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THE PLAN
The IPM (Industrial, Production and Maintenance) Health and Welfare Plan (Plan) is designed to help with the cost for treatment of illness or injury for members and their families.

This booklet is not a contract and explains the major features of your coverage in plain language.

All of your rights and benefits will be determined solely by the Board of Trustees and the provisions of the formal Plan Policy.  In the event of a conflict between the Plan Policy and this Summary Plan Description (SPD), the Plan Policy will govern.  You should ask the Trust Office if you have any questions about your coverage, benefits or other provisions of the Plan.

The benefits provided under this Fund are made possible by monies received by the IPM Health and Welfare Trust as a result of the collective bargaining agreements negotiated between Local Unions and your Employers.

The monies received by the Fund and the benefits provided by the Plan are maintained and administered under the direction of the Board of Trustees.  Half of the Trustees are representatives appointed by the Union and half are appointed by the Employers.  The Trustees serve without pay as a service to the industry, the members, and dependents of the Plan.

In order for the Board of Trustees to maintain responsible control over the financial condition of the Trust, the Board must constantly monitor and control the level of benefits offered.  Therefore, the Board may, at any time, make changes in the type and amount of benefits provided under the Plan and in the eligibility requirements of the Plan.

Specific amounts of coverage and any additional benefits available to you may be found in the “Schedule of Benefits” booklet enclosed herewith.

IPM HEALTH & WELFARE TRUST OF CALIFORNIA
1168 E. LA CADENA DRIVE
RIVERSIDE CA  92507

TELEPHONE:  (951) 684-1791

FAX:   (951) 684-2321

www.ipmtrust.com

OFFICE HOURS: MONDAY THROUGH FRIDAY
8:00 AM to 4:00 PM

THE PLAN
FOR THE FOLLOWING SERVICES PLEASE CALL THE TRUST OFFICE:

· ELIGIBILITY AND BENEFITS
· THE NAME OF A PREFERRED DOCTOR  OR HOSPITAL IN YOUR AREA
· CLAIM  FORMS AND QUESTIONS ON CLAIMS
· COBRA CONTINUATION COVERAGE
TIME LIMIT TO FILE CLAIMS:
· CLAIMS SHOULD BE SUBMITTED BY YOU OR YOUR PROVIDER WITHIN 90 DAYS.

· CLAIMS SUBMITTED AFTER ONE YEAR WILL BE DENIED.
CLAIMS OUTSIDE THE UNITED STATES:
CLAIMS OUTSIDE THE UNITED STATES WILL BE COVERED ONLY FOR INITIAL EMERGENCY TREATMENT REQUIRED BEFORE THE CONDITION PERMITS THE TRANSFER OF TREATMENT TO PPO OR OTHER COVERED FACILITIES WITHIN THE UNITED STATES.

GRANDFATHERED STATUS.  
The IPM Trust has determined that all of its plans are “grandfathered” under The Patient Protection and Affordable Care Act (Affordable Care Act). In addition, IPM’s coverage meets the minimum value standards and is affordable.  As permitted by the Affordable Care Act, a grandfathered health plan can preserve basic health coverage that was already in effect when that law was enacted.

A grandfathered health plan may not include certain consumer protections of the Affordable Care Act that apply to non-grandfathered plans.  For example, a non-grandfathered plan is required to provide certain 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 a grandfathered health plan status can be directed to the IPM Administrative Office at 951-684-1791.

You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 

1-866-444-3272, or www.dol.gov/ebsa/health reform.  The website has a table summarizing which protections do and do not apply to grandfathered health plans.

HELP PROTECT YOUR BENEFITS
· Study your plan and understand your benefits, know what to expect.

· Do not insist on unnecessary care.

· Find out what the charges will be and assume a responsibility to keep claims reasonable.

· Use Preferred Provider Organization (PPO) providers where possible.  They will save you and the Plan money.

· Don’t be afraid to ask your physician why he/she has ordered particular services and whether there are alternatives that may be less expensive.

· Report any services not rendered immediately to the Trust Office.

MISREPRESENTATION

In the event that any person, member or dependent has made any misrepresentation, whether or not intentional, in connection with claims for benefits, the Board of Trustees reserves the right and authority to:

· Deny any pending claims;

· Impose restrictions to future benefits;

· Seek reimbursement for any benefits improperly paid.

WARNING
You must notify the Trust office of any change in marital status.  A DIVORCED SPOUSE IS NOT AN ELIGIBLE DEPENDENT.  You will be held personally liable in the event you fail to notify the Trust office of a change of marital status if a claim by your former spouse is mistakenly paid by the Trust.

The Trustees reserve full power and authority to:

· Establish rules and regulations governing the operation of the Plan;

· Establish eligibility requirements;

· Determine, increase, decrease, or eliminate the amount of benefits;

· Change eligibility and benefits at any time without prior notice.

Benefits are not insured by any contract of insurance and there is no liability on the Board of Trustees or any individual to provide payment over and beyond the amounts the Trust collected and are available for such purpose.

No assignment of any present or future right, interest, or benefit under this plan shall bind the Trust.

ELIGIBILITY- MEMBERS

All members are eligible for coverage when employed by a participating employer.

Coverage for the member will begin:

· The effective date set forth in the collective bargaining agreement that covers your employment.
· If hired prior to the 15th of any month,

The first day of the third month of employment.

· If hired after the 15th of any month,

The first day of the fourth month of employment.

Rehired Employees:  If an employee returns to work for a participating employer, by whom he

was employed, within six (6) months from the month he was terminated, a premium is required in the

month of rehire, with the employee regaining coverage on the first day of the calendar month following

the month he returns to work.
Special Enrollment Rights.  The collective bargaining agreement does not allow the member to decline enrollment for himself or his dependents (including his spouse) because of other health insurance coverage.  However, the law requires that all members be advised that the following special enrollment rights may apply.

If a member obtains employment with a new employer that offers a health plan, that the member declines because of other group coverage (for example, through the member’s spouse), the member may in the future be able to enroll himself and his dependents in his new employer’s plan if he loses the other group health coverage but only if the member requests enrollment within 30 days after the other coverage ends.  In addition, if he has a new dependent as a result of marriage, birth, adoption, or placement for adoption, the member may be able to enroll himself and his dependents, provided that he requests enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.  For further information on Special Enrollment Rights, call the Trust Office.
Coverage will Terminate:

· The end of the calendar month following the month of termination of employment  or last contribution is paid, unless a shorter period of coverage has been established in the Collective Bargaining Agreement between the Union/Trust and your employer;

· The date on which the employer ceases participation in the Trust;

· The date the plan terminates; or

· The date the member enters full time military service for 31 days or more.  Coverage will be reinstated upon his/her timely return to a participating employer, provided he/she meets eligibility criteria established under the Uniformed Services Employment and Reemployment Act (USERRA).

Dependents will include only:

· The member’s lawful spouse;

· The member’s child, stepchild or legally adopted child under 26 years of age;

· The member’s disabled child, disabled stepchild or disabled legally adopted child, 

         if the following criteria are met:


The disabled child must have been so disabled before age 19, and

      The disabled child must be enrolled prior to the age of 26, and

              The disabled child is chiefly dependent upon the member for support and maintenance and is totally
              prevented from earning a living because of mental or physical disability.
The disabled child age that is 26 or over who meets the first three criteria above, must be unmarried.

· Proof of disability and dependency is submitted within 31 days of termination of dependent coverage due to age, and thereafter at such times as requested by the Trust.

· Coverage for such disabled dependent will continue until the earliest of the date: he/she ceases to be eligible for reasons other than age; the date he/she ceases to be incapacitated; or the 31st day after the date the Trustees request additional proof of his/her incapacity if the member fails to furnish such proof. 

Coverage for dependents begins:

· On the date the member becomes eligible; or

· For individual adult children, when documents are received.
· When marriage certificate, birth certificates, adoption decrees, Qualified Medical Child Support Orders, enrollment forms, employer verification, etc. are received by the Trust.

· For adopted children, when placed in the member’s home and proof is provided.

Coverage will terminate on attainment of the earliest of:
· The member’s coverage terminates;

· The date the member’s employer ceases participation in the Plan;

· The child ceases to be a dependent;

· The adult child’s 26th birthday.

· The date of the member’s legal separation or divorce.
· The date the plan terminates

Foster Children/Guardianship.  Children for whom the member may be the legal guardian are not eligible as dependents under the plan.

Member/Dependent.  If any person is defined as a dependent child and is also eligible as a member, such person shall not be eligible as a dependent.

Husband/Wife.  If both husband and wife qualify as eligible members, benefit payments for expenses incurred by either husband or wife or their eligible dependents will in no event be more than the amount for which they would be covered if only one individual had coverage under this plan.

Coordination of Benefits.  Health coverage provided to children dependents will be coordinated with any coverage offered through the dependent’s other parent, spouse, or employer, if applicable. Please refer to the “Coordination of Benefits” section of this book.
Qualified Medical Child Support Orders (QMCSO): 

A QMCSO is a court order that requires an eligible member to provide medical coverage for his or her eligible child(ren) (called alternate recipients) in situations involving divorce, legal separation or a paternity dispute.  A QMCSO requires the Trust to cover an alternate recipient providing the order clearly identifies all of the following:

· The name and last known address of the participant

· The name and last known mailing address of each alternate recipient;

· A reasonable description of the type of coverage to be provided to the child;

· The period to which the order applies.

QMCSO rules do not override plan provisions.

Family & Medical Leave Act (FMLA).  The FMLA provides that in certain
situations employers with fifty (50) employees or more are required to grant leave to employees and that

in such situations the employer is required to continue medical coverage for the employees. The Trust will not determine whether or not an individual employee is entitled to leave with the employer-provided medical coverage under the FMLA.  Any dispute regarding entitlement to such leave must be resolved through the employer.
To the extent that employees are entitled to leave with employer provided medical coverage pursuant to FMLA, the Trust will proved continuing medical coverage so long as required monthly contributions are received from the participating employer.  Rights under this section are independent of participants’ rights under COBRA for rights to continuing medical care pursuant to any disability extension features with the plan.  A COBRA Qualifying Event may occur if the employee does not return to work at the end of FMLA leave or gives the employer definite notice that he does not intend to return to work.

DISABILITY
DEFINITION

Total Disabled Employee is defined as being continuously prevented from engaging in any occupation as a result of bodily injury or sickness for which you are qualified by reason of education, training, or experience, and you are not engaged in any occupation for wages or profit.

Totally Disabled Dependent.  A dependent will be considered totally disabled while, as a result of bodily injury or sickness, he/she is unable to engage in regular and customary activities as a like person of the same age and sex in good health, and is not engaged in any occupation for wages or profit. 

BENEFIT

You will have coverage for each month for the specific sickness or injury causing your disability and your physician certifies the disability, or by providing periodic copies of state disability check or payment stubs
If you are totally disabled due to an injury or illness not related to your work (workers’ compensation), the Trust will provide you with coverage for the disabling condition only, at no cost to you, up to 12 months.

You will have coverage for each month for the specific sickness or injury causing your disability and your physician certifies the disability, or by providing periodic copies of state disability check or payment stubs.
EXCLUSIONS

This provision does not cover any other medical condition or any other family member.

No other benefits will be continued while on total disability, including Death, Accidental Death and Dismemberment Benefits.

TERMINATION OF DISABILITY COVERAGE.

This benefit will be terminated at the earliest of:

· The date the total disability ceases; 

· The date on which the member or dependent  becomes covered under another group policy, or any other medical benefit covering that condition; 

· The end of a 12-month period following the date of disability.

DISABILITY and COBRA

If you choose to receive this benefit for your disability and elect COBRA for full medical coverage for you and your dependents, you will not be entitled to elect COBRA upon the termination of this benefit.

However, if you choose to receive this benefit for your disability, but do not elect COBRA for full medical coverage for you and your dependents within the applicable period, you will be entitled to elect COBRA for the remaining months depending on the type of qualifying event that triggered the loss of coverage. 

COBRA

Remember that if you want complete medical coverage for you and/or your dependents when you are disabled, you must elect COBRA.  Please refer to the COBRA Continuation Coverage section of this book.

COBRA CONTINUATION COVERAGE

COBRA Continuation Coverage.  Under Federal law, known as the Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985, you have a right to continue your health care coverage in the Plan. In addition, other health coverage alternatives may be available to you through the Health Insurance Marketplace.
You and each of your dependents, if any, may have a right to continue your benefits by paying for them yourself to the IPM Health and Welfare Trust of California.

Qualifying Event.  COBRA Continuation Coverage is available to those who lose Plan eligibility because of any of the following qualifying events:

· Termination of coverage due to termination of employment or reduction of hours (except, if terminated for gross misconduct);

· The member’s death;

· Divorce or Legal separation;

· A child losing dependent status;

· The member becoming entitled to Medicare (Part A, Part B, or both).

Notice of Status Change.  In the event of a divorce, legal separation or a dependent child ceasing to be a dependent child, written notice must be given to the Trust Office by the covered member or dependent within 60 days of the qualifying event, or the date that the covered person would lose coverage.  If notice is not given in a timely manner, the right to COBRA continuation coverage will be lost.

Type of COBRA Benefits.  COBRA Continuation Coverage is available for all current health benefits under the plan that you or your dependents were receiving prior to the qualifying event, but does not include Death or Accidental Death and Dismemberment Benefits.  You and your dependents may elect coverage for either:

· FULL benefits – medical and, if applicable, dental, vision and prescription drugs;

· CORE benefits - medical and, if applicable, prescription drugs only.

You, your spouse, and/or dependent children may each independently elect COBRA Continuation Coverage and make the required self-payment for the continuation under the previously covered plan.
Total Disability and COBRA Continuation Coverage.  If you are totally disabled due to an injury or illness not related to your employment (workers’ compensation) at the time you elect COBRA, the Trust will allow you to pay for COBRA at a discounted rate up to twelve (12) months (see page 8) by discounting your COBRA payment.  You will be responsible to pay for the discounted COBRA premium.  

This discount will be extended to the earliest of:

· The date the total disability ceases;

· The date on which the member becomes covered under another group policy, or any other medical benefit covering that condition;

· The end of a 12-month period following the date on which the last employer contribution for the member was made.

Death, Accidental Death and Dismemberment Benefits are not extended in cases of Total Disability or under COBRA Continuation Coverage.

Election Period.  Under the law, you must inform the Trust Office that you want COBRA within 60 days of the date that:

· You would lose coverage because of a qualifying event;

· The Trust Office notifies you of your right to elect COBRA coverage.

If you do not choose COBRA coverage within a 60-day period from the qualifying event date, your group health coverage will end and you will not be able to elect COBRA coverage.

Length of COBRA Coverage.  If you make timely monthly payments in the amount required, and comply with the Plan requirements, COBRA coverage will be available for 18 to 36 months based upon the reason for termination of plan coverage.

QUALIFYING EVENT                         QUALIFIED BENEFICIARIES                MAXIMUM PERIOD OF
                                                                                                                        CONTINUATION COVERAGE

FIRST QUALIFLYING EVENT          
Termination (for reason other              Employee                                           18 months

than gross misconduct), or                  Spouse                                               19 months with SSA disability

reduction in hours of employment       Dependent Child           

SECOND QUALIFLYING EVENT                    

Employee enrollment in Medicare        Spouse                                               36 months

                                                           Dependent Child

Divorce or legal separation                   Spouse                                              36 months

                                                            Dependent Child

Death of Employee                              Spouse                                               36 months

                                                            Dependent Child

Loss of “dependent child” or                Spouse                                               36 months 

dependent status under the plan        Dependent Child

Extension of COBRA Coverage.  COBRA coverage can be extended from 18 months to a total of 29 months for the member or dependent, if the member or dependent was totally disabled as determined by the Social Security Administration (SSA), prior to the time COBRA eligibility was lost.  There will be an increase in the monthly premium for this extended period.  To qualify for the disability extension, you must notify the Trust Office in writing of the Social Security Administration’s disability determination within 60 days of the determination and before the initial 18 months of continuation coverage expires.

Notice that Qualified Beneficiary is no Longer Disabled.  A beneficiary whose maximum period of continuation is being extended from 18 to 29 months must notify the Trust in writing within 30 days after any final determination has been made by the Social Security Administration that the qualified beneficiary is no longer disabled.

Cost of COBRA Coverage.  As the premiums are computed on an annual basis, you should contact the Trust Office for the current monthly rates.

COBRA CONTINUATION COVERAGE

COBRA Payments.  Your initial payment for COBRA coverage needs to include all retroactive contributions as noted on the COBRA Election Form.  Your first contribution(s) will be due no later than 45 days after election.

Each payment thereafter should be made by the 1st day of each month, but no later than the 15th day of each month preceding the month of coverage.

NO BILLINGS WILL BE MAILED BY THE TRUST.

IT IS YOUR RESPONSIBILITY TO MAKE THE PAYMENTS.
If a payment is not received by the Trust on or before the 15th day of the month, you, and your dependents if applicable, will no longer be enrolled in the COBRA coverage program.  It is your responsibility to make each monthly payment in a timely manner.

ONCE CANCELED, COBRA CANNOT BE REINSTATED.
All payments can be paid by cashier’s check, money order or personal check.  Should a personal check be returned without payment, it must be immediately replaced with a cashier’s check or coverage will be canceled.  All future payments will need to be cashier’s checks, unless the bank notifies the Trust that it was the bank’s error in returning the check.  

Displaced Members.  If your job has been affected because of trade related reasons, contact the trust for details.


Termination of COBRA Coverage.  Coverage will terminate for any of the following reasons:

· The premium for your COBRA Continuation Coverage is not paid in accordance with the Trust provisions;

· You first become covered under another group health plan.  However, if the new group plan provides lesser benefits, you may keep COBRA coverage until the allowable period expires.;

· You first become entitled to Medicare (Part A, Part B, or both);

· You were divorced from a covered member and subsequently remarry and are covered under your new spouse’s group health plan.  However, if the new group plan provides lesser benefits, you may keep COBRA coverage until the allowable period expires;

· The COBRA allowable coverage period has expired;

· If a particular benefit(s) offered by the Trust is discontinued, you will no longer be eligible under COBRA for that benefit(s) effective the day of benefit termination;

· The Trust’s Health & Welfare plan is discontinued;

· The employer changes group health plans.  The later of the date by which the member’s employer no longer participates in the plan, and by which the member is enrolled in his employer’s group health plan, which is made available to the same class of members that he belonged to and that were formerly covered under this plan.  The member and his employer must exert their best efforts to be enrolled in this other group health coverage.

· The employer ceases to provide any group health plan for its employees.

If you die while covered hereunder, your beneficiary will be paid the amount shown in the Schedule of Benefits.

Beneficiary.  If you do not select a beneficiary or if your beneficiary does not out-live you, successive preference beneficiaries will be:

· Spouse;

· Children, including legally adopted children;

· Parents;

· Brothers and sisters;

· Executor or administrator.

If two or more persons are entitled to benefits, they will share equally, unless you designate otherwise.

Change of Beneficiaries.  You may change your beneficiary:

· At any time;

· By completing a new enrollment form; and

· Without consent of your beneficiary (unless your current beneficiary is your spouse, then he or she has to sign off on the change).

The change will become effective as of the date you signed the notice, provided benefits have not already been paid.

Filing Period.  A claim for benefits must be filed within 90 days of the date of loss.

Minor Beneficiary.  Any benefits payable to a minor may be paid to the legally appointed guardian or adult who, in the Trust’s opinion, assumed custody and principal support of such minor.

Death, Accidental Death and Dismemberment Benefits are not extended in cases of Total Disability or under COBRA Continuation Coverage.

If a covered dependent dies while eligible hereunder, this benefit will pay the applicable amount specified in the Schedule of Benefits.

Beneficiary.  Benefits shall be paid to the surviving person or persons in the following order:

· The member;

· The member’s spouse, if living;

· The member’s children, including legally adopted children;

· The member’s estate.

If two or more persons are entitled to benefits, they will share equally.

Filing Period.  A claim for benefits must be filed within 90 days of the date of loss.

Minor Beneficiary.  Any benefits payable to a minor may be paid to the legally appointed guardian or adult who, in the Trust’s opinion, assumed custody and principal support of such minor.

Death, Accidental Death and Dismemberment Benefits are not extended in cases of Total Disability or under COBRA Continuation Coverage.

The amount indicated in the Schedule of Benefits will be paid for losses which occur within 90 days as a result of accidental, non-occupational, bodily injury; and independent of all other causes;

For the loss of:
· Life (in addition to the amount of Death Benefit);

· Both hands;

· Both feet;

· Both eyes;

· Or any two of these members.  The Trust will pay either the Accidental Death Benefit or the Dismemberment Benefit but not both for any single accident.

One-half the above amount will be paid for the loss of:
· One hand;

· One foot;

· Sight of one eye.

Filing Period.  To be eligible for payment, a claim for benefits must be filed within 90 days of the date of loss.

No payment will be made for losses that occur as a result of:
· Insurrection or participation in a riot;

· War, whether declared or undeclared;

· Occupational accidents;

· Travel or flight as a pilot or crew member; 

· Travel or flight in any aircraft owned, operated or leased by the employer or affiliated sub-group;

· Bacterial infection;

· Bodily or mental infirmity;

· Commission of, or attempt to commit an assault or felony;

· Disease of any kind;

· Drug or substance abuse;

· Intentionally self-inflicted injury or illness;

· Medical or surgical treatment.

The Trust has established a comprehensive provider network designed to reduce your out-of-pocket expenses for Physician and Hospital services.

Your use of Preferred Providers reduces costs for both you and the Trust.  Using both Preferred Providers and Contract Hospitals produces significant savings.  These savings also help us in our continuing efforts to offer you comprehensive benefits. 

When you select a preferred provider you save money because preferred providers offer their services at discounted rates. These rates protect both you and the Trust from excessive charges.

NOTE:  Your doctor may assist you, but it is YOUR responsibility to be sure that all services are with PPO doctors and facilities.

The percentage listed for Non-PPO is of Usual, Customary, and Reasonable (UCR) charges, NOT NECESSARILY THE AMOUNT YOU ARE BILLED. 
The percentage listed for PPO is of the contract rate, which is much less, and therefore your savings could be substantial.

EXAMPLE:

	
	



PPO
	



Non-PPO

	Hospital cost:
	



$  45,000.00 
	



$  45,000.00

	Contract discount
	



35,000.00 
	



0.00

	UCR non-allowable
	




0.00
	




20,000.00

	
	
	

	IPM Allowable:
	



$  10,000.00
	



$  25,000.00

	IPM Payable:
	



90%  =
 9,000.00
	



75%  =
18,750.00

	
	
	

	Total Charges:
	per contract
$  10,000.00 
	



$  45,000.00

	Trust Pays:
	 



 
$  9,000.00 
	
 
 

$  18,750.00

	MEMBER BALANCE:
	




$    1,000.00
	

 
$  26,250.00


REMEMBER, EACH TIME YOU USE 
A PREFERRED PROVIDER
YOU SAVE MONEY

Alcohol Benefit.
A special program has been developed to recognize medical claims as a result of alcoholism. 

Requirements.

If  Alcoholism Treatment is to be eligible for reimbursement, all proposed treatment as the result of the same diagnosis, including examination, x-rays, treatment or any complication arising during such treatment, shall be submitted to the Trust for pre-authorization before the commencement of such course of treatment and the following conditions MUST be met.

· Only alcoholic rehabilitation treatment is covered.

· Admission as an inpatient or on an outpatient basis in a State of California approved program or a program approved by the Trust.
· Reasonable charges will be recognized as for any medical treatment of like kind or severity under the Medical portion of the plan.

· Treatment under this Alcohol Abuse Benefit must be prescribed by a licensed doctor, M.D. or D.O. acting within the scope of such doctor’s license.

· All other terms and conditions of the plan including eligibility and benefit limitations and exclusions shall continue to apply.
· Percentage payable of all reasonable and customary charges will be as listed in the Schedule of Benefits.

Note:  This Plan does not cover or provide benefits for treatment of substance abuse.
MEDICAL PROVISIONS

Medical Benefits provide payment at the applicable percentage of eligible charges that are:

· In excess of the applicable co-payment;

· Usual, Customary & Reasonable charges as established by the Trustees or PPO contracted rates.

Co-payments for medical services are summarized in the Schedule of Benefits.

The following is a listing of medical coverage with applicable limitations.  Any service not listed is not a covered plan benefit.

Abortion is a plan benefit only for a female member or member’s spouse (who is a plan dependent). 

Dependent children are not covered.
Acupuncture. When rendered by a licensed therapist or medical doctor within the preferred provider (PPO) network, Acupuncture therapy will be allowable up to the maximum number of visits per fiscal year specified in the Schedule of Benefits.

Allergy Treatment.  For desensitizing, immunizations or treatment of allergic conditions, the following benefits will be provided:

· Initial Exam – the PPO contracted rate or the Usual, Customary and Reasonable charges will be used to determine payment.

· Diagnostic Testing - All diagnostic testing, including but not limited to Bronchodilator, Hearing test, Ultrasound, etc., is reimbursable only if the diagnosis warrants testing, reports are submitted and treatment is pre-authorized and granted by the Trust office.

· Allergy Testing - The maximum allowed for all tests is 150 scratch tests per fiscal year.

· Injections/Treatment - If more than one injection of serum is made in one day, only the first injection is reimbursable.

· Antigen Supply - Reimbursement of antigens will be allowed each 6-month period.

Reimbursement will only be made for the medical part of tests, no other charges such as administrative, processing, handling, etc. will be allowed for allergen supply or injections.

Ambulance will be covered when used to transport an individual from the place where injured or stricken by a disease to the first available hospital for emergency treatment.  The trip must be medically necessary and not for the convenience of the patient.

Ground Transportation between hospitals, to a facility capable of handling the condition, or to a contract facility, will be allowed for one trip, one way, not to exceed Usual, Customary and Reasonable rates.  Transportation for convenience is not covered.

Ambulatory Surgical Center may be covered if the facility meets the criteria established by the Trust.  Contact the Trust Office for complete details.

Anesthesia will be covered for any surgical procedure for which anesthesia is required, when rendered by an M.D. or C.R.N.A.

Artificial Limbs & Eyes will be payable only if such artificial limbs and eyes replace natural limbs and eyes that are lost while covered under the plan.

Burn Treatment prescribed by a physician and rendered by a physician or registered physical therapist will be allowable up to the maximum number of visits per fiscal year as specified in the Schedule of Benefits.

Cardiac Rehabilitation prescribed by a physician, approved by the Trust’s medical consultant, and rendered by a physician or registered physical therapist, will be allowable on an outpatient basis, up to the maximum number of visits per fiscal year as specified in the Schedule of Benefits.

Chiropractic Care.  Allowable services:

· Maximum number of visits per fiscal year as specified in the Schedule of Benefits will be allowed each fiscal year.

· Initial exam only, additional exams are not covered.

· Treatment/Adjustments, one modality allowable per visit.

· Initial X-rays are allowed, pre-authorization is required on additional X-rays.

· No other services (i.e. Physical Therapy) rendered by a chiropractor are covered.

Circumcision is a covered procedure.

Cosmetic, Plastic or Reconstructive Surgery will be covered only if the expenses incurred are within two years for the prompt repair of a non-occupational, accidental bodily injury.  No other expenses for cosmetic, plastic or reconstructive surgery, including internal or external procedures or complications from such procedures, are included as benefits under this plan, except for reconstructive surgery after a mastectomy has been performed (see “Mastectomy” in this Description of Coverage section). 

Dental/Oral Surgery.  Eligible participants are covered for damage to natural teeth due to a non-occupational, accidental injury.  Treatment will be covered for up to 2 years from the date of the injury provided the participant maintains eligibility. 

Diabetic Instruction may be covered if the program meets the criteria established by the Trust.  Contact the Trust Office for complete details.  

Dialysis, End Stage Renal Disease and Kidney.  Contact the Trust Office for network providers and help understanding benefits.  Also, please notify Medicare.  If you or one of your dependents is diagnosed with Kidney Failure or End Stage Renal Disease, you may qualify for Medicare coverage regardless of your or your dependent’s age.  Once your dialysis is started, you or your dependent should immediately apply for Medicare coverage.  Medicare may be able to assist you with co-payments, prescription cost and items that may not be covered through your IPM Plan.
Durable Medical Equipment.  Pre-authorization is recommended.  A prescription and written report from the physician indicating the medical necessity for the item should be sent to the Trust for pre-authorization and approval.  The patient must be eligible at time of rental or purchase.  Rental or purchase of any item may not be covered unless the item has been approved by the Trust in advance.  The total rental allowance cannot exceed the purchase price.  Purchase is allowable only if the rental would exceed the purchase price.

Medically necessary equipment such as hospital beds and wheelchairs may be covered but only up to the allowance of a standard bed or wheelchair – non-electric.  Convenience items such as over-the-bed tables, etc., are not covered.  Repair or replacement items are not covered.

Not all equipment will be authorized, even though prescribed by a physician, such as back-swing devices, etc.

Emergency admissions do not require prior authorization.  However, the Trust’s utilization review organization MUST be contacted within 72 hours of the admission.  The number is listed in the front of the Schedule of Benefits.

Emergency Room Care.  Emergency room use for “non-emergencies” as determined by the Trust Medical Consultant will be subject to a co-payment, per visit, as specified in the Schedule of Benefits.

Genetic Testing.  When medically necessary and prescribed by a physician, the maximum number of visits per fiscal year per individual, for genetic testing, treatment and medication, is stated in the Schedule of Benefits

Growth Hormone.  Testing and treatment must be pre-authorized.  If approved, the 
maximum number of visits per fiscal year for all services is as stated in the Schedule of Benefits.
Home Health Care, to alleviate hospital stays, is available upon pre-authorization from the Trust.  If you feel that you or your dependents can be taken care of at home, rather than stay in a hospital, advise your doctor to contact the Trust Administration Office for determination of the length and type of home health care available.  
In cases where 24 hour nursing care is required, benefits will be allowed at no more than 8 hours for a Registered Nurse (RN) and 16 hours for a Licensed Vocational Nurse (LVN), per day, for a maximum of 30 days.

Hospice Care shall mean a formal program directed by a physician to help care for a terminally ill person.  Contact the Trust Office for complete details.

Acute Hospital Benefits- An Acute hospital shall be any institution that meets all the requirements listed below:

· Is certified and licensed to meet the criteria of an Acute Inpatient Hospital.

· Has permanent, full time facilities for bed care of five or more resident patients;

· Has a staff of one or more licensed physicians present at all times;

· Provides 24-hour services of graduate registered nurses;

· Primarily provides diagnostic and therapeutic facilities for the medical and surgical care of patients;

· Has an Emergency Room and Critical Care Facilities

· Is not a rest home, nursing home, convalescent home, residential care facility or custodial care facility (i.e., for assistance in dressing, feeding, supervision of medications, etc.,) where one no longer needs the services of a Registered Nurse; is not a place for the aged or for alcoholics or drug addicts.

All hospital stays require pre-certification.  Physicians must call the Trust’s utilization review organization before any scheduled admission, or within 24 hours of any emergency admission.  The number is listed in the 
front of this booklet.
Emergency admissions do not require prior authorization.  However, the Trust’s utilization review organization MUST be contacted within 72 hours of the admission.  The number is listed in the front of this booklet.
Hospital - Contract.  In another cost containment effort, the Trust has entered into contracts with some of the finest hospitals in California to provide medical care and treatment at preferred rates.  The hospitals selected are among those most frequently used by participants.

A current listing of hospitals under contract is located online @ www.Anthem.com..  The listing will be updated periodically, therefore, it is important that you contact the Trust Office at the number listed in the front of this booklet or check the website of the PPO network listed in the Quick Reference in the front of this booklet, prior to hospital admission to make certain that the hospital you select is a contracting hospital and has not been dropped from the network.
If you use a contracting hospital, the plan will pay the percentage stated in the Schedule of Benefits for covered hospital charges incurred at any contracting hospital.  This higher percentage may not apply to the emergency room, laboratory, pathology or anesthesiology billings not subject to the contract provisions.  Such services shall be paid at the reduced percentage rate stated in the Schedule of Benefits.

 Acute Inpatient Rehabilitation Hospital –PPO only.  To alleviate additional days at an Acute Care Hospital, the Trust may as an option provided coverage in an Acute Inpatient Rehabilitation Hospital for a maximum of thirty (30) days if the following conditions are met:

· Is an inpatient hospital for the rehabilitation of conditions including but not necessarily limited to significant functional disabilities associated with stroke, pulmonary disease, spinal cord injuries, major trauma or burns.

· Must be preceded by at least three consecutive days of acute hospital confinement.

· Must be Pre-authorized prior to admission, and will only be authorized for a maximum of thirty (30) days.

· Must be Pre-certified by the Trust UR provider, and be medically necessary.
· Is a contracted facility, all services must be provided by a contracted provider, no benefits will be paid to a non-contracted facility or provider.

· Is licensed and meets the criteria of an Acute Inpatient Rehabilitation Hospital.

Long-Term Acute Care Hospital-PPO only.  To alleviate additional days at an acute care hospital, the Trust may as an option provide coverage in a Long-Term Acute Care Hospital for a maximum of thirty (30) days provided the following conditions are met:
· Is an inpatient hospital for the treatment of medically complex patients who require an extended stay in a hospital type setting, conditions that may require long term acute care but not necessarily limited to: cardiac care, respiratory failure, ventilator dependency or weaning multiple IV medications or transfusions, cancer or would care.

· Must be preceded by at least three consecutive days of acute hospital confinement.

· Must be Pre-authorized prior to admission, and will only be authorized for a maximum of thirty (30) days.
· Must be Pre-Certified by the Trust UR provider, and be medically necessary.
· Is a contracted facility, all services must be provided by a contracted provider, no benefits will be paid to a non-contracted facility or provider.

· Is licensed and meets the criteria of a Long-Term Acute Hospital

Hospital – Convalescent or Skilled Nursing Facility.  Convalescent hospital care may be covered if:

· Preceded by at least  three consecutive days of acute hospital confinement, and if:

· The convalescent confinement commences within seven days after acute hospital confinement;

· The convalescent facility is certified by appropriate authorities;

· The person remains under the continuous care of the physician;

· Maximum days of confinement for any one period will be 60 days; Is not a rest home, nursing home, convalescent home, residential care facility or custodial care facility (i.e., for assistance in dressing, feeding, supervision of medications, etc.,) where one no longer needs the services of a Registered Nurse; is not a place for the aged or for alcoholics or drug addicts.

Laboratory Services will be covered when medically necessary to diagnose or treat covered injuries or sickness.  Expenses incurred for injury to natural teeth as a result of an accident will be considered under the dental plan, if applicable.

Mastectomy.  In accordance with the Women’s Health and Cancer Rights Act, the plan will provide coverage for mastectomy related services, including all stages of surgery and reconstruction to achieve symmetry between the breasts; prostheses, and complications resulting from a mastectomy, including lymphedema.  For more information, call your Trust Office at the number printed in the front of this book.

Maternity Benefit for a female member or member’s spouse (who is a plan dependent) will be on the same basis as any sickness provided the individual is eligible for benefits at the TERMINATION of pregnancy.

Birthing Centers will be covered for reasonable expenses if they meet all the following requirements:

· A fully equipped center;

· Located near a hospital;

· A doctor (M.D. or D.O.) must be in attendance or the facility must be under the supervision of a qualified doctor.

Mothers and Newborn Infants hospital stays.  Newborn Nursery Care is not a plan benefit, unless it is at a contracting hospital.

Hospital stays for Mothers and newborn(s) will be allowed for the following length of time:


Normal delivery
48 hours


Caesarian delivery
96 hours

An earlier discharge may be issued by the physician attending the mother of the newborn, if such physician does so in consultation with the mother.

Newborn Infants.  Eligible charges will be covered, at the rate listed in the Schedule of Benefits.

If sufficient care cannot be received at the initial hospital, ground ambulance transportation to another hospital will be covered one time for the newborn infant.

Organ Transplants, subject to consideration and referral to a participating Organ Transplant center. It must be pre-authorized by the Trust and pre-certified by the Trust UR provider, will be covered for the following organs only:

· Skin grafts;

· Cornea transplants;

· Kidney transplants.  

No other organs are covered by the plan.

Kidney and cornea transplants will be covered for:

· The eligible member or dependent;

· The medical expenses of the donor. 

The cost of surgery for the member to be a donor for another party will not be covered.

Deductible for Kidney Transplant.  Failure to pre-authorize a kidney transplant procedure will result in a $5,000 deductible being applied to all covered expenses incurred as a result of the transplant.  This deductible is in addition to any other plan deductible and co-payment requirements that would normally be applicable to the transplant procedure.

Physical Therapy, prescribed by a physician and rendered by a physician or registered physical therapist, will be allowable up to the  maximum number of visits per fiscal year as specified in the Schedule of Benefits.

Benefits are not provided for any other type of therapy, such as but not limited to: occupational therapy; rehabilitation therapy; educational therapy; physical educational therapy, or diversional therapy.

Podiatry Services.  Surgery and orthotics must be pre-authorized by IPM Trust.  Routine foot care is not a covered expense.

Preventive Services – PPO Providers Only.  Subject to the exclusions of the plan, limited preventive services will be covered up to the maximum number of visits per fiscal year as specified in the Schedule of Benefits.

Child Preventive Services – PPO Providers Only.  Subject to the exclusions of the plan, immunizations and other limited preventive services will be covered for children up to the age of 7.  The maximum allowance for this benefit is specified in the Schedule of Benefits.

Psychotherapy and Psychometric Testing is covered.  Services must be rendered by a psychiatrist (M.D.), or licensed psychologist (Ph.D.).  Services rendered by social workers or marriage, family, child counselors are not covered.

Reattachment of a patient’s own appendage(s) is covered.

Sleep Therapy-PPO only.  Sleep therapy is a limited benefit that must be pre-authorized by the Trust.  If authorized by the Trust; it may cover only an initial take home sleep study if deemed medically necessary by a contracted provider.  Any sleep therapy equipment that may be authorized by the Trust must be purchased through a contracted provider.

Specialty Drugs. All Specialty medications require Pre-Authorization by the Trust and have a maximum benefit of thirty (30) days. Specialty Drugs are prescription medications that require special handling, administration and monitoring.  They are used to treat complex, chronic and costly conditions.  
Speech Therapy, prescribed by a physician and rendered by a physician or registered physical therapist, to restore speech that has been lost due to illness or accident (i.e. stroke) while eligible, will be allowed up to the  maximum number of visits per fiscal year as specified in the Schedule of Benefits.

Sterilization Procedures are covered for members and their spouses only.

Surgical Benefits.  When you or your dependent has incurred eligible charges for a surgical procedure, the Trust shall pay up to the applicable PPO percentage or the UCR amount for such procedure, provided:

· The procedure is performed by a legally qualified surgeon; and

· The procedure is “Medically Necessary,” as defined;

· Assistant Surgeon benefits shall be payable only if the procedure requires an assistant surgeon.

All Surgery (Inpatient and Outpatient) and Home/Nursing Care should be pre-authorized.  For pre-authorization and eligibility, please call IPM Health & Welfare Trust at the number listed in the front of this booklet.

All Inpatient Surgery requires pre-certification.  Physicians must call the Trust’s utilization review organization before any scheduled admission, or within 24 hours of any emergency admission.  The number is listed in the front of this booklet.

Second Surgical Opinion.  A second opinion should be sought (from an independent physician - not one your physician may suggest, or one who will participate in the surgery) when your physician recommends that you or your dependent should have surgery.  You may be able to treat the condition by a method other than surgery.  You also have added assurance if both physicians recommend the same treatment, whether or not you have the surgery.

Varicose Veins.  Treatment of varicose veins may be covered if the treatment meets the criteria established by the Trust.  All testing and treatment must be pre-authorized.
X-Ray services will be covered when medically necessary to diagnose or treat covered injuries or sickness.

Claim Adjudication Provisions:

The Trust reserves the right to limit or deny payment for any service or procedure on the basis of frequency or medical necessity as determined by the Trust’s Medical Review Consultant.

The Trust also reserves the right to request support documentation deemed necessary for the claims adjudication process.  This documentation includes, but is not limited to, radiology reports, operative reports, pathology reports, chart notes, consultation reports, emergency room reports, discharge summaries, itemizations of charges, letters of medical necessity, doctors’ orders and/or prescription for equipment/services.  Information contained in the above documentation may be used to determine services to be cosmetic, duplicated, experimental or medically unnecessary and not covered by the plan as defined, or not covered in connection with any of the items contained in this section.  For the purpose of eliminating overcharges and duplicate billings, charges may be bundled or unbundled in accordance with procedure code definitions and groupings, i.e., laboratory panels, as outlined in various publications and literature.

EXCLUSIONS - THE FOLLOWING SERVICES ARE NOT COVERED PLAN BENEFITS
Administrative Services for Injectables.  With the exception of chemotherapeutic agents and IV therapy, the plan does not cover administrative charges for injections performed in a physician’s office, i.e. intramuscular therapeutic drugs, antibiotics, etc.

Alcoholism.   Alcoholism may be covered as stated under the Alcohol Abuse Benefit section in this Summary Plan Description.

Assistant and Second Assistant Surgeon benefits are only covered if the surgical procedure requires such assistance.

Assault.  The plan does not provide benefits for the treatment of injuries resulting from an attempt to commit an assault or felony, or any other misconduct or unlawful activity, unless it is shown to the satisfaction of the Trustees that the claimant was not the aggressor or the instigator.  Police reports will be required for all claims resulting from assaults, fights, altercations, etc.

Bone Marrow Transplant (auto PSC/allogeneic, related or unrelated) is not a covered benefit.

Charges in Excess of Usual, Customary and Reasonable.  The plan does not provide benefits beyond the Usual, Customary and Reasonable allowance, as established by the Board of Trustees, for covered services and procedures performed by a non-contracting physician or facility. 

Child Preventive Services performed by a non-PPO provider are not covered.

Claim Filing.  Claims should be submitted within 90 days of the date of service.  All claims received beyond one year from the date of service will be denied.

Cosmetic, Plastic or Reconstructive Surgery.  No expenses for cosmetic, plastic or reconstructive surgery, including internal or external procedures or complications from such procedures, are included as benefits under this plan, except as specifically stated in the Description of Coverage section of this booklet.

Court Ordered Treatment.  The plan does not provide benefits for court ordered treatment or therapy. To the extent, a QMSCO (Qualified Medical Child Support Order) is issued, that does not constitute “Court Ordered Treatment.”  Treatment not covered by the plan will not be covered under a QMCSO or other court order.

Custodial/Maintenance Care.  Room and board, services, supplies, and treatment incurred in connection with custodial/maintenance care.  The term “custodial/maintenance care” refers to that type of service designed essentially to assist the member or his dependents, whether disabled or not, in meeting the activities of daily living.  This includes services that constitute personal care such as help in walking and getting in or out of bed, assistance in bathing, dressing, feeding, and using the toilet, preparation of special diets and supervision over medication.  Such services and supplies are considered to be custodial care whenever and wherever furnished without respect to the practitioner or provider by whom or by which they are prescribed, recommended, or performed.

The Plan does not provide benefits for expenses incurred while in a private or state facility, residential, nursing, or custodial care facility, place for the aged, for alcoholics or drug addicts.   
Developmental Learning is not a covered benefit.

Drug Abuse.  The plan does not provide benefits for any expense incurred as a result of drug abuse.  In the case of alcohol, see the Alcohol Abuse Benefit section of this booklet.

Duplicate Services.  When services are rendered and billed to the Trust, the same services will not be reimbursable, whether provided by a different physician or not (except for second surgical opinions), for a period of three (3) months from the date of the original service, unless approved by the Trust Medical Consultant.

Duplication of X-Rays is not a covered expense.

Educational Therapy.  The plan does not provide benefits for educational therapy.

Emergency Medical Service (EMS).  Ambulance telephone communications with a hospital while the patient is en route is considered by this Trust as being “Case Management” which is not a covered benefit.

Experimental or Investigational Services.  The plan does not provide benefits for any experimental, investigational, or other procedure limited by the plan, whether or not it is specifically listed in this booklet.

Eye Glasses  are not a covered benefit under the medical portion of any plan.

Family Members.  The plan does not provide benefits for services rendered by a close relative of the member or dependent.  The term “close relative” is intended to include, but is not limited to, the spouse, son, daughter, parent, brother, sister, brother-in-law or sister-in-law.

Group Health Plans.  The plan does not provide benefits for any benefit or service provided for the covered individual under any other group insurance plan, except as provided in the Coordination of Benefits section of this booklet.

Hearing Aids.  The plan does not provide benefits for hearing aids or devices.

Immunizations administered by a non-PPO provider are not covered.

Impotence.  The plan does not provide benefits for treatment for impotence, including injections, implant devices and/or medications.

Incarceration.  The plan does not provide benefits for the treatment of injury or illness while confined in a public or private institution.

Ineligible Providers.  Should the IPM Trust determine a provider to be ineligible, no benefits will be payable to such provider.

Infertility.  The plan does not provide benefits for infertility, including artificial insemination, in-vitro fertilization, or other methods of artificial conception, fertility drugs or services to reverse voluntary or surgically induced infertility.

Insurrection, War or Riot.  The plan does not cover injuries resulting from insurrection, war (whether declared or undeclared), or participation in a riot.

Jurisdiction Laws.  No benefits are payable under this plan to the extent that the provision of such benefit is prohibited by any applicable law of the jurisdiction in which the individual resides at the time the claim is incurred.

Light Therapy.  The plan does not cover ultraviolet or laser treatment, such as actinotherapy or U/V therapy, as a course of treatment for skin disorders.
Luxury, Exercise or Convenience Items.  Luxury, exercise, personal convenience or non-medically necessary items for treatment, regardless of their therapeutic value or who prescribes them, are not covered by the plan.  Examples include, but are not limited to, swimming pools, air conditioning, Jacuzzi, health club membership, and massages.

Medical-Legal Services are not covered for any medical service or charges primarily relating to medical-legal services to be used for any claim or demand for benefits.

Medicare Benefits.  Benefits are reduced by any benefits to which you are entitled under Medicare, except for participants whose Medicare benefits are secondary by law.

Mileage charges by a physician or for a member or dependent to receive care are not covered.

Miscellaneous Supply and Material Codes.  Miscellaneous billing codes (e.g. 99070) must be defined or itemized.  Unsupported miscellaneous procedure codes for supplies or materials will not be covered.

No Coverage.  Charges that would not have been made if no coverage existed, or for which no individual is legally obligated to pay.

Non-Charged Services.  Services rendered without charge to the individual are not covered.

Non-Medical Charges.  Any non-medical charge, including but not limited to administrative, handling, copying or similar charges, are not covered.

Non-Standard Procedures.  Procedures not generally and customarily available to family members residing in California.

Nutritional Therapy.  Any expenses for dietary, nutritional, health foods or herbal treatments whether prescribed, ordered, recommended, or approved by a physician or other provider.

Occupational Therapy.  The plan does not provide benefits for occupational therapy.

Office Visits and Consultations.  Office visit and consultation charges are limited when billed in conjunction with a procedure performed in the physician’s office the same day.  There are also limitations on office visit and consultation charges when billed within the follow-up period following a procedure or surgery.

Pathology.  Pathology billing for study of tissue on pins (or other inert objects) that have been removed is not a covered benefit.

Patient Liability.  Any co-payments, and those expenses incurred in excess of the applicable percentage payable, or for personal items received, not covered by the plan.

Physicians.  The plan does not provide benefits for any services or treatment not provided or authorized by a licensed physician or surgeon.
Plan Termination.  Medical expenses incurred after the date this medical plan is terminated are not covered.

Podiatry Services.  Routine foot care is not a covered expense. 

Pregnancy of Dependent Child.  Pregnancy, or complications thereof, of a dependent child or non-spouse dependent, are not covered by the plan.

Preventive Services performed by a non-PPO provider are not covered.

Radial Keratotomy, Keratoplasty, Lasik or any other surgical vision correction procedures are not covered benefits.

Routine Physicals performed by a non-PPO provider are not covered.

Self-inflicted Injury or Suicide, for any willfully self-inflicted injury, including complications thereof, or suicide,  is not a covered benefit unless such injury or disease results from a physical medical condition or a mental health condition.

Sex Change and all services and medication related to such sex change are not covered.  
Sleep Disorders. Limited benefits- see page 24 of this booklet.
Social Worker/Marriage Family Child Counselor.  Services rendered by social workers and/or Marriage, Family & Child Counselors are not covered by the plan.

Soliciting Provider.  Medical services, tests or supplies performed by providers that solicit payments at public events and/or by advertising that they will accept payments by the patients’ insurance company.

Spider Veins.  Treatment of telangiectasia dermal veins (spider veins or broken blood vessels) is not covered.

Stem Cell Transplant.  Allogeneic stem cell transplant is not a covered benefit.

Sterile Trays and Supply Codes must be defined and itemized.  Some supply charges are not covered because they are included in the charge for a sterile tray or included in the services performed by the physician.

Sterilization Reversal Procedures, including but not limited to reversing voluntary, surgically induced infertility, sterility and fertility are not covered.

Technical and Professional Components.  Only one technical and one professional component are allowed per individual service.

Therapy/Rehabilitation.  Benefits are not provided for:

· Educational therapy;

· Diversionary therapy;

· Occupational therapy;

· Physical educational therapy;

· Recreational therapy;

· Rehabilitative therapy; except as provided in the Acute Inpatient Rehabilitation Hospital Benefit on page 22
of this booklet.

TMJ therapy, except as specifically stated under the Dental portion of the plan, if applicable.

Transportation (personal)/Lodging to obtain medical services.

UCR Excess – charges that are in excess of the allowable amounts considered by the IPM Trust as usual, customary and reasonable.

Ultraviolet (U/V) Therapeutic Treatment.  The Plan does not cover ultraviolet treatment such as actinotherapy or U/V therapy as a course of treatment for skin disorders.

United States.  Except for initial emergency treatment required before the condition permits the transfer of treatment to a provider within the United States of America, expenses incurred outside the United States by an eligible participant are not covered.

United States Military Service.  The Plan does not cover any illness or injury determined by the Secretary of Veterans Affairs to have been incurred in, or been aggravated during, performance of military service.

Unnecessary Treatment.  Treatment not medically necessary will not be covered.

Venipunctures, Draw Fees and Handling/Conveyance Charges are not covered when billed in combination with each other by a laboratory or physician.  Laboratories are not reimbursed for any of these services at any time.  Physicians are reimbursed for venipunctures, draw fees and handling/conveyance charges when they are billed singularly, not in combination with each other, and only when specimens are sent to an outside laboratory and the physician’s office is not billing for lab services.  If the physician bills for the actual laboratory service, then these charges are not covered.

Veterans’ Benefits. Services rendered in a Veterans’ Administration hospital by the hospital, or dentist, or physician, employed by the United States Government are not covered.

Weight Reduction/Weight Control.  Any weight reduction or weight control treatment or medication is not covered.

Well Baby Care when performed by a non-PPO provider is not covered. Must be a PPO provider - see Newborn Care and Preventive Services in the Description of Coverage section of this booklet.

Workers’ Compensation.  Medical services for treatment of any work related injury or illness is not a covered benefit.

1. In the event that the Trust Office makes an adverse benefit determination, the member or dependent is entitled to certain appeal rights.  An adverse benefit determination includes the following:

A. A denial, reduction, termination of or failure to provide or make payment for a benefit (in whole or in part) resulting from any utilization review decision;

B. A failure to cover an item or service because the plan considers it to be experimental, investigational, not medically necessary or not medically appropriate; or

C. A decision that denies a benefit based on a determination that a participant is not eligible to participate in the plan.

2. If the member or dependent has an urgent claim, the Trust Office will notify the claimant of its initial determination within 72 hours of receipt of the claim.  An urgent claim is a claim for medical care or treatment, the absence of which would seriously jeopardize the life or health of the claimant to regain maximum function or, in the opinion of a physician with knowledge of the claimant’s medical condition, subject the claimant to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.  A health care professional with knowledge of the claimant’s medical condition may act as the claimant’s authorized representative in claims involving urgent care.  If the Trust Office requires additional information from the claimant, it will notify the claimant of its need for additional information within 24 hours of receipt of your claim.  Upon receipt of this notice, the claimant will have at least 48 hours to respond.

3. If the member or dependent has a pre-service claim, the Trust Office will notify the claimant of its initial determination within 15 calendar days of receipt of the claim.  A pre-service claim is any claim for a benefit under the plan for which the plan requires approval before medical care is obtained.  The Trust Office may have one 15 calendar day extension to respond to a pre-service claim if the plan determines that such an extension is necessary due to matters beyond the control of the plan.  If the extension is necessary, the Trust Office will notify the claimant within the normal deadline.  If the extension is necessary because the claimant failed to provide necessary information, the notice of extension will specify the information needed.  The claimant will have at least 45 days to respond if additional information is requested.

4. If the claimant has a post-service claim, the Trust Office will notify the claimant of its initial determination within 30 calendar days of receipt of the claim.  A post-service claim is any claim for benefits under the plan which is not an urgent claim or pre-service claim.  The Trust Office may have one 15 calendar day extension to respond to a post-service claim if the plan determines that such an extension is necessary due to matters beyond the control of the plan.  If the extension is necessary, the Trust Office will notify the claimant within the normal deadline.  If the extension is necessary because the claimant failed to provide necessary information, the notice of extension will specify the information needed.  The claimant will have at least 45 days to respond if additional information is requested.

5. A concurrent claim is a claim that is reconsidered after an initial approval was made and results in a reduced or terminated benefit.  An example of this type of claim is an inpatient hospital stay that was originally certified for five days that is reviewed at three days to determine if the full five days is appropriate.  The plan will notify the claimant of such a reconsideration early enough to have an appeal decided before the benefit is reduced or terminated.  For approved urgent care treatment, any request by a claimant to extend that treatment will be acted on by the plan within 24 hours after receipt of the claim, but only if the claim is received at least two hours prior to the expiration of the approved treatment.

6. If the plan makes an adverse benefit determination, the claimant will be provided with the right to a full and fair review of the determination.  The plan will include the following information in its notice of initial claims denials; (1) the specific reason or reasons for the adverse benefit determination; (2) reference to the specific plan provisions on which the determination is based; (3) a description of any additional information or material necessary for the proper processing of the claim and an explanation of the reason it is needed; and (4) notification of the right to appeal and time periods that the claimant needs to follow in order to appeal the claim, plus a statement that the claimant can file a lawsuit under the Employee Retirement Income Security Act (ERISA) but only after first exhausting the claims and appeals procedures.

7. The claimant will have 180 days from receipt of an adverse benefit determination to file an appeal with the plan’s Board of Trustees.  Upon good cause shown, the Board of Trustees may permit the petition to be amended or supplemented.  The failure to file an appeal within such 180-day period shall constitute a waiver of the claimant’s right to a reconsideration of the decision on the basis of the information and evidence submitted prior to the decision.

8. The Board of Trustees is the Claims Fiduciary for the purpose of reviewing appeals.  With the exception of urgent care appeals, which may be oral, all other appeals must be in writing.

9. The appeal can be made by the claimant, the claimant’s representative or any provider to whom the claimant has assigned benefits.  It must set out the reasons for the appeal and include any evidence or documentation which supports the claimant’s position.  Upon written request, the claimant may review documents that pertain to his claim and denial, and request a formal hearing before the Board of Trustees, which may be granted at the Board of Trustees’ discretion.  If the Board of Trustees grants such a hearing, they shall advise the claimant by first class U.S. mail of the date, time, and place of such hearing.  If a hearing is granted, it may be before the Board of Trustees, a committee of the Board of Trustees, or a hearing officer appointed by the Board of Trustees.  The claimant will also be advised of the claimant’s right to be present, to present witnesses on claimant’s behalf and to present such evidence as in the claimant’s opinion may best be designed to support the petition.  The proceedings of such formal hearing may be stenographically recorded, at the discretion of the Trustees.

10. The appeal must be made within 60 days of the date the claimant receives notification denying his claim in whole or in part and should be addressed to:

The Administrator

IPM Health & Welfare Trust of California

1168 East La Cadena Drive

Riverside, CA  92507

11.
If the appeal is related to an urgent claim, the Board of Trustees will notify the claimant of its decision within 72 hours from receipt of the appeal.  If the appeal relates to a pre-service claim, the Board of Trustees will notify the claimant of its decision within 30 days of receipt of the appeal.  If the appeal relates to a post-service claim, the Board of Trustees will notify the claimant of its decision within 60 days from receipt of the appeal.  If the appeal is related to a concurrent claim, the Board of Trustees will notify the claimant of its determination prior to termination of the benefit.

12.
A claimant’s failure to file his appeal within the time periods stated above will be deemed a waiver of the claimant’s right to appeal the denial of his claim.

13.
In connection with an appeal of an adverse benefit determination, the claimant may submit written comments, documents, records and other information for consideration by the Board of Trustees, whether or not such information was submitted or considered in the initial benefit determination.

14.
Upon the claimant’s request, the claimant will be provided, free of charge, reasonable access to copies of all documents, records and other information relevant to the claimant’s claims for benefits.

15.
The Board of Trustees will promptly review the claimant’s claim and appeal.  The Board of Trustees will advise the claimant of its decision in writing, giving specific reasons for the decision with specific reference to pertinent plan provisions on which the decision is based and informing the claimant of his right to file suit under ERISA after having first exhausted the Plan’s claims and appeals procedure.  This written decision will be sent to the claimant no later than five (5) days after the Board of Trustees decide the appeal, unless special circumstances require an extension of time for processing the appeal, any additional information is required, or an investigation of the facts is necessary.

16.
The Board of Trustees has the discretional authority and power to make factual findings to fix omissions, to resolve plan ambiguities, to construe the terms of the plan, to make benefit eligibility determinations, and to resolve other disputes under the plan.  The decisions of the Board of Trustees shall be final and binding upon all parties hereto.

17.   Contractual Limitations Period.  No action at law or in equity may be brought in connection with the provision or denial of coverage under this plan before exhausting the claims and appeals procedure.  No action shall be brought three years after a claim is required to be filed, an appeal is required to be filed, or an appeal has been ruled on.

Like most group plans, your plan benefits are subject to plan provisions against duplication with other group plans.

Where duplicate eligibility exists, the two plans determine between themselves, by an established formula, which will pay its normal benefits.  The primary plan pays its normal benefit.  The secondary plan then calculates its normal benefit payment, but applies the payment either to the balance of reasonable charges (not the total charges) that are not paid by the first plan (primary carrier) or the patient liability, whichever is less. 

PRIMARY PLAN.  Primary carriers will be established as follows:

Member or Spouse.  The plan that covers the person as a member or as the certificate holder is the primary plan.

Dependent Coverage.  For children’s or adult children’s expenses, the primary plan will be:

· The plan of the parent (or spouse) whose birthday (excluding year of birth) occurs earlier in a calendar year.

· If both parents (or spouse) have the same birthday, the primary plan will be the plan that covered the parent (or spouse) for the longer period.

· In the case of a dependent child whose parents are separated or divorced, plans covering the child as a dependent shall determine their respective benefits in the following order:


First, the plan of the parent with custody of the child; then, if that parent has remarried, the plan of the stepparent with custody of the child; and, finally, the plan(s) of the parent(s) without custody of the child.

Non-complying Plan Proviso.  If a non-complying plan does not provide the information needed by the complying plan to determine its benefits within a reasonable time after it is requested to do so, the complying plan shall assume that the benefits of the non-complying plan are identical to its own, and no benefits will be payable.

Longer Term.  If the above rules do not establish an order of benefit determination, the plan that has covered the person for the longer period of time shall be primary.  Any plan that does not contain a coordination of benefits provision is automatically primary.

Coverage of Spouse.  If your spouse has other employer-paid group health coverage, a Flex, Cafeteria or any other payback plan available, it is mandatory that he/she enrolls in that plan and uses it as primary coverage.  The IPM Trust will coordinate with the other group plan and deduct any amount that would have been payable, even if your spouse has chosen not to enroll, or file expenses with the other plan.

If your spouse must purchase medical, dental, vision and prescription benefits, he/she may not be required to do so and may use the IPM plan as a dependent of the member upon employer verification of the spouse’s financial responsibility for such medical, dental, vision and prescription coverage.  Please contact the Trust for complete details.

 Submitting Claims to Primary and Secondary carriers:

If you or a dependent has coverage under another health plan that is not an HMO, you are advised to:

· Obtain duplicate, itemized medical, dental, prescription or vision billings from the provider;

· Make sure all billings are submitted to your primary (first) carrier for payment;

· Attach a copy of the payment from the primary carrier to the itemized billing from the provider;

· Attach a copy of the primary carrier’s insurance card (front and back);

· Send the itemized billing from the provider, the copy or the payment from the primary carrier and the copy of the primary carrier’s insurance card to the secondary carrier.

· Claims submitted to IPM for payment must be received within 1 year from the date of service.

If you follow this routine, both plans can coordinate their payments without undue delay.

Benefits paid or payable under any other group-type plan available to your dependents will be taken into consideration when determining benefits to be paid under this Plan, so that up to a maximum 100% (but not more than 100%) of this Plan’s allowable expenses will be paid.

IPM will coordinate benefits with other carriers as follows:

EPO/HMO/POS Medical Plans.

· There is no coordination of benefits, co-insurance, co-payments or deductibles with EPO/HMO/POS plans. 

· There is one exception to the above provision in regards to chiropractic care.  If the dependent’s EPO/HMO/POS plan totally excludes chiropractic care, and proof is submitted to IPM, the dependent may be eligible to use IPM’s chiropractic benefit.  Please contact the Trust.

PPO Medical Plans (Preferred Provider Organizations)

· Claims will be processed in accordance with IPM’s plan benefits, up to the maximum allowable or the patient liability, whichever is less.

· Patient liability may include deductible, co-insurance and/or co-payments.

The term Physician or Doctor shall mean:

· A licensed doctor of medicine (M.D.) or osteopathy (D.O.), practicing within the scope of his license.

· Dentist (D.D.S.), Podiatrist (D.P.M), Chiropractor (D.C.), Optometrist (O.D.), Psychiatrist (M.D.) or Psychologist (Ph.D.) practicing within the scope of their license.

The term Usual, Customary and Reasonable (UCR) charges shall mean:

· The usual charge made by a hospital doctor or provider;

· Considered within a geographical area where charges are incurred;

· Subject to the rates established by the Board of Trustees.

The term Allowable or Covered Expenses shall mean only those charges that are necessary and reasonable and that are made for the care and treatment of a non-occupational, accidental bodily injury or sickness.  In addition, covered or allowable expenses shall mean only those charges incurred by a member or dependent while eligible for benefits.

In no event shall an allowable or covered expense exceed the lesser of the usual, customary and reasonable charges billed by a provider or the contractual rate for such expense under a Preferred Provider Contract between a provider and this plan or between a provider and the plan with which this plan is coordinating.

The term Experimental shall mean a treatment, procedure, and device or drug that:

· Has not received the approval of the U.S. Food and Drug Administration for marketing; or

· Is the subject of ongoing phase I, II or III clinical trials; 

· Has not met safety or efficacy standards;

· Is not objectively therapeutic or beneficial; or

· Is in testing phase undergoing laboratory and/or animal studies prior to testing in humans.

If the Plan Administrator, in the exercise of his or her sole discretion, determines that these criteria have not been met, no treatment, procedure, device or drug connected herewith will be covered.

The term Investigational shall mean a treatment, procedure, device or drug which, according to the Plan Administrator or the Trust’s Medical Consultants, in the exercise of their discretion, has gone through appropriate clinical trials but lacks reliable evidence of superior efficacy to the standard of care.  “Reliable evidence” is defined as reports published in the medical and scientific literature generally considered to be authoritative by the national medical professional community.

The term Medically Necessary (Medical Necessity) shall mean a treatment, procedure, service or supply that the Plan Administrator or the Trust’s Medical Consultants determine, in the exercise of their discretion:

· Are expected to be of clear clinical benefit to the patient; and
· Are appropriate for the care and treatment of the injury or illness in question; and
· Conform to standards of good medical practice as supported by applicable medical and scientific literature.
A treatment, procedure, service or supply must meet all of the criteria listed above to be considered medically necessary and to be eligible for coverage under this plan.  In addition, the fact that a health care provider has prescribed ordered or recommended a treatment, procedure, service or supply does not, in itself, mean that it is medically necessary as defined above.  

Interpretation of the Plan.  All questions concerning the meaning and interpretation of this Plan will be determined by the Board of Trustees, and their determination shall be final and binding upon the patient, the member, the provider and all other persons interested.

No one, other than the Board, is authorized to give information regarding the terms of the Plan.  The Board of Trustees specifically disclaims any responsibility for the accuracy of any information given by anyone other than the Board.  

Right to Obtain & Release information.  For the purposes of determining the applicability of, and implementing the terms of this plan, or any other plan, the Trust may, in conformance with privacy regulations under the Health Insurance Portability & Accountability Act (HIPAA) of 1996, release to, or obtain from, any insurance company, organization, or person, any information with respect to any person, which the Trust deems to be necessary.  Any person claiming benefits under this plan shall furnish to the Trust such information as may be necessary.

Workers’ Compensation Law.  This law provides that an individual is entitled to benefits under Workers’ Compensation as the result of an accidental bodily injury or sickness that arises out of, or in the course of employment.  Therefore, this Plan

· Is not in lieu of and does not affect workers’ compensation insurance; and

· Excludes any claim of any type or nature that may arise under any workers’ compensation type law, or employment for compensation or gain;

· Will seek reimbursement for all claims paid by the Trust that are related to workers’ compensation covered injuries and illnesses.  Since the Trust does not cover these claims, it may refuse to make any payments to any providers for services related to such claims.

Effective as revised 

IPM HEALTH & welfare trust   OF CALIFORNIA

NOTICE OF PRIVACY PRACTICES

General Information About This Notice

The IPM Health & Welfare Trust of California (the “Plan”) is committed to maintaining the confidentiality of your private medical information.  This Notice describes our efforts to safeguard your health information from improper or unnecessary use or disclosure and your privacy rights.  This Notice only applies to health-related information created or received by or on behalf of the Plan.  We are providing this Notice to you because privacy regulations issued under federal law, the Health Insurance Portability and Accountability Act of 1996, 45 CFR Parts 160 and 164 (“HIPAA”), require us to provide you with a summary of the Plan’s privacy practices and related legal duties, and your rights in connection with the use and disclosure of your Plan information. We must follow the privacy practices that are described in this Notice while it is in effect.  

In this Notice, the terms “Plan,” “we,” “us,” and “our” refer to the Plan and third parties to the extent they perform administrative services for the Plan. When third party service providers perform administrative functions for the Plan, we require them to appropriately safeguard the privacy of your information.

Please note:

· 
If you are enrolled in an HMO you will also receive a separate notice from your HMO provider that describes the HMO provider’s specific use and disclosure of your health information.  Your rights with respect to their use and disclosure of your health information are set forth in that separate notice. 

Our Legal Duties?

Federal law requires the Plan to have a special policy for safeguarding a category of medical information called “protected health information,” or “PHI,” received or created in the course of administering the Plan.  PHI is health information that can be used to identify you and that relates to:

· your physical or mental health condition,

· the provision of health care to you, or

· payment for your health care.

Your medical and dental records, your claims for medical and dental benefits and the explanation of benefits (“EOB’s”) sent in connection with payment of your claims are all examples of PHI.

The remainder of this Notice generally describes our rules with respect to your PHI received or created by the Plan.Uses and Disclosures of Your PHI

To protect the privacy of your PHI, the Plan not only guards the physical security of your PHI, but we also limit the way your PHI is used or disclosed to others.  We may use or disclose your PHI in certain permissible ways described below.  To the extent required under federal health information privacy law, we use the minimum amount of your PHI necessary to perform these tasks.

·    To determine proper payment of your Health Plan benefit claims.  The Plan uses and discloses your PHI to reimburse you or your doctors or health care providers for covered treatments and services.  For example, your diagnosis information may be used to determine whether a specific procedure is medically necessary or to reimburse your doctor for your medical care.
·    For the administration and operation of the Plan.  We may use and disclose your PHI for numerous administrative and quality control functions necessary for the Plan’s proper operation.  For example, we may use your claims information for fraud and abuse detection activities or to conduct data analyses for cost-control or planning-related purposes.

·    To inform you or your health care provider about treatment alternatives or other health-related benefits that may be offered under the Plan.  For example, we may use your claims data to alert you to an available case management program if you are diagnosed with certain diseases or illnesses, such as diabetes.

·    To a health care provider if needed for your treatment.  

·    To a health care provider or to another health plan to determine proper payment of your claim under the other plan.  For example, we may exchange your PHI with your spouse’s health plan for coordination of benefits purposes. 

·    To another health plan for certain administration and operations purposes.  We may share your PHI with another health plan or health care provider who has a relationship with you for quality assessment and improvement activities, to review the qualifications of health care professionals who provide care to you, or for fraud and abuse detection and prevention purposes.
·    To a family member, friend, or other person involved in your health care if you are present and you do not object to the sharing of your PHI, or it can reasonably be inferred that you do not object, or in the event of an emergency.

·    For Plan design activities or to collect Plan contributions.  The Plan may use summary or de-identified health information for Plan design activities, such as underwriting.  If we do use de-identified information for obtaining healthcare services bids or Plan design, we will not use any of your genetic information.  In addition, the Plan may use information about your enrollment or disenrollment in a Plan in order to collect contributions that pay for your Plan participation.

·    To the Plan Sponsor.  The Plan may disclose PHI to the Plan sponsor, the Board of Trustees, to the extent provided by a rule of the Plan, provided that the sponsor protects the privacy of the PHI and it is only used for the permitted purposes described in this Notice. 

·    To Business Associates.  The Plan may disclose PHI to other people or businesses that provide services to the Plan and which need the PHI to perform those services.  These people or businesses are called business associates, and the Plan will have a written agreement with each of them requiring each of them to protect the privacy of your PHI.  For example, the Plan may have hired a consultant to evaluate claims or suggest changes to the Plan, for which he needs to see PHI.
·    Special Rule for Psychotherapy Notes. We will not disclose your psychotherapy notes without your written authorization, except to your psychotherapist for treatment, for our training programs, and to defend ourselves in legal actions brought by you.   To comply with an applicable federal, state, or local law, including workers’ compensation or similar programs.

·    For public health reasons, including (1) to a public health authority for the prevention or control of disease, injury or disability; (2) to a proper government or health authority to report child abuse or neglect; (3) to report reactions to medications or problems with products regulated by the Food and Drug Administration; (4) to notify individuals of recalls of medication or products they may be using; or (5) to notify a person who may have been exposed to a communicable disease or who may be at risk for contracting or spreading a disease or condition.

·    To report a suspected case of abuse, neglect or domestic violence, as permitted or required by applicable law.

·    To comply with health oversight activities, such as audits, investigations, inspections, licensure actions, and other government monitoring and activities related to health care provision or public benefits or services.
·    To the U.S. Department of Health and Human Services to demonstrate our compliance with federal health information privacy law.

·    To respond to an order of a court or administrative tribunal.

·    To respond to a subpoena, warrant, summons or other legal request if sufficient safeguards, such as a protective order, are in place to maintain your PHI privacy.
·    To a law enforcement official for a law enforcement purpose.

·    For purposes of public safety or national security.

·    To allow a coroner or medical examiner to make an identification or determine cause of death or to allow a funeral director to carry out his or her duties.

·    To respond to a request by military command authorities if you are or were a member of the armed forces.

· 
For cadaveric organ, eye or tissue donation.  The Plan may use and disclose protected health information to organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of cadaveric organs, eyes, or tissue for the purpose of facilitating organ, eye or tissue donation and transplantation. 

· 
For research.  The Plan may use and disclose protected health information to assist in research activities, regardless of the source of the funding for the research, where a privacy board or an Institutional Review Board has approved an alteration to or waived entirely the authorization requirements of the law and the Plan receives certain specific representations and documentation.   

· 
To avert serious threat to health or safety.  The Plan may use and disclose protected health information to prevent or lessen a serious threat to health or safety of any one person or the general public and the use or disclosure is (1) to a person or persons reasonably able to prevent or lessen the threat to health or safety or (2) necessary for law enforcement authorities to identify or apprehend an individual.  

· 
Incident to a permitted use or disclosure. The Plan may use and disclose protected health information incident to any use or disclosure permitted or authorized by law. 

· 
As part of a limited data set.  The Plan may use and disclose a limited data set that meets the technical requirements of 45 Code of Federal Regulations, Section 164.514(e), if the Plan has entered into a data use agreement with the recipient of the limited data set.  

· 
For fundraising. The Plan may use and disclose certain types of protected health information to a business or to an institutionally related foundation for the purpose of raising funds. The types of information that may be disclosed under this exception to the authorization requirement are (1) demographic information relating to an individual and (2) dates of health care provided to an individual.  The fundraising materials must also inform you of how you may elect to opt out of receiving further fundraising communications that are healthcare operations. The entity that sends you such communications must treat your request to opt out as a revocation of your authorization to receive any such communications.
Absent your written permission, the Plan will only use or disclose your PHI as described in this Notice.  The Plan will not access your PHI for reasons unrelated to Plan administration without your express written authorization.

If an applicable state law provides greater health information privacy protections than the federal law, we will comply with the stricter state law.

Other Uses and Disclosures of Your PHI

Before we use or disclose your PHI for any purpose other than those listed above, we must obtain your written authorization.  You may revoke your authorization, in writing, at any time.  If you revoke your authorization, the Plan will no longer use or disclose your PHI except as described above (or as permitted by any other authorizations that have not been revoked).  However, please understand that we cannot retrieve any PHI disclosed to a third party in reliance on your prior authorization.

.
Your Rights

Federal law provides you with certain rights regarding your PHI.  Parents of minor children and other individuals with legal authority to make health decisions for a Plan participant may exercise these rights on behalf of the participant, consistent with state law.

Right to request restrictions:  You have the right to request a restriction or limitation on the Plan’s use or disclosure of your PHI.  For example, you may ask us to limit the scope of your PHI disclosures to a case manager who is assigned to you for monitoring a chronic condition.  Because we use your PHI to the extent necessary to pay Plan benefits, to administer the Plan, and to comply with the law, it may not be possible to agree to your request.  Except in the limited circumstances described below, the law does not require the Plan to agree to your request for restriction.  Except as otherwise required by law (and excluding disclosures for treatment purposes), the Plan is obligated, upon your request, to refrain from sharing your PHI with another health plan for purposes of payment or carrying out health care operations if the PHI pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full.  The Plan will not agree to any restriction, which will cause it to violate or be noncompliant with any legal requirement.  If we do agree to your requested restriction or limitation, we will honor the restriction until you agree to terminate the restriction or until we notify you that we are terminating the restriction with respect to PHI created or received by the Plan in the future.

You may make a request for restriction on the use and disclosure of your PHI by completing the appropriate request form available from the Plan.

Right to receive confidential communications:  You have the right to request that the Plan communicate with you about your PHI at an alternative address or by alternative means if you believe that communication through normal business practices could endanger you.  For example, you may request that the Plan contact you only at work and not at home.

You may request confidential communication of your PHI by completing an appropriate form available from the Plan.  We will accommodate all reasonable requests if you clearly state that you are requesting the confidential communication because you feel that disclosure in another way could endanger your safety.

Right to inspect and obtain a copy of your PHI:  You have the right to inspect and obtain a copy of your PHI that is contained in records that the Plan maintains for enrollment, payment, claims determination, or case or medical management activities.   If the Plan uses or maintains an electronic health record with respect to your PHI, you may request such PHI in an electronic format of your choosing – provided we can practicably provide it in that format –, and direct that such PHI be sent to another person or entity.

However, this right does not extend to (1) psychotherapy notes, (2) information compiled in reasonable anticipation of, or for use in, a civil, criminal, or administrative action or proceeding, and (3) any information, including PHI, as to which the law does not permit access. We will also deny your request to inspect and obtain a copy of your PHI if a licensed health care professional hired by the Plan has determined that giving you the requested access is reasonably likely to endanger the life or physical safety of you or another individual or to cause substantial harm to you or another individual, or that the record makes references to another person (other than a health care provider), and that the requested access would likely cause substantial harm to the other person.

If you request copies of your health information, we will process the request within 30 days or provide an explanation for why that timeframe is too narrow and a date when the request can be processed.
In the event that your request to inspect or obtain a copy of your PHI is denied, you may have that decision reviewed.  A different licensed health care professional chosen by the Plan will review the request and denial, and we will comply with the health care professional’s decision.

You may make a request to inspect or obtain a copy of your PHI by completing the appropriate form available from the Plan.  We may charge you a fee to cover the costs of copying, mailing or other supplies directly associated with your request.  You will be notified of any costs before you incur any expenses.

Right to amend your PHI:  You have the right to request an amendment of your PHI if you believe the information the Plan has about you is incorrect or incomplete.  You have this right as long as your PHI is maintained by the Plan in a designated record set.  We will correct any mistakes if we created the PHI or if the person or entity that originally created the PHI is no longer available to make the amendment.  However, we cannot amend PHI that we believe to be accurate and complete.

You may request amendments of your PHI by completing the appropriate form available from the Plan.

Right to receive an accounting of disclosures of PHI:  You have the right to request a list of certain disclosures of your PHI by the Plan.  The accounting will not include disclosures (1) to carry out treatment, payment and health care operations, (2) to you, (3) incident to a use or disclosure permitted or required by law, (4) pursuant to an authorization provided by you, (5) for directories or to people involved in your care or other notification purposes as permitted by law, (6) for national security or intelligence purposes, (7) to correctional institutions or law enforcement officials, (8) that are part of a limited data set, (9) that occurred more than six years before your request.  Your first request for an accounting within a 12-month period will be free.  We may charge you for costs associated with providing you additional accountings.  We will notify you in advance of any costs, and you may choose to withdraw or modify your request before you incur any expenses.

You may make a request for an accounting by completing the appropriate request form available from the Plan.
Right to Receive Notice of Breach of Unsecured PHI:  If the security of your unprotected PHI is breached, we will notify you about it. 
Right to file a complaint:  If you believe your rights have been violated, you should let us know immediately.  We will take steps to remedy any violations of the Plan’s privacy policy or of this Notice.

You may file a formal complaint with our Privacy Officer and/or with the United States Department of Health and Human Services at the addresses below.  You should attach any evidence or documents that support your belief that your privacy rights have been violated.  We take your complaints very seriously.  The Plan prohibits retaliation against any person for filing such a complaint.

Complaints should be sent to:

	Privacy Officer 

Patti Martin

IPM Health & Welfare Trust 

                       of  California

1168 E. La Cadena Dr.

Riverside, California 92507


	Region IX, Office for Civil Rights

U.S. Department of Health and Human Services

90 7th Street, Suite 4-100

San Francisco, CA 94103

Phone: (415) 437-8310

FAX: (415) 437-8329

TDD: (415) 437-8311

http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html



Additional Information About This Notice 

Changes to this Notice:  We reserve the right to change the Plan’s privacy practices as described in this Notice.  Any change may affect the use and disclosure of your PHI already maintained by the  Plan, as well as any of your PHI that the Plan may receive or create in the future.  If there is a material change to the terms of this Notice, you will receive a revised Notice.

How to obtain a copy of this Notice:  You can obtain a paper or electronic copy of the current Notice by contacting the Privacy Officer at the address listed on the front of this Notice.

No change to Plan benefits:  This Notice explains your privacy rights as a current or former participant in the Plan.  The Plan is bound by the terms of this Notice as they relate to the privacy of your protected health information.  However, this Notice does not change any other rights or obligations you may have under the Plan.  You should refer to the Plan documents for additional information regarding your Plan benefits.

THIS NOTICE OF PRIVACY PRACTICES IS INTENDED TO COMPLY WITH THE REQUIREMENTS SET FORTH IN HIPAA AND THE PRIVACY RULE AND ANY AMENDMENT THERETO.  ANY OMISSIONS OR OVERSIGHTS SHALL BE RESOLVED IN ACCORDANCE WITH THE LAW AND ITS REGULATION(S).

In case of an accident, injury, sickness, or condition (hereafter referred to as “Accident”), you, your dependents, or estate (if applicable) must complete (1) a questionnaire about it, and (2) the Acknowledgement of Equitable Lien and Subrogation Agreement (“Agreement”), which allows the Trust to recover the benefits it has or will pay relating to the Accident.  The Agreement provides that you recognize the Trust’s equitable lien on any money you recover (whether by settlement or judgment or otherwise) from a third party or from any other source on account of that Accident.  The Agreement also provides that you separately recognize the Trust’s right of subrogation with respect to any legal right you, your dependents, or your estate have against such third party, again in the amount of the benefits paid to you by the Trust.  If any dependents were so injured or became ill on account of the Accident, each of them must also sign the Agreement.  A parent or guardian may sign for a minor dependent.

Completion of the Agreement is a condition of eligibility for benefits under the Trust for you, your dependents, or your estate.  Failure to do so or breach of such Agreement will be grounds for denying benefits or recovery under the Trust whether or not those benefits relate to an Accident involving a third party.  You, your dependents, and your estate are under a continuing obligation to advise the Trust and to have your attorney advise the Trust of the status of your claim against the third party or any related claim from time to time, upon the request of the Trust for such information.

The Trust has an equitable lien on any money damages collected by you, your dependents, or your estate from that third party or from any recovery from any source up to the amount paid to you, your dependents or your estate, in benefits by the Trust on account of the Accident.  For example, if you or your dependents receive a third party recovery, because of injuries from any auto accident, the Trust is entitled to a first right to reimbursement from full and partial recoveries even if you or your dependents are not made whole or do not receive the full damages claimed.  That means that you, your dependents, or your estate must reimburse the Trust 100% of the amount of the benefits the Trust paid on your behalf even if you, your dependents, or your estate receive few or no monies out of any recovery from any source paid or payable to you.

The Trust shall also have the right of subrogation, i.e., to proceed in your name, that of your dependents or your estate, with or without your consent, that of your dependents or your estate, in order to secure the right of first lien or reimbursement out of any recovery from any source which pays or may pay you, your dependents or your estate.

No attorney fees or costs may be deducted from the Trust’s recovery without written consent of the Trust.

This provision shall not be interpreted as requiring the plan to make payments of benefits contrary to any other provisions of the plan that excludes payments of benefits. 

As a participant in IPM Health & Welfare Trust, you have certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA), which entitle you to: 

1.
Receive Information About Your Plan and Benefits


A.
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 a copy of the latest annual report filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration (EBSA).


B.
Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual report and updated summary plan description.  The administrator may make a reasonable charge for copies.


C.
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.

2.
Continue Group Health Coverage


A.
Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the plan as a result of a qualifying event.  You or your dependents may have to pay for such coverage.  Review this summary plan description and the documents governing the plan on the rules governing your COBRA continuation coverage rights.


B.
You should be provided a certificate of creditable coverage, free of charge, from your group health plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.     
3.
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 your plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the 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.

4.
Enforce Your Rights


If your claim for a welfare benefit is denied or ignored, 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 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 after having first exhausted the Plan’s claims and appeals procedure.  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 after having first exhausted the Plan’s claims and appeals procedure.  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 is frivolous.

5.
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, 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 or visiting its website at https://www.dol.gov/agencies/ebsa.

1.
Name of Plan:



IPM Health and Welfare Trust of California



Collectively Bargained, Joint-Trustees Labor/Management Trust.

2.
Name and Address of Administrator:



Cynthia L. Smith



1168 E. La Cadena Drive



Riverside, CA  92507



Tel:  (951) 684-1791

3.
Names and Addresses of Trustee or Trustees: 



Chris Taber
John L. Smith



Management Trustee
Union Trustee



Taber Company
IPM Health and Welfare Trust



1501 7th Street, Suite E
1168 E. La Cadena Drive



Riverside, CA  92507
Riverside, CA  92507



Branden Lopez
William G. Smith



Management Trustee
Union Trustee



Center for Contract Compliance
IPM Health and Welfare Trust



1168 E. La Cadena Drive
1168 E. La Cadena Drive



Riverside, CA  92507
Riverside, CA  92507



Robert O. Glaza
Michael S. Dea



Management Trustee
Union Trustee



Pacific Southwest Administrators
IPM Health and Welfare Trust



4399 Santa Anita Ave., Ste. 100
1168 E. La Cadena Drive



El Monte, CA  91731
Riverside, CA  92507




4.
Name of the Person(s) Designated as Agent for the Service of Legal Process.

Any Trustee

5.
Source of Financing of the Plan and Identity of Any Organizations Through Which Benefits are Provided.


Contributions to provide coverage are made to the Trust by individual employers under the provisions of a Collective Bargaining Agreement.


The Trustees provide hospital, medical, dental, prescription, life, and vision care programs.  Benefits are provided directly from the Trust itself to those members who elect the Indemnity Plan and utilize the services of a practitioner of their choice.

6.

Date of the End of the Plan Year.

          August 31 
7.      Internal Revenue Service Plan Identification Number.
          95-6289239; 501
Below are important provisions regarding your Plan.  Please review them carefully.

1.
Authorized Information.  The only sources of authorized information are the formal Plan Document and the Trust Agreement.

2.
Beneficiary.  In the event the Trust determines that the member is incompetent or incapable of executing a valid receipt and no guardian has been appointed, or in the event the member has not provided the Trust with an address at which he can be located for payment, the Trust may, during the lifetime of the member, pay any amount otherwise payable to the member, to the husband or wife or relative by blood of the member, or to any other person or institution determined by the Trust to be equitably entitled thereto; or in the case of the death of the member before all amounts payable have been paid, the Trust may pay any such amount to one or more of the following surviving relatives of the member:  lawful spouse, child or children, mother, father, brothers or sisters, or to the member's estate, as the Board of Trustees at its sole discretion may designate.  Any payment in accordance with this provision shall discharge the obligation of the Trust hereunder to the extent of such payment.

3.
Benefit Claim.  All benefits contained herein shall be payable upon receipt by the Trust Office of written proof satisfactory to the Trustees covering the occurrence, character, and extent of the event for which claim is made.

4.
Board Decision.  The decisions of the Board of Trustees on all matters under this program are final and binding upon the unions, employers, the members, dependents, providers, and plan participants.

5.
Claim to Benefits.  No member, dependent or other beneficiary shall have any right or claim to benefits from the Trust, except as specified in this plan.  Any dispute as to eligibility, type, amount or duration of benefit under this plan or any amendment or modification thereof shall be resolved by the Board of Trustees under and pursuant to this plan and the Trust Agreement, and its decision of the dispute shall be final and binding upon all parties to the dispute.  No action may be brought for benefits provided by this plan or any amendment or modification thereof, or to enforce any right thereunder, until after the claim therefore has been submitted to and determined by the Board of Trustees in accordance with the provisions of the Appeals Procedure, as set forth in Article XI of this plan Document.

6.
Direct Payment of Indemnity Plan Benefits.  Claims for direct payment of plan benefits should be filed at the Trust Office:


A.
For hospital benefits, within 90 days of the end of the period of hospital confinement;


B.
For surgical and other medical treatment or services within 90 days of the date the services are rendered; and


C.
For death and dismemberment benefits, within 90 days of the loss.


The Trustees may, at their discretion, extend the above time limit in the event evidence is produced in a form satisfactory to the Trustees that it was not reasonably possible to furnish timely proof.


If claims are not filed with the Trust Office within one year after the date of such loss, said claim will be deemed untimely and will be denied.

7.
Eligibility.  Notwithstanding anything else in this plan, it shall be a condition of eligibility for benefits that the member shall complete an enrollment form in the manner and form prescribed by the Trustees and supply such evidence of dependency as the Trustees may require from time to time.  In the absence of such enrollment form or such evidence of dependency, benefits shall not be payable to the party for whom eligibility has not been established pursuant to the proper completion and filing of the enrollment form.  The enrollment form must be filed with the Trust office as a precondition for eligibility or payment of benefits.  The Trustees reserve the right to investigate and determine eligibility, dependency, and qualifications for coverage.

8.
Ineligible Providers.  The Board of Trustees reserves the right to determine that a provider is an ineligible provider and that no plan benefits shall be payable for services or supplies provided by that provider on the basis that such provider has performed unnecessary services, billed in an inappropriate manner, or has engaged in any questionable, unethical, or fraudulent billing practices as determined at the sole and absolute discretion of the Board of Trustees.  The Board of Trustees also reserves the right to decide whether or not to accept or recognize any assignment of benefits from a participant or a beneficiary.

9.
Insurance.  To the extent benefits provided by this plan are not insured by any contract of insurance, there is no liability on the Board of Trustees or other individual or entity to provide payment over and beyond the amount the Trust collected and is available for such purpose.

10.
Labor Dispute.  If coverage under the plan would terminate because of ceasing to work due to a labor dispute, and if Section 10116 of the California Insurance Code would apply if this Trust were subject to the Insurance Code, then arrangements may be made to continue coverage during absence from work, but not for longer than six (6) months.  Details will be furnished as the occasion requires.

11.
Legal Action.  No action at law or in equity may be brought in connection with the provision or denial of coverage under this plan prior to invocation and exhaustion of the claims and appeals procedure.  No action shall be brought from the expiration of three years after the time a claim is required to be filed, an appeal is required to be taken, or an appeal has been ruled on.

12.
Medical Examination.  The Trust, at its own expense, shall have the right and opportunity to have a doctor or physician of its choice examine the person of a member or dependent when and so often as it may reasonably require during the pendency of any claim.  Proof of claim forms, as well as other forms, and methods of administration and procedure will be determined solely by the Trustees.

13.
Misrepresentation.  In the event that any person, member or dependent has made any misrepresentation, whether or not intentional, in connection with claims for benefits, or has committed any other act or omission resulting in abuse or misuse of the Health and Welfare program, the Board of Trustees reserves the right and authority to impose upon such beneficiary and dependents such restrictions with respect to their future rights to receive benefits from the Trust as the Trustees shall determine to be necessary or proper to prevent further misrepresentation or recurrence of such abuse or misuse of the program.  The Trustees also reserve the right to seek reimbursement for any benefits improperly paid by exercising a right of offset against future benefits, by filing a lawsuit or otherwise.

14.
No Medical Advice.  This program is a non-insured plan of reimbursement of health and welfare benefits (except for benefits provided through HMOs).  The Trust does not give medical advice, treatment, practice, or recommendations and is not responsible for the selection, quality, duration and timeliness of care.  The Trust is responsible only for the reimbursement or payment of benefits according to the provisions of the plan under its rules, regulations and practices, and not for the type, degree or quality of care provided by the medical providers.  The Trust staff does communicate with hospitals, doctors and other providers about whether the treatment and charges they propose will be reimbursable under the plan.  To assist in deciding on a course of care that is reimbursable, Trust staff will discuss the levels of reimbursement that will be provided for different types of services and supplies.  The Trust also contracts with hospitals, Health Maintenance Organizations (HMOs) and other providers to limit their fees.  This is done to increase the value of the benefits of the plan by reducing out-of-pocket costs and by reducing overall plan costs.  In so doing, neither the Trust nor its agents or staff recommend specific HMOs, medical providers or render medical services or treatment.  All choices on the type, quality and duration of care are choices to be made solely by the participant, his dependents and health care providers.

15.
No Vested Rights.  Members and their dependents have no accrued or vested rights to benefits under the plan.  In the event this plan is terminated by the Board of Trustees, all benefits or premium payments to HMO’s or insurance companies that would normally have been paid may not be, and any benefits available subsequent to termination will be determined by the Board of Trustees.

16.
Non-Assignment of Benefits.  With the exception of medical benefits assigned to a hospital or doctor, no member or dependent shall have the right to assign, alienate, transfer, sell, hypothecate, mortgage, encumber, pledge, commute or anticipate any benefit payment hereunder.  Benefits hereunder shall not be subject to any legal process to levy execution upon or attachment or garnishment proceedings against for the payment of any claims.

17.
Outside United States.  The benefits of this plan will not be provided for any treatment rendered outside the United States of America except for initial emergency treatment required before the condition permits the transfer of treatment.

18.
Payment of Benefits.  The benefits provided by this plan can be paid only to the extent that the Trust has available adequate resources for such payments.  No contributing employer has any liability, directly or indirectly, to provide the benefits established hereunder beyond the obligation of the contributing employer to make contributions as stipulated in his collective bargaining agreement.  In the event that at any time the Trust does not have sufficient assets to permit continued payments hereunder, nothing contained in the plan shall be construed as obligating any contributing employer to make benefit payments or contributions (other than the contributions for which the contributing employer may be obligated by his collective bargaining agreement) in order to provide for the benefits established hereunder.  Likewise, there shall be no liability upon the Board of Trustees, individually or collectively, upon any employer, the Union, signatory association or any other person or entity of any kind to provide the benefits established hereunder if the Trust does not have sufficient assets to make such benefit payments.

19.
Prior Notice.  The Trustees reserve full power and authority to act without prior notice to establish eligibility requirements, to determine the amount of benefits and to change eligibility requirements and benefits from time to time.

20.
Provider of Service.  If any provider of services under this plan presents claims which, in the judgment of the Board of Trustees and its professional advisors, involve treatment considered to be in excess of reasonable charges or treatment not considered as necessary, the Board of Trustees may require that future claims of such provider will receive consideration only if:


A.
The provider files with the Trust such information as the Board of Trustees may require, and


B.
The provider receives authorization from the Trust prior to treating the participant.

21.
Purpose of Plan.  The IPM (Industrial, Production and Maintenance) Health and Welfare plan is designed to help with the cost for treatment of illness or injury for members and their families.

22.
Trust Agreement.  The provisions of the plan are subject to and controlled by the provisions of the Trust Agreement, and in the event of any conflict between the provisions of the Trust Agreement and the provisions of this plan, the Trust Agreement shall prevail.

23.
Trustee Rights.  In order for the Board of Trustees to maintain the financial integrity of the Trust while providing health and welfare benefits for members and dependents, the Board must constantly monitor and control the level of benefits offered.  Therefore, the Trustees expressly reserve the right, at their sole discretion and on a non-discriminatory basis, at any time, to:


A.
Terminate or amend the reimbursement amount or eligibility conditions with respect to any benefit, to terminate or change any benefit, or to add, increase or otherwise modify any self-payment, even though such changes may affect claims which have already accrued;


B.
Terminate, alter, or eliminate any HMO option or HMO benefit option.


C.
Terminate this plan even though such termination affects claims, which have already accrued;


D.
Alter or postpone the method of payment of any benefit even though such changes may affect claims which have already accrued; or


E.
Amend or rescind any other provision of the plan even though such changes may affect claims which have already accrued;


F.
Amend any provisions of these rules and regulations.


G.
Investigate and determine eligibility, dependency and qualifications for coverage.

24.
Workers' Compensation.  The benefits provided by this plan are not in lieu of and do not affect any requirement for coverage by Workers' Compensation insurance laws or similar legislation.

CONTACT INFORMATION


If you have any questions regarding this Notice, please contact:


Privacy Officer


IPM Health & Welfare Trust 


of California


1168 E. La Cadena Dr.


 Riverside, California 92507


Phone: (951) 684-1791


Fax: (951) 684-2321
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