct, or 

• You worked too few hours to remain eligible for coverage as a Participant under 
the Welfare Fund.  

 Your spouse will become a qualified beneficiary if he or she loses coverage under the Plan 
because of the following Qualifying Events: 

• You (i.e., the Participant or Covered Retiree) die; 

• You worked too few hours to remain eligible for coverage as a Participant under 
the Welfare Fund; 

• Your employment ends for any reason other than your gross misconduct;  

• You becomes entitled to Medicare benefits (under Part A, Part B, or both); or 

• Your spouse becomes divorced or legally separated from you. 

 Your dependent children will become qualified beneficiaries if they lose coverage under 
the Plan because of the following Qualifying Events: 

• You (i.e., the Participant or Covered Retiree) die; 

• You worked too few hours to remain eligible for coverage as a Participant under 
the Welfare Fund; 

• Your employment ends for any reason other than your gross misconduct; 
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• You become entitled to Medicare A and/or B; 

• You and your spouse become divorced or legally separated; or 

• The child stops being eligible for coverage under the Plan as an Eligible Dependent. 

Once the Fund office receives notice that a qualifying event has occurred (see below), COBRA 
continuation coverage will be offered to each qualified beneficiary.  Each qualified beneficiary 
will have an independent right to elect COBRA continuation coverage.  Covered employees may 
elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA 
continuation coverage on behalf of their children.  

COBRA continuation coverage generally only lasts for 18 months when the Qualifying Event is 
that you have been terminated (for reasons other than gross misconduct) or that you merely 
have not worked enough hours to remain eligible for coverage under the Welfare Fund.   

There are also ways in which this 18-month period of COBRA continuation coverage can be 
extended:   

 If you or anyone in your family covered by the Welfare Fund is determined by Social 
Security to be disabled and you notify the plan administrator in a timely fashion, then 
COBRA coverage may continue for an additional 11 months.  

 If a qualified beneficiary experiences another Qualifying Event (i.e., your death, your 
becoming entitled to Medicare benefits under Part A and/or Part B, divorce/legal 
separation of you and your spouse, or your child stops being eligible under the Plan as a 
dependent) during the initial 18 months of COBRA continuation coverage, then the 
qualified beneficiary(ies) may continue COBRA coverage for an additional 18 months (for 
a maximum of 36 months.  However, this extension is only available if the second 
Qualifying Event would have caused your spouse or dependent child to lose coverage 
under the Welfare Fund had the first Qualifying Event not occurred. 

 NOTE:  You or another family member must inform the Fund office of a divorce, legal 
separation, or a child losing dependent status under this Plan NOT MORE THAN 
30 DAYS after a Qualifying Event in order for the qualified beneficiary(ies) to be eligible 
for COBRA continuation coverage. 

Notification and Filings 

 In the event your coverage is scheduled to be terminated for any reason other than gross 
misconduct, you will be notified as to your right to make direct payment to continue your 
benefits of coverage.  In all other cases, you or a family member are responsible for giving 
notice to the plan administrator of any divorce, legal separation or change in a dependent 
child status (attainment of maximum age, change in student classification, etc.) which 
results in a loss of benefit coverage.  Under the law, you or one of your family members 
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have up to 60 days to file an election with the plan administrator for continuation of 
benefits of coverage on a direct payment basis and another 45 days to pay the required 
premium. 

Termination of Benefits 

 The benefits coverage will automatically cease if: 

• Self-payments are not received when due. 

• You or any of your dependents become covered under another group health plan 
(including Medicare) 

• A divorced spouse or widow remarries and becomes covered under another group 
health plan. 

Benefit Coverage 

 There will be no continuation of the Employee Weekly Disability Benefits or Life Insurance 
and Accidental Dismemberment benefits under COBRA.   

 COBRA coverage will be retroactive to the date that coverage would otherwise have 
terminated. 

 The amount of the direct payment will be based on the group rate as determined by the 
Fund’s actuary.  These costs may change from time to time, based on the actual claim 
experience of the group. In any event, the amount of the monthly direct payment 
required to maintain the health benefits will be furnished upon request.  Annually, the 
Fund office establishes the COBRA rates pursuant to statue, which rates are directly 
related to the actual cost of your coverage. 
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COORDINATION OF BENEFITS 

This Coordination of Benefits section sets out rules for the order of payment of covered charges 
when two or more plans including Medicare are paying.  When a Covered Person is covered by 
this Plan and another plan, or the Covered Person’s spouse is covered by this Plan and by another 
plan or the couple’s covered children are covered under two or more plans, the plans will 
coordinate benefits when a claim is received. 

The plan that pays first according to the rules will pay as if there were no other plans involved.  
The secondary and subsequent plans will pay the balance due up to each one’s plan formula.  The 
total reimbursement will never be more than the secondary (or subsequent) plan’s formula, 50% 
or 80% or 100%, whatever it may be.  The balance due, if any, is the responsibility of the Covered 
Person. 

Benefit Plan 

 The provision will coordinate the medical and dental benefits of a benefit plan.  The term 
“benefit plan” means this Plan or any one of the following plans: 

1. Group or blanket benefit plans. 

2. Group practice and other group repayment plans. 

3. Federal government plans or programs, including Medicare. 

4. Other plans required or provided by law.  This does not include Medicaid or any 
benefit plan similar to it, by its terms, does not allow coordination. 

5. No fault auto insurance, by whatever name it is called, when not prohibited by 
law. 

Allowable Charge 

 For a charge to be allowable, it must be a usual and reasonable charge and at least part 
of it must be covered under this Plan. 

 In the case of Extended Provider Organization (“EPO”) plans, this Plan will not consider 
any charges in excess of what an EPO provider has agreed to accept as payment in full.  
Also, when an EPO pays its benefits first, this Plan will not consider as an allowable charge 
any charge that would have been covered by the EPO had the Covered Person used the 
service of an EPO provider. 

 In the case of service type plans where services are provided as benefits, the reasonable 
cash value of each service will be the allowable charge. 
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Automobile Limitations 

 This Plan shall always be considered the secondary carrier regardless of the individual’s 
election under Personal Injury Protection (“PIP”) coverage with the auto carrier. 

Benefit Plan Payment Order 

 When two or more plans provide benefits for the same allowable charge, benefit payment 
will follow these rules: 

1. Plans that do not have a coordination provision, or one like it, will pay first.  Plans 
with such a provision will be considered after those without one. 

2. Plans with a coordination provision will pay their benefits by these rules up to the 
allowable charge: 

A. The benefit plan that covers the patient as an employee or member will be 
considered before a benefit plan that covers the patient as a dependent. 

B. The benefits of a benefit plan which covers a person as an employee who 
is neither laid off nor retired are determined before those of a benefit plan 
which covers that person as laid off or an eligible retiree.  The benefits of 
a benefit plan which covers a person as a dependent of an employee who 
is neither laid off nor retired are determined before those of a benefit plan 
which covers a person as a dependent of a laid off or retired employee.  If 
the other benefit plan does not have this rule, and if as a result, the plans 
do not agree on the order of benefits, this rule does not apply. 

 Dependent children of parents not separated or divorced: 

1. Birthday:  The plan covering the parent whose birthday falls earlier in the year 
pays first.  The plan covering the parent whose birthday falls later in the year pays 
second.  If both parents have the same birthday, the plan that covered the parent 
longer pays first.  The plan that covered the other parent for a shorter time pays 
second.  A person’s year of birth is not relevant in applying this rule. 

2. The Transition Rule:  This provides that if one coordinating plan uses the birthday 
rule and the other uses the male/female rule, both plans will follow the birthday 
rule. 

 Dependent children of parents who are divorced or separated: 

1. The benefit plan of the parent with custody will be considered before the benefit 
plan of the parent without custody.  This rule applies when the parent with 
custody of the child has not remarried. 
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2. The benefit plan of the parent with custody will be considered first.  The benefit 
plan of the step parent that covers the child as a dependent will be considered 
next.  The benefit plan of the parent without custody will be considered last.  This 
rule applies when the parent with custody of the child has been remarried. 

3. A court decree may state which parent is financially responsible for medical and 
dental benefits of the child.  In this case, the benefit plan of that parent will be 
considered before other plans that cover the child as a dependent.  This rule will 
be in place of items (1) and (2) above when it applies. 

4. If the specific terms of the court decree state that the parents shall share joint 
custody, without stating that one of the parents is responsible for the health care 
expenses of the child, the plans covering the child shall follow the order of benefit 
determination rules outlined above when a child is covered as a dependent and 
the parents are not separated. 

 If there is still a conflict after these rules have been applied, the benefit plan which has 
covered the patient for the longer time will be considered first. 

 Medicare will pay last to the extent stated in federal law.  When Medicare pays first, this 
Plan will base its payment upon benefits that would have been paid by Medicare under 
Parts A and B, regardless of whether or not the person was enrolled under both of these 
parts. 

 Claims Determination Period 

Benefits will be coordinated on a calendar year basis.  This is called the “claims 
determination period.” 

 Right to Receive or Release Necessary Information 

To make this provision work, this Plan may give or obtain needed information from 
another insurer or any other organization or person.  This information may be given or 
obtained without the consent of or notice to any other person. A Covered Person will give 
this Plan the information it asks for about other plans and their payment of allowable 
charges. 

 Facility of Payment 

This Plan may repay other plans for benefits paid that the plan administrator determines 
it should have paid. That repayment will count as a valid payment under this Plan. 
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USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION (“PHI”) 

 Use and Disclosure of PHI 

The Plan will use PHI to the extent and in accordance with the uses and disclosures permitted by 
the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). Specifically the Plan 
will use and disclose PHI for purposes related to health care treatment, payment for health care, 
and health care operations. As relates to the Welfare Fund, the term “PHI” includes all 
individually identifiable health information related to your past, present or future physical or 
mental health condition or payment for health care. PHI includes information maintained by the 
Plan in oral, written, or electronic form. 

 “Payment” includes activities undertaken by the Plan to obtain premiums or determine 
or fulfill its responsibility for coverage and provision of Plan benefits that relate to an 
individual to whom health care is provided. These activities include, but are not limited 
to the following: 

1. Determination of eligibility, coverage and cost sharing amounts (e.g. cost of a 
benefit, Plan maximums and copayments as determined for an individual’s claim). 

2. Coordination of benefits. 

3. Adjudication of health benefit claims (including appeals and other payment 
disputes). 

4. Subrogation of health benefit claims. 

5. Establishing employee contributions or partial payments. 

6. Risk adjusting amounts due based on enrollee health status and demographic 
characteristics. 

7. Billing, collection activities and related health care data processing. 

8. Claims management and related health care data processing, including accounting 
auditing payments, investigating and resolving payment disputes and responding 
to Participant inquiries about payments. 

9. Obtaining payment under a contract for reinsurance (including stop-loss and 
excess of loss insurance). 

10. Medical necessity reviews, or reviews of appropriateness of care or justification 
of charges. 

11. Utilization review, including precertification, preauthorization, concurrent review 
and retrospective review. 
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12. Disclosure to consumer reporting agencies related to collection of premiums or 
reimbursement (the following PHI may be disclosed for payment purposes:  name, 
address, date of birth, SSN, payment history, account number and name and 
address of the provider and or health plan). 

13. Reimbursement to the Plan. 

Health care operations include but are not limited to, the following activities: 

1. Quality assessment. 

2. Population-based activities relating to improving health or reducing health care 
costs, protocol development, case management and care coordination, disease 
management, contacting of health care providers and patients with information 
about treatment alternatives and related functions. 

3. Rating provider and Plan performance, including accreditation, certification, 
licensing or credentialing activities. 

4. Underwriting, premium rating and other activities relating to the creation, 
renewal or replacement of a contract of health insurance or health benefits and 
ceding, securing or placing a contract for reinsurance of risk relating to claims for 
health care (including stop-loss insurance and excess of loss insurance). 

5. Conducting or arranging for medical review, legal services and auditing functions 
including fraud and abuse detection and compliance programs. 

6. Business planning and development, such as conducting cost management and 
planning related analyses related to managing and operating the entity, including 
formulary development and administration, development or improvement of 
methods of payment or coverage policies. 

7. Business management and general administrative activities of the entity, including 
but not limited to: 

A. Management activities relating to implementation of and compliance with the 
requirements of HIPAA administrative simplification. 

B. Customer service, including the provision of data analyses for policy holders, 
plan sponsors or other customers. 

C. Resolution of internal grievances. 

D. Due diligence in connection with the sale or transfer of assets to a potential 
successor in interest if the potential successor in interest is a covered entity 
or, following completion of the sale or transfer will become a covered entity. 
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8. Compliance with and preparation of all documents as required by law and as 
permitted by authorization of the Participant or beneficiary. With an 
authorization, the Plan will disclose PHI to other plans to which information may 
be disclosed, including pension plan, disability plan, reciprocal benefit plans, 
worker’s compensation insurers, etc. for purposes related to administration of 
these plans. 

The Plan will use and disclose PHI as required by law and as permitted by authorization of 
the Participant or beneficiary. With an authorization, the Plan will disclose PHI to other 
plans to which information may be disclosed, including any pension plan, disability plan, 
reciprocal benefit plan, worker’s compensation insurers, etc. for purposes related to 
administration of these plans. 

With respect to PHI, the Welfare plan sponsor and representative Board of Trustees agree 
to: 

1. Not use or further disclose the information other than as permitted or required 
by the Plan document or as required by law. 

2. Ensure that any agents, including a subcontractor, to whom the plan sponsor 
provides PHI received from the Plan agree to the same restrictions and conditions 
that apply to the plan sponsor with respect to such information. 

3. Not use or disclose the information for employment-related actions and decisions 
unless authorized by the individual. 

4. Not use or disclose the information in connection with any other benefit or 
employee benefit plan of the plan sponsor unless authorized by the individual. 

5. Make PHI available to the individual in accordance with the access requirements 
of HIPAA. 

6. Make PHI available for amendment and incorporate any amendments to PHI, but 
only to the extent as legally required. 

7. Make available the information required to provide an accounting of disclosures. 

8. Make internal practices, books and records relating to the use and disclosure of 
PHI received from the group health plan available to the secretary of HHS for the 
purposes of determining compliance by the Plan with HIPAA. 

9. If feasible, return or destroy all PHI received from the Plan that the plan sponsor 
still maintains in any form and retain no copies of such information when no 
longer needed for the purpose for which disclosure was made. If return or 
destruction is not feasible, limit further uses and disclosures to those purposes 
that make the return or destruction infeasible. 
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Adequate separation between the Plan and the plan sponsor and representative Board of 
Trustees must be maintained. Therefore, in accordance with HIPAA, only the following 
employees or classes of employees may be given access to PHI: 

• The plan administrator 

• Staff designated by the plan administrator who are designated in the course of their 
everyday activities to conduct the work and affairs and business of the Welfare Fund. 
As well, the consultants and business associates are designated who in the ordinary 
course of their business regarding the function of the Welfare Fund are required to 
render assistance relating to health care treatment, payment for health care and 
health care operations. 

The persons described above may only have access to and use and disclose PHI for plan 
administration functions that the plan sponsor and representative Board of Trustees 
perform for the Plan. 

If the persons described above do not comply with terms set forth in this booklet, the 
plan sponsor and representative Board of Trustees shall provide a mechanism for 
resolving issues of noncompliance, including disciplinary sanctions. 
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WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 

This Plan is in compliance with the Woman’s Health and Cancer Rights Act of 1998, which amends 
existing federal law (ERISA and the Public Health Service Act). The act requires health insurance 
carriers of group and individual policies that cover mastectomies to also cover reconstructive 
surgery or related services following a mastectomy. 

Essentially, the act guarantees coverage to any Plan member who is receiving benefits in 
connection with a mastectomy and who elects breast reconstruction in connection with that 
mastectomy. The insurer that issues the policy is required to provide coverage for: 

A. Reconstruction of the breast on which the mastectomy has been performed. 

B. Surgery and reconstruction of the other breast to produce a symmetrical appearance. 

C. Prostheses and physical complications for all stages of mastectomy, including 
lymphedemas. 

The law specifically states that these services may be subject to annual deductibles and 
coinsurance under the Plan’s normal terms. Such coverage must be provided in a manner 
determined in consultation with the attending physician and the patient. 

A patient may not be denied eligibility (or continued eligibility) to enroll or to renew coverage 
under the terms of the Plan solely for the purpose of avoiding the requirements of this section. 
Further, a provider may not be given incentives or penalized to induce such provider to provide 
care inconsistent with this section. 
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FAMILY AND MEDICAL LEAVE ACT OF 1993 (“FMLA”) 

You may be entitled to health coverage required by the FMLA if you take family or medical leave. 

The FMLA requires that unpaid leave from work must be granted for up to twelve (12) weeks for 
any of the following reasons: 

• To care for the employee’s child after birth, or placement for adoption or foster care. 

• To care for the employee’s spouse, son or daughter, or parent who has a serious 
health condition. 

• For a serious health condition that makes the employee unable to perform the 
employee’s job. 

Pursuant to the FMLA, an employer must maintain group health benefits that an employee was 
receiving at the time leave begins during periods of FMLA leave, at the same level and in the 
same manner as if the employee had continued to work. Under most circumstances, an employee 
may elect, or the employer may require the use of any accrued paid leave (vacation, sick, 
personal, etc.) for periods of unpaid FMLA leave. FMLA leave may be taken in blocks of time less 
than the full twelve (12) weeks on an intermitted or reduced leave basis. Taking of intermitted 
leave for the birth, placement or adoption or foster care of a child must be approved by the 
employer. 

You may be liable for the employee share of group health premiums during leave. 

Please inquire with the Fund office regarding your continuing Plan coverage during this twelve 
(12) week period. 
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MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (“MHPAEA”) 

MHPAEA requires group health plans and health insurance issuers to ensure that financial 
requirements and treatment limitations for mental health and substance use disorder benefits 
are no more restrictive than the requirements and limitations applied to medical or surgical 
benefits. 
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NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT (“NMHPA”) 

Group health plans and health insurance issuers generally may not, under federal law, 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 cesarean 
section. However, federal law generally does not prohibit the mother's or newborn's attending 
provider, after consulting with the mother, from discharging the mother or her 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). 
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ADDITIONAL PROVISIONS OF THE PLAN 

A. Incorporation of all Previous Substantive Provisions 

• All of the previous substantive provisions are incorporated into and are part of the 
Plan. 

B. Administration of the Plan 

• Responsibility of Trustees:  The Trustees shall have the authority and responsibility for 
the management and administration of the Plan and shall be considered the “named 
fiduciary” for the Plan within the meaning of Section 402(a) of ERISA. 

• Maintenance of Records:  The Trustees shall keep a record of the hours worked of 
each employee (as reported by, or otherwise obtained from, an employer) and shall 
maintain accounts showing the fiscal transactions of the Plan. 

• Reliance by Trustees:  The Trustees may rely upon all certificates and reports made by 
an accountant designated or otherwise authorized by the Trustees, upon all opinions 
given by legal counsel and investment consultants selected by the Trustees, upon all 
tables, valuations, certificates and reports furnished by an actuary engaged by or 
otherwise authorized by the Trustees; upon medical opinion submitted by a doctor 
acceptable to the Trustees and shall be fully protected in respect of any action taken 
or suffered by them in good faith in reliance upon any accountant, counsel, actuary 
or doctor and such action shall be conclusive upon employees, employers, 
Participants and others having anything to do with the Trustees, the Plan or the Fund. 

• Indemnification:  Except as otherwise provided by applicable law, the Plan shall 
identify and save harmless each member of the Board of Trustees against any cost or 
expense (including attorney’s fees and disbursements) or liability arising out of any 
act or omission to act as a Trustee except for any liability arising out of a Trustee’s 
own gross and wanton negligence or willful misconduct. 

• Powers and Duties of Trustees:  In addition to the foregoing and the powers granted 
in the Trust Agreement, the Trustees shall have the following additional powers and 
duties: 

1. To establish a welfare benefit policy and method as well as specific benefits and 
to meet as necessary to review such funding for the policy and method and 
specific benefits. 

2. To authorize specifically by a resolution in writing the allocation of their collective 
responsibilities for the operation and administration of the Plan to one or more 
Trustees acting as a committee, provided that the resolution creating such 
committee shall specify its powers and purposes. If the Trustees have allocated 
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specific responsibilities, obligations or duties among the Trustees, a Trustee to 
whom certain responsibilities, obligations or duties have not been allocated shall 
not be liable wither individually or as a Trustee for any loss resulting to the Plan 
arising from the acts or omissions on the part of another Trustee to whom such 
responsibilities, obligations or duties have been allocated. 

3. To amend, modify, terminate and interpret in their discretion the Plan, benefits as 
provided by the Plan and governing rules and regulations. 

4. To withdraw monies from the Welfare Fund by means of checks, drafts, vouchers 
or other withdrawals signed by designated Trustees. The Trustees may be 
reimbursed or receive advances for all reasonable and necessary expense of any 
suit or proceeding brought by or against the Trustees (including attorney’s fees 
and disbursements) shall be paid from the Welfare Fund as incurred to the extent 
then permitted by applicable law. 

5. To authorize any person or group of persons to serve in more than one capacity 
(fiduciary or otherwise) with respect to the Plan (including service both as Trustee 
and plan administrator). 

6. To allocate fiduciary responsibilities, other than Trustee responsibilities, among 
Trustees. 

7. To designate persons other than Trustees to carry out responsibilities, fiduciary or 
otherwise (other than Trustee responsibilities) under the Plan. 

8. To employ one or more persons to render advice with regard to any responsibility 
such Trustee has under the Plan, including legal, accounting and actuarial advice 
and services. 

9. To appoint one or more investment managers (as defined in Section 3(38) of 
ERISA) who shall be responsible for the management, acquisition, disposition, 
investing and reinvesting of such of the assets of Fund as the Trustees may specify. 
If an investment manager or managers or investment service provider have been 
appointed by the Trustees, no Trustee shall be liable for the acts or omissions of 
such manager or managers, or be under any obligation to invest or otherwise 
manage any asset of the Plan which is subject to the management of such 
investment manager. 

10. To purchase insurance out of Welfare Fund assets for the Trustees and the Plan, 
which insurance shall cover liability or losses occurring by reasons of the act or an 
omission of a Trustee, to the fullest extent permitted by applicable law. 

• Requirement to File Coverage Application Form:  Any other provision of the Plan 
notwithstanding, those eligible for coverage, other than disability benefit or death 
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benefit coverage, will only receive coverage for those eligibility periods subsequent 
to the submission of the eligible active or eligible retiree application form, listing 
claimed Eligible Dependents, claiming eligibility for coverage. 

• Action of Trustees:  The Trustees shall be the sole judges of the standard of proof 
required in any matter relating to the Plan, or any case or appeal relating to the Plan 
and the application and interpretation of this Plan and the decisions of the Trustees 
shall be determined by their discretionary powers and shall be final and binding on all 
parties. Benefits or services under this Plan will be paid or provided only if the plan 
administrator decides in his discretion that the applicant is entitled to them. In 
keeping with their position as sole judge, but not being arbitrary or capricious, 
wherever in the plan the Trustees are given discretionary powers, they shall exercise 
such powers in a uniform and non-discriminatory manner. The Plan shall process a 
claim for benefits as speedily as is feasible, consistent with the need for adequate 
information and proof necessary to establish the claimant’s benefit rights and to 
commence the payment of benefits. 

C. Merger, Amendment and Termination 

• Merger, Amendment:  The Trustees in their sole discretion shall have the right to 
merge, amend, alter or modify the Plan at any time, or from time to time, in whole or 
in part. Any such amendment shall become effective under its terms upon adoption 
by the Trustees. However, no amendment shall be made to the Plan which shall: 

1. Make it possible for any part of the corpus or income of the Fund (other than such 
part as may be required to pay taxes and administrative expenses) to be used for 
or diverted to purposes other than the exclusive benefit of the Participants or their 
beneficiaries. 

2. Notwithstanding any provision of this section or any other provisions of the Plan, 
any amendment or modification of the Plan may be made and applied 
retroactively if necessary or appropriate to conform to or to satisfy the condition 
of any law, government regulation, or ruling and to meet the requirements of 
ERISA, as it may be amended. 

• Termination of the Plan:   

The Trustees reserve the right at any time and in their sole discretion to discontinue 
payments under the Plan and to terminate the Plan in accordance with applicable 
provisions of law. 

In the event of termination of the Plan, the assets of the Plan will be used towards 
payment of obligations of the Plan and any remaining surplus will be distributed in 
the manner determined by the plan administrator to best effectuate the purposes of 
the Plan in accordance with the applicable regulations under ERISA. 
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Upon proper termination of the Fund, the Trustees shall be discharged from all 
obligations under the Plan and no Participant or beneficiary shall have any further 
right or claim therein. 

D. Miscellaneous 

• Uniform Administration:  Whenever in the administration of the Plan, any action is 
required by the Trustees or other persons administering the Plan, including but not 
by way of limitation, action with respect to eligibility or classification of employees, 
Participants or benefits, such action shall be uniform in nature as applied to all persons 
similarly situated. 

• Payment due an Incompetent or Incapacitated Person:  If the Trustees determine that 
any person to whom a payment is due under the Plan is incompetent or incapacitated 
by reason of physical or mental disability, the Trustees shall have the power to cause 
the payments becoming due to such person to be made to the person or institution 
maintaining or having custody of such person, without responsibility of the Trustees 
to see to the application of such payment. Payments made pursuant to such power 
shall operate as a complete discharge of any and all liability on the part of the Trustees 
and the Plan. 

• Identity of Payee:  The determination of the Trustees as to the identity of the proper 
payee of any benefit under the Plan and the amount of such benefit properly payable 
shall be conclusive and payment in accordance with such determination shall 
constitute a complete discharge of all obligations on account of such benefit. 

• Source of Payment, Plan does not Affect Employment:  All liabilities under this Plan 
shall be satisfied, if at all, only out of the Fund held by the Trustees. All benefits shall 
be paid or provided solely from the Fund and the Trustees do not assume any liability 
or responsibility therefore, except to the extent required by applicable law. 
Participation in the Plan shall not give any Participant any right to be retained in the 
employ of the employer. 

• Non-alienation of Benefits:  No benefit under the Plan shall be subject in any manner 
to anticipation, alienation, sale, transfer, assignment, pledge, encumbrance or charge, 
and any attempt so to anticipate, alienate, sell, transfer, assign, pledge, encumber or 
charge the same shall be void; nor shall any such benefit be in any manner liable for 
or subject to the debts, contracts, liabilities, engagements or torts of the person 
entitled to such benefits; except as specifically provided in the Plan. Notwithstanding 
the foregoing, the creation, assignment or recognition of a right to any benefit payable 
with respect to a Participant pursuant to a “qualified domestic relations order” shall 
not be treated as an assignment or alienation prohibited by this section. 

• No Reversion of Fund Assets:  In no event shall any of the corpus or assets of the Fund 
revert to any employer or be subject to any claims of any kind or nature by the 
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employers except for return of an erroneous contribution within the time limits 
prescribed by law. 

• Location of Participant or Beneficiary Unknown:  In the event that all or any portion 
of the distribution payable to a Participant or to a Participant’s beneficiary hereunder 
shall, at the expiration of three (3) years after it shall become payable, remain unpaid 
solely by reason of the inability of the Trustees to ascertain the whereabouts of such 
Participant or beneficiary, after sending a registered letter, return receipt requested, 
to the last known address, and after further diligent effort, the amount so 
distributable shall be used to pay Plan expenses. A Participant or beneficiary shall be 
entitled to no interest or accretion beyond the previous benefit amount. 

• Participant Fraud:  If a Participant engages in fraud against the Welfare Fund, the 
Trustees have the right to provide further Welfare Fund benefits and take such other 
actions which are necessary to protect the assets of the Welfare Fund. 

• Effective Date, Governing Documents - Restated Plan:  This restatement of the Plan 
governs the right to the payment of benefits arising after the effective date of this 
Plan. A Participant’s rights shall be determined under the terms of the Plan as in effect 
as of the date the Participant first became entitled to receive the benefits. This 
restatement of the Plan shall become effective on January 1, 2016. 

• Headings:  The article headings and section numbers or other headings are included 
solely for ease of reference. If there is any conflict between such headings or numbers 
and the text of the Plan, the text shall control. 

• Applicable Law:  Except to the extent governed by federal law, the Plan shall be 
administered and interpreted in accordance with the law of the State of New York. 

• Counterparts:  This Plan may be executed in any number of counterparts, each of 
which shall be deemed an original; said counterparts shall constitute but one and the 
same instrument, which may be sufficiently evidenced by any one counterpart. 
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DEFINITIONS 

These definitions apply when the following terms are used in this booklet. 

Affordable Care Act 

The term “Affordable Care Act” means the Patient Protection and Affordable Care Act of 2010 
and the Health Care and Education Reconciliation Act of 2010. 

COBRA 

The term “COBRA” means Title X of the Consolidated Omnibus Reconciliation Act of 1985, as 
amended. 

Covered Person 

The term “Covered Person” means a working participant, active member, Covered Retiree, or 
Eligible Dependent who meets the eligibility requirements as applicable and makes any 
required contributions such that he or she is covered under the terms of this Plan. 
 
Covered Retiree 

The term “Covered Retiree” means a retiree who meets the eligibility requirements under the 
heading “Eligibility Requirements for Retirees” and makes the required contributions towards 
premiums under the terms of this Plan under either heading “Covered Retirees Under Age 65” 
or “Covered Retirees 65 Years of Age and Over”. 

Eligible Dependent 

The term “Eligible Dependent” means an individual described under the heading “Coverage for 
Eligible Dependents” on page 10 of this booklet. 

Eligible Spouse 

The term “Eligible Spouse” means your spouse that is not legally separated from you (unless 
coverage is required by law) that otherwise is described under the heading “Coverage for 
Eligible Dependents” on page 10 of this booklet. 
 
Joint and Survivor Annuity 

The term “Joint and Survivor Annuity” means a lifetime pension described under Article V of the 
Cement Masons’ Local 780 Pension Plan, as amended and restated; Article IV of the OPCMIA 
Local 262 Pension Plan, as amended and restated; or Article V of the Plasterers’ and Cement 
Masons’ Local 40 Pension Plan, as amended. 
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Medicaid 

The term “Medicaid” means the Medical Assistant program under Title XIX of the Social Security 
Act. 

Medicare 

The term “Medicare” means the Health Insurance for the Aged and Disabled program under Title 
XVIII of the Social Security Act. 

Participant 

The term “Participant” means an individual described under the heading “Participants” on page 
10 of this booklet. 

Qualified Medical Child Support Order 

The term “Qualified Medical Child Support Order” (“QMCSO”) means a medical child support 
order as defined in clause (B) of 29 U.S. Code §1169(a)(2) that meets the requirements of clause 
(A) of that provision, i.e., §1169(a)(2). 

Upon receipt of a medical child support order, the plan administrator shall follow these 
procedures: 

(a) The plan administrator shall promptly notify in writing the Participant, each 
alternative recipient covered by the order, and each representative for these parties 
of the receipt of the medical child support order. Such notice shall include a copy of 
the order and these QMSCO procedures for determining whether such order is a 
QMSCO. 

(b) The plan administrator shall permit the alternate recipient to designate a 
representative to receive copies of notices sent to the alternate recipient regarding 
the medical child support order. 

(c) The plan administrator shall, within a reasonable period after receiving a medical child 
support order, determine whether it is a qualified order and notify the parties 
indicated in subsection (a) above of such determination. 

(d) The plan administrator shall ensure the alternate recipient is treated by the Plan as a 
beneficiary for ERISA reporting and disclosure purposes, such as by distributing to the 
alternate recipient a copy of the SPD and any subsequent Plan amendments. 

Qualifying Event 

The term “Qualifying Event” means an event described under the heading “COBRA Rules 
Governing Voluntary Self Payments” on page 26 of this booklet. 
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Summary Plan Description 

The term “Summary Plan Description” (“SPD”) means a summary of the Plan provisions and how 
the Plan operates.  

Trust Agreement 

The term “Trust Agreement” means the Agreement and Declaration of Trust establishing the 
Northeast District Council of the OPCMIA Welfare Fund, as amended. 

Trustees/Board of Trustees 

The term “Employer Trustees” means the Trustees appointed by the employers. The term “Union 
Trustees” means the Trustees appointed by the executive board of the Union. The term 
“Trustees” or “Board of Trustees” means the Employer Trustees and Union Trustees collectively 
and includes their successors when acting as Trustees. 
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:  Tier II & Residential Workers



A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common 
Medical Event 

If you visit a health care 
provider's office or clinic 

If you have a test 

If you need drugs to treat 
your illness or condition 

More information about 
prescription drug 
coverage is available at 
www.aetnapharmacy.com/p 
remierplus 

If you have outpatient 
surgery 

Services You May Need 

Primary care visit to treat an injury or 
illness 

Specialist visit 

Preventive care /screening 
/immunization 

Diagnostic test (x-ray, blood work) 

Imaging (CT/PET scans, MRls) 

Generic drugs 

Preferred brand drugs 

Non-preferred brand drugs 

Specialty drugs 

Facility fee (e.g., ambulatory surgery 
center) 

Physician/surgeon fees 

What You Will Pay 

Network Provider (You Out-of-Network 

will pay the least) Provider (You will pay 
the most) 

$40 copay/visit, deductible 
Not covered 

doesn't apply 

$40 �visit. deductible 
Not covered 

doesn't apply 

No charge Not covered 

$40 copay/visit, deductible 
Not covered 

doesn't apply 

$75 copay/visit, deductible 
Not covered 

doesn't apply 

Copay/orescription, after 
specific deductible: $15 Not covered 
(retail), $30 (mail order) 

Copay/orescription, after 
specific deductible: $35 Not covered 
(retail), $70 (mail order) 

Copay/orescription, after 
specific deductible: $65 Not covered 
(retail), $130 (mail order) 

Applicable cost as noted 
above for generic or brand Not covered 
drugs 

$75 copay/visit, deductible 
doesn't apply 

Not covered 

No charge Not covered 

Published:08/23/2019 

Limitations, Exceptions, & Other Important 
Information 

None 

None 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
Q!fill will pay for. 

None 

None 

Covers 30 day supply (retail), 31-90 day supply 
(mail order). Includes contraceptive drugs & 
devices obtainable from a pharmacy, oral & 
injectable fertility drugs. No charge for preferred 
FDA-approved women's contraceptives 
in-network. Your cost will be higher for 
choosing Brand over Generics unless 
prescribed Dispense as Written. 

First prescription fill at a retail pharmacy or 
specialty pharmacy. Subsequent fills must be 
through the Aetna Specialty Pharmacy 
Network. Precertification required for coverage. 

None 

None 
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Common 
Medical Event 

If you need immediate 
medical attention 

If you have a 
hospital stay 

If you need mental health, 
behavioral health, or 
substance abuse services 

If you are pregnant 

If you need help 
recovering or have other 
special health needs 

Services You May Need 

Emergency room care 

Emergency medical transportation 

Urgent care 

Facility fee (e.g., hospital room) 

Physician/surgeon fees 

Outpatient services 

Inpatient services 

Office visits 

Childbirth/delivery professional 
services 

Childbirth/delivery facility services 

Home health care 

Rehabilitation services 

Habilitation services 

Skilled nursing care 

Durable medical eguipment 

Hospice services 

What You Will Pay 

Out-of-Network 
Network Provider (You Provider (You will pay will pay the least) the most) 

$200 copay/visit, deductible 
$200 copay/visit, 

doesn't apply 
deductible doesn't 
apply 

0% coinsurance 0% coinsurance 

$40 copay/visit, deductible 
Not covered 

doesn't apply 

$500�stay Not covered 

0% coinsurance Not covered 

Office: $40 copay/visit, 
deductible doesn't apply; 

Not covered 
other outpatient services: 
no charge 

$500 copay/stay Not covered 

No charge Not covered 

0% coinsurance Not covered 

$500 copay/stay Not covered 

No charge Not covered 

$40 copay/visit, deductible 
Not covered 

doesn't apply 

$40 copay/visit, deductible 
Not covered 

doesn't apply 

$500�stay Not covered 

0% coinsurance Not covered 

$500 copay/stay for 
inpatient; not covered for Not covered 
outpatient 

Published:08/23/2019 

Limitations, Exceptions, & Other Important 
Information 

No coverage for non-emergency use. 

Non-emergency transport: not covered, except 
if pre-authorized. 

No coverage for non-urgent use. 

None 

None 

None 

None 

Cost sharing does not apply for preventive 
services. Maternity care may include tests 
and services described elsewhere in the SBC 
(i.e. ultrasound.) 

200 visits/calendar year. 

60 visits/calendar year for Physical, 
Occupational & Speech Therapy combined. 

None 

60 days/calendar year. 

Limited to 1 durable medical eguipment for 
same/similar purpose. Excludes repairs for 
misuse/abuse. 

210 days/lifetime for inpatient. 

081800-040020-011948 3 of6 



What You Will Pay 
Common 

Services You May Need Out-of-Network Limitations, Exceptions, & Other Important 
Network Provider (You Medical Event Provider (You will pay Information 

will pay the least) the most) 

Children's eye exam No charge Not covered 1 routine eye exam/24 months. 
If your child needs dental 
or eye care Children's glasses Not covered Not covered Not covered. 

Children's dental check-up Not covered Not covered Not covered. 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Cosmetic surgery

• Dental care (Adult & Child)

• Long-term care

• Non-emergency care when traveling outside the

U.S.

• Weight loss programs - Except for required

preventive services.

• Glasses (Child)

• Hearing aids • Routine foot care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 

• Acupuncture • Infertility treatment - Limited to the diagnosis & • Private-duty nursing - 20- 8 hour shifts per calendar

• Bariatric surgery treatment of underlying medical condition, artificial year.

• Chiropractic care insemination, ovulation induction & oral & injectable • Routine eye care (Adult) - 1 routine eye exam/24

Your Rights to Continue Coverage: 

fertility drugs. months.

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Financial Services, 

Consumer Assistance Unit, 800-342-3736, http://www.dfs.ny.gov/consumer/fileacomplaint.htm. 
• For more information on your rights to continue coverage, contact the Q!fill at 1-888-982-3862.

• If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/aqencies/ebsa.

• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

• If your coverage is a church Q!fill, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about 
the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Published:08/23/2019 
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,•� SHELTERPOINT
Life Insurance Company 

Vision Insurance - Gold Plan Summary 

Offering Vision benefits does a lot more than provide employees with access to discounted eye wear. Regular eye exams 
can provide early detection of eye diseases, as well as health conditions like diabetes and high blood pressure. Our plans 
provide the freedom to choose any Vision care provider, but members may save more at a participating network provider. 
Plus, examinations, and singte or bifocal lenses are covered at 100% when using a participating provider. 

Benefit Amounts 

Examination 

Lenses 

Once every 12 months' 

Once every 12 months' 

Single vision 

Bifocal vision 

Intermediate vision 

Trifocal 

Lenticular 

Lens Options Once every 12 months' 

Frames 

Contacts 

(In lieu of 
eyeglasses) 

Scratch resistant coating 

Fashion/gradient tint 

Solid tint 

Glass photogrey single vision lens 

Glass photogrey bifocal and trifocal lens 

Ultraviolet (UV) coating 

Standard anti-reflective (AR) coating 

Polarized lenses 

Polycarbonate lenses 

Standard progressive lenses 

Premium progressive lenses 

Once every 12 months' 

Frame allowance 

Once every 12 months' 

Maximum allowance for conventional lenses 

Maximum allowance for disposable lenses 

Medically necessary contact lenses' 

Evaluation, fitting, and follow-up care - standard lens 

Evaluation, fitting, and follow-up care - specialty lens 

Benefit year is based on at1 enrollee's last date of service. 
'Actual dl5counted amounts may uary. 

In-network benefits 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% after $35 copay 

Discounted to $752 

Covered 100% 

Covered 100% 

Covered 100% 
after $40 copay 

$175 retail allowance• 
(20% overage discount) 

$175 retail allowance• 
(10% overage discount) 

$175 retail allowance' 
{10% overage discount) 

Covered 100% 

Covered 100% 

Covered 100% 

Covered 100% 

Out-of-network reimbursements 

Upto$70 

Upto$45 

Upto$115 

Upto$115 

Upto$190 

Upto$190 

N/A 

Upto$100 

Upto$290• 

NIA 

'Does not apply at Contact Fill or Cole corporate /oca1io11s (if applicable) and where prohibited by law. Prohibited by some mamifactw·ers. 
·'Prior authorization required.
Does not apply for certain proprietaryframe brands and where prohibited by law.

1011/y covered if member chooses contact lenses.
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What is the DB450 Claim Form?
The DB450 Claim Form is the initial form used to fi le a disability benefi ts claim for individuals who have a non 
work-related injury or illness while employed, or within 4 weeks after termination of employment. If you are sick 
or disabled after being unemployed more than 4 weeks, you must use form DB300.

To ensure your claim is handled in a timely fashion, it is important that this claim form is legibly fi lled out in its entirety 
with all sections completed. Missing, incomplete, or illegible information will result in a delay in processing your claim. 

Before submitting this Claim Form for processing, be sure each section is fully completed.  There are 3 sections on the DB450:
• Part A is for the Claimant (Employee)
• Part B is for the treating Physician/Medical Practitioner
• Part C is for the Employer

Each Part must be fully completed, signed, and dated by the appropriate party. 

Be sure to make a copy of the completed Claim Form and retain for your records. A detailed outline of each section is below.

 Your privacy and security is important to us - none of your information is distributed to 3rd parties without your 
express consent. 

In this section you will enter your First and Last Name, Social Security Number, Mailing Address and other details which 
will aid in processing this claim.

All information should be printed & legible. 

Part A - Claimant’s Statement

EXAMPLE FORM

PART A - CLAIMANT�S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS
Social Security Number
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Question 1:
PRINT your full fi rst and last name in the space provided and enter your nine digit social security number in the boxes 
provided. This information is required for tax reporting purposes.

Question 2:
PRINT your current mailing address (Street # and name, apartment #, City, State, Zip). We will use the address provided 
when mailing correspondence and/or benefi t checks to you. An incomplete or incorrect address could result in returned 
or lost mail and delay in processing your claim. 

Question 3 – Tel. No:
This is the contact phone where we may reach you, should there be any questions on your claim. 

Question 4 – Date of Birth:
Enter the month, day, and year in which you were born. 

Question 5 – Marital Status:
Enter “yes” if you are married and “no” if you are not. 

Question 6:
Enter a brief description of your disability. If you were injured, please also provide details on when 
(date) and where (location of incident) the incident occurred, as well as how you came to be injured.

Question 7:
Enter the date you became disabled, whether or not you worked on that day, and if you have since worked for wages. 

Question 8:
Enter your Employer’s information, including business name, address, phone#, dates employed (when you started working 
through your last day worked prior to the disability) and your average weekly wages. 

    IMPORTANT: If you have more than one job, be sure to complete for ALL employers. 
    Each employer will need to complete their own Part C. 

Question 9: 
Tell us your job title.  If you are a member of a union that provides DBL benefi ts, please enter union name and local number. 

Question 10 – Provide us additional detail on your disability:
a) After being disabled, have you received any wages, salary, or other pay? If so, enter YES. If your

wages have ceased, enter NO.
b) Have you received OR claimed any other types of benefi ts? Check Yes or No where applicable

(1) Workers Comp (On the Job Accident or Illness) Benefi ts
(2) Unemployment Insurance Benefi ts
(3) Damages for Personal Injury
(4) Social Security Disability (Federal Long Term Disability Benefi ts)

*If you have marked YES to any of the options in question 10, you must also provide additional detail
regarding the period of time in which you are receiving or claiming these benefi ts. *

Question 11: 
Answer Yes or No to the question “Have you received disability benefi ts within the past year (52 week period)”. If yes, 
provide from whom the benefi t was collected, and the period of time during which you received benefi ts. 

Part A must be signed by claimant and/or authorized representative. End of Part A. 

Part A - Claimant’s Statement
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Instructions for the Claimant: 
This section must be completed by your treating Healthcare provider or Practitioner, providing all details of your disabling 
condition. Be sure all questions are answered, the information is legible, and your provider/practitioner has signed and 
dated Part B. This section must be completed, signed and dated after the date you became disabled and stopped working.

Be sure your form is completed  and signed by an authorized practitioner. 

Please be advised the following medical professionals are NOT Authorized to complete and sign part B of the 
DB450 form:

• RN (Registered Nurse)
• CSW (Certifi ed Social Worker)
• PT ( Physical Therapist)
• LPN (Licensed Practical Nurse)

Instructions for the Health Care Provider:

    IMPORTANT: Part B must be fully and legibly completed to process this claim in a timely fashion. 
    In addition to providing the medical details necessary to examine the claim, this statement MUST 
    be signed by the treating practitioner and dated to be considered acceptable. 

You must select the appropriate professional degree, enter your license number and state in which you are licensed 
to practice. Finally, we must have your practice name and mailing address in case additional medical documentation 
is required.

Part B - Healthcare Provider’s Statement

EXAMPLE FORM

PART B - HEALTH CARE PROVIDER�S STATEMENT (Please Print or Type)

THE HEALTH CARE PROVIDER�S STATEMENT MUST BE FILLED IN COMPLETELY AND THE FORM MAILED TO

THE INSURANCE CARRIER OR SELF-INSURED EMPLOYER, OR RETURNED TO THE CLAIMANT WITHIN SEVEN

 DAYS OF THE RECEIPT OF THE FORM. For item 7d, give approximate date. Make some estimate. If disability is caused
by or arising in connection with pregnancy, enter estimated delivery date under "Remarks".

Health Care Provider�s Signature ............................................................................... Date ..................................

Health Care Provider�s Name (Please Print) .............................................................. Tel.No. ..............................
Office Address ........................................................................................................................................................

HIPAA NOTICE:
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 Question 1: 
Please PRINT the claimant’s (Patient) First and Last Name. 

 Question 2: 
Please enter the claimant’s date of birth (month, day, year).

 Question 3– Sex: 
Please indicate whether the claimant is Male or Female.

 Question 4: 
Please indicate the symptoms and fi ndings of the claimant’s disabling condition. Be sure to include any complications 
which may have exacerbated the disabling condition and provide applicable diagnosis codes if possible.  
If this is a pregnancy claim, please enter the estimated date of delivery in this section.  
If claimant has already delivered, please provide actual delivery date and type.

 Question 5: 
Please indicate if the claimant was hospitalized. If hospitalized, provide the confi nement dates (from/to).

 Question 6: 
Please indicate whether or not an operation was performed. If yes, provide type of surgery and the date it took place. 

 Question 7: 

    IMPORTANT: YOU MUST PROVIDE DATES for questions 7A through 7D.

a) Date of claimant’s FIRST (Initial) treatment for their disability (print date in Month, Day, Year
format in the boxes provided)

b) Date of claimant’s MOST RECENT treatment for their disability (print date in Month, Day, Year
format in the boxes provided)

c) Date claimant was medically UNABLE TO WORK (ONSET DATE) due to this disability (print date
in Month, Day, Year format in the boxes provided). This is not necessarily a working day, but the
actual day that you certifi ed the claimant disabled.

d) Date claimant will be able to perform usual work (PROGNOSIS) (print date in Month, Day, Year
format in the boxes provided).  This may be an estimated date.

 Question 8: 
Please indicate whether or not this disabling condition may be WORK RELATED. 
If Yes, indicate whether a C-4  Doctor’s Initial Report has been fi led with the Workers’ Compensation Board.

Remarks:  Please enter any additional comments needed. 

Practitioner Information (Type of Practitioner, License State, License #, Signature, Date, Practice Name, Mailing address 
etc).  Please legibly print all information.

End of Part B.

Part B - Healthcare Provider’s Statement
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Instructions For the Claimant:
In this section your Employer will provide details of your employment. Be sure all questions are answered, the 
information is legible, and your employer has signed and dated Part C. 

If you have more than 1 employer, be sure each employer completes their own Part C, and all pages are included with 
your claim submission. 

Instructions For the Employer:
Part C must be fully and legibly completed to process this claim in a timely fashion. In addition to 
providing the employee’s details of their employment necessary to examine the claim, this statement MUST be signed, 
titled, and dated to be considered acceptable. We must also have your business name and mailing address in case 
additional information is required. 

    PLEASE NOTE:
    Part C cannot be completed or signed by the claimant.  If you (the claimant) are the owner and sole employee, 
    a Schedule C Form 1040 must be included with your claim submission, and Part C must be completed and
    signed by your bookkeeper or accountant.

 Question 1:
Please print the employee’s fi rst and last name.

 Question 2:
Indicate the employee’s job title. 

 Question 3:
Please enter the exact date the employee last worked (print date in Month, Day, Year format).

Part C - Employer’s Statement

EXAMPLE FORM

PART C - EMPLOYERS STATEMENT
 POLICY NUMBER: DBL- 

MAIL COMPLETED FORMS TO:

SIGNED BY: _________________________ TITLE: _______________________

EMPLOYER�S NAME: _______________________________________________
ADDRESS: ________________________________________________________
DATE: _________________ TELEPHONE: (     ) __________________________

ShelterPoint Life Insurance Company
600 Northern Blvd, Great Neck, NY 11021
by email: claimforms@shelterpoint.com
by fax: 516-504-6414
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 Question 4:
Please enter the exact date the employee’s wages ceased. If wages are still being continued, enter “N/A”. You will reaffi  rm 
this in question 6. 

 Question 5:
Please enter the date the employee returned to work, if applicable. 

 Question 6:
Please indicate if wages were continued during disability (Respond with YES or NO). Note, if wages were continued, we 
will need to know the type of wages (Sick Time, Vacation Time, PTO) and dates collected. You can provide a breakdown 
on a separate piece of paper to be submitted at same time.

 Question 7:
Please indicate whether or not YOUR BUSINESS is requesting reimbursement for continued wages (sick time only).  

 Question 8:
Please indicate if the employee’s disability is work related (respond with Yes or No).

 Question 9:
Print the name of your Workers’ Comp (on the Job Accident or Illness) insurer. ShelterPoint does not write Workers’ 
Comp insurance. 

 Question 10:
If this employee receives additional remuneration in the form of tips, Board, Lodging, or Rent, indicate the average 
weekly amount here. 

 Question 11:
Please indicate if the employee is a member of a union that provides NYS Disability benefi ts (respond with Yes or No). If 
yes, provide the Union Name and Number. 

 Question 12:
If the employee no longer works for you, indicate why (check the applicable box) and provide detail on their 
termination/separation. 

 Question 13:
Select the appropriate employee designation.

 Question 14:
Indicate whether the claimant has received or claimed Disability Benefi ts within the past 52 weeks. If yes, please provide 
dates of claim.

 Question 15:
Enter the last date the employee received unemployment benefi ts, if applicable.

 Question 16:
Indicate whether the employee works for anyone other than you.  This is important as liability may be split amongst 
multiple employers. 

 Question 17:
Indicate whether the employee contributes to disability premium or not. (Respond with Yes or No). If yes, indicate the dollar 
amount of weekly contribution, or percentage of premium employee contributes.

Part C - Employer’s Statement
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Additional Required Info on Part C: 

Policy Number: 
Enter your current ShelterPoint Disability Benefi ts policy #. If you are completing this form as a concurrent employer, and 
are insured with another Carrier, you can enter your disability policy # and insurance carrier’s name here. 

SS No:
Print the employee’s 9 digit social security number here. 

Age:
Enter the employee’s age.

Check Days Normally Worked:
Select boxes indicating which days the employee normally works. If employee’s schedule varies, provide average days 
worked per week.

Wages Grid: 
Enter the last 8 weeks GROSS (pre-tax) wages prior to the employee’s last day worked in the boxes provided. You may also 
submit the same information as a separate page.

Employer’s Name: 
Print your Business name here.

Address:
Print your Business’s mailing address here. 

Date: 
Enter the date you received and completed the form here. 

Telephone: 
Enter your phone number here, including area code. 

Signed By: 
Sign your name here

Title: 
Print your job title here.

End of Part C.

Part C - Employer’s Statement

Once the DB450 form is fully completed, make a copy for your records, and submit one copy to ShelterPoint 
for processing. The completed claim should be mailed within 30 days of becoming disabled. 

Disability Benefi ts Claims Division:
Email: claimforms@shelterpoint.com

Fax: 516-504-6414
Mail: ShelterPoint, 600 Northern Boulevard, Ste 310, Great Neck NY 11021.

Questions?
dblclaims@ShelterPoint.com or 800.365.4999



3. No-Fault motor vehicle accident?:         or personal injury involving third party?:

New York State 
NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

Read instructions on page 2 carefully to avoid a delay in processing. You must answer all questions in Part A and questions 1 through 3 in Part B. Health care 
providers must complete Part B on page 2.
PART A - CLAIMANT'S INFORMATION (Please Print or Type)

10. My job is or was:
Occupation

/8. Date you became disabled: /

7. Describe your disability (if injury, also state how, when and where it occurred):

If Yes, date you were able to return to work: //

NoYes11. Union Member: If "Yes":
Name of Union or Local Number

Yes

YesHave you recovered from this disability?
Have you since worked for wages or profit? If Yes, list dates:

9. Name of last employer prior to disability. If more than one employer in previous eight (8) weeks, name all employers. Average
Weekly Wage is based on all wages earned in last eight (8) weeks worked.

LAST EMPLOYER PRIOR TO DISABILITY PERIOD OF EMPLOYMENT
Average Weekly Wage 
(Include Bonuses, Tips, 

Commissions, Reasonable 
Value of Board, Rent, etc.)Firm or Trade Name Last Day WorkedFirst DayPhone NumberAddress

  Mo.       Day        Yr.     Mo.       Day        Yr.

OTHER EMPLOYER (during last eight (8) weeks) PERIOD OF EMPLOYMENT
Average Weekly Wage 
(Include Bonuses, Tips, 

Commissions, Reasonable 
Value of Board, Rent, etc.)Firm or Trade Name Last Day WorkedFirst DayPhone NumberAddress

  Mo.       Day        Yr.     Mo.       Day        Yr.

  Mo.       Day        Yr.     Mo.       Day        Yr.

No12. Were you claiming or receiving unemployment prior to this disability? Yes
If you did not claim or if you claimed but did not receive unemployment insurance benefits after LAST DAY WORKED, explain 
reasons fully:

NoYes

NoYes

13. For the period of disability covered by this claim:
A. Are you receiving wages, salary or separation pay:
B. Are you receiving or claiming:

1. Workers' compensation for work-connected disability:
NoYes2. Paid Family Leave:

NoYes NoYes
NoYes4. Long-term disability benefits under the Federal Social Security Act for this disability:

IF "YES" IS CHECKED IN ANY OF THE ITEMS IN 13, COMPLETE THE FOLLOWING:
claimedreceivedI have: from: //for the period: //to:

No14. In the year (52 weeks) before your disability began, have you received disability benefits for other periods of disability? Yes
//If yes, Paid by: / to:

15. In the year (52 weeks) before your disability began, have you received Paid Family Leave? Yes No
/If yes, Paid by: //to:

I hereby claim Disability Benefits and certify that for the period covered by this claim I was disabled. I have read the instructions on page 2 of this form and that the foregoing 
statements, including any accompanying statements are, to the best of my knowledge, true and complete.

Claimant's Signature Date
An individual may sign on behalf of the claimant only if he or she is legally authorized to do so and the claimant is a minor, mentally incompetent or incapacitated. If signed by 
other than claimant, print information below and complete and submit Form OC-110A, Claimant's Authorization to Disclose Workers' Compensation Records.

On behalf of Claimant Relationship to ClaimantAddress

DB-450 (5-19) Page 1 of 2

First Name: MI:

State: Zip: Country:

1. Last Name:
2. Mailing Address 

City:
Email Address:3. Daytime Phone #:

4. Social Security #: -- 6. Gender: Male Female5. Date of Birth: --

Claimant's email address

DB-450 5-19

Did you work on that day?: 

(Street & Apt #): 

Yes No

No
No

If you did receive unemployment benefits, provide all periods collected: 

/ from: 

from: / 
16. If you became disabled while employed or within four weeks of your last day worked, did your employer provide you with your rights
     under Disability Law within 5 days of your notice or request for disability forms?       Yes      No



7. ENTER DATES FOR THE FOLLOWING

PART B - HEALTH CARE PROVIDER'S STATEMENT (Please Print or Type)

3. Date of Birth: //

a. Claimant's symptoms:

b. Objective findings:

5. Claimant hospitalized?:

4. Diagnosis/Analysis: Diagnosis Code:

NoYes

THE HEALTH CARE PROVIDER'S STATEMENT MUST BE FILLED IN COMPLETELY. THE ATTENDING HEALTH CARE PROVIDER SHALL
COMPLETE AND RETURN TO THE CLAIMANT WITHIN SEVEN (7) DAYS OF RECEIPT OF THIS FORM. For item 7-d, you must give estimated
date. If disability is caused by or arising in connection with pregnancy, enter estimated delivery date in item 7-e. INCOMPLETE ANSWERS MAY
DELAY PAYMENT OF BENEFITS.

//From: To:

6. Operation indicated?: NoYes a. Type b. Date

a Date of your first treatment for this disability

d. Date Claimant will again be able to perform work (Even if considerable question 
exists, estimate date. Avoid use of terms such as unknown or undetermined.)

e. If pregnancy related, please check box and enter the date

c. Date Claimant was unable to work because of this disability
b. Date of your most recent treatment for this disability

DAY YEAR

NoYes
8. In your opinion, is this disability the result of injury arising out of and in the course of employment or occupational disease?:

NoYesIf "Yes", has Form C-4 been filed with the Board?

I certify that I am a:

License NumberLicensed or Certified in the State of(Physician, Chiropractor, Dentist, Podiatrist, Psychologist, Nurse-Midwife)

Health Care Provider's Signature DateHealth Care Provider's Printed Name

Phone #Health Care Provider's Address

IMPORTANT NOTICE TO CLAIMANT- READ THESE INSTRUCTIONS CAREFULLY

PLEASE NOTE: Do not date and file this form prior to your first date of disability. In order for your claim to be processed, 
Parts A and B must be completed. 

1. If you are using this form because you became disabled while employed or you became disabled within four (4) weeks after
termination of employment, your completed claim should be mailed within thirty (30) days to your employer or your last
employer's insurance carrier. You may find your employer's disability insurance carrier on the Workers' Compensation Board's
website, www.wcb.ny.gov, using Employer Coverage Search.

2. If you are using this form because you became disabled after having been unemployed for more than four (4) weeks, your
completed claim should be mailed to: Workers' Compensation Board, Disability Benefits Bureau, PO Box 9029, Endicott, NY
13761-9029. If you answered "Yes" to question 13.B.3, please complete and attach Form DB-450.1.

If you do not receive a response within 45 days or if you have questions about your disability benefits claim, please call your 
employer's insurance carrier. For general information about disability benefits, please visit www.wcb.ny.gov or call the Board's 
Disability Benefits Bureau at (877) 632-4996. 

Notification Pursuant to the New York Personal Privacy Protection Law (Public Officers Law Article 6-A) and the Federal Privacy Act of 1974 (5 U.S.C. § 552a). 
The Workers' Compensation Board's (Board's) authority to request that claimants provide personal information, including their social security number, is derived from the 
Board's investigatory authority under  Workers' Compensation Law (WCL) § 20, and its administrative authority under WCL § 142. This information is collected to assist the 
Board in investigating and administering claims in the most expedient manner possible and to help it maintain accurate claim records.  Providing your social security 
number to the Board is voluntary. There is no penalty for failure to provide your social security number on this form; it will not result in a denial of your claim or a reduction 
in benefits.  The Board will protect the confidentiality of all personal information in its possession, disclosing it only in furtherance of its official duties and in accordance with 
applicable state and federal law

//

//

1. Last Name: First Name: MI:

2.Gender: Male Female

HIPAA NOTICE - In order to adjudicate a workers' compensation claim or disability benefits claim, WCL 13-a(4)(a) and 12 NYCRR 325-1.3 require health care providers to 
regularly file medical reports of treatment with the Board and the insurance carrier or employer. Pursuant to 45 CFR 164.512 these legally required medical reports are 
exempt from HIPAA's restrictions on disclosure of health information.
Disclosure of Information: The Board will not disclose any information about your case to any unauthorized party without your consent. If you choose to have such 
information disclosed to an unauthorized party, you must file with the Board an original signed Form OC-110A, "Claimant's Authorization to Disclose Workers' Compensation 
Records". This form is available on the WCB website (www.wcb.ny.gov) and can be accessed by clicking the "Forms" link. If you do not have access to the internet please call 
(877) 632-4996 or visit our nearest Customer Service Center to obtain a copy of the form. In lieu of Form OC-110A, you may also submit an original signed, notarized 
authorization letter. 
An employer or insurer, or any employee, agent, or person acting on behalf of an employer or insurer, who KNOWINGLY MAKES A FALSE STATEMENT OR 
REPRESENTATION as to a material fact in the course of reporting, investigation of, or adjusting a claim for any benefit or payment under this chapter for the purpose of 
avoiding provision of such payment or benefit SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.
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Return completed claim form (including Parts A and B) to ShelterPoint Life one of 3 ways:  
Fax: 516-504-6414   Email: claimforms@shelterpoint.com  Mail: ShelterPoint, 1225 Franklin Ave-Ste. 475, Garden City, NY 11530 

PART C- EMPLOYER’S STATEMENT 
Instructions: Complete this form in its entirety for your employee claiming disability benefits. Any missing or incomplete information 
could result in delays processing their claim. 

1. Employee’s full name: ______________________________________________________________

2. Employee’s Social Security Number:___ ___ ___ - ___ ___- ___ ___ ___ ___ Age: _____ 

3. Their occupation:__________________________________________________________________

4. Their role: □ Employee □ Proprietor □ Partner □ Spouse of Employer □ Owner □ Co-owner

5. Date they last worked: ____/____/_______ 4.1 Date they returned to work: ____/____/_______

6. Date employee’s wages ceased: ____/____/_______

7. Were wages continued during disability? □ Yes □ No   Date/Type: __________________________
Note: If wages continued were a result of the employee using accrued sick time, vacation time, or paid time
off, please indicate the type and date used, and attach to this sheet.

8. If wages were continued, is reimbursement requested to the employer? □ Yes □ No
Note: Employers may only be reimbursed if the employee used sick time, or if you continued their salary during
leave.

9. Is the disability due to their job (work-related)? □ Yes □ No

10. Is the employee a member of a union that provides NYS disability benefits? □ Yes □ No
if yes, please provide Union name and address:

11. Provide a breakdown of this employee’s 8 weeks wages immediately PRIOR to their disability, starting with
the week the disability began.

12. Employee’s date of hire: _____/____/_______

13. Status: □ Full-time □ Part-time
14. Is employee a full-time High School Student?

□ Yes □ No
15. Days usually worked:

□ Mon □ Tue □ Wed □ Thu □ Fri □ Sat □ Sun
16. Does employee contribute to their disability premium?

□ Yes:__________ □ No
if yes, please specify dollar amount or specific percentage. If you 
leave this question blank we will assume they do not contribute. 

17. Does employee work for anyone else besides your company?

□ Yes □ No
18. Has employee made a claim for disability benefits or paid family leave within the past 52 weeks prior to the date

this disability began? □ Yes □ No  If yes, please provide details below:
Disability Benefits:  from _____/____/_______ to _____/____/_______ 
Paid Family Leave: from _____/____/_______ to _____/____/_______ 

19. If this employee received unemployment benefits, date the benefit was last received?  _____/____/______

20. If this employee is no longer in your employment, select reason: □ labor dispute □ lack of work □ discharged □ resigned

Please provide detail:

Business name (including any DBA/trade name):  

Business address: 

I have read and acknowledge the fraud warning in the instructions on page 2 of the DB450 form. 
Signature: Title: 

Phone: (     ) Date: ______/______/_____________ 

Email: Policy Number: 

5.1

mailto:claimforms@shelterpoint.com













	Claimant last name: 
	Claimant first name: 
	middle initial: 
	claimant mailing address (street & apt#): 
	claimant city: 
	state: 
	zip: 
	country if not the US: 
	10 digit phone # including area code: 
	claimant email address: 
	SS #: 
	SS# 1: 
	SS # 2: 
	Birth month: 
	birth day: 
	birth year: 
	Male: Off
	female: Off
	describe your disability: 
	describe your disability continued: 
	month disabled: 
	day disabled: 
	year disabled: 
	worked Y: Off
	worked N: Off
	Recovered Y: Off
	Recovered N: Off
	Y worked: Off
	N worked: Off
	dates worked since disability: 
	ER 1 business name: 
	ADDRESS ER  1: 
	Phone # ER 1: 
	HIRE DT ER 1: 
	LDW ER 1: 
	AWW ER 1: 
	ER 2 business name: 
	ADDRESS ER 2: 
	Phone # ER 2: 
	HIRE DT ER 2: 
	LDW ER 2: 
	AWW ER 2: 
	ER 3 business name: 
	ADDRESS ER 3: 
	Phone # ER 3: 
	HIRE DT ER 3: 
	LDW ER 3: 
	AWW ER 3: 
	job description/title: 
	Union Y: Off
	Union N: Off
	Union name: 
	UI Y: Off
	UI N: Off
	explain UI: 
	exlain UI continued: 
	Received UI: 
	Received UI continued: 
	wages Y: Off
	wages N: Off
	WC Y: Off
	WC N: Off
	PFL Y: Off
	PFL N: Off
	no fault Y: Off
	no fault N: Off
	3rd P Y: Off
	3rd P N: Off
	SSD Y: Off
	SSD N: Off
	received: Off
	claimed: Off
	benefits received/claimed from: 
	claimed/rec'd from month: 
	claimed/rec'd from day: 
	claimed/rec'd from year: 
	claimed/rec'd to month: 
	claimed/rec'd to day: 
	claimed/rec'd to year: 
	rec'd disability Y: Off
	rec'd disability N: Off
	disability paid by (company name): 
	dbl paid from month: 
	dbl paid from day: 
	dbl paid from year: 
	dbl paid to month: 
	dbl paid to day: 
	dbl paid to year: 
	PFL Yes: Off
	PFL No: Off
	PFL paid by (company name): 
	PFL from month: 
	PFL from day: 
	PFL from year: 
	PFL to month: 
	PFL to day: 
	PFL to year: 
	rights Y: Off
	rights N: Off
	signature date: 
	authorized signatory: 
	authorized signatory address: 
	authorized signatory relationship to claimant: 
	form1[0]: 
	#subform[1]: 
	ClaimantsLastName2[0]: 


	Employee name: 
	SSN: 
	SSN1: 
	SSN2: 
	age: 
	job desc: 
	checkbox: Off
	untitled6: Off
	untitled7: Off
	untitled8: Off
	untitled9: Off
	untitled10: Off
	month: 
	day: 
	year: 
	RTW month: 
	RTW day: 
	RTW year: 
	DWC month: 
	DWC day: 
	DWC year: 
	Yes: Off
	No: Off
	wage continuace details: 
	Y: Off
	N: Off
	untitled26: Off
	untitled25: Off
	untitled24: Off
	untitled23: Off
	Union Name and Address: 
	week 1 paid date: 
	week 1 #days worked: 
	week 1 gross wages: 
	week 2 paid date: 
	week 2 #days worked: 
	week 2 gross wages: 
	week 3 paid date: 
	week 3 #days worked: 
	week 3 gross wages: 
	week 4 paid date: 
	week 4 #days worked: 
	week 4 gross wages: 
	week 5 paid date: 
	week 5 #days worked: 
	week 5 gross wages: 
	week 6 paid date: 
	week 6 #days worked: 
	week 6 gross wages: 
	week 7 paid date: 
	week 7 #days worked: 
	week 7 gross wages: 
	week 8 paid date: 
	week 8 #days worked: 
	week 8 gross wages: 
	Total 8 week wages prior to disability: 
	hire month: 
	hire day: 
	hire year: 
	FT: Off
	PT: Off
	m: Off
	tu: Off
	w: Off
	th: Off
	f: Off
	sa: Off
	su: Off
	yes ee's contribute: Off
	amount of contribution (either in dollars per pay period: 
	no ee's dont contribute: Off
	y: Off
	n: Off
	prior claim Y: Off
	prior claim n: Off
	dbmonthstart: 
	dbdaystart: 
	dbyearstart: 
	dbmonthend: 
	dbdayend: 
	dbyearend: 
	pflmonthstart: 
	pfldaystart: 
	pflyearstart: 
	pflmonthend: 
	pfldayend: 
	pflyearend: 
	UImonthend: 
	UIdayend: 
	UIyearend: 
	ld: Off
	lw: Off
	d: Off
	r: Off
	Description: 
	ER Business Name: 
	ER Business Address: 
	title: 
	month signed: 
	day signed: 
	year signed: 
	Policy #: 


