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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 2021, you must act now.  
 

�OR ����	LE: 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 enrollment 

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, 2020.  All changes in coverage will be effective January 1, 2021.   
 

Please keep in mind that the level of coverage (Platinum or Gold) you will have during the 2021  

coverage year depends on whether or not you, and if applicable your spouse, completed the         

required annual wellness screening by October 31, 2020. The required preventive dental exam, for 

both member and spouse, has been waived for the 2020 program year due to COVID-19. 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. 
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November 2 - December 4, 2020 
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 Plan Coverage At A Glance 
 

O������� � 2021 He�l�� B�� fit# Pl%n# 

In Network Out of Network*

Deductible (Individual/Family) $250 / $500 $500 / $1,000

Coinsurance - Plan Pays

90% (100% after 

Coinsurance Maximum 

is reached)

 80% (100% after 

Coinsurance Maximum is 

reached

Coinsurance Maximum $500 $1,500

Primary Care Office Visit Copay $20, No deductible 80%, after deductible

Specialist Office Visit Copay $30, No deductible 80%, after deductible

Inpatient Hospital Services 90%, after deductible ** 80%, after deductible

Out-Patient Surgery 90%, after deductible ** 80%, after deductible

Emergency Room (Facility charges 

only, Copay waived if admitted)
$100 copay $100 copay

Urgent Care Office Visit Copay $50 copay $50 copay

Skilled Nursing Facility 90%, after deductible ** 80%, after deductible

Out-Patient Radiology & Laboratory 90%, after deductible ** 80%, after deductible

Physical, Speech, Occupational 

Therapy 
$30 co-pay 80%, after deductible

Durable Medical Equipment and 

Prosthetics 
90%, after deductible ** 80%, after deductible

Prescription Drug

Dental

Vision                                               

(National Vision Administrators)

90%, after deductible **

$100 copay

90%, after deductible **

90%, after deductible **

$50 copay

$100 / $200

90% (100% after Coinsurance Maximum is 

reached)

$250

$15, No deductible

$25, No deductible

90%, after deductible **

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

90%, after deductible **

90%, after deductible **

In Network Only

Lower or no copays available when using the Healthcare Solutions provider network for outpatient lab (LabCorp or Quest) and outpatient 

radiology services.

30 day supply at retail: $5 generic; $15 preferred brand; 50% non-preferred ($30 min. copay, $50 

max copay); $100 specialty drug; maintenance drugs - 90 day supply = a single copay.

Platinum Aetna EPO Program

NOTE: *Out-of Network, non-participating providers may bill you for differences between the Plan allowance and the provider's actual 

charge.  This amount may be significant. **Plan pays 100% of the allowable charges after coinsurance maximum is met. 

$2000 maximum per year, per patient plus separate lifetime orthodontic allowance for children 10-

18 years; copays may apply for orthodontic, periodontic, oral surgery, denture, crown, and fixed 

bridge services; subject to Fund allowances for each dental service.

Platinum BlueCard PPO Program
 (available only to those who completed the 

WellTeam ® screening)
 (available only to those who completed the 

WellTeam ® screening)

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 BENEFIT PROGRAM, AS WELL AS 

EXCLUSIONS AND LIMITATIONS. PLATINUM PLAN BENEFITS ARE ONLY AVAILABLE TO THOSE MEMBERS AND 

SPOUSES WHO PARTICIPATE IN THE WELLTEAM SCREENING PROGRAM. MEMBERS WHO DO NOT PARTICI-

PATE IN THE WELLNESS PROGRAM WILL DEFAULT TO THE GOLD PLAN AND HAVE HIGHER OUT OF POCKET 

COSTS THAN LISTED ABOVE. PLEASE CONTACT MEMBER SERVICES IF YOU HAVE ADDITIONAL QUESTIONS. 



 Benefits Reminders! 
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GUARDIAN NURSES - Guardian Nurses’ Mobile Care Coordinator program is your new disease manage-

ment provider. This team of Registered Nurses are ready to respond whenever you are struggling with a 

healthcare issue. They can visit you at home or in the hospital, identify providers and make appointments,  

resolve problems with billing and health insurance, explain a new diagnosis, provide support 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. 

 

 

TELADOC - Teladoc gives eligible members and covered dependents 24/7/365  

access to a doctor through the convenience of your phone or video chat for a $0 copay. 

Teladoc also offers Behavioral Health services 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, depression, 

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. 
 

LABCORP ANTIBODY TESTING - All eligible members and covered dependents have access to COVID-19 

antibody testing through LabCorp. Antibody testing for coronavirus is optional for individuals who think they 

may have had COVID-19. If you are interested in getting an antibody test you, member or covered dependent, 

as the patient must contact LabCorp directly at https://www.labcorp.com/antibody-testing and follow the steps 

on the LabCorp website to obtain your test. This test is covered under the medical benefits plan, however, 

there is a $10 charge that you must pay when registering for the antibody test through LabCorp. This charge 

is not reimbursable. 

 
 

VYBE URGENT CARE CENTERS - COVID-19 rapid testing is available to all eligible  

members and dependents at all Vybe Urgent Care Center locations with no out of pocket cost  

to the member. Rapid testing is an accurate way to detect an active COVID-19 infection with  

results in as little as 15 minutes. Appointments are required and a credit card must be placed on file at the 

time of service. Visit www.vybe.care/locations to schedule your appointment and be sure to let the front desk 

know you are a Teamsters Health and Welfare Fund member. 
 

 

FLU SHOTS - Flu shots are now covered at 100% under the Capital Rx  

pharmacy benefits card. Members and eligible dependents can get a flu  

shot at any participating retail pharmacy with no out of pocket cost. Don’t  

delay, get your free flu shot today! 
 

DIABETIC SUPPLIES - Being treated for diabetes? The Fund’s diabetic supply program through Health Care 

Solutions (HCSC) provides all of your important diabetic testing supplies for a flat copay of $10. Free shipping 

may apply. Contact Health Care Solutions at 1-800-655-8125 for more information.  
 

FUND OFFICE - The Fund office has resumed normal business operations with a few exceptions. As we con-

tinue to take precautions during the pandemic, face-to-face member interactions are not allowed in the office 

at this time. All member services needs are being supported remotely. You may contact the Fund office by 

phone at 800-523-2846 between the hours of 9AM to 4:30PM, M/T/TH/F and Wednesdays between 9AM to 

6PM. Thank you for your cooperation. 
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By now you should have received, by mail, a newly re-designed 

member kit—also known as the Enhanced Benefits Guide. 
 

The Enhanced Benefits Guide provides program descriptions and 

contact information on the Fund’s carved out benefits and services 

all members and eligible dependents have access to through their 

medical benefits plan.  
 

Please take the time to review the important health and life benefits 

information enclosed. Keep this kit easily accessible and use it as a 

point of reference when making health care choices. The infor-

mation within this guide is extremely valuable and can help you save 

money on your medical expenses.  
 

If you did not receive your Enhanced Benefits Guide or maybe you 

misplaced it, please contact Member Services at 800-523-2846. 

Folder 

Dental Provider  
Booklet 

Program Descriptions 
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SUMMARY ANNUAL REPORT FOR THE  

TEAMSTERS HEALTH & WELFARE FUND OF PHILADELPHIA AND 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), for the plan year 

01/01/2019 through 12/31/2019. 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 an insurance contract with DEARBORN NATIONAL LIFE INSURANCE to pay certain Life Insurance, Accidental 

Death & Dismemberment claims incurred under the terms of the plan and a group policy. The total premiums paid for the plan year ending 

12/31/2019 were $447,054. 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 $129,040,424 as of the end of plan year, compared to 

$102,034,192 as of the beginning of the plan year. During the plan year the plan experienced a change in its net assets of $27,006,232. This 

change 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 $135,996,995 including employer contributions of $118,436,663 employee contributions of 

$869,128, and earnings from investments of $16,691,204. Plan expenses were $108,990,763. These expenses included $4,194,322 in 

administrative expenses, $4,432,511 in benefit administrative expenses (paid to carriers) and $100,363,930 in benefits paid to or on behalf 

of 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:   1. An accountant's report; 2. Financial information and information on payments to service providers; 3. Assets held for 

investment; 4. Transactions in excess of 5 percent of the plan assets; and 5. 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 AVE, 

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 AVE, 

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.  
 

-Board of Trustees    



Teamsters Health & Welfare Fund 
of Philadelphia and Vicinity 

 

 

 

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 2020 earned participation in either 

one of the Platinum programs during the 2021 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. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021-12/31/2021 
Teamsters Health & Welfare Fund: Blue Card PPO Platinum Coverage for: All Coverage Types | Plan Type: PPO 

1 of 6 

 

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 
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.  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 Answers Why This Matters: 

What is the overall 
deductible? 

$250/person & $500/family in-
network; $500/person & 
$1,000/family out-of-network. 
The deductible does not apply 
to services which require a co-
payment or for which no cost 
sharing is permitted. 

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. 

Are there services 
covered before you meet 
your deductible? 

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

Are there other 
deductibles for specific 
services? 

No.   
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. 

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

Yes. $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 

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. 

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

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

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

Will you pay less if you 
use a network provider? 

Yes 
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 

Do you need a referral to 
see a specialist? 

No You can see the specialist you choose without permission from this plan. 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

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 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

$20/visit Deductible, 20% 
coinsurance & balance 
billing 

---none--- 

Specialist visit 
$30/visit Deductible, 20% 

coinsurance & balance 
billing 

---none--- 

Preventive care/screening/ 
immunization 

No more than 
$20/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 

Imaging (CT/PET scans, 
MRIs)  

Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing 

Special networks available with $20 copay 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at  
www.teamsterfunds.com 

Generic drugs 
$5/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Preferred brand drugs 
$15/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Non-preferred brand drugs 
$30-$50/30-day 
supply 

Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Specialty drugs  $100/ 30- day supply 
Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

If you have outpatient 
surgery 

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

Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing 

---none--- 

Physician/surgeon fees 
Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 

---none--- 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

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 
Network Provider 

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

billing 
 

If you need immediate 
medical attention 

Emergency room care 

$100/visit Deductible, 20% 
coinsurance & balance 
billing 
 

Copayment waived if admitted 
 
 

 
Emergency medical 
transportation 

Deductible & 10% 
coinsurance 

20% of billed charges Only covered if medically necessary 

 Urgent Care 
$50/visit Deductible, 20% 

coinsurance & balance 
billing  

Only covered if medically necessary 

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. 

Physician/surgeon fees 
Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

---none--- 

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

Outpatient services 
$20/visit Deductible, 20% 

coinsurance & balance 
billing  

Must be precertified by Total Care Network 
("TCN") 

Inpatient services 
Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

Must be precertified by TCN 

If you are pregnant 

Office visits 
No cost Deductible, 20% 

coinsurance & balance 
billing  

Limited to care of the mother; newborn 
care is subject to deductible & 10% 
coinsurance.  

 

Childbirth/delivery 
professional services 

Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

$30.00 co-pay is applied to the labor and 
delivery portion of the bill 

Childbirth/delivery facility 
services 

Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

---none--- 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

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 
Network Provider 

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

 
 
 
 

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 
$30 copayment Deductible, 20% 

coinsurance & balance 
billing  

---none--- 

Habilitation services 
$30 copayment Deductible, 20% 

coinsurance & balance 
billing  

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 
billing  

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

If your child needs 
dental or eye care 

Children’s eye exam 
No charge Balance billing over $40 One exam every 12 months through the 

Plan’s Vision Program 

Children’s glasses 
No charge Balance billing Allowable charges depend on the type of 

glasses obtained; one pair every 24 months. 
Covered through the Plan’s Vision Program 

Children’s dental check-up 
$0 Balance billing Covered through the Plan’s Dental 

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

 
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  

• Weight loss programs (other than ACA-
required programs) 

• Cosmetic surgery  

• Hearing aids 
 

• Long term care 

• Infertility treatment 
 

 

 

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

• Bariatric Surgery  

• Private duty nursing 

• Chiropractic care  

• Routine eye care 

• Dental Care (adult) 

• 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. 
 
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 (Español): Para obtener asistencia en Español, llame al [1-800-523-2846.] 
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available.] 

[Chinese (中文): 如果需要中文的帮助，请拨打这个号码 [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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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

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

controlled condition)  

 
 
 

 

 
 
 

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

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

Cost Sharing 

Deductibles $250 

Copayments $30 

Coinsurance $480 

What isn’t covered 

Limits or exclusions $150 

The total Peg would pay is $910 

 

 
 
 
 
 
 
 
 
 The plan’s overall deductible  $250 
 Specialist [cost sharing] $30 
 Hospital (facility) [cost sharing] 10% 
 Other [cost sharing] 10% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

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

Cost Sharing 

Deductibles $250 

Copayments $230 

Coinsurance $118 

What isn’t covered 

Limits or exclusions $79 

The total Joe would pay is $677 

 

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

About these Coverage Examples: 

 

 

 

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.    



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021-12/31/2021 
Teamsters Health & Welfare Fund: Blue Card PPO Gold Coverage for: All Coverage Types | Plan Type: PPO 
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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 
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 Answers Why This Matters: 

What is the overall 
deductible? 

$500/person & $1,000/family 
in-network; $1,000/person & 
$2,000/family out-of network. 
The deductible does not apply 
to services which require a co-
payment or for which no cost 
sharing is permitted 

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. 

Are there services 
covered before you meet 
your deductible? 

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

Are there other 
deductibles for specific 
services? 

No.   
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. 

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

$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 

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. 

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

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

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

Will you pay less if you 
use a network provider? 

Yes 
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 

Do you need a referral to 
see a specialist? 

No You can see the specialist you choose without permission from this plan. 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

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 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 

$30/visit Deductible, 20% 
coinsurance & balance 
billing 

---none--- 

Specialist visit 
$40/visit Deductible, 20% 

coinsurance & balance 
billing 

---none--- 

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 

Imaging (CT/PET scans, 
MRIs)  

Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing 

Special networks available with $20 copay 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at  
www.teamsterfunds.com 

Generic drugs 
$10/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Preferred brand drugs 
$20/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Non-preferred brand drugs 
$40-$60/30-day 
supply 

Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Specialty drugs  $150/ 30- day supply 
Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

If you have outpatient 
surgery 

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

Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing 

---none---  

Physician/surgeon fees 
Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 

---none---  
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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

 

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

If you need immediate 
medical attention 

Emergency room care 
$100/visit Deductible, 20% 

coinsurance & balance 
billing 

Copayment waived if admitted  

Emergency medical 
transportation 

Deductible & 10% 
coinsurance 

80% of billed charges Only covered if medically necessary 

Urgent care 
$50/visit Deductible, 20% 

coinsurance & balance 
billing  

Only covered if medically necessary 

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. 

Physician/surgeon fees 
Deductible & 10% 
coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

---none--- 

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

Outpatient services 
$30/visit Deductible, 20% 

coinsurance & balance 
billing  

Must be precertified by Total Care Network 
("TCN") 

Inpatient services 
Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

Must be precertified by TCN 

If you are pregnant 

Office visits 
No cost Deductible, 20% 

coinsurance & balance 
billing  

Limited to care of the mother; newborn 
care is subject to deductible & 10% 
coinsurance. 

 

Childbirth/delivery 
professional services 

Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  

$40.00 co-pay is applicable 

Childbirth/delivery facility 
services 

Deductible &  
10% coinsurance 

Deductible, 20% 
coinsurance & balance 
billing  
 
 
 
 
 
 

---none--- 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

 
 

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--- 

Habilitation services 
$40 copayment Deductible, 20% 

coinsurance & balance 
billing  

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 
billing  

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

If your child needs 
dental or eye care 

Children’s eye exam 
No charge Balance billing over $40 Exam every 12 months through the Plan’s 

Vision Program 

Children’s glasses 
No charge Balance billing Allowable charges depend on the type of 

glasses obtained; one pair every 24 months. 
Covered through the Plan’s Vision Program 

Children’s dental check-up 
$0 Balance billing Covered through the Plan’s Dental 

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  

• Weight loss programs (other than ACA-
required programs) 

• Cosmetic surgery  

• Hearing aids 
 

• Long term care 

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

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

• Bariatric Surgery  

• Private duty nursing 

• Chiropractic care  

• Routine eye care 

• Dental Care (adult) 

• 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. 
 
 
 
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 (Español): Para obtener asistencia en Español, llame al [1-800-523-2846].] 
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available].] 

[Chinese (中文): 如果需要中文的帮助，请拨打这个号码 [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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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

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

controlled condition)  

 
 
 

 

 
 
 

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

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

Cost Sharing 

Deductibles $500 

Copayments $40 

Coinsurance $510 

What isn’t covered 

Limits or exclusions $150 

The total Peg would pay is $1230 

 

 
 
 
 
 
 
 
 
 The plan’s overall deductible  $500 
 Specialist [cost sharing] $40 
 Hospital (facility) [cost sharing] 10% 
 Other [cost sharing] 10% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

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

Cost Sharing 

Deductibles $500 

Copayments $480 

Coinsurance $120 

What isn’t covered 

Limits or exclusions $79 

The total Joe would pay is $1179 

 

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

About these Coverage Examples: 

 

 

 

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.    



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021-12/31/2021 
Teamsters Health & Welfare Fund: Aetna EPO Platinum Coverage for: All Coverage Types | Plan Type: EPO 

1 of 7 

 

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 
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 Answers Why This Matters: 

What is the overall 
deductible? 

 $100/person; $200/family. The 
deductible does not apply to 
services which require a co-
payment or for which no cost 
sharing is permitted. 

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 

Are there services 
covered before you meet 
your deductible? 

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

Are there other 
deductibles for specific 
services? 

No.   
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. 

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

$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. 

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 

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

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

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

Will you pay less if you 
use a network provider? 

Yes 
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 

Do you need a referral to 
see a specialist? 

No 
This plan will pay some or all of the costs to see a specialist for covered services. 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

 

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 
Network Provider 

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

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

 
Primary care visit to treat an 
injury or illness 
 

$15/visit Not covered ---none--- 

 
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, 
mammography, and prostate screening 
coverage varies by age. 

If you have a test 

Lab tests ( blood work) 
Deductible & 10% 
coinsurance 

Not covered Special networks available with no cost 
sharing 

Imaging (CT/PET scans, 
MRIs)  

Deductible & 10% 
coinsurance 

Not covered Special networks available with $20 copay 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at  
www.teamsterfunds.com 

Generic drugs 
$5/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Preferred brand drugs 
$15/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Non-preferred brand drugs 
$30-$50/30-day 
supply 

Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Specialty drugs  $100/ 30- day supply 
Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

If you have outpatient 
surgery 

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

Deductible & 10% 
coinsurance 

Not covered ---none---  

Physician/surgeon fees 

Deductible &  
10% coinsurance 
 
 

Not covered ---none---  
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

 

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  

 
 

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% 
coinsurance 

Not covered ---none--- 

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

Outpatient services 
$20/visit $500 deductible & 20% 

co-insurance 
Must be precertified by Total Care Network 
("TCN") 

Inpatient services 
Deductible &  
10% coinsurance 

$500 deductible & 20% 
co-insurance 

Must be precertified by TCN 

If you are pregnant 

Office visits 
No cost Not covered Limited to care of the mother; newborn 

care is subject to deductible & 10% 
coinsurance 

 

 
Childbirth/delivery 
professional services 
 

Deductible &  
10% coinsurance 

Not covered $25.00 co-pay applies 

 
Childbirth/delivery facility 
services 
 
 
 
 

Deductible &  
10% coinsurance 

Not covered ---none--- 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

 
 
 

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. 

Rehabilitation services 
Deductible &  
10% coinsurance 

Not covered ---none--- 

Habilitation services 
Deductible &  
10% coinsurance 

Not covered Limitations apply depending on the type of 
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. 
 
 
 
 

If your child needs 
dental or eye care 

Children’s eye exam 
No charge Balance billing over $40 One exam every 12 months through the 

Plan’s Vision Program 

Children’s glasses 
No charge Balance billing Allowable charges depend on the type of 

glasses obtained; one pair every 24 months. 
Covered through the Plan’s Vision Program 

Children’s dental check-up 
$0 Balance billing Covered through the Plan’s Dental 

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

 
 
 
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  

• Weight loss programs (other than ACA-
required programs) 

• Cosmetic surgery  

• Hearing aids 
 

• Long term care 

• Infertility treatment 
 

 

 

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

• Bariatric Surgery  

• Private duty nursing 

• Chiropractic care  

• Routine eye care 

• Dental Care (adult) 

• 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. 
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 (Español): Para obtener asistencia en Español, llame al [1-800-523-2846].] 
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available].] 

[Chinese (中文): 如果需要中文的帮助，请拨打这个号码 [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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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

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

controlled condition)  

 
 
 

 

 
 
 

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

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

Cost Sharing 

Deductibles $100 

Copayments $25 

Coinsurance $250 

What isn’t covered 

Limits or exclusions $150 

The total Peg would pay is $525 

 

 
 
 
 
 
 
 
 
 The plan’s overall deductible  $100 
 Specialist [cost sharing] $25 
 Hospital (facility) [cost sharing] 10% 
 Other [cost sharing] 10% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

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

Cost Sharing 

Deductibles $100 

Copayments $275 

Coinsurance $118 

What isn’t covered 

Limits or exclusions $80 

The total Joe would pay is $573 

 

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

About these Coverage Examples: 

 

 

 

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.    



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021-12/31/2021 
Teamsters Health & Welfare Fund: Aetna EPO Gold Coverage for: All Coverage Types | Plan Type: EPO 

1 of 6 

 

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 
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 Answers Why This Matters: 

What is the overall 
deductible? 

 $350/person; $700/family. The 
deductible does not apply to 
services which require a co-
payment or for which no cost 
sharing is permitted. 

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 

Are there services 
covered before you meet 
your deductible? 

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

Are there other 
deductibles for specific 
services? 

No.   
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. 

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

$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. 

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. 

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

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

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

Will you pay less if you 
use a network provider? 

Yes 
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. 

Do you need a referral to 
see a specialist? 

No 
This plan will pay some or all of the costs to see a specialist for covered services. 
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[* For more information about limitations and exceptions, see the plan or policy document at www.teamsterfunds.com.] 

 
 
 
 

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 
Network Provider 

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

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

Primary care visit to treat an 
injury or illness 
 

$25/visit Not covered ---none--- 

 
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. 

If you have a test 

Lab tests (blood work) 
 

Deductible & 10% 
coinsurance 

Not covered Special networks available with no cost 
sharing 

Imaging (CT/PET scans, 
MRIs)  
 

Deductible & 10% 
coinsurance 

Not covered Special networks available with $20 copay 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at  
www.teamsterfunds.com 

Generic drugs 
$10/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Preferred brand drugs 
$20/30-day supply Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Non-preferred brand drugs 
$40-$60/30-day 
supply 

Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

Specialty drugs  $150/ 30- day supply 
Not covered Suboxone & Bunavail 3 months/life; 

Zohydro excluded  

If you have outpatient 
surgery 

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

Deductible & 10% 
coinsurance 

Not covered ---none---  

Physician/surgeon fees Deductible &  Not covered ---none---  
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

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 

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% 
coinsurance 

Not covered ---none--- 

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

Outpatient services 
$30/visit $1000 deductible/20% co-

insurance 
Must be precertified by Total Care Network 
("TCN") 

Inpatient services 
Deductible &  
10% coinsurance 

$1000 deductible/20% co-
insurance 

Must be precertified by TCN 

If you are pregnant 

Office visits 
No cost  Not covered Limited to care of the mother; newborn 

care is subject to deductible & 10% 
coinsurance.  

 

 
Childbirth/delivery 
professional services 
 

Deductible &  
10% coinsurance 

Not covered $35.00 co-pay applies to the 
Labor/Delivery bill 

 
 
Childbirth/delivery facility 
services 
 
 
 

Deductible &  
10% coinsurance 

Not covered ---none--- 
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Common  

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

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

 
 
 

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. 

Rehabilitation services 
Deductible &  
10% coinsurance 

Not covered ---none--- 

Habilitation services 
Deductible &  
10% coinsurance 

Not covered Limitations apply depending on the type of 
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. 

If your child needs 
dental or eye care 

Children’s eye exam 
No charge Balance billing over $40 One exam every 12 months through the 

Plan’s Vision Program 

Children’s glasses 
No charge Balance billing Allowable charges depend on the type of 

glasses obtained; one pair every 24 months. 
Covered through the Plan’s Vision Program 

Children’s dental check-up 
$0 Balance billing Covered through the Plan’s Dental 

Program 
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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  

• Weight loss programs (other than ACA-
required programs) 

• Cosmetic surgery  

• Hearing aids 
 

• Long term care 

• Infertility treatment 
 

 

 

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

• Bariatric Surgery  

• Private duty nursing 

• Chiropractic care  

• Routine eye care 

• Dental Care (adult) 

• 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 
 
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 (Español): Para obtener asistencia en Español, llame al [1-800-523-2846].] 
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [not available].] 

[Chinese (中文): 如果需要中文的帮助，请拨打这个号码 [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.–––––––––––––––––––––– 

 



    6 of 6 

 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

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

controlled condition)  

 
 
 

 

 
 
 

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

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

Cost Sharing 

Deductibles $350 

Copayments $35 

Coinsurance $500 

What isn’t covered 

Limits or exclusions $150 

The total Peg would pay is $1035 

 

 
 
 
 
 
 
 
 
 The plan’s overall deductible  $350 
 Specialist [cost sharing] $35 
 Hospital (facility) [cost sharing] 10% 
 Other [cost sharing] 10% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

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

Cost Sharing 

Deductibles $350 

Copayments $385 

Coinsurance $497 

What isn’t covered 

Limits or exclusions $80 

The total Joe would pay is $1312 

 

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

About these Coverage Examples: 

 

 

 

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.    



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. 

  WWW.FACEBOOK.COM/TEAMSTERFUNDS  
   

@TEAMSTERFUNDS WWW.TEAMSTERFUNDS.COM 


