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dear sisters and brothers: 
 

in order to give you a full explanation of 
the coverage and benefits available to you 
and your family, the trust fund has prepared 
this booklet, which hopefully will answer 
most of your questions. 

 
We urge you to take the time to read this 

booklet, and keep it handy as a reference. 
of course, if you have questions, don’t hesi-
tate to call the trust fund office. 
 
sincerely, 

John m. ellis 
chairman 
board of trustees

message from 
the chairman, 

board of trustees 



FOREWORD 
 this booKLet explains your coverage with  
and the benefits provided directly by the 
Trust Fund. in this booklet, “we”, “us”, “our” 
and the “Plan” mean either Prudent buyer 
network or the smart-mta trust fund, as 
applicable. “You”, “your” and “yours” refer to 
you the member. 
 
We suggest you read this booklet carefully 
and then file it with your other important 
papers. You and the members of your family 
should know how to find out what benefits 
you can receive and what you must do to 
receive them. 
 
You must keep in mind that you have two 
different kinds of coverage: hospital and 
medical. the hospital benefits are provided 
through smart-mta trust fund and are 
priced through Prudent buyer network. 
this means that certain hospitals have 
agreed to accept a lesser amount. You may 
contact anthem at 1-800-688-3828 or 
anthem.com/ca (if your out of state replace 
ca with your state abbreviation) to request 
a directory of these hospitals. 
 
all in-state hospital and doctor bills should be 
sent directly to anthem blue cross of califor-
nia P.o. box 60007, Los angeles, ca 90060-
0007.  out-of-state hospital and doctor bills 
should be sent to the local anthem blue 
cross office. 
 
the trust fund has also contracted with 
anthem blue cross to provide the Prudent 
buyer network of providers which includes 
thousands of providers that can be found at 
anthem.com.  these providers will be paid 
at a higher rate than non-participating 
providers.  using Prudent buyer contracting 
providers will reduce your out-of-pocket 
expenses. 
 
for that reason it is strongly suggested that 
you ask your physician if he or she is a Pru-
dent buyer network provider before seek-
ing treatment. 
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WHO IS COVERED 
AND HOW  
You are covered if you meet one of the following 
criteria:  
(a)    You are a regular, full-time active employee 

of the Los angeles county metropolitan 
transportation authority, employed in a job 
classification covered by the contract be-
tween the authority and the smart union, 
or are on authorized leave from such 
employment. new full-time employees 
become eligible on the first of the month fol-
lowing 60 days of employment, except that 
persons transferred from part-time to full-
time employment become eligible on the 
first day of the month following the date of 
the transfer.  

or  
(b)    You retire from such employment after 
       completion of 23 years or more of service.  

or  
(c)    You retire from such employment between 

the ages of 62 and 65 and qualify for bene-
fits under the smart-mta retirement Plan; 
if the spouse of a retiree is under age 65 
when the coverage would otherwise termi-
nate because the retiree has reached age 
65, the coverage will be extended until the 
spouse reaches age 65 or 12 months from 
the month in which the retiree became age 
65, whichever comes first. the maximum 
extension is 12 months. 
 

or  
(d)    You qualify for disability retirement benefits 

under the smart-mta retirement income 
Plan and you are eligible for and make 
immediate application for social security 
disability benefits (see page 19). 

 
and 

(e)    required contribution(s) has been made. 
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members of your family who fall within the rules 
outlined below are covered if you list them on 
your enrollment form when you first become eli-
gible or they become initially eligible after you are 
already eligible, provided the required documen-
tation is submitted. 
 
dependents acquired after you are eligible must 
be enrolled within 60 days of the date they 
become members of your family. a copy of your 
marriage certificate must be submitted for your 
spouse you wish to enroll.  
 
Your family includes: 
 
(a)    Spouse/Domestic Partners: Your lawful 
       husband or wife under a legal valid marriage.  
       “common-law” arrangements are not rec-
       ognized. 
 
(b)    Children: Your children up to age 26. “children” 
       are you or your spouse’s natural or adopted 
       children, proposed adoptive children who are 
       dependent on you pending finalization of the 
        adoption, and children for whom you have 
       been designated legal guardian by a court, 
       and who are not eligible to receive group 
      health benefits through their own employer. 
       foster children are not included. Proof of 
       guardianship is required. 

 
(c)    Disabled Children: Your children who are 

unmarried and unable to do any work to 
support themselves because of mental or 
physical disability which started while eligi-
ble and enrolled for coverage with the trust 
fund.  their medical condition and disability 
status must be cerified by a physician and 
dependent must be enrolled prior to their 
26th birthday. 

 
WHEN COVERAGE ENDS  
coverage for you and your dependents ends on 
the last day of the month in which your full-time 
employment with the mta terminates, unless 
you qualify as an eligible retiree, as outlined, at 
the time. 
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if your coverage is continued because you qual-
ify under provisions relating to retirees, your cov-
erage will terminate as follows:  
(a)    if you retired after 23 or more years of 

service or between the ages of 62 and 65, 
your coverage will terminate the earlier of: 
(1) the end of the month of your death or 
(2) the end of the month in which you 
become age 65.  

(b)    if you retired on disability retirement, your 
coverage will terminate the earlier of: (1) 
the end of the month of your death or (2) 
29 months from the date your disability 
retirement benefits under the smart-mta 
retirement income Plan commenced. 
 

coverage of a family member will terminate 
when your coverage terminates but may termi-
nate earlier if the family member no longer 
meets the requirements for continued coverage 
such as dissolution of the marriage, attainment 
of the maximum age, or if a dependent child 
becomes eligible for group health coverage 
through their own employer. 

 
CONTINUATION OF 
COVERAGE 
 
if you expire while covered and a lawful spouse 
survives, coverage for the family will be contin-
ued for 12 months from the month in which you die. 
 
if you or any one of your dependents cease to be 
eligible, you may continue coverage by payment 
of the required amount each month for up to the 
maximum amount of time and pursuant to the reg-
ulations implementing the consolidated omnibus 
budget reduction act (“cobra”). You will receive 
a notice regarding your cobra rights and may 
contact the trust fund for further information. 
 
 
YOUR BENEFITS  
the two kinds of coverage — hospital and 
surgical-medical — work together to protect 
you when a medical problem arises. for example: 
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if you’re hospitalized, your hospital coverage pro-
vides benefits for room, board, general nursing 
care, and other hospital services including the 
charges made by hospital-based physicians such 
as a radiologist or pathologist; your surgical-med-
ical benefits apply toward the cost of your physi-
cian’s services.  
 
HOW MUCH IS COVERED? 
 
in some cases, such as most hospital care in a 
semi-private room, and depending on the con-
tracting status of the provider, up to 80% of 
allowable charges will be covered.  in other 
cases, you may only be eligible to receive ben-
efits for a portion of your expenses.  some 
other expenses may not qualify for any benefits. 
the next sections of this booklet describe what 
the limits are and what conditions are covered 
for benefits. Later, under “Limitations and 
exclusions”, the treatments, services and 
expenses which are not covered are discussed. 

 
 
PRE-ADMISSION 
AUTHORIZATION  
admission to hospitals requires prior approval in 
all cases except emergencies. Your doctor or 
hospital should call 1-800-274-7767 to obtain 
such approval, if you are out of the state of cal-
ifornia please call 1-800-676-2583. in other 
areas the local review organization should be 
contacted.  Pre-authorization does not guaran-
tee benefits. 
 
HOSPITAL BENEFITS  
a “hospital” is a facility which provides diag-
nosis, treatment and care of persons who need 
acute in-patient hospital care under the super-
vision of physicians. it must be licensed as a 
general acute care hospital under state and 
local laws, registered as a general hospital by 
the american hospital association and accre-
dited by the Joint commission on accreditation 
of hospitals. 
 
there are two classifications of hospitals which 

—5—



may be utilized. first, there is a partici- 
pating hospital, which is a facility which has a 
Prudent buyer agreement with anthem blue 
cross whereby the hospital agrees to a 
negotiated amount for allowed services and also 
agrees to a review of the charges, with services 
determined to be unnecessary after review not 
being covered. the other hospitals are called 
non-participating and include those institutions 
which have not entered into such an agreement. 
these will be paid at 60% of the allowed rate, 
except in the cases of emergency care as more 
fully detailed below. 
 
HOSPITAL IN-PATIENT 
CHARGES 
 
in-patient services and supplies provided by a 
participating hospital, including special care 
units, are covered at 80% (member is responsible 
for the remaining 20%).  For non-participating hos-
pitals, benefits are paid at 60% of allowed charges,  
(member is responsible for the remaining balance) 
up to a maximum of 365 days per confinement, 
except:  
(a)    charges over the prevailing two-bed room 
       rate are excluded;  
(b)    charges over the rate agreed to by partici- 
       pating hospitals are excluded;  
(c)    charges over what is determined as 
       reasonable charges made by a non-partici- 
       pating hospital are excluded; and  
(d)    charges for services and supplies that are 
       not medically necessary as defined are 
       excluded. “medically necessary” is defined    
       as services and supplies determined to be:  
      (1)   appropriate and necessary for the 

symptoms, diagnosis or treatment of 
the medical condition (including the 
number of days of in-patient care to be 
provided).  

      (2)   Provided for the diagnosis or direct care 
            and treatment of the medical condition.  
      (3)   Within standards of good medical 
            practice within the organized medical  
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            community.  
      (4)   not primarily for the convenience of the 
            patient, a family member, the physician, 
            or another provider.  
      (5)   the most appropriate supply or level of 

service which can safely be provided. 
for hospital stays, this means that 
acute care as an in-patient is necessary 
due to the kind of service you are 
receiving or the severity of the condi-
tion, and safe and adequate care can-
not be received as an out-patient or in a 
less intensified medical setting. the 
trust fund will not pay benefits for care 
on a day when, in our judgment, acute 
hospital care was not necessary. 

 
the benefits described above are also provided in 
connection with pregnancy for member or spouse. 
 
the above benefits are also provided for care 
received in an approved skilled nursing facility if 
you are referred to such a facility by a physician 
(m.d. or d.o.) and remain under the active 
medical care of a physician while so confined. 
 
the trustees of the trust fund shall have sole 
and final discretion in determining what services 
and supplies are covered under the plan. 

 
EMERGENCY HOSPITAL 
IN-PATIENT OR  
OUT-PATIENT CHARGES 
 
Participating emergency room hospital in-
patient or out-patient services are paid at 80% 
(menber is responsible for the remaining 20%). 
for non-participating hospitals, only emergency 
room benefits are paid at 80% of allowed 
charges, and the member is responsible for the 
balance.  
 
HOSPITAL OUT-PATIENT 
CHARGES 
 
the services covered are the same as those 
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covered for in-patient services. they are cov-
ered (when provided) for the following condi-
tions, when the care is received in the emer-
gency room or operating room of a hospital. 

(a)   FOR SUDDEN AND SERIOUS ILLNESS, 
you can get out-patient benefits for your 
hospital visit but it is treated as if such care 
were received in a physician’s office, with 
the deductible under the surgical-medical 
benefits being applied and payment based 
on the benefits provided under that cover-
age. these benefits are paid directly by the 
trust fund.  

(b)   FOR AN ACCIDENTAL INJURY, you can 
get out-patient benefits for your first visit to 
the hospital but it must be within 24 hours 
of the accident. otherwise it will be handled 
the same as (a) above. follow up visits are 
not covered except as in (a) above.  

(c)   FOR SURGERY. surgery includes such 
items as closed reduction of fractures, dis-
locations of bones and other procedures 
which require the use of the surgical facili-
ties of the hospital.  

(d)   AMBULANCE CHARGES. the charges for 
services by a licensed ambulance company 
for ground ambulance transportation to a 
hospital will be paid up to a maximum of 
$2,000.00 per trip. the member is respon-
sible for the balance. transportation from 
facility to facility is not covered. to qualify, 
you must be either admitted as an in-patient 
or receive emergency out-patient care. ser-
vices include the base charge, mileage, 
non-reusable supplies, and charges for 
monitoring, administration of oxygen and 
intravenous solutions administered in con-
nection with the ambulance service. 
 

BENEFITS FOR SERVICES 
PROVIDED BY OTHER 
THAN HOSPITALS  
(THESE BENEFITS ARE PROVIDED BY THE 
TRUST FUND ON A DIRECT-PAY BASIS.) 
 
this covers services by individual practitioners 
—not by hospitals. 
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Who are practitioners? they are: 
      (1)   a doctor of medicine (m.d.) or a doctor 

of osteopathy (d.o.), who is licensed to 
practice medicine or osteopathy where 
the care is provided. 
 

      (2)   one of the following providers, but only 
when the provider is licensed to practice 
where the care is provided, is rendering 
a service within the scope of that license, 
is providing a service for which benefits 
are provided, and when benefits would 
be payable if the services were per-
formed by an m.d. or d.o.: 

 
            a.  a dentist (d.d.s.) 
            b.  a podiatrist or chiropodist (d.P.m.,  
                 d.s.P. or d.s.c.) 
            c.  a chiropractor (d.c.) 
            d.  a physical therapist (P.t. or r.P.t.)* 
            e.  a speech pathologist* 
            f.   an audiologist* 
            g.  an occupational therapist (o.t.r.)*  
            h.  nurse Practitioner 
            i.   Physician’s assistant 
 
note:  the providers indicated by asterisks (*) 
            are covered only when referral is made  
            by an m.d. or d.o.  
MEDICAL-SURGICAL BENEFITS 
 
If you use the services of a provider partici-
pating in the Prudent Buyer Network 
Provider program, you will be responsible 
for 20% of the allowable charges up to 
$5,000.00 out-of-pocket expense including 
your annual deductible.  
Non-Emergency Medical-surgical benefits are 
paid as follows: 

a. Participating providers are paid 80% 
of the Prudent Buyer Network nego-
tiated rate.  The member is respon-
sible for the remaining 20%. 

 
b. Non-participating providers are paid 

60% of plan allowance.  Allowance 
is based on usual and customary 
charges. The member is responsible 
for the balance. 
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HOW MUCH WILL YOU 
RECEIVE  
Annual Deductible Amount. 
 
the plan imposes an annual deductible on med-
ical-surgical charges before benefits are payable. 
the annual deductible is $250. this deductible is 
applied to the charges submitted each year in the 
order in which the billings are received. 
 
if you pay the provider directly and the amount 
you pay is not reflected in charges submitted for 
payment, the amount will not be recognized and 
the deductible will be applied only against 
charges actually received. When two persons 
in the family have satisfied the deductible, 
no further deductible is applied to any other 
family member. (This is not the same as a fam-
ily deductible where one amount is applied for 
the entire family; two separate deductibles are 
applied, not accumulative.) expenses incurred 
in the last quarter of any calendar year and 
applied to the deductible for that year will be car-
ried forward and applied to the deductible for the 
next calendar year also.  
WHAT SERVICES 
ARE COVERED  
the following are among the different kinds of 
services for which allowances are provided. 
 
SURGICAL SERVICES. surgical service in-
cludes cutting or other non-invasive techniques 
to cure or relieve the effect of illness or injury. 
this includes closed reduction of fractures, dis-
location of bones and endoscopies as well as 
incisions or punctures of the skin or other tissue, 
except for, collection of blood, drug administra-
tion or injection. charges for routine care related 
to surgery are included as part of your surgical 
benefit. all follow-up care should be include in 
the surgical allowance unless otherwise stated. 
 
SURGICAL CENTERS non-contracting surgi-
cal centers will be paid at $2,000.00 maximum, 
for any and all services provided and charges 
incurred.  
 
ANESTHESIA SERVICE. to be a covered ben-
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efit, general anesthesia service must be provided 
by an anesthesiologist as part of a covered sur-
gical or maternity service.  
 
Pain management epidural(s) is not a covered 
benefit.   
ASSISTANT SURGEON. A physician to help 
your surgeon. these benefits are provided only 
if your operation is one which requires the help 
of a surgical assistant.   
MATERNITY CARE. care for childbirth and for 
any other condition related to pregnancy. this 
benefit is provided for female members and 
the wives of male members only. Dependent 
children are not covered for this benefit.   
MEDICAL VISITS. medical visit(s) is a non-sur-
gical treatment by your physician while you are 
an in-patient in a hospital or at the physician’s 
office. as noted before, when you have surgical 
or maternity service, the allowance paid for them 
includes related non-surgical services and, 
therefore, additional payments are not made for 
these non-surgical services.  
ONLINE CONSULTATION. doctor consulta-
tions are available through livehealthonline.com   
DIAGNOSTIC X-RAY AND LABORATORY. 
X-rays and laboratory tests ordered by your 
doctor and necessary for the diagnosis or treat-
ment of a covered injury or illness. not all tests, 
examinations or x-rays requested by a practi-
tioner are covered.  
ADDITIONAL SERVICES AND SUPPLIES. 
expenses for the following items are covered 
when necessary for the treatment of an illness or 
injury: 
(a)   radiation therapy, chemotherapy and hemo- 
      dialysis treatment.  
(b) blood transfusions, including blood process-

ing and cost of unreplaced blood and blood 
products.  

 
the following items are also covered as follows: 

Contracting          70% of allowable charges 
(member is responsible for 
30%) 
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Non-contracting  60% of allowable.  Member is 
responsible for balance.  

(a) surgical implants and artificial limbs or eyes.  
(b) Private duty services of a registered nurse 

(L.V.n. or r.n.), when certified as necessary 
by the practitioner.  

(c) rental or purchase of other medical equip-
ment and supplies which are: (1) ordered by 
a physician, (2) of no further use when med-
ical need ends, (3) usable only by the patient, 
(4) not primarily for the member’s comfort or 
hygiene, (5) not for exercise, and (6) made 
specifically for medical use.  this benefit will 
be paid at 80% of allowable charges for con-
tracting providers and 70% of the plan’s 
allowance for non-contracting providers. 

 
benefits are payable at corresponding rate until 
plan’s payments total $5,000 in a calendar year.  
thereafter, benefits are payable at 100% of such 
expenses up to the purchase price. 
 
PREVENTATIVE CARE 
AND IMMUNIZATIONS  
all preventative services with a "grade" a or b 
as determined by the u.s. Preventative services  
task force: 
 
      (a) routine vaccines 
      (b) preventative care for children covered at 100% 
      (c) preventative care for women covered at 100% 
       (d) 1 routine adult physical exam every 12 months 
 
for a detailed list please visit:  
http://www.healthcare.gov/preventive-care-adults 
https://www.healthcare.gov/preventive-care-women 
http://www.healthcare.gov/preventive-care-children 
 
SUPPLEMENTAL 
ACCIDENT BENEFIT  
$300.00 - Accident benefit is provided for expens-
es incurred within 24 hours of the accident which 
occurs while you are eligible. Benefit must be 
used within 90 days of accident. 
 
FILING YOUR CLAIM  
if you receive treatment that is covered under the 
program, we will do our best to pay benefits 
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promptly. to do this, we need the following from 
you and your practitioner: 
 
      (1)   a completed claim form, either on our 

form or another form which includes the 
same information as our form. if we do 
not receive the form, we will not be able 
to provide benefits. however, benefits 
shall not be allowed if notice of claim is 
made beyond one year from the date on 
which such expenses were incurred. the 
form should be sent to: anthem blue 
cross P.o. box 60007, Los angeles, ca 
90060-0007. 

 
      (2)   more data from you or your practitioner, 

if requested. We may need written state-
ments about the services you received—
information such as itemized bills; details 
of the treatment or other service you 
received; other coverage you may have; 
whether the injury or illness was work-
related; details concerning injuries 
caused by a third party; etc. 

 
failure to submit requested information will result 
in delay or denial of benefits. 
 
Payments will be made to you unless you have 
assigned the benefits to the practitioner. in either 
event, an explanation of the benefits paid will be 
sent to you. this explanation will show the name 
of the practitioner, the date of service for which 
payment is being made, the charges, exclusions 
from payment and the amount of the payment. 
this form may also include comments to advise 
of other information about the payment made or 
the reason payment was not made. 
 
APPEALING YOUR CLAIM  
if you have any questions about the processing 
of, or decision concerning your claim, you 
should contact the trust fund office at (626) 
962-1762 or (213) 624-6487. 
 
if you wish to appeal the Plan’s decision you 
must address your appeal to:  

SMART-MTA Trust Fund 
Attention: Appeals 

15999 Cypress Avenue 
Irwindale, CA 91706  
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should you disagree with our claim determina-
tion, an appeal may be submitted.   all appeals 
are to be submitted in writing and state, in clear 
and concise terms, the reason for the disagree-
ment with the decision.  the appeal is to include 
any information or documentation that was not 
presented with the original claim.    
The failure to file an appeal within 60 days from the 
receipt of the initial adverse decision shall consti-
tute a waiver of the right to request a review of the 
decision.  Thereby, leaving the decision as final and 
binding.. such failure will not, however, prevent 
an applicant from establishing future review enti-
tlement based on additional information and evi-
dence which was not available at the time the 
decision denying the claim(s), in whole or in part, 
was made.      
if an appeal is denied due to a lack of medical 
necessity, the claim for benefits may be eligible 
for an external review by an independent third-
party review organization.   appeals seeking 
independent third-party review must be submit-
ted within four months of an appeal’s denial. 
 
LIMITATIONS AND EXCLUSIONS  
this portion sets forth certain items which are not 
covered. We suggest you check this section 
before you file for benefits. it could save you the 
time and trouble of sending us a claim for services 
the plan does not cover. the following conditions 
and exclusions are in addition to any discussed 
elsewhere: 
  1. these facilities do not meet the definition of 

a hospital: convalescent homes and institu-
tions: institutions primarily for the rest of the 
aged: spas; sanitariums; infirmaries at 
schools, colleges, or camps; and any institu-
tion primarily for treating drug addiction, 
alcoholism or mental disorders. 

  2. services and supplies that are not medically 
necessary.   

  3. certified registered nurse anesthetist 
(crna). 

 
  4. expenses in excess of the rate negotiated 

with a Participating hospital, or in excess of   
the customary and usual charge. 

 
  5. services for which you are not legally obli-          
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gated to pay, or services for which you are 
not charged or would not be charged if you      
did not have this coverage. 

 
  6.  Work-related conditions even if you do not 
       claim Workers’ compensation benefits. 
 
  7.  conditions caused by an act of war or 
       by release of nuclear energy, whether or not  
       the result of war. 
 
  8. services for which payment may be 

obtained from any local, state, or federal 
government agency (except medi-
cal).the benefits of this plan will be paid 
first if you are in active employment and 
either you or your eligible dependent are 
entitled to federal medicare benefits. if 
you are retired and eligible, then the bene-
fits of this plan will be available after the 
federal medicare benefits have been paid. 

 
  9. services received from a person who lives in  
      your home or is related to you by blood or 
      marriage. 
 
10. charges for in-patient care in connection 

with a hospital stay primarily for physical 
therapy or treatment of chronic pain or for 
diagnostic tests which could have been per-
formed safely on an out-patient basis. 

 
11. services for care or treatment of mental, 

nervous or eating disorders. coverage of 
these conditions is provided only through 
mhn.  they can be reached at (800) 327-
0449 or visit https://www.mhn.com/. 

 
12. services for care or treatment of alcoholism, 

drug addiction or substance abuse. cov-
erage of these conditions is provided only 
through mhn.  they can be reached at 
(800) 327-0449 or visit https://www.mhn.com/. 

13.  services relating to treatment on or to the  
       teeth or gums, except in cases of accidental  
       injury to natural teeth.  
14.  charges for, or incidental to, the treatment 
       of temporomandibular Joint syndrome (tmJ). 
 
15.  charges for hearing aids and routine hear-       
       ing tests. benefits for hearing appliances are 
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       provided under a separate program.  con-
       tact the trust fund for details. 
 
16.  optometric services, eye exercises including  

orthoptics, routine eye examinations, routine 
eye refractions, eyeglasses, contact lenses, 
any surgery solely for the purpose of correct-
ing refractive defects of the eye such as 
near-sightedness (myopia) and astigmatism. 
certain benefits are provided under a sepa-
rate vision care program.  contact the trust 
fund for details. 

 
17.  Prescription drugs. coverage is provided by 

express scripts, and can be reached at 
(866) 312-7236. 

 
18.  injectable and specialty drugs are no longer 

covered under this plan. before having    
services rendered please contact accredo to 
see if medications are covered by them. You 
may contact accredo for coverage informa-
tion at (877) 222-7336.  medicines not cov-
ered by accredo are referred back to the 
medical plan for review. 

 
19.  charges for acupuncture or biofeedback. 
 
20.  charges for cosmetic surgery or other ser- 
       vices for beautification, anti aging or other 
       cosmetic purposes, except as a result of 
       accidental injury, provided the surgery is 
       performed within 90 days of the accident. 
 
21.  treatment of complications from prior cos-

metic surgery or complications from other 
beautification, anti aging or other cosmetic 
services, unless the treatment occurs one 
year after the initial cosmetic surgery or ser-
vice, is determined to be medically neces-
sary, and does not have a cosmetic pur-
pose. Pre-authorization is required for any 
medically necessary treatment of complica-
tions from prior cosmetic surgery or service. 
at the discretion of the Plan, the Plan may 
require a confirming independent medical 
examination (ime) opinion by a physician 
selected and paid for by the Plan to verify 
medical necessity. 

 
22.  services for the purpose of weight reduction 

or treatment of obesity and/or complica-
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tions from obesity. this includes, but is not 
limited to bariatric surgery, gastric restrictive 
procedure, gastric bypass and gastroplasty. 

 
23.  treatment of complication from prior weight 

reduction surgeries.  this includes, but is 
not limited to, bariatric surgery, gastric 
restrictive procedure, gastric bypass and 
gastroplasty. 

 
24.  in vitro fertilization or sterilization reversals. 
 
25.  charges for nutritional counseling or doctor 

home visits. 
 
26.  orthopedic shoes, foot orthotics or shoe 

inserts. charges for the diagnosis and fitting 
of orthotics also are not covered. 

 
27.  covered medical charges for the following 

therapies will be limited to a maximum total 
of 25 such treatments rendered on an out-
patient basis during a calendar year: Physi-
cal therapy, speech therapy, occupational 
therapy, rehabilitation therapy, respiratory 
therapy, therapy that involves manual 
manipulation of the musculo-skeletal sys-
tem, including chiropractic care. 

 
28.  experimental or investigative therapy, 

including any type of therapy not generally 
recognized as of value by the medical com-
munity and its societies, is not covered. all 
other charges, as for office visits or labora-
tory procedures, incurred in conjunction  
with non-covered therapy will be consid-
ered not-covered. 

 
29.  custodial or domiciliary care.  
 
30.  any illness, injury, disease or other condition 

for which a third party may be liable or legally 
responsible by reason of negligence, an 
intentional act or breach of any legal obliga-
tion on the part of such third party. benefits 
will be advanced in these instances subject 
to the following:  
(a) We will automatically have a lien, to the 
     extent benefits are advanced, upon any 
     recovery, whether by settlement, judgement    
     or otherwise that you receive from the 
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third party, the third party’s insurer, or the 
third party’s guarantor.  

(b) You agree to advise us, in writing, within 
60 days of your claim against the third 
party and further agree to take such action, 
furnish such information and assistance, 
and sign such papers as may be required 
to allow us to exercise our right to recovery. 
You must further agree to do nothing 
which may prejudice our rights or interest. 
if you do not comply with these require-
ments, you will be held personally respon-
sible for reimbursing us to the extent of 
benefits paid. this may be accomplished 
by the withholding of benefits otherwise 
payable on future expenses until the sums 
are recovered.  

 
31.  any condition resulting from an intentionally  
       self-inflicted injury. 
 
32.  dependent children are not covered for     
       expenses related to pregnancy.   
33.  tax liens, interest payment, no shows and   
       late fees. 
 
34.  neuromuscular stimulator interferential,   
       tens unit, electrical nerve stimulator are not 
       covered.  all durable medical equipment are 
       subject to review. Large items will be      
      allowed if authorized, one per lifetime; 
      maintenance covered only. 
 
35.  tattoo removal. 
 
36.  epidural(s) used for pain management. 
 
the trust fund trustees have the sole discretion to 
interpret the terms and coverage of the Plan, exclud-
ing services and any other Plan Provisions in deter-
mining whether a service or treatment is covered. 
 
COORDINATION OF BENEFITS  
it is not unusual to find yourself covered by two 
health insurance policies providing similar bene-
fits, both issued to or through groups. When that 
is the case and you receive an item of service 
which would be covered under either plan, we 
will coordinate benefits with the other program. 
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one plan will pay its full benefit as a primary 
benefit. the other will pay secondary benefits if 
necessary to cover your expenses. this prevents 
duplicate payments and overpayments. 
 
in order to determine which plan is primary, cer-
tain rules have been established as follows: 
 
      1.   if the other plan does not have a provision 
               similar to this one, then it will be primary. 
       
      2.   if you, the person receiving the benefit 

are the member belong to the group and 
you are only covered as a dependent on 
the other plan, the plan under which you 
are the member will be primary. if a 
member’s spouse is listed as a depen-
dent under the trust fund health plan 
and the spouse has coverage available 
from his/her own employer, the trust 
fund coverage is secondary to the 
spouse’s employer health plan. 

       
      3.   if you are covered as a dependent child 

under both plans, the plan under which 
you are a dependent of the member 
whose birth date occurs first in the year 
will be primary. 

 
      4.   if none of the above applies, then the 
            plan which has covered you for the  
            longest time will be primary.  
the above rules apply whether or not you 
actually make a claim under both plans. 
 
if we pay more than we should have under this 
provision, we have the right to recover the 
excess from you or any other person, insurance 
company or organization which may have gained 
from our overpayment. You agree to do whatever 
is necessary to help us in recovering our excess 
payment—for example, completing and filing 
claim forms and endorsing checks over to us. 
 
MEDICARE ELIGIBLES 
 
if you are an active employee and eligible for 
medicare, this Plan will be primary. if you are 
retired and eligible for medicare, this plan is sec-
ondary and you must file with medicare first. 
If you are a retired full-time member at age 65, you 
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are automatically eligible for Medicare benefits, and 
Medicare will provide your primary coverage and the 
Trust Fund will be your secondary. If you choose not 
to enroll in Medicare, your benefits from the Trust 
Fund will be paid at 20% of the allowed amount.  
If you are under age 65 and you have end stage renal 
disease, the Trust Fund provides the primary bene-
fits for that condition for the first 30 months and 
Medicare is secondary. After 30 months, Medicare is 
the primary provider of benefits for that condition 
and the Trust Fund is secondary. 

 
– Disclaimer  – 

The Plan is operated under the provisions of an 
Agreement and Declaration of Trust, and all 
benefits provided are subject to the terms of 
the Trust, and the Group Master Contracts 
issued by the following insurers: Anthem Blue 
Cross. The terms of these documents will pre-
vail in the interpretation of questions concern-
ing any subject matter covered in this Summary 
Plan Description. 
 
The nature and extent of benefits provided by 
the Plan and the rules governing eligibility are 
determined solely and exclusively by the 
Trustees of the Plans. The Trustees shall also 
have full discretion and authority to interpret 
the Plan of Benefits and to decide any factual 
question related to eligibility for and the extent 
of benefits provided by the Plan. 
 
Employees of the Plan have no authority to 
alter benefits or eligibility rules. Any interpretation 
or opinions given by employees of the Plans 
are not binding upon the Trustees and cannot 
enlarge or change such benefits or eligibility 
rules. In accordance with the terms of the Trust 
Agreement, the Trustees reserve the right to 
change the nature and extent of benefits 
provided by the Plan and to amend the rules 
governing eligibility at any time. 
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