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WELCOME AND INTRODUCTION 

Dear UAW Retiree Medical Benefits Trust member: 
 
The Committee of the UAW Retiree Medical Benefits Trust is pleased to provide you with this 
Summary Plan Description (SPD) booklet.  This booklet contains current health care benefits 
information for eligible UAW Retiree Medical Benefits Trust members.  The benefits described in 
this booklet are effective January 1, 2010. 
 
How the Trust was established.  The Trust was established as a result of settlement 
agreements between the UAW and the three Auto Companies – Chrysler Group LLC, Ford Motor 
Company, and General Motors Company (and certain companies associated with them).  The Trust 
is called the UAW Retiree Medical Benefits Trust, which we will refer to as the Trust in this 
booklet.  The Trust has been established as a tax-exempt trust, commonly referred to as a VEBA 
(Voluntary Employees’ Beneficiary Association).   
 
Coverage provided to you under the Plans.  The Committee has established a retiree medical 
program that provides you with health care coverage as described in this booklet and any 
addendums or supplements.  There are three separate employee welfare benefit plans, known as 
the UAW Chrysler Retirees Medical Benefits Plan, the UAW Ford Retirees Medical 
Benefits Plan and the UAW GM Retirees Medical Benefits Plan.  We will refer to these 
collectively as the "Plans" in this booklet.  Where the term "Plan" is used in this booklet, we are 
referring to the specific plan in which you are enrolled.  The common elements of the Plans are 
described in this booklet.  Any unique terms for your particular Plan will be included in the Plan 
Document and the separate Schedule of Benefits for that Plan. 
 
Summary of Benefits.  This booklet is called a Summary Plan Description (SPD), and is intended 
to be just that – a summary, in everyday terms, of the main and common features of your benefit 
program.  It contains general information only and is designed to give you a broad picture of 
your benefits.  The Schedule of Benefits for your Plan is part of the SPD.  If there is a conflict 
between the Plan Document or the Schedule of Benefits and this SPD booklet, those documents 
will control over this booklet. 
 
Keep this booklet handy.  You should keep this SPD booklet and any supplements or notices 
together in a handy place, so that you always have up-to-date information concerning your 
benefits readily available.  We urge you to read this information and share it with your family 
members, caregiver, and others as needed.  After reading this booklet, if you have specific 
questions that are not answered, you should contact the Eligibility Benefits Center or the 
appropriate health care Carrier.   
 
Let the Eligibility Benefits Center know if you change your address.  From time to time, 
you will receive additional notices of changes in benefits, changes in your financial obligations, 
Carrier changes, and so forth.  You should inform the Eligibility Benefits Center of any change of 
address, so that you will continue to receive notices regarding your benefits. 
 
Coverage under an HMO or Medicare Advantage Plan.  If you are enrolled in an HMO or 
Medicare Advantage plan, the Carrier provides a booklet that describes the terms of your 
coverage and the rules that govern that plan.  The booklet may be called a Summary Plan 
Description, an Evidence of Coverage, or a Certificate of Coverage. 
 
Sincerely,  
 
The Committee of the UAW Retiree Medical Benefits Trust 
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HOW TO USE THIS BOOKLET 

IN GENERAL 

This booklet is intended as a summary of your benefits.  You will find relevant definitions, 
eligibility requirements, a general description of your benefits, and administrative information 
that pertains to all of your benefits. 
 
Health care services are provided under several different coverage offerings and are based on the 
terms of your particular Plan and the medical plan option in which you are enrolled.  
 
Generally, when used in this booklet, “you” means the person who is the Primary Enrollee under 
the Trust, which can be the Retiree, or Surviving Spouse/Same-Sex Domestic Partner. 
 
A GUIDE TO THE BOOKLET’S SECTIONS 

Eligibility Section describes how you and your Dependents become eligible for coverage, how 
you continue to be eligible, and when eligibility ends. 
 
You will find information about how your spouse, Same-Sex Domestic Partner, and/or and 
Dependent Children may be covered by the Plan, as well as how your Dependents may remain 
eligible in the event of your death.   
 
Medicare Coverage Section explains how your benefits work with the benefits provided by the 
federal Medicare program, and how your enrollment – or your failure to enroll – in Medicare 
affects your benefits.   
 
Medical Plan Options Section describes the different types of medical plan options that may be 
available to you and how you can change your medical plan.   
 
Medical Plan Coverage Section describes the health care services covered by the Plan, and 
should answer your questions about whether a particular health care service is covered, and how 
it is covered.  You will also find information about the types of services that require a 
predetermination – or prior approval – before you receive them. 
 
Prescription Drug Coverage Section describes the prescription drug coverage covered by the 
Plan.  The description will inform you about what types of prescription drugs and supplies are 
covered, along with information about generic drugs, the mail order pharmacy, and maintenance 
drug list. 
 
Coordination of Benefits Section explains how the Plan pays benefits when you or your 
Dependents have additional coverage under another plan. 
 
Subrogation Section provides information about how the Plan is reimbursed for claims it pays 
for the actions of another party that caused the expense. 
 
COBRA Section explains how a spouse or Dependent child may be able to continue coverage for 
up to 36 months if they become ineligible for Plan coverage due to a qualifying event. 
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Information about Claims and Appeals Section explains how claims are generally filed on 
your behalf by your health care Provider, and how you may file a claim if one is not filed for you.  
The deadlines for filing claims and for the Plan’s Carriers/administrators to make decisions on your 
claims are provided.  If you want to appeal a decision, that process is explained in this section. 
 
Privacy Policy and Notice of Privacy Practices Sections explains how the Plans protect the 
privacy of your protected health information (PHI) while providing health care benefits to you. 
 
Important Information about the Trust.  The booklet is required to provide these specific 
details. 
 
Your Rights Under ERISA.  The booklet must provide this information about your rights under 
the Employee Retirement Income Security Act (ERISA). 
 
Definitions Section contains definitions of important terms used throughout this booklet.  
When these terms are capitalized, they have the meanings that appear in this section.  
 
ABOUT THE SEPARATE SCHEDULE OF BENEFITS 

Provided with this booklet is a separate Schedule of Benefits that lists information such as your 
financial obligations for Contributions, Deductibles, Co-payments, and Co-insurance, and 
additional rules and limitations affecting your benefits.  The Schedule of Benefits also includes 
contact information for the various entities involved in administration of benefits under the Plan.  
You should refer to your Schedule of Benefits along with this booklet, and you may direct your 
questions to one of the sources listed on the Contact Information page in the Schedule of 
Benefits. 
 
If you are in an HMO or a Medicare Advantage plan, you will receive a booklet from the Carrier 
that describes your health benefit coverage. 
 
This Summary Plan Description has been prepared for Retirees, Surviving Spouses/Same-Sex 
Domestic Partners, and their Dependents who are eligible to participate in the UAW Retiree 
Medical Benefits Trust.  This booklet is meant to be an easy-to-understand description of your 
program of health care benefits, but it does not replace the official Plan Document, or other 
documents incorporated into the Plan Document.  If there is any conflict between the wording of 
the Plan Document, the Schedule of Benefits or any applicable HMO or Medicare Advantage plan 
certificate of coverage, and this booklet, those documents will govern over the booklet.  The 
Committee reserves the right to interpret, amend, or terminate the Plan of health care benefits at 
any time.  The Committee Members have not empowered anyone else to speak for them 
regarding the Plan of health care benefits other than those entities specifically designated in the 
Contact Information page in the Schedule of Benefits.  No former Employer, union representative, 
supervisor, or shop steward is in the position to discuss your rights under the Trust with authority.  
The benefits described in this booklet are not vested. 
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ENROLLMENT 

Your enrollment in the Plan is contingent upon meeting the eligibility requirements and on all 
required documentation being completed and received by the Plan.  Failure to provide all 
required documentation, including proof of dependent status and Social Security Number (SSN) 
may result in the denial or cancellation of dependent coverage. 
 
You will be required to authorize pension deductions for Contributions. If you are eligible for 
coverage but not receiving a pension, or are unable to pay required Contributions from your 
pension, you must make other arrangements for timely payment.   
 
You have the option of choosing coverage for yourself, or yourself and your eligible family 
members.  The Primary Enrollee’s choice of medical plan will apply to all dependents covered by 
the Plan.  To enroll your spouse or Dependent Child, you should be sure that they are eligible, as 
explained in the previous sections.   
 
Deferring Enrollment 

A Primary Enrollee may defer enrollment under the Plan.  This might occur, for example, if the 
individual has coverage under another plan.  If the Primary Enrollee decides to enroll in the Plan, 
coverage will begin on the first day of the month following notification to the Eligibility Benefits 
Center.  Proof of other coverage will be required.   
 
Enrolling a New Dependent 

To add a new dependent, you should contact the Eligibility Benefits Center to initiate your 
Dependent’s enrollment within 30 days from the date of marriage, birth, adoption, placement for 
adoption, or court order.  Promptly enrolling your Dependents will speed claims payment and 
help you avoid denial of claims.  Coverage will begin on the date of the event.   
 
Reinstating a Dependent 

If a Dependent Child loses eligibility and later becomes eligible again (for example, moving out 
and then moving back at a later date), coverage may be reinstated, assuming other eligibility 
tests are met.  Coverage will begin on the first day of the month following the Eligibility Benefits 
Center’s notification.   
 
Reinstatement after Termination for Non-Payment 

If you fail to make the required contributions for coverage, your coverage under the Plan will be 
terminated.  In that case, you may re-enroll in the Plan on a prospective basis, but only if you 
provide evidence of other coverage for the interim period.  If you do not provide evidence of 
other coverage, but request reinstatement within 60 days of termination, you will be reinstated 
retroactive to the date of termination when you pay all contributions in full, on a one-time basis.  
If you do not provide evidence of other coverage and request reinstatement after 60 days from 
termination, you may be reinstated at the beginning of the next Plan Year, on a one-time basis. 
 
Removing Dependents from Coverage 

You must notify the Eligibility Benefits Center to remove a Spouse, Same-Sex Domestic Partner, or 
Dependent Child from coverage as soon as the individual no longer meets the eligibility 
requirements.  You will be liable for any claims paid on behalf of any individual who was not 
eligible for benefits.  The Plan will not be responsible for these claims.   
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Your out-of-pocket 
medical costs will be 
significantly higher if 
you do not enroll in 
Medicare Part B as soon 
as you are eligible. 

 

MEDICARE COVERAGE 

The Plan supplements your Medicare Part A (Hospital Insurance) and Part B (Medical Insurance) 
coverage.  It covers certain Hospital, Skilled Nursing Facility, Hospice, Home Health, medical, 
surgical, and other outpatient services that are partially covered by Medicare.   
 
If you or one of your Dependents are eligible for Medicare, you should carefully read this section.  
It will tell you what your obligations are concerning enrolling in Medicare Part B, how the Plan 
pays when you are eligible for Medicare, and other important information you need to know.   
 
If you and your Dependents are not eligible for Medicare, you should proceed to the next section, 
in which your Medical Plan options are explained. 
 
IMPORTANT MEDICARE INFORMATION FOR MEDICARE-ELIGIBLE 
RETIREES, DEPENDENTS, AND SURVIVING SPOUSES 

If you are a Medicare-eligible Retiree, Surviving Spouse/Same-Sex 
Domestic Partner, or Dependent, you should enroll in both Part A 
and Part B of Medicare as soon as you are eligible.  If you are 
eligible for Medicare, your benefits under the Plan will be 
paid as if you had Medicare coverage, whether or not you are 
enrolled in Medicare.  To avoid paying additional out-of-pocket 
medical expenses, be sure to enroll in Medicare Parts A and B. 
 
The Trust provides outpatient prescription drug benefits to Retirees and Dependents who are 
eligible for Medicare.  However, if you or your Dependents enroll in a Medicare Part D 
Prescription Drug Plan, prescription drug benefits under the Trust will be suspended.   
 
BACKGROUND ON MEDICARE  

Medicare is a federal health care program for individuals age 65 or older, and for certain 
individuals under age 65 who have a severe long-term disability, end-stage renal disease (ESRD), 
or undergo a kidney transplant.   
 
Medicare has four parts: 

1. Medicare Part A – Hospital Insurance.  Generally, there is no monthly premium, but there are 
annual Deductibles and Co-insurance/Co-payments after certain lengths of stay. 

2. Medicare Part B – Medical Insurance.  Part B requires payment of a monthly premium, as well 
as Deductibles and Co-insurance/Co-payments.  You should enroll in Part B when first eligible 
to avoid a financial penalty and a potential delay in your enrollment. 

3. Medicare Part C – Medicare Advantage Plans. Health plan options approved by Medicare and 
administered by private companies.  

4. Medicare Part D – Prescription Drug Coverage.  Provided through plans run by insurance 
companies or other private companies approved by Medicare.  There are monthly premiums, 
Deductibles and Co-insurance/Co-payments.   

 
Medicare Parts A and B are available for every individual who is age 65 or older and is entitled to 
monthly Social Security benefits, or is a qualified Railroad Retirement beneficiary.  If you are 
receiving Social Security or Railroad Retirement benefits, you will automatically be eligible for 



  13

The Trust will not pay 
amounts that Medicare 
would have paid.  You 
will be responsible for 
paying these amounts. 

Part A and Part B starting the first day of the month in which you turn age 65.  You must contact 
the Social Security Administration for enrollment. You should receive your Medicare card in the 
mail three months before your 65th birthday.  Part B premiums will be deducted from your Social 
Security benefits. 
 
If you are not receiving Social Security already, it is your responsibility to contact the local Social 
Security Administration office to apply for Medicare when you reach age 65.  The Social Security 
Administration suggests that you contact them at least three months before you reach age 65.  
This will allow sufficient time to process your application so that you will not miss your initial 
opportunity for enrollment.  If you do not enroll for Medicare Part B when first eligible, a 
financial penalty will apply, increasing the monthly Medicare Part B premium you pay.   
 
Individuals under age 65 who are entitled to disability benefits under the Social Security or 
Railroad Retirement Acts for at least 24 consecutive months also are entitled to Medicare Parts A 
and B.  Coverage begins on the first day of the 25th month of entitlement to disability benefits 
and terminates at the end of the month following the month in which the Social Security 
Administration provides notice of termination of disability benefits. 
 
To enroll, contact the Social Security Administration at 1-800-772-1213, go online at 
www.socialsecurity.gov, or visit your local Social Security office.   
 
MEDICARE COST SHARING FEATURES 

Medicare Part A and Part B require that you pay part of the cost of coverage and part of the cost 
of health care services.  These amounts may be adjusted annually, and a full list of all the amounts 
is available in the Medicare & You guide at www.medicare.gov or by calling 1-800-MEDICARE  
(1-800-633-4427).   
 
You must pay the Part B premium each month.  Most people pay the standard premium amount.  
You also pay a Part A Deductible and Part B Deductible each year before Medicare pays.   
 
ENROLLMENT IN MEDICARE 

Enroll in Medicare Parts A and B as soon as you are eligible.  When 
you are eligible for Medicare, the Plan pays claims as if you are 
enrolled in Medicare, whether or not you actually are.  This means 
that if you are eligible for but not enrolled in Medicare, you will 
have significantly higher out-of-pocket medical expenses.  
 
EXAMPLE: 
Here is a simple example of why it is important for Medicare-eligible individuals to enroll in 
Medicare Part B coverage. 
 
Assume Sam, a Medicare-eligible Retiree, requires a medical service and most physicians charge 
$150.00 for it.   Assume that Medicare’s allowed amount for the service is $100.00, that Medicare 
would pay 80% of the allowed amount and that the Plan would pay the 20% Co-insurance.  If 
Sam is enrolled in Medicare Part B, and has satisfied the Part B Deductible, the Plan would pay 
$20.00 because Medicare would have paid $80.00, and the claim would be considered paid in full.  
If Sam is eligible for, but not enrolled in Medicare Part B, then the Plan will still pay $20.00, and 
Medicare will pay nothing.  Consequently, Sam is responsible for $130.00 ($150.00 minus $20.00 
paid by the Plan). 
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PENALTY FOR FAILURE TO TIMELY ENROLL IN MEDICARE  

It is important for both you and your Dependents to enroll in Medicare when first eligible. 
 
Medicare Part B requires a monthly premium.  The cost of the Medicare Part B premium will go 
up 10% for each full 12-month period an individual was eligible for Medicare Part B during the 
initial enrollment period but did not enroll.  If you did not enroll when first eligible, and later 
choose to enroll, you must wait until the next Medicare Part B open enrollment period, which is 
January 1 through March 31 of each year.  Your Medicare Part B will be effective on July 1 of the 
year you enroll.   
 
MANDATORY MEDICARE ENROLLMENT FOR SURVIVING 
SPOUSES/SURVIVING SAME-SEX DOMESTIC PARTNERS 

An eligible Surviving Spouse or Surviving Same-Sex Domestic Partner who turns age 65 must 
enroll in Medicare Part B when first eligible.   
 
If your Spouse or Same-Sex Domestic Partner is age 65 or older, and does not have Medicare  
Part B when you die, he or she will not be eligible for coverage under the Plans.  When the 
Spouse or Same-Sex Domestic Partner provides evidence of enrollment in Medicare Part B, 
coverage will be available subject to applicable Contributions. 
 
VISITING YOUR HEALTH CARE PROVIDER  

In order to keep your costs down, you should try to receive services from a physician or other 
health care Provider who accepts the Medicare allowed amount as payment in full for covered 
services.  These are referred to as Providers who “accept assignment.” Providers who accept 
assignment will bill the Medicare Carrier for the state in which services are received.  These 
Providers accept Medicare’s allowed amount for services, and cannot bill you for anything above 
that amount, except for required Deductibles and Co-insurance amounts.   
 
In many cases, the Medicare Carrier will pay the Provider and then forward the bill to the Plan 
Carrier for payment.  In order to facilitate this payment process, it is important for you to present 
both your Medicare and Plan identification cards whenever you receive services.   
 
Health care Providers who do not accept assignment will require that you pay them directly, and 
they are not limited in the amount that they can charge you for services.  Consequently, if you 
seek services from such a Provider, you will pay more out-of-pocket.  Generally, there are two 
types of Providers who do not accept assignment. 
 
First, some Providers take Medicare patients, but do not accept Medicare’s allowed amount as 
payment in full.  These Providers will require that you pay them, and that you submit your bill to 
Medicare.  These Providers are allowed to charge you an extra 15% above the payment that 
Medicare allows for the service.  However, the Plan will not reimburse you for that extra charge. 
 
Second, some Providers do not participate in Medicare at all, but will enter into a private contract 
with you.  Under the law, a Medicare beneficiary is entitled to enter into a private contract with 
certain health care Providers.  Under a private contract, the Medicare beneficiary agrees that no 
claim will be submitted to or paid by Medicare for health care services and/or supplies furnished 
by that Provider.  Entering into such a contract means the Plan will not pay any benefits beyond 
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what it would have paid if you had received the services from a Provider who accepts assignment.  
You will be responsible for any excess costs that you have agreed to pay to the Provider. 
 
HOW MUCH THE PLAN PAYS WHEN IT IS SECONDARY TO MEDICARE 

If you are eligible for Medicare Parts A and B, the Plan will process your health care claims as if 
you are enrolled in Medicare and use Medicare Providers. If you are not enrolled in Medicare, 
while you have coverage under the Plan the amounts Medicare paid – or would have paid – are 
excluded for payment under the Plan. 
 
Medicare and the Plan will not cover all of your health care costs; in some cases, Medicare may 
cover some expenses that the Plan does not, and in other cases the Plan may cover expenses not 
covered by Medicare. 
 
For Retirees and their Medicare-eligible dependents, Medicare is the primary payer of benefits 
and the Plan is secondary. This means that claims are filed with Medicare first. After Medicare has 
processed the claim, the remaining balance is submitted to the Plan’s Carrier, which determines if 
the services are covered by the Trust.  
 
For example, the Medicare Deductible for a Hospital admission would be covered; however, 
amounts incurred in excess of the Medicare allowed amount, due to use of a Provider who does 
not accept assignment, would not be covered. Once the Plan’s covered expenses are identified, 
the claim is processed, applying the Plan cost-sharing provisions based on where the Plan 
coverage stands at that point in time – whether individual (and family, if applicable) Deductibles 
have been satisfied, whether Out-of-Pocket Maximums have been satisfied, etc. 
 
PRESCRIPTION DRUG COVERAGE WHILE ON MEDICARE 

When Medicare Part D was first created in 2006, it was primarily focused on those who had no 
other coverage for their prescription drug needs.  Coverage that is, on average, as good as or 
better than Medicare Part D is known as “creditable coverage.”  Medicare-eligible people who 
already have creditable coverage do not have to enroll in Part D.  The Committee has determined 
that the prescription drug coverage offered by the Plan is, on average for all Plan participants, 
expected to pay out as much or more as standard Medicare prescription drug coverage pays and is 
therefore considered “creditable coverage.”  Since you have “creditable coverage” under 
the Plan, you do not need a Medicare Part D Prescription Drug Plan.   
 
In some cases, individuals with very limited incomes and resources 
may be eligible for significantly lower premiums and prescription 
drug Co-payments under Medicare Part D.  In these situations, you 
may wish to consider whether this subsidized Medicare Part D 
coverage is a good idea for you.  If you wish to find out whether 
you are eligible for these benefits, contact the Social Security 
Administration at 1-800-772-1213 or visit the Social Security web 
site at www.socialsecurity.gov. 
 
You will lose your prescription drug coverage under the Plan if you or your Dependents 
enroll in a Part D Prescription Drug Plan.  The Medicare Part D Prescription Drug Plan would 
replace your coverage under the Plan but would not change your monthly contribution for 
medical coverage.    
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If you enroll in a Medicare Advantage or HMO plan option, your prescription drug coverage will 
be provided under that plan option.  Since the prescription drug benefits are provided through 
the Medicare Advantage or HMO plan option, individuals in those options cannot enroll in a 
Medicare Part D Prescription Drug Plan. 
 
Every year the Committee will review whether the Plan’s coverage remains “creditable coverage.”  
The Committee will send you a Notice by November 14 of each year telling you whether your 
coverage is “creditable coverage.” 
 
MEDICARE COVERAGE FOR PREVENTIVE SERVICES 

Medicare covers many health care services to prevent illness or detect illness at an early stage, 
when treatment is most likely to work best. Visit www.medicare.gov for a list of preventive 
services. 
 
EYE CARE UNDER MEDICARE  

Medicare does NOT cover routine eye exams, eye refractions – exams that measure how well you 
see at specific distances – or, in most cases, eyeglasses.  However, certain eye care-related services 
or items are covered by Medicare Part B, subject to the Part B Deductible and Co-insurance.  The 
Medicare covered services/items include: 
 
• Diabetic Eye Exam – To check people with diabetes for diabetic retinopathy. Covered once 

every 12 months. 

• Glaucoma Screening – To check people with diabetes or others at high risk for glaucoma.  
Covered once every 12 months. 

• Treatment of Macular Degeneration – A treatment for some patients with age-related macular 
degeneration. 

• Eyeglasses Following Cataract Surgery – One pair of eyeglasses with standard frames, (or one 
set of contact lenses) after cataract surgery that implants an intraocular lens. 

 
MEDICARE COVERAGE FOR DIABETIC CARE  

If you receive treatment for diabetes from a health care Provider who accepts Medicare, Medicare 
will cover both treatment and preventive care services.  These include: 
 
Diabetes Screenings 

Screenings are covered by Medicare if you have any of the following risk factors:  High blood 
pressure, history of abnormal cholesterol and triglyceride levels, obesity, or a history of high 
blood sugar.  Medicare also covers diabetes screenings based on certain other risk factors, and 
you may be eligible for as many as two screenings each year. 
 
Diabetes Self-Management Training 

Your health care Provider must provide a written training order.  You pay 20% of the Medicare-
approved amount, and the Part B deductible applies to Medicare’s payment. 
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Diabetes Supplies 

Medicare Part B covers blood sugar testing monitors, blood sugar test strips, lancet devices and 
lancets, blood sugar control solutions, and therapeutic shoes (in some cases).  Insulin is covered 
only if used with an insulin pump.  You pay 20% of the Medicare-approved amount, and the  
Part B deductible applies. 
 
Medicare benefits may change annually, so you should ask your Carrier about your benefits when 
you receive services.  If you are enrolled in a Medicare Advantage Plan, your benefits may be 
different.  Contact your Carrier to determine how treatment related to diabetes is covered under 
your Plan option. 
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Health Plan options are available 
based on your geographic location. 

 

MEDICAL PLAN OPTIONS  

The Plan provides coverage to you and your eligible Dependents for a wide range of health care 
expenses.  The Plan does not cover all health care expenses, so you should seek guidance from 
your health care Carrier (for example, BlueCross BlueShield) if you have questions as to whether a 
particular service or supply is covered.  You should contact the Carrier prior to having the service 
performed. 
 
Coverage under the Plan may be offered through a 
choice of health care Providers in your area.   
 
The Traditional Care Network was formerly known as the National PPO at Ford and the 
Standard Care Network at Chrysler Group LLC. 
 
TRADITIONAL CARE NETWORK (TCN) OPTION 

The Traditional Care Network encompasses options that you previously may have known as the 
“National PPO” (Ford), the “Standard Care Network” or “SCN” (Chrysler Group LLC) or the 
“Traditional Care Network” or “TCN” (GM). 
 
The TCN is based on a nationwide network of Providers.  This option allows services to be 
performed both in-network and out-of-network.  However, in order to receive the highest level 
of benefits with little or no out-of-pocket cost, you need to receive services from Providers who 
participate in the TCN (also called Participating Providers or In-Network Providers).  Participating 
Providers have entered into a contract or agreement with the Carrier and will accept the Carrier’s 
Allowed Amount as payment in full for covered services (subject to applicable Deductibles,  
Co-insurance, and Co-payments). 
 
If you choose to receive care from an Out-of-Network Provider (that is, a Provider who does not 
participate in the TCN), you will be responsible for sharing additional costs unless the service is for 
emergency care, you receive an authorized  referral, or you do not have the ability or control to 
select a Network Provider to perform the service.  For those services that require a referral, you 
need to receive the authorized referral from a Provider who participates in the network before 
receiving covered services from an Out-of-Network Provider.  If an advance referral is not 
obtained, you will be responsible for the out-of-network Co-insurance and any amount by which 
the Provider’s charges are higher than the Allowed Amount for the service received.  Any amount 
charged over the Allowed Amount, as determined by the Carrier, does not count toward your 
Out-of-Pocket Maximum. 
 
Primary Enrollees and Dependents who have Medicare as their primary coverage will not be 
subject to the out-of-network Co-insurance when In-Network Providers are not used. However, 
you should use Providers who participate in Medicare.  
 
HEALTH MAINTENANCE ORGANIZATION (HMO) OPTION 

A Health Maintenance Organization (HMO) is a health care delivery system that emphasizes 
preventive health care and early treatment, in addition to providing medically necessary care 
when you are sick.  In general, an HMO provides prepaid health care services, with no bills or 
claim forms to complete. Co-payments are typically required for certain services. You choose a 
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primary care physician or facility from a list provided by the HMO, and that physician or facility 
coordinates all your health care needs. 
 
The scope and level of benefits and coverage provided by an HMO may differ from those under 
the TCN option.   
 
In order for services to be covered by the HMO, you must receive the services from HMO 
Providers.  Non-emergency services obtained from Providers outside of the HMO are NOT covered 
unless your HMO primary care physician makes the referral or the HMO preauthorizes treatment. 
Out-of-area emergency services are covered.   
 
Various HMO offerings may be available to you under the Plan based on where you live, Medicare 
status, and other factors.  For more information about the HMO option(s) in your specific 
geographic area, contact the Eligibility Benefits Center.  Refer to the Contact Information page of 
your Schedule of Benefits. 
 
MEDICARE ADVANTAGE PLAN OPTION 

Medicare Advantage (MA) Plans are health plan options approved by Medicare and administered 
by private companies.  MA Plans provide all of your Medicare Part A (hospital) and Part B 
(medical) benefits and cover all services covered under the original Medicare plan.  However, MA 
Plans may each include different Deductibles, Co-payments, and Co-insurance.  In addition, MA 
Plans may offer benefits not provided under the regular Medicare plan (such as dental, vision and 
hearing benefits).  Most MA Plans have Provider networks, so you will be required to see specific 
doctors and use specific hospitals.   
 
You may join a Medicare Advantage (MA) Plan that is offered under the Plan.  If you do so, both 
your medical and prescription drug coverage will be provided by the MA Plan.  Your out-of-
pocket costs under an MA Plan will be different from those in the TCN. 
 
An MA Plan may be available to you under the Plan based on where you live.  Depending on your 
choice of plans, you and your family members may be required to all enroll in the same plan 
option.  If you are in an HMO that offers a Medicare Advantage plan, at age 65 you will be 
offered the MA plan. If you say yes, then you move into it and your Dependents who are under 
65 stay in the HMO plan. If you say no to the MA plan, you must move to a different plan with 
your Dependents. If you are in a HMO that does not offer an MA plan, at age 65, you can stay in 
the HMO. 
 
For more information about the MA option(s) in your geographic area, contact the Eligibility 
Benefits Center.  In order to be covered by the Plan, you must enroll in a MA option that is 
contracted with the Plan. 
 
PREFERRED PROVIDER ORGANIZATION (PPO) OPTION 

The PPO Option is no longer available for new enrollment.  If you currently are enrolled in a 
PPO, you may remain in that PPO as long as it is available.  However, once you transfer from the 
PPO you cannot rejoin.   
 
Coverage under the PPO option terminates when an individual becomes eligible for Medicare. At 
that point, you will be enrolled in TCN, or if an HMO that accepts Medicare individuals or a 
Medicare Advantage Plan is available in your area, you may elect it as an alternative. 
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You may change health 
plans at any time after you 
have been in your current 
plan for at least 12 months. 

 
The PPO option is like the TCN, but has a smaller network of Providers and generally is limited to 
a state or smaller geographic area. As with the TCN, it provides a higher level of benefits when 
you receive care from Providers within the PPO network.  The PPO option covers all services 
included under the TCN option and also offers 50% payment for a home or office visit by, or on 
referral from, a PPO physician. 
 
ROLLING ENROLLMENT – CHANGING YOUR PLAN OPTION ELECTION 

You may change your Plan elections any time of the year, provided 12 months have elapsed since 
your last election change and you remain eligible for coverage.  To make a change, call the 
Eligibility Benefits Center. The change generally will take effect on the first day of the second 
month following the month the Eligibility Benefits Center receives the election (for example,  
June 1 if your election is made in April).  
 
Once you make a change to your Plan elections, you must wait 
12 months to make another change.  Changes also may be 
allowed during the 12-month period if certain “life events” 
occur, such as changing your address of record or adding a 
Dependent.   
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You are responsible for 
cost sharing through 
monthly Contributions, 
Deductibles, Co-insurance, 
and Co-payments.

 

MEDICAL PLAN COVERAGE 

Your medical coverage includes items described below.  This is a general description only and the 
provisions of the Plan control your eligibility for coverage and specific benefits.  A glossary of 
terms is provided at the end of this booklet.  If you are enrolled in an HMO or a Medicare 
Advantage plan, this section does not apply to you.  You should consult your Certificate of 
Coverage for information about your medical benefits. 
 
COST-SHARING FEATURES OF ALL OPTIONS 

A Primary Enrollee is responsible for paying certain costs of health care coverage, as follows.  For 
specific information on cost sharing for your plan option, consult your Schedule of Benefits or 
Certificate of Coverage. 
 
1. Monthly Contribution – means an amount a Primary 

Enrollee may be required to pay, on a monthly basis, for 
health care coverage.  The amount may vary depending on 
such items as single or family, “Protected” or “General,” or 
the option elected (e.g., TCN or HMO).  

2. Annual Deductible – means an aggregate amount a Primary Enrollee may be responsible for 
paying each calendar year for covered services prior to the Plan making a payment.  “Single” 
and “family” Deductibles may apply.  Once the Deductible is met, Co-insurance may apply. 

3. Co-insurance – means an amount a Primary Enrollee may be required to pay to a Provider for 
covered services or supplies, once any applicable Deductible(s) is (are) met.  Such amount is 
calculated as a percentage of the Allowed Amount for covered services.  If the Co-insurance 
were 80% / 20%, for example, the Plan would pay 80% of the Allowed Amount and you 
would be responsible for the remaining 20%.  The Co-insurance percentages may vary 
depending on whether or not the services are obtained from In-Network Providers. 

4. Co-payment – means a fixed-dollar amount that a Primary Enrollee may be required to pay 
to a Provider for specific covered services or supplies (such as emergency room visits or 
prescription drugs) at the time the service or supply is provided.  Primary Enrollees are 
responsible for any required Co-payments, regardless of the status of any applicable 
Deductibles or Out-of-Pocket Maximums. 

5. Annual Out-of-Pocket Maximum – means a maximum aggregate dollar amount a Primary 
Enrollee may be required to pay during a given calendar year for the Deductibles and Co-
insurance amounts charged for certain covered services and supplies.  Separate “in-network” 
and “out-of-network” Out-of-Pocket Maximums may apply. 

6. Sanction – means an amount of otherwise covered or potentially covered expense that a 
Primary Enrollee incurs for failure to follow Plan provisions (such as additional amounts 
incurred for failure to predetermine a Hospital admission). 

 
Please note that certain expenses may not be applied toward your Deductible or Out-of-Pocket 
Maximum.  In addition, some expenses may not be paid at 100% even after you meet your Out-
of-Pocket Maximum.  For additional information, please refer to the Schedule of Benefits. 
 
HOSPITAL COVERAGE 

Coverage is provided for services and supplies associated with Hospital admissions. Coverage is 
only for the period that is Medically Necessary for the proper care and treatment of the patient, 
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subject to the maximum benefit period discussed below, and to other Plan provisions. As a 
condition of coverage, the Carrier may require predetermination of the admission and written 
verification of the need for continued services by the physician in charge of the case. 
 
Inpatient Hospital Coverage 

Most services you receive as an inpatient at a participating Hospital are covered for up to 365 days 
of a Hospital stay if predetermination was approved.  Up to 45 days are available for inpatient 
treatment of a mental health or substance abuse condition or tuberculosis. 
 
A new 365-day (or 45-day for mental health or substance abuse) coverage period begins when 
you have not been in the Hospital or a similar facility (for example, a Skilled Nursing Facility, 
Residential Substance Abuse Treatment Facility, Home Health Care Agency, or Hospice to which 
the 60-day benefit period rule applies) for 60 consecutive days, irrespective of whether or not 
benefits were paid.   
 
For example, the 60-day period is broken if, during the 60-day period following a discharge from 
a Hospital, the patient receives home health care services. This is true whether or not benefits are 
paid for such services and whether or not the treatment received during the 60-day period was 
related to the original medical condition.  
 
Covered inpatient Hospital services include, but are not limited to, the following: 

• Semiprivate room, general nursing services, meals, and special diets.  Charges for a private 
room are covered at the Hospital’s standard rate for a semiprivate room, unless a private room 
is Medically Necessary; 

• Medical/surgical supplies, drugs and medicines; 

• Use of operating rooms, other surgical treatment rooms, delivery rooms, and recovery rooms; 

• Anesthesia services; 

• Blood products and their administration (blood or component preservation and storage for 
future use are not covered); 

• X-rays, EKGs, CT scans, ultrasounds, Magnetic Resonance Imaging (MRI – two per condition per 
calendar year), and Magnetic Resonance Angiography (MRA); and 

• Laboratory and pathology services. 
 

Predetermination – Prior Approval 

The Plan may require you, your health care Provider, or Hospital to obtain a predetermination 
(prior approval) of all non-emergency, non-maternity hospitalizations, and certain other services.  
Emergency admissions must be reported within 24 hours after the admission.  You should inform 
your Provider or Hospital that predetermination can be obtained by calling the toll-free 
telephone number printed on your health care identification card. 
 
If you are notified through the predetermination process that approval for hospitalization or 
continued stay has been denied, but you still elect to be hospitalized or remain hospitalized, 
reimbursement will be reduced.  This benefit reduction is limited to $750 per calendar year for an 
individual and $1,500 per calendar year for a family.  However, if your Hospital or Provider fails to 
follow the predetermination process, the reduction will apply to their payment, not to you. 
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Claims will be paid for 
emergency care if the 
emergency is a health 
threatening or disabling 
condition that requires 
immediate medical 
attention and treatment. 

Remember, the predetermination process determines when and for how long benefits will be 
payable.  The decision about whether to be hospitalized, and for how long, is still up to you and 
your health care Provider. 
 
The Plan will not restrict benefits for any Hospital length-of-stay in connection with childbirth for 
the mother or newborn child to less than 48 hours following a normal vaginal delivery, or less 
than 96 hours following a caesarean section.  However, this does not prohibit the mother’s or 
newborn’s attending Provider, after consulting with the mother, from discharging the mother or 
her newborn earlier than 48 hours (or 96 hours as applicable).  The Plan will not require that a 
Provider obtain authorization from the Carrier for prescribing a length-of-stay not in excess of 48 
hours (or 96 hours). 
 

Outpatient Freestanding Facility Coverage  

Coverage is provided for most outpatient services, such as treatment of accidental injuries and 
certain Medical Emergencies, surgery, IV infusion therapy, use of assisted breathing devices or 
similar equipment, and physical therapy (up to 60 treatments per condition per year, which also 
may be performed in an Approved Free-standing Facility other than a Hospital).   
 
Urgent Care Centers:  Urgent care centers can provide care for certain medical emergencies.  
Urgent care centers are freestanding centers.  The charges for physician services at a freestanding 
urgent care center will be paid by the Plan.  However, if the center charges for use of the Facility, 
that charge will not be covered.  
 

Emergency Care 

Benefits are provided in the case of accidental injuries (physical injury – such as a fracture, sprain, 
etc.) and qualifying Medical Emergencies. 
 
A Medical Emergency is a health-threatening or disabling 
condition that requires immediate medical attention and 
treatment.  The condition must be such that if medical treatment 
is not secured within 72-hours of onset, the patient’s permanent 
health could be in jeopardy or there could be significant 
impairment of bodily functions.  The coverage is administered on 
the basis of the patient’s signs and symptoms, as verified by the 
physician at the time of treatment, and not on the basis of the 
final diagnosis.   
 
There may be two components of emergency care: Professional – such as those from the 
treating physician, and Facility – such as those for use of a Hospital emergency room.  Whether 
the initial treatment is in a Hospital emergency room or not, follow-up care normally can be 
performed in a physician office or another setting without a separate facility charge. 
 

• Professional Charges – The Plan covers physician services for the initial examination and 
treatment of conditions resulting from accidental injuries and qualifying medical emergencies, 
wherever the services are administered.  Follow-up care by the physician is not covered under 
the emergency care benefit. 

 

• Facility Charges – The Plan covers Hospital emergency room services in participating and non-
participating Hospitals for treatment of accidental injuries and medical emergencies. 

− A Co-payment will apply for emergency room treatment, unless the patient is admitted.  
Emergency admissions must be reported to the Carrier within 24 hours. 

− Facility charges for follow-up care in an emergency room are not covered.   
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Approved Skilled Nursing 
Facility care is covered. 
However, custodial and other 
non-SNF care is not covered. 

 
Non-Participating Hospitals 

You should determine which of your local Hospitals participate with your Carrier before non-
emergent, non-elective Hospital care is needed.  Your Carrier or the Hospital will tell you if a 
facility is a participating Hospital.  Treatment at a non-participating Hospital will result in a 
significant financial obligation for you. 
 
If you are in the TCN Plan Option, and you receive care at a non-participating Hospital, the Plan 
will pay a maximum benefit of: 

• $250 per day total for room, board, and all covered services in a non-participating, non-
psychiatric Hospital; 

• $15 per day for room, board, and all covered services in a non-participating, non-acute care 
Hospital (e.g., a psychiatric Hospital); and 

• Up to $35 per condition for covered outpatient services received at a non-participating 
Hospital. 

 
Note: In the case of an emergency, the first five days of an admission may be covered at the 
participating Hospital rate. 
 
SKILLED NURSING FACILITY COVERAGE 

Skilled Nursing Facility (SNF) care services are services that can only be safely and effectively 
performed by or under the supervision of a licensed nurse in a SNF.  SNF care is different from 
residential care, which is not payable.  SNF also does not 
include nursing home care, adult foster care, assisted living, 
or other Custodial Care (such as helping patients get in and 
out of bed, bathe, dress, eat, use the toilet, walk, or take 
drugs or medicines that can be self-administered). 
 
Coverage is provided, up to the Allowed Amount, for up to 730 days (or two days for every one 
day of unused Hospital care) of Medically Necessary care provided in an approved SNF.  For 
example, if you are admitted to a SNF after spending 100 days in the Hospital, you can receive 
benefits for up to 530 days while in the SNF (365 days – 100 days = 265 days x 2 = 530 SNF days).  
A new 730-day period begins when you have not been in the Hospital, a SNF, or any other facility 
or service to which the 60-day benefit period rule applies, for 60 consecutive days. 
 
Treatment at a SNF must meet the following guidelines: 

• Predetermination must be obtained for all SNF admissions for non-Medicare individuals; 

• For Medicare patients in an SNF, the Medicare coverage determination is accepted for the 
period during which Medicare pays claims.  Medicare pays a maximum of 100 days for SNF 
coverage;  

• The SNF must be a facility that is Medicare-Approved and is participating in the Plan; 

• Patient must be convalescing from an injury or illness that has a favorable prognosis and 
predictable level of recovery; 

• The intensity of care needed by the patient requires a combination of skilled nursing services 
that are less than those of a general acute care Hospital are but greater than those available in 
the patient’s place of residence. 
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Home health care 
benefits are covered 
for up to three visits 
for each unused 
inpatient Hospital day. 

Benefits will not be provided for: 

• Conditions that are not Medically Necessary and do not require skilled nursing services; 

• Admissions that are principally Custodial or Domiciliary in nature or for treatment of 
tuberculosis; 

• Patients who have reached their maximum level of recovery possible for their particular 
condition and no longer require treatment other than routine supportive care; 

• Services provided by non-approved SNFs or SNFs that do not participate with the Carrier. 
 
HOME HEALTH CARE COVERAGE  

Coverage, up to the Allowed Amount, for Medically Necessary services is provided by an approved 
home health care program for skilled, part-time and intermittent care, including payment for 
necessary skilled nursing and home health care aides.  “Part-time” generally means less than eight 
hours per day while “intermittent” generally means less than seven 
days per week. 
 
You may receive home health care benefits for up to three visits for 
each remaining unused day of the inpatient Hospital benefit period.  
The maximum number of visits under the home health care benefit is 
1,095 (which is 365 Hospital care days times three). 
 
For example, if you receive home health care after spending 100 days in the Hospital, you can 
receive home health care benefits for up to 795 visits (365 days – 100 days = 265 days x 3 = 795 
home health care visits).  A new 1,095-visit period begins when you have not been in the Hospital, 
an SNF, or any other facility or service to which the 60-day benefit period rule applies, for 60 
consecutive days. 
 
Each visit by a member of the home health care team, each approved outpatient visit to a 
Hospital or SNF, and each home health aide visit is considered the equivalent of one home health 
care visit. 
 
HOSPICE COVERAGE 

Hospice care for terminally ill individuals when provided through an approved Hospice program is 
covered.  Benefits for Hospice care are limited to a specific number of days and/or a dollar 
maximum per lifetime. 
 
The terminally ill individual must have written certification from a physician that he or she is 
terminally ill and meets the criteria for life expectancy.  The individual must file an election 
statement with the Hospice program agreeing to the terms of Hospice care. 
 
SURGICAL AND MEDICAL COVERAGE 

Coverage, up to the Allowed Amount, is provided for Medically Necessary surgical and medical 
services, including: 

• Surgery and anesthesia, including pre- and post-operative care (plastic, reconstructive, and 
dental surgery are subject to limitations and/or exclusions); 

• In-Hospital consultations; 

• In-Hospital medical care; 
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In the case of a covered individual 
who undergoes a mastectomy and 
who elects breast reconstruction in 
connection with mastectomy, under 
federal law, coverage must include 
reconstruction of the breast on 
which the mastectomy has been 
performed; surgery and 
reconstruction of the other breast to 
produce a symmetrical appearance; 
and prostheses and physical 
complications of all stages of 
mastectomy, including 
lymphedemas, in a manner 
determined in consultation with the 
attending physician and the patient. 

Take advantage of 
covered preventive 
services. They may 
identify a medical 
risk and help you 
stay healthy. 

• Doctor’s medical visits, at the rate of two per week, for up to 730 days in an approved Skilled 
Nursing Facility for general conditions; 

• Human organ and tissue transplants (some of which have payment limits);  

• Necessary and appropriate diagnostic imaging, laboratory, and pathology services;  

• MRI, MRA, CT, PET, and similar services are part of diagnostic imaging and may be limited to 
certain diagnoses, use of Carrier-approved facilities, or frequency limits; 

• Payment for digital mammograms is limited to the Allowed Amount for standard 
mammograms; 

• Mastectomy;  

• Obstetrical delivery, including pre- and post-natal 
care provided by a physician or by a nurse mid-wife 
when received in a Hospital or birthing center 
affiliated with a Hospital; 

• Radiation therapy and chemotherapy for certain 
types of malignant conditions; 

• In the case of an individual who undergoes a 
mastectomy and who elects breast reconstruction in 
connection with the mastectomy, coverage is 
consistent with the provisions of the Women’s 
Health and Cancer Rights Act of 1998; 

• Sterilization, but not sterilization reversals.  
 
Second Surgical Opinion Benefits 

Coverage is provided for a second and third surgical opinion prior to proceeding with surgery.  
Contact your Carrier to determine how second and third opinions are provided. 
 
If you receive a second opinion, arranged through the Carrier as required, all services are covered 
in full, including the physician’s consultation and any necessary x-ray and laboratory tests.  If the 
second opinion disagrees with the first, you may obtain a third opinion. 
 
PREVENTIVE SERVICES 

Preventive services are encouraged because by obtaining appropriate screenings, you can prevent 
health problems in the future.  The Plan pays for certain preventive services, which are covered 
even though they are not provided for treatment of illness or injury. They also are excluded from 
the Annual Deductible, Co-payment, or Co-insurance requirements 
when received from In-Network Providers.   
 
Preventive services may have gender, age, or frequency limitations, 
which are set forth in the Schedule of Benefits.  If the number of 
preventive services covered in a time period is limited, such as one per 
year, the first such service will be considered the preventive one and 
exempt from cost sharing.  Any additional services within the time 
period, additional diagnostic services, services provided outside the related age windows and 
services provided by Out-of-Network Providers will be subject to any applicable cost-sharing 
features (such as the Annual Deductible, Co-payment, or Co-insurance requirements) and normal 
Plan provisions. 
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PHYSICIAN OFFICE VISITS 

Physician office visits are not covered if you are in the TCN plan, including office visits for 
preventive services.  However, if you obtain treatment from a Participating Provider, you will be 
able to take advantage of the discounted rate for services negotiated by the Plan.   
 
Office visits are payable at 50% under PPO plan, and Co-payments will apply if you are enrolled in 
an HMO. 
 
AMBULANCE SERVICES 

Coverage is provided, up to the Allowed Amount, for Medically Necessary ambulance 
transportation to the closest available facility qualified to treat the patient as described below. 
 
Ground Ambulance 

• Transfers between Hospitals, because the originating Hospital lacks necessary treatment 
facilities, equipment, or staff; 

• One way or round-trip transfer for a Hospital inpatient who must be taken to a non-Hospital 
facility for a covered CAT scan, MRI, or PET examination (provided the facility meets the 
Carrier’s standards for providing such services), when the services are not available in the 
Hospital to which the patient is admitted or in a closer local Hospital; 

• Emergency transportation for: 

− Transporting a patient one-way from home or scene of an incident in cases of Medical 
Emergency or Accidental Injury to the nearest available facility qualified to treat the 
patient; and 

− Round-trip transfer of a homebound patient from the home to the nearest available 
facility qualified to treat the patient when other means of transportation cannot be used 
without endangering the patient’s life. 
 

Air and Boat Ambulance 

If air or boat ambulance is required, coverage may be subject to restrictions including mileage 
limitations and Co-insurance. If it is determined that transport by ground ambulance would have 
sufficed, payment will be limited to the amount that would have been paid for ground 
ambulance. 
 
OUTPATIENT PHYSICAL THERAPY, FUNCTIONAL OCCUPATIONAL THERAPY 
AND/OR SPEECH THERAPY 

Before receiving outpatient physical, functional occupational, or speech therapy, contact your 
Carrier to determine if the services will be covered for the condition, and if the outpatient 
Provider is a Carrier-approved one.  Physical, functional occupational or speech therapy 
benefits will NOT be paid if received from a Provider that is not Carrier-approved. 
 
Up to 60 combined visits (per qualifying condition) per calendar year are covered for outpatient 
physical, functional occupational, and/or speech therapy provided by a Hospital or by a Carrier-
approved Freestanding Outpatient Therapy Facility, Home Health Care Agency, Skilled Nursing 
Facility, or independent physician or therapist participating with and approved by the Carrier.  An 
approved Provider is one who is Medicare-approved and, at the time the patient receives the 
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services, has entered into an agreement with the Carrier and will accept the Carrier’s Allowed 
Amount as payment in full for covered services.  The 60-visit annual limit (per qualifying 
condition) may be renewed after surgery or a definite aggravation of the condition. 
 
• Coverage for physical therapy is available only if it is provided with the expectation that the 

condition will improve in a reasonable and generally predictable period of time, or 
improvement is noted on a periodic basis in the patient’s record. 

• Restrictions apply for physical therapy evaluations and re-evaluations. 

• Multiple therapy treatments occurring on the same day (whether physical, functional 
occupational or speech) are considered a single visit. 

• Speech therapy is covered when related to the treatment of an organic medical condition or to 
the immediate post-operative or convalescent state of the patient’s illness.  It is NOT covered 
for long-standing chronic conditions or inherited speech abnormalities (except for provisions 
related to children up to six years of age with congenital and severe developmental speech 
disorders). 

 
 
 



  29

For greater cost-
savings, always 
request that your 
doctor prescribe 
a generic drug. 

 

PRESCRIPTION DRUG COVERAGE 

HOW PRESCRIPTION DRUG COVERAGE WORKS 

Prescription drug coverage helps you pay the cost of prescribed medications.  A Pharmacy Benefit 
Manager (PBM) manages your prescription drug coverage, which consists of both a retail 
pharmacy component and a mail order pharmacy component.  Benefits are provided for the 
payment of the prescription charge, less the applicable Co-payment for each separate prescription 
order or refill.   
 
The Plan provides outpatient prescription drug coverage for Retirees and Dependents 
who are enrolled in Medicare, so you should not enroll in a Medicare Part D 
Prescription Drug Plan.  Your prescription drug coverage under the Plan will be 
suspended if you or your Dependents enroll in a Part D Prescription Drug Plan.  Please 
see the Medicare section of this booklet for further information. 
 
If you are enrolled in an HMO or a Medicare Advantage plan, this section does not apply to you.  
You should consult your Certificate of Coverage for information about your prescription drug 
benefits. 
 
PRESCRIPTION DRUG COVERED EXPENSES 

Covered prescription drugs include: 

• Federal Legend Drugs:  Any medicinal substances that the Federal Food, Drug and Cosmetic Act 
requires to be labeled, “Caution — Federal Law prohibits dispensing without prescription”; and 

• Compound Drugs:  Any drugs that have more than one ingredient and at least one of them is a 
Federal Legend Drug or a drug that requires a prescription under state law. 

 
PRESCRIPTION DRUG CO-PAYMENTS 

Your prescription drug Co-payment amount for each prescription order or refill will be 
determined based on whether the drug is generic or brand name, and whether the drug is 
dispensed at a retail pharmacy or at the mail order pharmacy.  These Co-payment amounts are 
shown in the Schedule of Benefits.  The PBM has negotiated discounted prices for prescription 
drugs under the Plan when the prescription is filled at participating retail and mail order 
pharmacies.  If the discounted price is lower than your Co-payment, you will be charged the lower 
amount. 
 
GENERIC AND BRAND-NAME MEDICATIONS 

Almost all prescription drugs are dispensed under two names: the generic name and the brand 
name.  A generic drug is chemically equivalent to a brand-name drug for which the patent has 
expired. By law, both generic and brand-name medications must meet the 
same standards for safety, purity, and effectiveness. 
 
Generic medications help to control the cost of health care while 
providing quality medications – and can be a significant source of savings 
for you and the Plan.  When you receive a brand-name medication, you 
generally pay more because they are more expensive.  Your physician or 
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pharmacist can assist you in substituting generic medications when appropriate.  Generic drugs 
have a lower Co-payment than brand-name drugs. For greater cost-savings, always request that 
your doctor prescribe a generic drug. 
 
When a brand-name drug is dispensed instead of its generic version, you may be required to 
pay the appropriate Co-payment plus the difference in price between the brand-name and 
generic drug.   
 
If your doctor has not indicated “Dispense As Written” or DAW, your prescription automatically 
will be filled with a generic drug.  If you still want the brand-name drug, you will continue to 
pay the generic Co-payment plus the full difference in cost between the brand-name and 
generic drug. 
 
RETAIL PHARMACY 

For short-term prescription needs, you can receive up to a 30-day supply of your covered 
medication for one retail Co-payment.  Filling your prescriptions at retail is most appropriate for 
your short-term prescription needs.  For example, if you need an antibiotic to treat an infection, 
you can go to one of the many pharmacies that participate in the network.  Retail pharmacy is 
also appropriate for situations in which your physician has not established the suitable drugs, 
strengths, and dosages for ongoing needs.   
 
PARTICIPATING RETAIL PHARMACIES 

The Plan provides a national network of participating retail pharmacies.  When you purchase 
covered prescription drugs from a participating retail pharmacy, simply present your prescription 
order and your ID card to the pharmacy and pay your retail Co-payment.  You do not have to 
submit any paper claims to the PBM when you use a participating retail pharmacy.   
 
To find out whether a pharmacy participates in the network call the PBM at the number listed on 
the Contact Information page of the Schedule of Benefits. 
 
NON-PARTICIPATING RETAIL PHARMACIES 

When you purchase covered prescription drugs from a non-participating retail pharmacy, you 
must pay the full price (100%) of the prescription and obtain a prescription receipt that you can 
submit to the PBM for reimbursement. You will be reimbursed 75% of the Allowed Amount, after 
deducting the applicable retail Co-payment.  You will be responsible for the difference in cost 
between the amount charged and the Allowed Amount, plus 25% of the Allowed Amount after 
deducting your applicable retail Co-payment.   
 
If prescription drugs must be purchased from a non-participating pharmacy because you are away 
from home or due to an emergency, you will still be required to pay the full charge and file the 
claim for reimbursement.  However, you will be reimbursed at 100% of the Allowed Amount for 
the generic or brand-name drug as applicable, after your appropriate Co-payment has been 
deducted. 
 
Claim forms for prescription drugs purchased at a non-participating retail pharmacy are 
available through the PBM and must be submitted within one year of the date dispensed to be 
eligible for coverage. 
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MAIL ORDER PHARMACY 

Mail order allows you to purchase up to a 90-day supply of your maintenance prescription drugs. 
All mail order prescriptions are mailed directly to your home. 
 
To start using mail order, complete the PBM’s prescription order form and mail it to the PBM 
along with your doctor’s original prescription and the applicable Co-payment. You can expect to 
receive your first filled prescription about two weeks from the time you mail your prescription.  If 
you need a medication right away, make sure your physician provides you with two prescriptions: 
one prescription for a 30-day supply for use at a retail pharmacy, and a second prescription for a 
90-day supply to be sent to the mail order pharmacy. Refills can be ordered using the PBM’s 
website, calling the PBM, or by mailing in the refill order slip. 
 
To find the contact information for your mail order pharmacy, refer to the Contact Information 
page in the Schedule of Benefits. 
 
MAINTENANCE DRUG LIST (MDL) 

Maintenance drugs are certain drugs taken on an ongoing basis (three months or more) such as 
those used to treat high blood pressure or high cholesterol.  The Plan has established a list of 
maintenance drugs that are only covered when filled by mail order after limited initial dispensing.  
A complete MDL list is available on the PBM website listed on the Contact Information page of 
the Schedule of Benefits.  This list is subject to change periodically. 
 
• MDL prescriptions filled at a participating retail pharmacy will be limited to a 30-day supply. 

• The Plan will cover only the first three prescription drug fills at your retail pharmacy (the initial 
fill and two refills). 

• On the fourth fill, you must have your MDL prescription filled by mail order or pay the full cost 
of the drug at retail. 

 
If you begin taking a prescription drug on the MDL, the PBM should automatically contact you 
about using mail order. 
 
Special rules may apply if you reside in a long-term care or assisted living facility.  Contact the 
PBM if you have any questions about the MDL. 
 
SPECIALTY PHARMACY 

Specialty medications are injectable, infused, inhaled, or oral high-cost biotech products with 
unique handling and or dosing requirements. Many of these medications are available through 
your local retail pharmacy, and all specialty medications should be available through a designated 
specialty pharmacy. In most situations, the specialty pharmacy will ship your drug and any 
required supplies you need for your injection directly to your home for the required Co-payment.  
Contact the Pharmacy Benefits Manager for information on specialty pharmacies. 
 
UTILIZATION MANAGEMENT 

To promote safety and clinically appropriate care while maintaining costs, prescription drug 
coverage will be administered by the PBM. Certain prescriptions may be restricted in quantity or 
require step therapy/prior authorization. 
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Quantity Restrictions – certain drugs have limits based on national standards and current 
literature. These limits ensure the quantity of units supplied for each prescription remain 
consistent with clinical dosing guidelines and benefit plan design. Below is a brief description of 
the various quantity restriction programs: 

• Dose Duration – provides coverage for specific dosing over a specific period of time. A coverage 
review may be needed to continue coverage at a specific dose for a greater period of time.  

• Quantity Duration – provides coverage for a specific quantity of pills dispensed over a specific 
period of time.  

• Dose Optimization/Tablet Consolidation – alerts physicians and patients to opportunities to 
simplify dosing regimens, which can decrease the cost of care by reducing the number of dosage 
units dispensed, while still fully satisfying the therapeutic needs of the member and improving 
medication compliance. Tablet consolidation means the member takes one tablet of a higher 
strength tablet daily rather than two tablets of a lower strength (same total daily dose).  

• Dispensing Quantity – limits the quantity dispensed per prescription. 

• Prior Authorization – requires a review with the physician to determine if the drug qualifies for 
coverage under the benefit. If you and your physician request a drug that requires a prior 
authorization, please contact the PBM. 

• Step Therapy – coverage of a specific drug under the benefit may be determined without a 
coverage review if information is available on the member’s profile (claims, diagnosis 
information, age, gender). If this information is not available, a prior authorization is required 
to receive the medication. 

 

PRESCRIPTION DRUG EXPENSE EXCLUSIONS 

Prescription drug services, supplies, and medications not covered under the Plan include:  

• Drugs not approved by the FDA;  

• Drugs available over-the-counter without a prescription (insulin is covered); 

• Drugs labeled “Caution: Limited by federal law to investigational use”; 

• Any drug being used for cosmetic purposes, even if it contains a Federal Legend Drug; 

• Vaccines administered for prevention of infectious diseases; 

• Medical devices or appliances; 

• Charges for more refills than your doctor specifies or refills after a year from the original date 
of the prescription; 

• Diabetic supplies covered under Medicare Part B or your Carrier’s Durable Medical Equipment 
(DME) Program (e.g., home blood glucose monitor, test strips);  

• Drugs used for treatment of erectile dysfunction or inadequacy; 

• Drugs in the Proton Pump Inhibitor (PPI) class of drugs used to treat conditions such as 
heartburn, acid reflux (GERD), and ulcers; and 

• The charge for any medication for which the individual is entitled to receive reimbursement 
under Workers’ Compensation laws or is entitled to benefits without charge from municipal, 
state, or federal programs. 
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You must use an  
In-Network DME 
Provider to receive 
DME coverage. 

Diabetic test strips and 
lancets are covered 
under the Durable 
Medical Equipment.  
Insulin is covered under 
prescription drugs. 

 

DURABLE MEDICAL EQUIPMENT (DME) AND 

PROSTHETIC AND ORTHOTIC (P&O) APPLIANCES 

Coverage, up to the Allowed Amount, is provided for Medically Necessary durable medical 
equipment (DME) and prosthetic and orthotic (P&O) appliances prescribed by your doctor.  DME 
and P&O appliances must be obtained from an In-Network Provider by contacting your Carrier or 
the DME Benefit Manager.  Refer to the Contact Information page of the Schedule of Benefits. 
 

If covered items and services are received from Out-of-Network Providers, you will be responsible 
for paying the Provider including additional amounts up to the Provider’s full charges for the 
supply or service.  
 

You, your physician, or your Provider may contact the DME Benefit Manager for 
preauthorization, claims processing, assistance in locating Participating Providers, and for any 
other questions or concerns. 
 

IN-NETWORK DME PROVIDERS 

All In-Network DME Providers accept Medicare payment, but not all Providers who accept 
Medicare are in the network.  When obtaining DME, make sure it is from an In-Network DME 
Provider.  If a Non-Network DME Provider is used, then no benefits will be paid.  
 

DME COVERAGE 

Durable Medical Equipment (DME) coverage includes, but is not 
necessarily limited to: 

• Equipment that meets Plan standards, which generally include being 
approved for reimbursement under Medicare Part B and being 
appropriate for use in the home; 

• Repairs necessary to restore the equipment to a serviceable condition when such equipment is 
purchased (this does not include routine maintenance); 

• Neuromuscular stimulators; 

• External electromagnetic bone growth stimulators, in certain 
approved cases; 

• Pressure gradient supports for certain patients; 

• Pronged and standard canes (when purchased); and 

• Hair pieces/wigs (purchase limits apply). 
 
Prosthetic and Orthotic (P&O) Appliance coverage includes, but is not necessarily limited to: 

• P&O appliances that are furnished by an accredited facility and meet Plan standards, which 
generally include being approved for reimbursement under Medicare Part B, and the 
replacement, repair, fitting and adjustments of the appliance; 

• Orthopedic shoes, inserts, arch supports, and shoe modifications when the shoes are part of a 
covered brace; 

• Appliances or devices that are surgically implanted permanently within the body (except for 
Experimental or research appliances or devices) or those that are used externally while in the 
Hospital as part of regular Hospital equipment or when prescribed by a physician for use 
outside the Hospital. 
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MEDICAL COVERAGE EXCLUSIONS 

Medical services, supplies, and other health care expenses not covered include: 

• Services, including inpatient Hospital days, provided prior to the effective date of coverage or 
after the termination; 

• Hospital services related to Custodial, Domiciliary, convalescent, nursing home, or rest care; 
services consisting principally of dental treatment or extraction of teeth; or admissions 
principally for observation or diagnostic evaluations and examinations, physical therapy, tests 
or studies, weight reduction by diet control (with or without medication), or environmental 
control; 

• Skilled Nursing Facility coverage that is principally Custodial or Domiciliary, or care for 
tuberculosis; 

• Hospital admissions and treatment for weight reduction or diet control (except for qualifying 
gastric by-pass surgery); 

• Physician office visits under the TCN Plan; 

• Routine physical, premarital, and pre-employment examinations, or similar examinations or 
tests not directly related to diagnosis of illness or injury; 

• Psychiatric services for mental health conditions that are not expected to improve with 
treatment or services extending beyond the period necessary for evaluation and diagnosis of 
mental deficiency or retardation; 

• Services that are not Medically Necessary; 

• Care, services, treatment, supplies, devices, and drugs that are Experimental, Research, and/or 
Investigational in nature; 

• Routine vision care (for example, examinations, refractions, lenses, frames, and other routine 
services) with the exception of certain services for post-cataract surgery; 

• Refractive keratoplasty (radial keratotomy) or similar vision-related procedures; 

• Hospitalization principally for observation or diagnostic evaluation, diagnostic x-ray, laboratory 
tests, or physical therapy; 

• Facility charges for care and urgent care centers or for surgical services provided at non-
approved ambulatory surgery centers; 

• Physicians’ services related to kidney machine treatments in the home; 

• Hospital services and surgery for cosmetic purposes, except for the correction of congenital 
abnormalities, traumatic scars, and conditions resulting from accidental injuries, as well as 
breast reconstruction in connection with a mastectomy; 

• Dental services, including dental surgery; 

• Hospitalization coverage generally excludes services consisting principally of dental treatment 
or extraction of teeth, unless the dental procedure is covered;    

• Sterilization reversals; 

• Artificial insemination or in vitro fertilization; 

• Convenience or personal items such as telephone calls, television, or hairdressing; 

• Chiropractic services except for diagnostic radiological services and emergency first aid related 
to the spine and related bones and tissues;  

• Allergy testing and treatment; 
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• Services received as a result of an accidental injury or sickness covered by Workers’ 
Compensation or similar laws; 

• Services covered in any way by federal or state programs; 

• Services provided under government plans; 

• Services not ordered by a physician; 

• Treatment of jaw joint or jaw hinge problems, including temporomandibular joint syndrome 
and craniomandibular disorders; and 

• Expenses incurred for injuries resulting from or sustained as a result of commission, or 
attempted commission by the covered individual, of a felony. If the injury or illness is the result 
of domestic violence or the commission or attempted commission of an assault or felony is the 
direct result of an underlying health factor then the exclusion may not apply.  
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MENTAL HEALTH AND SUBSTANCE ABUSE COVERAGE 

Mental health and substance abuse coverage is administered by a Behavioral Health Benefits 
Manager through a network of qualified Network Providers to promote the delivery of care in 
the most appropriate settings.  If you are in an HMO or Medicare Advantage plan option, please 
refer to your Certificate of Coverage for a description of covered services. 
 
There is a special predetermination or “managed care” process for mental health and substance 
abuse services.  Most services must be approved in advance by the Behavioral Health Benefits 
Manager to determine the appropriateness of the treatment.  The Behavioral Health Benefits 
Manager evaluates each case and approves treatment, which may include an acute inpatient 
Hospital or Residential Substance Abuse Treatment Facility admission, an appointment for 
assessment and diagnosis, outpatient mental health services, or a referral to a Network Provider 
(an approved Provider of mental health or substance abuse benefits).  The Behavioral Health 
Benefits Manager can be reached through a toll-free number available 24 hours a day, seven days 
a week. 
 
If services for treatment of a mental health condition are needed, you should call the Behavioral 
Health Benefits Manager listed in the Contact Information page of your Schedule of Benefits.  If 
you choose to contact a Network Provider first, the Network Provider will assess your condition, 
develop a preliminary treatment plan, and then must call the Behavioral Health Benefits Manager 
for treatment authorization. 
 
If services for treatment of a substance abuse condition are needed, you must contact the 
Behavioral Health Benefits Manager directly for assessment and referral to a Network Provider.  
Remember, you must use Network Providers to receive full benefits. 
 
The Plan provides benefits up to the Allowed Amount for the following Medically Necessary 
mental health/substance abuse services: 

• Up to a maximum of 45 days mental health and/or substance abuse inpatient care within a 
benefit period at a Hospital or Residential Substance Abuse Treatment Facility; 

• Covered outpatient mental health/substance abuse services are subject to visit restrictions; 

• Up to 90 days in a Skilled Nursing Facility for mental health care.  Each day of inpatient care for 
mental health treatment within the benefit period reduces by two the number of available 
days for Skilled Nursing Facility care.  Each two days of medical care for the treatment of 
mental disorders in a Skilled Nursing Facility reduces by one the number of days of inpatient 
medical care available for the treatment of mental health related disorders in a Hospital; 

• Up to 90 days/nights of care in an approved mental health and/or substance abuse Partial 
Hospitalization Treatment Facility.  Each day of inpatient care for mental health treatment 
within the benefit period reduces the number of partial hospitalization treatment days by two. 
Each two days of medical care for the treatment of mental disorders in a Partial Hospitalization 
Treatment Facility reduces by one the number of days of inpatient medical care available for 
the treatment of mental health related disorders in a Hospital; 

• Psychological testing, when authorized by the Behavioral Health Benefits Manager. 
 

If outpatient mental health services are rendered by a Non-Network physician, the first visit will 
be covered.  Any additional visits must be authorized by the Behavioral Health Benefits Manager.  
Unauthorized visits to a Non-Network physician will be paid at 50% of the amount that would 
have been paid to a Network Provider.  These payments will be made to you, not to the Provider.  
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You are responsible for paying the Provider.  Mental health services rendered by Non-Network, 
non-physician Providers (psychologists, social workers, etc.) are not covered under the Plan. 
 
If substance abuse services are rendered by a Non-Network Provider, the services are not 
covered unless an out-of-network authorization is secured from the Behavioral Health Benefits 
Manager prior to treatment. 
 
The following mental health and substance abuse services are not covered under the Plan: 

• Coverage is not available for services for treatment of mental disorders that, according to 
generally accepted medical standards, are not amenable to favorable modification, except that 
coverage is available for the period necessary to determine that the disorder is not amenable 
to favorable modification, or for the period necessary for the evaluation and diagnosis of 
mental deficiency or retardation. 

• Coverage for substance abuse treatment does not include professional services such as 
dispensing methadone, testing urine specimens, or performing physical or x-ray examinations 
or other diagnostic procedures unless therapy, counseling, or psychological testing are 
provided on the same day. 

• Coverage does not include family counseling that is rendered by a Provider other than the 
Provider for the family member in the course of treatment.  Reimbursement will be provided 
only for services rendered to individuals covered under the Plan. 

• Coverage does not include diversional or recreation therapy, e.g., an organized program of 
leisure-based activity programs which, in addition, may include activities that improve or 
sustain an individual’s skills of self care and daily living. 

• Coverage does not include psychological testing if used as part of, or in connection with, 
vocational guidance, training, or counseling. 
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When you have more than one 
health care plan and the Plan is 
secondary, the primary plan pays 
first. The Plan may then pay up 
to the amount it would have 
paid if it were the only coverage. 

 

COORDINATION OF BENEFITS 

When members of a family are covered under more than one plan, there may be duplication of 
coverage – two plans paying benefits for the same expenses.  The coordination of benefits (COB) 
rules determine who pays health care claims first when you or a family member are covered by 
more than one plan.  When someone is covered by more than one plan, one plan is primary and 
the other plan is secondary.  The primary plan processes claims first.  After the primary plan has 
paid, the secondary plan would review any remaining balance to see if additional benefits are 
payable.  All covered charges paid under the Plan are 
subject to Coordination of Benefits. 
 
The Plan may pay a secondary balance up to the amount 
the Plan would have paid if it were the only coverage.  
Only covered charges under the Plan will be considered for 
payment under COB. 
 
If you are enrolled in an HMO or Medicare Advantage plan, this section does not apply to you, 
because the HMO or Medicare Advantage plan will apply its own COB rules.  You must obtain 
services under the terms of your HMO or Medicare Advantage plan in order for them to be paid.   
 
RULES OF A PRIMARY PLAN MUST BE FOLLOWED 

In general, you must follow the rules of your primary plan.  If you do not, and the primary plan 
denies a claim, then secondary coverage through the Plan will also be denied.   
 
ORDER OF BENEFIT PAYMENT 

When a health care claim is reviewed for reimbursement, covered charges are coordinated as 
follows: 

• The primary health plan pays benefits first, without regard to any other health plan. 

• When the Plan is the secondary plan, covered charges are processed so that the total benefits 
paid will not be greater than the Plan’s Allowed Amount. 

 
A health plan without a coordination of benefits rule is always the primary plan.  If all plans have 
a coordination rule, covered charges will be coordinated as follows: 

• If you or your Dependents are covered in the same status (retiree to retiree) by more than one 
plan, the plan that covered the individual the longest is primary. 

• If you are retired or disabled, and you are also covered as a Dependent of a spouse who is an 
active employee, the active employee’s health plan is primary. 

• If a Dependent child is covered by more than one health plan, the plan of the employee (or 
retiree) whose birthday occurs first in the calendar year is primary.  If the birthdays are the 
same day, the plan that has covered the dependent longer is primary. 
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If you are separated, divorced, or never been married, Dependent children are covered as follows:   

• If a court order places the responsibility for the child’s health care on one of the parents, that 
parent’s plan is primary. 

• When no court decree designates financial responsibility, the plan of the parent with custody is 
primary, followed in order by the plan of the spouse of the custodial parent, the plan of the 
non-custodial parent, and the plan of the spouse of the non-custodial parent. 

• If the parents share joint physical and financial responsibility, the plan of the parent whose 
birthday occurs first in the year is primary. 

 
If a person whose coverage is provided under a right of continuation provided by federal or state 
law is also covered under another plan, the plan covering the person as an employee or retiree, or 
their dependent, is primary and the continuation coverage is secondary. 
 
If the preceding rules do not determine the primary plan, the plan that covered the person as an 
employee, retiree, or their dependent is primary.  If a determination cannot be made using these 
rules, the allowable expenses shall be shared equally between the plans.   
 
If you are covered by both this Plan and Medicaid, this Plan pays first and Medicaid pays second. 
 
Detailed rules regarding the order of benefit payment are explained in the Plan Document.  
Contact your Carrier if you have questions about which plan is primary or how Medicare eligibility 
affects payment. 
 
COORDINATION WITH OTHER INSURANCE POLICIES 

The Plan will coordinate coverage with other insurance policies, including group or individual 
automobile, homeowner’s or premises insurance, personal injury protection, or no-fault coverage, 
including medical payments.  Other insurance policies will be primary.  The Plan will not pay more 
than the Plan’s Allowed Amount.  Deductibles and Co-payments will be included in coordination 
of benefit calculation. 
 
COORDINATION OF BENEFITS WITH MEDICARE 

If you have Medicare, Medicare will be the primary payer of health care expenses and the Plan 
will be the secondary payer.  Your claims should be submitted to the Medicare first and then to 
the Carrier for coordination of benefits.  Medicare provides some additional benefits, such as 
office visits, which are generally not covered by the Plan. 
 
Regardless of whether or not you are enrolled in Medicare Part B, benefits will be limited to an 
amount equal to the secondary balance payment that would have been paid if, on the date of 
services, the enrollee was enrolled in Medicare Part B and received services from a Provider that 
participates in Medicare.   
 
If your spouse has coverage as an active employee or non-Medicare retiree, the health plan 
covering the spouse is the primary payer of eligible health care expenses, and the Plan would be 
the secondary payer. If your spouse has Medicare coverage and also has coverage as an active 
employee, your spouse’s health plan would be the primary payer of eligible health care expenses, 
Medicare coverage would be the secondary payer, and the Plan would be the third payer. 
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If your spouse has Medicare coverage and also has his/her own coverage as a retiree, Medicare 
would be the primary payer of eligible health care expenses, your spouse’s health plan would be 
the secondary payer, and the Plan would be the third payer. 
 
If your spouse has Medicare coverage and has no other group health coverage, Medicare will be 
the primary payer of eligible health care expenses, and the Plan will be the secondary payer. 
 
EXAMPLE 1: 
Here’s an example of how the coordination of benefits calculation is performed when you or your 
dependents have two health plans: 

• Mary is the spouse of a UAW retiree named John.  Mary is a retiree and has her own medical 
coverage provided by her former employer. 

• When Mary is hospitalized and has services provided, her retiree health plan pays primary and 
the Plan is the secondary payer.  Benefits are paid as follows: 

 
Primary Insurer Claims Processing (Mary’s retiree health care plan) 
 

Charge for service performed $1500  
Allowed Amount (Mary’s plan) 1000  
Less Deductible (Mary’s plan) -200  
Payment by Mary’s plan 800  

Mary’s Liability $200  

 
Then the claim is considered for payment at John’s retiree health care plan – the 
Plan.  The Plan will not pay any more than what would have been paid if the 
Plan had been primary. 
 

First it is determined how much the Plan would have paid if the Plan was primary: 

 If the Allowed 
Amount is lower 
than the Allowed 
Amount in the 
primary coverage 
plan 

If the Allowed 
Amount is equal 
to the Allowed 
Amount in the 
primary 
coverage plan 

If the Allowed 
Amount is higher 
than the Allowed 
Amount in the 
primary coverage 
plan 

Allowed Amount from the 
Plan (John’s coverage) $900 $1000 $1100

less the Plan Deductible 
(John’s coverage) 164 164 164

 736 836 936
Less 10% Co-insurance 73.60 83.60 93.60

Primary Payment $662.40 $752.40 $842.40

  
If the Allowed Amount in the Plan is greater than the Allowed Amount in 
Mary’s plan, the Plan will pay a secondary payment of $42.40, subject to John’s 
Deductible and Co-insurance. 
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EXAMPLE 2: 
Here’s an example of how the coordination of benefits calculation is performed when Medicare is 
the primary payer: 
 
• George is a UAW retiree.  He is 70 years old and is enrolled in Medicare.  
 
• When George has services provided Medicare is the primary payer and the Plan is considered 

the secondary payer.  Benefits are paid as follows: 
 

Medicare Pays Primary  
     
Medicare Claims Processing   
Charges for services performed  $1500
Medicare Allowed Amount 1200
less Medicare Deductible  250
Medicare Payment  $950
    
Then the claim is considered for payment at George’s retiree health care plan – 
the Plan.  The Plan will not pay any more than what would have been paid if the 
Plan had been primary.  The following calculation is used: 
    
Charges for services performed $1500
Medicare Allowed Amount 1200
Medicare Paid  950
Balance due = Medicare Deductible  250
Less Plan Deductible  164
 86
Less 10% Co-insurance 8.60
Supplemental Payment from the Plan $77.40  
    
The Medicare cost share amount is used to calculate the member's liability and 
the Plan’s supplemental payment.  

$77.40 is paid by the Plan.  George is responsible for the $164 deductible and 
$8.60 Co-insurance, which is applied to his Out-of-Pocket Maximum. 
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EXAMPLE 3: 
Here’s an example of how the coordination of benefits calculation is performed when Medicare is 
the primary payer and you have more than one health plan: 
 
• Susan is the spouse of a UAW retiree named Tom.  Susan is a retiree and has medical coverage 

provided by her former employer. Susan is 66 years old and is enrolled in Medicare. 
 
• When Susan is hospitalized and has services provided Medicare is primary, her retiree health 

plan pays secondary and the Plan is the third payer.  Benefits are paid as follows: 
 

Medicare Pays Primary    
    
Medicare Claims Processing   
Charges for services performed  $1500  
Medicare Allowed Amount 1200  
less Medicare Deductible  250  
Medicare Payment  $950  
    

Then the claim is considered for payment at Susan’s retiree health care plan. 
The following calculation is used: 
   
Charges for services performed  $1500  
Allowed Amount (Susan’s Plan) 1200  
less Secondary Deductible (Susan’s Plan) 200  
less Medicare Paid 950  
Secondary Payment from Susan’s Plan $50  
  
Then the claim is considered for payment at Tom’s retiree health care plan – the 
Plan.  The Plan will not pay any more than what would have been paid if the 
Plan had been primary.  The following calculation is used: 
    
Charges for services performed $1500  
Medicare Allowed Amount 1200  
Medicare Paid  950  
Balance due = Medicare Deductible  250  
less Plan Deductible  164  
less Secondary Payment from Susan’s Plan 50  
 36  
Less 10% Co-insurance  3.60  
Plan Payment $32.40  

 
$32.40 is paid by the Plan.  Tom is responsible for the $164 deductible and $3.60 
Co-insurance, which is applied to his Out-of-Pocket Maximum. 
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SUBROGATION AND REIMBURSEMENT 

If benefits are paid under the Plan and another party’s action or inaction was responsible for you 
or your Dependents having incurred the expenses, the Plan is entitled to be subrogated to all of 
you, your estate’s, or your Dependents’ rights to recover damages for such benefits (e.g., 
automobile accidents that cause medical expenses to be incurred).  In that way, financial liability 
remains where it belongs – with the party responsible for incurring the expenses – while the 
Plan’s costs are reduced.  
 
In addition, the Plan has a right of reimbursement from any recovery by judgment, settlement, or 
otherwise, which you, your estate’s, or your Dependents may receive or be entitled to receive 
from any source, including but not limited to, liability or other insurance covering the third party, 
uninsured or underinsured motorist insurance, medical payment or personal injury protection 
insurance, and no-fault insurance, and direct recoveries from liable parties. 
 
If you or your Dependents are involved in such a situation, you are required to provide the Plan 
with whatever assistance is necessary to recover payments made on behalf of the Plan, including 
providing information regarding the event and cooperating with the Plan.  The Plan may require 
that you or your attorney or other representative must execute an agreement to hold any sums 
collected in a Plan or escrow account pending agreement with the Plan or its agent, or until 
distribution is ordered by a court of competent jurisdiction.  You and your attorneys and 
representatives may not prejudice the Plan’s rights. 
 
If you or your Dependents receive payment for medical expenses, you will be required to 
reimburse the Plan.  The Plan shall have a first priority lien on any recovery from a third party.  
This lien is binding on any attorney, insurance company, or other party who agrees or is obligated 
to make payment to you or your Dependents as compensation for any damages.  The lien exists at 
the time the Plan pays medical benefits.  If you or your Dependent files a petition for bankruptcy, 
you or your Dependent agrees that the Plan’s lien existed in time prior to the creation of the 
bankruptcy estate.   
 
The Plan’s rights to subrogation and reimbursement shall not be reduced by any reason, including 
but not limited to the made-whole doctrine or the common fund doctrine.  The Plan must be 
repaid in full regardless of whether the settlement or judgment specifically designates the 
recovery or a portion of it as including medical expenses.  The Plan will not pay attorney fees or 
costs associated with your client or lawsuit without the express written authorization of the Plan.  
 
If you fail to repay the Plan, the Plan may offset future benefit payments by withholding 
payments until the entire amount due is reimbursed. 
 
If you are enrolled in an HMO or Medicare Advantage plan, this section does not apply to you, 
because the HMO or Medicare Advantage plan will apply its own subrogation and reimbursement 
rules.  Consult your Certificate of Coverage for further information. 
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A spouse and/or dependent 
children can elect and pay 
for COBRA coverage for up 
to 36 months if they are no 
longer eligible for coverage 
under the Plan. 

 

COBRA CONTINUATION COVERAGE 

COBRA stands for the Consolidated Omnibus Budget Reconciliation Act of 1985.  COBRA is a 
federal law that gives certain eligible participants the right to continue health care coverage at 
group rates for a set period of time.  If a spouse or a covered 
family member should become ineligible for Plan coverage 
because of what COBRA refers to as a “Qualifying Event” 
(described below), he or she may be able to continue coverage 
for up to 36 months.  COBRA Continuation Coverage generally 
is the same health coverage the Dependents had the day 
before beginning COBRA Continuation Coverage.   
 
Note that a Same-Sex Domestic Partner who loses coverage under the Plan does not qualify for 
COBRA Continuation Coverage under the federal government’s COBRA regulations.  However, 
the Plan allows the Same-Sex Domestic Partner to continue coverage in the same manner as a 
spouse, as long as the opportunity is elected in a timely manner and the required Contributions 
are made; or if the Same-Sex Domestic Partner relationship ends, in the same manner as a 
divorced or legally separated spouse by making self-payments (in the same amount as the COBRA 
payment) for coverage for up to 36 months. 
 
QUALIFYING EVENTS 

For the spouse of a Retiree covered by the Plan, COBRA provides continuation of Plan coverage at 
the spouse’s expense if Plan coverage is lost because of:  

• The death of the Retiree (because a spouse generally is permitted to continue coverage upon 
your death, this qualifying event will generally not cause a loss of coverage, so that COBRA will 
not apply.); or 

• Divorce from the Retiree. 
 
For a Dependent Child of a Retiree or the Surviving Spouse of a Retiree covered by the Plan, 
COBRA provides continuation of Plan coverage at the Dependent’s expense if Plan coverage is lost 
because of: 

• The death of the Retiree; 

• The divorce of the Dependent Child’s parents (if the Dependent Child continues to meet the 
definition of Dependent, divorce or separation of the parents will generally not cause the 
Dependent Child to lose coverage.); or 

• An individual no longer meets the Plan’s definition of a Dependent Child. 
 
NOTIFY THE PLAN’S ELIGIBILITY BENEFITS CENTER 

A spouse or Dependent Child must notify the Plan’s Eligibility Benefits Center of any qualifying 
events within 60 days of the event.  The Plan’s Eligibility Benefits Center will then send a COBRA 
Election Notice.  If the spouse or Dependent Child does not notify the Plan’s Eligibility Benefits 
Center within 60 days of the qualifying event, he or she will lose the right to elect COBRA 
Continuation Coverage.   
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ELECTING COBRA CONTINUATION COVERAGE 

If your Dependents wish to elect COBRA Continuation Coverage, they must contact the Eligibility 
Benefits Center no later than 60 days after the date that coverage ended, or, if later, the date 
they receive the General COBRA Continuation Coverage notice from the Plan.   
 
Each Dependent eligible for COBRA Continuation Coverage has an independent right to elect this 
coverage.  In general, a parent may elect to continue coverage for Dependent Children. However, 
a Dependent Child who is 18 years or older has the right to elect COBRA Continuation Coverage 
independently, regardless of whether or not your spouse elects this coverage.   
 
PAYING FOR COBRA CONTINUATION COVERAGE 

The Eligibility Benefits Center will notify your Dependents of the cost of COBRA Continuation 
Coverage when it notifies them of their right to coverage.  The cost for COBRA Continuation 
Coverage will be determined by the Committee on a yearly basis, and will not exceed 102% of the 
cost (Retiree Contribution and Plan cost combined) to provide this coverage.   
 
The first payment for COBRA Continuation Coverage must include payments for any months 
retroactive to the day coverage under the Plan ended.  This payment is due no later than 45 days 
after receipt of the invoice.   
 
Subsequent payments are due the first of the month for which payment is made.  If a monthly 
payment is made on or before its due date, coverage under the Plan will continue for that month 
without any break.  A COBRA payment will be considered made when it is mailed (postmarked).   
 
If payment is not made by the required due date plus a grace period, coverage under 
the Plan will end.  Once COBRA Continuation Coverage ends, it cannot be reinstated.   
 
GRACE PERIODS FOR COBRA PAYMENTS 

Although COBRA payments are due on the first day of the month, a grace period of 30 days is 
provided to make each COBRA payment.  The grace period does not apply to the first COBRA 
payment, which is due within 45 days of election of COBRA continuation coverage, as noted 
above.  COBRA continuation coverage will be provided for each month, as long as payment for 
that month is made before the end of the grace period.  However, if a monthly payment is made 
later than the first day of the month to which it applies, but before the end of the grace period 
for the month, and the individual submits a claim within that period, the individual may receive 
an explanation of benefits that a benefit determination cannot be made due to a pending 
COBRA payment.  This means that unless the Plan has received the COBRA payment, it will not 
pay benefits. 
 
DEPENDENTS’ LOSS OF COBRA CONTINUATION COVERAGE 

The period of COBRA Continuation Coverage for a Dependent may end or be reduced before 36 
months if: 

• The Dependent does not make the required monthly self-payments within 30 days of the due 
date; 

• The Plan or Trust is terminated; 
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• The Dependent becomes covered under any other group health care plan after the date 
COBRA Continuation Coverage is elected (provided that plan does not contain any pre-existing 
condition exclusions or limitations that affect coverage);  

• The Dependent voluntarily cancels coverage; or 

• The Dependent becomes entitled to Medicare after the date they first elect COBRA 
Continuation Coverage. 

 
Note: If a Dependent becomes entitled to Medicare prior to the date he or she is eligible to elect 
COBRA, the Dependent is still eligible to elect to continue coverage under COBRA.  However, if 
the Dependent becomes entitled to Medicare after electing to continue coverage under COBRA, 
the Dependent’s COBRA coverage will be terminated.  Once coverage under COBRA has been 
terminated, it will not be reinstated. 
 
If COBRA Continuation Coverage ends before the end of the 36-month COBRA Continuation 
Coverage period, the Dependents will be notified that their coverage has ended and the reason 
why it has ended.   
 
If you have any questions about COBRA, contact the Eligibility Benefits Center, which does not 
insure benefits or act as the Plan Administrator (as defined by ERISA) for the Plan, but only 
provides the administrative services for the Plan. 
 
OBTAINING A CERTIFICATE OF CREDITABLE COVERAGE 

If you (or your Dependents) become covered under another health care plan or Carrier, coverage 
under the Plan may count toward satisfying any pre-existing condition clause contained in the 
new plan.  For example, if you go to work for a new employer and then new employer’s medical 
plan excludes coverage for certain pre-existing conditions for six months, and you had coverage 
under the Plan for a total of three months, you may present a Certificate of Creditable Coverage 
to reduce the exclusionary period to three months.   
 
Without evidence of creditable coverage, you may be subject to a pre-existing condition for up to 
12 months (18 months for late enrollees) after your enrollment date in your new coverage, 
dependent on that plan’s terms. 
 
When your coverage ends or when a Dependent’s coverage ends, the Eligibility Benefits Center 
will provide a Certificate of Creditable Coverage that states the length of coverage under the 
Plan.  You should keep this certificate in case you need it in the future. 
 



 

  47

 

INFORMATION ABOUT CLAIMS AND APPEALS 

This section addresses claims and appeals for services under the TCN or PPO plan options and the 
prescription drug benefit.  If you have a claim or appeal involving an HMO, Medicare Advantage, 
or other plan option, you should consult that Carrier’s booklet for the proper procedures for 
resolving claims and appeals. 
 
HOW TO FILE A CLAIM 

You should present your health care identification card whenever you go to the Hospital, 
outpatient treatment facility, physician, or other health care Provider of covered services 
anywhere in the country.  If you go to a Pharmacy, you should also show your health care 
identification card.  Most health care Providers will bill the Carrier and be paid directly by the 
Carrier.  Contact information for your Carrier, including addresses, is also included in your 
Schedule of Benefits or Certificate of Coverage. 
 
When the Provider does not file the claim for you, the charges should be submitted directly to the 
Carrier at the address that is on your health care identification card. 
 
All claims for Medicare enrolled individuals should be submitted to Medicare before being 
submitted to a Carrier.  In many states, a Carrier may have a “crossover” arrangement with the 
Medicare Carrier.  This means that when Medicare processes the claim, it provides information 
directly to the Carrier, which then processes the secondary balance.  In that case, you will receive 
a combined Explanation of Benefits (EOB) statement that illustrates how both Medicare and the 
Plan paid the claim. 
 
DEADLINE FOR FILING CLAIMS 

Claims are due not later than the end of the calendar year following the year of service.  Claims 
received after the one-year period will be denied unless you can show that it was not possible to 
provide such notice of claim within the required time and that the claim was filed as soon as 
reasonably possible. 
 
NOTICE OF CLAIM DECISION 

The Carrier will give you notice of the decision on a claim.  The notice will be in writing, and will tell 
you about the specific reasons for the action.  It will refer to the specific provisions of the Plan on 
which the denial is based and explain whether any additional information is required from you.  
In the notice, the Carrier will identify the address to use for your appeal.  The Carrier will decide 
your claim within the deadline for the type of claim involved (i.e., urgent claim, pre-service claim, 
post-service claim or concurrent care claim).  These types of claims and the rules applicable to 
each are described below. If you have submitted a claim for Medical or Prescription Drug benefits 
and it has been denied due to the Plan’s determination regarding your enrollment or eligibility 
status, it will also be subject to these rules and deadlines. 
 
A detailed description of the claims and appeals procedures is in the plan document.  If these 
descriptions inadvertently disagree with the plan documents, the plan documents will prevail. 
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Urgent Care Claims 

Special rules apply to claims requesting urgent medical care.  These rules require notification to 
you about your claim status within 72 hours after receipt of the request for review.  Specifically, 
an urgent care claim is any claim for medical care or treatment, which, if determined within the 
time periods for making determinations of pre-service claims: 

1. Would seriously jeopardize your life or health or your ability to regain maximum function if 
normal pre-service standards were applied; or 

2. Would subject you to severe pain that cannot be adequately managed without the care or 
treatment for which approval is sought, in the opinion of a Provider with knowledge of your 
condition. 

 
Concurrent Claims 

A concurrent claim is a claim that is reconsidered after it is initially approved and the 
reconsideration results in reduced benefits, an extension of benefits, or a termination of benefits.  
In the case of a concurrent claim, as defined by applicable regulations, the Carrier will notify you 
of the benefit determination as soon as possible and in time to allow you to have an appeal 
decided before the benefit is reduced or terminated. 
 
Pre-service Claims 

A pre-service claim is a claim for a benefit for which the Plan requires approval of the benefit (in 
whole or in part) before you obtain medical care.  In the case of a pre-service claim, as defined by 
applicable regulations, the Carrier will notify you of the benefit determination within a 
reasonable period of time, appropriate to the medical circumstances, but not later than 15 days 
(which may be extended by an additional 15 days if additional information is needed) after 
receipt by the Carrier of your request for a benefit determination.  If an extension is necessary for 
additional information, you will be given at least 45 days to submit the information. 
 
Post-service Claims 

Post-service claims are any claims for health care benefits that are not pre-service claims.  In the 
case of a post-service claim, as defined by applicable regulations, the Carrier will notify you of the 
benefit determination within a reasonable period of time, but not later than 60 days (which may 
be extended by an additional 15 days if additional information is needed) after receipt by the 
Carrier of your request for a benefit determination.  If an extension is necessary for additional 
information, you will be given at least 45 days to submit the information.   
 
APPEAL PROCEDURES 

If a claim is denied in whole or in part, you have the right to file an appeal to have your claim 
reviewed.  You must follow the procedures described in this section to file an appeal. 
 
You will be given an opportunity for a full and fair review by the Plan Administrator, or its 
delegate, of the decision denying the claim.  If an internal rule, guideline, protocol, or other 
similar criterion was relied upon in making the adverse determination, you will be provided either 
the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, 
guideline, protocol, or other similar criterion was relied upon in making the adverse 
determination and that a copy of such rule, guideline, protocol, or other criterion will be 
provided free of charge to you upon request.  If the adverse benefit determination is based on a 
Medical Necessity or Experimental treatment or similar exclusion or limit, you will be provided 
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either an explanation of the scientific or clinical judgment for the determination, applying the 
terms of the Plan to your medical circumstances, or a statement that such explanation will be 
provided free of charge upon request. 
 
For purposes of deciding appeals, the Carrier responsible for administering the coverage is the 
delegate of the Plan Administrator.  Such delegates have discretionary authority to interpret and 
apply the Plan on behalf of the Plan.  The individual or individuals at the Carrier who decide the 
appeal will not be the individual who made the adverse benefit determination that is the subject 
of the appeal, nor the subordinate of such individual.  The review will not afford deference to the 
initial adverse benefit determination. 
 
In deciding an appeal of any adverse benefit determination that is based in whole or in part on a 
medical judgment, including determinations with regard to whether a particular treatment, drug, 
or other item is Experimental and/or Investigational, or not Medically Necessary or appropriate, 
the Carrier will: 

• Consult with a health care professional who has appropriate training and experience in the 
field of medicine involved in the medical judgment; 

• Provide for the identification of medical or vocational experts whose advice was obtained on 
behalf of the Carrier in connection with an adverse benefit determination, without regard to 
whether the advice was relied upon in making the benefit determination; and, 

• Provide that the health care professional engaged for purposes of the consultation referenced 
above will be an individual who is neither an individual who was consulted in connection with 
the adverse benefit determination that is the subject of the appeal, nor the subordinate of any 
such individual. 
 

After you receive notice that a claim was denied, in whole or in part, you have 180 days to make a 
written request to the applicable Carrier to have the claim reviewed.  If a claim meets the 
definition for urgent care under applicable federal regulations, the request may be submitted by 
telephone.  As part of the review, you may submit any written comments that may support the 
claim.  A written decision on the request for review will be furnished to you as described in the 
chart on the following page.  If the review by the Carrier results in an adverse determination, you 
may initiate a civil action under Section 502(a) of the Employee Retirement Income Security Act of 
1974 (ERISA). 
 
If you are in the TCN or PPO, your Carrier provides one level of appeal for claims.  If you are not in 
the TCN or PPO, please consult your Carrier’s benefits statement for details about the appeals 
procedure. 
 
• To initiate review of a denied claim, you or your authorized representative must send the 

Carrier a written statement explaining why you disagree with their determination. Please 
include in your request all documentation, records or comments you believe support your 
position. You must request review no later than 180 calendar days after you receive the claim 
decision. Mail your written request for review to the address in the letter from the Carrier sent 
notifying you that they have not approved a benefit or service you are requesting. The Carrier 
will provide you with a written determination within the applicable timeframe (see the table 
below), unless they have notified you in writing that they need additional information to 
complete their review. 

• If you disagree with the final determination, or if the Carrier fails to issue its determination 
within the applicable timeframe (see the table below) or otherwise fails to comply with the 
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review procedures, you have the right to bring a civil action under section 502(a) of ERISA to 
obtain your benefits. 

 
Voluntary Review Process 

If you disagree with the decision of the Carrier’s appeals claim processor, at your option, you 
may file a voluntary appeal with the Plan. 
 
Your decision to submit an adverse claim determination for review under the voluntary 
procedure will not have an effect on your rights to any other benefits under the Plan. 
 
You can elect to submit an adverse claim determination for review under the voluntary 
procedure only after exhaustion of the appeal process described above.  Additional information 
regarding the Voluntary Review Process is available from the Plan Administrator.  To request a 
voluntary review, submit: Your name, name of plan, reference to the decision, copies of denials, 
and an explanation of why you are appealing the decision. This information should be 
submitted to: 
 
The UAW Retiree Medical Benefits Trust 
P.O. Box 14309 
Detroit, MI   48214-0309 
 
The Carrier’s final determination completes the appeal process and you are not required to file a 
voluntary appeal.   
 
Any statute of limitations or other defense based on timeliness is tolled during the time that the 
voluntary review is pending.  The Plan waives any right to assert that you have failed to exhaust 
administrative remedies because you did not elect to submit a claim determination for review 
under the voluntary process. 
 

Overview of Claims and Appeals Timeframes for TCN/PPO Plan Option 

 Urgent Concurrent Pre-service Post-service 

Plan must make Initial 
Claim Benefit 
Determination as soon as 
possible but no later than: 

72 
hours 

Before the 
benefit is reduced 

or treatment 
terminated. 

15 days 60 days 

Extension permitted 
during initial benefit 
determination? 

No No 15 days 15 days 

Appeal request must be 
submitted to the Plan 
within: 

180 
days 

180 days 180 days 180 days 

Plan must make Appeal 
Claim Benefit 
Determination as soon as 
possible but no later than: 

72 
hours 

Before the 
benefit is reduced 

or treatment 
terminated. 

30 days 30 days 
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LEGAL PROCEEDINGS 

You may not bring any action in court to recover benefits before you have exhausted all of your 
remedies under the Plan’s claims and appeals procedures.  However, you are not required to 
follow the Voluntary Review Process prior to bringing an action in court.  Any lawsuit against the 
Plan must be commenced within one year from the date of the last decision rendered by the Plan 
or its Carrier regarding the claim. 
 
AUTHORIZED REPRESENTATIVES 

An authorized representative, such as your spouse or other individual, may file a claim for you 
and represent you in any claim reviews if you are unable to do so yourself.  Contact the Carrier for 
the form needed to designate an authorized representative.  The Plan may request additional 
information to verify that this person is authorized to act on your behalf.  A health care 
professional with knowledge of your medical condition may act as an authorized representative 
in connection with an urgent care claim (defined below) without your having to complete the 
special authorization form. 
 
ASSIGNMENT OF BENEFITS 

Except as expressly authorized by this Plan or as required to comply with a Qualified Medical 
Child Support Order under the Omnibus Budget Reconciliation Act of 1993, benefits, claims, 
coverage or other interests in the Plan may not be assigned, transferred, or alienated by a Primary 
Enrollee. With the approval of the Plan, however, a Carrier may pay a Provider directly for services 
rendered, in lieu of payment to a Retiree, Surviving Spouse, or Dependent. 
 
IMPROPER OR FALSE CLAIMS 

If you (as the claimant) furnish false information on any material subject to the Plan, or to any of 
its agents or employees, the Plan will deny all or part of your claim and will charge you for any 
expenses incurred relating to the false information.  If benefits have already been paid, based on 
the false information on a material subject, the Plan will recover the benefits from you, plus 
expenses incurred in such recovery, including attorney’s fees, costs and any and all other 
expenses, and/or will reduce future benefits for your claims until the Plan has recovered the 
benefits paid. 
 
The Committee may terminate coverage for any act or omission by a Retiree, Surviving Spouse, or 
Dependent that indicates intent to defraud the plan, such as the intentional and/or repetitive 
misuse of the Plan’s services or the omission or misrepresentation of a material fact on an 
application for enrollment, claim or other document.  Grounds for termination include the 
submission of any claim and/or statement containing any materially false information, any 
information that conceals for the purpose of misleading, and/or any act that could constitute a 
fraudulent insurance act. 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 
 
EFFECTIVE DATE AND PURPOSE OF THIS NOTICE  

Effective date.  The effective date of this Notice is January 1, 2010. 
 
This Notice is required by law.  The Plan is required by law to take reasonable steps to ensure 
the privacy of your personally identifiable health information and to inform you about: 

• The Plan’s uses and disclosures of Protected Health Information (PHI); 

• Your rights to privacy with respect to your PHI; 

• The Plan’s duties with respect to your PHI; 

• Your right to file a complaint with the Plan and with the Secretary of the United States 
Department of Health and Human Services (HHS), and 

• The person or office you should contact for further information about the Plan’s privacy 
practices. 

 
YOUR PROTECTED HEALTH INFORMATION 

Protected Health Information (PHI) Defined  

The term “Protected Health Information” (PHI) includes all individually identifiable health 
information related to your past, present or future physical or mental health condition or to 
payment for health care.  PHI includes information maintained by the Plan in oral, written, or 
electronic form. 
 
In most cases, the Plan does not hold PHI, because the personal information is used and disclosed 
by the Carriers and other administrators hired by the Plan to provide you with health benefits.   
 
When the Plan May Disclose Your PHI 

Under the law, the Plan and its Carriers may disclose your PHI without your consent or 
authorization, or the opportunity to agree or object, in the following cases: 

• At your request.  If you request it, the Plan is required to give you access to certain PHI in 
order to allow you to inspect and/or copy it. 

• As required by HHS.  The Secretary of the United States Department of Health and Human 
Services may require the disclosure of your PHI to investigate or determine the Plan’s 
compliance with the privacy regulations. 

• For treatment, payment or health care operations.  The Plan and its business associates 
will use PHI in order to carry out treatment, payment, or health care operations. 

 
Treatment is the provision, coordination, or management of health care and related services.  It 
also includes but is not limited to consultations and referrals between one or more of your 
providers.  For example, the Plan may disclose to a treating physician specialist the name of your 
primary physician so that the specialist may obtain your medical records from the primary physician. 
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Payment includes but is not limited to actions to make coverage determinations and payment 
(including billing, claims management, subrogation, reimbursement, reviews for medical necessity 
and appropriateness of care and utilization review and preauthorizations).  For example, the Plan 
may tell a doctor whether you are eligible for coverage or what percentage of the bill will be paid 
by the Plan.  If we contract with third parties to help us with payment operations, such as a 
physician that reviews medical claims, we will also disclose information to them.  These third parties 
are known as “business associates.”     
 
Health care operations includes but is not limited to quality assessment and improvement, 
reviewing competence or qualifications of health care professionals, underwriting, premium 
rating and other insurance activities relating to creating or renewing insurance contracts.  It also 
includes disease management, case management, conducting or arranging for medical review, 
legal services, and auditing functions including fraud and abuse compliance programs, business 
planning and development, business management and general administrative activities.  For 
example, the Plan may use information about claims to project future benefit costs or audit the 
accuracy of its claims processing functions.  The Plan will not use genetic information for 
underwriting purposes, as required by the Genetics Information Nondiscrimination Act of 2008. 
 
• Disclosure to the Committee.  The Plan will also disclose PHI to the Committee (“the Plan 

Sponsor”) for purposes related to treatment, payment, and health care operations, and has 
amended the plan documents to permit this use and disclosure as required by federal law.  For 
example, we may disclose information to the Committee to allow them to decide an appeal of 
an adverse benefit determination.   

 
When the Disclosure of Your PHI Requires Your Written Authorization 

Although the Plan does not routinely obtain psychotherapy notes, it must generally obtain an 
individual’s written authorization before the Plan would use or disclose the individual’s 
psychotherapy notes.  However, the Plan may use and disclose such notes when needed by the 
Plan to defend itself against litigation filed by the individual.  Psychotherapy notes are separately 
filed notes about conversations with a mental health professional during a counseling session.  
They do not include summary information about your mental health treatment. 
 
Use or Disclosure of Your PHI That Requires You Be Given an Opportunity 
to Agree or Disagree Before the Use or Release 

Disclosure of your PHI to family members, other relatives, your close personal friends, and any 
other person you choose is allowed under federal law if: 

• The information is directly relevant to the family or friend’s involvement with your care or 
payment for that care, and 

• You have either agreed to the disclosure or have been given an opportunity to object and have 
not objected. 

 
Use or Disclosure of Your PHI for Which Consent, Authorization or 
Opportunity to Object Is Not Required 

The Plan is allowed under federal law to use and disclose your PHI without your consent or 
authorization under the following circumstances: 

• When required by applicable law.  
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• Public health purposes.  To an authorized public health authority if required by law or for 
public health and safety purposes.  PHI may also be used or disclosed if you have been exposed to 
a communicable disease or are at risk of spreading a disease or condition, if authorized by law. 

• Domestic violence or abuse situations.  When authorized by law to report information 
about abuse, neglect or domestic violence to public authorities if a reasonable belief exists that 
you may be a victim of abuse, neglect, or domestic violence.  In such case, the Plan will 
promptly inform you that such a disclosure has been or will be made unless that notice would 
cause a risk of serious harm. 

• Health oversight activities.  To a health oversight agency for oversight activities authorized 
by law.  These activities include civil, administrative or criminal investigations, inspections, 
licensure or disciplinary actions (for example, to investigate complaints against health care 
providers) and other activities necessary for appropriate oversight of government benefit 
programs (for example, to the Department of Labor). 

• Legal proceedings.  When required for judicial or administrative proceedings.  For example, 
your PHI may be disclosed in response to a subpoena or discovery request that is accompanied 
by a court order.  

• Law enforcement health purposes.  When required for law enforcement purposes (for 
example, to report certain types of wounds). 

• Law enforcement emergency purposes.  For certain law enforcement purposes, including: 
(a) identifying or locating a suspect, fugitive, material witness, or missing person; and (b) 
disclosing information about an individual who is or is suspected to be a victim of a crime. 

• Determining cause of death and organ donation.  When required to be given to a 
coroner or medical examiner to identify a deceased person, determine a cause of death or 
other authorized duties.  We may also disclose PHI for cadaveric organ, eye or tissue donation 
purposes. 

• Funeral purposes.  When required to be given to funeral directors to carry out their duties 
with respect to the decedent. 

• Research.  For research, subject to certain conditions.  

• Health or safety threats.  When, consistent with applicable law and standards of ethical 
conduct, the Plan in good faith believes the use or disclosure is necessary to prevent or lessen a 
serious and imminent threat to the health or safety of a person or the public and the disclosure 
is to a person reasonably able to prevent or lessen the threat, including the target of the 
threat. 

• Workers’ compensation programs.  When authorized by and to the extent necessary to 
comply with workers’ compensation or other similar programs established by law. 

• Specialized government functions.  When required, to military authorities under certain 
circumstances, or to authorized federal officials for lawful intelligence, counter intelligence 
and other national security activities. 

 
Except as otherwise indicated in this notice, uses and disclosures will be made only with your 
written authorization, subject to your right to revoke your authorization. 
 
 

YOUR INDIVIDUAL PRIVACY RIGHTS 

You have the following rights with respect to your PHI.  Since the Plan does not directly hold your 
PHI, in most cases your Carrier should be contacted to request information under these rights.  If 
the Carrier does not adequately respond to your request, contact the Plan’s Privacy Official. 
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You May Request Restrictions on PHI Uses and Disclosures  

You may request the Plan to: 

• Restrict the uses and disclosures of your PHI to carry out treatment, payment or health care 
operations, or  

• Restrict uses and disclosures to family members, relatives, friends, or other persons identified 
by you who are involved in your care.  

 
The Plan, however, is not required to agree to your request. 
 
You May Request Confidential Communications  

The Plan will accommodate an individual’s reasonable request to receive communications of PHI 
by alternative means or at alternative locations where the request includes a statement 
that disclosure could endanger the individual.  You or your personal representative will be 
required to complete a form to request restrictions on uses and disclosures of your PHI.   
 
You May Inspect and Copy PHI 

You have a right to inspect and obtain a copy of your PHI contained in a “designated record set,” 
for as long as the Plan maintains the PHI.  The Plan must provide the requested information within 
30 days if the information is maintained on site or within 60 days if the information is maintained 
offsite.  A single 30-day extension is allowed if the Plan is unable to comply with the deadline. 
 
You or your personal representative will be required to complete a form to request access to the 
PHI in your designated record set.  A reasonable fee may be charged.   
 
You Have the Right to Amend Your PHI 

You have the right to request that the Plan amend your PHI or a record about you in a 
designated record set for as long as the PHI is maintained in the designated record set subject 
to certain exceptions. 
 
The Plan has 60 days after receiving your request to act on it.  The Plan is allowed a single 30-day 
extension if the Plan is unable to comply with the 60-day deadline.  If the Plan denied your request 
in whole or part, the Plan must provide you with a written denial that explains the basis for the 
decision.  You or your personal representative may then submit a written statement disagreeing 
with the denial and have that statement included with any future disclosures of that PHI. 
 
You or your personal representative will be required to complete a form to request amendment 
of the PHI. 
 
You Have the Right to Receive an Accounting of the Plan’s PHI Disclosures 

At your request, the Plan will also provide you with an accounting of certain disclosures by the 
Plan of your PHI.  We do not have to provide you with an accounting of disclosures related to 
treatment, payment, or health care operations, or disclosures made to you or authorized by you 
in writing.  
 
The Plan has 60 days to provide the accounting.  The Plan is allowed an additional 30 days if the 
Plan gives you a written statement of the reasons for the delay and the date by which the 
accounting will be provided. 
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If you request more than one accounting within a 12-month period, the Plan will charge a 
reasonable, cost-based fee for each subsequent accounting. 
 
You Have the Right to Receive a Paper Copy of This Notice upon Request 

To obtain a paper copy of this Notice, contact the Plan’s Privacy Official.  Refer to the Contact 
Information page of your Schedule of Benefits. 
 
Your Personal Representative 

You may exercise your rights through a personal representative.  Your personal representative 
will be required to produce evidence of authority to act on your behalf before the personal 
representative will be given access to your PHI or be allowed to take any action for you.  Proof of 
such authority will be a completed, signed and approved Appointment of Personal Representative 
form.  You may obtain this form from your Carrier.  Refer to the Contact Information page of 
your Schedule of Benefits. 
 
The Plan retains discretion to deny access to your PHI to a personal representative to provide 
protection to those vulnerable people who depend on others to exercise their rights under these 
rules and who may be subject to abuse or neglect.   
 
THE PLAN’S DUTIES 

Maintaining Your Privacy 

The Plan is required by law to maintain the privacy of your PHI and to provide you with notice of 
its legal duties and privacy practices. 
 
This notice is effective beginning on January 1, 2010 and the Plan is required to comply with the 
terms of this notice.  However, the Plan reserves the right to change its privacy practices and to 
apply the changes to any PHI received or maintained by the Plan prior to that date.  If a privacy 
practice is changed, a revised version of this notice will be provided to you.   
 
Any revised version of this notice will be distributed within 60 days of the effective date of any 
material change to:  

• The uses or disclosures of PHI;  

• Your individual rights;  

• The duties of the Plan; or  

• Other privacy practices stated in this notice. 
 
Disclosing Only the Minimum Necessary Protected Health Information 

When using or disclosing PHI or when requesting PHI from another covered entity, the Plan will 
make reasonable efforts not to use, disclose or request more than the minimum amount of PHI 
necessary to accomplish the intended purpose of the use, disclosure or request, taking into 
consideration practical and technological limitations. 
 
However, the minimum necessary standard will not apply in the following situations: 

• Disclosures to or requests by a health care provider for treatment; 

• Uses or disclosures made to you;  

• Uses or disclosures made pursuant to your written authorization; 
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• Disclosures made to the Secretary of the United States Department of Health and Human 
Services pursuant to its enforcement activities under HIPAA;  

• Uses or disclosures required by law; and 

• Uses or disclosures required for the Plan’s compliance with the HIPAA privacy regulations. 
 
This notice does not apply to information that has been de-identified.  De-identified information 
is information that:  

• Does not identify you; and  

• With respect to which there is no reasonable basis to believe that the information can be used 
to identify you. 

 
In addition, the Plan may use or disclose “summary health information” to the Plan Sponsor for 
obtaining premium bids or modifying, amending or terminating the Plan.  Summary information 
summarizes the claims history, claims expenses, or type of claims experienced by individuals for 
whom a Plan Sponsor has provided health benefits under a group health plan.  Identifying 
information will be deleted from summary health information, in accordance with HIPAA. 
 
YOUR RIGHT TO FILE A COMPLAINT WITH THE PLAN OR THE HHS 
SECRETARY 

If you believe that your privacy rights have been violated, you may file a complaint with the Plan 
in care of the Plan’s Privacy Official. 
 
You may also file a complaint with the Secretary of the U.S. Department of Health and Human 
Services (“HHS”).  Please contact the nearest office of the Department of Health and Human 
Services, listed in your telephone directory, visit the HHS website at www.hhs.gov, or contact the 
Privacy Official for more information about how to file a complaint.  The Plan will not retaliate 
against you for filing a complaint. 
 
IF YOU NEED MORE INFORMATION 

If you have any questions regarding this notice or the subjects addressed in it, you may  
contact the Plan’s Privacy Official, UAW Retiree Medical Benefits Trust, PO Box 14309, Detroit, 
Michigan 48214-0309. 
 
CONCLUSION 

PHI use and disclosure by the Plan is regulated by the federal Health Insurance Portability and 
Accountability Act, known as HIPAA.  You may find these rules at 45 Code of Federal Regulations 
Parts 160 and 164.  This notice attempts to summarize the regulations.  The regulations will 
supersede this notice if there is any discrepancy between the information in this notice and the 
regulations. 
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IMPORTANT INFORMATION ABOUT THE  
TRUST AND PLANS 

Trust Name 

The Trust is known as the UAW Retiree Medical Benefits Trust. 
 
Plan Names 

UAW Chrysler Retirees Medical Benefits Plan 
UAW Ford Retirees Medical Benefits Plan 
UAW GM Retirees Medical Benefits Plan 
 
The Committee of the UAW Retiree Medical Benefits Trust (Committee) 

A Committee is responsible for the operation of the Trust and the Plans.  As of January 1, 2010, 
the Committee consists of six Independent members, appointed by the court, and five members 
chosen by the UAW.  If you wish to contact the Committee, you may use the address and phone 
numbers shown in the Contact Information page of your Schedule of Benefits. 
 
All correspondence to the Committee or any individual member of the Committee should be sent 
to the UAW Retiree Medical Benefits Trust at PO Box 14309, Detroit, Michigan 48214-0309. 
 
Trustee 

The Trustee is State Street Bank.  Contact information is available in the Schedule of Benefits. 
 
Plan Sponsor, Plan Administrator, and Named Fiduciary 

The Committee acts on behalf of the UAW Chrysler Retirees Employees' Beneficiary Association, 
the UAW Ford Retirees Employees' Beneficiary Association and the UAW GM Retirees Employees' 
Beneficiary Association as both the Plan Sponsor and Plan Administrator.  The Committee is also 
the named fiduciary for the Plans.  The Committee has delegated administrative responsibility for 
day-to-day operation of the Plan to its Executive Director, service providers, Carriers, the Trust’s 
workforce, and to the Eligibility Benefits Center.  Contact information is provided in your 
Schedule of Benefits. 
 
Identification Numbers 

The Plan Numbers (PN) assigned to this Plan are 501, 502, 503. 
 
Agent for Service of Legal Process 

Service of legal process may be made upon the Plan Administrator, UAW Retiree Medical Benefits 
Trust, PO Box 14309, Detroit, Michigan 48214-0309. 
 
Plan Documents 

This Summary Plan Description booklet is meant to be an easy-to-understand description of your 
benefits. If there is any discrepancy between this booklet and any Schedules of Benefits or 
Certificates of Coverage (for an HMO option), the Schedule of Benefits or Certificate of Coverage, 
as applicable, will govern.  The Schedule of Benefits and, if applicable, any Certificates of 
Coverage are incorporated into this booklet. 
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Contribution Source 

Plan benefits described in this booklet are provided through a Voluntary Employees’ Beneficiary 
Association Trust funded through contributions as established pursuant to court-approved 
settlement agreements between the Auto Companies and the UAW and the Trust Agreement.   
 
The Committee, on behalf of three separate employees’ beneficiary associations (the Chrysler 
Retiree EBA, the Ford Retiree EBA, and the GM Retiree EBA), has created three separate retiree 
accounts.  Each separate retiree account is a dedicated account to be used for the sole purpose of 
funding benefits to eligible Retirees and their Dependents in the respective EBA, and defraying 
the expenses of that account.  While the Trust assets are pooled for investment and 
administrative purposes, the assets attributable to any one separate retiree account may not 
offset liabilities or defray the expenses attributable to any other separate retiree account.   
 
Contributions from Retirees and surviving Dependents may be required for participation in the 
Plan.  Benefits are either self-funded and paid out of the Trust’s assets or paid under an insurance 
policy. 
 
Administration 

Except where provided under an HMO option or a Medicare Advantage plan, benefits under the 
Plans are administered by third party Carriers under an administrative services agreement with 
the Trust.  HMOs and Medicare Advantage plans are administered by insurers. 
 
Trust Fund 

All assets are held in trust by the Committee for the purpose of providing benefits to covered 
participants and defraying reasonable administrative expenses.   
 
Plan Type 

This Plan is maintained to provide Hospital, surgical, medical, and prescription drug coverage, 
and, in some cases, other coverage for Primary Enrollees and Dependents who meet the eligibility 
requirements.  The Trust is a tax-exempt employee welfare benefit fund, known under Section 
501(c)(9) of the Internal Revenue Code, as amended, as a “Voluntary Employees’ Beneficiary 
Association” or “VEBA.”  Trust benefits are described in this Summary Plan Description and 
additional details are listed on the Schedule of Benefits.   
 
Plan Year 

The Plan Year is the calendar year that begins on January 1 and runs through the following 
December 31.  The Trust’s benefit year is also a calendar year that begins on January 1 and runs 
through December 31. 
 
Plan Funding 

The benefits provided by the Plan are funded through the Trust.  HMO and Medicare Advantage 
benefits are fully insured and paid by the applicable insurer. 
 
Plan Amendment or Termination of the Trust 

The Plan may be amended, changed, or discontinued at any time by the Committee, subject to 
the limitations of the Plan Document, applicable Settlement Agreements, the Trust Agreement, 
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and applicable law and administrative regulations.  Absent an express delegation of authority 
from the Committee, no one has the authority to commit the Trust to any benefit or benefit 
provision not provided for, or to change the eligibility criteria or any other provisions of the Plan. 
 
You and your eligible Dependents do not acquire any vested right to Plan benefits either before 
or after your retirement.  The Committee may, and they reserve the right to: 

• Amend or terminate the Plan or Trust; 

• Expand, reduce, or cancel coverage for participants; 

• Change eligibility requirements; and 

• Otherwise exercise prudent discretion at any time without legal right or recourse by you, your 
Dependents, or any other person. 

 
The Committee may modify or terminate the Trust as permitted by the Trust Agreement and 
applicable law.  If the Trust is terminated, any and all assets remaining after the payment of all 
obligations and expenses will be used, in accordance with the rules set forth in the Trust 
Agreement.  The Committee may terminate the Plan for a separate retiree account as provided by 
the Trust Agreement.  If a separate retiree account is terminated, retirees receiving benefits under 
that account will no longer be eligible for coverage under the Plan. 

 
Plan Interpretation 

The Committee possesses the discretion to determine eligibility for benefits and to construe the 
terms of the Trust and/or this Plan, including ambiguous terms.  The decisions of the Committee 
as to the granting or denial of benefits and the construing of terms of the Trust are reviewed 
under the “arbitrary and capricious” standard of judicial review by a reviewing court as set forth 
by the United States Supreme Court in Firestone and Rubber Company, et al. v. Richard Bruch. 
 
Change in Eligibility Rules of the Trust 

The Committee is empowered to change or amend the Trust’s eligibility rules, the benefits 
described in this booklet, or any other Trust provision in accordance with the Plan Document, as 
the Committee, in its sole discretion, determines to be necessary.  You will be notified in writing 
of any changes to the program of benefits. 
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YOUR RIGHTS UNDER ERISA 

As a Participant in the Trust, you are entitled to certain rights and protections under the 
Employee Retirement Income Security Act of 1974 (ERISA).  ERISA provides that all participants are 
entitled to certain rights, as described in this section. 
 
Receive Information about Your Plan and Benefits 

You have the right to: 

• Examine, without charge, at the Trust Office and at other specified locations, all documents 
governing the Trust.  These include insurance contracts and a copy of the latest annual report 
(Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the 
Public Disclosure Room of the Employee Benefits Security Administration. 

• Obtain, upon written request to the Plan Administrator, copies of documents governing the 
Plan’s operation.  These include insurance contracts, collective bargaining agreements, and 
copies of the latest annual report (Form 5500 Series) and updated Summary Plan 
Description/Plan Document.  The Plan Administrator may make a reasonable charge for the 
copies. 

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

Continue Group Health Plan Coverage 

You also have the right to: 

• Continue health care coverage for your, spouse, or dependents if there is a loss of coverage 
under the Plan because of a qualifying event.  Your dependents may have to pay for such 
coverage.  Review this Summary Plan Description/Plan Document and other documents 
governing the Plan on the rules governing COBRA continuation coverage rights. 

• Reduce or eliminate exclusionary periods of coverage for pre-existing conditions under your 
group health plan, if you have creditable coverage from another plan.  You should be provided 
a Certificate of Creditable Coverage, free of charge, from your group health plan or health 
insurance issuer when: 

− You lose coverage under the Plan; 

− You become entitled to elect COBRA continuation coverage; or 
− Your COBRA continuation coverage ends. 

 
You must request the Certificate of Creditable Coverage before losing coverage or within 24 
months after losing coverage.  Without evidence of creditable coverage, you may be subject to 
pre-existing condition exclusion for 12 months (18 months for late enrollees) after your 
enrollment date in your coverage under a new plan. 
 

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 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 the Trust, your union, or any other person, may discriminate 
against you in any way to prevent you from obtaining a welfare benefit or exercising your rights 
under ERISA. 
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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.  However, you may not 
begin any legal action, including proceedings before administrative agencies, until you have 
followed and exhausted the Plan’s claims and appeals procedures.  For instance, if you request a 
copy of the Summary Plan Description/Plan Document or the latest annual report from the Plan 
and do not receive them within 30 days, you may file suit in a federal court.  In such a case, the 
court may require the Plan Administrator to provide the materials and pay you up to $110 a day 
until you receive the materials, unless the materials were not sent because of reasons beyond the 
control of the Plan Administrator. 
 
If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in 
a state or federal court.  In addition, if you disagree with the Plan’s decision or lack thereof 
concerning the qualified status of a medical child support order, you may file suit in federal court.  
If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated 
against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or 
you may file suit in a federal court.  The court will decide who should pay court costs and legal 
fees.  If you are successful, the court may order the person you have sued to pay these costs and 
fees.  If you lose, the court may order you to pay these costs and fees, for example, if it finds your 
claim is frivolous. 
 
Assistance with Your Questions 

If you have any questions about the 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 (EBSA), U.S. Department of Labor.  You may also 
contact the National EBSA Office at: 
 
Division of Technical Assistance and Inquiries 
Employee Benefits Security Administration 
U.S. Department of Labor 
200 Constitution Avenue N.W. 
Washington, D.C. 20210 
866-444-3272 
 
You may also obtain certain publications about your rights and responsibilities under ERISA, or a 
list of EBSA offices, by visiting the EBSA web site at www.dol.gov/ebsa.   
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DEFINITIONS 

This section contains definitions of important terms used throughout this booklet.  When these 
terms are capitalized they have the meanings shown below. 
 
Accidental Injury 

A bodily injury (such as a fracture, strain, sprain, abrasion, contusion or other condition) caused by 
an action, object or chemical agent.  It may occur as the result of a traumatic incident, such as being 
struck, or by other events such as, but not limited to: ingestion of poison; overdose of medication, 
whether accidental or intentional; allergic reaction resulting from trauma, such as bee stings or 
insect bites; inhalation of smoke, carbon monoxide, or fumes; burns, frostbite, sunburn, and 
sunstroke; and attempted suicide. 
 
Allowed Amount 

The maximum amount the Trust will pay for a covered service, according to certain standards and 
considerations.  In-Network Providers have agreed to accept this Allowed Amount as payment in 
full even though their billed charge may be more. 
 
Ambulatory Surgical Facility/Center 

A facility, separate from a Hospital, which provides outpatient surgical services.  Such facilities 
must meet Plan standards and be approved by the local carrier. 
 
Approved Facility or Treatment Program 

A facility or treatment program that has met criteria established by the Carrier to provide certain 
services covered under the Trust.   
 
Auto Company 

One of the following employers: Chrysler Group LLC, Ford Motor Company, or General Motors 
Company, and certain companies or organizations affiliated with them, as specified in the Plan 
Document. 
 
Carrier 

An entity that pays benefits and/or administers a coverage or option under the Trust, including, 
but not limited to, a BlueCross BlueShield plan, a commercial insurance company, a Health 
Maintenance Organization, a Preferred Provider Organization, a Pharmacy Benefit Manager, or 
an administrative services provider. 
 
Committee 

The Committee was formed by operation of the court-approved settlement agreements between 
the Auto Companies and the UAW.  The Committee acts on behalf of the Employees' Beneficiary 
Association ("EBA") for each Auto Company with regard to retiree medical coverage.  Each EBA, 
through the Committee, has established and maintains a separate employee welfare benefit plan, 
known as the UAW Chrysler Retirees Medical Benefits Plan, the UAW Ford Retirees 
Medical Benefits Plan and the UAW GM Retirees Medical Benefits Plan.   
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Contributions 

The monthly amount you must pay in order to have coverage for yourself and your Dependents 
under the Plan.  In general, the required Contributions will be deducted from your retirement 
check.  If you do not make your required monthly Contributions, you and your Dependents will 
be dropped from coverage. 
 
Custodial, Domiciliary, or Maintenance Care 

The type of care or services which, even if ordered by a physician, are primarily for the purpose of 
meeting the personal needs of the patient or maintaining a level of function, as opposed to 
specific medical, surgical, or psychiatric care or services designed to reduce the disability to the 
extent necessary to enable the patient to live without such care. Custodial, Domiciliary, or 
Maintenance care can be provided by persons without special skill or training. It may include, but 
is not limited to, help in getting in and out of bed, walking, bathing, dressing, eating, and taking 
medication; ostomy care, hygiene, or incontinence care; and checking of routine vital signs.  
 
Dependent(s) 

The Primary Enrollee’s eligible spouse, Same-Sex Domestic Partner and/or Dependent Children. 
 
Dependent Child (Dependent Children) 

Generally, a child for whom the Primary Enrollee can legally claim as an exemption on his or her 
federal income tax.  To be eligible for coverage under the Trust, the child must meet the 
eligibility requirements in the section entitled “Eligibility for Dependent Children.”   
 
Eligibility Benefits Center 

The Eligibility Benefits Center, as identified on the Contact Information page of your Schedule of 
Benefits, is the entity you must contact regarding eligibility and related issues including, but not 
limited to, changes in eligibility (e.g., adding or removing dependents), changes to your plan 
elections, address changes, COBRA qualifying event notifications, questions regarding PPO, HMO, 
and Medicare Advantage Plan options, etc. 
 
Experimental, Research, and/or Investigational 

A service or supply that meets any of the following conditions, as determined by the applicable 
Carrier: 

• The service or supply is described as an alternative to more conventional therapies in the 
protocols or consent document of the Provider that performs the service or prescribes the 
supply; 

• The prescribed service or supply may be given only with the approval of an Institutional Review 
Board as defined by federal law; 

• There is an absence of authoritative medical or scientific literature on the subject; 

• A significant amount of authoritative medical or scientific literature published in the United 
States shows that medical or scientific experts classify the service or supply as experimental or 
investigational or indicate that more research is required; 

• The Food and Drug Administration (FDA) has not granted approval of the service or supply (if 
such FDA approval is required); or 

• The service or supply is available only through participation in clinical trials sponsored by the 
FDA, the National Cancer Institute, or the National Institutes of Health. 
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Freestanding Outpatient Physical Therapy Facility 

A facility, separate from a Hospital, which provides outpatient physical therapy services.  Such 
facilities must meet Plan standards and be approved by the Carrier. 
 
Home Health Care Agency 

A centrally administered agency providing physician directed nursing and other paramedical 
services to patients at home.  A Home Health Care Agency must meet all Plan standards and be 
approved by the Carrier. 
 
Hospice 

A program of medical and non medical services provided for terminally ill enrollees and their 
families through agencies that administer and coordinate the services.  A Hospice program must 
meet Plan standards and be approved by the Carrier. 
 
Hospital 

A facility that, in return for compensation from its patients, provides diagnostic and therapeutic 
services on a continuous inpatient basis for the surgical, medical, or psychiatric diagnosis, 
treatment, and care of injured or acutely sick persons.  These services are provided by, or under 
the supervision of, a professional staff of licensed physicians and surgeons.  A Hospital 
continuously provides 24 hour a day nursing service by registered nurses.  A rehabilitation 
institution shall be considered to be a Hospital if the institution is approved as such under this 
Plan.  A Hospital must meet all applicable local and state licensure and certification requirements 
and be accredited as a Hospital by state or national medical or Hospital authorities or 
associations. 
 
A Hospital is not, other than incidentally, a place for custodial, convalescent, pulmonary 
tuberculosis, rest or domiciliary care; an institution for exceptional children; an institution to 
which enrollees may be remanded by the judicial system; an institution for the treatment of the 
aged or substance abusers; or a skilled nursing facility or other nursing care facility.  It does not 
include a health resort, rest home, nursing home, convalescent home, or similar institution. 
 
In-Network Providers 

Providers that participate in the Traditional Care Network (TCN) or other networks providing Plan 
coverage, such as HMOs and PPOs.  In-Network Providers are also referred to as “Participating 
Providers,” “Network Providers,” or “Panel Providers.” 
 
Medical Emergency 

A medical emergency is a permanent health-threatening or disabling condition, other than an 
Accidental Injury, that requires immediate medical attention and treatment. The condition must be 
of such a nature that severe symptoms occur suddenly and unexpectedly and that failure to render 
treatment immediately could result in significant impairment of bodily function, cause permanent 
damage to the individual's health, or place the individual's life in jeopardy.  Signs and symptoms 
verified by the treating physician at the time of treatment, and not the final diagnosis, must 
confirm the existence of a threat to life or bodily functions. 
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Medically Necessary (Medical Necessity) 

A service or supply that is (as determined by the applicable Carrier): 

• Provided by or under the direction of a health care practitioner who is authorized to provide or 
prescribe it; 

• Necessary in terms of generally accepted American medical/dental standards; 

• Consistent with the symptoms or diagnosis and treatment of an illness or injury; 

• Not provided solely for the patient or Provider’s convenience;  

• Appropriate given the patient’s circumstances and condition;  

• A “cost-efficient” supply or level of service that can be safely provided to the patient; and safe 
and effective for the illness or injury for which it is used. 

 
Out-of-Network Providers 

Providers that do not participate in the Traditional Care Network (TCN) or other networks 
providing Plan coverage, such as HMOs and PPOs.  When you use an Out-of-Network Provider, 
you generally are responsible for paying the applicable Out-of-Network Deductible and Co-
insurance, as well as any amounts in excess of the Allowed Amount.  Out-of-Network Providers 
also are referred to as “Non-Participating Providers,” “Non-Network Providers,” or “Non-Panel 
Providers.” 
 
Outpatient Freestanding Facility 

A facility, separate from a Hospital, which provides outpatient services.  Such facilities must meet 
Plan standards and be approved by the Carrier. 
 
Partial Hospitalization Treatment Facility 

A facility that provides a semi-residential level of care for patients with mental health or 
substance abuse disorders who require coordinated intensive, comprehensive, and 
multidisciplinary treatment in a structured setting, but less than full time hospitalization.  The 
patient undergoes therapy for more than four hours a day, and may receive additional services 
(e.g., meals, bed, recreation). A Partial Hospitalization Treatment Facility must meet Plan 
standards and be approved by the Carrier. 
 
Plan 

The UAW Chrysler Retirees Medical Benefits Plan, the UAW Ford Retirees Medical Benefits Plan or 
the UAW GM Retiree Medical Benefits Plan, as applicable. 
 
Primary Enrollee 

The person who is enrolled in the Trust and whose Dependents are eligible for coverage because 
of the person’s enrollment.  The Primary Enrollee may be a Retiree, a Surviving Spouse/Same-Sex 
Domestic Partner. 
 
Provider 

A person (such as a doctor) or a facility (such as a Hospital) that provides health care services.  
Providers are considered “participating” when they have signed an agreement with a Carrier to 
accept the Allowed Amount for a service as “payment in full.”   
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Residential Substance Abuse Treatment Facility 

A facility that provides inpatient facility treatment for patients with substance abuse disorders.  A 
Residential Substance Abuse Treatment Facility must meet Plan standards and be approved by the 
Carrier. 
 
Skilled Nursing Facility 

A facility providing convalescent and long term illness care with continuous nursing and other 
health care services by, or under the supervision of, a physician and a registered nurse.  The 
facility may be operated either independently or as part of an accredited general Hospital.  A 
Skilled Nursing Facility must meet Plan standards and be approved by the Carrier. 
 
Trust 

The UAW Retiree Medical Benefits Trust, as adopted by the Committee pursuant to the terms of 
the court-approved settlement agreements between the UAW and Chrysler Group LLC, Ford 
Motor Company, and General Motors Company, and as thereafter amended by the Committee.  
The Trust also may be referred to as a VEBA. 
 
UAW 

The International Union, United Automobile, Aerospace and Agricultural Implement Workers of 
America. 
 
Urgent Care Facility 

A public or private Hospital-based or free-standing facility that is licensed or legally operating as 
an Urgent Care Facility. The facility primarily provides minor emergency and episodic medical 
care, in which one or more physicians, nurses, and x-ray technicians are in attendance at all times 
when the facility is open. The facility houses x-ray and laboratory equipment and a life support 
system. An Urgent Care Facility must meet Plan standards and be approved by the Carrier. 
 
VEBA 

A Voluntary Employees’ Beneficiary Association, which is a tax-exempt employee welfare benefit 
fund that is held in trust for the benefit of covered participants. 
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Refer to the separate Schedule of Benefits for 

information about cost-sharing obligations applicable 

to your health care benefits, additional benefit details, 

and contact information for the various entities 

involved in the administration of your benefits. 


