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THE CONNECTION

Official Newsletter of the Teamsters Health & Welfare Fund of Philadelphia and Vicinity

2023 Open Envrollment

Health & Welfare Fund Open Enrollment
November 2 - December 4, 2023

Health and Welfare Fund Members - it's that time of year again for benefits open enrollment! Open
enrollment is your annual opportunity to review your medical plan choices. If you wish to stay with
the same coverage you currently have, you do not need to take any action. If you want to
change your coverage for 2024, you must act now.

FOR EXAMPLE: If you currently have Blue Card PPO coverage and want to switch to Aetna EPO
coverage, or vice versa, please call Member Services at 800-523-2846 to have an open enroliment
Medical Benefit Option Change Form mailed to you. If you choose to change your coverage you
must complete this form and return it to the Fund office before the open enrollment period ends on
December 4, 2023. All changes in coverage will be effective January 1, 2024.

Please keep in mind that the level of coverage (Platinum or Gold) you will have during the 2024
coverage year depends on whether or not you, and if applicable your spouse, completed the
required annual wellness screening by October 31, 2023. The required preventive dental exam, for
both member and spouse, has been waived for the 2023 program year. As a reminder, the Platinum
plan has lower out of pocket costs compared to the Gold plan.

Please take time to review the important medical plan information included in this newsletter and
make sure your information is up to date. Also, enclosed is a Summary of Benefits & Coverage
(SBC) for each medical plan option to compare plans. For additional open enrollment information
and links to each medical plan’s online provider directory, visit the Fund’'s website at
www.teamsterfunds.com, under the Health & Welfare tab. Have questions? Contact the Fund’s
Member Services department at 800-523-2846, option 1.
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If you recall back in May, the Trustees made a change to Plan regarding adding
and removing dependents. The change states that effective May 1st, 2023, a member
may only add or remove a spouse or dependent from a Fund Benefit during the
Fund’s annual open enrollment with enrollment or disenrollment being effective Jan-
uary Ist following such open enrollment. In this case, the effective date for those
changes made during this open enrollment, the change would be effective January 1,
2024. Listed below, are the required documents when adding or removing depend-
ents.

If a member wants to add or remove a dependent/spouse, you must always complete
a new Beneficiary and Census form.

To add a dependent:
Copy of the Birth certificate naming both parents
Copy of their Social Security Card

To add a spouse:
Copy of the Marriage Certificate
Copy of the Spouse’s Social Security Card

To remove a dependent
A signed letter from the dependent/spouse indicating their desire
to be removed from the benefits along with the ID# from the medical card. And their
contact information.

If a member wants to remove a dependent (under 18):

A signed letter from the member indicating who they want to re-
move from the benefits along with the ID# on the account and their contact infor-
mation.

Keep in mind that the above procedure does NOT pertain to matters happening in
mid-year such as birth of child, marriage, divorce, death and lose of coverage. These
are called Life Events and can be updated provided we are notified within 30 days of
the event.




2024 SCHEDULE OF BENEFITS COMPARISON

Medical
Horizon BCBS PPO Aetna EPO
PLATINUM PLATINUM

In-Network Deductible & Coinsurance

$200 per person/$400 family, then 10% until
coinsurance maximum of $500 per person is
met

$50 per person/$100 family, then 10% until coinsur-
ance maximum of $250 per person is met

Out-of-Network Deductible & Coinsurance

$450 deductible per person, $900 per family,
and 20% coinsurance up to $1500 per person

OUT OF NETWORK BENEFITS NOT COVERED UNDER
THE AETNA PLAN

Primary Care Office Visit

$20, No deductible

S15, No deductible

Specialist Office Visit

$30, No deductible

$25, No deductible

Inpatient Hospital Service

90%, after deductible

90%, after deductible

Out-Patient Surgery

90%, after deductible

90%, after deductible

Emergency Room (facility charges only.
Copay waived if admitted

$100 copay

$100 copay

Urgent Care

S50 copay

S50 copay

Skilled Nursing Facility

90%, after deductible

90%, after deductible

Outpatient Lab & Radiology

90%, after deductible

90%, after deductible

Physical, Speech and Occupational Thera-
Py

$30 copay

90%, after deductible

Durable Medical Equipment

90%, after deductible

90%, after deductible

PRESCRIPTION

CAPITAL RX CAPITAL RX
PLATINUM PLATINUM
Tier 1 (Generic) S5 Copay S5 Copay
Tier 2 (Preferred) $15 Copay $15 Copay
Tier 3 (Non Preferred) 50% with $30 Min./$50 Max 50% with $30 Min./$50 Max
Specialty $100 Copay |$100 Copay
DENTAL AND VISION
Horizon BCBS PPO Aetna EPO
PLATINUM PLATINUM
3000 s gy eSSt oo masimamservea i pten s st
04, aeEE Ry EsEhy e i eele e, e orthodontic allowance fqr chllqren 19-18, copays
DENTAL may apply for orthodontic, periodontics, oral sur-

VISION (National Vision Administrators)

odontics, oral surgery, dentures, crown, and
fixed bridge services; subject to the Fund's
allowance

gery, dentures, crown, and fixed bridge services;
subject to the Fund's allowance

One exam every 12 months; materials
(contacts or frames & lenses) once every 24
months

One exam every 12 months; materials (contacts or
frames & lenses) once every 24 months

PLEASE NOTE THAT THE ABOVE BENEFIT OUTLINE IS MEANT ONLY TO HIGHLIGHT KEY FEATURES OF THE PLANS. PRE-
AUTHORIZATION MAY BE REQUIRED FOR MANY OF THE SERVICES PROVIDED. REFER TO THE SUMMARY PLAN DESCRIPTION FOR
MORE DETAILS ABOUT THE MEDICAL BENEFITS PROGRAM, AS WELL AS EXCLUSIONS AND LIMITATIONS. PLATINUM PLAN BENEFITS
ARE ONLY AVAILABLE TO THOSE MEMBERS, AND IF APPLICABLE SPOUSES WHO PARTICIPATE IN THE WELLTEAM SCREENING PRO-
GRAM. MEMBERS, AND IF APPLICABLE SPOUSES WHO DO NOT PARTICIPATE IN THE WELLTEAM SCREENING PROGRAM WILL DE-
FAULT TO THE GOLD PLAN AND HAVE HIGHER OUT OF POCKET COSTS THAN LISTED ABOVE. PLEASE CONTACT MEMBER SERVICES

IF YOU HAVE ANY ADDITIONAL QUESTIONS.




Benefits Reminders!
Bewefits News You Coan Use

GUARDIAN NURSES - Guardian Nurses’

GU ARDIAN® Mobile Care Coordinator program is your new

disease management provider. This team of

NURSE S Registered Nurses are ready to respond when-

ever you are struggling with a healthcare issue.

Healthcare Advocates They can visit you at home or in the hospital,

identify providers and make appointments, re-

solve problems with billing and health insurance, explain a new diagnosis, provide sup-
port when seeking treatment and much more. The MCC program is voluntary and all

services are free and confidential. You can contact a Mobile Care Coordinator, RN at
609-760-1919 or 609-760-3514.

q TELADOC - Teladoc gives eligible

Telod( C Better health members and covered dependents 24/7/365

HE A made possible access to a doctor through the convenience

‘ of your phone or video chat for a $0 copay.

Teladoc also offers Behavioral Health ser-

vices to help with important mental health matters. Eligible adults 18 and older can

speak with a licensed therapist from anywhere for confidential treatment of anxiety, de-

pression, grief, family issues, and more. You can make appointments seven days a week

from 7a.m. to 9 p.m. local time. A $20 copay is collected for behavioral health treatment

at the time of service. Teladoc does not offer a crisis hotline. Appointments must be
scheduled. If you are in crisis please contact TCN at 800-298-2299 or dial 911.

= C‘u\i i FLU SHOTS - Flu shots are now covered at 100%
\ / 5= under the Capital Rx pharmacy benefits card. Members

o I\ ‘_‘ \ 5 and eligible dependents can get a flu shot at any partici-
cL ) 2 pating retail pharmacy with no out of pocket cost. Don’t
= >~ delay, get your free flu shot today!
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Keep vour personal information updated with the Fund office. This includes
your address, phone numbers as well as email addresses. Don’t miss out on commu-
nications sent by the Fund and most importantly don’t forget to open every piece of
mail from the Fund. You never know if there is a check in the envelope!




OVID-19

CORONAVIRUS PANDEMIC

Effective September 25, 2023, every US household will be

able to place an order to receive up to four free COVID rapid tests

delivered directly to your home from the US government. Here is

the link to sign up to receive the free tests!

COVID.GOV/TESTS

Women's Healtv and Cancer Rights Act of 1998
2023 Notification

Under federal legislation, annual notification of this benefit is required to all members.

In 1998, the federal government enacted a law
that mandates certain health coverage for breast
reconstructive surgery in any health program
that provides medical and surgical benefits for
mastectomies. This law is known as the Women's
Health and Cancer Rights Act.

If a covered person is receiving benefits in
connection with a mastectomy and elects to have
breast reconstruction along with that mastectomy,
the policy must provide in a manner determined in
consultation with the attending physician and the
patient, coverage for the following:

» All stages of reconstruction of the breast on which
the mastectomy was performed;

* Surgery and reconstruction of the other breast to
produce a symmetrical appearance; and

* Prostheses and physical complications at all stages
of the mastectomy, including lymphedema.

These benefits will be provided subject to
deductibles and coinsurance to the same extent
as for any other illness under your coverage.

All other features and benefits of this program
remain the same and are not impacted by this annual
notification.



Teamsters Health & Welfare Fund
of Philadelphia and Vicinity

2500 McClellan Ave., Suite 140
Pennsauken, NJ 08109

Address Correction Requested

THIS DOCUMENT CONTAINS TIME SENSITIVE
OPEN ENROLLMENT INFORMATION AND THE SUMMARY
OF BENEFITS AND COVERAGES REQUIRED BY THE
AFFORDABLE CARE ACT.

PLEASE READ THIS INFORMATION AND SAVE IT. THESE ARE
IMPORTANT HEALTH BENEFITS DOCUMENTS.

Have questions? Contact the Fund’s Member Services Department at 800-523-2846.



This packet of information contains the
Summary of Benefits and Coverages for the

Blue Card PPO and Aetna EPO medical programs

There are two PPO programs (Platinum and Gold) and two EPO programs (Platinum and Gold).
Those who completed the WellTeam® screening program in 2023 earned participation in either
one of the Platinum programs for the 2024 plan year. Those who did not complete the
screening participate in the Gold programs.

The first 12 pages of this packet contain the Summary of Benefits and Coverages
for the Platinum and Gold PPO benefit programs. The remaining pages relate
to the EPO medical programs.

Fall 2023



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Teamsters Health & Welfare Fund: Blue Card PPO Platinum

Coverage Period: 01/01/2024-12/31/2024
Coverage for: All Coverage Types | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
#5  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, contact the Fund office by calling
1-800-523-2846, option #1. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.teamsterfunds.com.com or call 1-800-523-2846 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?
Do you need a referral to

see a specialist?

$200/person & $400/family
in-network; $450/person &
$900/family out-of-network.
The deductible does not apply
to services which require a co-
payment or for which no cost
sharing is permitted.

Yes.

No.

$5,000/person; $10,000/ family
for medical, of which
$500/person (in-network)
applies to coinsurance;
remainder applies to
copayments. Pharmacy
copayments are capped at
$1,500/person & $3,000/family
Premiums, balance billed
charges, health care this plan
doesn't cover and penalties.

Yes.

No.

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

All preventative services under the Affordable Care Act are covered with no cost share.

You don’t have to meet deductibles for specific services but see the chart starting on page 2
for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

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

Network providers are contracted to accept a negotiated rate so your out of pocket would
be calculated based on the negotiated rate rather than the total charges.

You can see the specialist you choose without permission from this plan.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
' What You Will Pay |

Common

Medical Event

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

Services You May Need

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an Digsncislells, A0 onone
- rimary ¢ $20/visit coinsurance & balance
injury or illness .

billing

Deductible, 20% ---none---
Specialist visit $30/visit coinsurance & balance

billing

Preventive care/screening/
immunization

No more than
$20/visit

Deductible, 20%
coinsurance & balance
billing

One round of preventative

treatment/ person/year. Colonoscopy,
mammogtaphy, and prostate screening
coverage varies by age.

If you have a test

Lab tests (blood work)

Deductible & 10%
coinsurance

Deductible, 20%
coinsurance & balance
billing

Special networks available with no cost
sharing.

Deductible & 10%

Deductible, 20%

Special networks available with $20 copay.

Imaging (CT/PET scans, coinsurance coinsurance & balance
B billing
If you need drugs to Generic drugs $5/30-day supply Not covered Zohydro excluded
treat your illness or 7.ohvd luded
. ydro exclude
condlltlon ' Preferred brand drugs $15/30-day supply Not covered
More "'!for_matlon about $30-$50/30-day Not covered Zohydro excluded
presc"ptlon druq Non-preferred brand drugs supply
coverage is available at .
www.teamsterfunds.com | Specialty drugs $100/30- day supply Not covered Zohydro excluded
Facility f mbulat Deductible & 10% Deductible, 20% -—-none---
sjrc ety CZZE:S%" ambuiatony | insurance coinsurance & balance
If you have outpatient ety billing
surgery Deductible & Deductible, 20% ---none---

Physician/surgeon fees

10% coinsurance

coinsurance & balance
billing

If you need immediate
medical attention

Emergency room care

$100/visit

Deductible, 20%
coinsurance & balance
billing

Copayment waived if admitted

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
' What You Will Pay |

Common

Medical Event

Services You May Need

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

Emergency medical Deductible & 10% 20% of billed charges Only covered if medically necessary
transportation coinsurance

Deductible, 20%
Urgent Care $50/visit coinsurance & balance Only covered if medically necessary

billing

If you have a hospital
stay

Facility fee (e.g., hospital
room)

Deductible & 10%

coinsurance

Deductible, 20%
coinsurance & balance
billing

Precertification is required. If it is not
obtained, then you may owe a $1,000

penalty.

Deductible & 10%

Deductible, 20%

Physician/surgeon fees coinsurance coinsurance & balance ---none---
billing
Deductible, 20% Must be precertified by Total Care Network
If you need mental Outpatient setvices $20/visit coinsurance & balance (TCN)
health, behavioral billing
health, or substance Deductible & Deductible, 20%

abuse services

Inpatient services

10% coinsurance

coinsurance & balance
billing

Must be precertified by TCN

Deductible, 20%

Limited to care of the mother; newborn

Office visits No cost coinsurance & balance care is subject to deductible & 10%
billing coinsurance.
: ; o i ; ;
Childbirth /delivery D%ducqble & De.ductlble, 20% $3Q.OO co-pay is applied to the labor and
If you are pregnant . . 10% coinsurance coinsurance & balance delivery portion of the bill.
professional services billi
illing
o . - Deductible, 20%

Chllldb1rth/dehvery ety Deductible & coinsurance & balance ---none---
services . -

10% coinsurance billing

Deductible & Deductible, 20% Precertification is required; if it is not

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

coinsurance & balance
billing

obtained then you will incur a 20%
reduction in the benefits payable.

Rehabilitation setrvices

$30 copayment

Deductible, 20%
coinsurance & balance
billing

---none---

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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ﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
| What You Will Pay |

Common

Medical Event

Services You May Need

Habilitation services

Network Provider
(You will pay the least)

$30 copayment

Out-of-Network Provider
(You will pay the most)
Deductible, 20%

coinsurance & balance
billing

Limitations, Exceptions, & Other Important
Information

Limitations apply depending on the type of
habilitation services needed as noted in the
plan document.

Skilled nursing care

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

Custodial nursing care is excluded.

Durable medical equipment

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

If it exceeds $1000, it must be precertified.
If it is not precertified, then you will incur a
20% reduction in the benefits payable.

Hospice services

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance

Precertification is required; if it is not
obtained then you will incur a 20%

billing reduction in the benefits payable.
Children’s eye exam No charge Balance billing over $40 One,exa'rn. every 12 months through the
Plan’s Vision Program
If your child needs Children's dl N e Alﬂowablg C.har(%.es depend on th; 4type Oi
dental or eye care ildren’s glasses O charge alance billing glasses obtained; one pair every 24 montns.
Covered through the Plan’s Vision Program
$0 Balance billing Covered through the Plan’s Dental

Children’s dental check-up

Program

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Excluded Services & Other Covered Services:

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

® Acupuncture ® Cosmetic surgery ® Long term care

® Weight loss programs (other than ACA- ® Hearing aids ® Infertility treatment
required programs)

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

® Bariatric Surgery ®  Chiropractic care ® Dental Care (adult)
® Private duty nursing ® Routine eye care ® Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: [State of New Jersey, HHS, DOL, and/or other applicable agency]. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Member Services at 1-800-523-2846, option #1.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafriol, llame al [1-800-523-2846]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available]
[Chinese (H30): AN FREH SCRYEEE), BIRITIXAN 53 [not available]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [not available]

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 50f6




About these Coverage Examples:

Jen is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $250
W Specialist [cost sharing] $30
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $7540
In this example, Jen would pay:
Cost Sharing

Deductibles $200

Copayments $30

Coinsurance $480

What isn't covered
Limits or exclusions $150
The total Jen would pay is $860

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $250
W Specialist [cost sharing] $30
B Hospital (facility) [cost sharing] 10%
B Other [cost sharing] 10%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5400
In this example, Joe would pay:
Cost Sharing

Deductibles $200

Copayments $230

Coinsurance $118

What isn’t covered
Limits or exclusions $79
The total Joe would pay is $627

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $250
W Specialist [cost sharing] $30
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2820
In this example, Mia would pay:
Cost Sharing
Deductibles $55
Copayments $460
Coinsurance $266
What isn't covered
Limits or exclusions $0
The total Mia would pay is $781
6 of 6




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Teamsters Health & Welfare Fund: Blue Card PPO Gold

Coverage Period: 01/01/2024-12/31/2024
Coverage for: All Coverage Types | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
#5  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-800-523-2846. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.teamsterfunds.com.com or call 1-800-523-2846 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?
Do you need a referral to

see a specialist?

$450/person & $900/ family in-
network; $/person & $950/
petson & $1,900/family out-of
network. The deductible does
not apply to services which
require a co-payment or for
which no cost sharing is
permitted.

Yes.

No.

$5,000/person; $10,000/ family
for medical, of which
$750/person (in-network)
applies to coinsurance;
remainder applies to
copayments. Pharmacy
copayments are capped at
$1,500/person & $3,000/family
Premiums, balance billed
charges, health care this plan
doesn't cover & penalties.

Yes.

No.

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

All preventative services under the Affordable Care Act are covered with no cost share.

You don’t have to meet deductibles for specific services but see the chart starting on page 2
for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

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

Network providers are contracted to accept a negotiated rate so your out of pocket would
be calculated based on the negotiated rate rather than the total charges.

You can see the specialist you choose without permission from this plan.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Network Provider

Out-of-Network Provider

| Limitations, Exceptions, & Other Important

Information

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

(You will pay the least)

(You will pay the most)

Primary care visit to treat an gt 20% hone
.. y Are v $30/visit coinsurance & balance
injury or illness e

billing

Deductible, 20% ---none---
Specialist visit $40/visit coinsurance & balance

billing

Preventive care/screening/
immunization

No more than
$30/visit

Deductible, 20%
coinsurance & balance
billing

One round of preventative

treatment/ person/year. Colonoscopy,
mammography, and prostate screening
coverage varies by age.

If you have a test

Lab tests (blood work)

Deductible & 10%

coinsurance

Deductible, 20%
coinsurance & balance
billing

Special networks available with no cost
sharing

Deductible & 10%

Deductible, 20%

Special networks available with $20 copay

lloreigiag (CI/ 9T perios; coinsurance coinsurance & balance
MRIs) 1
billing
If you need drugs to Generic drugs $10/30-day supply Not covered Zohydro excluded
treat your illness or _
condi{ion Paeliarsnad [smnl b $20/30-day supply Not covered Zohydro excluded
More information about - -
orescription drug Non-preferred brand drugs fjgpi{i}?O/ 30-day Not covered Zohydro excluded
coverage is available at
Wsterfunds.com Specialty drugs $150/30- day supply | T\Ot covered Zohydro excluded
o Deductible & 10% Deductible, 20% ---none---
Facility fee (e.g., ambulatory . .
surgery center) coinsurance coinsurance & balance
If you have outpatient sery billing
surgery Deductible & Deductible, 20% -—-none---
Physician/surgeon fees 10% coinsurance coinsurance & balance
billing

If you need immediate
medical attention

Emergency room care

$100/visit

Deductible, 20%
coinsurance & balance
billing

Copayment waived if admitted

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important
Information

Emergency medical Deductible & 10% 80% of billed charges Only covered if medically necessary
transportation coinsurance

Deductible, 20%
Urgent care $50/visit coinsurance & balance Only covered if medically necessary

billing

If you have a hospital
stay

Facility fee (e.g., hospital
room)

Deductible & 10%
coinsurance

Deductible, 20%
coinsurance & balance
billing

Precertification is required. If it is not
obtained, then you may owe a $1,000

penalty.

Deductible & 10%

Deductible, 20%

---none---

Physician/surgeon fees coinsurance coinsurance & balance
billing
$30/visit Deductible, 20% Must be precertified by Total Care Network
If you need mental Outpatient services coinsurance & balance (TCN)
health, behavioral billing
health, or substance Deductible & Deductible, 20% Must be precertified by TCN

abuse services

Inpatient services

10% coinsurance

coinsurance & balance
billing

If you are pregnant

Deductible, 20%

Limited to care of the mother; newborn

Office visits No cost coinsurance & balance care is subject to deductible & 10%
billing coinsurance.
Deductible & Deductible, 20% $40.00 co-pay is applicable

Childbirth/delivery

professional services

10% coinsurance

coinsurance & balance
billing

Childbirth/delivery facility

services

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

---none---

If you need help
recovering or have
other special health
needs

Home health care

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

Precertification is required; if it is not
obtained then you will incur a 20%
reduction in the benefits payable.

Rehabilitation services

$40 copayment

Deductible, 20%
coinsurance & balance
billing

---none---

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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ﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

Habilitation services

What You Will Pay

$40 copayment

Deductible, 20%
coinsurance & balance
billing

Limitations, Exceptions, & Other Important
Information

Limitations apply depending on the type of
habilitation services needed as noted in the
plan document.

Skilled nursing care

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

Custodial nursing care is excluded.

Durable medical equipment

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance
billing

If it exceeds $1000, it must be precertified.
If it is not precertified, then you will incur a
20% reduction in the benefits payable.

Hospice services

Deductible &
10% coinsurance

Deductible, 20%
coinsurance & balance

Precertification is required; if it is not
obtained then you will incur a 20%

billing reduction in the benefits payable.
Children’s eye exam No charge Balance billing over $40 E?(grn every 12 months through the Plan’s
Vision Program
. Allowable charges depend on the type of
I(:y:tu[ c:"Id nee:’s Children’s glasses No charge Balance billing glasses obtained; one pair every 24 months.
ental or eye care Covered through the Plan’s Vision Program
$0 Balance billing Covered through the Plan’s Dental

Children’s dental check-up

Program

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Excluded Services & Other Covered Services:

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

® Acupuncture ® Cosmetic surgery * Long term care

® Weight loss programs (other than ACA- ® Hearing aids ® Infertility treatment
required programs)

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

® Bariatric Surgery ® Chiropractic care ® Dental Care (adult)
® Private duty nursing ® Routine eye care ® Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: [State of New Jersey, HHS, DOL,). Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Member Services at 1-800-523-2846, option #1.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [1-800-523-2846].]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available]
[Chinese (H30): AN FREH SCRYEEE), BIRITIXAN 53 [not available]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [not available]

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 6of7




About these Coverage Examples:

Jen is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $500
W Specialist [cost sharing] $40
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $7540
In this example, Jen would pay:
Cost Sharing

Deductibles $450

Copayments $40

Coinsurance $510

What isn't covered
Limits or exclusions $150
The total Jen would pay is $1150

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $500
W Specialist [cost sharing] $40
B Hospital (facility) [cost sharing] 10%
B Other [cost sharing] 10%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5400
In this example, Joe would pay:
Cost Sharing

Deductibles $450

Copayments $480

Coinsurance $120

What isn’t covered
Limits or exclusions $79
The total Joe would pay is $1129

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $500
W Specialist [cost sharing] $40
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2820
In this example, Mia would pay:
Cost Sharing
Deductibles $110
Copayments $580
Coinsurance $266
What isn't covered
Limits or exclusions $0
The total Mia would pay is $956
7of 7




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Teamsters Health & Welfare Fund: Aetna EPO Platinum

Coverage Period: 01/01/2024-12/31/2024
Coverage for: All Coverage Types | Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
#5  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, [1-800-523-2846]. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.teamsterfunds.com.com or call 1-800-523-2846, option #1 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

$50/person; $100/family. The
deductible does not apply to
services which require a co-
payment or for which no cost
sharing is permitted.

Yes.

No.

$5,000/person; $10,000/ family
for medical, of which
$250/person (in-network)
applies to coinsurance;
remainder applies to
copayments. Pharmacy
copayments are capped at

$1,500/person & $3,000/ family.

Premiums, balance billed
charges, health care this plan
doesn't cover & penalties.

Yes.

No.

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

All preventative services under the Affordable Care Act are covered with no cost share.

You don’t have to meet deductibles for specific services, but see the chart starting on page
2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

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

Network providers are contracted to accept a negotiated rate so your out of pocket would
be calculated based on the negotiated rate rather than the total charges. No out of network
benefits with this Plan.

This plan will pay some or all of the costs to see a specialist for covered services.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Network Provider Out-of-Network Provider

Common
Medical Event

Limitations, Exceptions, & Other Important

Services You May Need

You will

Information

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

Primary care visit to treat an | $15/visit Not covered ---none---
injury or illness
Specialist visit $25/visit Not covered ---none---

Preventive care/screening/
immunization

No more than
$15/visit

Not covered

One round of preventative
treatment/person/year. Colonoscopy,
mammogtaphy, and prostate screening
coverage varies by age.

Lab tests ( blood work)

Deductible & 10%

Not covered

Special networks available with no cost

If vou have a test coinsurance sharing
y Imaging (CT/PET scans, Deductible & 10% Not covered Special networks available with $20 copay

MRIs) coinsurance

If you need drugs to Generic drugs $5/30-day supply Not covered Zohydro excluded

treat your illness or 5

condi{ion Paeliarsnad [smnl b $15/30-day supply Not covered Zohydro excluded

More information about $30-$50/30-da Not covered Zohydro excluded

coverage is available at

Wsterfunds.com Specialty drugs §100/ 30- day supply | N covered Zohydro excluded
Facility fee (e.g., ambulatory | Deductible & 10% Not covered ---none---

If you have outpatient | surgery center) coinsurance

surgery Deductible & Not covered ---none---

Physician/sutgeon fees

10% coinsurance

If you need immediate
medical attention

Emergency room care

$100/visit

Not covered

Copayment waived if admitted

Emergency medical
transportation

Deductible & 10%

coinsurance

80% of billed charges

Only covered if medically necessary

Urgent care

$50/visit

Not covered

Only covered if medically necessary

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Common
Medical Event

Services You May Need

Network Provider

You will

| Limitations, Exceptions, & Other Important

Information

If you have a hospital
stay

Facility fee (e.g., hospital
room)

Deductible & 10%

coinsurance

Not covered

Precertification is required. If it is not
obtained, then you may owe a $1,000

penalty.

Physician/surgeon fees

Deductible & 10%

Not covered

---none---

coinsurance
If you need mental Ottt somriegs $20/visit $500 deductible & 20% Must be precertified by Total Cate Network
health, behavioral co-insurance (TCN)
health, or substance Deductible & $500 deductible & 20% Must be precertified by TCN

abuse services

Inpatient services

10% coinsurance

co-insurance

Limited to care of the mother; newborn

Office visits No cost Not covered care is subject to deductible & 10%
coinsurance
If you are pregnant Childbirth/delivery Deductible & Not covered $25.00 copayment applies
professional services 10% coinsurance
Childbirth/delivery facility Deductible & Not covered ---none---
services 10% coinsurance
Deductible & Not covered Precertification is required; if it is not

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

obtained then you will incur a 20%
reduction in the benefits payable.

e . Deductible & Not covered ---none---
Rehabilitation services .
10% coinsurance
Deductible & Not covered Limitations apply depending on the type of

Habilitation services

10% coinsurance

habilitation services needed as noted in the
plan document

Skilled nursing care

Deductible &
10% coinsurance

Not covered

Custodial nursing care is excluded.

Durable medical equipment

Deductible &
10% coinsurance

Not covered

If it exceeds $1000, it must be precertified.
If it is not precertified, then you will incur a
20% reduction in the benefits payable.

Hospice services

Deductible &
10% coinsurance

Not covered

Precertification is required; if it is not
obtained then you will incur a 20%
reduction in the benefits payable.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event . . Information
You will pay the least You will pay the most

No charge Balance billing over $40 One exam every 12 months through the
Plan’s Vision Program
Allowable charges depend on the type of

Children’s eye exam

If your child needs

dental or eve care Children’s glasses No charge Balance billing glasses obtained; one pair every 24 months.
y Covered through the Plan’s Vision Program
. , $0 Balance billing Covered through the Plan’s Dental
Children’s dental check-up Program

Excluded Services & Other Covered Services:

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

® Acupuncture ® Cosmetic surgery * Long term care

® Weight loss programs (other than ACA- ® Hearing aids ® Infertility treatment
required programs)

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

® Bariatric Surgery ® Chiropractic care ® Dental Care (adult)
® Private duty nursing ® Routine eye care ® Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: [State of New Jersey, HHS, DOL, and/or other applicable agency.]. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Member Services at 1-800-523-2846, option #1.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 4 0f 6



Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafriol): Para obtener asistencia en Espariol, llame al [1-800-523-2846]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available]
[Chinese (HF3C): 2N SR7R E R SCAYESB), EIRITIXAN S [not available]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [not available]

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 50f6



About these Coverage Examples:

Jen is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $100
W Specialist [cost sharing] $25
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $7540
In this example, Jen would pay:
Cost Sharing

Deductibles $50

Copayments $25

Coinsurance $250

What isn't covered
Limits or exclusions $150
The total Jen would pay is $475

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $100
W Specialist [cost sharing] $25
B Hospital (facility) [cost sharing] 10%
B Other [cost sharing] 10%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5400
In this example, Joe would pay:
Cost Sharing

Deductibles $50

Copayments $275

Coinsurance $118

What isn’t covered
Limits or exclusions $80
The total Joe would pay is $523

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $100
W Specialist [cost sharing] $25
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2820
In this example, Mia would pay:
Cost Sharing
Deductibles $55
Copayments $125
Coinsurance $150
What isn't covered
Limits or exclusions $0
The total Mia would pay is $330
6 of 6




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Teamsters Health & Welfare Fund: Aetna EPO Gold

Coverage Period: 01/01/2024-12/31/2024
Coverage for: All Coverage Types | Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
#5  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, [1-800-523-2846]. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.teamsterfunds.com.com or call 1-800-523-2846, option #1 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

$300/person; $600/ family.
The deductible does not apply
to services which require a co-
payment or for which no cost
sharing is permitted.

Yes.

No.

$5,000/person; $10,000/ family
for medical, of which
$500/person (in-network)
applies to coinsurance;
remainder applies to
copayments. Pharmacy
copayments are capped at

$1,500/person & $3,000/ family.

Premiums, balance billed
charges, health care this plan
doesn't cover & penalties.

Yes.

No.

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

All preventative services under the Affordable Care Act are covered with no cost share.

You don’t have to meet deductibles for specific services, but see the chart starting on page
2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

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

Network providers are contracted to accept a negotiated rate so your out of pocket would
be calculated based on the negotiated rate rather than the total charges. Out of Network
benefits are not available.

This plan will pay some or all of the costs to see a specialist for covered services.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

Information

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

(You will pay the least)

(You will pay the most)

Primary care visit to treat an | $25/visit Not covered ---none---
injury or illness
Specialist visit $35/visit Not covered ---none---

Preventive care/screening/
immunization

No more than
$25/visit, depending

on the treatment.

Not covered

One round of preventative

treatment/ person/year. Colonoscopy,
mammography, and prostate screening
coverage varies by age.

Lab tests (blood work)

Deductible & 10%

Not covered

Special networks available with no cost

If vou have a test coinsurance sharing
you Imaging (CT/PET scans, Deductible & 10% Not covered Special networks available with $20 copay

MRI5s) coinsurance

If you need drugs to Generic drugs $10/30-day supply Not covered Zohydro excluded

treat your illness or :

condition Paeliarsnad [smnl b $20/30-day supply Not covered Zohydro excluded

More information about $40-$60/30-da Not covered Z.ohydro excluded

prescription druq Noﬂ-preferred brand drugs supply ¥ y

coverage is available at

Wsterfunds.com Specialty drugs $150/ 30- day supply | T\Ot covered Zohydro excluded
Facility fee (e.g., ambulatory | Deductible & 10% Not covered ---none---

If you have outpatient | surgery center) coinsurance

surgery Deductible & Not covered ---none---

Physician/sutgeon fees

10% coinsurance

If you need immediate
medical attention

Emergency room care

$100/visit

Not covered

Copayment waived if admitted

Emergency medical
transportation

Deductible & 10%
coinsurance

80% of billed charges

Only covered if medically necessary

Urgent care

$50/visit

Not covered

Only covered if medically necessary

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Common
Medical Event

Services You May Need

Network Provider
(You will pay the least)

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

| Limitations, Exceptions, & Other Important
Information

If you have a hospital
stay

Facility fee (e.g., hospital
room)

Deductible & 10%
coinsurance

Not covered

Precertification is required. If it is not
obtained, then you may owe a $1,000

penalty.

Physician/surgeon fees

Deductible & 10%

Not covered

---none---

coinsurance
If you need mental . . $30/visit $1000 deductible/20% co- | Must be precertified by Total Care Network
health, behavioral Qutpatient services insurance (TCN)
health, or substance Deductible & $1000 deductible/20% co- | Must be precertified by TCN

abuse services

Inpatient services

10% coinsurance

insurance

If you are pregnant

Limited to care of the mother; newborn

Office visits No cost Not covered care is subject to deductible & 10%
coinsurance.
Childbirth/delivery Deductible & Not covered $35.00 copayment applies
professional services 10% coinsurance
Deductible & Not covered ---none---

Childbirth/delivery facility

services

10% coinsurance

If you need help
recovering or have
other special health
needs

Home health care

Deductible &
10% coinsurance

Not covered

Precertification is required; if it is not
obtained then you will incur a 20%
reduction in the benefits payable.

e . Deductible & Not covered ---none---
Rehabilitation setrvices .
10% coinsurance
Deductible & Not covered Limitations apply depending on the type of

Habilitation services

10% coinsurance

habilitation services needed as noted in the
plan document

Skilled nursing care

Deductible &
10% coinsurance

Not covered

Custodial nursing care is excluded.

Durable medical equipment

Deductible &
10% coinsurance

Not covered

If it exceeds $1000, it must be precertified.
If it is not precertified, then you will incur a
20% reduction in the benefits payable.

Hospice services

Deductible &
10% coinsurance

Not covered

Precertification is required; if it is not
obtained then you will incur a 20%
reduction in the benefits payable.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.]
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event . . Information
You will pay the least You will pay the most

No charge Balance billing over $40 One exam every 12 months through the
Plan’s Vision Program
Allowable charges depend on the type of

Children’s eye exam

If your child needs

dental or eve care Children’s glasses No charge Balance billing glasses obtained; one pair every 24 months.
y Covered through the Plan’s Vision Program
$0 Balance billing Covered through the Plan’s Dental

Children’s dental check-up Program

Excluded Services & Other Covered Services:

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

® Acupuncture ® (Cosmetic surgery ® Long term care

® Weight loss programs (other than ACA- ® Hearing aids ® Infertility treatment
required programs)

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

® Bariatric Surgery ® Chiropractic care ® Dental Care (adult)
® Private duty nursing ® Routine eye care ® Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: [State of New Jersey, HHS, DOL, and/or other applicable agency. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Member Services at 1-800-523-2846, option #1.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 4 0f 6



Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafriol): Para obtener asistencia en Espariol, llame al [1-800-523-2846]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available]
[Chinese (H30): A FREH SCRYEEE), BIRITIXAN 53 [not available]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [not available]

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Jen is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $350
W Specialist [cost sharing] $35
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $7540
In this example, Jen would pay:
Cost Sharing

Deductibles $300

Copayments $35

Coinsurance $500

What isn't covered
Limits or exclusions $150
The total Jen would pay is $985

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $350
W Specialist [cost sharing] $35
B Hospital (facility) [cost sharing] 10%
B Other [cost sharing] 10%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5400
In this example, Joe would pay:
Cost Sharing

Deductibles $300

Copayments $385

Coinsurance $497

What isn’t covered
Limits or exclusions $80
The total Joe would pay is $1262

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $350
W Specialist [cost sharing] $35
W Hospital (facility) /cost sharing] 10%
W Other [cost sharing] 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2820
In this example, Mia would pay:
Cost Sharing
Deductibles $150
Copayments $105
Coinsurance $150
What isn't covered
Limits or exclusions $0
The total Mia would pay is $405
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SUMMARY ANNUAL REPORT
TEAMSTERS HEALTH & WELFARE FUND OF PHILADELPHIA & VICINITY

This is a summary of the annual report of the Teamsters Health & Welfare Fund of Philadelphia & Vicinity,
a health, dental, vision, temporary disability, and death benefits plan (Employer Identification Number 23-
1392600, Plan No. 501), for the plan year of January 1, 2022 through December 31, 2022. The Annual
Report has been filed with the Employee Benefits Security Administration, as required under the Employee
Retirement Income Security Act of 1974 (ERISA).

The Board of Trustees of the Teamsters Health & Welfare Fund of Philadelphia & Vicinity has committed
itself to pay certain dental, prescription, vision, medical and disability claims incurred under the terms of
the plan.

Insurance Information

The plan has a contract with Dearborn National Life Insurance Company to pay life insurance and accidental
death & dismemberment claims incurred under the terms of the plan and a group policy. The total premiums
paid for the plan year ending December 31, 2022 were $453,363.69. All other benefits are self-insured and
paid directly from the Trust Fund.

Basic Financial Statement

The value of plan assets, after subtracting liabilities of the plan, was $141,474,796 as of December 31, 2022,
compared to $166,614,803 as of January 1, 2022. During the plan year the plan experienced a decrease in
its net assets of $25,140,007. This decrease includes unrealized appreciation and depreciation in the value
of plan assets; that is, the difference between the value of the plan's assets at the end of the year and the
value of the assets at the beginning of the year or the cost of assets acquired during the year. During the
plan year, the plan had total income of $90,936,963, including employer contributions of $114,111,822,
employee contributions of $219,427, realized gains of $2,118,604 from the sale of assets, and loss from
investments of ($25,512,890).

Plan expenses were $116,076,970. These expenses included $4,290,816 in administrative expenses,
$4,864,777 in benefit administrative expenses (paid to carriers) and $106,921,377 in benefits paid to
participants and beneficiaries.

Your Rights To Additional Information

You have the right to receive a copy of the full Annual Report, or any part thereof, on request. The items
listed below are included in that report:

® an accountant's report;

e financial information;

¢ information on payments to service providers;

e assets held for investment;

¢ insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full Annual Report, or any part thereof, write or call the Fund office at 2500
McClellan Avenue Suite 140, Pennsauken, NJ 08109, Attention: Plan Administrator, and phone number,
(856) 382-2400. The charge to cover copying costs will be $5.00 for the full Annual Report, or $0.10 per
page for any part thereof.



You also have the right to receive from the plan administrator, on request and at no charge, a statement of
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the
plan and accompanying notes, or both. If you request a copy of the full Annual Report from the plan
administrator, these two statements and accompanying notes will be included as part of that report. The
charge to cover copying costs given above does not include a charge for the copying of these portions of
the report because these portions are furnished without charge.

You also have the legally protected right to examine the Annual Report at the main office of the plan: 2500
McClellan Avenue Suite 140, Pennsauken, NJ 08109, and at the U.S. Department of Labor in Washington,
D.C., or to obtain a copy from the U.S. Department of Labor upon payment of copying costs. Requests to
the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C.
20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13)(PRA), no persons are required to
respond to a collection of information unless such collection displays a valid Office of Management and
Budget (OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a
collection of information unless it displays a currently valid OMB control number. See 44 U.S.C. 3507.
Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply
with a collection of information if the collection of information does not display a currently valid OMB
control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average less than one minute
per notice (approximately 3 hours and 11 minutes per plan). Interested parties are encouraged to send
comments regarding the burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief Information
Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301,
Washington, DC 20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number
1210-0040.

OMB Control Number 1210-0040 (expires 07/31/2023)



