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

UNITE HERE Northwest Health Trust Fund: Eligibility Rule A

Coverage Period: 06/01/2022 05/31/2023
Coverage for: Family | 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

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, visit www.heretrust.com or call 1-
844-411-0786. 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.healthcare.gov/sbc-glossary or call 1-844-411-0786 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?

Preferred Providers: $0 individual;

Non-Preferred Providers: $500 individual /
$1,500 family.

Yes. Preventive care and primary care
services by a Preferred Provider are covered
before you meet your deductible.

No.

For Preferred Providers $2,500 individual /
$7,500 family; for Non-Preferred Providers
$10,000 individual / $30,000 family

Premiums, balance-billing charges,
deductibles, copayments, health care this
plan doesn’t cover, prescription drugs,
penalties for failure to obtain
preauthorization, charges in excess of
allowed amounts, physical, occupational or
speech therapy, repair of teeth following
accidental injury, and neurodevelopmental
therapy.

Yes. See www.aetna.com/docfind and select
“Aetna Choice® POS Il (Open Access)”
network for a list of network providers. For
vision providers visit
www.eyemedvisioncare.com or call 1-866-
289-0614.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.
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Important Questions _ Why This Matters:

Do you need a referral to

see a specialist?

No.

You can see the specialist you choose without a referral.

“ 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

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WWW.savrx.com or by
calling 800-228-3108

If you have outpatient
surgery

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)
Generic drugs (Tier 1)
Preferred brand drugs (Tier 2)

Non-preferred brand drugs
(Tier 3)

Specialty drugs (Tier 4)

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

Physician/surgeon fees

What You Will Pa

Preferred Provider Non-Preferred Provider
You will pay the least You will pay the most

$20 copay/office visit
plus 10% coinsurance

$20 copay/office visit
plus 10% coinsurance

No charge

10% coinsurance

10% coinsurance

$12 copay/prescription
(retail & mail order)

10% coinsurance

$20 copay/visit plus
10% coinsurance

$20 copay/office visit plus
40% coinsurance

$20 copay/office visit plus
40% coinsurance

Not Covered

40% coinsurance

40% coinsurance

$12 copay/prescription
(retail & mail order)

40% coinsurance

$20 copay/visit plus
40% coinsurance

Limitations, Exceptions, & Other Important
Information

All services must be medically necessary.
Prescription required for massage therapy.

No coverage for routine preventive care tests
performed by a Non-Preferred Provider, except
mammograms at 40% coinsurance.

You may have to pay for services that aren’t
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

Covers up to a 34-day supply at a retail
pharmacy or up to a 90-day supply through
Walk-In-Mail or mail order. Brand drugs when
a generic is available require you to pay the
difference in cost between the generic and
brand, plus the copay. If you fill your
prescription at a non-network pharmacy, you
must pay the full cost of prescription and file a
claim for reimbursement with Sav-Rx.
Contraceptive coverage provided for female
member, spouse and female dependent
children.

All services must be medically necessary.
Preauthorization is required for certain
procedures. Failure to do so will resultin a
$250 benefit reduction (not to exceed $500) for
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Common :
Medical Event Services You May Need

Preferred Provider

You will pay the least

Non-Preferred Provider
You will pay the most

What You Will Pa Limitations, Exceptions, & Other Important

Information

If you need immediate

medical attention

If you have a hospital

stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

$75 copay/visit plus
10% coinsurance

20% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

10% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

$20 copay/office visit
plus 10% coinsurance

10% coinsurance

10% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

$75 copay/visit plus
10% coinsurance

20% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

40% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

$20 copay/office visit plus

40% coinsurance

40% coinsurance

40% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

all related expenses incurred in excess of the
deductible for each surgery that is not
preauthorized when required.

Copay waived if admitted to hospital.
Emergency room physician requires $20

copay.
None

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

Cost sharing does not apply for preventive
services. Depending on the type of services, a

copayment /coinsurance may apply.
No Coverage for a dependent or child of
dependent child.

Limited to 130 visits per calendar year.

All services must be medically necessary.
Preauthorization is required for inpatient. If
preauthorization is not obtained there will be a
$250 benefit reduction (not to exceed $500) for
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Common :
Medical Event Services You May Need

Preferred Provider

You will pay the least

Non-Preferred Provider
You will pay the most

What You Will Pa Limitations, Exceptions, & Other Important

Information

If your child needs
dental or eye care

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

Not Covered

10% coinsurance

10% coinsurance

10% coinsurance

No charge

No charge for single
vision lenses and fees
in excess of $120 for
frames

Charges in excess of
fee schedule

Not Covered

40% coinsurance

40% coinsurance

40% coinsurance

Fees in excess of $72 and
over UCR
Fees in excess of $60 for
single vision lenses and
fees in excess of $60 for
frames

Charges in excess of fee
schedule

all related expenses incurred in excess of the
deductible. Outpatient rehabilitation services
require $20 copay/visit.

Neurodevelopmental therapy available to
dependent children age 6 and under, $20
copay and PPO/Non-PPO coinsurance levels
and deductible apply.

Limited to 90 days/year. Preauthorization is
required, failure to do so will result in a $250
benefit reduction (not to exceed $500) for all
related expense incurred in excess of the
deductible.

Requires a prescription. Excludes equipment
whose primary purpose is preventing illness or
injury, for exercise, comfort, or hygiene.
Special equipment and supplies 20%
coinsurance.

$20 copay applies to professional services.
Inpatient care limited to 14 days within benefit
period of 6 months.

Limited to one exam every 12 months.

Lenses limited to one pair each 12 months.
Frames are limited to once each 24 months.

Limited to 2 exams per calendar year. $2,000
annual maximum waived for children under
age 18.

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.)
- o Habilitation Services (except for treatment of e Long-term care
e Bariatric Surgery R .
. . neurodevelopmental conditions in children age 6 e  Pregnancy for a dependent child
o Cosmetic Surgery (except to correct congenital and under Routine foot
anomalies or following mastectomy) U ) *  Routine foot care
o Infertility treatment e Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (limited to 12 visits/year) e Hearing Aids . .
) ) . o , : Private-duty nursing
e Chiropractic care (limited to 12 visits/year) o Non-emergency care when traveling outside the :
¢ Routine eye care (Adult)
e Dental care (Adult) US.

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform and Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x 61565 or www.cciio.cms.gov. 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; U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or contact the
Administration Office at 1-844-411-0786.

Additionally, a consumer assistance program can help you file your appeal. Contact Washington Consumer Assistant Program at 1-800-562-6900 or
WWW.insurance.wa.gov.

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 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 1-844-411-0786.

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:

&

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

& B 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.

Peg is Having a Baby Managing Joe’s type 2 Diabetes

(9 months of in-network pre-natal care and a (a year of routine in-network care of a well-

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

hospital delivery)

M The plan’s overall deductible

controlled condition)

$0 M The plan’s overall deductible $0

B Specialist copayment + coinsurance$20 + 10% B Specialist copayment + coinsurance$20 + 10%

M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
B Other coinsurance 10% B Other coinsurance 10%
This EXAMPLE event includes services like: This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Primary care physician office visits (including

Childbirth/Delivery Professional Services disease education)

Childbirth/Delivery Facility Services

Diagnostic tests (blood work)

Diagnostic tests (ultrasounds and blood work) Prescription drugs

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Peg would pay is

Durable medical equipment (glucose meter)

$12,700 Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
$0 Deductibles $0
$20 Copayments $500
$1,250 Coinsurance $200
What isn’t covered
$60 Limits or exclusions $20
$1,330 The total Joe would pay is $720

care)
H The plan’s overall deductible $0
B Specialist copayment + coinsurance$20+10%
W Hospital (facility) coinsurance 10%+$75
B Other coinsurance 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $200

Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $400

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

UNITE HERE Northwest Health Trust Fund: Eligibility Rule B

Coverage Period: 06/01/2022 - 05/31/2023
Coverage for: Employee Only | 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

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, visit www.heretrust.com or call 1-
844-411-0786. 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.healthcare.gov/sbc-glossary or call 1-844-411-0786 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

Preferred Providers: $0 individual;
Non-Preferred Providers: $500 individual.
Yes. Preventive care and primary care

services by a Preferred Provider are
covered before you meet your deductible.

No.

For Preferred Providers $2,500; for Non-

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?

Preferred Providers $10,000 individual

Premiums, balance-billing charges,
deductibles, copayments, health care this
plan doesn’t cover, prescription drugs,
penalties for failure to obtain
preauthorization, charges in excess of
allowed amounts, physical, occupational or
speech therapy, repair of teeth following
accidental injury.

Yes. See www.aetna.com/docfind and
select “Aetna Choice® POS Il (Open
Access)” network for a list of network

providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply.

You don’t have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

You can see the specialist you choose without a referral.

Revised 2018-04-06 10f6
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M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa Limitations, Exceptions, & Other Important

Preferred Provider

Non-Preferred Provider

Information

Common :
Medical Event Services You May Need

Primary care visit to treat an
injury or illness

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WwWw.savrx.com or by
calling 800-228-3108

If you have outpatient
surgery

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)
Generic drugs (Tier 1)
Preferred brand drugs (Tier 2)

Non-preferred brand drugs
(Tier 3)

Specialty drugs (Tier 4)

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

Physician/surgeon fees

You will pay the least

$20 copay/office visit
plus 10% coinsurance

$20 copay/office visit
plus 10% coinsurance

No charge

10% coinsurance

10% coinsurance

$12 copay/prescription
(retail & mail order)

10% coinsurance

$20 copay/visit plus
10% coinsurance

You will pay the most
$20 copay/office visit plus
40% coinsurance

$20 copay/office visit plus
40% coinsurance

Not Covered

40% coinsurance

40% coinsurance

$12 copay/prescription
(retail & mail order)

40% coinsurance

$20 copay/visit plus
40% coinsurance

All services must be medically necessary.
Prescription required for massage therapy.

No coverage for routine preventive care tests
performed by a Non-Preferred Provider, except
mammograms at 40% coinsurance.

You may have to pay for services that aren’t
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

Covers up to a 34-day supply at a retail
pharmacy or up to a 90-day supply through
Walk-In-Mail or mail order. Brand drugs when
a generic is available require you to pay the
difference in cost between the generic and
brand, plus the copay. If you fill your
prescription at a non-network pharmacy, you
must pay the full cost of prescription and file a
claim for reimbursement with Sav-Rx.
Contraceptive coverage provided for female
member.

All services must be medically necessary.
Preauthorization is required for certain
outpatient procedures. Failure to do so will
result in a $250 benefit reduction (not to
exceed $500) for all related expenses incurred
in excess of the deductible for each surgery
that is not preauthorized when required.
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What You Will Pa Limitations, Exceptions, & Other Important

Preferred Provider

Non-Preferred Provider

Information

Common :
Medical Event Services You May Need

Emergency room care

If you need immediate

medical attention

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

You will pay the least

$75 copay/visit plus
10% coinsurance

20% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

10% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

$20 copay/office visit
plus 10% coinsurance

10% coinsurance

10% coinsurance

$20 copay/visit plus
10% coinsurance

10% coinsurance

You will pay the most

$75 copay/visit plus
10% coinsurance
20% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

40% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

$20 copay/office visit plus
40% coinsurance

40% coinsurance

40% coinsurance

$20 copay/visit plus
40% coinsurance

40% coinsurance

Facility copay waived if admitted to hospital.
Emergency room physician requires $20

copay.
None

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

Cost sharing does not apply for preventive
services. Depending on the type of services, a

copayment /coinsurance may apply.

Limited to 130 visits per calendar year.

All services must be medically necessary.
Preauthorization is required for inpatient. If
preauthorization is not obtained there will be a
$250 benefit reduction (not to exceed $500) for
all related expenses incurred in excess of the
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Common Services You Mav Need Broforred P ‘_’:hat You x\"" Fl;a —— Limitations, Exceptions, & Other Important
Medical Event y FEIerrec Frovicer ON=FTEISITEC Frovider Information
You will pay the least

deductible. Outpatient rehabilitation services
require $20 copay/visit.
Habilitation services Not Covered Not Covered None
Limited to 90 days/year. Preauthorization is
required, failure to do so will result in a $250
Skilled nursing care 10% coinsurance 40% coinsurance benefit reduction (not to exceed $500) for all
related expense incurred in excess of the
deductible.
Requires a prescription. Excludes equipment
whose primary purpose is preventing illness or

Durable medical equipment 10% coinsurance 40% coinsurance injury, for exercise, comfort, or hygiene.
Special equipment and supplies 20%
coinsurance.
$20 copay applies to professional services.
Hospice services 10% coinsurance 40% coinsurance Inpatient care limited to 14 days within benefit
period of 6 months.
T e et Ch@ldren’s eye exam Not Covered Not Covered None
dental or eye care Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

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.)

o Bariatric Surgery e Habilitation Services e Long-term care

e Cosmetic Surgery (except to correct congenital e Hearing aids e Routine eye care (Adult)
anomalies or following mastectomy) e Hearing care ¢ Routine foot care

e Dental Care (Adult) o Infertility treatment e Weight loss programs

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

e Acupuncture (limited to 12 visits/year) e Non-emergency care when traveling outside the
e Chiropractic care (limited to 12 visits/year) US.

Private-duty nursing

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform and Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x 61565 or www.cciio.cms.gov. Other coverage options may be
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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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or contact the
Administration Office at 1-844-411-0786.

Additionally, a consumer assistance program can help you file your appeal. Contact Washington Consumer Assistant Program at 1-800-562-6900 or
WWW.insurance.wa.gov.

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 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 1-844-411-0786.

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:

&

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

& B 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.

Peg is Having a Baby Managing Joe’s type 2 Diabetes

(9 months of in-network pre-natal care and a (a year of routine in-network care of a well-

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

hospital delivery)

M The plan’s overall deductible

controlled condition)

$0 M The plan’s overall deductible $0

B Specialist copayment + coinsurance$20 + 10% B Specialist copayment + coinsurance$20 + 10%

M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
B Other coinsurance 10% B Other coinsurance 10%
This EXAMPLE event includes services like: This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Primary care physician office visits (including

Childbirth/Delivery Professional Services disease education)

Childbirth/Delivery Facility Services

Diagnostic tests (blood work)

Diagnostic tests (ultrasounds and blood work) Prescription drugs

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Peg would pay is

Durable medical equipment (glucose meter)

$12,700 Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
$0 Deductibles $0
$20 Copayments $500
$1,250 Coinsurance $200
What isn’t covered
$60 Limits or exclusions $20
$1,330 The total Joe would pay is $720

care)
H The plan’s overall deductible $0
B Specialist copayment + coinsurance$20+10%
W Hospital (facility) coinsurance 10%+$75
B Other coinsurance 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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $200

Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $400

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 06/01/2022 05/31/2023
UNITE HERE Northwest Health Trust Fund: Plan C Coverage for: Employee + Child(ren) | 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

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, visit www.heretrust.com or call 1-
844-411-0786. 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.healthcare.gov/sbc-glossary or call 1-844-411-0786 to request a copy.

Important Questions | Answers | Why This Matters:

. Generally, you must pay all of the costs from providers up to the deductible amount
Preferred Providers: $1,500 . . .
— . before this plan begins to pay. If you have other family members on the plan, each
individual/$4,500 family; Non-Preferred : , L / :
Providers: $2,500 individual / $7.500 famil family member must meet their own individual deductible until the total amount of
T ' Y- | deductible expenses paid by all family members meets the overall family deductible.

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?

Yes. Preventive care by a Preferred Provider | This plan covers some items and services even if you haven't yet met the deductible
is covered before you meet your deductible. | amount. But a copayment or coinsurance may apply.

For Preferred Providers $8,550 individual / | The out-of-pocket limit is the most you could pay in a year for covered services. If you
$17,100 family; for Non-Preferred Providers | have other family members in this plan, they have to meet their own out-of-pocket limits
$12,000 individual / $36,000 family until the overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges,

deductibles, copayments, health care this

plan doesn’t cover, prescription drugs,

penalties for failure to obtain

preauthorization, charges in excess of Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
allowed amounts, physical, occupational or

speech therapy, repair of teeth following

accidental injury, and neurodevelopmental

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

therapy.

Yes. See www.aetna.com/docfind and select | This plan uses a provider network. You will pay less if you use a provider in the plan’s

“‘Aetna Choice® POS Il (Open Access)” network. You will pay the most if you use an out-of-network provider, and you might
Will you pay less if you network for a list of network providers. For receive a bill from a provider for the difference between the provider’s charge and what
use a network provider? | vision providers visit your plan pays (balance billing). Be aware, your network provider might use an out-of-

www.eyemedvisioncare.com or call 1-866- network provider for some services (such as lab work). Check with your provider before

289-0614. you get services.

Revised 2022-04-11 10f6
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Important Questions _ Why This Matters:

Do you need a referral to

see a specialist?

No.

You can see the specialist you choose without a referral.

“ 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

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WWW.Savrx.com or by
calling 800-228-3108

If you have outpatient
surgery

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)
Generic drugs (Tier 1)
Preferred brand drugs (Tier 2)

Non-preferred brand drugs
(Tier 3)

Specialty drugs (Tier 4)

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

Physician/surgeon fees

What You Will Pa

Preferred Provider Non-Preferred Provider
You will pay the least You will pay the most

$20 copay/office visit
plus 20% coinsurance

$20 copay/office visit
plus 20% coinsurance

No charge

20% coinsurance

20% coinsurance

$12 copay/prescription
(retail & mail order)

20% coinsurance

$20 copay/visit plus
20% coinsurance

$20 copay/office visit plus
50% coinsurance

$20 copay/office visit plus
50% coinsurance

Not Covered

50% coinsurance

50% coinsurance

$12 copay/prescription
(retail & mail order)

50% coinsurance

$20 copay/visit plus
50% coinsurance

Limitations, Exceptions, & Other Important
Information

All services must be medically necessary.
Prescription required for massage therapy.

No coverage for routine preventive care tests
performed by a Non-Preferred Provider, except
mammograms at 50% coinsurance.

You may have to pay for services that aren’t
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

Covers up to a 34-day supply at a retail
pharmacy or up to a 90-day supply through
Walk-In-Mail or mail order. Brand drugs when
a generic is available require you to pay the
difference in cost between the generic and
brand, plus the copay. If you fill your
prescription at a non-network pharmacy, you
must pay the full cost of prescription and file a
claim for reimbursement with Sav-Rx.
Contraceptive coverage provided for female
member and female dependent children.

All services must be medically necessary.
Preauthorization is required for certain
procedures. Failure to do so will resultin a
$250 benefit reduction (not to exceed $500) for
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What You Will Pa Limitations, Exceptions, & Other Important

Preferred Provider

Non-Preferred Provider

Information

Common :
Medical Event Services You May Need

If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

You will pay the least

$75 copay/visit plus
20% coinsurance
20% coinsurance

$20 copay/visit plus
20% coinsurance

20% coinsurance

20% coinsurance

$20 copay/visit plus
20% coinsurance

20% coinsurance

$20 copay/office visit
plus 20% coinsurance

20% coinsurance

20% coinsurance

$20 copay/visit plus
20% coinsurance

20% coinsurance

You will pay the most

$75 copay/visit plus
50% coinsurance

20% coinsurance

$20 copay/visit plus
50% coinsurance

50% coinsurance

50% coinsurance

$20 copay/visit plus
50% coinsurance

50% coinsurance

$20 copay/office visit plus

50% coinsurance

50% coinsurance

50% coinsurance

$20 copay/visit plus
50% coinsurance

50% coinsurance

all related expenses incurred in excess of the
deductible for each surgery that is not
preauthorized when required.

Copay waived if admitted to hospital.
Emergency room physician requires $20

copay.
None

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

None

All services must be medically necessary.
Preauthorization is required. Failure to do so
will result in a $250 benefit reduction (not to
exceed $500) for all related expense incurred
in excess of the deductible for each
hospitalization that is not preauthorized.

Cost sharing does not apply for preventive
services. Depending on the type of services, a

copayment /coinsurance may apply.
No Coverage for a dependent or child of
dependent child.

Limited to 130 visits per calendar year.

All services must be medically necessary.
Preauthorization is required for inpatient. If
preauthorization is not obtained there will be a
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Common Services You Mav Need Broforred P ‘_’:hat You x\"" F;a —— Limitations, Exceptions, & Other Important
Medical Event y FEIerrec Frovicer ON=FTEISITEC Frovider Information
You will pay the least

$250 benefit reduction (not to exceed $500) for
all related expenses incurred in excess of the
deductible. Outpatient rehabilitation services
require $20 copay/visit.
Neurodevelopmental therapy available to
dependent children age 6 and under, $20
copay and PPO/Non-PPO coinsurance levels
and deductible apply.
Limited to 90 days/year. Preauthorization is
required, failure to do so will result in a $250
Skilled nursing care 20% coinsurance 50% coinsurance benefit reduction (not to exceed $500) for all
related expense incurred in excess of the
deductible.
Requires a prescription. Excludes equipment
whose primary purpose is preventing illness or
Durable medical equipment 20% coinsurance 50% coinsurance injury, for exercise, comfort, or hygiene.
Special equipment and supplies 20%
coinsurance.
$20 copay applies to professional services.
Hospice services 20% coinsurance 50% coinsurance Inpatient care limited to 14 days within benefit
period of 6 months.

Habilitation services Not Covered Not Covered

Fees in excess of $72 and

Children’s eye exam No charge Limited to one exam every 12 months.

over UCR
No charge for single Fees in excess of $60 for
If your child needs Children's glasses vision lenses and fees single vision lenses and | Lenses limited to one pair each 12 months.
d in excess of $120 for fees in excess of $60 for | Frames are limited to once each 24 months.
ental or eye care s e

Limited to 2 exams per calendar year. $2,000
annual maximum waived for children under
age 18.

Charges in excess of Charges in excess of fee

Children’s dental check-up fee schedule schedule
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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.)

e Bariatric Surge o Habilitation Services (except for treatment of e Long-term care
- SUrgery : neurodevelopmental conditions in children age 6 e  Pregnancy for a dependent child
e Cosmetic Surgery (except to correct congenital and under) e Routine foot care
anomalies or following mastectomy) o Infertility treatment o \Weight loss programs

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

e Acupuncture (limited to 12 visits/year) e Hearing Aids Private-dutv nursin
e Chiropractic care (limited to 12 visits/year) ¢ Non-emergency care when traveling outside the e Routine eyz care (2 dult
. US.

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform and Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x 61565 or www.cciio.cms.gov. 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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or contact the
Administration Office at 1-844-411-0786.

Additionally, a consumer assistance program can help you file your appeal. Contact Washington Consumer Assistant Program at 1-800-562-6900 or
Www.insurance.wa.gov.

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 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 1-844-411-0786.

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:

&

A

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.

Peg is Having a Baby

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

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

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

hospital delivery)

M The plan’s overall deductible $1,500
B Specialist copayment + coinsurance $20 + 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,500

Copayments $20

Coinsurance $2,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,780

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

controlled condition)

M The plan’s overall deductible $1,500
B Specialist copayment + coinsurance$20 + 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $500
Coinsurance $200
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,620

care)

M The plan’s overall deductible $1,500
B Specialist copayment + coinsurance$20+20%
W Hospital (facility) coinsurance 20%+$75
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,500

Copayments $200

Coinsurance $200

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $1,900
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UNITE HERE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. - SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

March 11, 2021

To:  All Participants
UNITE HERE Northwest Health Trust

Re:  Important Health Plan Changes Effective January 1, 2021

This is a summary of material modification describing benefit changes adopted by the Board
of Trustees. Please be sure that you and your family read it carefully and keep this document
with your Summary Plan Description Booklet.

IMPORTANT BENEFIT MODIFICATIONS

The Board of Trustees of the UNITE HERE Northwest Health Trust is extremely pleased to announce
the following benefit change:

Decreased In-Network (PPO) Out-of-Pocket Maximum

Effective January 1, 2021 the In-Network (PPO) out-of-pocket maximum has been reduced from
$5,000 per individual; $15,000 per family (co-payments not included) to $2,500 per individual;
$7,500 per family (co-payments not included).

The Out-of-Network (non-PPO) out-of-pocket maximum will remain at $10,000 per individual;
$30,000 per family (co-payments and deductibles not included).

If you have any questions regarding these changes, please contact the Administration Office using
the phone numbers above.



UNITE HERE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. - SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

11 de marzo de 2021

A: todos los participantes
UNITE HERE Northwest Health Trust

Asunto: Cambios importantes al plan de seguro médico a partir del viernes, 1 de enero de 2021

Este es un resumen de una modificacion importante que describe los cambios en los
beneficios que la Junta de Fideicomisarios adopto. Asegurese de que usted y su familia lean
detenidamente este documento y consérvelo con su documento de descripcion resumida del
plan.

MODIFICACIONES IMPORTANTES A LOS BENEFICIOS

Es un placer para la Junta de Fideicomisarios del fideicomiso UNITE HERE Northwest Health Trust
anunciar el siguiente cambio a los beneficios:

Disminucion del maximo de su bolsillo dentro de la red (PPQO)

A partir del 1 de enero de 2021, el maximo de su bolsillo dentro de la red (PPO) disminuy¢6 de
$5,000 por individuo; $15,000 por familia (no incluye los copagos) a $2,500 por individuo y
$7,500 por familia (no incluye los copagos).

El maximo de su bolsillo para gastos fuera de la red (que no son de un plan PPO) seguira siendo
$10,000 por individuo; $30,000 por familia (no incluye los copagos ni deducibles).

Si tiene preguntas con respecto a estos cambios, comuniquese con la Oficina de Administracion
llamando a los numeros de teléfono indicados arriba.




UNITE HERE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. - SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

Marso 11, 2021

Sa: Lahat ng mga Kalahok
UNITE HERE Northwest Health Trust

Tungkol sa:  Mahalagang Pagbabago sa Health Plan, Magkakabisa sa Enero 1, 2021

Ito'y buod ng paglalarawan ng pagbabago sa benefit na inadopt ng Board of Trustees.
Mangyaring siguraduhin na babasahin ninyo ito kasama ng inyong pamilya, at na itatago
ninyo ito kasama ng inyong Summary Plan Description Booklet (Polyeto ng Buod ng
Paglalarawan sa Plan).

MAHALAGANG PAGBABAGO SA BENEFIT

Lubos na ikinalulugod ng Board of Trustees ng UNITE HERE Northwest Health Trust na ianunsyo
ang sumusunod na pagbabago sa benefit:

Binawasan ang In-Network (PPQO) Out-of-Pocket Maximum

Simula Enero 1, 2021 ay mas mababa na ang In-Network (PPO) out-of-pocket maximum; ang
dating $5,000 para sa bawat indibidwal, $15,000 para sa bawat pamilya (hindi kasama ang co-
payments) ay binawasan at ginawa na ngayong $2,500 para sa bawat indibidwal, $7,500 para sa
bawat pamilya (hindi kasama ang co-payments).

Ang Out-of-Network (hindi-PPO) out-of-pocket maximum ay mananatiling $10,000 para sa bawat
indibidwal, $30,000 para sa bawat pamilya (hindi kasama ang co-payments at deductibles).

Kung mayroon kayong anumang mga katanungan tungkol sa mga pagbabagong ito, mangyaring
kontakin ang Administration Office sa mga numerong nasa itaas.
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Ngay 11 thang 3, 2021
GUri: Toan thé hdi vién
UNITE HERE Northwest Health Trust

Vé viéc: Thay dbi quan trong clia chwong trinh bao hiém strc khde, hiéu lwc ké tir
ngay 1 thang 1, 2021

D4y la ban tom tat nhirng diéu chinh quan trong doi véi céc thay doi vé quyén
loi da dwoc HGi dong quan trj théng qua. Xin quy vj va gia dinh nhé doc can than
va gitr tai lidu nay cung véi Tap tai liéu tom tat quyén loi bao hiém.

DIEU CHINH QUAN TRONG VE QUYEN LQI1 BAO HIEM

Hoi déng quan tri cla Quy UNITE HERE Northwest Health Trust v cung han hanh thong
bao cung quy vi thay doi quan trong vé quyén lgi sau day:

Giam tién tw tra t6i da cho cac dich vu trong hé thong (PPO)

Hiéu lwc ké tir ngay 1 thang 1, 2021, sb tién tw tra tbi da cho cac dich vu trong hé thdng
(thudc PPO) dwoc gidm tir $5,000 cho ca nhan; $15,000 cho ca gia dinh (khéng bao goém
tién déng thanh toan) xudng con $2,500 cho ¢4 nhan; $7,500 cho ca gia dinh (khéng bao
gdm tién déng thanh toan).

Sé tién tw tra ti da cho céac dich vy ngoai hé thdng (khéng thudc PPO) van con & mirc
$10,000 cho ca nhan; $30,000 cho ca gia dinh (khéng bao gébm khodn khéu trir va tién
ddng thanh toan).

Néu quy vi co diéu gi thac mac lién quan dén thay ddi nay, vui long lién lac voi Van phong
Quan tri theo nhirng s dién thoai ghi trén.
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2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

October 22, 2020

To:  All Participants
UNITE HERE Northwest Health Trust Fund

From: Erik Van Rossum, Chairman
Howard Cohen, Secretary

RE: Summary of Material Modification -
Important Information Regarding Changes to the Prescription Plan Effective
January 1, 2021

This is a summary of material modification describing benefit changes adopted by the
Board of Trustees. Please be sure that you and your family read it carefully and keep this
document with your Summary Plan Description Booklet.

PRESCRIPTION DRUG PROVIDER CHANGE FROM OptumRx TO Sav-Rx

We are pleased to inform you that effective January 1, 2021, your prescription drug benefit
program will be administered by Sav-Rx, replacing the program currently administered by
OptumRx. This change is being made to better serve the participants while maintaining a
cost effective program. New combination Medical, Dental, Vision, and Prescription Drug
Identification (ID) cards reflecting this change will be mailed to eligible participants in
mid-December. You will also be receiving a welcome kit from Sav-Rx which will include
pertinent prescription benefit information. You will need to present this new ID card at the
pharmacy on or after January 1, 2021.

Please note there are no changes to your Medical, Dental, Vision or Prescription
benefits. The retail and mail order prescription copayments will remain at $12 for each
prescription. Remember, if you purchase a brand-name prescription drug and a generic
equivalent is available, you will be responsible for payment of the difference in cost between
the two medications in addition to the copayment.

We strongly encourage you to get your prescriptions refilled prior to January 1% if at
all possible. We anticipate a smooth transition but there is always a possibility that if you
were to try to refill your prescription during the first several days of January, a system error
could delay your ability to fill it (for example: the system incorrectly not recognizing
eligibility, a refill may require prior authorization from your physician, etc.).
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WHAT YOU NEED TO DO WHEN YOU RECEIVE YOUR NEW ID CARDS

Make sure your name is listed correctly

Place your new cards into your purse or wallet

Destroy your old ID cards after January 1, 2021

Carefully review the packet of materials included with your new ID cards

Present your new ID card whenever visiting the doctor, hospital or when obtaining a
prescription

e Do not use your new card until January 1, 2021

WHAT IF 1 DON’T RECEIVE MY ID CARD OR MY NAME IS MISSPELLED?
Please contact the Administration Office using the phone number above to order an ID card
or to have your card corrected. You can also call the Administration Office to update your
mailing address, verify eligibility and benefits.
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2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
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22 de octubre de 2020

A: Todos los participantes
Fondo Fiduciario de UNITE HERE Northwest Health

De: Erik Van Rossum, Presidente
Howard Cohen, Secretario

Asunto: Resumen de modificacién sustancial -
Informacién importante sobre cambios en el plan de medicamentos con receta en
vigencia a partir del 1° de enero de 2021

Este es un resumen de una modificacion sustancial que describe los cambios en los
beneficios que han sido adoptados por la Junta de Fideicomisarios. AsegUrese de que
usted y su familia lean detenidamente este documento y consérvelo con su documento de
descripcion resumida del plan.

CAMBIO DE PROVEEDOR DE MEDICAMENTOS CON RECETA DE OptumRx A
Sav-Rx

Es un placer informarle que a partir del 1° de enero de 2021, su programa de beneficios de
medicamentos con receta serd administrado por Sav-RXx, en reemplazo del programa
actualmente administrado por OptumRx. Este cambio se hace para servir mejor a los
participantes y a la vez contar con un programa econdmico. A mediados de diciembre se
enviard por correo a los participantes elegibles nuevas tarjetas de identificacion (ID)
combinadas para servicios médicos, dentales, de la vista y medicamentos con receta.
Usted también recibira un paquete de bienvenida de Sav-Rx que incluird informacion
pertinente sobre los beneficios de medicamentos con receta. Sera necesario que presente esta
nueva tarjeta de identificacion en la farmacia a partir del 1 de enero de 2021.

Tenga en cuenta no hay cambios en sus beneficios médicos, dentales, de la vista ni de
medicamentos con receta. El copago de medicamentos con receta en farmacias y pedidos
por correo seguird siendo $12 por cada medicamento con receta. Recuerde, si compra un
medicamento de marca y hay un equivalente genérico, usted serd responsable, ademas del
copago, del pago de la diferencia entre el costo de los dos medicamentos.

Le recomendamos enfaticamente que, si_es posible, resurta sus medicamentos con
receta antes del 1° de enero. Tenemos previsto que la transicion se hara sin problemas, pero
siempre existe la posibilidad de que si intentara resurtir su medicamento con receta en los
primeros dias de enero, un error del sistema podria interferir en el resurtido (por ejemplo: por
error el sistema no reconoce su elegibilidad, un resurtido podria requerir la autorizacion
previa de su médico, etc.).
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QUE DEBE HACER CUANDO RECIBA SUS NUEVAS TARJETAS DE

IDENTIFICACION

Revise que su nombre se indique correctamente

Guarde sus nuevas tarjetas en su bolso o billetera

Destruya sus tarjetas de identificacion antiguas después del 1° de enero de 2021
Revise cuidadosamente el paquete de materiales incluido con sus nuevas tarjetas de
identificacion.

Presente su nueva tarjeta de identificacion cada vez que acuda al médico, hospital o
cuando vaya por un medicamento con receta

No use su nueva tarjeta antes del 1° de enero de 2021

.Y SI NO RECIBO MI TARJETA DE IDENTIFICACION O MI NOMBRE ESTA

MAL ESCRITO?

Llame a la Oficina de Administracion al nimero de teléfono indicado arriba para pedir una
tarjeta de identificacion o para que la corrijan. También puede llamar a la Oficina de
Administracion para darles su nueva direccion postal, verificar la elegibilidad y los
beneficios.
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Oktubre 22, 2020

Sa: Lahat ng mga Kalahok
UNITE HERE Northwest Health Trust Fund

Mula kay: Erik Van Rossum, Chairman
Howard Cohen, Sekretarya

TUNGKOL SA: Buod ng Pagbabago -
Mahalagang Impormasyon Tungkol sa mga Pagbabago sa Prescription Plan,
na Magkakabisa sa Enero 1, 2021

Ito'y buod ng paglalarawan ng mga pagbabago sa benefits na inadopt ng Board of Trustees.
Mangyaring siguraduhin na babasahin ninyo ito kasama ng inyong pamilya, at na itatago ninyo
ito kasama ng inyong Summary Plan Description Booklet (Polyeto ng Buod ng Paglalarawan sa
Plan).

ANG PRESCRIPTION DRUG PROVIDER AY ILILIPAT MULA OptumRx AT GAGAWING
Sav-Rx

Natutuwa kaming ibalita sa inyo na simula Enero 1, 2021, ang inyong prescription drug benefit
program ay pamamahalaan na ng Sav-Rx; ito'y magiging kapalit ng programang kasalukuyang
pinamamahalaan ng OptumRx. Ang pagbabagong ito ay ginawa upang mas mainam na pagsilbihan
ang mga kalahok, habang nagmimintina ng isang cost-effective na programa. Ang bagong
pinagsamang Medical, Dental, Vision, and Prescription Drug Identification (ID) cards dahil sa
pagbabagong ito ay ipapadala sa mail sa mga eligible na kalahok sa kalagitnaan ng Disyembre.
Tatanggap din kayo ng isang welcome kit mula sa Sav-Rx; ito'y maglalaman ng mahalagang
impormasyon tungkol sa prescription benefit. Simula sa o pagkatapos ng Enero 1, 2021, kailangan
ninyo ipakita ang bagong ID card na ito sa botika.

Mangyaring tandaan na hindi magbabago ang inyong Medical, Dental, Vision, o Prescription
benefits. Ang retail at mail order prescription copayments (mga kabahaging bayad) ay hindi
magbabago at mananatili pa ring $12 para sa bawat prescription o reseta. Tandaan na kung bibili
kayo ng brand-name na de-resetang gamot, at mayroon itong available na katumbas na generic, kayo
ang magbabayad ng pagkakaiba sa gastos ng dalawang gamot, bukod pa sa copayment.

Lubos namin kayong hinihikayat na kunin ang mga refill ng inyong mga prescription (de-

resetang gamot) bago mag-Enero 1, kung maaari. Bagama't inaasahan namin na hindi
magkakaproblema sa transisyon na ito, may posibilidad na kung susubukan ninyong mag-refill ng
inyong prescription sa unang bahagi ng Enero, maaring magka-system error na makakapag-delay sa
pagkuha ninyo ng inyong refill (halimbawa, may error sa system at hindi nito tatanggapin ang inyong
eligibility, o ang refill ay maaring mangailangan muna ng pahintulot mula sa inyong doktor, atbp.).
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ANO ANG DAPAT NINYO GAWIN KAPAG NATANGGAP NINYO ANG INYONG MGA

BAGONG ID CARD

Siguraduhing tama ang pagkasulat ng inyong pangalan

Ilagay ang inyong mga bagong card sa inyong bag o wallet

Sirain ang inyong mga lumang ID card pagkatapos ng Enero 1, 2021

Maingat na rebyuhin ang pakete ng mga materyales na ipinadala kasama ng inyong mga
bagong ID card

Ipakita ang inyong bagong ID card tuwing magpupunta kayo sa doktor, ospital, o kapag
kumukuha ng de-resetang gamot

Huwag gamitin ang inyong bagong card bago mag-Enero 1, 2021

PAANO KUNG HINDI KO NATANGGAP ANG AKING ID CARD. O KAYA'Y MALI ANG

SPELLING NG AKING PANGALAN?

Mangyaring tawagan ang Administration Office sa numerong nakasulat sa itaas upang mag-order ng
isang ID card, o upang ipawasto ang inyong card. Maari din ninyo tawagan ang Administration
Office upang i-update ang inyong mailing address o upang i-verify ang inyong eligibility at benefits.
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NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
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Ngay 22 théng 10, 2020

Giri:  Toan thé hoi vién
UNITE HERE Northwest Health Trust Fund

Tw: Erik Van Rossum,thﬁ tich
Howard Cohen, Tong thu ky

<
>

Tém luoc vé nhitng diéu chinh quan trong -
Thong tin quan trong vé nhitng thay do1 doi véi chuong trinh bao hiém thudc theo toa
¢6 hiéu luc bat dau tr ngay 1 thang 1, 2021

Dy la bén tém tit nhitng diéu chinh quan trong déi véi cdc thay déi vé quyén lgi da dwoc
Hgi dong qudn tri thong qua. Xin quy vi va gia dinh nhé doc cin thin va giir tai li¢u nay
cung véi Tap tai lidu tém tit quyén loi bio hiém.

CONG TY CUNG CAP THUOC THEO TOA SE POI TU OptumRx SANG Sav-Rx

Chung t6i han hanh thong bao ciing quy vi la bat dau tir ngay 1 thang 1, 2021, chuong trinh
bao hiém thudc theo toa clia quy vi s& do cong ty Sav-Rx diéu hanh, thay cho chuong trinh do
cong ty OptumRx diéu hanh hién nay. Chung t6i thyc hién su thay ddi nay nham phuc vu hoi
vién chuong trinh mot cach hiru hiéu hon dong thoi gitr dwoc murc gia phai chang. Céc thé ID
tong hop dung chung cho cac chwong trinh bao hiém y té, nha khoa, nhiin khoa va thudc
theo toa phan anh su thay d6i nay s& duoc giri dén cho cac hoi vién chuong trinh bao hiém hoi
du tiéu chuan trong gitra thang 12. Sav-Rx ciing s& giri cho quy vi mot bo tai liéu chao mimg
tham gia chuong trinh trong d6 c¢6 cac thong tin vé quyén loi thude theo toa phu hop. Quy vi
s& phai xuét trinh thé ID méi nay tai nha thudc ké tir ngay 1 thang 1 nam 2021 tr& vé sau.

Vui 1ong hru ¥ ring quyén lgi bao hiém y té, nha khoa, nhian khoa va thudc theo toa ciia
quy vi sé khong cé gi thay ddi. Tién dong tra cho mdi toa thudc mua tai nha thudc hay qua
buu dién s& van 1a $12. Xin nhd, néu quy vi mudn mua biét duge thay vi thude géc cung loai,
ngoai tién dong tra, quy vi co trach nhiém tra phan chi phi chénh 1éch giira hai loai thude.

Chiing tdi khuyén quy vi, néu c6 thé dwoc, nén mua thém tét ci cic thudc theo toa quy vi
dung trudc ngay 1 thang 1. Chung t61 tién doan tién trinh doi tir cong ty cil sang cong ty moi
s& sudn s¢, tuy thé, van co thé 1a trong vai ngay dau cua thang 1, néu quy vi can mua thém
thudc theo toa, nhiing truc trac vé hé thong c6 thé 1am cham viéc mua thém thudc (thi du nhu,
hé théng khong nhan ra dung tinh trang hoi du tiéu chuén, hay hé théng xac dinh khong dung
1a quy vi phai duoc béc si cho phép trude khi mua thém thude, v.v.).
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QUY VI CAN LAM Gi KHI NHAN PUOC CAC THE ID MOI

Xem k¥ coi tén minh c6 ding khong

CAt thé méi vao bop

Huy bo thé ID cii sau ngay 1 thang 1, 2021

Poc k¥ bd tai licu giri kem theo cac thé ID madi

Trinh thé ID méi mdi khi di khdm bac si, dén bénh vién hodc khi di mua thuéc theo toa
Khéng dugec dung thé méi trude ngay 1 thang 1, 2021

NEU TOI KHONG NHAN DUQC THE ID HAY TEN TOI TRONG THE KHONG

PUNG THI SAO?

Vui 10ng lién lac v6i Van phong Quan trj theo sb dién thoai ghi trén dé yéu cau duoc cép the
ID hodc xin stra tén lai cho dung. Quy vi ciing c6 thé lién lac v61 Van phong Quan tri dé cap
nhat dja chi gui thu, x4c nhan tinh trang hoi da tiéu chuan va quyén loi.

Page 8 of 12



UNITE HERE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

2020 7F 10 A 22 H

WEAN: ks i
UNITE HERE it REE L4

RAEN: Erik Van Rossum = H K
Howard Cohen F 5

HE. EHEIBREY —
AR R E AR, 2021 1 H 1 HARK

M 09518 EHF LRGP BE ) BB G 15T RIEFERI SN U B STEAX
1F, FEREISFS R 1 550 2o B F A el —&

&b 75 ZI AR S5 PR AL M\ OptumRx A Sav-Rx

PATR s M@z, 20211 LHIFS, R T7 2548 A 2 th Sav-Rx & 2,

AR H A OptumRx S ER (714 o 15 H IR S 08 1 S i oy 2 G S ik 55, [RIT
ORAF BA AR T TR S U B A S BT . TR IRBIIA T 45 5 4
(ID) ERAE+ = H P HEER 45 S I 2 1. IR RUL S Sav-Rook Y IRGE B R},
PO FEAER AL T 2R A B o TR E 20214 1 H 1 H PR #E 24 55 s iZ08 3 ik«

HER, BRET. T8 RASETGEMNEEEARA. T8 NWEIE LT 25384)
AR sk AL T 1236 0. WieE, WEREWKIR) 4772y, BAERMIEER 2,
R T SEATESL SR ZESAST RN 254 2 18] 1) 9% FH 2240

BAMR B YIRS TR 1A 1 B 2 BTSEECAR T 2. FRATTH I AR, (HE A
FERXPERY AT RENE, ARIEAE— A Sk LR B LA T 25, R GUHH IR Al e = IR 1K
HIBCZGRE ) (Fan. RGARTRMICIE RN BRI 5%, SERCAL Ty 2] BEEOR BRI R A= 5
SRR .

Page 9 of 12




WRF St E, BBEBH4?
o A S U UE b BT A IR AE 1 ek 4 HE R TG R
o KM B IMIERNIE R B
o 202141 H1H 5B MIH & 43iE
o AT I BE R RE B E A 45 IR I TR
o FEMEREAIS. (EFEEEEAL T 250, ORI R S ik
o FF202141 A 1 H B E K 5 ik

MAREHRBRHFIHERE RN L I GHER, ZEATR?
A LT A i S, SATEE EAA AR, RIS OHE, B0E ERA LS 5
UE BB IR O AT R ATBUE B o RS IR ar stk A A BEAR AR R

Page 10 of 12



UNITE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

A HOC 22, 2020

A: U-e9° AT P
Unite Here $CH-BOt %AN et 4.1

h: Erik Van Rossum, A.$a270C

Howard Cohen ? &hé,

8% TImPAL AA TIOP ATLI0P TIARL -
NE7YPS 1 7 2021 AL T90P LT Pa0L M1t T dPe AL 91,84 AD-MTY
NtarAt A0dAT avlF

LU (ANTBEEPT (CE 190LP PIPRT3 PPPIP AD T PPI706 “I0P Po370P F0GC 9PN I
AThP3 ACAP AT AT0N2P O73P% THIMNP? AT LU? (118 h7ImPAP 088 aINBm- (hAT I
TIRPOTLI ACING L5z

Ohhg® ToHH P7LAM- LY 18T AP h OptumRx OL Sav-Rx TPLZA

PACOL OchiL° OFHi aPRY AT £96 TEALI® NAU-+ LH N OptumRx P7LAHINLDT TEARI® NET1PS
17 2021 £9°C (1 Sav-Rx (oothd ATRTLAT OTIAKAPT 1LAF 10 LY ADT T0LT P10+ D¢,
SN, aoCY ANCT MNP FAFEPTT AFAA AT A 10+ 2 QU7 ADT 271,0700CE AR TILT
PAT@- 0hhYPT § PCH T PART AT CANI® TTHH av&3yt avd@d%f (ID) hC&T 19.0.°0C A2 AL
A& AP TAFEPT 07°0F LANA 1 AT%.09° N Sav-Rx A00TF CAD- Pao@3yt TIHY TPoIPPI°
avl Gy PO CATT QUST Ty R RPNAN: QUTT hAN a0 NC TIPS 1 7 2021 DRI
hiLe OBA AGCTILD- T1PLN LMNPNP A

AQhP? Lht@¢ NACHL Phh9°S T PPCH T PALT MRI® ANI® TIHYM PPOITPIT AL FoW° KT
ADP RRLLAT:: (hhI° ATLFHH ao@7pfF SFCFC AT 770 FhHH hePPT(copayment)
AARL TG TIHM $ 12 (19PP7 P90 P T LUPGA: LT Dk ¢ (1478-09° LAD- (\chLI®° P91 HH a1t
N AS A Alrd 9PM7 PAD-I°(generic equivalent) PPLN NPT ¢ hepLav_gay, NG PD-(copayment)
a6 M-tk a3 pF avnd PAD-T PPY AR Pavhi.dh YALTT BSCNP A

PLFA WPt WE7P4 1 0 Ravdyt TN PTPT L9avm+ K14 0PN A TNP ATOLFFPFAT = TO79°
FaC AN T9C A28TLPT AI(PAT TIC 17 U-ALHBI® (L7 O57PS aPBavs 0P 6+ AT
CHHHALTY av@Yut K115 ATIOPPAT hiPhs: PACHTF(AOTIP) QAT 07L°A0T 1LH ALHILP
PILTANT Al ALA LA (ATPAN: AC%E (VT & aPPIPT hAGPALT T W15 Advav-At hAhh 9P
PLI° 4P TITTT LOLHLIN OHT) ::

Page 11 of 12




h5%.0x7 PavF@% P NPT (PO 7 T1247 LNPNLFA

PACOL O9° OFhhA 108 WL £2.9°1m

A9.07 NCLPT (FTR NCAP ORI° Pt -0 LAPIPM-

nE7P4 1§ 2021 A PPLPD-T PavF@EP NCLPT POADS.

NACAPL A%.0 ParF@EP NCe: OC P17 PRARN Th P17 NTPe Lavdnt

Ag® OC T POTHA %4 OLI° ChnI® TIHY A.OON% h9%.07 0L NCLPT PPCIE
K907 CLPT hah B7P4 1 7 2021 £40 ASmepar-

av @4 NCL7 hAtPNAh @29 (7% (thhd AT hwrihe

PavF@pP NCL ATIHH @RI° NCLP ATe.NTINAAP A0h® hAL PAD-7 AAh RTC NaPmPI° ChNTELC
(LC7 £10°% :: AT8.U-9° RaPARNT AL-AP T ATTAAA T NRYFPT AG TPTITPICPT AT AR TRLC
(LC aPLDA L AN ::

Page 12 of 12



UNITE HERE
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2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

July 3, 2020

To:  All Participants
UNITE HERE Northwest Health Trust

From: Erik Van Rossum, Chairman
Howard Cohen, Secretary

Re:  COVID-19 Response — COBRA Rate Subsidy

UNITE HERE Northwest Health Trust, your health fund, is
taking care of you during these tough times!

The health and safety of all plan participants is a serious concern for the Trustees of the
UNITE HERE Northwest Health Trust. In an ongoing effort to provide assistance during this
difficult time, the Trustees took action to enact a temporary COBRA rate subsidy of 50% of the
current cost effective for new COBRA enrollees who experienced any layoffs or loss of coverage
as a result of COVID-19. The COBRA rate subsidy is effective for August 2020 through
June 2021 coverage.

What this means to you:

If you had coverage in any month July 2020 through January 2021 under the Trust’s
Extension of Coverage program, you will be able to elect and purchase COBRA continuation
coverage at the lower rate through June 2021.

When your extended coverage under the Trust ends, you will receive a COBRA notice and
Election Form detailing the subsidized amount to continue coverage under the Trust. You must
return the Election Form and make payment to continue coverage. Please see the subsidized
rates below.

Coverage Tier Washington Residents Oregon Residents
Employee Only $227.50 $207.00
Employee + Child(ren) $387.00 $352.00
Employee + Spouse $478.00 $435.00
Family $728.50 $662.50

If you have questions about your health coverage or eligibility, please call the
Administration Office using the phone numbers above.




UNITE HERE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

3 de julio de 2020

A: Todos los participantes
UNITE HERE Northwest Health Trust

De: Erik Van Rossum, Presidente
Howard Cohen, Secretario

Asunto: Respuesta a COVID-19 - Subsidio del costo de COBRA

UNITE HERE Northwest Health Trust, su fondo de salud,
ilo esta cuidando durante estos tiempos dificiles!

La salud y seguridad de todos los participantes del plan es una preocupacion importante para los
Fideicomisarios de UNITE HERE Northwest Health Trust. Con el fin de continuar prestando
asistencia durante esta etapa dificil, los Fideicomisarios tomaron medidas para promulgar un
subsidio temporal del 50% del costo actual efectivo de COBRA para los nuevos afiliados de
COBRA que sufrieron despidos temporales o pérdida de cobertura como resultado de COVID-
19. El subsidio del costo de COBRA tiene vigencia para la cobertura desde agosto de 2020 hasta
junio de 2021.

Lo que esto significa para usted:

Si usted tuvo cobertura en cualquier mes de julio de 2020 a enero de 2021 en virtud del
programa de Extension de la Cobertura del Fideicomiso, podra elegir y comprar la
continuacion de cobertura de COBRA a un costo mas bajo hasta junio de 2021.

Cuando se termine la extension de su cobertura a través del Fideicomiso, usted recibira un aviso
de COBRA y un formulario de eleccion que detalla la cantidad subsidiada para continuar la
cobertura del Fideicomiso. Debe devolver el formulario de elecciéon y hacer el pago para
continuar con la cobertura. Consulte el costo subsidiado a continuacion.

Nivel de cobertura Residentes de Residentes de
Washington Oregon
Solo empleado 227.50% 207.00%
Empleado + Hijo(s) 387.00% 352.00%
Empleado + Cényuge 478.00% 435.00%
Familia 728.50% $662.50

Si tiene preguntas sobre su cobertura médica o su elegibilidad, llame a la Oficina de
Administracion a los nimeros de teléfono indicados anteriormente.
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2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
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Ngay 3 thang 7, 2020

Gagi:  Toan thé hoi vién
UNITE HERE Northwest Health Trust

Tu: Erik Van Rossum, Chu tich
Howard Cohen, Tong thu ky

Vé viéc: Pap tng nan dich COVID-19 — Muc trg cdp COBRA

UNITE HERE Northwest Health Trust, quy bao hiém sic khoe
cia quy Vi, chiam lo cho quy vi trong giai doan khé khin nay!

St khoe va sy an toan ciia tat ca cac hoi vién tham gia chwong trinh bao hiém 1a nhitng van dé Hoi
dong quan tri Quy bao hiém UNITE HERE Northwest Health Trust chd y va vé ciing quan tam. Trong
nd luc ¢b ging hd tro va gitip d& hoi vién trong thoi diém kho khan nay, Hoi ddng quan tri Quy bao
hiém da ban hanh quyét dinh tam thoi trg cap 50% cua I¢ phi bao hlem COBRA hi¢n hanh cho nhiing
hoi vién vira ghi danh vao chuong trinh COBRA vi bi sa thai hoic mit bao hiém do COVID-19 gay ra.
Muic tro cp Ié phi bao hiém COBRA c6 hiéu luc cho bao hiém tir thang 8, 2020 dén hét thang 6, 2021.

Poi véi quy Vi, didu nay cé nghia la:

Néu quy vi c6 bao hiém trong bat ctr thang nao tir thang 7, 2020 dén hét thang 1, 2021 qua chwong
trinh Gia han quyen lgi bao hiém cua Hoi dong quan tri Quy bao hiem, quy vi s€ dugc chon va mua
bao hiem COBRA dé dugc tiép tuc c6 bao hiem véi gia thap cho dén hét thang 6, 2021.

Khi chuong trinh gia han quyén lgi bao hiém caa quy vi do Hoi ddng quan tri Quy bao hiém cip
cham dut, quy vi s& nhan duogc thdng bao tir chuong trinh COBRA va Gidy chon lua chuong trinh bao
hiém trong d6 c6 trinh bay chi tiét s tién tro Cép quy vi nhan dugc dé tiép tuc c6 bao hiém qua Hoi
ddng quan tri Quy bao hlem Quy vi phai dién va gui lai Gidy chon lya chuong trinh bao hiém, ciing
nhu dong tién dé duoc tiép tuc c6 bao hiém. Vui 1ong xem mic trg cap dudi day.

Béc quyén lgi bao hiém Nguoi dan Washington Nguwoi dan Oregon
Chi mot minh nhan vién $227.50 $207.00
Nhan vién + con cai $387.00 $352.00
Nhan vién + vg, hay chong $478.00 $435.00
Gia dinh $728.50 $662.50

Néu quy vi c6 diéu gi thac méc lién quan dén quyen loi bao hiém hay tinh trang hoi du diéu kién
huong quyen lgi bao hiém, vui long lién lac véi Van phong Quan tri theo nhitng s6 dién thoai ghi trén.
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April 24, 2020

To:  All Participants
UNITE HERE Northwest Health Trust

From: Erik Van Rossum, Chairman
Howard Cohen, Secretary

Re: Important Health Plan Changes Effective April 15, 2020

This is a summary of material modification describing benefit changes adopted by the Board
of Trustees. Please be sure that you and your family read it carefully and keep this document
with your Summary Plan Description Booklet.

IMPORTANT BENEFIT MODIFICATIONS

Effective immediately, the Trust will waive the 10% patient co-insurance on medical services
received from a PPO provider from April 15, 2020 through July 31, 2020. Allowed charges
will be paid at 100% after the applicable co-pay. Non-PPO providers will be covered at the
regular non-PPO reimbursement percentage after applicable deductibles and copays.

Covid-19 testing, as well as office visits or other provider charges related to testing, for both PPO
and non-PPO providers, is covered at 100% until further notice.

If you have any questions regarding these changes, please contact the Administration Office using
the phone numbers above.
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24 de abril de 2020

A: Todos los participantes
UNITE HERE Northwest Health Trust

De:  Erik Van Rossum, Presidente
Howard Cohen, Secretario

Asunto: Cambios importantes en el plan de seguro médico a partir del 15 de abril de 2020

Este es un resumen de la modificacion importante que describe los cambios en los
beneficios adoptados por el Consejo de Administracion. Asegurese de que usted y su familia
lo lean detenidamente y conserve este documento con su folleto de descripcion resumida del
plan.

MODIFICACIONES IMPORTANTES A LOS BENEFICIOS

Con vigencia inmediata, el Fideicomiso eximira el pago del coseguro del paciente del 10%
en los servicios médicos recibidos de un proveedor de la PPO entre el 15 de abril de 2020 y
el 31 de julio de 2020. Los cargos permitidos se pagaran al 100% después del copago
correspondiente. Los proveedores que no forman parte de la PPO estaran cubiertos con el
porcentaje de reembolso regular para proveedores que no forman parte de la PPO, después de los
deducibles y copagos correspondientes.

La prueba de Covid-19, asi como las citas en consultorio u otros cargos de proveedores
relacionados con la prueba, tanto para proveedores de la PPO como los que no forman parte de la
PPO, tienen cobertura del 100% hasta nuevo aviso.

Si tiene alguna pregunta con respecto a estos cambios, comuniquese con la Oficina de
Administracion llamando a los nimeros de teléfono indicados arriba.
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Ngay 24 théng 4, 2020

Goi: Toan thé hoi vién
UNITE HERE Northwest Health Trust

Tur: Erik Van Rossum,thﬁ tich
Howard Cohen, Tong thu ky

Vé viéc: Thay d6i quan trong cua chuong trinh bao hiém strc khoe,
hi€u luc ké tir ngay 15 thang 4, 2020

Dy la bin tém tit nhitng diéu chinh quan trong doi véi cdc thay doi vé quyén lpi da dwoc
Hgi dong qudn tri thong qua. Xin quy vi va gia dinh doc can thdn va giiw tai lieu nay cung
voi Tap tai liéu tom tat quyén loi bdo hiém.

PIEU CHINH QUAN TRONG VE QUYEN LOQI BAO HIEM

Hiéu lwc ngay lap tirc, Quy bao hiém sé mién phin 10% tién dong bao hiém bénh nhén phai
tra d6i véi nhirng dich vu y khoa ma hdi vién nhan dwoe tir cac nha chim séc sirec khée PPO
ké tir ngay 15 thang 4, 2020 dén hét ngay 31 thang 7, 2020. Moi chi phi dwgc cho phép sé
dwoge dai tho 100% sau khi hoi vién da tra phin tién dong tra phi hop. Cac dich vu do cac
nha cham soc sire khoe khong phai 1a PPO s& dugc dai tho va hoan tién theo ti 16 phan trim binh
thuong danh cho cac nha cham séc stic khoe khong thudce hinh thire PPO sau khi hoi vién da tra
phan khau trir va tién dong tra phu hop.

Chi phi xét nghiém Covid-19, cing nhu chi phi kham tai van phong bac si va nhig chi phi cua
cac nha cham soc suc khoe PPO va khong phai PPO lién quan dén xét nghiém, s¢ dugc dai tho
100% cho dén khi c6 quy dinh méi.

Néu quy vi c6 diéu gi thic mic lién quan dén nhitng thay d6i nay, vui 1ong lién lac v6i Vin phong
Quan tri theo nhitng s6 dién thoai ghi trén.
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SAVE SOME MONEY AND THE DRIVE

Have Your Prescriptions Delivered to Your Door

Having your maintenance medications filled via mail can save you money on certain
prescriptions, and you may even be able to get a larger supply at one time.

Mail Order Rx is convenient because:
e OptumRx home delivery is safe, reliable and includes free standard shipping.
e Prescriptions are shipped right to your door.
e You may pay less for your medication with a 90-day supply.
e An expert pharmacist is available to answer your questions 24/7.

Get Started

It’s simple to set up a new prescription or transfer an existing one to OptumRx. When your
doctor prescribes a maintenance medication, have the prescription written for a 90-day supply, as
the mail-order program can only fill your prescription with the quantity your doctor indicates.

Your prescription can then be filled using the following methods:

e-Prescribe
Ask your doctor to send an electronic prescription to OptumRXx.

Online
@ Visit www.optumrx.com and select “Get Started” or use the OptumRx app. From there,
you can fill new prescriptions; transfer others to home delivery, and more.

&% Phone
ﬂ Call 866-354-0090 (toll-free) to speak to a customer service representative.

Once OptumRx receives your complete order for a new prescription, your medication should
arrive within 10 business days.

Need your medication right away?
Ask your doctor for a one-month supply that can be immediately filled at participating retail
pharmacy.

Refills Are Easy

OptumRx makes ordering refills or checking how many refills you have available very easy.
Once you register online, you will receive an e-mail reminder when it’s time to refill your
medication and most maintenance medications, will be sent automatically. You can also control
when you receive your medication and cancel a prescription online at OptumRx or by calling
Customer Service at 866-354-0090. Completed refill orders should arrive in about seven
business days.
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AHORRE DINERO Y EL VIAJE A LA FARMACIA

Le pueden entregar sus medicamentos en la puerta

Surtir sus medicamentos de mantenimiento por correo puede ahorrarle dinero en ciertos medicamentos de
receta y quizas hasta pueda pedir un suministro mas grande a la vez.

Pedir medicamentos de receta por correo es conveniente porque:
e Laentrega a domicilio a través de OptumRx es segura, fiable e incluye envio estandar gratuito.
¢ Los medicamentos de receta se entregan directamente a su puerta.
e Usted podria pagar menos por su medicamento al pedir un suministro para 90 dias.
e Un farmacéutico experto estd a sus 6rdenes para contestar sus preguntas las 24 horas del dia, los 7
dias de la semana.

Para empezar

Es facil pedir un medicamento de receta nuevo o transferir a OptumRx un medicamento que ya esta
tomando. Cuando su médico le recete un medicamento de mantenimiento, pidale una receta para un
suministro de 90 dias, ya que el programa de pedidos por correo solo puede surtir la receta en la cantidad
que su médico indique.

Con eso, pueden surtirle su medicamento usando los siguientes métodos:

e-Prescribe
Pidale a su médico que envie una receta electronica a OptumRx.

En linea

Visite www.optumrx.com y seleccione “Get Started” (Comenzar) o use la aplicacion OptumRx.
A partir de ese momento puede surtir sus medicamentos nuevos; transferir otros al servicio de
entrega a domicilio, y mas.

n Teléfono
ﬂ Llame al 866-354-0090 (sin cargo) para hablar con un representante de servicio al cliente.

Una vez que OptumRx reciba su pedido completo de un medicamento de receta nuevo, su medicamento
le llegara en un plazo de 10 dias habiles.

.Necesita su medicamento de inmediato?
Pidale a su médico una receta para un suministro de un mes que se pueda surtir de inmediato en una
farmacia participante.

Es facil resurtir sus medicamentos

Con OptumRx es muy facil resurtir sus medicamentos o consultar cuantos resurtidos le quedan. Una vez
que se registre en linea, recibira un recordatorio por correo electronico cuando llegue el momento de
resurtir su medicamento y la mayoria de los medicamentos de mantenimiento se enviaran
automaticamente. También puede controlar cuando recibe su medicamento y cancelar una receta en linea
en OptumRx o llamando a Servicio al Cliente al 866-354-0090. Los pedidos de resurtidos se entregan en
aproximadamente siete dias habiles.
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TIET KIEM THOI GIO VA TIEN BAC

Pit mua thude theo toa gui dén tan nha

Quy vi s tiét kiém dugc tién khi dit mua mét s6 loai thude duy tri qua buu dién va cing lac quy
vi con ¢o6 theé nhan dugc so lugng thude cao hon.
Pit mua thudc theo toa qua buu dién thuin tién vi:

e Thudc giri #én nha qua OptumRx an toan, tin tuéng va mién phi gia gui tiéu chuan.

e Thudc theo toa duoc gui dén tan nha.

e (Cothé quy vi s& phai tra it tién hon cho luong thude du dung 90 ngay.

e Duoc si chuyén mén sén sang tra 1oi moi thic mic ctia quy vi 24/24.

Hay bat dau

Giri mua thudc theo toa hay chuyén toa thudc tir nha thude khac qua OptumRx rat dé. Khi bac si
cho toa thudc duy tri, hay y€u cau bac si viét cho quy vi mdt lugng thuoc du dung 90 ngay, 1y do
1a vi chuong trinh dat mua thudc qua buu dién chi c6 thé giri thuoc ding so lugng bac si chi dinh.

Sau d6, thudc theo toa ctia quy vi s& duoc cip theo nhitng phwong phép sau day:

Hoi xin béc si giri toa thuc qua phuong phép dién tir dén OptumRx.

@ e-Prescribe (Cho toa theo phwong phap dién tir)

Trén mang

Vao trang www.optumrx.com va chon “Get Started” ("Hay bat dau") hodc dung tmg
dung OptumRx. Qua mang hay tmg dung nay, quy vi co thé dit mua thudc theo toa méi,
chuyén toa thudc cii guri thang vé nha, va quy vi ciing c6 thé 1am dugc nhiéu didu khac.

whdw Qua di¢n thoai N
ﬂ Goi s0 866-354-0090 (mien phi) va n6i chuyén vdi nhan vién phuc vu khach hang.

Mot khi OptumRx nhan dugc yéu cau dit mua toa thudc méi dﬁy du ctua quy vi, quy vi s€ nhan
duogc thudc trong vong 10 ngay 1am vigc.

Néu quy vi can thudc ngay lap tirc
Xin bac si cho quy vi toa thude du dung cho mot thang. Quy vi s€ mua dugc thudc nay ngay tai
cac nha thudc dia phuong c6 tham gia trong chuong trinh bao hiém.

Mua thém thudc rat dé

OptumRx giiip quy vi mua thém thudc, hay xem minh con bao nhiéu 1an mua thém thudc, mot
cach dé dang. Sau khi quy vi di ding ky trén mang, dén lac can mua thém thude, quy vi s& nhan
dugc email nhic quy vi, va dbi voi phan 16n cac loai thude duy tri, chuong trinh s& ty dong gui
thudc cho quy vi. Quy vi ciing c6 thé quyét dinh khi nao quy vi muon nhan thudc va bo toa thudc,
trén mang tai OptumRx, hodc goi Ban Phuc vu khéch hang tai s6 866-354-0090. Sau khi quy vi
hoan tat thu tuc dat mua thém thudc, quy vi s€ nhan dugc thube trong khoang 7 ngay lam viéc.
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April 8, 2020

To:  All Participants
UNITE HERE Northwest Health Trust

From: Erik Van Rossum, Chairman
Howard Cohen, Secretary

Re: COVID-19 Response - Extension of Benefits

UNITE HERE Northwest Health Trust, your health fund, is
taking care of you during these tough times!

The situation with COVID-19 (Coronavirus) continues to evolve quickly. The Trustees of
the UNITE HERE Northwest Health Trust know that those in our industry are affected the
most through reduction in hours, layoffs and closures; which impact you and your family.
But we are here to help and are working to appropriately respond to support your health
coverage needs. To assist you during this unprecedented time, the Trustees have
implemented an Extension for Those Who Lose Coverage During the COVID-19 Crisis.

What this means to you:

If you had coverage in any month February through April, the Extension of Coverage will
allow you to keep your coverage through at least July at no cost to you. The extension
would be effective for terminations, lay off and reductions beginning in March 2020.

Will we cover your So that you and any
If you don’t work enough Monthly Payment, covered dependents can
hours in... including any Employee keep your coverage in...
contribution?
March YES May
April YES June
May YES July

If you have questions about your health coverage or eligibility, please call the
Administration Office using the phone numbers above.
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8 de abril de 2020

A: todos los participantes
UNITE HERE Northwest Health Trust

De: Erik Van Rossum, Presidente
Howard Cohen, Secretario

Asunto: Respuesta ante COVID-19 - Extension de beneficios

iUNITE HERE Northwest Health Trust, su fondo de salud, lo esta
cuidando durante estos tiempos dificiles!

La situacion con COVID-19 (Coronavirus) continda evolucionando rapidamente. Los
fideicomisarios de UNITE HERE Northwest Health Trust saben que en nuestra industria nos
hemos visto muy afectados por el recorte de horas, despidos y cierres, cuyas medidas
afectan a usted y a su familia. Pero estamos aqui para ayudarle y estamos tomando medidas
para responder debidamente y apoyar sus necesidades de cobertura de seguro médico.
Para ayudarle durante este suceso sin precedentes, los fideicomisarios han implementado
una extension para quienes pierdan cobertura durante la crisis de COVID-19.

Lo que esto significa para usted:

Si tuvo cobertura en cualquier mes entre febrero y abril, la extension de cobertura le
permitird conservar su cobertura por lo menos hasta julio sin costo alguno para usted. La
extension tendra efecto en los casos de despido, paro forzoso y recortes de personal a partir
de marzo de 2020.

icubriremos su pago para que usted y sus
Si no trabaja suficientes = mensual, incluida la dependientes cubiertos
horasen... contribucién del puedan conservar su
empleado? cobertura en...
Marzo Si Mayo
Abril st Junio
Mayo Si Julio

Si tiene preguntas sobre su cobertura médica o su elegibilidad, llame a la Oficina de
Administracién a los numeros de teléfono indicados anteriormente.
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Ngay 8 thang 4, 2020

Gwri: T4t ca cac hoi vién
UNITE HERE Northwest Health Trust Fund

Tw: Erik Van Rossum, Chu tich
Howard Cohen, Téng thu ky

Vé viéc:Pap (rng véi tinh trang COVID-19 — Gia han quyén lgi bao hiém

UNITE HERE Northwest Health Trust,
quy bao hiém strc khde clia quy vi,
sé cham lo cho quy vi trong giai doan khé khan nay!

Tinh trang bénh COVID-19 (Coronavirus) hién nay tiép tuc thay di nhanh chéng. Hoi déng quén tri
Quy bao hiém UNITE HERE Northwest Health Trust hiéu rang tat cd moi ngudi trong nganh cong
nghiép ctia chung ta bi anh hwdng ndng né nhét bdi tinh trang gidm gi¢r lam viéc, sa thai va hang s&
doéng clra, va diéu dé anh hwéng dén quy vi va gia dinh. Nhwng xin quy vi ludn nhé rang, chung toi
cé mét noi day dé hd tro' quy vi va ching tdi dang tan lwc cd gang dap ng cac nhu cau bdo hiém
strc khde ctia quy vi. Nham muc dich giup d& quy vi trong giai doan kho khan chwa tirng cé nay, Hoi
ddng quan tri da thanh l1ap va dang thuc thi chwong trinh Gia han cho nhirng nguoi bi mét quyén loi
bao hiém trong con khiing hoang COVID-19.

Do6i vé&i quy vi, diéu nay c6 nghia la:

Néu quy vi cé bao hiém trong bat ct thang nao gitra thang 2 va thang 4, chwong trinh Gia han
quyén loi bao hiém sé& cho phép quy vi dwoc co bdo hiém téi thiéu la cho dén hét thang 7, mién phi
cho quy vi. Chwong trinh gia han nay sé c6 hiéu lwc cho cac trwdng hop bi nghi viéc, sa thai va gidm
gi® lam viéc bat dau tir thang 3, 2020.

Chwong trinh c6 dai tho Lé phi  Dé giGp quy vi va tat ca

Néu quy vi khong lam da  hang thang cua quy vi, ké ca ngwoi phu thuéc cta quy vi

gi® trong... phan Nhan vién déng gép hién c6 bao hiém dwoc dai
khong? tho trong...

thang 3 co thang 5

thang 4 co thang 6

thang 5 co thang 7

Néu quy vi c6 diéu gi thac mac lién quan dén quyén lgi bao hiém hay tinh trang hoi da diéu kién
hwéng quyén loi bao hiém, vui long lién lac véi Van phong Quan tri theo nhivng sé dién thoai ghi trén.
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March 19, 2020

To:  All Participants
UNITE HERE Northwest Health Trust

Re: Important Health Plan Changes Effective March 1, 2020

This is a summary of material modification describing benefit changes adopted by the Board
of Trustees. Please be sure that you and your family read it carefully and keep this document
with your Summary Plan Description Booklet.

TELEHEALTH/TELEMEDICINE SERVICES

Effective March 1, 2020, the UNITE HERE Northwest Health Fund will cover
“Telehealth/Telemedicine” services. Under this coverage the Trust will pay for two-way, real-time
audiovisual interactive audio and visual communication between the patient and the healthcare
provider. This interaction does not involve direct, face-to-face or hands-on patient contact. Benefits
for these visits will be covered the same as for any other office visit at 90% after $20 copay if an Aetna
preferred provider is used and at 60% after a $20 copay if a non-preferred provider is used. These
benefits are not subject to the deductible.

IMPORTANT BENEFIT MODIFICATIONS - COVID-19

Coverage for novel (new) coronavirus (COVID 19) has been modified until further notice as follows:

COVID-19 Testing

e The Trust will waive any out-of-pocket costs associated with testing for COVID-19
for both PPO and non-PPO providers. This would include the cost of the test as well
as office visits or other provider charges related to testing.

e The Trust will suspend any prior authorization requirement for testing of COVID-19.

Prescription Refills — Retail and Mail Order

e The Trust will allow a one-time early refill on prescriptions drugs. (The early refill
allowance would not apply to certain controlled substances.)

Extension of Time Loss Benefits

e The Trust will extend time loss benefits to participants who do not otherwise qualify
for unemployment insurance who are required to quarantine on a physician’s orders,
self-quarantine due to exposure or who are immune-compromised and advised to
self-quarantine. Contact the Administration Office to obtain the appropriate
application for this benefit.

If you have any questions regarding these changes, please contact the Administration Office using the
phone numbers above.
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19 de marzo de 2020

A: todos los participantes
UNITE HERE Northwest Health Trust

Asunto: Cambios importantes en el plan de seguro médico a partir del 1 de marzo de 2020

Este es un resumen de la modificacion importante que describe los cambios en los beneficios
adoptados por el consejo de administracion. Asegurese de que usted y su familia lo lean
detenidamente y conserve este documento con su folleto de descripcion resumida del plan.

SERVICIOS DE TELESALUD/TELEMEDICINA

A partir del 1 de marzo de 2020, UNITE HERE Northwest Health Fund cubrird los servicios de
"telesalud/telemedicina". En virtud de esta cobertura, el Fideicomiso pagara la comunicacién audiovisual
interactiva en tiempo real entre el paciente y el proveedor de atencion médica. Esta interaccion no es
contacto directo, presencial o en persona con el paciente. Los beneficios para estas consultas estaran
cubiertos de la misma manera que para cualquier otra cita en el consultorio al 90% después de un copago
de $20 si se usa un proveedor preferido de Aetna y al 60% después de un copago de $20 si se usa un
proveedor no preferido. Estos beneficios no estan sujetos al deducible.

MODIFICACIONES IMPORTANTES A LOS BENEFICIOS - COVID-19

La cobertura para el nuevo coronavirus (COVID 19) se ha modificado hasta nuevo aviso de la siguiente
manera:

Pruebas de COVID-19

¢ El Fideicomiso anulara los gastos de bolsillo asociados con las pruebas de COVID-19
para proveedores PPO y no PPO. Esto incluiria el costo de la prueba, asi como las citas
en el consultorio u otros cargos del proveedor relacionados con la prueba.

e El Fideicomiso suspendera el requisito de autorizacion previa para la prueba del
COVID-19)

Resurtidos de recetas - Farmacias v pedidos por correo

¢ El Fideicomiso permitira el resurtido temprano una sola vez de medicamentos recetados.
(La autorizacion para resurtido temprano no se aplica a ciertas sustancias controladas).

Extension de beneficios por pérdida de tiempo

¢ El Fideicomiso extendera los beneficios por pérdida de tiempo a los participantes que de
@ otro modo no califican para el seguro de desempleo que estan obligados a cuarentena por

orden de un médico, se ponen en cuarentena debido a la exposicion o que estan
inmunocomprometidos y se les recomienda ponerse en cuarentena. Comuniquese con la
Oficina de Administracion para obtener la solicitud adecuada para este beneficio.

Si tiene alguna pregunta con respecto a estos cambios, comuniquese con la Oficina de Administracion
llamando a los niumeros de teléfono indicados arriba.
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Ngay 19 thang 3, 2020

Gui:  Tét ca cac hoi vién
UNITE HERE Northwest Health Trust Funds

V& viéc: Thay d6i quan trong cua chuong trinh bao hiém sirc khoe, hiéu luc ké tir ngay 1 thang 3, 2020

Dy la ban tom tdt nhitng diéu chinh quan trong déi Véi Cac thay déi vé quyén lgi bao hiém da dwec Hai dong
qudn tri thdng qua. Xin cac bgn va gia dinh nhé doc can thgn va gii tai ligu nay cung vdi Tdp tai ligu tom tat
quyén lgi bdo hiém.

DICH VU CHAM SOC SUC KHOE TU XA/DICH VU PIEU TRI Y KHOA TU XA

Hiéu luc ké tir ngay 1 thang 3, 2020, Quy bao hiém UNITE HERE Northwest Health Trust Funds sé& dai tho cho cac
dich vu “Cham séc sirc khoe tir xa/Diéu trj y khoa tir xa”. Qua quyén lgi dai tho nay, Quy bao hiém s& dai tho cho
phuong phép giao tiép bang am thanh va hinh anh, nghe nhin hai chiéu, trong thoi gian thuc, gitra bénh nhan va nha
cung cap dich vu chdm séc strc khoe. Su giao tiép nay s& khdng la viéc tlep xuc truc tiép, gap tan mat, hoac lam viéc
truc tiép va6i bénh nhan. Quyén loi bao hiém cho nhitng 1an kham nhu thé nay s& dwoc dai tho gidng nhu nhitng bubi
kham tai van phong, & mirc 90% sau khi tra $20 tién dong tra, néu hoi vién dung nha cung cap dich vu chim soc sirc
khoe wu tién ciia Aetna, va & mic 60% sau khi tra $20 tién dong tra, néu hoi vién khéng dung nha cung cap dich vu
cham soc sirc khoe wu tién. Nhitng quyén loi bao hiém nay khong anh huéng béi khoan tién khiu trir.

SUA POI QUAN TRONG VE QUYEN LQI - COVID-19

Quyén loi bao hiém cho truong hopvirus corona méi (COVID 19) duoc stra ddi nhu sau cho dén khi c6 thong bao méi:

Thir nghiém COVID-19

e Quy bao hiém s& mi&n moi chi phi tu tra lién quan dén viéc thir nghiém COVID-19 qua ca hai
thanh phan nha cung cép dich vu cham séc stc khoe PPO va khong phai PPO. Céc chi phi dugc
mi&n bao gom chi phi thir nghiém ciing nhu nhirng lan di kham tai van phong, hogc nhiing chi
phi khac ma nha cung cap dich vu cham séc sirc khoe tinh lién quan dén thir nghiém.

e Quy bao hiém s& tam ngung 4p dung diéu kién phai dwoc chip thuan truéc khi lam thir nghiém
COVID-19.

Mua thém thudc theo toa — Mua thuéc tai nha thuéc ban I¢é hay dit mua qua bwu dién

e Quy bao hiém s& cho phép mua thém thudc theo toa som mét lan. (Viéc dugc mua thém thudc
theo toa s6m nay sé khong &p dung cho nhitng loai thuoc bi kiém soét.)

Gia han quyén lgi bio hiém trong théi gian khéng dwoc l1am viéc

e Quy bao hiém s& gia han quyén lgi bao hiém trong thoi gian khong dugc lam viéc cho nhiing
hoi vién khong du diéu kién duoc 1anh bao hiém that nghiép ma bi bét budc phai cach ly theo
Iénh béc si, phai tu cach ly vi ¢6 tiép xdc vaéi ngudn bénh, hoic 1 nhimg nguoi ¢d hé mién dich
suy yéu va dugc khuyén nén tu cach ly. Vui 1ong lién lac véi Van phong Quan tri dé xin don ghi
danh danh riéng cho quyén lgi nay.

Néu quy vi co diéu gi thac méc lién quan dén nhing thay doi nay, vui long lién lac voi Vian phong Quan tri theo nhiing
s6 dién thoai ghi trén.
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February 28, 2020

To:  All Participants
UNITE HERE Northwest Health Trust

Re:  Weekly Disability Benefit Update

This is a summary of material modification describing benefit changes adopted by
the Board of Trustees. Please be sure that you and your family read it carefully and
keep this document with your Summary Plan Description Booklet.

The Board of Trustees is pleased to announce that effective January 1, 2020 the weekly
disability benefit was increased from $225 per week to $400 per week, with an additional
increase of $10 per week effective on January 1% of each subsequent year until further notice.

The increases apply only to participants who are eligible under Rule A. The Rule B benefit
will remain at the current benefit level.

The Trustees also directed that weekly disability benefits be offset by any benefits received
under the Washington Paid Family and Medical Leave program.

If you have any questions regarding these changes, please contact the Administration Office

using the phone numbers above.

Board of Trustees

UNITE HERE Northwest Health Trust
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September 2018

IMPORTANT NOTICE: PLEASE KEEP WITH PLAN MATERIALS

TO: Participants and Beneficiaries of the UNITE HERE Northwest Health and Pension Trust
Funds

FROM: Board of Trustees

RE: ADMINISTRATIVE OFFICE CHANGE EFFECTIVE OCTOBER 1, 2018

We have a very important announcement to make regarding a change in administration of the
UniteHERE Northwest Trust Funds effective October 1, 2018.

What this change means to you:

v NEW ID Cards

New ID cards will be issued to all UNITE HERE Northwest Health Trust Fund Participants
before October 1, 2018. In the meantime, please continue to use your current ID card when
obtaining any medical, prescription drug, dental and/or vision services covered under the
Trust. Please watch your mail for the new cards and begin presenting them for services
received on or after October 1, 2018. If you find errors on your newly issued ID cards or
do not receive your cards prior to October 1, 2018, please contact
Northwest Administrators, Inc. immediately.

v" NEW Customer Service Telephone Numbers
The Funds’ toll free customer service telephone numbers will change effective
October 1, 2018.

0 Phone: (206) 753-1097 or toll-free at (844) 411-0786

v"  NEW Fund Administrative Office and Address - Northwest Administrators (NWA)
NWA has offices in Seattle, Washington and Portland, Oregon.

Seattle Portland
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

NOTE: The addresses shown above should only be used on and after October 1, 2018.
Until then, please continue to use the current address.
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This change does not affect your medical, dental, prescription, vision, life, AD&D or pension
benefits. All other contact information is staying the same — review the chart at the bottom of the
page for a comprehensive list of benefit contacts.

Following careful consideration, the Board of Trustees has decided to change the Fund
administration from Welfare & Pension Administration Service, Inc. (WPAS) to
Northwest Administrators, Inc. (NWA). This change was made to provide you with improved
administrative services at a better cost. As of October 1, 2018, NWA will take over all
administrative functions currently provided by WPAS, including the payment of health and welfare
claims, maintaining Participant eligibility for all benefits provided by the Funds, processing pension
applications, and issuing pension benefits.

NWA is headquartered in Seattle, Washington and has offices throughout the West, including in
Portland, Oregon. NWA has been providing employee benefit plan administration and benefit claim
processing services since 1958. NWA'’s integrated eligibility and claims system is highly secure and
accessible throughout a network of regional offices, ensuring that dedicated customer service staff is
always available to serve UNITE HERE Participants at the highest levels. Additionally, multilingual
support is available both via phone and in-person at the Seattle and Portland offices.

WPAS and NWA staffs are working closely with the Trustees to make the transition as smooth as
possible in order to avoid any inconvenience to Fund Participants. We ask for your patience during
the transition process as we work toward this long term improvement for participants in the Fund.
Thank you.

Trust Health Plan Contact Information:

(206) 753-1097 or
toll-free at (844) 411-0786

Trust Office Northwest Administrators, Inc.

Medical | Aetna

www.aetnha.com

Prescription

(888) 354-0090
Www.optumrx.com

(800) 797-3381
www.cignadentalsa.com

(866)289-0614
WwWw.eyemedvisioncare.com

Drugs Optum Rx
Dental Cigna
Vision EyeMed
DE/ea
cC: Board of Trustees

Trust Counsel

Trust Consultant

Participating Employers

Fund Administrative Office Staff
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Septiembre 2018

AVISO IMPORTANTE: CONSERVAR CON LOS MATERIALES DEL PLAN

PARA: Participantes y beneficiarios del UNITE HERE Northwest Health and Pension Trust Funds
DEL: Consejo Directivo

ASUNTO: CAMBIO DE LA OFICINA ADMINISTRATIVA DESDE EL 1 DE OCTUBRE
DE 2018

Tenemos un anuncio muy importante sobre un cambio en la administracién del UNITE HERE Northwest
Trust Funds que entraré en vigencia el 1 de octubre de 2018.

QuEé representa este cambio para usted:

v" NUEVAS tarjetas de identificacion

Se emitirdn nuevas tarjetas de identificacion a todos los participantes en el Fondo Fiduciario
UNITE HERE Northwest Health antes del 1 de octubre de 2018. Mientras tanto, continle usando
su tarjeta actual de identificacion cuando obtenga algin servicio médico, de medicamentos
recetados, dentales y/o de vision con cobertura del Fondo. Revise su correo para recibir las
nuevas tarjetas y comience a presentarlas para los servicios que se le proporcionen a partir
del 1 de octubre de 2018. Si encuentra algun error en las nuevas tarjetas de identificacién o no
recibe sus tarjetas antes del 1 de octubre de 2018, comuniquese de inmediato con
Northwest Administrators, Inc.

v" NUEVOS numeros de teléfono de servicio al cliente
Los nameros de teléfono gratuitos de servicio al cliente del Fondo cambiaran a partir del
1 de octubre de 2018.

0 Teléfono: (206) 753-1097 o la linea gratuita (844) 411-0786

v NUEVA oficina administrativa del fondo y NUEVA direccion -
Northwest Administrators, Inc. (NWA)
NWA tiene oficinas en Seattle, Washington y Portland, Oregon.

Seattle Portland
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

NOTA: Las direcciones anteriores deben usarse solamente a partir del 1 de octubre de
2018. Hasta esa fecha, continue usando la direccion actual.
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Este cambio no afecta sus beneficios médicos, dentales ni de recetas médicas, visién, vida, muerte
accidental y discapacidad o pensién. El resto de la informacion de contacto permanece igual. Revise el
cuadro en la parte inferior de la pagina para ver la lista completa de los contactos de beneficios.

Después de una cuidadosa evaluacién, el Consejo Directivo ha decidido transferir la administracion del
Fondo de Welfare & Pension Administration Service, Inc. (WPAS) a Northwest Administrators, Inc.
(NWA). Se efectuo este cambio para ofrecerle mejores servicios administrativos a un menor costo. A
partir del 1 de octubre de 2018, NWA asumird las funciones administrativas que actualmente proporciona
WPAS, incluido el pago de las reclamaciones de salud y bienestar, el mantenimiento de la elegibilidad de
los participantes para todos los beneficios que proporcionan los Fondos, el procesamiento de solicitudes
de pensiones y la emision de los beneficios de pensiones.

La sede de NWA se encuentra en Seattle, Washington y cuenta con oficinas en todo el oeste, incluso en
Portland, Oregon. Desde 1958, NWA ha ofrecido servicios de administracion de planes de beneficios
para empleados y de procesamiento de reclamaciones de servicios. La elegibilidad integrada y el sistema
de reclamaciones de NWA tiene un alto grado de seguridad y accesibilidad a través de una red de oficinas
regionales. De esta manera, se asegura que personal especializado en servicio al cliente siempre esté
disponible para atender a los participantes de UNITE HERE con la mejor calidad. Ademas, se ofrece
apoyo en varios idiomas tanto por teléfono como en persona en las oficinas de Seattle y Portland.

El personal de WPAS y el de NWA estan trabajando conjuntamente con los Fideicomisores para facilitar
en lo posible la transicion, a fin de evitar inconvenientes para los participantes en el Fondo. Le pedimos
paciencia durante el proceso de transicién mientras trabajamos para lograr esta mejora a largo plazo para
los participantes en el Fondo. Gracias.

Informacion de Contacto del Plan Médico del Fondo:

(206) 753-1097 0

@itelarre N =eale ol Northwest Administrators, Inc. la linea gratuita (844) 411-0786

Médicos Aetna www.aetna.com

Medicamentos
recetados

(888) 354-0090

Optum Rx
WWWw.optumrx.com

(800) 797-3381

Cigna www.cignadentalsa.com

(866)289-0614

|
Dentales

YIS EyeMed www.eyemedvisioncare.com
DE/ea
cc: Consejo Directivo

Abogado del fideicomiso

Asesor del fideicomiso

Empleadores participantes

Personal de la oficina administrativa del Fondo



UGN

KAFN

EE=F

UNITE

NORTHWEST TRUST FUNDS

2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

2018 49 A

HEEF: ES IR —FERE

UNITE HERE Northwest Health and Pension Trust Funds (3% [E T. <8¢ B3 74 b 3 {ek 5 Al
RESEIEESS) S MEMZEAN

XIERAR

THEHDASAEFEH 20184F 10 A 1 HEEAER

T 2018 42 10 A 1 HA%4f) UNITE HERE Northwest Trust Funds & ¥4 8, WATKA T
— IR EE A

BEIRAR B R R 3RS

v

S AIE

PR 2018 4F 10 A 1 HZ AT A UNITE HERE Northwest Health Trust
Fund MIZN&E . LN, SRS ARG ET . 5%, FRA/BH0 71 R
i kSl IS IE S E. EEEEKIAREE SE, FHEE 2018 £ 10 A 1
HELZ GRS R S e, RS RIS & SAmiE FAE B R EE 2018
F10 A 1 HZHERILEHT S0, 8 LRI R Northwest Administrators, Inc..

R RS TS SR
AIE G R P 7RSS B AR R T 2018 4 10 H 1 HEEA L

o HiE: (206)753-1097 A7 HiF (844) 411-0786

RS STEEE A B Rl — Northwest Administrators (NWA)

NWA 7S R o A 1] T R 4 80y XM B 22 T AT 7p A

PaHE A &
2323 Eastlake Avenue E 700 NE Multnomabh Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

R BERMHUNTE 20184 10 A 1 HRZJEHMEH. AT, TH44SEMMH Sk,



UNITE HERE Northwest Trust Funds Shs
2018 #£9A
g£20

HWEEALEHEHREST TR T4 WA AT BAIFRFECERFZEE . ra
PR S RFFAZ — IHEEATURMAER, PERIGE R R AR R A2

ZHEFEE, IR RSI KIS E M E Welfare & Pension Administration Service,
Inc.(WPAS) ¥ X~ Northwest Administrators, Inc.(NWA). AR 5 75 DLEAR I A R S At ok
BEFERERS . E 2018 4F 10 H 1 Hifd, NWA K% WPAS HAT#2 gt pr A 17 B 2R R, B
FESAHMEREAAE R R . RS MERGRE SR AEREA TR IR E S HIE AR
FEEEAEH]

NWA BB ALT AR v T, AR al & iy 2 N4l BIEERE XM 2T B
1958 LK, NWA —HE 54 03 TARFITH )& BAR R R B BR 55 . NWA Hi R %
G HoAP L DX A AR 2% U5 ] O 28 6 BEAS VP ARG AL B AR 48, Wl DR Mk 0% )7 IR 55 N B e
BEIS2y UNITE HERE SN R BLi U IR g% . tbAt, DUAEEIAIECRy 22 Jp o AL IE S ik v 3k AT L7
EA-EPESE

WPAS M1 NWA TAENGIEE 52 NEDI G AF, (R TR 5e ik, D fsn e S
HARAERIAME . AR, TR EN 0N, BA TR BN AR H 2% T RG2S &l
R 55 2 -

R RIBCRE B :

(206) 753-1097 B3 B 1%

= 7 A ini
fBRDAE Northwest Administrators, Inc. (844) 411-0786

Eﬁ ‘ Aetna www.aetna.com

(888) 354-0090
W75 Optum Rx www.optumrx.com

. ] (800) 797-3381
F# Cigna www.cignadentalsa.com
(866)289-0614
) EyeMed www.eyemedvisioncare.com
DE/ea
Pik: ZHEAE
(EERFX U]
BRI
ZH5EE

RERITBIIMAENG



UNITE
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2323 EASTLAKE AVE E. « SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

Centsi0ps 2018 1.

BAKHOE YBEJOMJIEHUE: MTOKAJYWCTA, COXPAHUTE BMECTE C ILIAHOBBIMH

MATEPHAJIAMHU
KOMY: VYyactaukam u BeirogonpuooperatensiMm UNITE HERE Northwest Health and Pension
Trust Funds
OT KOTI'O: CogeTt noneyuTenei
TEMA: N3MEHEHUE AJIMUHUCTPATUBHOT'O O®PUCA HAYUHAS C 1 OKTSBPS
2018 T.

Mpsl cobupaemcsi caenath BakHOe 0O0bsBiIeHHMEe 00 m3meHeHnu aamuuuctpupoBanus UNITE HERE
Northwest Trust Funds, koropoe Berynur B cuiy ¢ 1 okrsiops 2018 r.

Yto 3T0 H3MEHEHHEe 03HAYAET AJIsl Bac:

v' HOBBIE uieHTH(GUKAIMOHHDIE KAPThI

Hosrle nnentudukanuonnsie kapTel 0ynyT Bbinansl BceM yuactHukam UNITE HERE Northwest
Health Trust Fund no 1 oktsa6ps 2018 r. Iloka 4ro mpopoipKaiTe HCIONB30BaTh Bally
HBIHEIIHIOI WICHTU(PUKALMOHHYI0 KapTy IpHU IOJYyYEHUH JIHOOBIX JICKapCTB IIO pPELENTy,
MEIUIUHCKHUX, CTOMATOJOTMYECKHX W/WIN ONTHYECKUX YCIYT, IOKPHIBAeMBIX TpacTOBBIM
¢ongoM. Bbl mosyuuTe HOBBIE KApPThl IO NOYTE M CMOKeTe MNPEAbSBIATH HUX MPH
noJiydyeHuu ycayr HayuHasi ¢ 1 okrsaops 2018 r. Eciu Bel 0OHapyXHWTE OMIMOKK B BaIIUX
HOBBIX HJICHTU(UKAIIMOHHBIX KapTax WIM HE TOJIydduTe CBOM KapThl 70 1 oktsopst 2018 r.,
HeMeieHHo oOparutech B Northwest Administrators, Inc.

v' HOBBIE tenedonnbie HoMepa caykObl IOIEePKKH KIMEHTOB
BecrnaTHeie TenedoHHBIC HOMEpPaA CITY)OBI IOJICPKKH KIMEHTOB DOHI0B H3MEHSATCS HAYMHAS C
1 oxTs16psa 2018 1.

0 Tenedon: (206) 753-1097 uim a5 decmaaTHbIX 3B0HKOB (844) 411-0786

v HOBBIN aJMUHMCTPAaTHBHBINA ouc PoHaa U ero ajpeca -
Northwest Administrators (NWA)

Oducet NWA pacnonoxkens! B Cudtiie, mrat Bamuarron, u [loptienae, mrat Operos.

Cuda Hoptaenn
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

INPUMEYAHME: BelmeykazanHble agpeca OyAyT HCIOJb30BATHCHA TOJbKO HAa4YMHAA ¢ 1
okTs0pn 2018 r. o Tex mop, mokaayicTa, MpoaoJKaiiTe HCMOJb30BATH HbIHEIIHUIA ajgpec.



VYyactaukn UNITE HERE Northwest Trust Funds
Cents6ps 2018 r.
Crpanuna 2

JT0 u3MeHeHHe He TOBJIHWSET HA Ballle MEIUIHHCKOEe, CTOMATOJOrHYECKOe, pelenTypHoe,
ONTHYECKOE WJIM NMEHCHOHHOE oDecliedyeHne, a TaK:Ke CTPAXOBaHHe )KM3HU M HA cJydaid cMepTH U
yBeubsi B pe3yJbTaTe HeCHUaCTHOIro ciay4asi. Bes mpodass koHTakTHas uHpoOpManus ocraercss 0e3
W3MEHECHUH — O3HAKOMBTECh C TAOJNHWICH B HIDKHEH YacTH CTPAHHIIBI, COACPXKAIICH MONHBIA CITUCOK
KOHTAKTHBIX JJAHHBIX MO MPEOCTABIACMBIM YCIYTaM.

[Tocne TmarensHOoro paccMorpenusi COBET MOMEUUTENCH peruil 3aMeHUTh ynpaBicHue DoHAoM C
Welfare & Pension Administration Service, Inc. (WPAS) na Northwest Administrators, Inc. (NWA). 9to
M3MEHEHHE ObLIO CCNIaHO, YTOOBI MPEIOCTABUTh BaM YIIYUIIEHHOE aIMUHHCTPATHBHOE OOCITYyXKHBaHHE
o OoJjiee mpuBiekarenbHol NieHe. Hauwnnas ¢ 1 oktsa0ps 2018 r. oprannzanust NWA npumer Ha ce0sl Bce
aJIMMHUCTPATUBHBIC (DYHKIMH, HBIHE ocymiecTBisieMbie WPAS, BkIO4ast oriaTy 1o 3asBKaM Ha YCIIyTH
3IPaBOOXPAHEHUS W COLHAJILHOTO OOECIeUeHUs, COXpaHsAs IpaBa ydJacTHHKA HAa IOIYYEHHE BCEX
MoCOOMi W JIbIOT, IMpenocTaBisieMblx DoHmamu, 00paOOTKOW IEHCHOHHBIX  3asBICHUM U
MpeI0CTaBIeHUEM ITIEHCHOHHOTO 00eCTIeYeHNSI.

I'maBnoe ynpaeneane NWA pacnonoxeno B r. Cuatie, mrat BamHITOH, 1 iMeeT GUIUalbl Ha 3amaje
CIIA, Bxmouas [loptnenn, mrat Operon. C 1958 r. opranmzanus NWA  3aHumaercs
aJIMUHHUCTPUPOBAHUEM IUIAHOB MOCOOUH M JBroT A paOOTHUKOB M 00pabOTKOH 3asBOK Ha MOCOOHS U
neroThl. KoMImIekcHas cuctemMa COOTBETCTBHS TpeOoBaHMSAM M 3asBOK NWA obecrieunBacT BBICOKYIO
0€301acHOCTh M JIOCTYITHOCTh C TIOMOIIBIO CETH PErHOHAJBHBIX O(QHUCOB, Oarogapsi 4Yemy NpeaHHbIC
CBOEMY JeNy COTPYIHUKH CIy>KOBI TOJACPKKH KIMEHTOB BCET/Ia TOTOBBI OOCIY)KUTh YYaCTHHUKOB
UNITE HERE na Bbicouaiiem ypoBHe. Kpome Toro, cymiecTByeT MHOTOS3bIYHAS MOAEP)KKA KaK I10
TeaedoHny, Tak ¥ JTu4HO B opucax B Cudtiie u [ToptieHne.

Corpymaukun WPAS u NWA TecHO cOTpyOHMYAIOT C MOINEYUTENSIMH, YTOOBI oOecneunTh Hanbonee
TUTaBHBIA TIepexo] M M30exarh JIoObIX HeymoOcTB i ydacTHHMKOB Donpa. [IpocuM Bac mposBUTH
TEpIIEHHE BO BpPEeMs IEPEXOTHOro Ipolecca, IMOCKOJIbKY Mbl paboTaeM Haj AJUTEIbHBIM YIIy4IICHHEM
11t yaactHuKOB ®onma. Cracu6o!

KonrakTHast nuandop MalMs 10 TPACTOBOMY MEIUIIMHCKOMY IJIAHY:

DG (206) 753-1097 uiu st GecnIaTHBIX 3BOHKOB

TpacroBoro Northwest Administrators (844) 411-0786
¢onna

Memuuscias Aetna www.aetna.com
nmoMoIIb

JlexapcTBa mo Optum Rx (888) 354-0090
peuenty www.optumrx.com

(800) 797-3381
www.cignadentalsa.com

(866)289-0614
www.eyemedvisioncare.com

DE/ea

konus: CoBeT noneuyurenei
Coser TpacroBoro ¢gonzna
TpacToBbIll KOHCYIBTAHT
VYdacTByromue pabOTHUKA
CotpyaHuku agMuHHCTpaTHBHOTO 0rica PoHna
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2323 EASTLAKE AVE E. - SEATTLE, WA - 98102
LOCAL (206) 753-1097 OR TOLL FREE (844) 411-0786

Setyembre 2018

MAHALAGANG PAUNAWA: PAKITAGO ITO KASAMA
NG MGA MATERYALES NG PLANO

PARA SA: Mga Kalahok at Benepisyaryo ng UNITE HERE Northwest Health and Pension Trust
Funds

MULA SA: Konseho ng mga Tagapangalaga

TUNGKOL SA: PAGBABAGO SA TANGGAPANG PAMPANGASIWAAN NA
MAGKAKAROON NG BISA SA OKTUBRE 1, 2018

Mayroon kaming napakahalagang paunawa na may kinalaman sa isang pagbabago sa pangangasiwa sa
UNITE HERE Northwest Trust Funds na magkakaroon ng bisa sa Oktubre 1, 2018.

Ano ang kahulugan ng pagbabagong ito sa iyo:

v" Mga BAGONG ID Card

Bibigyan ng mga bagong ID card ang lahat ng Kalahok sa UNITE HERE Northwest Health Trust
Fund bago ang Oktubre 1, 2018. Samantala, mangyaring ipagpatuloy na gamitin ang iyong
kasalukuyang 1D card kapag kumukuha ka ng anumang serbisyong medikal, de-resetang gamot,
serbisyo sa ngipin at/o paningin na saklaw sa ilalim ng Trust. Mangyaring abangan sa koreo
ang iyong mga bagong card at simulang gamitin ang mga ito para sa mga serbisyong
matatanggap sa araw ng o makalipas ang Oktubre 1, 2018. Kung may makita kang mga mali
sa iyong mga bagong ID card o hindi mo matanggap ang iyong mga card bago dumating ang
Oktubre 1, 2018, mangyaring makipag-ugnayan kaagad sa Northwest Administrators, Inc.

v" Mga BAGONG Numero ng Telepono ng Serbisyo sa Kostumer
Magbabago ang mga numero ng toll free na telepono ng serbisyo sa kostumer ng Fund simula
Oktubre 1, 2018.

0 Telepono: (206) 753-1097 o toll-free sa (844) 411-0786
v" BAGONG Address at Tanggapang Pampangasiwaan ng Fund - Northwest Administrators
NWA

May mga tanggapan ang NWA sa Seattle, Washington at Portland, Oregon.

Seattle Portland
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

TANDAAN: Dapat lamang gamitin ang mga address na ipinapakita sa taas sa araw ng at
makalipas ang Oktubre 1, 2018. Sa ngayon, mangyaring ipagpatuloy na gamitin ang
kasalukuyang address.



Mga Kalahok sa UNITE HERE Northwest Trust Funds
Setyembre 2018
Pahina 2

Hindi inaapektuhan ng pagbabagong ito ang iyong mga benepisyong medikal, benepisyo sa ngipin,
reseta, paningin, buhay, aksidenteng pagkamatay at pagkaputol ng parte ng katawan (AD&D) o
pension. Mananatiling pareho ang lahat ng iba pang impormasyon sa pakikipag-ugnayan — tingnan ang
talaan sa ibabang bahagi ng pahina para sa mas kumpletong listahan ng mga makakaugnayan tungkol sa
benepisyo.

Matapos ang masusing pagsasaalang-alang, nagpasiya ang Konseho ng mga Tagapangalaga na ilipat ang
pangangasiwa sa Fund mula sa Welfare & Pension Administration Service, Inc. (WPAS) tungo sa
Northwest Administrators, Inc. (NWA). Ginawa ang pagbabagong ito para bigyan ka ng pinahusay na
mga serbisyong pangangasiwa sa mas mabuting halaga. Simula Oktubre 1, 2018, hahawakan ng NWA
ang lahat ng pampangasiwaang tungkulin na kasalukuyang ipinagkakaloob ng WPAS, kabilang ang
pagbabayad ng mga claim sa kalusugan at welfare, pagpapanatili ng pagiging karapat-dapat ng Kalahok
para sa lahat ng benepisyong ipinagkakaloob ng Funds, pagproseso ng mga aplikasyon para sa pension, at
pagbibigay ng mga benepisyo sa pension.

Nasa Seattle, Washington ang punong tanggapan ng NWA at may mga tanggapin sa buong West,
kabilang sa Portland, Oregon. Mula pa noong 1958, nagkakaloob na ang NWA ng pangangasiwa ng plano
ng benepisyo ng empleyado at mga serbisyo sa pagproseso ng claim ng benepisyo. Mataas ang seguridad
at madaling gamitin sa kabuuan ng network ng mga panrehiyong tanggapan ang pinagsama-samang
sistema ng NWA sa pagiging karapat-dapat at claims, na tumitiyak na palaging nakahandang maglingkod
ang nakalaang mga tauhan ng serbisyo sa kostumer sa mga Kalahok sa UNITED HERE sa
pinakamatataas na antas. Dagdag pa, may magagamit na suporta sa maraming wika sa kapwa telepono at
nang harapan sa mga tanggapan sa Seattle at Portland.

Nakikipagtulungang mabuti ang mga tauhan ng WPAS at NWA sa mga Tagapangalaga upang ang
paglipat ay maging kasing-ayos nang maaari para maiwasan ang anumang pagkaabala ng mga Kalahok sa
Fund. Hinihingi namin ang iyong pag-unawa sa panahon ng proseso ng paglipat habang nagsisikap kami
tungo sa pangmatagalang pagpapahusay para sa mga kalahok sa Fund. Salamat.

Impormasyon sa Pakikipag-ugnayan sa Trust Health Plan:

Fr;llrjlgtgapan ng Northwest Administrators, Inc. | (206) 753-1097 o toll-free sa (844) 411-0786

Medikal | Aetna Www.aetna.com

Mga De-resetang (888) 354-0090
Gamot www.optumrx.com

(800) 797-3381

Ngipin Cigna www.cignadentalsa.com

(866)289-0614

AL EyeMed www.eyemedvisioncare.com
DE/ea
cc: Konseho ng mga Tagapangalaga

Abogado ng Trust

Sanggunian ng Trust

Mga Nakikilahok na Employer

Mga Tauhan sa Tanggapang Pampangasiwaan ng Fund
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thang 9, 2018

THONG BAO QUAN TRONG: VUI LONG GIU TRONG HO SO CHUONG TRINH BAO HIEM
CUA OQUY VI

KINH GUT:  Tat ca hoi vién va nguoi hudng quyén loi cia Quy Tin thac UNITE HERE Northwest
Health and Pension Trust Funds

TU: Hoi déng Quan tri

VE VIEC: THONG BAO VE THAY POl HANH CHANH CO HIEU LUC TU NGAY 1
THANG 10, 2018

Chung t6i xin giri dén quy vi thong bao rit quan trong vé mot su thay ddi vé hanh chanh ciia Quy Tin thac
UNITE HERE Northwest Trust Funds c6 hi¢u lwe tir ngay 1 thang 10, 2918.

Sw thay ddi nay sé anh huéng gi dén quy vi:

v' Thé ID MOI

Tét ca cac hoi vién tham gia Quy Tin thac UNITE HERE Northwest Health Trust Fund s& dugc
cap thé ID méi trudc ngay 1 thang 10, 2018. Trong khi cho doi, xin quy vi tiép tuc ding thé ID
quy vi dang c6 khi quy vi can duge chiam soc y té, thude theo toa, dich vu nha khoa va/hodc nhén
khoa duoc dai tho qua Quy Tin thac nay Vui long chu y xem trong thw giri den cho quy vi qua
buwu dién dé tim thé ID méi va bét diu trinh thé nay khi cin dugc cung cap dich vu bt dau
tir ngay 1 thang 10, 2018 tré di. Néu quy vi thay c6 gi sai trong thé ID méi clia quy vi, hodc néu
quy vi khong nhan dugc thé méi trudc ngay 1 thang 10, 2018, vui long lién lac v6i van phong
Northwest Administrators, Inc. ngay.

v' S dién thoai MOI ciia ban Dich vu hoi vién o
So dién thoai mién phi cua ban dich vu hoi vién cua Quy Tin thac s€ doi ké tur ngay 1 thang 10,
2018.

0 Dién thoai: (206) 753-1097 hoic sé dién thoai mién phi (844) 411-0786

v Viin phong hanh chanh ciia Quy Tin thic va dia chi MOI -
Northwest Administrators (NWA)
NWA co van phong tai Seattle, Washington va Portland, Oregon.

Seattle Portland
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

CHUY: Chi dung nhirng dia chi bén trén bit diu tir ngay 1 thang 10, 2018 tré vé sau. Tir
nay cho den ngay do, vui long dung dia chi quy vi hién co.



Hoéi vién Quy Tin thac UNITE HERE Northwest Trust Funds
thang 9, 2018
trang 2

Sw thay dbi nay khong anh hwéng gi dén quyén lgi bio hiém sirc khoe, nha khoa, thudc theo toa,
nhin khoa, bao hiém nhan tho, tir vong hoac mit chi do tai nan (AD&D) hay quyén loi huu bong
ciia quy vi. Tat ca nhiing thong tin lién lac khac s€ khong thay dbi — vui 10ng xem danh sach day dua cua
thong tin lién lac vé quyén loi trong bang & cubi trang.

Sau khi dé can nhic cin than, Hoi dong quan tri dd quyét dinh di tén Quy Tin thac tir Welfare & Pension
Administration Service, Inc. (WPAS) sang Northwest Administrators, Inc. (NWA). Su thay d6i nay duoc
thuc hién nhim muc dich cai tién cac dich vy hanh chanh véi chi phi thip hon. Ké tir ngay 1 thang 10,
2018, NWA s& dam nhiém moi hoat dong hanh chanh ma WPAS dang thyc hién, ké ca viéc thanh toan
cac yéu cau thanh toan vé quyén loi y te va phuc loi, xem x¢ét tinh trang hoi vién hoi du diu kién tham gia
cho tat ca cac quyén loi do Quy cung cap, ciru xét don xin hudng huu bdng va cip quyén loi huu bdng.

Tru s& cia NWA dugc dat tai Seattle, Washington va NWA c6 van phong chi nhanh trong toan khu vuc
mién Ty, ké ca tai Portland, Oregon. NWA c6 kinh nghiém quan 1y cic chuong trinh quyén loi clia nhan
vién va chuong trinh ciru xét yéu cau thanh toan dich vu quyén lgi ké tir nam 1958. Hé thong phdi hop
cuu xét yéu cAu thanh toan va tinh trang hoi du diéu kién cia NWA rét an toan va cé thé duoc st dung
trong toan hé théng cac van phong khu vuc, bao dam 1a cac ban nhan vién chuyén phu trach dich vu hoi
vién s& ludn san sang phuc vu hoi vién cia UNITE HERE mot cach hoan hao nhat. Ngoai ra, cac van
phong tai Seattle va Portland ciing c6 dich vu da ngdn ngit qua dién thoai va truc tiép.

Ban nhén vién WPAS va NWA lam viéc chat ch€ voi cac Uy vién hoi dong nhim glup cho tién trinh
chuyén tiép dugc suon s¢ va tranh moi bat tién cho hoi vién Quy Tin thac. Chung t6i xin quy vi kién nhan
cung ching toi trong tién trinh chuyén tiép nay trong luc ching t6i nd luc 1am viée dé mang lai sy cai tién
lau dai cho tt ca hoi vién ctia Quy Tin thac. Thanh that cam on quy vi.

Théng tin lién lac Chwong trinh bio hiém sirc khée ciia Quy Tin théc:

Vian phong Quy Northwest Administrators. Inc (206) 753-1097 hoiic s dién thoai mién phi

Tin thac (844) 411-0786

Y té Aetna WWW.aetna.com

(888) 354-0090

Thuoc theo toa Optum Rx WWW.0ptumrx.com

(800) 797-3381

Nha khoa Cigna www.cignadentalsa.com

(866)289-0614

N L e EyeMed www.eyemedvisioncare.com

DE/ea

ban sao guri cho:
Hoi dong Quan tri
Luat su cua Quy Tin thac
C6 vén ctia Quy Tin thac
Hang sé tham gia chuong trinh
Ban nhén vién van phong hanh chanh Quy Tin thac



UNITE HERE Northwest Trust Funds

7525 SE 24" Street, Suite 200 * Mercer Island, Washington 98040 ¢ P.O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

September 19, 2018

TO: All Participants of the UNITE HERE Northwest Health Trust

RE: Plan Benefit Changes

This is a summary of material modification describing benefit changes adopted by the
Board of Trustees.
Please be sure that you and your family read it carefully and keep this document with your
Summary Plan Description Booklet.

The Trustees took recent action to make the following changes to the Plan:
Coverage of Transgender Healthcare Services

Effective July 1, 2018, the Plan will cover medically necessary transgender healthcare services for Gender
Dysphoria (also called Gender Identity Disorder), as generally described below. For more information on
coverage requirements for transgender healthcare services, please contact the Administration Office at
(800) 331-6158, option 0. You and/or your service provider(s) should submit information to the Plan for a
coverage determination prior to beginning treatment. Certain services are subject to the Health Management
Program provisions of the Plan.

Services covered by the Plan include:

Counseling

Hormone Therapy

Gender reassignment surgery

Services typically associated with one sex, which may continue to be required after transition
Prescription drugs (as covered under the Prescription Drug Program of this Plan)

To be eligible for coverage you must:
o Be 18 years of age or older,

o Have a well-documented diagnosis of Gender Dysphoria or Gender Identity Disorder meeting the
diagnostic criteria of the current edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) made by a qualified mental health professional,

o Agree to coordination of care through the Trust’s designated Case Management Program, and

o In the event of gender reassignment surgery or hormone therapy, have no medical contraindications
and complete specific evaluation and recommendation requirements.

The Plan does not cover services that are considered cosmetic, not medically necessary and/or are otherwise
excluded under the Plan. This includes, but is not limited to:

o Rhinoplasty or nose implants
J Face-lifts
o Lip enhancement or reduction

(over)



Facial bone reduction or enhancement

Blepharoplasty (eyelid surgery)

Breast Augmentation

Liposuction

Reduction thyroid chondroplasty (Adam 's Apple reduction)
Hair removal

Voice modification surgery or training

Skin resurfacing

Travel expenses

Please keep this important notice with your Plan Document/Summary Plan Description for easy reference to
all Plan provisions. If you have any questions about these changes, please contact the Administration Office at
(800) 331-6158, option 0. For additional Plan information and forms visit the Trust’s website at
http://www.uniteherenwtrusts.com/.

NOTE: Beginning October 1, 2018, if you have questions regarding these benefits, please contact
Northwest Administrators (NWA) as follows:

Phone: (206) 753-1097 or toll free at (844) 411-0786

Seattle Portland
2323 Eastlake Avenue E 700 NE Multnomah Street, Suite 350
Seattle, WA 98102-3305 Portland, OR 97232-4197

Sincerely,

Board of Trustees
UNITE HERE Northwest Health Trust

GG/Srwi/afj/adg opeiu#8
S:\Mailings\Individual Trust Fund Mailings (SMM, Benefit Changes, etc.)\F19\F19-02 - Mailing - 2018 - 09.19 - SMM - Transgender Healthcare Services Effective 07.01.2018.docx
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UNITE HERE Northwest Trust Funds

Physical Address 7525 SE 24th Street, Suite 200, Mercer Island, WA 98040 * Mailing Address PO Box 34203, Seattle, WA 98124
Phone (206) 441-7574 or (800) 732-1121 » Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

July 18, 2017

To:  All Plan Participants
UNITE HERE Northwest Health Trust Fund

Re:  Summary of Material Modification
New Vision Carrier — Effective August 1, 2017

This is a Summary of Material Modification describing recent benefit changes adopted by the Board of
Trustees. Please be sure that you and your family read it carefully and keep this document with your
Summary Plan Description Booklet.

New Vision Carrier

The Board of Trustees of the UNITE HERE Northwest Health Trust Fund (the “Trust”) has
elected EyeMed to replace National Vision as the Trust’s vision benefit administrator effective
August 1, 2017.

The enclosed Benefit Highlights flyer summarizes the benefits available under the EyeMed Access
Network. For maximum benefits, it is to your advantage to see an EyeMed member doctor.
However, should you go out-of-network, you will be reimbursed up to the scheduled amounts
listed on the Benefit Highlights flyer. If you use an out-of-network provider, you must pay for the
services at the time you receive them and then file a claim with EyeMed.

How do I locate an EyeMed doctor?

1. Visit www.eyemedvisioncare.com
a. Select Find a Provider
b. Input your zip code and select the Access network

or
2. Call EyeMed Customer Service at (866) 289-0614

New ldentification (ID) Cards

New medical, prescription drug and vision combination ID cards recognizing you as a member of
the EyeMed network, will be mailed to you mid-August. Be sure to present your new ID card to
providers for services received on or after August 1, 2017. If you have a vision appointment before
you receive your new ID card, you may receive care by giving the provider your name, date of
birth and social security number or member identification number or contact EyeMed customer
care at (866) 289-0614.

If you have any questions regarding the contents of this notice, please contact the Administration
Office at (206) 441-7574 or toll free at (800) 732-1121, option 4.

Board of Trustees
UNITE HERE Northwest Health Trust Fund
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This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care
Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage
that was already in effect when that law was enacted.

Being a grandfathered health plan means that this Plan does not include certain consumer protections of the Affordable
Care Act that may apply to other plans, for example, the requirement for the provision of preventive health services
without any cost sharing. However, this Plan must comply with certain other consumer protections in the Affordable
Care Act, for example, the elimination of lifetime limits on benefits. Questions regarding which protections apply and
which protections do not apply to a grandfathered health plan and what might cause a plan to change from
grandfathered health plan status can be directed to the Administration Office at 206-441-7574, option O or toll free at
800-33-6158, option 0. You may also contact the Employee Benefits Security Administration, U.S. Department of
Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections
do and do not apply to grandfathered health plans.

Getting Help in Other Languages

This complete notice is also available in Spanish, Tagalog, Vietnamese, Chinese, and Russian. If
you require a translated version of this notice, please visit www.heretrust.com or contact the
Administration Office at (206) 441-7574.

Ayuda en otros idiomas (Spanish)

Todo este aviso también se encuentra disponible en espafiol, tagalo, viethamita, chino y ruso. Si
necesita una version traducida de este aviso, sirvase visitar www.heretrust.com o llame a la
Oficina de Administracion al (206) 441-7574.

Paghingi ng Tulong sa Ibang Wika (Tagalog)

Makukuha rin ang kumpletong abisong ito sa wikang Spanish, Tagalog, Vietnamese, Chinese, at
Russian. Kung kailangan mo ng isinaling bersyon ng abisong ito, pakibisita ang
www.heretrust.com o makipag-ugnayan sa Administration Office sa (206) 441-7574.

Nhan Tro gitip bang Ngén ngir khac (Vietnamese)

Thong bao day du ‘nay hién co sin bang tleng Tay Ban Nha, tiéng Tagalog, tiéng Viét, tiéng
Trung Qudc, va tiéng Nga. Néu quy vi can mét ban dich cua théng bao nay vui long ghé
tham www.heretrust.com hoac lién hé véi Van phong Hanh chinh theo s6 dién thoai (206) 441-7574.

SREVELfthiE#AYFE BIfS R (Chinese)

ASEEBAAREAYITE - MINKE « BFE1E - PXAEIBREK - IRCHFEXR BN
BIERRA - 157310 www.heretrust.com BRERER (206) 441-7574 XA BRI AE -

Kak nosyuurs undopmanuio Ha apyrux sizpikax (Russian)

IlonHbIl TEkCT AAHHOT'O YBCAOMIJICHUS NOCTYIICH TAKKC Ha UCITAHCKOM, TarajlbCKOM,
BHCTHAMCKOM, KHTalCKOM U PYCCKOM si3bikax. Ecim Bam HyXHa repeBoiHast BEpCHs TAHHOTO
YBEJOMJICHHSI, IOCETUTE BeO-cailT WWW.heretrust.com wuiu CBSKUTECh C aIMUHUCTPATUBHBIM
oraenom 1o tenedony (206) 441-7574.

Page 2 of 2
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Vision Plan Summary

Effective Date: 8/1/2017

Deductibles

Annual Eye Exam
Lenses (per pair)
Single Vision
Bifocal
Trifocal
Lenticular
Progressive
Contacts
Fit & Follow Up Exams
Standard
Premium (Allowance)
Elective
Medically Necessary
Frames
Frequencies (months)
Exam/Lens/Frame

EyeMed Access Network

$0 Exam
$0 Eye Glass Lenses
Covered in full

Covered in full
Covered in full
Covered in full
20% discount
See lens options

Standard: Member cost up to $55
Premium: 10% off of retail
Up to $120
Covered in full
$120

12/12/24
Based on date of service

Out of Network
No deductible

Up to $72

Up to $60

Up to $96

Up to $120

No benefit
NA

No benefit
No benefit
Up to $120
Up to $120
Up to $60

12/12/24
Based on date of service

Eye Care Plan Member Service

ViewPointe eye care from Ameritas Group features the money-saving eye care network of EyeMed Vision Care. Customer service is
available to plan members through EyeMed's well-trained and helpful service representatives. Call or go online to locate the nearest
EyeMed Access network provider, view plan benefit information and more.

EyeMed Customer Care Center: 1-866-289-0614
. Service representative hours: 8 a.m. to 11 p.m. ET Monday through Saturday, 11 a.m. to 8 p.m. ET Sunday

« Interactive Voice Response available 24/7

Locate an EyeMed provider at: www.eyemedvisioncare.com

View plan benefit information at www.ameritas.com/group/olbc/UNITEhere

Lens Options (member cost)

Progressive Lenses
Standard
Premium

Std. Polycarbonate

Tint (solid and gradient)
Scratch Resistant Coating
Anti-Reflective Coating
Ultraviolet Coating

Lasik or PRK

EyeMed Access Network

Standard: $65 + lens deductible
Premium: lens cost
- 20% discount
- $120 allowance
+ Standard Progressive cost

$40
$15
$15
$45
$15
Average discount of 15% off retail price or
5% off promotional price at US Laser
Network participating providers.

Out of Network
No benefit

No benefit
No benefit
No benefit
No benefit
No benefit
No benefit




UNITE |
HERE! Ameritas.

Additional ViewPointe® H Features

EyeMed In-Network Secondary Members receive a 40% discount on a complete pair of glasses once the funded benefit

Purchase Plan has been exhausted. Members receive a 15% discount off the retail price on
conventional contact lenses once the funded benefit has been exhausted. Discount
applies to materials only.

Contact Lens Replacement by Mail ~ After exhausting the contact lens benefit, replacement lenses may be obtained at
Program significant discounts on-line. Visit EyeMedvisioncare.com for details.

eCard

Once you are enrolled in the plan, your plan member ID card is provided electronically. Access your eCard online by creating a Secure
Member Account — it's fast, easy and secure. Go to ameritas.com, click on account access (at top right), select Dental/Vision/Hearing,
then Secure Member Account.

Enrolled members may receive care without the card just by giving the provider their name, date of birth, and social security
number/member identification number.

Rx Savings

Our valued plan members and their covered dependents can save on prescription medications at over 60,000 pharmacies across the
nation including CVS, Walgreens, Rite Aid and Walmart. This Rx discount is offered at no additional cost, and it is not insurance.

To receive this Rx discount, Ameritas plan members just need to visit us at ameritas.com and sign into (or create) a secure member
account where they can access and print an online-only Rx discount savings ID card.

Worldwide Support

When our members travel abroad, they’ll have peace of mind knowing that should a dental or vision need arise, help is just a phone call
away. Through AXA Assistance, Ameritas offers its dental and vision plan members 24-hour access to dental or vision provider
referrals when traveling outside the U.S.

Immediately after a call is made to AXA, an assistance coordinator assesses the situation, provides credible provider referrals and can
even assist with making the appointment. Within 48 hours following the appointment, the coordinator calls the member to find out if
additional assistance is needed. If all is well, the case is closed. Then, the plan member may submit a claim to Ameritas for
reimbursement consideration based on applicable plan benefits. Contact AXA Assistance USA toll free by calling 866-662-2731, or call
collect from anywhere in the world by dialing 1-312-935-3727.

Language Services

We recognize the importance of communicating with our growing nhumber of multilingual customers. That is why we offer a language
assistance program that gives you access to: Spanish-speaking claims contact center representatives, telephone interpretation services
in a wide range of languages, online dental network provider search in Spanish and a variety of Spanish documents such as enroliment
forms, claim forms and certificates of insurance.

This document is a highlight of plan benefits provided by Ameritas Life Insurance Corp. as selected by your employer. It is not a certificate of
insurance and does not include exclusions and limitations. For exclusions and limitations, or a complete list of covered procedures, contact
your benefits administrator.




UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 e Seattle, Washington 98124
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Administered by
Welfare & Pension Administration Service, Inc.

December 30, 2016

TO: All Eligible Participants
UNITE HERE Northwest Health Trust Fund

RE: Prescription Drug Benefit Changes Effective January 1, 2017

This is a Summary of Material Modification describing changes adopted by
the Board of Trustees. Please be sure that you and your family read this information
carefully and keep it with your Plan Booklet.

Usted puede solicitar ayuda de traduccién en espaiol llamando a la Oficina de Administracién al nUmero
telefénico que aparece arriba.

Maaari kang humiling ng pagsasalin ng tulong mula sa Admistration Office sa Tagalog sa pamamagitan ng
pagtawag sa numero ng telepono na nakalista si itaas.

Ban c6 thé yéu cau hd tro dich tiéng Viét tir Van phong Cuc Quan Iy bang cach goi s6 dién thoai duoc liét ké &
trén.

RAEILLEERITERA AZE FEIENEIESTE - EKEPEOENE,
Bbl MOXKeTe 06paTUTLCA 32 NOMOLLbIO B NEPEBO/E HA PYCCKMIA A3bIK NO TenedoHy YnpasaeHna AGMUHUCTPALMKN NO
Homepy TenedoHa , yKasaHHOMY BbliLle.

This notice is to inform participants in the UNITE HERE Northwest Health Trust Fund (“the
Trust”) of changes to the Prescription Drug benefit effective January 1, 2017.

Flu Vaccines
Effective January 1, 2017, the Trust will cover Flu Vaccinations at the pharmacy with $0 copay.

Before you visit the pharmacy:

e Make sure the pharmacy you use is part of OptumRx participating pharmacy network. If
you are not sure, please log on to www.optumrx.com/myCatamaranRx or you may call
OptumRx Member Services at (888) 354-0090.

e Call the pharmacy to verify they provide flu vaccinations, availability and age restrictions.

e Present your combination medical and prescription ID card to the pharmacy.

Should you have questions regarding participating pharmacies or any of these updates within your
prescription drug benefit, please contact OptumRx Customer Service Help Desk at
(888) 354-0090. The OptumRx Help Desk will assist you with prescription questions 24 hours a
day, 7 days a week. You may also contact the Administration Office for any additional questions
at (800) 331-6158, option 0.

Board of Trustees
UNITE HERE Northwest Health Trust Fund
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UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 * Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727 * Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

November 18, 2016

TO: All Eligible Participants
UNITE HERE Northwest Health Trust Fund

RE: Summary of Material Modification — Benefit Changes Effective January 1, 2017

This is a summary of material modifications describing recent benefit changes
adopted by the Board of Trustees. Please be sure you and your family read it carefully
and keep it with your plan booklet.

Usted puede solicitar ayuda de traduccion en espafiol lamando a la Oficina de Administracién al nimero telefénico que
aparece arriba.

Maaari kang humiling ng pagsasalin ng tulong mula sa Admistration Office sa Tagalog sa pamamagitan ng pagtawag sa
numero ng telepono na nakalista si itaas.

Ban c6 thé yéu cau hd tro dich tiéng Viét tlr Van phong Cuc Quan Iy bang cach goi s& dién thoai duoc liét ké & trén.

RAI LB ATRAAEE FESIEHNEIEST - BEREHPEREIIE,

Bbl MoeTe 06paTUTbCA 32 MOMOLLbIO B MEPeBOoAe Ha PYCCKMIM A3bIK No TenedoHy YnpasneHns AGMUHUCTPaLMK MO HOMEpPY
TenedoHa , YKazaHHOMY BblLLE.

The Board of Trustees is pleased to inform you of important benefit improvements made to the
UNITE HERE Northwest Health Trust Fund that will go into effect January 1, 2017.

Traditional Dental Plan Fee Schedule

The HERE Traditional dental plan covers preventive services and services necessary for the
diagnosis and treatment of dental disease. You may visit the dentist of your choice; however,
benefits are only paid up to the amounts listed on the Schedule of Dental Benefits. Effective
January 1, 2017, the fee schedule has been increased, an updated schedule is enclosed.

The Trust has an agreement with Pacific Dental Alliance (or Access Dental Alliance for Oregon
participants). The Pacific Dental Alliance/Access Dental Alliance providers will accept the
Trust’s dental plan allowance as payment in full. This means that eligible participants will pay
nothing for covered dental care up to the annual Plan maximum except for copays.

As a reminder, the Trust also has Cigna as a Dental Preferred Provider Organization (DPPO) in
addition to Pacific Dental Alliance. Under the Cigna arrangement, contract providers offer dental
services and supplies at a discounted fee to you and your eligible dependents.

It is important to note, if you are enrolled in the Willamette Dental Group option the updated
dental fee schedule and dental providers mentioned above do not apply to you.

over



Vision Benefit Schedule

If you and your dependents are eligible for vision coverage, Vision Care Benefits will be paid up
to the amounts listed on the Vision Schedule. Effective January 1, 2017, the fee schedule has
been increased, an updated schedule is enclosed.

National Vision Care Centers are the Preferred Optical Provider. National Vision Care providers
will accept the Trust’s Vision Schedule amounts as payment in full.

To determine if you are eligible for vision benefits contact the Administration Office at the
number listed below.

Neurodevelopmental Benefits

The Trust is expanding its neurodevelopmental benefits to broaden coverage for developmental
delays in speech, language and gross motor skills, typically called Applied Behavioral Analysis
(ABA) Therapy, and includes coverages for common diagnoses of autism, dyslexia and
Attention Deficit Disorder (ADD). All procedures, services and treatment must meet certain
criteria and be considered medically necessary. For additional information regarding these
benefits, contact the Administration Office at the number below.

Please read these documents carefully and keep this letter with your Health Plan Booklet and
other important Trust documents so you can refer to them when necessary.

If you have any questions regarding these new benefit changes, please contact the Administration
Office at 1-800-331-6158, option 0.

For easy access to Trust information and forms, visit the website at www.heretrust.com.

Trust Administration Office
UNITE HERE Northwest Health Trust Fund

CIAG:Imm opeiu#8
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UNITE HERE Northwest Health Trust Fund

SCHEDULE OF DENTAL BENEFITS EFFECTIVE JANUARY 1, 2017
PACIFIC DENTAL ALLIANCE

Procedure Code Procedure Description Benefit Allowance

Rate Effective

Current Rate January 1, 2017

Diagnostic

210 X-ray — Complete Series $75 $90
Preventive

1110 Prophylaxis — Adult $90 $100

1120 Prophylaxis — Child $42 $50
Restorative

2330 Resin — 1 Sur. Anterior $125 $150

2331 Resin — 2 Sur. Anterior $150 $175

2332 Resin — 3 Sur. Anterior $175 $225

2391 Comp Resin — 1 Sur. Post $125 $150

2392 Comp Resin — 2 Sur. Post $150 $175

2393 Comp Resin — 3 Sur. Post $180 $225
Crowns

2740 Porcelain $500 $600

2750 Porcelain w/ High Nob. Mit $575 $625

2451 Porcelain w Base metal $400 $600

2950 Crown Buildup $126 $150
Endodontics

3310 Root Canal Therapy -1 $500 $600

3320 Root Canal Therapy - 2 $600 $700

3330 Root Canal Therapy - 3 $700 $800
Periodontics

4341 Perio. Scaling and R.P. $125 $150

4910 Periodontal Maintenance $125 $150

SCHEDULE OF VISION BENEFITS EFFECTIVE JANUARY 1, 2017
NATIONAL VISION

Code Description Benefit Allowance

Rate Effective

Current Rate January 1, 2017

401 Eye exam with refraction $60 $72
512 Two lenses, single vision $50 $60
522 Two lenses, bifocal $80 $96
532 Two lenses, trifocal $100 $120
602 Two contact lenses $100 $120
603 Disposable contact lenses $100 $120

800 Frames $50 $60

S:\Mailings\Individual Trust Fund Mailings (SMM, Benefit Changes, etc.)\F19\F19-02 - Mailings - 2016 - 11.18 - SCHEDULE OF DENTAL BENEFITS - Eff. 01.01.2017.docx



UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 e Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 e Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

September 30, 2016

TO:  All Eligible Participants
UNITE HERE Northwest Health Trust Fund

RE:  Prescription Drug Benefit Changes Effective December 1, 2016

This is a Summary of Material Modification describing changes adopted by
the Board of Trustees. Please be sure that you and your family read this information
carefully and keep it with your Plan Booklet.

This notice is to inform participants in the UNITE HERE Northwest Health Trust Fund (“the Trust”) of changes
to the Prescription Drug benefit effective December 1, 2016.

The following prescription drug clinical programs have been adopted by the Trust and will be
implemented effective December 1, 2016:

Me Too Drug Exclusion
“Me Too” drugs are chemically similar compounds that share the same mechanism of action to an existing,
approved chemical entity and offer no significant clinical benefit.

The Trust will exclude products that meet the following:
e Approved for same indication as another FDA approved product
e Similar mechanism of action as an existing molecular entity
e Same route of administration as an existing product approved by the FDA.
o Similar efficacy and safety outcome with no significant clinical benefit over an existing product for the
majority of users.
o If combination product, it’s already available as single-ingredient products.

Non Essential Drug Exclusion List
The drugs in this list have been excluded to address the increasing number of non-FDA approved products in
the marketplace that are leading to potential health risks and contributing to significant prescription costs.

Drugs that will be excluded from the prescription drug benefit include high cost, non-FDA approved pain patches
and creams containing menthol and lidocaine. Some examples of these medications include Synvexia, Qroxin
and Relyyt.

SECURE Compound Strategy
Compound medications are “made from scratch” prescriptions and individual ingredients are mixed together in
the exact strength and dosage form required by the patient.

All compound medications over $300 will require a clinical prior authorization to ensure the compound
prescription meets the FDA approved indication for use. The Trust will not cover the billing of compound kits
and bulk chemicals.

This new exclusion will not affect the hormone therapies that are currently covered and fall within the coverage
guidelines of the Plan document.




Clinical Prior Authorization
Certain non-specialty medications will require prior authorization. This program will ensure appropriate
utilization and dosing as recommended by the FDA and patient safety of non-specialty medications.

Quantity Level Limit Program
This program manages drug costs by aligning the dispensed quantity of medication with FDA approved dosage
guidelines.

Step Therapy Program

What is a Step Therapy Program?

The Step Therapy program is designed specifically for patients with certain conditions that require taking non-
specialty medications regularly. This program promotes the safe and effective use of a less expensive, yet
clinically effective therapeutic alternative medication. It is the practice of beginning medication therapy for a
medical condition with the most cost-effective medication (generic) and progressing to other costlier
medication(s) should the initial medication not provide adequate therapeutic benefit. The step therapy approach
to care is a way to provide you with savings without compromising your quality of care.

How does the Step Therapy Program work?

In step therapy, medications are grouped into two categories.
e Step 1: First Line medications — medications proven safe, effective, and affordable (generic).
e Step 2: Second Line medications — mostly higher costing brand name medications.

You will first be required to try a recognized First Line medication (Step 1) before approval of a more costly and
complex therapy is approved (Step 2). If the Step 1 therapy does not provide you with the therapeutic benefit
desired, your physician may write a prescription for a Step 2 medication.

Am | subject to the Step Therapy Program?

Step Therapy Program will apply for new prescriptions on or after December 1, 2016. If you are currently
preauthorized for the use of a prescription drug in the Second Line medication and quantity limit, you are not
required to go through the Step Therapy Process and you may continue to take your current medication. Step
Therapy will only apply to new prescriptions for non-specialty prescription drugs.

Jublia
Jublia will be excluded from the prescription benefit program. Jublia is a nail lacquer used to treat nail fungus.

If you are affected by any of the clinical programs outlined above, OptumRx will mail you a letter with additional
information. Please watch your mail.

Should you have questions regarding participating pharmacies or any of these updates within your prescription
drug benefit, please contact OptumRx Customer Service Help Desk at (888) 354-0090. The OptumRx Help Desk
will assist you with prescription questions 24 hours a day, 7 days a week. You may also contact the
Administration Office for any additional questions at (800) 331-6158.

Board of Trustees
UNITE HERE Northwest Health Trust Fund
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UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 e Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 ® Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

May 17, 2016

TO:  All Participants
UNITE HERE Northwest Health Trust Fund

Dear Participant:

You recently received materials regarding changes to your Health Trust coverage. The change to
Aetna’s Preferred Provider Organization (PPO) is being made to improve service, to expand access
to doctors, and to make payment procedures more efficient. At the request of the Union and
Employer Trustees of the Fund, the change to Aetna’s PPO for your health care coverage is
being delayed until further notice.

The extra time will allow us to provide additional materials and to have some items translated into
multiple languages. When the Trust changes to the Aetna PPO you will receive a new health
identification card, but you will be able to continue to use it for the same services you have

always used.

Included in the previous materials was a notice regarding your Dental Plan options. If you want
to change your current Dental Plan status, please follow the instructions outlined in those materials.

If you have questions regarding this notice or your Dental Plan options, please contact the Trust
Administration Office at (800)732-1121, option 4.

Sincerely,

Eric Van Rossum Howard Cohen
Chairman Secretary
PARA: Todos los participantes

UNITE HERE Northwest Health Trust Fund
Estimado participante:

Hace poco tiempo recibié materiales sobre cambios en su cobertura de Health Trust.
El cambio a la Organizacion de Proveedores Preferidos (PPO, por sus siglas en inglés) de Aetna

1



estd realizandose para mejorar el servicio, ampliar el acceso a médicos y hacer que los
procedimientos de pago sean mas eficientes. A pedido de los Sindicos del Fondo, tanto del
sindicato como empleadores, el cambio a la PPO de Aetna relacionado con su cobertura de
asistencia medica se postergard hasta nuevo aviso.

El tiempo adicional nos permitira proporcionarle mas materiales y traducir algunos textos a varios
idiomas. Cuando la empresa fiduciaria cambie a la PPO de Aetna, usted recibira nuevas tarjetas
de identificacion de salud, pero en el momento de hacer uso de los servicios en la fecha de
entrada en vigencia de Aetna o con posterioridad, podra sequir usandolas para los mismos
servicios que siempre ha utilizado.

Los materiales anteriores incluyeron un aviso sobre sus opciones de Plan Dental.
Si desea cambiar su estado actual respecto del Plan Dental, sirvase seguir las instrucciones
descritas en esos materiales.

Si tiene preguntas sobre este aviso o sus opciones de Plan Dental, llame a la Oficina de
Administracion de la Empresa Fideicomisaria al (800)732-1121, opcion 4.

PARA SA: Lahat ng Mga Kalahok
UNITE HERE Northwest Health Trust Fund

Mabhal na Kalahok:

Kamakailan lang ay nakatanggap kayo ng mga materyal hinggil sa mga pagbabago sa inyong
pagkakasakop sa Health Trust. Ginagawa ang mga pagbabago sa Preferred Provider Organization
(PPO) ng Aetna para mapahusay ang mga serbisyo, mapalawak ang access sa mga doktor, at para
gawing mas episyente ang mga pamamaraan sa pagbabayad. Sa_ kahilingan ng Unyon at
Employer Trustees ng Fund, naantala ang mga pagbabago sa PPO ng Aetna para sa inyong
pagkakasakop sa pangangalagang pangkalusugan hanggang sa susunod na abiso_tungkol
dito.

Ang dagdag na panahon ay makakapagpahintulot sa amin na makapagkaloob sa inyo ng
karagdagang mga materyal at para mapasalin-wika sa maramihang mga wika ang ilang mga bagay-
bagay. Kapag nagbago ang Trust sa Aetna PPO ay makakatanggap kayo ng bagong mga ID card
na pangkalusugan, ngunit patuloy ninyong magagamit ang mga ito para sa parehong mga
serbisyo na dati na ninyong nagagamit kapag ang mga serbisyo ay natamo sa 0 makalipas
ang petsa ng bisa nq Aetna.

Kasama sa mga dating materyal ay isang abiso hinggil sa inyong mga opsyon para sa Planong
Dental. Kung nais ninyong baguhin ang inyong kasalukuyang katayuan para sa Planong Dental,
mangyari lang sundin ang mga tagubilin na nakabalangkas sa mga materyal na iyon.



Kung mayroon kayong mga tanong hinggil sa abisong ito o sa inyong mga opsyon sa Planong
Dental, mangyari lang makipag-ugnayan sa Tanggapan ng Trust Administration sa (800)732-1121,
piliin ang opsyon 4.

GUI: Moi Nguoi Tham Gia
UNITE HERE Northwest Health Trust Fund

Kinh giri Nguoi Tham Gia:

Gan ddy quy vi dd nhan duoc céc tai liéu vé& nhirng thay doi cho pham vi bao hiém cua Health
Trust. Thay doi d6i véi Preferred Provider Organization (PPO) caa Aeta dugc thyc hién dé nang
cao dich vu, d& mo rong viéc tiép can dén cac bac si, va dé quy trinh thanh toan dugc hiéu qua
hon. Theo yéu ciu ciia Union and Emplover Trustees of the Fund, thay ddi d6i véi PPO caa
Aetna vé pham vi bio hiém sirc khée ciia quy vi dwec Ui lai cho téi khi c6 thong bao thém.

Thai gian kéo dai thém cho phép ching tdi cung cap cho quy vi thém cc tai liéu va dich duoc mot
s6 muc sang nhiéu ngén ngit. Khi quy Trust dua ra cac thay doi doi véi PPO Aetna, quy Vi s&
nhan dugc cac thé nhan dang y té méi, nhung quy vi sé cd thé tiép tuc sir dung ching cho cac
dich vu twong tw ma quy vi di sir dung khi dich vu dwec cung cip vao hoic sau ngay hiéu
luc cua Aetna.

Bao gom trong cac tai liéu trude day 1a mot thdng bao vé cac lua chon cho Dental Plan ciia quy vi.
Néu quy vi muon thay doi trang thai Dental Plan, hay 1am theo cac huéng dan co trong cac tai liéu
nay.

Néu quy vi c6 thac mic lién quan dén thong bao nay hoac tiy chon Dental Plan, xin vui long lién
hé véi van phong Trust Administration theo s6 (800)732-1121, lya chon 4.

KOMY: Bcem yuactHuKaM
HAIIIA CUJIA B EJUHCTBE CeBepo-3anaanslii ieneBoi GoHT
obmectBenHoro 3apaBooxpanenus (Northwest Health Trust Fund)

VYBaxaemblil yYaCTHUK!

HenaBno Bbl momyunmnu matepuansl ¢ uHQOpManueil o0 u3MeHeHMsX B Bamem mnane
MEIULMHCKOTO CTPaxoBaHUs, IMpenocraBisieMoM DOHIOM OOIIECTBEHHOIO 3]IPaBOOXPAHEHHS
Health Trust. B nensx noBBIIIEHUS KauecTBa MEAMULMHCKOTO OOCIY)KWBaHUS, PaCUIMpPEHHS
J0CTyna K MEIUIMHCKMM pAaOOTHUKAM M ONTHMHU3AIMM TPOLEAYpPhl OIUIAThl YCIyT, B
Opranu3anuy OpeArnovYuTaeMbIX MOCTABIIMKOB MEAMIIMHCKUX YCIyr KoMrnanuu Aetna (Aetna’s
Preferred Provider Organization, PPO) npoBonsTcst HekoTopble n3MeHeHHs. Ilo HACTOAHUIO
WICHOB npapJjeHusi PoHia, BHeceHHe BBIMICYNOMAHYTHIX M3MeHeHuit B PPO komnanuun
Aetna OTHOCHTEJBbHO ILIaHA Bamiero MeIMIHMHCKOIO CTPAXOBAHMS OTKJAAbIBAeTCH /10
AaJIbHel11Iero yBe1oMJeHusl.




3a 910 BpEMA MblI CMOXEM IPECAOCTABUTH Bam AOIIOJIHUTEIBHBIC MaTepuajibl U IEPEBCCTU
HCKOTOPBIE MNOKYMCHTBHI Ha JOPYIruc s3bIKH. Ilocme TOro, Kak HHUIOHUHUPOBAHHBIC (DOHI[OM
n3meHenus B PPO BCTYIIAT B CUILY, BBl 1oIyauTe HOBBIE CTPaxOBBIC I/II[eHTI/Id)I/IKaHI/IOHHBIC
KapTO4YKH, U CMOKETE IMOJIb30BATHCHA MMM JISl MMOJYVYCHHUSA TEX K€ MCAMIMHCKHUX YVCJIVI, UTO
M BCer/ia, Jake mocje ucTeuyeHnsl CPOKA el CTBHS IJIaHA KOMIaHUU Aetna.

Panee Bbl nosmy4ywin yBenOMIIEHHME O BapUaHTax yCIOBHM Bamero cTpaxoBoro IuiaHa Juis
MOKPBITUSL pacxo/ioB Ha yciyru cromaroinora (Dental Plan). Ecnau Bbl xoTHTE M3MEHHUTH CBOM
craryc B Dental Plan, cnenyiite HHCTpYKUUSM, IPUBEICHHBIM B BBIIICYIIOMSIHYTOM IHCHME.

Eciu y Bac ectp kakue-mu00 BOIIPOCHI B OTHOHICHHUH 3TOI0 YBCAOMJICHUSA WM BapPUAHTOB

ycrnoBuii Dental Plan, cBspkurech ¢ YmpaBienumem AnmuHucTpaimu @onpa mo tenedoHy
(800)732-1121, n006. 4.

¥ . TESEE
HERER A ILETEFEE S ( UNITE HERE Northwest Health Trust Fund)

R E] T A X EHRRERSTCEENNMR - ZFNERRHBHLR (PPO) A
T2 DERERS LESWNEEORAAN - AEXNEFENSW - £L
SNETHEFZHANERT, TRPPOH X BHIEEETT RIS (I5EE YT oI 15
BY - #INSS1TE,

[
4

XA —RENINVEE - AEREFIOMER - AEREMBIEMZTES - 51
X ZZRPPOMEH RN - R BIFMERERAN S WIE - BF, SRURSFERZSH
iE - #XREVMHI XY UEEZRTBELERIRHAIRS -

LIRTEIAEE P QORGSR SRR R ZE TRV B AN - NSRBI BRI A R A - 151%
IR LA oh 81 L AV AR AT

IRAEXS A BE LG T R XROEINO R - BERRETEEDIAE - S5 ¢ (800)
732-1121, k¥4,
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UNITE HERE Northwest Trust Funds

2815 SECOND AVENUE e SUITE 300 ¢ P.O. BOX 34203 « SEATTLE, WASHINGTON 98124
TELEPHONE (206) 441-7574 « TOLL-FREE (800) 732-1121  FAX (206) 505-WPAS (9727) « www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

May 2, 2016

TO:  All Plan Participants
UNITE HERE Northwest Health Trust Fund

RE:  New Preferred Provider Organization (PPO) Effective June 1, 2016

This is a Summary of Material Modification describing changes adopted by
the Board of Trustees. Please be sure that you and your family read this information
carefully and keep it with your Plan Booklet.

Usted puede solicitar ayuda de traduccién en espafiol llamando a la Oficina de Administracién al ntimero telefénico que
aparece arriba.

Maaari kang humiling ng pagsasalin ng tulong mula sa Admistration Office sa Tagalog sa pamamagitan ng pagtawag sa
numero ng telepono na nakalista si itaas.

Ban ¢6 thé yéu ciu hé tro dich tiéng Viét tir Van phong Cuc Quan Iy bing cach goi sé dién thoai duoc liét ké & trén.

RA LA ARTEAAZE LESHMNEESE  ERENPENERE,

Bt MoxeTe 0OpaTHTHCS 38 NOMOLIBIO B HEPEBOJE Ha pycckuil 135K 10 TenedoHy YIpasienus AIMEHUCTPALMH 0 HOMeEpY
TenedoHa , YKAa3aHHOMY BBIIIE.

Preferred Provider Organization

The Trustees of the UNITE HERE Northwest Health Trust Fund (“the Trust”) have selected Aetna to
replace First Choice Health Network and Providence Preferred as the Preferred Provider organization (PPO)
effective June 1, 2016. Aetna will also replace First Choice Health Network and Providence Preferred for
Medical Review, Utilization Review and Individual Case Managenient. The Administration Office will
continue to process your health claims.

Aetna is a nationwide insurance carrier with participating providers in all areas. The out-of-area provision
of the plan will no longer apply. All services received by a Non-Preferred Provider on or after June 1, 2016
will be paid after deductible according to the out-of-network allowed amount at a reduced coinsurance level
for covered services.

Aetna Navigator Website
You can access PPO provider directories and all of the online tools available on the Aetna Navigator
website, by registering online after June 1, 2016. Until then, if you wish to review Aetna’s provider
network, you may search for providers at www.Aetna.com/docfind. Select the “Aetna Choice® POS II
(Open Access)” network.

Aetna-contracted providers have agreed to provide services and supplies at a discounted fee to you and your
eligible dependents covered by the Trust, which in turn helps the Trust control costs and reduces your out-
of-pocket costs. While you may select any provider or hospital for services and care, non-PPO services
will result in a lesser payment by the Trust; as a result, you will be responsible for a greater share of the
cost of the claim.

over




New Identification (ID) Cards

New ID cards identifying you as an Aetna network member will be mailed to you by
May 31, 2016. Your new ID cards will contain information for Medical, Dental, Vision and Prescription
Drug benefits. Please watch your mail for the new cards and begin presenting them for services
received on or after June 1, 2016. If you find errors on your newly issued ID cards or do not receive your
cards prior to June 1, 2016, please contact the Administration Office immediately.

If you have any question regarding the information outlined in this notice, please contact the Administration
Office at (206) 441-7574 or (800) 331-6158, option 0.

Administration Office
UNITE HERE Northwest Health Trust Fund

This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As
permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacted. Being a grandfathered health plan means that this Plan does not include certain consumer
protections of the Affordable Care Act that may apply to other plans, for example, the requirement for the provision of
preventive health services without any cost sharing. However, this Plan must comply with certain other consumer protections
in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to the Fund Office at 800-331-6158, option
0. You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or
www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and do not apply to grandfathered
health plans.

S:\Mailings\Individual Trust Fund Mailings (SMM, Benefit Changes, etc.)\F 19\F19-02 - Mailings - 2016 - 05-02 - SMM - Carrier Change to Aetna.docx



UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727 * Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

March 29, 2016

TO:  All Participants Eligible for Dental Benefits
UNITE HERE Northwest Health Trust Fund

RE: New Dental Identification Cards

Temporary Dental ID Cards.

As per notice dated February 1, 2016, Cigna will become an additional Dental Preferred Provider Network. Here is your new
temporary dental identification (ID) card. This ID card identifies you as a member of the Cigna Dental Shared Administration
—Dental PPO Plus network beginning April 1, 2016.

Please review the ID card below and make sure your name and member ID are listed correctly. Report any errors to the
Administration Office at (206) 441-7574, option 4.

Present this new ID card to your dental providers for services received on or after April 1, 2016. Keep in mind that your dental
benefits are not changing and that you may continue to select the dental provider of your choice. However, because Cigna’s
contracted providers have agreed to discounted fees, your out-of-pocket costs will typically be lower when you use a Cigna
dentist.

To confirm whether or not your dental provider is part of the Cigna network, please complete any of the following: Call (800)
797-3381, or visit www.cignadentalsa.com and select the Cigna Dental Shared Administration - Dental PPO Plus option.

As areminder, the Trust also has an agreement with Pacific Dental Alliance (or Access Dental Alliance for Oregon participants)
which will remain. The Pacific Dental Alliance/Access Dental Alliance providers will accept the Trust’s dental plan allowance
as payment in full. This means that eligible participants will pay nothing for covered dental care up to the annual Plan maximum
except for copays.

Permanent Dental ID Cards --You will receive permanent plastic ID cards by May 31, 2016.
TEMPORARY ID CARD

Front Back
Dental Shared Administration - Dental PPO Plus o
UNITE HERE Northwest Health Trust o ) i )
Ll Visit an in-network dentist for reimbursement or coverage at a discounted rate and
C|gna_ you will have less out-of-pocket expenses. Or visit an out-of-network dentist for

Participant Name: reimbursement or coverage at the out-of-network level.

o You will pay less money out-of-pocket if you visit a network dentist.
Participant Number: pay v P 4
Dental Shared Administration is a dental network access program offered by Cigna
i Dental to Taft-Hartley Funds and their contracted third party administrators. These
Plan ID: 3339713 funds have elected to self-fund and administer members’ dental benefits, including
processing and paying claims. Members of these Funds will have access to a subset

To locate a network dentist go to: of the Cigna Dental PPO network of participating providers. Dental Shared

8 Administration is not an insurance program.
www.cignadentalsa.com or call 1.800.797.3381 WPAS - it al ,
i i . The card does not guarantee coverage. You must comply with all terms an
Customer Serv!ce for Providers: 1.800.735.7053 conditions of the plan. Willful misuse of this card is considered fraud. Cigna Dental
Customer Service for Members: 1.800.331.6158 refers to the following operating subsidiaries of Cigna Corporation:

Connecticut General Life Insurance Company, Cigna Health and Life Insurance
Company and Cigna Dental Health, Inc., and its operating subsidiaries and affiliates.

Mail Claims to: UNITE HERE, PO Box 34355, Seattle, WA 98124
Electronic Claims to: Emdeon Group F19 — Payer ID 91136
Do not send claims to Cigna; send to address above.

If you have questions regarding the information contained in this notice, please contact the Administration Office at (206)
441-7574 or (800) 331-6158, option 4.

Administration Office uniTe Here Northwest Health Trust Fund S:\Mailings\ID Cards\F19-02\F19-02 - ID Card - 2016 - 03.29 - Temp.docx
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UNITE HERE Northwest Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 e Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 e Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

February 1, 2016

TO: All Eligible Plan Participants
UNITE HERE Northwest Health Trust

RE: Benefit Changes Effective April 1, 2016

This is a Summary of Material Modification describing changes to your health plan adopted by the Board of
Trustees. Please be sure that you and your family read it carefully and keep this document with your 2009 Edition
Summary Plan Description Booklet.

This notice is to inform participants in the UNITE HERE Northwest Health Trust of the following:
e BriovaRx will be the Trust’s exclusive specialty pharmacy effective April 1, 2016.
e Cigna will be added as a Dental Preferred Provider Organization (DPPO) to the Trust’s Traditional Dental
Plan effective April 1, 2016. Your dental benefits are not changing. This dental benefit change does not
apply to participants currently enrolled in the Willamette Dental option.

BriovaRx Specialty Drugs Preferred Pharmacy Provider

Effective April 1, 2016 BriovaRx will be the exclusive provider for Specialty Drugs. Plan participants will require
preauthorization from BriovaRx for all new Specialty Drug prescriptions. If you are currently preauthorized for the
use of a Specialty Drug and quantity limit you do not require preauthorization through BriovaRXx.

What are Specialty Drugs?
Specialty drugs are prescription medications that require special handling, administration or monitoring. These drugs
are used to treat complex, chronic and often costly conditions, such as cancer, multiple sclerosis, rheumatoid arthritis,
hepatitis C, and hemophilia.

Who is BriovaRx?
BriovaRx is a pharmacy that is focused on providing you with the best possible care while you undergo specialty
medication treatment.

What do I need to do?

If you are currently taking a Specialty Drug medication, you will receive a notice from BriovaRx or you can call them
at 1-855-4BRIOVA (1-855-427-4682) to enroll right away. A Patient Care Coordinator can get you started by
coordinating your order with your doctor.

Cigna Dental Preferred Provider Organization (DPPO)

Effective April 1, 2016, Cigna will be added as a Dental Preferred Provider Organization (DPPO) for the Trust in
addition to Pacific Dental Alliance. Under this DPPO arrangement, Cigna contracted providers will provide dental
services and supplies at a discounted fee to you and your eligible dependents covered by the Plan. Your dental benefits
are not changina.




Your claims will continue to be processed by the Administration Office. All claims will continue to be paid up to the
amount listed on the Plan’s Schedule of Dental Benefits. You are responsible for the difference between what your
dentist charges and what the Plan pays.

The Trust also has an agreement with Pacific Dental Alliance (or Access Dental Alliance for Oregon participants)
which will remain unchanged. The Pacific Dental Alliance/Access Dental Alliance providers will accept the Trust’s
dental plan allowance as payment in full. This means that eligible participants will pay nothing for covered dental care
up to the annual Plan maximum except for copays.

Dental benefits--other than orthodontic--are payable up to the dental annual maximum of $2,000 during each calendar
year for you and each of your eligible adult dependents. Eligible dependents under the age of 18 are not subject to the
annual Plan maximum. The lifetime maximum for dental expenses in connection with orthodontics is $635 for you
and each of your eligible dependents. In order to receive the maximum plan benefits you must use a Pacific Dental
Alliance or Cigna provider.

You may continue to select the dental provider of your choice. However, because Cigna’s contracted providers
have agreed to discounted fees, your out-of-pocket costs will typically be lower when you use a Cigna dentist. This
will save both you and the Trust money.

Cigna Preferred Provider Directory
The Trust encourages you to verify that your dental provider is part of the Cigna network in one of the following
ways:
e By calling (800) 797-3381, or
e By visiting www.cignadentalsa.com and selecting the “Cigna Dental Shared Administration - Dental PPO Plus”
option.

Willamette Dental Group Option
Eligible participants will continue to have the option to choose the Willamette Dental Group option. Benefits under
the Willamette Dental Group will remain the same.

IMPORTANT: If you are enrolled in Willamette Dental Group, you are required to remain on that plan until
the next open enrollment period.

New ldentification (ID) Card

New identification cards, identifying you as a member of the Cigna Dental Shared Administration - Dental PPO Plus
network, will be mailed to you. Be sure to present your new ID card to your dental provider for services received on
or after April 1. If you do not receive your new ID cards by April 1, please contact the Administration Office at one
of the numbers below.

If you have any questions regarding the information outlined in this notice, please contact the Administration Office
at (206) 441-7574 or (800) 732-1121, option 4.

Board of Trustees
UNITE HERE Northwest Health Trust

CJ:lmm opeiu#8
S:\Mailings\Individual Trust Fund Mailings (SMM, Benefit Changes, etc.)\F19\F19-02 - Mailings - SMM - 2016-02.01 - BriovaRx and Cigna DPPO - Effect 2016 - 04.01.docx


http://www.cignadentalsa.com/

Hotel Employees Restaurant Employees Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 « Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 « Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

June 25, 2014

TO: All Participating Employees
Hotel Employees Restaurant Employees Health Trust

RE: AffordableCareAct —Changesto Trust Provisions Related to “Initial Eligibility”
Requirements and Benefit Change Clarification

Important Information — Thisis a summary of material modifications describing recent changes
adopted by the Board of Trustees. Please be sure you and your family read it carefully. Keep this
important notice with your HERE Health Plan Bookiet.

The Board of Trustees took recent action with regards to certain eligibility provisions in an effort to
comply with the Affordable Care Act (ACA). Currently, “Initial Eligibility” is earned after the
employer has made three consecutive months of contributions; followed by a lag month; with the
Initial Eligibility recognized on the first day of the 5™ month.

As a result of the Trustees action, the Initial Eligibility provisions have been changed. The new
provisions are stated below:

Employees may receive benefits on the first day of the month following 59 days of employment, if
the employer has made at least two monthly contributions.

These new provisions apply to both Eligibility Rule A and B and will go into effect beginning with
June 2014 employment hours. The new €ligibility provisions do not change the requirements for
continuing eligibility.

Please contact the Administration Office at (206) 441-7574 or (800) 732-1121, option 4, if you have
guestions regarding eligibility requirements.

Clarification of June 1, 2014 Benefit Changes - On May 1%, the Administration Office mailed you a
benefit change notice and a Summary of Benefits and Coverage.

Emergency Services — Effective with services obtained on and after June 1, 2014, pre-authorization
for Emergency Services will no longer be required. The Plan covers certain emergency services
provided in hospital emergency rooms when you are suffering from an emergency medical condition.
You do not have to obtain pre-authorization before seeking emergency services in a hospital
emergency room. The Plan will charge you the same copay and coinsurance whether you obtain those
services from a PPO hospital or from a non-PPO hospital. However, if you obtain those services from
an Out-of-Network hospital, that hospital may bill you the difference between what the hospital
charges and the Plan’ s Usual, Customary and Reasonabl e allowance.
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Preventive Car e Benefits — Effective June 1, 2014, the Trust has added preventive care benefits with
no cost sharing to your plan of benefits. These changes were included in the Summary of Benefits but
were not outlined on the notice itself.

The Plan will pay 100% of the costs incurred for certain preventive services when those services are
provided by a network preferred provider. This means that these services will not be subject to any
deductible, and you will not have to pay any cost sharing (in other words, you will not have to pay
coinsurance for these services) as long as services are provided by a network preferred provider.
Preventive services obtained at a non-PPO provider are not covered.

The preventive services to which this new rule applies are those that are mandated by the Affordable
Care Act. The required services include services that are highly recommended by the U.S. Preventive
Services Task Force (for example, screening mammography every 1-2 years for women age 40 and
older and colorectal cancer screening at specified intervals for adults age 50 to 75). In addition, certain
pediatric preventive services such as well baby and well child care visits will be covered at specified
intervals. You will aso have coverage for immunizations for infants, children, adolescents, and adults
as recommended by the Federal Centers for Disease Control and Prevention. A complete list can be
reviewed at www.uspreventiveservicestaskforce.org.

The Preventive Care Services Benefit aso includes a limited number of over-the-counter
pharmaceuticals, paid a 100% when prescribed by your physician and purchased through the Plan’s
pharmacy network. These include:

= aspirin (325 mg and 81 mg) for cardiovascular disease

= fluoride supplementation for children age 6 and younger

= folic acid (0.4 mg and 0.8 mg) supplements for women of childbearing age

= jron supplements for infants less than a year old

= smoking cessation drugs and products are covered at 100% when you enroll in the Quit For Life®
Program through Alere*. .For more information on this program visit www.quitnow.net or call 1-866-
QUIT-4-LIFE (1-866-784-8454)

Please check with the Administration Office or Catamaran (the Pharmacy Benefit Manager) for
l[imitations that may apply.

Preventive Care Services for Women — Effective June 1, 2014, the Plan will cover these preventive
care services for women without any cost-sharing when they are provided by a PPO provider and in
accordance with applicable recommendations and guidelines, a complete list can be reviewed at
http://www.hrsa.gov/womensguidelines/:

Well-woman visits

Gestational diabetes screening

Human papillomavirus DNA testing, every three years for women age 30 or older

Sexually transmitted infections counseling for sexually-active women

Human immunodeficiency virus (HIV) screening and counseling for sexually active women
Access to al Food and Drug Administration-approved contraceptive methods, sterilization
procedures, and patient education and counseling, not including abortifacient drugs
Breastfeeding support, supplies, and counseling

= |nterpersonal and domestic violence screening and counseling
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Please check with the Administration Office or Catamaran (the Pharmacy Benefit Manager) for
limitations that may apply.

Eligible Dependents - Effective June 1, 2014, the plan will no longer exclude dependent children
between the ages of 19 and 26 who have their own employer-based coverage. All dependent children
under age 26 are now eligible to enroll regardless of whether they have their own employer-based
coverage. Should you wish to enroll an eligible dependent that now qualifies for digibility, please
contact the Administration Office at (206) 441-7574 or (800) 732-1121, option 4.

Trust Website — All Trust forms and plan booklets are available for review and download on the
Trust’s website at: www.her etrust.com. We encourage you to visit the website whenever you have
guestions regarding your benefits.

This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the
Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered heath plan can
preserve certain basic health coverage that was aready in effect when that law was enacted. Being a
grandfathered health plan means that this Plan does not include certain consumer protections of the
Affordable Care Act that may apply to other plans, for example, the requirement for the provision of
preventive health services without any cost sharing. However, this Plan must comply with certain other
consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on
benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered
health plan and what might cause a plan to change from grandfathered health plan status can be
directed to the Fund Office at 800-331-6158, option 0. You may aso contact the Employee Benefits
Security  Administration, uU.S. Department  of Labor a  1-866-444-3272  or
www.dol.gov/ebsa/heathreform. This website has a table summarizing which protections do and do
not apply to grandfathered health plans.

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

CJImm opeiu#8
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Hotel Employees Restaurant Employees Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 e« Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 » Fax (206) 505-9727 ¢ Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

May 1, 2014

To:  All Participants
Hotel Employees Restaurant Employees Health Trust

Re:  Benefit Changes Effective June 1, 2014

Important Information — Please be sure that you and your family read this notice carefully
and keep it with your benefit booklet or important insurance papers for future reference.

Effective June 1, 2014, the Plan is being amended to reflect changes required pursuant to the
Affordable Care Act. The changes are summarized below. This notice should be considered an
insert to your Summary Plan Description and Plan Document (Health Plan Booklet).

Eligible Dependents — Effective June 1, 2014, the plan will no longer exclude dependent
children between the ages of 19 and 26 who have their own employer-based coverage. All
dependent children under age 26 are now eligible to enroll regardless of whether they have their
own employer-based coverage.

Annual Maximum Benefit — For services incurred on and after June 1, 2014, the $2 million
annual maximum benefit on Essential Medical Benefits will be removed. Essential Medical
Benefits are defined in accordance with Federal Regulations.

Elimination of Pre-existing Conditions Limitations — Effective June 1, 2014, the Plan’s pre-
existing conditions limitations no longer apply to any participant regardless of age.

Summary of Benefits and Coverage (SBC) — In accordance with the Patient Protection and
Affordable Care Act as amended, the Trust is required to provide a SBC to all participants and
beneficiaries. The enclosed SBC is for the plan option in which you are currently enrolled.
Please note, the SBC furnished to the participant will be considered provided to dependents
unless the Plan has been advised of a different address for dependents.

A Uniform Glossary of Terms has also been published by the government. This document is
intended to describe terms commonly used in health insurance coverage, such as “deductible”
and “copayment.” Both the SBC and the Uniform Glossary of Terms have been posted to the
Trust’s website at www.heretrust.com or you can call the Administration Office at the number
below.




This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act
(the Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan
can preserve certain basic health coverage that was already in effect when that law was enacted.
Being a grandfathered health plan means that this Plan does not include certain consumer
protections of the Affordable Care Act that may apply to other plans, for example, the
requirement for the provision of preventive health services without any cost sharing. However,
this Plan must comply with certain other consumer protections in the Affordable Care Act, for
example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a plan to change from grandfathered health plan
status can be directed to the Fund Office at 800-331-6158, option 0. You may also contact the
Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or
www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and
do not apply to grandfathered health plans.

Please keep this important notice with your Summary Plan Description (SPD) for easy reference
to all Plan provisions. If you have any questions or need any additional information,
please contact the Administration Office.

Receipt of this notice does not constitute a determination of benefits or your eligibility. If
you wish to verify benefits or eligibility, please contact the Administration Office at (800)
331-6158, option 0.

Board of Trustees
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 « Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 « Fax (206) 505-9727 « Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

May 28, 2013
TO: All Participants of the Hotel Employees Restaurant Employees Health Trust
RE: New Benefit

L ong-term Disability Insurance Coverage

This 1s a summary of material modifications describing recent benefit
changes adopted by the Board of Trustees. Please be sure you and
your family read it carefully. Keep this important notice with your
June 1, 2004 HERE Health Plan Booklet.

The purpose of this notice is to inform you of a new benefit program that will go into
effect under the Health Trust effective June 1, 2013,

Monthly Benefit — Under the new provisions, you may be eligible for a benefit of up to 60%
of your monthly covered earnings — to a maximum of $1,000 per month if you sustain a
long-term disability.

Definition of Disability — Disability means that, solely because of a covered injury or
sickness, you are unable to perform the material duties of your regular occupation and you
are unable to earn 80% or more of your earnings from working in your regular occupation.
After benefits have been payable for 12 months, you are considered disabled if solely due to
your injury or sickness, you are unable to perform the material duties of any occupation for
which you are (or may reasonably become) qualified by education, training or experience,
and you are unable to earn 60% or more of your earnings. The insurance company who will
pay these benefits may require proof of other earnings you may have during the period of
disability; aswell as medical verification of your disability.

Covered Earnings — Covered earnings means your wages or salary, not including bonuses,
commissions and other extra compensation.



Elimination Period — Y ou must be disabled for 120 days before benefits may be payable.

Benefit Duration — Once you qualify for benefits under this plan, you continue to receive
them until the end of the benefit period shown below, or until you no longer qualify for
benefits, whichever occursfirst.

Y our benefit period begins on the first day after you complete your elimination period. And,
should you remain disabled, your benefits continue according to the following schedule,
depending on your age at the time you become disabl ed.

Age at Disability Age 62 or younger 63 64 65 66 67 68 69+
5 years gr the date
Duration of Payments the4.2. monthly 36 30 24 21 18 15 12
(months) benefit is payable,
if later

The full details of the new benefit coverage are summarized in a separate document, which
can be accessed on the Trust website, www.heretrust.com, or obtained from the
Administration Office.

If you have any questions regarding these new benefit changes, please contact Maria Cossio,
Trust Coordinator as follows:

Toll Free: 1-800-253-4373
(206) 728-2326, Ext 2981
maria@unitehere8.orqg

Or, you can call the Administration Office at 1-800-331-6158.

Trust Administration Office
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees Trust Funds
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Administered by
Welfare & Pension Administration Service, Inc.

Hotel Employees Restaurant Employees

April 23, 2013

To: All Participants
Hotel Employees Restaurant Employees Health Trust

Subject: Summary of Material Modification and Summary of Benefits and Coverage

This is a summary of material modifications describing recent benefit changes adopted by
the Board of Trustees. Please be sure you and your family read it carefully. Keep this
important notice with your June 1, 2004 HERE Health Plan Booklet.

Annual Open Enrollment — Enclosed are the annual open enrollment materials for your dental
coverage. The deadline to change your dental plan election is May 17, 2013.

Annuval Maximum Benefit for 2013 — The Plan’s annual maximum benefit will increase to $2,000,000.
The annual limit shall apply to the greater of $2,000,000 in claims for all medical benefits or $2,000,000
in claims for Essential Medical Benefits incurred from June 1, 2013 through May 31, 2014.

The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) — MHPAEA requires
group health plans and health insurance issuers to ensure that financial requirements (such as co-pays,
deductibles) and treatment limitations (such as visit limits) applicable to mental health or substance
abuse disorder (MH/SUD) benefits are no more restrictive than the predominant requirements or
limitations applied to substantially all medical/surgical benefits.

MHPAEA will become effective for this Plan on June 1, 2013. Therefore, effective with dates of service
on or after June 1, 2013, treatment for mental health or substance abuse disorders will be paid as any
other medical condition and are subject to medical necessity provisions. The specific Plan changes are
as follows:

Mental Disorders
e The visit limits for outpatient services will be removed.
e The inpatient day limits will be removed.

Summary of Benefits and Coverage — In accordance with the Patient Protection and Affordable Care
Act as amended; the Trust is required to provide a Summary of Benefits and Coverage (SBC) to all
participants and beneficiaries. There are two SBCs enclosed, one for eligibility Rule A, Family
Coverage and one for eligibility Rule B, Employee Only Coverage. Please note, the SBC furnished to
the participant will be considered provided to dependents unless the Plan has been advised of a different
address for dependents.

It is important to note that the SBC is only a summary and does not replace the Summary Plan
Description (plan booklet). Included in the SBC are “coverage examples”, which estimate what the plan
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benefit would be under two common medical situations. If you are eligible or enrolled in Medicare or
have primary coverage through another group health plan, this plan’s benefits will be coordinated with
that other plan and differ from what’s indicated in the SBC, and the coverage examples. The SBC is
not intended to be a cost estimator and should not be used to estimate your actual costs,

A Uniform Glossary of Terms has also been published by the government. This document is intended
to describe terms commonly used in health insurance coverage, such as "deductible" and "copayment"
Both the SBC and the Uniform Glossary of Terms have been posted to the Trust’s website at
www.heretrust.com or you can call the Administration Office at (800) 331-6158, option 0.

Grandfather Status — This Plan is a “grandfathered health plan” under the Patient Protection and
Affordable Care Act (the Affordable Care Act). As permitted by the Affordable Care Act, a
grandfathered health plan can preserve certain basic health coverage that was already in effect when that
law was enacted.

Being a grandfathered health plan means that this Plan does not include certain consumer protections of
the Affordable Care Act that may apply to other plans, for example, the requirement for the provision of
preventive health services without any cost sharing. However, this Plan must comply with certain other
consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on
benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered
health plan and what might cause a plan to change from grandfathered health plan status can be directed
to the Administration Office at 800-544-5085, option 0. You may also contact the Employee Benefits
Security ~ Administration,  U.S.  Department of  Labor at  1-866-444-3272  or
www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and do not
apply to grandfathered health plans.

This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the
Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can
preserve certain basic health coverage that was already in effect when that law was enacted.

Being a grandfathered health plan means that this Plan does not include certain consumer protections of
the Affordable Care Act that may apply to other plans, for example, the requirement for the provision of
preventive health services without any cost sharing. However, this Plan must comply with certain other
consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on
benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered
health plan and what might cause a plan to change from grandfathered health plan status can be directed
to the Administration Office at 800-331-6158, option 0. You may also contact the Employee Benefits
Security ~ Administration,  U.S.  Department of  Labor  at 1-866-444-3272  or
www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and do not
apply to grandfathered health plans.

Board of Trustees
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 * Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727 * Website www.heretrust.com

Administered by
Welfare & Pension Administration Service, Inc.

December 28, 2012
*Important Notice*

TO: All Participants
Hotel Employees Restaurant Employees Health Trust

Re:  Summary of Material Modification — Important Information Regarding Changes to
the Weekly Disability Benefit

Thisis a summary of material modifications describing recent benefit changes adopted by the
Board of Trustees. Please be sure you and your family read it carefully. Keep this important
notice with your June 1, 2004 HERE Health Plan Booklet.

WEEKLY DISABILITY BENEFITS

Effective January 1, 2013, the weekly disability benefit will increase from $220 to $225
for participants receiving benefits under eigibility Rule A (Rule A €eligibility applies to
any participant who works a minimum of 65 or 80 hours per month, depending on the
number of hours established under your collective bargaining agreement). For
individuals who are receiving weekly disability benefits for a qualifying disability that
began prior to December 31, 2012 and that continues on or after January 1, 2013, the
2013 portion of the qualifying disability period will reflect the new benefit.

Individuals who are receiving Trust Benefits under “Subrogation Provisions’ may be
eligible for weekly disability benefits effective with claims incurred on or after
January 1, 2013. Previoudly, these benefits were not recognized as eligible benefits for
subrogation (third-party liability) claims.

If you have any questions regarding these changes, please contact the Claims Department
at (800) 331-6158, option 0.

Sincerely,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 ® Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 ® Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

September 6, 2012

To: All Participants and Employers

Hotel Employees Restaurant Employees Health Trust
Subject: Summary of Material Modification

Benefit Changes

PARTICIPANT NOTICE OF BENEFIT MODIFICATIONS
Please be sure you and your family read this notice carefully.
Keep this important notice with your June 1, 2004 HERE Health Trust Plan Booklet.

The Board of Trustees has approved the following benefit changes to your Plan:

Effective August 1, 2012

Domestic Partner Life Insurance: A domestic partner of a participant will be recognized as a
dependent spouse for Trust life insurance benefits.

Effective October 1, 2012

Spinal Manipulation benefits: Services provided for manipulation of the spine and the spine’s
supporting structures. Benefits increase from 10 visits to 12 visits per calendar year. Benefits for
Spinal Manipulation will be paid at 90% of Covered Expenses with no deductible when
treatment is provided by a Preferred Provider and 60% of Covered Expenses with a $500
deductible when treatment is provided by a non-Preferred Provider.

Please keep this Notice with your summary plan description. Receipt of this notice does not
constitute a determination of benefits or your eligibility. If you have any questions regarding
your eligibility or benefits, please call the Administration Office at (800) 331-6158, option 0.

Sincerely,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees Trust Funds

2815 SECOND AVENUE « SUITE 300 « P.O. BOX 34203 » SEATTLE, WASHINGTON 98124
TELEPHONE (206) 441-7574 » TOLL-FREE 1-800-732-1121 « FAX (206) 505-WPAS (9727)

Administered by
Welfare & Pension Administration Service, Inc.

Hotel Employees Restaurant Employees

May 15, 2012

TO:  All Participants
Hotel Employees Restaurant Employees Health Trust

RE: Summary of Material Modification — Benefit Changes Effective June 1, 2012

This is a summary of material modifications describing recent benefit changes adopted by the
Board of Trustees. Please be sure you and your family read it carefully. Keep this important
notice with your June 1, 2004 HERE Health Plan Booklet.

This notice is to inform you of important changes to your health plan benefits that will go into
effect June 1, 2012. Included are the following benefit updates to your June 1, 2004 Health Plan

Booklet:
e New Schedule of Dental Benefits, effective June 1, 2012
e New Pacific Dental Alliance Provider Listing
e New Vision Benefits Schedule , effective June 1, 2012
e National Vision Network Provider Listing

Please read these documents carefully and keep this letter with your Health Plan Booklet and
other important Trust documents so you can refer to them when necessary.

If you have any questions regarding these new benefit changes, please contact the Administration
Office at 1-800-331-6158.

Trust Administration Office
Hotel Employees Restaurant Employees Health Trust
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HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST
SCHEDULE OF DENTAL BENEFITS EFFECTIVE JUNE 1, 2012

Procedure Description Revised
Code Effective 06/1/12
Diagnostic

150 Comprehensive Oral Evaluation $50

272 Bitewings - Two Films $25

274 Bitewings - Four Films $40
Restorative

2330 Resin - One Surface, Anterior $125

2331 Resin - Two Surface, Anterior $150

2332 Resin - Three Surface, Anterior $175

2335 Resin - Four or More Surface, Anterior $200
Restorative Il

2391 Comp Resin - One Surface - Posterior $125

2392 Comp Resin- Two Surface - Posterior $150
Crowns

2752 Porcelain w/ Noble Metal Crown $550
Endodontics

3310 Root Canal Therapy - Anterior $500

3320 Root Canal Therapy - Bicuspid $600

3330 Root Canal Therapy - Molar $700
Prosthodontics

5213  Max. Partial Denture $800

5214 Mand. Partial Denture $800
Oral Surgery

7140 Extraction eruped tooth or root $150

7210 $250

Surgical Extraction - Erupted

imm opeiu#8 S:\SharedSec\XLSheets\F 19\F19-02 DPA Eff 06.01.2012



PacificDental Alliance

Your union dental provider

Date: May 2012

To: All HERE Dental Plan Participants

Re: No Out-of-Pocket Dental Care

Pacific Dental Alliance affiliated offices will continue to accept the HERE
Trust Scheduled Dental Plan as payment-in-full.

This means members covered by the HERE Trust Dental Plan will
have no out-of-pocket costs up to the maximum annual allowance of the

plan®

If you are looking for quality dental care at a significant savings, you may
want to try one of the offices listed on the back of this letter.

A few examples of your savings

Procedure Your cost at Your cost at the offices
another provider™ listed on the back
of this letter
Exam (comprehensive) $77 $0
Cleaning (adult) $50 $0
Filling (two-surface composite) $143 $0
Crown (porcelain w/ noble metal) $768 $0
Root canal (molar) $968 $0

See other side for locations



Arlington
(360) 659-8777
Avenue Dental Care
3402 173rd Pl. NE
Ste. 204

Bellevue/Factoria
(425) 401-5000
Affordable Dental Care
4122 Factoria Blvd. SE
Ste. 301

Bremerton
(360) 792-0300
Avenue Dental Care
2741 Wheaton Way
Ste. B

Burien
(206) 988-0500
Affordable Dental Care
15726 1st Ave. S.

Edmonds
(425) 778-6333
Avenue Dental Care
23805 Highway 99
Ste. 100

Everett
(425) 438-8584
Avenue Dental Care
8625 Evergreen Way
Ste. 212

Federal Way
(253) 946-3895
Sterling Dental Care
30620 Pacific Hwy S.
Ste. 111

Kent/Covington
(253) 630-3500
Affordable Dental Care
16720 SE 271st St.
Ste. 211

Mt. Vernon
(360) 424-7921
Patel Dental Care
120 S. 15th St.

Ste. A

Olympia/Tumwater
(360) 943-5420
Affordable Dental Care
6015 Capitol Blvd. SW

Puyallup
(253) 435-5656
Avenue Dental Care
10317 122nd St. E.
Ste. D

Renton
(425) 264-0044
Affordable Dental Care
3900 East Valley Road
Ste. 203

Tacoma
(253) 471-2655
Affordable Dental Care
3402 South 18th St.

Spokane
(509) 467-8000
Avenue Dental Care
755 E. Holland Ave.

Spokane Valley
(509) 926-1500
Avenue Dental Care
20 N. Evergreen Rd.
Ste 101

Dentists: Steven Paige, Bob Virk,
Danlu Lee, Wendy Yeung, Katherine
Kim, Rattan Bains, Arpita Sharma,
Andrea Doan, Michael Nguyen, Ram
Patel, Gabor Klade, LeRoy Horton,
Varun Sharma, Francisco Juson,
Kenza Houki, , Adam Ford, , Mona
Khan, David Myaskovsky, Dong Kim,
Brian Radkey, Lauren Semerad, Jason
Bressler

Clackamas
(503) 786-3000
Downtown Dental Care
10001 SE Sunnyside Rd.,
Suite 250

Gresham
(503) 465-0005
Soft Touch Dental
1388 E. Powell Blvd.

Portland
(503) 228-4122
Downtown Dental Care
511 SW 10%™ Ave.
Suite 1114

Portland
(503) 249-1100
Soft Touch Dental
1301 NE Broadway

Tualatin
(503) 692-9280
Soft Touch Dental
18773 SW Martinazzi
Ave., Suite 100

Woodburn
(503) 981-6133
Soft Touch Dental
980 N. Cascade Drive

Dentists:
Danny Sadakah and
Lance Bailey

"This offer applies to members covered by the HERE Trust Traditional Fee Scheduled Dental Plan.
This offer is valid through March 2013. Implants, implant crowns, crowns with gold,
crowns/onlays/inlays that are all porcelain, and specialty services performed in or out of these

offices are not included.

**Source: 2010 Ingenix Dental Fee Analyzer, Seattle area 75th percentile.

- Pacific Dental Alliance Insert 5.2.2012




Hotel Employees Restaurant Employees Health Trust
Self Insured Vision

Benefit Summary

Vision Care Benefits* National Vision Non-Network
. Network Providers Providers
Exam — once each calendar year** 100% $ 60
Lenses — one pair each calendar year***
Single 100% $ 50
Bifocal 100% $ 80
Trifocal 100% $100
Contact (elective) 100% $100
Disposable Contact Lenses 100% $100
Frames — one each 2 calendar years Preferred Frames 100% $ 50
(Other Frames $50)

*No deductible is required
**Children under age 18 are subject to usual, reasonable and customary allowance (UCR) rather than $60.00 limit
(effective June 1, 2011)
*** For standard plastic or clear glass

GD:lmm opeiu#8
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HOTEL EMPLOYEES RESTAURANT EMPLOYEES
HEALTH TRUST

VISION BENEFIT LOCATIONS

This is a representative list of locations available. Please visit nationalvision.com for the
location of additional network providers:

Auburn

The Optical Shoppe
Inside Fred Meyer
801 Auburn Way N
253-735-4732

Bellevue

The Optical Shoppe
Inside Fred Meyer
2041 148" NE
425-644-4226

Bonney Lake

The Optical Shoppe
Inside Fred Meyer
20901 Hwy 410
253-863-9798

Covington

The Optical Shoppe
Inside Fred Meyer
16735 SE 272" ST
253-639-4077

Everett

The Optical Shoppe
Inside Fred Meyer
8530 Evergreen Way
425-353-2750

Federal Way
Americas Best

1810 S 320th St STE A
253-237-5031

Kennewick

The Optical Shoppe
Inside Fred Meyer
2811 W 10" Ave
509-734-2511

Lacey

The Optical Shoppe
Inside Fred Meyer
700 Sleater-Kiney Rd
360-491-8440

AK:lmm opeiu#8

Lacey

Americas Best

1350 Galaxy Dr, STE D
360-918-0449

Lynnwood

The Optical Shoppe
Inside Fred Meyer
4615 196" St SW
425-778-2611

Americas Best
3333 184th St SW, STE P
Phone: (425) 744-1177

Marysville

The Optical Shoppe
Inside Fred Meyer
9925 State Ave
360-653-3498

Monroe

The Optical Shoppe
Inside Fred Meyer
18805 State Rt #2
360-805-9323

Puyallup

The Optical Shoppe
Inside Fred Meyer
1100 N Meridian St
253-848-9600

Renton

The Optical Shoppe
Inside Fred Meyer

365 Renton Center Way SW
425-255-4630

The Optical Shoppe
Inside Fred Meyer
17801 108" Ave SE
425-271-9211

S: d failings\Open il F19\F19-02 — SMM - National Vision Provider List - 2012

Seattle

The Optical Shoppe
Inside Fred Meyer
915 NW 45" St
206-789-8694

Spokane
EyeGlass World
6029 N Division St
509-482-4900

Americas Best
9652 N Newport Hwy
509-468-8080

Tacoma

The Optical Shoppe
Inside Fred Meyer
7250 Pacific Ave
253-472-1168

The Optical Shoppe

Inside Fred Meyer
4505 S 19" StE
253-752-4396

Americas Best
1901 S 72" STE Ao 17
253-474-4700

Tukwila

Americas Best

17334 Southcenter Pkwy
206-575-4500

Vancouver

Americas Best

9301 NE 5th Ave, STE 106
360-597-0243



Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 * P. O. Box 34203 « Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

February 7, 2012

TO: All Participants
Hotel Employees Restaurant Employees Health Trust

This letter describes upcoming changes to your Prescription Plan. Please be sure that
you and your family read it carefully. Keep this notice with your benefit booklet for
futurereference.

Si usted require una copia de esta noticia en Espanol, por favor pongase en contacto con la Oficina
de Administracion a 1-800-732-1121, opcion 4.

CHANGE OF PRESCRIPTION DRUG BENEFIT MANAGER — Effective March 1, 2012
In a previous notice, we advised that the Trust has contracted with informedRx to manage your
prescription drug benefits. This letter serves as an introduction to your new prescription benefit
program. By mid-February you will be receiving your new combination Medical, Dental,
Vision, and Prescription Drug Identification (ID) cards. Along with your new ID cards you
will be receiving a welcome kit which will include pertinent prescription benefit information.
Y ou will need to present this new ID card at the pharmacy on or after March 1%,

Please note there are no changes to your Medical, Dental, Vision or Prescription benefits.
The retail and mail order prescription copayments will remain at $12 for each prescription.
Remember, if you purchase a brand-name prescription drug and a generic equivalent is available,
you will be responsible for payment of the difference in cost between the two medications, in
addition to the copayment.

SPECIAL INSTRUCTIONS FOR WAL GREENS PRESCRIPTIONS

If you filled any prescriptions at a Walgreen's retail pharmacy between January 1, 2012 and
February 29, 2012 and paid for them in full, you will be eligible for reimbursement, less your
applicable co-payment responsibility. Simply contact the Administration Office for a Direct
Member Reimbursement form (DMR), attach your prescription and sales receipt, and mail to the
Administration Office in the return envel ope provided with your claim form.

PLEASE NOTE: Reimbursement for all Walgreen Claims WILL NOT be made until after
March 1, 2012.

over



WHAT YOU NEED TO DO WHEN YOU RECEIVE YOUR NEW ID CARDS

Make sure your nameislisted correctly

Place your new cards into your purse or wallet

Destroy your old identification cards after February 29, 2012

Carefully review the packet of materialsincluded with your new 1D cards

Present your new 1D card whenever visiting the doctor, hospital or when obtaining a
prescription

e Do not useyour new card until March 1, 2012

WHAT IF| DON'T RECEIVEMY ID CARD ORMY NAME ISMIS-SPELLED?

Please contact the Administration Office to order an ID card or to have your card corrected. You
can aso cal the Administration Office to update your mailing address, verify eligibility and
benefits. The phone numbers for assistance are as follows:

e |D card corrections and eligibility verification: 1-800-732-1121, press option 4
e Questions regarding benefits: 1-800-331-6158, press option 0

IMPORTANT NOTE

In order to keep your eligibility records accurate, please keep the Administration Office
informed of any change in address, dependent status and designated beneficiary. All changes can
be submitted to the Administration Office by completing a new enrollment form.

Thank you,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust
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Hotel Employees Restaurant Employees Trust Funds

2815 SECOND AVENUE * SUITE 300 * P.O. BOX 34203 « SEATTLE, WASHINGTON 98124
TELEPHONE (206) 441-7574 « TOLL-FREE 1-800-732-1121 * FAX (206) 505-WPAS (9727)

Administered by
Welfare & Pension Administration Service, Inc.

Hotel Employees Restaurant Employees

December 20, 2011
*Important Notice*

TO: All Participants
Hotel Employees Restaurant Employees Health Trust

Re:  Summary of Material Modification — Important Information Regarding Changes to
the Prescription Plan and to the Weekly Disability Benefit

This is a summary of material modifications describing recent benefit changes adopted by the
Board of Trustees. Please be sure you and your family read it carefully. Keep this important
notice with your June 1, 2004 HERE Health Plan Booklet.

PRESCRIPTION COVERAGE

We are pleased to inform you that effective March 1, 2012, your prescription drug
benefit program will be administered by InformedRx, replacing the program currently
administered by Express Scripts, Inc.

This change is being made to better serve the participants, while maintaining a cost
effective program.

You may have heard or received previous communications that beginning
January 1, 2012, Walgreens has announced that it will no longer participate in the
Express Scripts network. As a result, all Trust Participants will have to pay the full price
up front for any prescriptions filled at a Walgreens-owned pharmacy.

During the transition phase to the new program (January and February 2012), you may
elect to continue to have your prescriptions processed at Walgreens drug stores.
However, you will need to pay the full price of the medication. Under the new program
beginning March 1, 2012, these prescriptions can be submitted to InformedRx for
reimbursement. You will be reimbursed the amount paid for each eligible prescription,
less the applicable $12.00 co-payment.

After March 1, 2012, you may utilize one of 62,000 participating pharmacies in the
InformedRx network. This network includes Walgreens, Bartells, Fred Meyer, and
Target pharmacies, to name a few. You will receive additional information regarding the
new program in the coming weeks.

(over)




WEEKLY DISABILITY BENEFITS

Effective January 1, 2012, the weekly disability benefit will increase from $200 to $220
for participants receiving benefits under eligibility Rule A (Rule A eligibility applies to
any participant who works a minimum of 65 or 80 hours per month, depending on the
number of hours established under your collective bargaining agreement). For
individuals who are receiving weekly disability benefits for a qualifying disability that
began prior to December 31, 2011 and that continues on or after January 1, 2012, the
2012 portion of the qualifying disability period will reflect the new benefit.

If you have any questions regarding these changes, please contact the Claims Department
at (800) 331-6158, option 0.

Sincerely,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

GG:lmm opeiu#8
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Hotel Employees Restaurant Employees Trust Funds

2815 SECOND AVENUE ¢ SUITE 300 * P.O. BOX 34203 » SEATTLE, WASHINGTON 98124
TELEPHONE (206) 441-7574 » TOLL-FREE 1-800-732-1121 * FAX (206) 505-WPAS (9727)

Administered by
Welfare & Pension Administration Service, Inc.

Hotel Employees Restaurant Employees

July 25, 2011

To:  All Participants
Hotel Employees Restaurant Employees Health Trust

Re:  Summary of Material Modification — Benefit Changes Effective August 1,2011

This is a summary of material modifications describing recent benefit changes adopted by the Board
of Trustees. Please be sure you and your family read it carefully. Keep this important notice with your
June 1, 2004 HERE Health Plan Booklet.

This notice contains information on:
* A new Member Assistance Program (MAP)
* The Smoking Cessation Program — Quit For Life®
*  Website Information

The Board of Trustees is pleased to announce that effective August 1, 2011 a new Member
Assistance Program (MAP) will be available to all eligible participants of the Hotel Employees
Restaurant Employees Health Trust. The MAP program is a counseling assessment and referral
service through First Choice Health and is offered by the Health Trust to you af no cost.

Enclosed with this notice you will find materials which describe the counseling and Work/Life
services available to you the Member, your spouse or domestic partner, and your children up to
age 26. '

The MAP is available 24-hours per day, 7-days per week. Your privacy is maintained and your
contact with MAP is strictly confidential. Contact the MAP toll-free at (866) 372-7380.

To learn more about the tools and resources available visit the MAP online at
www.FirstChoiceMAP.com and click on the Work/Life Resources button. Enter the username
unite and the password here.

The Board of Trustees would also like to take this opportunity to remind you of a couple of other
~ benefits available to eligible participants of the Health Trust.

Quit For Life® Program

If you or your spouse (or domestic partner) is a tobacco user and you wish to quit, the Quit For
Life® Program is available to you at no additional cost (not available to dependent children).
The Quit For Life® Program is the best method you can use to quit tobacco because it treats




tobacco use as an addiction; not just a bad habit. With personal help from a Quit Coach® you
will make good decisions about medications, develop new thinking skills and learn how to
behave differently in situations where you normally use tobacco.

When you enroll in the program you will receive:

Unlimited toll-free access to Quit Coaches®

Recommendations on type, dose, and duration of medication if appropriate

Free nicotine replacement therapy (patch/gum) mailed directly to your home

Access to Web Coach®, an on-line community where you can get information and
support

o Printed Quit Guides to help you stay on track between calls.

For more information about the Quit For Life® program or to enroll in the program, call
(800) QUIT-4-LIFE (866-784-8454).

The HERE Health Trust wants you to be healthy and happy for life. Both the MAP program and
the Quit For Life® program are useful tools and steps you can take towards good health.

Trust Web-site

The Health Plan has established a web site to provide you with immediate access to your plan
information. The site located at www.heretrust.com includes the following Trust related
material:

Forms — Claim Forms, Legal Documents, and Notices

Plan Booklets

Links to Preferred Provider Organizations, and other useful sites
Local Unions and International Contact Information

This site will also provide a link to “My Personal Benefit” information, which may be viewed
through a secure location requiring the entry of a personal identification number (PIN) and your
social security number or 7-digit identification number (as found on your ID card). A PIN will be
assigned and mailed to you upon your written request. To request a PIN, please complete a PIN
REQUEST FORM which can be printed from the website.

Please note that a PIN will be assigned. For security purposes you may not choose your own
PIN. “My Personal Benefits” information includes the following data:

e Personal Information — Name, address, gender, birth date, marital status, etc.
e Hours/Contributions — A statement showing recent employers reporting hours and
contributions to the Trust on your behalf.

Please keep this important notice with your Plan Document/Summary Plan Description (SPD)
for easy reference to all Plan provisions. Should you have any questions, please contact the
Administration Office at (206) 441-7574, option 0 or toll free at (800) 732-1121, option 0.

Sincerely,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

CJ:lmm opeiu#8
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Welcome to HERE First Choice Health..

Member Assistance Program (MAP)

Our program is confidential and covers employees,
spouses, domestic partners, and children up to
age 26. HERE provides your MAP services free of Enhanced Work Life Services
charge (no co-pay, deductible or premium).

You can use MAP services to solve a wide range of concerns and problems:

Legal Services: You can talk with an attorney
for up to 30 minutes at no charge. Should you
decide to retain the attorney, you will receive a
25% discount off the attorney’s standard hourly
fees (work related issues are not covered).

» Marital and family issues

» Depression and anxiety

* Problems with substance abuse
 Problems with gambling Financial Services: You may

« Balancing work and home speak with a financial professional by phone
for up to 60 minutes at no charge for debt
management issues, credit card education/

» Personal/family concerns

Your MAP is available 24 hours per day, 7 days per week. Simply call consultation and budgeting advice (investment
(866) 372-7380 and a Customer Service Representative will assist you. advice is not provided).

The MAP provides up to 3 face to face visits with a Licensed Behavioral

Health Provider who is skilled in assessing your concerns. If preferred ID Theft and Fraud Resolution:

you may request an online appointment at www.FirstChoiceMAP.com. This benefit can help protect you from

theft, fraud, or assist you should you become
a victim of a fraud related crime.

Childcare and Eldercare Consultation:
You will be connected with a childcare or

We Invite You To Explore Our Online i " :
eldarcare specialist who can assist in arranging
TUOIS And Resources care or resources for your child or older parent

Go to www.FirstChoiceMAP.com and click on the regardiess of their location in the U.S.

Work/Life Resources button.

username: unite
password: here

You can search a vast electronic library for
information, tools and resources: legal forms, financial
information, pet care, parenting solutions, health

and wellness, family matters, daycare information,
eldercare, and much more.

UNITE




Member Assistance Program

One Union Square FiI’St ChOiCC Healthm

600 University Street, Suite 1400
Seattle, WA 98101

(866) 372-7380
Fax: (206) 268-2433

www.FirstChoiceMAP.com

Healthy Employees. Healthy Companies.w

Member Assistance Program
Enhanced Services for You and Your Family

24 /7
(866) 372-7380

www.FirstChoiceMAP.com

Cut and retain this reference card to access services.

First Choice Health..

Healthy Employees. Healthy Companies.m

Member Assistance Program

We will always exceed your expectations for service. Guaranteed.

»

www.FirstChoiceMAP.com

; \ (866) 372-7380
(866) 372-7380 or TTY (800) 777-4969 _ERETAS

All services are confidential and cost free to you and your family.



Description of
MAP Services

First Choice Health Employee Assistance Program (MAP)
provides assessment sessions with a licensed mental
health professional for a variety of emotional, behavioral,
family, relationship, mental health or chemical dependency
CONGErnSs.

The MAP provides you and your covered family members
services that are cost-free, convenient and confidential.
MAP coverage includes a spouse or significant other and
eligible dependent children.

Stress & Anxiety Change & Life Transitions
Depression Impulse Control
Couples & Crisis Management
Relationships Sleep Problems
Parenting & Family Grief & Loss

SUICTE Work Conflic
B Gambling Problems

lf)?)%élslutl)tratFig]r?nmal Child or Eldercare
Consultations

Alcohol / Drug ID Theft Resolution

Problems _
Communication Texting / Internet
Addictions

« Once you have received your materials, review the resources.
Please call if more information is required.

* Your Work Life Expert will follow up, making sure your
request has been satisfied.

Please contactthe MAP by phoneat
(866) 372-7380 with questions
or to learn more about the Work
Life Resources available to you
and your covered family members.

Access your online Work Life Resources

at www.FirstChoiceMAP.com. Click on the Work
Life Resources button and enter your organization’s
Username and Password. To obtain login information,
contact your HR or the MAP at (866) 372-7380.

« Stress & Anxiety « Impulse Control

* Depression « (Crisis Management

 Couples & Relationships « Sleep Problems

« Parenting & Family Concerns * Grief & Loss

+ Adolescence + Work Conflict

« Legal or Financial Consultation  Gambling Problems

* Alcohol / Drug Problems « Child or Eldercare
Consultations

 Communication

« Change & Life Transitions + 1D Theft Resolution

- Texting / Internet Addictions



Work Life Resources Online or with a Consultant

> Legal Consultation

Through First Choice Health MAP you have access
to a free 30-minute legal consultation, face-to-face or by
telephone. Typical problems include Family and Domestic
Concerns, Motor Vehicle Matters, Civil Issues, Elder Law,
Divorce and Parenting, Juvenile Issues and a variety of
other concerns. Should you decide to retain the attorney
for ongoing services, you will receive a 25% reduction in
the attorney’s normal hourly fees. Employment-related
concerns are not covered.

> Financial Services

First Choice Health MAP provides free financial
counselors available for consultation and education.
The telephonic consultation includes 30-60 minutes
of financial counseling. Topics include: budgeting,
estate planning, credit card consolidation, savings
and investing, debt management, retirement planning
and more.

> ldentity Theft Resolution

Many Americans have been victimized by identity theft and
consumer fraud. The average consumer spends over 175
hours responding to and resolving instances of identity
theft. Our Fraud Resolution Specialists are qualified
legal professionals providing step-by-step guidance and
consultation about Identity Theft or Fraud.

> Childcare Consultation

This convenient service offers families and parents
information whenever a childcare need arises. Qualified
childcare professionals help identify resources such as:
daycares, summer activities, special needs resources,
how to become a parent, school age preparations, and
much more.

> Eldercare Services

If you're concerned about an aged or disabled loved
one, the MAP can connect you to eldercare experts and
resources — regardless of where your family member
lives. From understanding Medicare to information about
in-home nursing, assisted living and specialty health
care providers, this comprehensive service can save you
time and increase your peace of mind. The MAP provides
this service at no cost to you or your covered family
members.

24 /17
(866) 372-7380

www.FirstChoiceMAP.com




Accessing Your
Work Life Resources

As described on the previous pages, consultation is available on a
wide range of Work Life issues that can affect you and your family
members. You can receive information in the way that best meets
your needs: by phone, online access, e-mail, fax or mail.

MAP Work Life Resources are free, confidential and offered by
your employer to provide you with assistance in megting your
goals or dealing with life’s challenges. Our experts are highly
trained and responsive to your specific needs and concerns.

« (Contact the MAP by phone or request services through the

website at www.FirstChoiceMAP.com.

* You will be connected with a Work Life Expert who will
explore your concerns and prepare a customized package
of information, resources, provider profiles and educational

materials in response to your needs.

> Assessment & Referral

Assessment & Referral means a First Choice Health MAP
provider will work with you to determine the nature of
your concern and resolve the issue within the available
MAP sessions. After your MAP assessment, the provider
will make treatment recommendations, if necessary or
requested, based on your unique needs.

You can reach the MAP 24 hours per day, 7 days a
week. When you call you'll be greeted by a customer
service professional ready to respond to your questions,
needs and preferences. A mental health counselor
is always available to talk with you or your covered
family members.

MAP can assist in locating a licensed mental health
professional in your area convenient to your home or work.

Our network providers include licensed mental health
counselors, psychologists, clinical social workers, marriage
& family therapists and chemical dependency professionals.

> Confidential Services

First Choice Health MAP understands the importance
of making reliable, confidential services available to
employee families. We know that making it possible
to consult discreetly with an MAP provider is essential
— perhaps the most important role of the Employee
Assistance Program. Information about your contact
with the MAP is never released without your request and
signed consent.

To initiate Assessment & Referral services contact us at

(866) 372-7380 or online at www.FirstChoiceMAP.com.






Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300  P. O. Box 34203 e« Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

May 6, 2011

To: Active Employees, and Eligible Dependents, Including COBRA Beneficiaries of the
Hotel Employees Restaurant Employees Health Trust

Re: Benefit Changes Effective June 1, 2011
This is a summary of material modification describing recent changes adopted by the Board of Trustees.

The Board of Trustees of the Hotel Employees Restaurant Employees Health Trust (Plan) has recently adopted
changes to the Plan as required by the Patient Protection and Affordable Care Act (PPACA). These changes apply
to all eligible active employees, and their eligible dependents, including COBRA beneficiaries. The following
changes become effective June 1, 2011:

Elimination of Pre-existing Conditions Limitation for Participants under Age 19
Effective June 1, 2011, children under age 19 will no longer be subject to the Plan’s pre-existing condition
limitation. Children under age 19 were previously subject to pre-existing condition limitations, which meant
that if a child received treatment for a condition during the three months prior to enrolling in the Plan, eligible
claims for that condition would not be payable until the person has been covered by the Fund for three months
(measured from the effective date medical coverage began).

Previously, children under age 19 were also subject to a twelve month continuous coverage waiting period to
receive transplant benefits. Effective June 1, 2011, this waiting period is removed.

The Plan’s pre-existing condition limitations will continue to be effective for members and dependents age 19
and over.

Elimination of Lifetime Benefit Maximums and
Implementation of a New Annual Benefit Maximum Effective June 1, 2011

Effective June 1, 2011, the Plan is eliminating the current $1,000,000 medical lifetime benefit maximum. In place
of the lifetime maximum, the Plan will be implementing an annual medical benefit maximum of $1,000,000, which
will be monitored and applied on a calendar year basis. Individuals whose medical coverage previously ended by
reason of reaching the lifetime limit are again eligible to enroll in the Plan. To enroll, the individual must
complete an Enrollment Form and return it to the Administration Office with a postmark of no later than
June 4, 2011. Coverage will be effective June 1, 2011.

You may obtain an enrollment form in one of the following ways:

e Log on to the Trust website — www.heretrusts.com, click on forms, then medical forms, and select
enrollment form

e E-mail request to form@wpas-inc.com. You must include your name, complete address, and 7-digit
member identification number (located on the first line of address on the envelope), and include “HERE
Health Trust” in the subject line of your e-mail. An enrollment form will be mailed to you the next
business day.

e By telephone - call (800) 732-1121, option 4.



http://www.heretrusts.com/�
mailto:form@wpas-inc.com�

The Plan’s current $11,000 benefit maximum every 2 calendar years for substance abuse treatment will also be
removed effective June 1, 2011. Substance abuse treatment will be subject to the new $1,000,000 annual
medical benefit maximum. In addition, the Plan’s $250,000 lifetime maximum for Organ Transplants and
$25,000 donor expenses per transplant is being removed.

Elimination of Calendar Year Maximums Effective June 1, 2011
Certain calendar year benefit maximums (also monitored and applied on a calendar year basis) are also being
removed and are instead subject to the annual $1,000,000 maximum effective June 1, 2011. These benefits are
summarized below:

e $2,000 annual maximum on ambulance service

e 530,000 per condition inpatient rehabilitation

Neurodevelopmental therapy $1,000 per year limit for children under age 6

Dental accident paid under the medical plan $1,000 per occurrence

$1,000 hospitalization for dental care

$1,000 per year outpatient physical therapy

e $2,000 annual maximum on dental benefits, other than orthodontic, for dependent children under the
age of 18

e S50 vision exam per calendar year, for dependent children under the age of 18

e S$375 per calendar year smoking cessation program provided through Free & Clear

Important Notice Regarding Eligibility Changes
In accordance with the requirements of PPACA, effective June 1, 2011, the Plan will not retroactively cancel

coverage except when contributions are not timely paid, or in cases of fraud or intentional misrepresentation of
material fact.

It is your responsibility to notify the Administration Office within 30 days if you gain or lose an eligible
dependent, such as through marriage or divorce. If you enroll a dependent who does not meet the eligibility
requirements of the Plan, or if you fail to notify the Plan of your divorce or other loss of dependent eligibility
within 30 days of the event, it is considered intentional misrepresentation of a material fact and the Plan will
retroactively terminate coverage for your ineligible dependent. If the Plan pays claims on the ineligible
dependent, you may be responsible for claims paid on your ineligible dependent’s behalf. Please help us keep
your dependent eligibility up-to-date!

Grandfathered Status
This Plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable
Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic
health coverage that was already in effect when that law was enacted.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan
and what might cause a plan to change from grandfathered health plan status can be directed to the
Administration Office at 206-441-7574, or toll free at 800-732-1121. You may also contact the Employee
Benefits Security Administration, u.S. Department of Labor at 1-866-444-3272 or
www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and do not apply
to grandfathered health plans.

Sincerely,

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

CJ:lmm opeiu#8
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In accordance with ERISA reporting requirements, this document serves as your Summary of Material Modifications to the Plan and we are advising you of
these Plan changes within 60 days of the adoption of those changes.



Hotel Employees Restaurant Employees Trust Funds

2815 2nd Avenue, Suite 300 ® P. O. Box 34203 ® Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 ® Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

Date: September 30, 2010
To: All Plan Participants

Hotel Employees Restaurant Employees Health Trust
Re: Dependent Coverage Extension to Age 26

In accordance with the Patient Protection and Affordable Care Act (PPACA) as amended, effective January 1,
2011, the Hotel Employees Restaurant Employees Health Trust (HERE) will provide dependent coverage to
children of participants up to age 26.

The Department of Labor (DOL) and Department of Health and Human Services (HHS) jointly issued interim
final rules to implement the dependent coverage extension to age 26. The interim final rules specify that an
adult child can qualify for this coverage even if he or she is no longer living with a parent, is not a dependent on
a parent’s tax return, or is no longer a student. Both married and unmarried adult children can qualify for the
dependent coverage extension, although that coverage does not extend to an adult child’s spouse or children.

These recently issued regulations extending dependent coverage to age 26 also provide the possibility of
coverage for a child whose coverage ended, a child who was denied coverage or a child who was not eligible
for coverage.

The HERE Health Trust is conducting a special enrollment in which plan participants will have the opportunity
to enroll or re-enroll their children. The special enrollment period starts on October 1, 2010 and will continue
through November 30, 2010. Coverage will be effective January 1, 2011.

If you have a child who qualifies, and you wish to enroll them in the plan, you must complete an enrollment
form and return it to the Administration Office. You may obtain an enrollment form by doing one of the
following:

1. Download and print an enrollment form at the Trust’s website www.heretrust.com — click on “Forms”,
then click “Medical Forms”, and then select “Enrollment/Beneficiary Form”.

2. Send an e-mail to the Administration Office — address your e-mail to form@wpas-inc.com. You must
include your name, complete address, and 7-digit member identification number (located on the first line
of address on the envelope or on your ID card). An enrollment form will be mailed to you the next
business day.

3. To request a form by phone call (800) 732-1121, option 4.

Please note the Administration Office will require documentation such as a birth certificate, legal guardianship
order, and marriage certificate if the adult child is married.

Please keep a copy of this important notice with your Plan Document/Summary Plan Description (SPD) for
easy reference to all Plan provisions.

Receipt of this notice does not constitute a determination of your eligibility. If you wish to verify eligibility, or
if you have any questions regarding this Plan change, please contact the Plan Administration Office at
(800)732-1121, option 4.

In accordance with ERISA reporting requirements this document serves as your Summary of Material Modifications to the Plan and we are advising
you of these Plan changes within 60 days of the adoption of those changes.

CJ:lmm opeiu#8
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

May 2009

TO:  All Participants
Hotel Employees Restaurant Employees Health Trust

RE: Summary of Material Modification — Benefit Changes Effective June 1, 2009

This is a summary of material modifications describing recent benefit changes adopted by the
Board of Trustees. Please be sure you and your family read it carefully. Keep this important
notice with your June 1, 2004 HERE Health Plan Booklet.

This notice is to inform you of important changes to your health plan benefits that will go into
effect June 1, 2009. Included are the following benefit updates to your June 1, 2004 Health Plan
Booklet:

New Domestic Partnership benefits

New Tobacco Cessation Program

New language to cover contraceptive devices
New organ transplant benefit lifetime maximum

Please read these sections carefully and keep this letter with your Health Plan Booklet and other
important Trust documents so you can refer to them when necessary.

Domestic Partnership Benefits
Eligible dependents have now been expanded to include domestic partners. You and your
domestic partner must meet criteria in order to be eligible for benefits. The criteria include:

Each individual is 18 years of age or older;

Share a close personal relationship and are each other’s sole domestic partners;

Not legally married to anyone;

Not related by blood closer than would bar marriage;

Currently share the same regular and permanent residence;

Jointly share financial responsibility for “basic living expenses” including the cost of
food, shelter, and other costs such as medical expenses; and

e Have registered as a Domestic Partner in Washington or Oregon, and qualify for
coverage in those states, based on applicable eligibility criteria.

If you meet all of the eligibility requirements, your domestic partner (and any eligible dependent
children of a domestic partner) will be insured under the Plan the same as any other dependent
enrolled under this Plan. Please refer to the June 2004 Health Plan Booklet for the definition of
an Eligible Dependent.



How to Enroll - If you are interested in enrolling and determining if you qualify for this
coverage, you must complete a Declaration of Domestic Partnership form. To obtain this form,
please contact the Administration Office at (800)732-1121, option 4.

Tobacco Cessation

A new program available to eligible members and their spouse or domestic partner (dependent
children are not covered) for tobacco cessation, has been added to your current Health Plan. To
participate, you need to contact the sponsor organization, Free & Clear®, and enroll in their Quit
for Life™ program. The program provides personalized telephone counseling, educational
materials, online interactive tools, and free nicotine replacement products (such as nicotine
patches and gum). For information on the program or to register, call 1-866-Quit-4-Life
(866-784-8454).

The new tobacco cessation program being sponsored by Free & Clear replaces the current benefit
as stated on page 30 of your June 2004 Health Plan Booklet. Required prescription medications
for smoking cessation are paid under the drug plan. If you started the existing smoking cessation
program prior to June 1, 2009 you will be allowed to complete that program.

Contraceptive Devices

The “Sterilization Procedures” benefit currently outlined on page 30 in your Health Plan Booklet
will be replaced with “Family Planning” and will read to include these voluntary procedures that
are covered for eligible members and their spouse (dependent children are not covered):

Cervical cap/ring

Diaphragm

IUD insertion (and medically necessary removal of)
Norplant

Tubal ligation (not reversal)

Vasectomy (not reversal)

Over-the-counter products are not covered. Oral contraceptives are covered under the
prescription drug benefit and are limited to coverage for eligible members and their spouse or
domestic partner (dependent children are not covered).

The Limitations and Exclusions section on page 36 of your Health Plan Booklet will now read
as: Family planning or contraceptive devices except as specifically provided.

Organ Transplant Benefit Lifetime Maximum
The Trustees have approved an increase to the organ transplant lifetime maximum benefit from
$200,000 to $250,000 effective for services incurred on or after June 1, 2009.

If you have any questions regarding these new benefit changes, please contact the Administration
Office at 1-800-331-6158.

Trust Administration Office
Hotel Employees Restaurant Employees Health Trust

J:\Imm opeiu#8
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

January 2009
TO: All Participants
Hotel Employees Restaurant Employees Health Trust
FROM: Trust Administration Office
RE: Summary of Material Modification Model Newborns’ Act Disclosure

This is a Summary of Material Modification describing recent benefit changes adopted by the
Board of Trustees. Please be sure that you and your family read this notice carefully. It should
be kept with your benefit booklet or insurance records for future reference.

Model Newborn’s Act Disclosure

Group health plans and health insurance issuers generally may not, under
Federal law, restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than 48 hours following a
vaginal delivery, or less than 96 hours following a cesarean section.
However, Federal law generally does not prohibit the mother’s or newborn’s
attending provider, after consulting with the mother, from discharging the
mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider
obtain authorization from the plan or the insurance issuer for prescribing a
length of stay not in excess of 48 hours (or 96 hours).

Board of Trustees,
Hotel Employees Restaurant Employees Health Trust

GG:jm
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

November 11, 2008

TO: All Participants
Hotel Employees Restaurant Employees Health Trust

RE: Summary of Material Modification — Benefit Changes Effective January 1, 2009

This is a Summary of Material Modification describing recent benefit changes adopted by the
Board of Trustees. Please be sure that you and your family read this notice carefully. It should
be kept with your benefit booklet or insurance records for future reference.

The Board of Trustees is pleased to announce that effective January 1, 2009 the eye examination
benefit will increase from $35 to $50 per eligible person per exam. Eye exams are limited to one
per eligible person per year.

In addition to the increased benefit, the Board of Trustees has expanded the National Vision Plan
provider listing to include America’s Best vision providers. An updated provider listing is
enclosed in this packet.

For a complete description of vision benefits and limitations and exclusions, please refer to your
Summary Plan Description booklet dated June 2004.

Board of Trustees,
Hotel Employees Restaurant Employees Health Trust

sdg opeiuf#8
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STORE

5254
5251
5252
5377
5376
5371
5401
5373
5372

STORE
7609
7626
7657
7625
7614
7630
7611
7615
7627
7612
7616
7650
7640
7636
7647
7649
7658
7652
7639
7646
7631
7638
7632
7648
7654
7633
7634

AmM=Rricas BeEsT

CONTACTS & EYEGLASSES.

ADDRESS

6375 Ulali Drive

9710 Se Washington St Ste D

9225 Sw Hall Bivd

1810 S. 320th St., Suite A
1350 Galaxy Drive, Suite D
3333 184th St Sw

9652 N Newport Hwy
1901 S 72nd St Ste Ao
17334 Southcenter Pkwy

CITY

Keizer
Portland
Tigard
Federal Way
Lacey
Lynnwood
Spokane
Tacoma
Tukwila

ST

OR
OR
OR
WA
WA
WA
WA
WA
WA

ZIP

97303
97216
97223
98003
98516
98037
99218
98408
98188

EOptical

ADDRESS
11425 Sw Beaverton Hwy
325 5th St

23105 Sw Tualatin Valley Hwy

2655 Shasta Way Ste 3
2424 Crater Lake Hwy
150 Ne 20th St

1839 Molalla Ave

1111 Ne 102nd Ave

2500 Main Ave N

19200 Sw Martinazzi Ave
1451 Highway 101 Alt
801 Auburn Way N

2041 148th Ave Ne
20901 Sr-410

16735 Se 272nd St Ste C
8530 Evergreen Way
2811 W 10th Ave Ste C
700 Sleater Kinney Rd Se
4615 196th St Sw Ste 170
9925 State Ave

18805 State Route 2 Ste A
1100 N Meridian

365 Renton Center Way Sw
17801 108th Ave Se

915 Nw 45th St Ste B
7250 Pacific Ave

4505 S 19th St Ste 3

Shoppe-

CITY
Beaverton
Brookings
Hillsboro

Klamath Falls

Medford
Newport
Oregon City
Portland
Tillamook
Tualatin
Warrenton
Auburn
Bellevue
Bonney Lake
Covington
Everett
Kennewick
Lacey
Lynnwood
Marysville
Monroe
Puyallup
Renton
Renton
Seattle
Tacoma
Tacoma

ST

OR
OR
OR
OR
OR
OR
OR
OR
OR
OR
OR
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA
WA

ZIP

97005
97415
97123
97603
97504
97365
97045
97220
97141
97062
97146
98002
98007
98391
98042
98208
99336
98503
98036
98270
98272
98371
98055
98055
98107
98408
98405

PHONE

(503) 428-5096
(503) 257-7770
(503) 598-8884
(253) 237-5031
(360) 918-0449
(425) 744-1177
(509) 468-8080
(253) 474-4700
(206) 575-4500

PHONE
(503) 643-5590
(541) 469-5556
(503) 356-5501
(541) 882-7082
(541) 779-0362
(541) 265-4201
(503) 656-2453
(503) 255-7782
(503) 815-3855
(503) 692-5040
(503) 861-9829
(253) 735-4732
(425) 644-4226
(253) 863-9798
(253) 639-4077
(425) 353-2750
(509) 734-2511
(360) 491-8440
(425) 778-2611
(360) 653-3498
(360) 805-9323
(253) 848-9600
(425) 255-4630
(425) 271-9211
(206) 789-8694
(253) 472-1168
(253) 752-4396

ENTITY

AmericasBest
AmericasBest
AmericasBest
AmericasBest
AmericasBest
AmericasBest
AmericasBest
AmericasBest
AmericasBest

ENTITY
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer
Fred Meyer



Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

October 27, 2008

TO: All Participants
Hotel Employees Restaurant Employees Health Trust

RE: Benefit Updates

This is a summary of material modifications describing recent benefit changes adopted
by the Board of Trustees. Please be sure that you and your family read it carefully.
Keep this important notice with your June 1, 2004 HERE Health Trust Plan book.

Enclosed are the following benefit updates to your June 1, 2004 Health Trust Plan
book:

* A new section on Transplant Benefits, which replaces the section on pages 33-34
* The new Subrogation Policy, which replaces the section on page 60, “Trustees’ Right
to Subrogation”

Weekly Disability Benefits for Active Employees:

The Board of Trustees is pleased to announce that effective June 1, 2007 the weekly
disability benefit was increased from $110 per week to $200 per week. This increase
applies only to participants who are eligible under Rule A. The Rule B benefit will
remain at the current $90 per week. (See page 19 of the 2004 Health Plan booklet.)

If you have any questions concerning the above information, please feel free to contact
the Administration Office at (800) 331-6158, Option 0.

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

CJ:mc opeiu#8
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Note: This replaces the Transplant Benefit section on pages 33-34 of the
June 1, 2004 HERE Health Trust Plan Book

Transplant Benefit

Important: Neither you nor your dependent are eligible to receive any benefits related to a transplant
until the first day of the thirteenth month of continuous coverage under this Plan, whether or not the
condition is preexisting or an emergency. See Medical Benefits — Waiting Periods — Transplant
Waiting Period, at page 23.

The benefits of this Plan will be provided for medically necessary services or supplies related to all approved
transplants to a combined lifetime maximum of $200,000 as follows, as determined by the UR Coordinator:

Benefits: A transplant recipient who is covered under this Plan will be eligible for the following transplants,
subject to the limits described in this Benefit:

*» Heart

= Heart/lung (combined)

=  Kidney

= Kidney/pancreas (combined)
= slet cell

» Lungs - single/bilateral/lobar
= Liver

= Small bowel
= Small bowel/liver/Multivisceral
= Cornea

= Bone marrow (including self-donated and unrelated donors) or other forms of stem cell rescue (but only
covered for certain conditions — see the Limitations and Exclusions discussion in this Transplant Benefit
section, below).

Benefits for all transplants must be authorized by the UR Coordinator in writing, in advance. Approval will be
based upon the Member’s medical condition, the qualifications of the providers, appropriate medical
indications for the transplant, and appropriate, proven medical procedures for the type of condition. All
transplants must be performed in a facility approved by the UR Coordinator. If a transplant is not successful,
only one retransplant will be covered, subject to the $200,000 lifetime maximum benefit.

Out-of-Network Area: Benefits will be provided outside the service area at 80% of the allowed amount
under the Out-of-Network benefits of this Plan. You must follow all requirements of this benefit including, but
not limited to, obtaining pre-approval from the UR Coordinator and using a facility approved by the UR
Coordinator.

Donor Organ Procurement Benefits: Donor organ procurement costs will be covered to a maximum of
$25,000 per transplant if the recipient is covered for the transplant under this Plan. Donor organ procurement
benefits will be charged against the recipient's $200,000 lifetime maximum benefit.

Travel Expenses: Travel and lodging expenses for you and your family will be covered when you are
required by your physician to travel 30 miles or more outside the service area for medically necessary
services related to an approved transplant. Benefits will be paid at 90% to a maximum of $2,500 per
transplant episode requiring travel and must be approved in advance by the Trust Administration Office and
is subject to the $200,000 lifetime maximum benefit.

Limitations and Exclusions: No benefits will be provided for the following:
= Nonhuman, artificial or mechanical transplants.
=  When the recipient is not covered under this Plan.
= Experimental investigational services or supplies.

= Donor organ procurement costs incurred outside the United States unless approved by the UR
Coordinator.

- OVER - 10/23/2008



= Stem cell rescue, bone marrow transplants and chemotherapy associated with stem cell rescue or bone
marrow transplants, except as specified below:

+ With regard to autologous (self-donor) stem cell rescue, autologous (self-donor) bone marrow
transplants and chemotherapy associated with autologous stem cell rescue or autologous bone marrow
transplants, coverage is available for treatment of only the following malignancies/conditions:

» Non-Hodgkins lymphoma » Multiple myeloma on an Approved
» Hodgkins Lymphoma Clinical Trial
» Neuroblastoma » Chronic myelogenuous leukemia
: _ - ; » Ewing’s sarcoma
» Acute lymphocytic or non-lymphocytic leukemias > Wilms Tumor
» Germ cell tumor
» Metastatic breast cancer on an Approved Clinical Trial

Those malignancies/conditions not listed but that are not considered experimental and
investigational and/or are commonly accepted in the medical community may also be
covered. Each case must be individually reviewed and approved by either First Choice
Health at (800) 231-6935 or Providence Preferred at (800) 638-0449.

+ With regard to allogeneic (related or unrelated) stem cell rescue, allogeneic bone marrow transplants
and chemotherapy associated with allogeneic stem cell rescue or allogeneic bone marrow
transplants, coverage is available for treatment of only the following malignancies/conditions:

» Acute lymphocytic or non-lymphocytic leukemias » Neuroblastoma

Leukocyte adhesion deficiencies » Megakaryocytic thrombocytopenia
Infantile malignant osteopetrosis

» Chronic myelogenous leukemia » Homozygous beta-thalassemia

» Aplastic anemia » Myelodysplastic syndromes

» Hodgkins lymphoma » Mocupolysaccaridoses

» Non-Hodgkins lymphoma » Mucolipidoses

> Severe combined immunodeficiency (not AIDS) » Multiple myeloma on an Approved
> Wiskott-Aldrich syndrome Clinical Trial

» Sickle cell anemia » Ewing’s Sarcoma

» Kostmann's Syndrome » X-linked proliferative syndrome

>

>

Those malignancies/conditions not listed but that are not considered experimental and
investigational and/or are commonly accepted in the medical community may also be
covered. Each case must be individually reviewed and approved by either First Choice
Health at (800) 231-6935 or Providence Preferred at (800) 638-0449.

= Donor organ procurement costs, when donor organ procurement benefits are available through other
group coverage, including an employer-sponsored group health plan (whether insured or self-insured).

=  When government funding of any kind is available.

» Lodging, food, or transportation costs, unless otherwise specified under this Plan.

= All services and expenses not approved by the UR Coordinator. Any services or supplies relating to
the transplant if furnished before the recipient has met the 12-month transplant waiting period. (See
Medical Benefits — Waiting Periods — Transplant Waiting Period, at page 23.)

“Approved Clinical Trial” means each of the following criteria has been met. These criteria for an Approved
Clinical Trial apply to Multiple Myeloma and Metastatic breast cancer, specifically autologous or allogeneic
stem cell rescue for Multiple Myeloma and autologous stem cell rescue for Metastatic breast cancer.

* The trial has been approved by the National Institutes of Health, NIH), the Food and Drug
Administration, or the Department of Veterans Affairs, and

* The trial protocol has been reviewed and approved by an Institutional Review Board (IRB) qualified
under federal law, and

* The facility and personnel providing the treatment or utilizing the supplies are capable of doing so by
virtue of their experience or training, and

¢ The trial is not a Phase | trial.
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Note: This replaces the Trustees’ Right to Subrogation section on page 60 of

the June 1, 2004 HERE Health Trust Plan Book

Subrogation of Claims Against Other Parties for Claims Paid Under the Plan

The Fund reserves the right to recover claim payments made under any of its Plans on behalf of
an employee or dependent where the claim results from or is related to an injury or iliness that is
the responsibility of a third party. You are obligated to reimburse the Fund in full for any claims
paid relating to such injury or illness. If you recover any amount from a third party and fail to
repay the Fund for the claims it has paid, the Plan will deduct the amount paid from any of your
future benefit claims as a set off. What is a third party and when are they for responsible for your
injuries or illness? Here are some examples:

* If you are in an auto accident and the other driver is at fault, the third party is the other
driver and his/her insurance company.

* If you are in an auto accident and the other driver is uninsured, your auto insurance
policy’s “uninsured motorist’s” provision is a third party for this purpose.

* If you are injured in an auto accident and covered under a “no fault” provision of your own
insurance policy, your policy is the third party.

* If you are injured on the job, your employer’s workers compensation policy is the third
party.

* If you fall in a store because there was a spill near a shelf that no one bothered to clean
up, the store is the third party.

The plan will pay claims for expenses incurred because of an illness or injury for which
athird party is (or may be) responsible as long as you and/or your dependents sign a
loan agreement with the fund. You should know that by submitting the claim for
payment by the plan you (and a covered dependent if he or she suffers the illness or
injury) are deemed under the plan to have agreed to each of the following conditions:

You and/or your dependents must contact the Fund office immediately after you
and/or your dependents have suffered an illness or injury and request a copy of the
HERE Health and Welfare Trust Fund Loan Agreement. By signing the Loan
Agreement, you and/or your dependents and your legal counsel recognize that the
Fund has no obligation to pay any benefits and that any benefits paid shall be
considered a loan that you must reimburse to the Fund from any recovery received
related to the illness or injury. The Fund reserves the right to refuse to pay claims
for expenses incurred because of an illness or injury for which a third party is
(or may be) responsible unless you and/or your dependent and your legal
counsel sign the Loan Agreement.

If you or your dependents sue or recover compensation, reimbursement, damages or
any other payment of any kind from the third party for the illness or injury, the Fund
has a lien (a “security interest”) on any amount(s) you or your dependents receive or
may become entitled to receive from the third party (or the third party’s insurance
company) up to the amount of Plan benefits paid because of the illness or injury. You
must advise the third party that this is a condition of the Plan.

You or your dependents will furnish the Fund with a copy of any complaint you or your
dependents file to recover damages from a third party within no more than two days of
the date of the filing.
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* If you or your dependents receive payment(s) of any kind from the third party (or from
the third party’s insurance company), you and/or your dependents will promptly
reimburse the Fund for any claims paid because of the illness or injury. If you or your
dependents sue or recover payment of any kind from a third party for an iliness or
injury (whether or not these payments are characterized in any way as compensation
for your injuries or for health care claims), the Fund shall have the right of first
reimbursement out of the amount recovered. The Fund explicitly rejects the “Make
Whole Doctrine”: This right of first reimbursement shall apply even if the amount you
or your dependents receive from the third party is less than your actual loss resulting
from the illness or injury.

* The Fund explicitly rejects the “Common Fund Doctrine” with respect to attorney’s
fees and other costs of litigation and assumes no responsibility for payment of any
kind from a third party — including legal costs and attorney’s fees. Expenses related to
any recovery from a third party shall not reduce the amount due the Fund.

* If you or your dependents do not sue the third party for the illness or injury, the Fund
reserves the right to sue the third party for the amount of Plan benefits paid on your or
your dependents’ behalf, and for the Fund’s attorney’s fees.

* You and your dependents will help the Fund recover the Plan benefits from the third
party by taking every reasonable step necessary to secure payment from the third
party and/or assisting the Fund to recover payment from the third party, including
expressly agreeing that the Fund may join your lawsuit as a party and/or intervener.

* You and your dependents will sign any and all papers that will help the Fund recover
Plan benefits from the third party.

* You and your dependents will tell the Fund immediately when you receive payment
from a third party in connection with the illness or injury by calling the HSBA phone
number listed on page 92 of this Summary Plan Description.

* If you or your dependents have uninsured motorist or under-insured motorist coverage
under an automobile liability insurance policy that applies to an illness or injury cause
or contributed to by a third party, the conditions described above also apply to your
rights under that insurance policy.

If you or your dependents fail or refuse to assist the Fund in recovering damages from a third
party, the Fund may:

Offset what is paid on your, and/or your dependents’, future claims against the claims paid for
which the Fund should have been reimbursed because of the illness or injury caused by the
third party until the Fund is completely reimbursed for the cost of these claims, including but
not limited to costs incurred in collection, including:

* File a lawsuit against you or your dependents to fully recover the amount the Fund
should have been reimbursed; and/or

* Take any other action deemed appropriate by the Board of Trustees.

If you or your dependents do not receive payment from a third party to reimburse you for an
illness or injury caused by the third party, you do not have to reimburse the Fund for any benefits
properly paid to you or your dependents. If you do receive payment from the third party, you do
not have to pay the Fund more than the amount the third party paid to you or your dependents.

If you have questions about how to comply with these third party liability rules, contact the Trust
Fund Office.
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Hotel Employees Restaurant Employees
Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

TO: All Participants of the
Hotel Employees Restaurant Employees Health Trust

FROM: The Board of Trustees

RE: Dental Plan Changes Effective January 1, 2008

This is a Summary of Material Modification describing a recent benefit change adopted by
the Board of Trustees. Please be sure that you and your family read this notice carefully. It
should be kept with your benefit booklet or insurance records for future reference.

This is to inform you of important changes to your Dental Plan benefits that go
into effect January 1, 2008.

The following materials are enclosed:

o0 New Language for Dental Implant Benefits

0 New Schedule of Benefits for Pacific Dental Alliance Providers

o New Pacific Dental Alliance Provider Listing

0 New Schedule of Benefits for Non-Pacific Dental Alliance Providers

Please read these documents carefully and keep them with your Plan Booklet, and
other important Trust documents so you can refer to them when necessary.

If you have any questions regarding these changes, please contact the
Administration Office at 1-800-331-6158.

Trust Administration Office
Hotel Employees Restaurant Employees Health Trust

GG:mc opeiu#8
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HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST

Dental Benefit Update

The following provisions will be included under the Dental Plan effective
January 1, 2008:

o Implants

Surgical placement or removal of implants or attachments to implants is
covered up to the allowance of a crown. Replacement of implants and
superstructures is covered only after 5 years have elapsed from any prior
provision of the implant. These benefits are subject to the calendar year
maximum provided by the plan.

GG:mc opeiu#8
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HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST
SCHEDULE OF DENTAL BENEFITS EFFECTIVE JANUARY 1, 2008

FOR PACIFIC DENTAL ALLIANCE PROVIDERS

Benefit Allowance

Procedure Description Current Revised
Code Effective 1/1/08
Diagnostic

150 Comprehensive Oral Evaluation $31 $35

210 Xray - Complete Series $68 $75

230 Intraoral Periapical Each Add. $3 $5
Preventive

1110 Prophylaxis - Adult $70 $90
Restorative

2391 Resin - One Surface, Posterior $89 $100

2392 Resin - Two Surface, Posterior $119 $140

2393 Resin - Three Surface, Posterior $150 $180

2394 Resin - Four Surface, Posterior $134 $220
Endodontics

3310 Root Canal Therapy - Anterior $300 $450

3320 Root Canal Therapy - Bicuspid $400 $550

3330 Root Canal Therapy - Molar $500 $650
Periodontics

4341 Periodontal Scaling and Root Planning $94 $125

4910 Periodontal Maintenance $73 $125
Prosthodontics

5110 Complete Dentures - Maxillary $600 $750

5120 Complete Dentures - Mandibular $600 $750
Oral Surgery

7140 Extraction - Erupted Tooth or Root $70 $100

7210 Surgical Extraction - Erupted $150 $200

- OVER -
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The dental offices listed below will accept the

HERE Trust Dental Plan as payment-in-full.

This means HERE members and their families who are covered by
the Trust Dental Plan will pay nothing for dental care
provided within the limits of the dental plan.*

Bellevue/Factoria
(425) 401-5000

Affordable Dental Care

12826 SE 40" Lane
Ste 201

Edmonds
(425) 778-6333
Avenue Dental Care
23805 Highway 99
Ste 100

Kent/Covington
(253) 630-3500
Affordable Dental Care
16720 SE 271% St.

Ste 211

Spokane (North)
(509) 467-8000
Avenue Dental Care
755 E. Holland Ave.

Washington State Locations

(Offices of Pacific Dental Alliance)

Bellingham
(360) 734-3011
Lee Family Dental
3800 Byron Ave.
Ste 122

Everett
(425) 438-8584
Avenue Dental Care
8625 Evergreen Way
Ste 212

Mt. Vernon
(360) 424-7921
Patel Dental Care
120 S. 15" St.
Ste A
Spokane Valley
(509) 926-1500
Avenue Dental Care

12122 E. Cataldo Ave.

Bremerton
(360) 792-0300
Avenue Dental Care
2741 Wheaton Way
Ste B

Federal Way
(253) 946-3895
Sterling Dental Care
30620 Pacific Hwy S.
Ste 111

Olympia/Tumwater
(360) 943-5420
Affordable Dental Care
6015 Capitol Blvd. SW

Tacoma
(253) 471-2655
Affordable Dental Care
4704 S. Oakes St.
Ste 103

Burien
(206) 988-0500
Affordable Dental Care
15726 1% Ave. S.

Kennewick
(509) 735-9999
Avenue Dental Care
7521 W. Deschutes Ave.

Puyallup
(253) 435-5656
Avenue Dental Care
10317 122" St. E.
Ste D

Dentists: Steven Paige, Aditi Agarwal, Kenza Houki, Choong Lee, Bob Virk, Evy Kollia, Danlu Lee, Wendy Yeung, Katherine Kim,
Rattan Bains, Naguib Youssef, Andrea Doan, Michael Nguyen, Navdeep Virk, Trent Webb, Angelina Fu, Gabor Klade,
Spencer Cammack, Joe Lee, Varun Sharma, Jasjot Mann, Rezene Laurel, Michael Kim, Shioon Kim, Raman Patel.

Gresham

Oregon State Locations
(Offices of Access Dental)

(503) 465-0005
Avenue Dental Care
1388 E. Powell Blvd.
Drs.: Bob Virk and Brian Waldau

Clackamas
(503) 786-3000
Avenue Dental Care
10001 SE Sunnyside Rd., Suite 250
Drs.: Bob Virk and Benjamin Beard

e  This offer applies to members covered by the HERE Trust Dental Plan. This offer is valid through January
2010. Implants, implant crowns, crowns with gold, all porcelain crowns, porcelain onlays/inlays, and
specialty services performed in or out of these offices are not included.
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HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST
SCHEDULE OF DENTAL BENEFITS EFFECTIVE JANUARY 1, 2008 FOR
NON PACIFIC DENTAL ALLIANCE PROVIDERS

Benefit Allowance

Procedure P Revised
Code Description Current Effective 1/1/08
Diagnostic
120 Periodic Oral Examination $19 $21
130 Emergency Oral Examination $25 $20
140 Limited Oral Evaluation $25 $21
150 Comprehensive Oral Evaluation $23 $31
210 Xray - Complete Series $48 $68
220 Intraoral Periapical First Film $7 $10
230 Intraoral Periapical Each Add. $4 $3
240 Intraoral Occlusal Film $22 $15
274 Bitewings Four Films $19 $26
330 Panoramic Film $46 $50
460 Pulp Vitality Tests $16 $25
Preventive
1110 Prophylaxis - Adult $34 $70
1120 Dental Prophylaxis - Children $34 $42
1203 Fluoride (Excluding Prophy) - Children $16 $15
1204 Fluoride (Excluding Prophy) - Adult $16 $15
1351 Sealant per Tooth $0 $25
1510 Space Maintainer Fixed Unilated $113 $125
1515 Space Maintainer Fixed Bilateral $170 $150
Restorative
2140 Amalgam One Surface $32 $60
2150 Amalgam Two Surface $49 $75
2160 Amalgam Three Surface $67 $99
2161 Amalgam Four/More Surface $85 $120
2330 Comp Resin One Surface Anterior $45 $83
2331 Comp Resin Two Surface Anterior $69 $94
2332 Comp Resin Three Surface Anterior $102 $150
2335 Comp Resin Four/More Surface Anterior $134 $165
2391 Resin - One Surface, Posterior $48 $89
2392 Resin - Two Surface, Posterior $74 $119
2393 Resin - Three Surface, Posterior $110 $150
2394 Resin - Four Surface, Posterior $134 $180
2750 Crown Porcelain with High Noble $365 $575
2751 Crown Porcelain with Predomina $365 $400
2752 Crown Porcelain with Noble Metal $365 $520
2790 Crown Full Cast High Noble Metal $322 $609
2920 Recement Crown $27 $40
2931 Prefab Stainless Steel Crown $87 $150
2950 Crown Buildup $84 $126
2951 Pin Retention per Tooth Addition $21 $25
2952 Cast Post/Core in Addition to $123 $300
2954 Prefab Post/Core in Add to Crown $108 $150
Endodontics
3110 Pulp Cap Direct (Excl Final Resin) $22 $25
3220 Therapeutic Pulpotomy Excluded $50 $75
3310 Root Canal Therapy - Anterior $235 $300
3320 Root Canal Therapy - Bicuspid $316 $400
3330 Root Canal Therapy - Molar $391 $500
3340 Four/More Canals Excluding $0 $750
3346 Anterior Retreatment of Root Canal $316 $500

- OVER -



SCHEDULE OF DENTAL BENEFITS EFFECTIVE JANUARY 1, 2008 FOR
NON PACIFIC DENTAL ALLIANCE PROVIDERS

Benefit Allowance
Revised

Procedure

Code Description Current  ettective 1/1/08
Endodontics (cont.)
3347 Bicuspid Retreatment of Root Canal $468 $600
3348 Molar Retreatment of Root Canal $563 $700
Periodontics
4210 Gingivectomy Gingivoplasty 4 $155 $275
4220 Gingival Curettage Per Quadrant $55 $125
4249 Crown Lengthening Hard Tissue $155 $500
4260 Osseous Surg-Inc Flap Entry $348 $900
4263 Bone Replacement Graft $179 $350
4271 Free Soft Tissue Graft $181 $600
4321 Provisional Splinting Extracor $139 $300
4341 Periodontal Scaling and Root Planning $82 $94
4910 Periodontal Maintenance $60 $73
Prosthodontics
5110 Complete Dentures - Maxillary $542 $600
5120 Complete Dentures - Mandibular $542 $600
5130 Immediate Upper Denture $542 $850
5140 Immediate Lower Denture $542 $850
5211 Upper Partial Acrylic Base $278 $750
5213 U Partial Cast Metal Frame $581 $650
5214 L Partial Predom Base Cast Bas $581 $650
5510 Repair Broken Complete Denture $47 $300
5520 Replace Missing/Broken Tooth $38 $125
5610 Repair Resin Denture Base $47 $125
5620 Repair Cast Framework $62 $75
5630 Repair or Replace Broken Clas $55 $75
5640 Replace Broken Teeth Per Tooth $38 $75
5650 Add Tooth to Existing Partial $62 $125
5740 Reline Upper Partial Denture $139 $250
5750 Reline Upper Complete Denture $155 $150
5751 Reline Lower Complete Denture $155 $150
5760 Reline Lower Partial Denture $155 $150
5761 Reline Lower Partial Denture $155 $150
5810 Interim Complete Denture (Upper) $193 $350
5820 Interim Partial Stayplate Dent $193 $350
5821 Interim Partial Stayplate Lower $193 $350
5850 Tissue Conditioning Maxillary $62 $60
Other
6241 Pontic Porcelain with Predominant $297 $400
6751 Crown Porcelain with Predomina $379 $400
6930 Recement Bridge $49 $80
Oral Surgery
7111 Simple Extraction First Tooth $42 $75
7140 Extraction - Erupted Tooth or Root $42 $70
7210 Surgical Extraction - Erupted $68 $150
7220 Removal of Impacted Tooth So $98 $147
7230 Removal of Impacted Tooth Pa $135 $147
7240 Removal of Impacted Tooth Co $179 $210
7250 Surgical Removal of Residual $78 $150
7310 Alveoloplasty in Conjunct W/E $98 $200

7510 Surg Incision & Drain of Abcess $41 $125
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Hotel Employees Restaurant Employees Trust Funds

2815 2nd Avenue, Suite 300 ¢ P. O. Box 34203 ¢ Seattle, Washington 98124
Phone (206) 441-7574 or (800) 732-1121 * Fax (206) 505-9727

Administered by
Welfare & Pension Administration Service, Inc.

January 12, 2007

TO:  ALL ELIGIBLE PLAN PARTICIPANTS
HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST

This letter describes upcoming changes to your prescription plan. Please be sure that you and
your family read it carefully. Keep this notice with your benefit booklet or insurance records.

CHANGE OF PRESCRIPTION DRUG BENEFIT MANAGER - Effective February 1, 2007

The Board of Trustees is pleased to announce that it has been successful in contracting with Express Scripts Inc. to
manage your prescription drug benefits. This letter serves as an introduction to your new prescription benefit program. By
the end of January you will be receiving your new combination Medical, Dental, Vision, and Prescription Drug
Identification (ID) cards along with additional information explaining the new program.

In an effort to further protect your personal information, the new ID cards will list a unique 7-digit identification number,
rather than listing the last 4 digits of your social security number.

Please note there are no changes to your Medical, Dental, Vision or Prescription benefits. The retail and mail order
prescription copayments will remain at $12 for each prescription. Remember, if you purchase a brand-name prescription
drug and a generic equivalent is available, you will be responsible for payment of the difference in cost between the two
medications in addition to the copayment.

The Trust was unable to obtain prescription refill records from the previous mail order vendor. If you currently have mail
order prescriptions with refills through NMHCRYX, those prescriptions will not be transferred to Express Scripts.
To continue the convenience of mail order prescriptions follow these steps:

1. Ask your doctor to write a new prescription for up to a 90-day supply of your medication, plus refills for up to one
year, if appropriate.

2. Complete and sign a New Patient Home Delivery Form (this form will come with your new ID cards), do not mail
before January 18, 2007.

3. Mail your new prescription, copayment and completed form to the address indicated on the Home Delivery Form

4. Your doctor can fax your prescription directly to Express Scripts at 800.396.2171.

WHAT YOU NEED TO DO WHEN YOU RECEIVE YOUR NEW ID CARDS

Make sure your name is listed correctly

Place your new cards into your purse or wallet

Destroy your old identification cards after January 31, 2007

Carefully review the packet of materials included with your new ID cards

Present your new ID card whenever visiting the doctor, hospital or when obtaining a prescription
Do Not Use your new card until February 1, 2007

WHAT IF | DON'T RECEIVE MY ID CARD OR MY NAME IS MIS-SPELLED?

Please contact the Administration Office to order an ID card or to have your card corrected. You can also call the
Administration Office to verify eligibility and benefits. The phone numbers for assistance are as follows:

ID card corrections and eligibility verification: 800.732.1121, press option 4
Questions regarding benefits: 800.331.6158, press option 0

Board of Trustees
Hotel Employees Restaurant Employees Health Trust

CJ:mc opeiu#8/ S\SHARED SEC\Docs\F19\ESlannouncementltrDrft#1-20070108.doc



12 de enero de 2007

A TODOS LOS PARTICIPANTES DEL PLAN QUE REUNEN LOS REQUISITOS
EMPLEADOS DEL HOTEL, EMPLEADOS DEL RESTAURANTE, CONSORCIO DE ALUD

Esta carta describe los proximos cambios a su plan de farmacia. Por favor, asegurese de leerla
atentamente junto a su familia. Guarde este aviso con su folleto de beneficios o documentos del seguro.

CAMBIO DEL ADMINISTRADOR DE BENEFICIOS DE MEDICAMENTOS DE VENTA CON RECETA - En vigor el 1ro
de febrero de 2007

La Junta Directiva se complace en anunciar que ha firmado con éxito un contrato con Express Scripts Inc. para
administrar sus beneficios de medicamentos de venta con receta. Esta carta sirve de introduccion para su nuevo
programa de beneficios de medicamentos con receta. A finales de enero usted recibird sus nuevas tarjetas de
identificacion (ID) que combinan los seguros médico, dental, oftalmolédgico y de medicamentos con receta, junto
con informacion adicional que explica el nuevo programa.

En un esfuerzo para proteger alin mas su informacion personal, las nuevas tarjetas de identificacion contendran un
numero de identificacion unico de 7 digitos, en lugar de los 4 ultimos digitos de su nimero de seguro social.

Por favor, tenga en cuenta que sus beneficios médicos, dentales, oftalmologicos o de medicamentos con receta no han
cambiado. Los copagos de los medicamentos con receta que se venden al publico y los pedidos por correo siguen siendo
de $12 por receta médica. Recuerde, si usted compra un medicamento con receta de marca registrada y un equivalente
genérico esta disponible, usted sera responsable de pagar la diferencia de precio entre los dos medicamentos, ademas
del copago.

El Consorcio no pudo obtener del proveedor anterior los registros correspondientes a la reposicion por correo de las
recetas. Si usted tiene en este momento recetas para pedir por correo y que se surten de nuevo por medio de
NMHCRX, esas recetas no se transferiran a Express Scripts. Para seguir teniendo la oportunidad de ordenar sus
recetas por correo, siga los pasos a continuacion:

1. Pidale a su doctor que escriba una nueva receta por una cantidad de medicamento que dure hasta 90 dias, con
posibilidad de volverla a surtir durante un afio, si corresponde.

2. Complete y firme un Formulario de Entrega a Domicilio para Pacientes Nuevos (recibird este formulario con sus
nuevas tarjetas de identificacion); no lo envie por correo antes del 18 de enero de 2007.

3. Envie por correo su nueva receta, copago y formulario completo a la direccion indicada en el Formulario de
Entrega a Domicilio

4. Su doctor puede enviar la receta directamente por fax a Express Scripts al 800.396.2171.

QUE NECESITA HACER CUANDO RECIBA SUS NUEVAS TARJETAS DE IDENTIFICACION

Asegurese de que su nombre esté correcto

Guarde las nuevas tarjetas en su bolso o billetera

Destruya las tarjetas de identificacion antiguas después del 31 de enero de 2007

Revise con cuidado el paquete de materiales que se incluye con sus nuevas tarjetas de identificacion
Presente su nueva tarjeta de identificacion cada vez que visite al doctor, vaya al hospital 0 necesite una
nueva receta

¢ No utilice su nueva tarjeta antes del 1ro de febrero de 2007

¢ QUE PASA SI NO RECIBO MI TARJETA DE IDENTIFICACION O SI MI NOMBRE ESTA MAL ESCRITO?

Por favor, péngase en contacto con la oficina administrativa para solicitar una tarjeta de identificacion o para que le
corrijan la suya. También puede llamar a la oficina administrativa para verificar su elegibilidad y beneficios. Los nimeros
de teléfono para obtener ayuda son los siguientes:

Correcciones a la tarjeta de identificacion y verificacion de la elegibilidad: ~ 800.732.1121, presione la opcion 4
Preguntas con respecto a los beneficios: 800.331.6158, presione la opcion 0

Junta Directiva
Empleados del hotel, Empleados del restaurante, Consorcio de Salud CJ:mc/S:\SHARED SEC\Docs\F19\ESlannouncementitrDrft_1-20070108 Spanish.doc



HOTEL EMPLOYEES RESTAURANT EMPLOYEES HEALTH TRUST

NOTICE OF PRIVACY PRACTICES

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

Pursuant to regulations issued by the federal
government, the Trust is providing you this
Notice about the possible uses and disclosures of
your health information. Your health
information is information that constitutes
protected health information as defined in the
Privacy Rules of the Administrative
Simplification provision of the Health Insurance
Portability and Accountability Act of 1996
("HIPAA"). As required by law, the Trust has
established a policy to guard against
unnecessary  disclosure of your health
information. This Notice describes the
circumstances under which and the purposes for
which your health information may be used and
disclosed and your rights in regard to such
information.

PROTECTED HEALTH INFORMATION

Protected health information generally means
information that: (1) is created or received by a
health care provider, health plan, employer, or
health care clearinghouse; and (2) relates to the
past, present, or future physical or mental health
or condition of an individual, the provision of
health care to an individual, or the past, present,
or future payment for the provision of health
care to an individual, and (3) identifies the
individual, or there is a reasonable basis to
believe the information can be used to identify
the individual.

USE AND DISCLOSURE OF HEALTH
INFORMATION

Your health information may be used and
disclosed without an authorization for the
purposes listed below. The health information
used or disclosed will be limited to the
“minimum necessary,” as defined under the
Privacy Rules.

To Make or Obtain Payment. The Trust may
use or disclose your health information to make
payment to or collect payment from third
parties, such as other health plans or providers,
for the care you receive. For example, the Trust
may use your health information to pay claims,
or share information regarding your coverage or
health care treatment with other health plans to
coordinate payment of benefits.

To Facilitate Treatment. The Trust may
disclose information to facilitate treatment
which involves the provision, coordination or
management of health care or related services.
For example, the Plan may disclose the name of
your treating physician to another treating
physician for the purpose of obtaining x-rays.

To Conduct Health Care Operations. The
Trust may use or disclose health information for
its own operations to facilitate the administration
of the Trust and as necessary to provide
coverage and services to all of the Trust’s
participants. Health care operations include
such activities as: contacting health care
providers;  providing  participants ~ with
information about health-related issues or
treatment alternatives; developing clinical
guidelines and protocols; conducting case
management, medical review and care
coordination; handling claim appeals; reviewing
health information to improve health or reduce
health care costs; participating in drug or disease
management activities; conducting underwriting,
premium rating or related functions to create,
renew or replace health insurance or health
benefits; and  performing the  general
administrative activities of the Trust (such as
providing  customer service, conducting
compliance reviews and auditing, responding to
legal matters and compliance inquiries,
including cost management and planning related




analyses and formulary development, and
accreditation,  certification, licensing  or
credentialing activities).

In Connection With  Judicial  and
Administrative Proceedings. 1f required or
permitted by law, the Trust may disclose your
health information in the course of any judicial
or administrative proceeding in response to an
order of a court or administrative tribunal as
expressly authorized by such order or in
response to a subpoena, discovery request or
other lawful process. The Trust will make
reasonable efforts to either notify you about the
request or to obtain an order protecting your
health information.

When Legally Required For Law Enforcement
Purposes. The Trust will disclose your health
information when it is required to do so by any
federal, state or local law. Additionally, as
permitted or required by law, the Trust may
disclose your health information to a law
enforcement official for certain law enforcement
purposes, including, but not limited to, if the
Trust has a suspicion that your death was the
result of criminal conduct or in an emergency to
report a crime.

To Conduct Health Oversight Activities. The
Trust may disclose your health information to a
health oversight agency for authorized activities
including audits, civil, administrative or criminal
investigations,  inspections, licensure  or
disciplinary action. The Trust, however, may
not disclose your health information if you are
the subject of an investigation and the
investigation does not arise out of or is not
directly related to your receipt of health care or
public benefits.

In the Event of a Serious Threat to Health or
Safety. The Trust may, consistent with
applicable law and ethical standards of conduct,
disclose your health information if the Trust, in
good faith, believes that such disclosure is
necessary to prevent or lessen a serious and
imminent threat to your health or safety or to the
health and safety of the public.

For Specified Government Functions. In
certain circumstances, federal regulations
require the Trust to use or disclose your health
information to facilitate specified government
functions related to the military and veterans,
national security and intelligence activities,
protective services for the president and others,
and correctional institutions and inmates.

To Your Personal Representative. The Trust
may disclose your health information to an
individual who is considered to be your personal
representative under applicable law.

To Individuals Involved in Your Care or
Payment for Your Care. The Trust may
disclose your health information to immediate
family members, or to other individuals who are
directly involved in your care or payment for
your care.

To Business Associates.  The Trust may
disclose your health information to its Business
Associates, which are entities or individuals not
employed by the Trust, but which perform
functions for the Trust involving protected
health information, such as claims processing,
utilization review, or legal, consulting,
accounting or administrative services.  The
Trust’s Business Associates are required to
safeguard the confidentiality of your health
information.

For Workers’ Compensation. The Trust may
release your health information to the extent
necessary to comply with laws related to
workers’ compensation or similar programs.

For Disclosure to the Plan Trustees. The Trust
may disclose your health information to the
Board of Trustees (which is the plan sponsor)
and to necessary advisors for plan administration
functions, such as those listed in this summary,
or to handle claim appeals, solicit bids for
services, or modify, amend or terminate the
plan. The Trust may also disclose information
to the Trustees regarding whether you are
participating or enrolled in the plan.



AUTHORIZATION TO USE OR
DISCLOSE HEALTH INFORMATION

Other than as stated above, the Trust will not
disclose your health information other than with
your written authorization. Authorization forms
are available from the Privacy Contact Person,
listed below. If you have authorized the Trust to
use or disclose your health information, you may
revoke that authorization in writing at any time.
The revocation should be in writing, include a
copy of or reference your authorization and be
sent to the Privacy Contact Person, listed below.

Special rules apply to disclosure of psycho-
therapy notes. Your written authorization will
generally be required before the Plan will use or
disclose psychotherapy notes. Psychotherapy
notes are separately filed notes about your
observations with your mental health
professional during a counseling session. They
do not include summary information about your
mental health treatment. The Plan may use and
disclose such notes when needed to defend
against litigation filed by you.

YOUR RIGHTS WITH RESPECT TO
YOUR HEALTH INFORMATION

You have the following rights regarding your
health information that the Trust maintains:

Right to Request Restrictions. You may request
restrictions on certain uses and disclosures of
your health information. You have the right to
request a limit on the Trust's disclosure of your
health information to someone involved in the
payment of your care. However, the Trust is not
required to agree to your request. If you wish to
request restrictions, please make the request in
writing to the Trust’s Privacy Contact Person
listed below.

Right to Confidential Communications. You
have the right to request that the Trust
communicate with you in a certain way if you
feel the disclosure of your health information
through regular procedures could endanger you.
For example, you may ask that the Trust only
communicate with you at a certain telephone
number or by e-mail. If you wish to receive
confidential communications, please make your

request in writing to the Trust’s Privacy Contact
Person, listed below. The Trust will attempt to
honor your reasonable requests for confidential
communications.

Right to Inspect and Copy Your Health
Information. You have the right to inspect and
copy your health information. This right,
however, does not extend to psychotherapy
notes or information compiled for civil, criminal
or administrative proceedings. The Trust may
deny your request in certain situations subject to
your right to request review of the denial. A
request to inspect and copy records containing
your health information must be made in writing
to the Privacy Contact Person, listed below. If
you request a copy of your health information,
the Trust may charge a reasonable fee for
copying, assembling costs and postage, if
applicable, associated with your request.

Right to Amend Your Health Information. If
you believe that your health information records
are inaccurate or incomplete, you may request
that the Trust amend the records. That request
may be made as long as the information is
maintained by the Trust. A request for an
amendment of records must be made in writing
to the Trust’s Privacy Contact Person, listed
below. The Trust may deny the request if it does
not include a reasonable reason to support the
amendment. The request also may be denied if
your health information records were not created
by the Trust, if the health information you are
requesting be amended is not part of the Trust's
records, if the health information you wish to
amend falls within an exception to the health
information you are permitted to inspect and
copy, or if the Trust determines the records
containing your health information are accurate
and complete.

If the Trust denies a request for amendment, you
may write a statement of disagreement. The
Trust may write a rebuttal statement and provide
you with a copy. If you write a statement of
disagreement, then your request for amendment,
your statement of disagreement, and the Trust’s
rebuttal will be included with any future release
of the disputed health information.



Right to an Accounting. You have the right to
request a list of disclosures of your health
information made by the Trust. The request
must be made in writing to the Privacy Contact
Person listed below. The request should specify
the time period for which you are requesting the
information, but may not start earlier than
April 14, 2003 when the Privacy Rules became
effective. Accounting requests may not be made
for periods of time going back more than six (6)
years. An accounting will not include disclosure
made to carry out treatment, payment, and health
care operations; disclosures that were made to
you; disclosures that were incident to a use or
disclosure that is otherwise permitted by the
Privacy Rules; disclosures made pursuant to an
authorization; or in other limited situations. The
Trust will provide the first accounting you
request during any 12-month period without
charge. Subsequent accounting requests may be
subject to a reasonable cost-based fee. The
Trust will inform you in advance of the fee, if
applicable.

Right to a Paper Copy of this Notice. You have
a right to request and receive a paper copy of
this Notice at any time, even if you have
received this Notice previously or agreed to
receive the Notice electronically. To obtain a
paper copy, please contact the Privacy Contact
Person, listed below. You will also be able to
obtain a copy of the current version of the
Trust's Notice at its web site, www.wpas-
inc.com.

Privacy Contact Person. To exercise any of
these rights related to your health information
you should contact the Privacy Contact Person
listed below. The Trust has also designated a
Privacy Official, listed below.

Privacy Contact Person

Claims Manager

Welfare & Pension Administration Service, Inc.
P.O. Box 34203

Seattle, WA 98124

Phone No: 206-441-7574

Toll Free: 800-331-6158

Fax No: 206-441-9110

NK/adg opeiu#8/
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Privacy Official
Gilbert Lynn

Welfare & Pension Administration Service, Inc.
P.O. Box 34203
Seattle, WA 98124

Phone No: 206-441-7574
Toll Free: 800-331-6158
Fax No: 206-441-9110

DUTIES OF THE TRUST

The Trust is required by law to maintain the
privacy of your health information as set forth in
this Notice and to provide to you this Notice of
its duties and privacy practices. The Trust is
required to abide by the terms of this Notice,
which may be amended from time to time. The
Trust reserves the right to change the terms of
this Notice and to make the new Notice
provisions effective for all health information
that it maintains. If the Trust changes its
policies and procedures, the Trust will revise the
Notice and will provide a copy of the revised
Notice to you within 60 days of the change. You
have the right to express complaints to the Trust
and to the Secretary of the Department of Health
and Human Services if you believe that your
privacy rights have been violated. Any
complaints to the Trust should be made in
writing to the Privacy Contact Person identified
above. The Trust encourages you to express any
concerns you may have regarding the privacy of
your health information. You will not be
retaliated against in any way for filing a
complaint.

EFFECTIVE DATE

This Notice is effective April 14, 2003.



HERE HEALTH TRUST
VISION BENEFIT LOCATIONS

WASHINGTON ALASKA

Auburn

The Optical Shoppe
Inside Fred Meyer
801 Auburn Way N
253-735-4732

Bellevue

The Optical Shoppe
Inside Fred Meyer
2041 148th NE
425-644-4226

Bonney Lake

The Optical Shoppe
Inside Fred Meyer
20901 Hwy. 410
253-863-9798

Covington

The Optical Shoppe
Inside Fred Meyer
16735 SE 272nd St.
253-639-4077

Everett

The Optical Shoppe
Inside Fred Meyer
8530 Evergreen Way
425-353-2750

Kennewick

The Optical Shoppe
Inside Fred Meyer
2811 W. 10th Avenue
509-734-2511

Kent

The Optical Shoppe
Inside Fred Meyer
25250 Pacific Hwy. S
253-839-1773

Lacey

The Optical Shoppe
Inside Fred Meyer
700 Sleater-Kiney Rd.
360-491-8440

Lynnwood

The Optical Shoppe
Inside Fred Meyer
4615 196th St. SW
425-778-2611

Marysville

The Optical Shoppe
Inside Fred Meyer
9925 State Ave.
360-653-3498

Monroe

The Optical Shoppe
Inside Fred Meyer
18805 State Re. #2
360-805-9323

Puyallup

The Optical Shoppe
Inside Fred Meyer
1100 N. Meridian St.
253-848-9600

Renton

The Optical Shoppe
Inside Fred Meyer

365 Renton Center Way SW
425-255-4630

The Optical Shoppe
Inside Fred Meyer
17801 108th Ave. SE
425-271-9211

Richland

The Optical Shoppe
Inside Fred Meyer
101 Wellsian Way
509-943-6270

Seattle

The Optical Shoppe
Inside Fred Meyer
18325 Aurora Ave. N
206-542-3464

The Optical Shoppe
Inside Fred Meyer
100 N'W 85th St.
206-782-0129

The Optical Shoppe
Inside Fred Meyer
915 N'W 45th Street
206-789-8694

Tocoma

The Optical Shoppe
Inside Fred Meyer
7250 Pacific Ave.
253-472-1168

The Optical Shoppe
Inside Fred Meyer
4505 S 19th St. E.
253-752-4396

Vancouver

The Optical Shoppe
Inside Fred Meyer

11325 SE Mill Plain Blvd.
360-256-8129

Anchorage
The Optical Shoppe

Inside Fred Meyer
1000 E Northern Lights Blvd.
907-279-8651

The Optical Shoppe
Inside Fred Meyer
7701 DeBarr Rd.
907-333-6960

The Optical Shoppe
Inside Fred Meyer
2300 Abbott Road
907-336-2140

Eagle River
The Optical Shoppe

Inside Fred Meyer
13401 Old Glenn Hwy.
907-622-0835

Fairbanks

The Optical Shoppe
Inside Fred Meyer
3755 Airport Way
907-474-4900

Soldotna

The Optical Shoppe
Inside Fred Meyer
43843 Sterling Hwy.
907-260-3316

Wasilla

The Optical Shoppe
Inside Fred Meyer
1501C E. Parks Hwy.
907-357-1455
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VISION BENEFIT LOCATIONS

OREGON

IDAHO

Beaverton

The Optical Shoppe
Inside Fred Meyer

11425 SW Beaverton Hwy.
503-643-5590

The Optical Shoppe
Inside Fred Meyer
15995 SW Walker Rd.
503-690-0793

Brookings
The Optical Shoppe

Inside Fred Meyer
325 Fifth St.
541-469-5556

Canby

The Optical Shoppe
Inside Fred Meyer
1401 SE 1st Avenue
503-263-4583

Clackamas

The Optical Shoppe
Inside Fred Meyer
16301 SE 82nd Dr.
503-657-9504

Coos Bay

The Optical Shoppe
Inside Fred Meyer
1020 S First Ave.
541-267-7877

Cornelius

The Optical Shoppe
Inside Fred Meyer
2200 Baseline St.
503-359-0336

Grants Pass

The Optical Shoppe
Inside Fred Meyer
1101 Grants Pass Pkwy.
541-474-5841

Gresham

The Optical Shoppe
Inside Fred Meyer
2497 SE Burnside Rd.
503-661-8796

Hillsboro

The Optical Shoppe
Inside Fred Meyer
22075 N'W Imbrie Dr.
503-681-9550

The Optical Shoppe

Inside Fred Meyer

23105 SW Tualatin Valley Hwy.
503-356-5501

Klamath Falls
The Optical Shoppe
Inside Fred Meyer
2655 Shasta Way
541-882-7082

Medford

The Optical Shoppe
Inside Fred Meyer
2424 Crater Lake Hwy.
541-779-0362

Newport
The Optical Shoppe

Inside Fred Meyer
150 NE 20th St.
541-265-4201

Oregon City

The Optical Shoppe
Inside Fred Meyer
1839 Molalla Ave.
503-656-2453

Portland

The Optical Shoppe
Inside Fred Meyer
1111 NE 102nd Ave.
503-255-7782

The Optical Shoppe
Inside Fred Meyer
14700 SE Division
503-761-1975

The Optical Shoppe
Inside Fred Meyer
8955 SE 82nd Ave.
503-788-1383

Portland (con’t)
The Optical Shoppe
Inside Fred Meyer
3030 NE Weidler
503-284-1077

Roseburg
The Optical Shoppe
Inside Fred Meyer

929 NW Garden Valley Rd.

541-672-7566

The Dalles

The Optical Shoppe
Inside Fred Meyer
1215 W Sixth St.
541-296-6139

Tillamook

The Optical Shoppe
Inside Fred Meyer
2500 N Main St.
503-815-3855

Tualatin

The Optical Shoppe
Inside Fred Meyer
19200 SW Martinazzi
503-692-5040

Warrenton

The Optical Shoppe
Inside Fred Meyer
1451 Hwy. 101
503-861-9829

Boise

The Optical Shoppe
Inside Fred Meyer
10751 W Overland Rd.
208-327-9809

Garden City
The Optical Shoppe

Inside Fred Meyer
5425 Chinden Blvd.
208-322-1457

Nampa
The Optical Shoppe

Inside Fred Meyer
60 Second St. S
208-465-5861
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PARTICIPATING CHAIN PHARMACIES
IN OREGON AND WASHINGTON

Albertson’s Pharmacy
Bartell Drugs
Bi-Mart Pharmacy
Costco Pharmacy
Drug Emporium
Fred Meyer Pharmacy
Haggen Pharmacy
Hi School Pharmacy
K-Mart Pharmacy
Long’s Drug
Medicine Shoppe
QFC Pharmacy
Rite Aid Pharmacy
Safeway Pharmacy
Shopko Pharmacy
Target Pharmacy
Tidyman’s Pharmacy
Wal Mart Pharmacy

Walgreen’s Pharmacy

*NOTE: For a more complete list of participating pharmacies, contact NMHCRx @ 1-800-880-1188

sharedsec/docs/19/FI9NMHCRX Participating Chain List. doc



Pacific Dental Alliance
Affiliated Provider List*

Bremerton
(360) 792-0300

Everett
(425) 438-8584

Factoria/Bellevue
(425) 401-5000

Federal Way
(253) 946-3895

Mount Vernon
(360) 848-7473

Olympia
(360) 943-5420

Puyallup
(253) 435-5656

Tacoma
(253) 471-2655

Spokane
(509) 926-1500

G:\user\shareoss\forms-originals\052202\cj

Avenue Dental Care
2741 Wheaton Way, Suite B
Bremerton, WA 98310

Affordable Dental Care
8625 Evergreen Way, Suite 212
Everett, WA 98208

Affordable Dental Care
12826 SE 40™ Lane, Suite 201
Bellevue, WA 98006

Evergreen Dental Care
30620 Pacific Hwy. S., Suite 111
Federal Way, WA 98003

Evergreen Dental Care
2105 Continental Place
Mount Vernon, WA 98273

Affordable Dental Care
2600 Martin Way, Suite A
Olympia, WA 98506

Affordable Dental Care
11707 101* Avenue E
Puyallup, WA 98373

Affordable Dental Care
4704 South Oakes St., Suite 103
Tacoma, WA 98409

Avenue Dental Care
12122 E Cataldo Ave.
Spokane, WA 99206



INTRODUCTION

To Eligible Employees:

We are pleased to present you with this new and up-to-date Plan Booklet of the amended and restated Hotel Employees
Restaurant Employees Health Trust Plan, effective June 1, 2004 The Plan provides Weekly Disability, Medical, Vision,
Hearing Aid Device, Dental, Life Insurance and Accidental Death and Dismemberment Benefits.

We encourage you to read this Plan Booklet carefully so that you are aware of all your health and welfare benefits under
the Plan.

If you have any questions, please contact the Trust Administration Office for assistance.

Sincerely,
Board of Trustees
Hotel Employees Restaurant Employee Health Trust

Employer Trustees Union Trustees

Michael Bashaw, Chairman Richard F. Sawyer, Secretary

Jill Ridlehoover Erik VanRossum

Lee Kaufman Jeff Richardson

Howard Cohen Elizabeth Freeman

John Taffin Omar Perestrejo

Brad Hutton Enrique Fernandez
IMPORTANT!

The Board of Trustees has the full and exclusive authority, in its discretion, to interpret and apply the Plan (except with
respect to Life Insurance Benefits and Accidental Death and Disability Benefits, which are provided by LifeWise Assurance
Company), including its rules for eligibility. See General Plan Provisions — Plan Interpretation; Board’s Discretionary
Authority below at page 63.

Only the Board of Trustees is authorized to interpret the Plan. No employer or local union, no representative of any
employer or local union, and no individual Trustee is authorized to interpret the Plan - nor can any such person act as an
agent of the Board of Trustees to guarantee benefit payments.

No agreement between an employer and a union may change, override or otherwise affect the Plan in any way.

The Hotel Employees Restaurant Employees Health Trust provides benefits to the extent money is available to pay for the
benefits. The Plan is not guaranteed to continue indefinitely. The Board of Trustees may make amendments to the Plan,
including amendments that affect the eligibility rules and the amount and nature of benefits. Amendments may be made
on a prospective or retroactive basis. The Board of Trustees also has the authority to terminate the Plan at any time.

Refer your questions concerning the Plan to the Trust Administration Office. Telephone contact with the Trust
Administration Office does not guarantee eligibility for benefits under the Plan or eligibility for benefit payments. Eligibility
for benefits under the Plan and eligibility for benefit payments are determined only when a claim is submitted to the Trust.

In order to keep your eligibility records accurate, please keep the Trust Administration Office informed of any change in
address, dependent status and designated beneficiary. All changes can be submitted to the Trust Administration Office
by completing a new enroliment form.
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Summary of Benefits

The following is the only summary of benefits provided by the Hotel Employees Restaurant Health Trust Plan. You or
your dependents may receive benefits only if you are eligible for benefits under the Plan.

Weekly Disability Benefits for Employees Only

Eligibility Rule A $110 each week
Eligibility Rule B $ 90 each week
Benefits Begin:
* due to accident 1st day
¢ due to illness or pregnancy and you are

hospitalized 1st day
* due to illness or pregnancy and you are not

hospitalized 5th day
Maximum Benefit Payment Period: 16 weeks

Medical Benefits

After you have satisfied your co pay and any deductible requirements, benefits will be provided at the payment levels
specified below or in the Benefits section of this Plan Booklet. Additional benefits may in some cases be available and will
be described in the Benefits section of this Plan Booklet.

Benefits Within the PPO Network Service Area (Washington and Oregon)

BENEFITS
PPO IN-NETWORK BENEFITS OUT-OF- NETWORK BENEFITS outside
(Washington and Oregon) (Washington and Oregon)

You must preauthorize all inpatient hospital admissions (except maternity admissions)
and outpatient surgery except for surgery that is done in a physician’s office. Failure
to do so will result in a $250 benefit reduction (not to exceed $500) for all related
expenses incurred in excess of the deductible for each surgery or hospitalization
that is not preauthorized.

Emergency hospital admissions or emergency surgeries must be authorized within 48 hours
of the time you are admitted to the hospital or the surgery is performed.

To be eligible for this level of benefits, you The Out-of-Network Benefits offers you the
must use a Preferred Provider. You pay a freedom to choose from any non-Preferred
copay at the time you receive most Providers. You pay a copay at the time you

outpatient services and a percentage of receive most outpatient services and a
eligible expenses. percentage of eligible expenses. In addition,

the yearly deductible will be applied to
eligible expenses and will be your
responsibility to pay.




BENEFITS

Lifetime
Maximum

Annual Deductible

Percentage
Payable

Out-of-Pocket
Maximum

COVERED
SERVICES

Preventive
Care

Office and
Outpatient
Professional
Visit

Diagnostic

X ray/Lab
Services

Inpatient Hospital
& Skilled Nursing
Facility (SNF)

Outpatient
Hospital

Emergency
Room

Ambulance

Chemical
Dependency

Home Health
Care

$1,000,000

None

90%

$5,000 per person; $15,000 per family
per calendar year (copayments are not
included)

90% after $20 copay on Doctor exam fee
(no copay on lab or x-ray services)

90% after $20 copay

90%

90%
SNF limited to 90 days each calendar year

90% after $20 copay (except no copay on
surgery, radiation or chemotherapy)

90% after $75 per visit (waived if
admitted)

$500 per person; $1,500 per family

60%

$10,000 per person; $30,000 per family per
calendar year (copayments and deductibles
are not included)

No coverage except for 60% for
mammograms (no copay) Subject to the
deductible

60% after $20 copay and deductible

60% after deductible

60% after deductible
SNF limited to 90 days each calendar year

60% after $20 copay (except no copay on
surgery, radiation or chemotherapy) and
deductible

60% after $75 copay per visit (waived if
admitted) and deductible

80% after deductible to $2,000 maximum payable each calendar year

90% to $11,000 each 2 calendar years
Professional visit subject to $20 copay

90% for 130 visits each calendar year
($20 copay applies to each visit)

60% after deductible to $11,000 each 2
calendar years Professional visit subject to
$20 copay

60% after $20 copay per visit and
deductible for 130 visits each calendar year




BENEFITS

Hospice Care

90% with 6 months lifetime maximum 60% after deductible
Professional visits subject to $20 copay with 6 months lifetime
maximum

Professional visits are
subject to deductible
and the $20 copay

Maternity 90% after copay 60% after copay and
deductible
Mental Disorders

Inpatient 90% to 12 days per calendar year 60% after deductible to

6 days per calendar

year

Outpatient 90% after $20 copay per visit to a maximum of 60% after $20 copay

15 visits per calendar year per visit and deductible

to a maximum of 12
visits per calendar year

Neurodevelopmental
Therapy

Inpatient 90% 60% after deductible
Outpatient 90% after $20 copay per visit to $1,000 combined 60% after $20 copay
maximum each calendar year per visit and deductible

to $1,000 combined
maximum for all
services each calendar
year

Podiatric Service

90% after $20 copay 60% after $20 copay
and deductible

Prescription Drugs

$12 copay at Participating Pharmacies, $12 copay through mail order
generic drugs required, or pay difference

Participating Pharmacies — 34 day supply
Mail Order — 90 day supply

Rehabilitative Care

Inpatient 90% to $30,000 each condition 60% after deductible
to $30,000 each
condition
Outpatient 90% after $20 copay per visit to $1,000 each 60% after $20 copay
calendar year per visit and
deductible to

maximum of $1,000
each calendar year




BENEFITS
Smoking Cessation 80% to $500 lifetime subject to $20 copay for
Programs professional visits and deductible
™J
Inpatient 90% 60%, after
deductible
Outpatient 90% after $20 copay $1,000 maximum each calendar year; 60% after $20 copay
$5,000 lifetime combined maximum and deductible $1,000
each calendar year;
$5,000 lifetime
combined maximum
Organ Transplants 90% to a lifetime maximum of $200,000 90% after deductible
(pre authorization required) to a lifetime
maximum of
$200,000
(pre authorization
required)
Hearing Aid Device Benefits for examination, device, and related covered services are paid at
Benefit 100% to a maximum of $1,000 once in any three consecutive years.
Benefits are subject to $20 copay Deductible does not apply

Benefits Outside the PPO Network Service Area (Washington and Oregon)

If you receive care outside the PPO Network Service Area, benefits will be paid at 80% (deductible applies) of the out-of-
network allowed amount for covered services. If you live inside the PPO Network Service Area and are admitted to a
hospital on an emergency basis while traveling outside the PPO Network Service Area, you will receive the In-Network

inpatient benefit payment percentage on covered charges, provided you follow the preauthorization guidelines outlined on

page 23.

Vision Benefits
Paid according to the schedule beginning on page 37.

Hearing Aid Device Benefits

The Plan will provide benefits at 100% for both members and dependents to a maximum of $1,000 on covered services
once in any three consecutive calendar years subject to benefit limitations beginning on page 39.

Dental Benefits
Paid according to the schedule beginning on page 40.

Life Insurance Benefits

Employee $7,500
Spouse $3,000
Dependent Child $2,000

Accidental Death & Dismemberment Benefits
Principal Sum
Employee $7,500




Contact Information

For Information Regarding
Eligibility for Benefits or Life/AD&D

Website

Claims: Medical, Dental, Vision, Time Loss

Website

Prescription Drugs
Retail and Mail Order
Website

Hospital Utilization Review
(for hospital or surgical pre-authorization)

Inside Washington

Outside Washington
Website

Website
Vision

Website

Contact

Trust Administration Office
WPAS, Inc.

(206) 441-7574

(800) 331-6158

Fax: (206) 441-9110
www.WPAS-inc.com

Trust Administration Office
WPAS, Inc.

(206) 441-7574

(800) 331-6158

Fax: (206)441-9110
www.WPAS-inc.com

NMHCRx
Customer Service (800) 880-1188
www.nmhcrx.com

Local 8 members (Washington)
UR Coordinator

First Choice

(206) 292-8255

(800) 231-6935

(800) 345-5767

www.fchn.com

Local 9 members (Oregon)

UR Coordinator

Providence Preferred

(503) 574-6400

(800) 638-0449
www.providence.org/oregon/providers

National Vision, Inc.
(888) 822-6901
www.nationalvision.com

Plan Document and Summary Plan Description

This Plan Booklet constitutes the Plan’s summary plan description within the meaning of ERISA section 102. This Plan
Booklet, together with the insurance contract(s) with LifeWise Assurance Company for Life Insurance and Accidental
Death and Dismemberment Benefits, constitutes the Plan’s plan document within the meaning of ERISA section 402.

Eligibility and Enroliment
You and your dependents may become eligible for benefits under the Hotel Employees Restaurant Employees Health
Trust Plan if you satisfy one of the two following conditions:

1) you work as an employee in a collective bargaining unit for which the employer has entered into a collective
bargaining agreement; or

2) you are not an employee in such a collective bargaining unit, but you work as an employee for an employer in

employment covered by a special agreement.

If you do not satisfy either of these two conditions, you and your dependents cannot become eligible for benefits under the
Plan.



If you satisfy condition (1), you can become eligible for benefits under Eligibility Rule A or Eligibility Rule B, described
below, depending on the number of hours you work per month. Contact the Trust Administration Office to determine the
Eligibility Rule under which you may earn eligibility.

If you satisfy condition (2), you can become eligible for benefits under Eligibility Rule A only in accordance with the terms
of the special agreement.

Eligibility for Benefits for Employees Who Work Required Hours under Eligibility Rule A

Eligibility Rule A Required Hours

Your eligibility for benefits is based upon the number of hours you work under a collective bargaining agreement or special
agreement.

You are eligible for benefits under Eligibility Rule A if you work a minimum of 65 or 80 hours per month depending upon
the actual number of hours established by your employer and your union in the collective bargaining agreement (or
established in a special agreement).

Initial Employee Eligibility / Date Coverage Begins

You will be eligible for benefits on the first day of the second calendar month following three consecutive months during
which you have worked Eligibility Rule A Required Hours in each month and your employer has paid all required employer
contributions on your behalf. In addition, you may have to satisfy a probationary period established by the collective
bargaining agreement or special agreement.

Example:

Your first day of employment is January 1. If you work Eligibility A Required Hours per month during the months of
January, February, and March, and your employer makes the required contribution, you will be eligible for benefits
May 1.

LAG
| | JAN | FEB | MAR | | APR | | MAY | |
If you work Eligibility Rule A Required Hours per month You are eligible
in 3 consecutive months in this month

This lag month is necessary for the processing of reported hours by the Trust Administration Office.
Generally, you are not required to make any application for eligibility for benefits.

Benefits for which You are Eligible

When you are eligible under Eligibility Rule A, you are eligible for all the Benefits of the Plan: Weekly Disability, Medical,
Vision, Dental, Hearing Aid, Life Insurance and Accidental Death and Disability Benefits. There is an exception when you
fail to elect to make required employee contributions, as described below.

Some Employees Must Make Employee Contributions for Full Benefits

Your collective bargaining agreement may require you to elect to make employee contributions through payroll deduction
to be eligible for all Benefits under Eligibility Rule A. Your employer will notify you of any employee contribution election
requirement.

If you are required to elect to make an employee contribution, but you don’t make that election, you and your dependents
will be eligible only for Vision and Life Insurance Benefits. You and your dependents will not be eligible for Medical, Dental
and Hearing Aid Benefits. You will not be able to elect to make employee contributions until a special enroliment period
(see Special Enrollment Period (to Elect to Make Employee Contributions) below) or the next open enroliment period.

Continuing Coverage

Once you’ve met the initial Eligibility Rule A requirements, you continue to be eligible for benefits under Eligibility Rule A in
the second month following any month in which you work Eligibility Rule A Required Hours each month and for which your
employer has paid all required employer contributions (and remitted all required employee contributions).



Example:
You have met the initial eligibility requirements described above. You continue to work the Eligibility A Required
Hours in April and your employer makes the required contributions, you will be eligible for benefits in June.

LAG
| APRIL | MAY | JUNE |
If you work Eligibility Rule You are eligible in this
A Required Hours this month Month

Reinstatement of Eligibility
If your eligibility ends because you work less than Eligibility Rule A Required Hours in a month, you may reinstate your
eligibility on the first day of the 2nd month (lag) following the month in which you work Eligibility Rule A Required Hours
and your employer has paid all required employer contributions for you; however, if you are not eligible for more than 6
consecutive months, you must reestablish your initial eligibility as described above.

Example:

You have met the initial Eligibility Rule A requirements and are eligible for benefits. In April you work less than the
Eligibility Rule A Required Hours. In May you work Eligibility Rule A Required Hours, and your employer makes the
required contributions based on your hours in May. Because you did not work sufficient hours in April, your
eligibility for benefits under Eligibility Rule A ends at the end of May. Because you worked sufficient hours in May
and your employer made the appropriate contributions, your eligibility for benefits under Eligibility Rule A is
reinstated effective for July.

Example

Assume the facts in the Example above, except that you work less than Eligibility Rule A Hours from April through
October, a period of 7 months. Your eligibility for benefits under Eligibility Rule A ends at the end of May. Because
you worked less than Eligibility Rule A Hours for 7 months, you can become eligible under Eligibility Rule A only if
you reestablish your initial eligibility as described above.

If your eligibility ends because of insufficient employer contributions have been received on your behalf, your eligibility can
be reinstated only if your employer pays all required employer contributions for you.

Example

You have met the initial Eligibility Rule A requirements and continue to work Eligibility Rule A Required Hours. Your
employer fails to make sufficient contributions on your behalf based on your hours in May, June, July and August.
Your eligibility for benefits ends on the last day of June.

In September your employer makes sufficient contributions on your behalf for your May and June hours, but not for
your July or August hours. Your eligibility for benefits is reinstated for July and August. But your eligibility ends at
end of August, because the employer has made no contributions for your July hours.

See Continuation of Coverage When Employer Fails to Make Required Contributions at page 19.
When Your Eligibility Ends

m If you work less than Eligibility Rule A Required Hours in any month, but you work at least Eligibility Rule B
Required Hours, your eligibility under Eligibility Rule A ends on the last day of the month following the month you
fail to work the required hours. Your eligibility will continue under Eligibility Rule B. See Benefits for Employees Who
Work Required Hours under Eligibility Rule B, below.

m If you work less than Eligibility Rule B Required Hours, your eligibility under Eligibility Rule A ends on the last day of the

month following the month you fail to work the required hours, and you do not become eligible under Eligibility Rule B.

If your eligibility under Eligibility Rule A ends due to your termination of employment or a reduction in hours of work, you
will also be eligible to elect to continue coverage for certain Benefits under Eligibility Rule A under COBRA. See
Continuation of Benefits under COBRA below at page 12.

Eligibility for Your Dependents
Under Eligibility Rule A, your dependents can be eligible for Medical, Dental, Vision, Hearing Aid, and Life Insurance
Benefits. However, if you are required to elect to make employee contributions, but don’t make those contributions, your
dependents will be eligible only for Vision and Life Insurance Benefits.



Your eligible dependents are:

m Your legal spouse.

m For the Medical, Vision, Hearing, Dental and Life Insurance Benefits coverage, your unmarried children who are
under age 19 and chiefly dependent on you, your spouse or non- covered legal parent for support, provided they
are:
¢ your natural children, adopted children or child legally placed for adoption including a child for whom you have

assumed a total or partial legal obligation for support in anticipation of adoption, or
¢ your stepchildren if they live with you in your home in a regular parent-child relationship; or
¢ your legally designated minor ward.
Your parents and/or grandchildren are not eligible dependents.
If you are covered as an employee, you cannot be covered as a dependent child.
Dependents who are in full-time military service are not eligible dependents.

When Dependent Coverage Begins

For eligible dependents, coverage begins when your coverage begins under Eligibility Rule A. Coverage for your eligible
dependents continues as long as your coverage continues under Eligibility Rule A

If you are covered under Eligibility Rule A and you acquire a dependent either through adoption, placement for adoption,
birth of a child, or marriage, coverage begins retroactive to the date of birth of a newborn child, the date of placement of
an adoptive child, the date of assumption of total or partial legal obligation for support of a child in anticipation of adoption,
or in the case of marriage, the date of marriage.

If your group’s contract does not require a rate payment for the natural newborn or adoptive child, you do not have to
complete an application for the child. However, for both newborns and adopted children, the Trust Administration Office
should receive applications within 31 days to prevent delays in claims processing.

If you are not covered under Eligibility Rule A because you have not elected to make employee contributions, you and
certain dependents may be able to become covered under Eligibility Rule A. See Eligibility and Enrollment — Special
Enrollment Period (When Employee Contributions are Required) at page 6 below.

For dependent Life Insurance Benefits (payable to you), your unmarried children (as described and limited under Eligibility
for Your Dependents immediately above) are covered from 14 days following birth, through the day before their 19th
birthday.

Qualified Medical Child Support Order

If you are eligible for coverage under Eligibility Rule A, but your child is not eligible for dependent coverage, your child will
be eligible for coverage for Medical, Dental, Vision and Hearing Aid Benefits under Eligibility Rule A if he or she is an
alternate recipient under a qualified medical child support order (QMCSO), to the extent required under the QMCSO and
consistent with ERISA.

Provide a copy of a medical child support order issued by a court to the Trust Administration Office.

The Trustees have adopted procedures for determining whether a medical child support order (whether issued by a court
or child support enforcement agency) is a QMCSO. You or your dependent can obtain, without charge, a copy of the
Plan’s QMCSO procedures from the Trust Administration Office.

Eligibility for Benefits for Employees Who Work Required Hours under Eligibility Rule B

Eligibility Rule B Required Hours

Your eligibility for benefits is based upon the number of hours you work per month under a collective bargaining
agreement. Eligibility under Eligibility Rule B is authorized by the Trust for individuals who work a minimum number of
hours per month (but not less than 30 hours per month) established by your employer and your union in the collective
bargaining agreement. Please note that not all collective bargaining agreements provide for eligibility under
Eligibility Rule B.

Contact the Trust Administration Office to determine the Trust rule under which you may earn eligibility.

If you work Eligibility Rule B Required Hours in a month, you may establish and maintain eligibility for yourself only under
the following guidelines. Under Eligibility Rule B you are not eligible for Vision Benefits, Hearing Benefits or Dental
Benefits and your dependents are not eligible for any Benefits under the Plan.



Initial Employee Eligibility/Date Coverage Begins
You will be eligible for benefits on the first day of the second calendar month following three consecutive months during
which you have worked Eligibility Rule B Required Hours in each month and your employer (see page 6) has paid all
required employer contributions on your behalf.
Example:
Your first day of employment is January 1. If you work Eligibility B Required Hours per month during the months of
January, February and March, and your employer makes the required contribution, you will be eligible for benefits
May 1.

LAG
| JAN FEB MAR | APR | MAY
If you work Eligibility Rule B Required Hours per month in You are eligible
3 consecutive months in this month

This lag month is necessary for the processing of reported hours by the Trust Administration Office.

Some Employees Must Make Employees Contributions for Full Benefits

To be eligible for all Benefits under Eligibility Rule B, you may be required to elect to make employee contributions through
payroll deduction, as outlined in your collective bargaining agreement. Your employer will notify you of any employee
contribution election requirement.

If you are required to elect to make an employee contribution, but you don’t make that election, you will be eligible only for

Vision and Life Insurance benefits. You will not be to elect to make employee contributions until a special enroliment period

(see Special Enrollment Period (to Elect to Make Employee Contributions), below) or the next open enroliment period.
Continuing Coverage

Once you’ve met the initial Eligibility Rule B requirements, you continue to be eligible under Eligibility Rule B in the second
month following any month in which you work Eligibility Rule B Required Hours each month and for which your employer
has paid all required employer contributions (and remitted all required employee contributions).

Example:
You have met the initial eligibility requirements described above. You continue to work the Eligibility B Required
Hours in April and your employer makes the required’ contributions, you will be eligible for benefits in June.

LAG

| APRIL | MAY | JUNE

If you work Eligibility Rule B You are eligible in this month
Required Hours this month

When Your Eligibility Ends

If you work less than Eligibility Rule B Required Hours in any month, your eligibility ends on the last day of the month
following the month you fail to work the required hours.

Reinstatement of Eligibility
If your eligibility ends because you work less than Eligibility Rule B Required Hours in a month or insufficient employer

contributions have been received on your behalf; you may reinstate your eligibility ‘on the first day of the 2nd month (lag)
following the month in which you work Eligibility Rule B Required Hours and your employer has paid all required employer
contributions for you; however, if you are not eligible for more than 6 consecutive months, you must reestablish your initial
eligibility as described above.

Note: When you work Eligibility Rule A Required Hours in some months and at least Eligibility Rule B Required Hours in
other months, you should check with the Trust Administration Office to determine which months your dependents are
eligible for coverage.



Special Enroliment Period (When Employee Contributions are Required)
This Special Enrollment Period section applies only if:

m you were required to elect to make employee contributions;

m your failed to elect to make employee contributions; and

m you experience involuntary loss of other coverage, become married or a child is born to you, you adopt a child or a
child is placed for adoption with you.

If the conditions described below are satisfied, you may be able to elect to make employee contributions and to become
eligible for Eligibility Rule A or Eligibility Rule B benefits.
Involuntary Loss of Other Coverage

This Involuntary Loss of Other Coverage provision describes how you may elect to make employee contributions when
you, your spouse or your child loses coverage under another health care program. “Health care program” means an
employer sponsored group health plan or health insurance coverage (for example, a policy of individual health insurance).

You may elect to pay employee contributions if you satisfy all the following conditions:

m you, your spouse, or your child (as the case may be) was covered under a health care program at the time
coverage under this Plan was previously offered;

m coverage under the other health care program for you, your spouse or your eligible child terminated as a result of:
¢ loss of eligibility for the coverage (including as a result of legal separation, divorce, death, termination of
employment, or a change in the number of hours of employment);
¢ termination of employer contributions toward such coverage; or
¢ you, your spouse or your eligible child was covered under COBRA at the time coverage under this Plan was
previously offered and COBRA coverage has been exhausted;
you are eligible under either Eligibility Rule A or Eligibility Rule B;

you complete and file with the Trust Administration Office a Payroll Deduction Authorization within 30 days after
coverage under the other health program ended;

you provide evidence of the other coverage and the loss of the other coverage; and

you pay employee contributions for the 3 (three) consecutive months that end immediately before the month in
which the Trust Administration Office receives your Payroll Deduction Authorization.

After you satisfy the above conditions, you become eligible for Eligibility Rule A or Eligibility Rule B benefits for the month that
begins after the Trust Administration Office receives your Payroll Deduction Authorization. Thereafter you continue to be
eligible for benefits under Eligibility Rule A or Eligibility Rule B as described under Continuing Coverage on pages 6 and 9.

For purposes of this Involuntary Loss of Coverage provision, “COBRA coverage has been exhausted” when an individual’'s
COBRA coverage ceases for any reason other than either failure of the individual to pay premiums on a timely basis, or for
cause (such as making a fraudulent claim or an intentional misrepresentation of a material fact in connection with the
plan). An individual is considered to have exhausted COBRA continuation coverage if such coverage ceases:

m due to the failure of the employer or other responsible entity to remit premiums on a timely basis; or
m when the individual no longer resides, lives, or works in a service area of an HMO or similar program (whether or
not within the choice of the individual) and there is no other COBRA coverage available to the individual.
Marriage
You may elect to pay employee contributions if you satisfy all the following conditions:
you marry;
you are eligible under either Eligibility Rule A or Eligibility Rule B;

you complete and file with the Trust Administration Office a Payroll Deduction Authorization within 30 days after
the date of marriage; and
m you pay employee contributions for the 3 (three) consecutive months that end immediately before the month in
which the Trust Administration Office receives your Payroll Deduction Authorization.
After you satisfy the above conditions, you become eligible for Eligibility Rule A or Eligibility Rule B benefits on the first of
the month that begins after the Trust Administration Office receives your Payroll Deduction Authorization. Thereafter
you continue to be eligible for benefits under Eligibility Rule A or Eligibility Rule B as described under Continuing
Coverage on pages 6 and 9.
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Birth of Your Child, Adoption of Your Child or Placement of a Child for Adoption with You
You may elect to pay employee contributions if you satisfy all the following conditions:
a child is born to you, you adopt a child or a child is placed with you for adoption;
you are eligible under either Eligibility Rule A or Eligibility Rule B;

you complete and file with the Trust Administration Office a Payroll Deduction Authorization within 30 days after
the date of birth, adoption or placement for adoption; and

m you pay employee contributions for the 3 (three) consecutive months that end one before the month in which the
Trust Administration Office receives your Payroll Deduction Authorization.

After you satisfy the above conditions, you become eligible for Eligibility Rule A or Eligibility Rule B benefits as of the date
of birth, adoption or placement for adoption and for the remainder of the month. Thereafter you continue to be eligible for
benefits under Eligibility Rule A or Eligibility Rule B as described under Continuing Coverage on pages 6 and 9.

When Coverage Ends

Your coverage under the Plan will end on the earliest of the following dates:
m The last day of the month in which your eligibility ends.
m  When the Plan is discontinued.

m The last day of the month, following the month in which your employer is no longer required by a collective
bargaining agreement to contribute to this Trust.

m If the Trust does not receive all required employer contributions on your behalf for any month, the last day of the
following month. However, your coverage will continue for up to two months without employer contribution if:

> you have met initial eligibility requirements;
> you work for more than one employer for Eligibility Rule A Required Hours each month for coverage under
Eligibility Rule A or Eligibility Rule B Required Hours each month for coverage under Eligibility Rule B;

> the only reason employer contributions are not received is that no employer is required under its collective
bargaining agreement to make an employer contribution on your behalf: and

> you notify the Trust Administration Office.
Your dependent’s coverage under the Plan will end on the earliest of the following dates:
The last day of the month in which your eligibility ends.

The last day of the month following the month in which you work less than Eligibility Rule A Required Hours.
m The last day of the month in which the dependent no longer meets the definition of an eligible dependent.
m  When the Plan is discontinued.

Continuation of Benefits for Certain Children with Physical or Mental Handicap

Benefits under Eligibility Rule A continue for unmarried children who depend chiefly on you for support and are incapable
of earning a living due to mental or physical handicap, as long as the incapacity began before age 19 and the child was
eligible and covered under the Plan the day before his or her 19th birthday. Coverage continues throughout the incapacity
of your eligibility continues. This coverage is not automatic; you must submit proof to the Trust Administration Office
within 31 days after the child reaches the limiting age.

Limited Extended Medical or Dental Benefits When Coverage Ends

If Medical Benefits end while either you or your dependents are totally disabled, Medical Benefits will be paid for any
accidental injury or iliness of the individual causing the continuous total disability. Benefit payments for current expenses
directly related to the disabling condition only will continue for up to 12 months. Extended Medical Benefits will stop
immediately when the individual becomes covered under any group plan with similar benefits or under Medicare or
regains eligibility under this Plan.

“Total disability” means

* solely because of nonoccupational illness or injury, you or your dependent is prevented from engaging in any
occupation for which you, he or she is reasonably qualified by education, training, or experience, and are performing
no work for compensation; or
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* if your dependent was not previously employed, then, solely because of nonoccupational illness or injury, your
dependent is prevented from engaging in most of the normal activities of a person of like age and sex in good health.

Note: The extended Medical Benefit does not provide coverage for any charges except those directly related to the
disabling condition.

If Dental Benefits end for you or your dependents for any reason, charges for prosthetic devices (including bridges and
crowns) are covered if they were ordered while the individual was covered, then installed or delivered within 30 days after
coverage ends.

Continuation of Benefits under COBRA

Federal law (known as “COBRA”) in certain instances permits you and/or your eligible dependents to continue Medical,
Dental, Vision and Hearing Aid Benefits coverage by self-payments when coverage under those Benefits otherwise would
end. COBRA continuation coverage does not apply to other Benefits, such as Weekly Disability Benefits, Life Insurance
Benefits or Accidental Death & Dismemberment Benefits.

Following is a description of COBRA continuation coverage, when it may become available to you and your dependents,
and what you and they need to do to protect the right to receive it. COBRA continuation coverage is available to you and
your eligible dependents only when you or they are entitled to elect to continue coverage under COBRA and only for up to
the maximum coverage periods required by COBRA. As is the case with regular coverage under the Plan, eligibility for
benefits and benefit payments under COBRA continuation coverage are determined only when a claim is properly
submitted to the Trust Administration Office.

Benefits that are paid under COBRA continuation coverage during any period when COBRA does not require coverage
are treated as benefit over payments, even if the self-payment for the period has been made.

Events That Can Trigger the Right to Elect COBRA continuation Coverage
The continuation period begins with the first month after the last month of regular coverage.

You may elect COBRA continuation coverage only if you will lose coverage under the Plan because either one of the
following triggering events happens:

1. Your hours of employment are reduced, or

2. Your employment ends for any reason .

Your spouse may elect COBRA continuation coverage only if he or she will lose coverage under Eligibility Rule A because
any of the following events happens:

You die;

Your hours of employment are reduced,;

Your employment ends for any reason

You become divorced from your spouse.

Note: If the triggering event is divorce, you or your spouse must provide notice to the Trust Administration Office
within a notice period, as described below.

Your dependent child may elect COBRA continuation coverage only if he or she will lose coverage under Eligibility Rule A
because any of the following events happens:

You die;

Your hours of employment are reduced,;

Your employment ends for any reason;

You become divorced from your spouse; or

Your child no longer meets the definition of an eligible dependent under the plan.

Note: If the triggering event is divorce or your child no longer being eligible as a dependent, you or the child must
provide notice to the Trust Administration Office within a notice period, as described below.

pON =
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“Qualified Beneficiary” and “Qualifying Event”

When you, your spouse or your dependent child will lose coverage due to one of the triggering events described above,
you, he or she is considered a “qualified beneficiary” A qualified beneficiary’s loss of coverage due to one of the triggering
events described above is a “qualifying event”

Child Covered by Qualified Medical Child Support Order

If your child is covered under the Plan pursuant to a qualified medical child support order received by the Trust
Administration Office while you are covered under Eligibility Rule A, he or she has the same rights your eligible
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dependent child has to elect COBRA continuation coverage. See Eligibility and Enrollment — Benefits for Employees
Who Work Required Hours under Eligibility Rule A — Eligibility for Your Dependents.
Notice of Qualifying Event to the Trust Administration Office
The Trust offers a qualified beneficiary the opportunity to elect COBRA continuation coverage only after the Trust
Administration Office has been properly notified that a qualifying event has happened.
Notice from the Employer
When the qualifying event is a loss of coverage because of:
e the end of your employment or reduction of your hours of employment, or
* your death,
your employer must notify the Trust Administration Office of that qualifying event by the 10th day of the month following
the month in which the termination, reduction in hours or death occurs
Notice from You or Your Dependent — Important!
When the qualifying event is a loss of coverage because of:
e your divorce from your spouse, or
* your child’s losing eligibility for coverage as a dependent child,

you, your spouse, or dependent child, must notify the Trust Administration Office within 60 days after that triggering
event occurs (for example, the date a divorce decree is entered or the date a dependent child attains age 19).

You may notify the Trust Administration Office by telephone or by written notice that you fax, mail or personally deliver to
the Trust Administration Office. See How to Provide Notice to the Trust Administration Office, below.

The notice must contain the following:

* the name of the Plan (“Hotel Employees Restaurant Employees Health Trust Plan”)
e your name (the name of the covered employee)

» the name(s) of the qualified beneficiary(ies)

* the triggering event (divorce or child’s loss of dependent status); and

* the date on which the triggering event occurred.

If you fax, mail or deliver a notice, you may, but are not required to, use the Notice of COBRA Qualifying Event (Divorce or
Child’s Ceasing to be a Dependent) form at the end of this booklet.

If the notice:

* is not telephoned or faxed, mailed or delivered in writing to the Trust Administration Office,

* is not post-marked or received by the Trust Administration Office within the 60-day period, or
e does not contain the required content described above,

then the right to elect COBRA continuation coverage is lost; the Trust will not offer the qualified beneficiary the opportunity
to elect COBRA continuation coverage and coverage for the qualified beneficiary will end with end of regular Plan
coverage.

Trust Administration Office’s Election Notice to Qualified Beneficiary(ies)

After the Trust Administration Office receives the appropriate qualifying event notice (see above), the Trust
Administration Office will notify each qualified beneficiary of his or her right to elect COBRA continuation coverage. The
election notice will include information regarding rights and obligations under COBRA continuation coverage, including
cost for the coverage, payment procedures and plan requirements, and an election form.

If you receive election information at your address, but your spouse or other eligible dependent does not live with you at
the address, you must notify the Trust Administration Office immediately of the names of the dependents and their
current addresses.
Electing COBRA continuation Coverage
COBRA continuation coverage is not automatic. You (or your eligible dependent) must elect COBRA continuation
coverage.
How to Elect; Election Deadline

You or your eligible dependent must elect COBRA continuation coverage on the election form included with the Trust
Administration Office’ election notice.
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To elect COBRA continuation coverage, the completed election form must be mailed (post-marked) or personally delivered
to the Trust Administration Office within 60 days after the date the Trust Administration Office sent the election notice,
or, if later within 60 days after regular Plan coverage ended. See How to Provide Notice to Trust Administration Office,
below.

If the election form is not mailed to (postmarked) or received by the Trust Administration Office within the 60-day
election period, the right to elect COBRA continuation coverage is lost and no COBRA continuation coverage will be
provided.

If a qualified beneficiary rejects COBRA continuation coverage, he or she may change the rejection and elect COBRA
continuation coverage until the end of the 60-day election period.

Who May Elect

Each qualified beneficiary has an independent right to elect COBRA continuation coverage. This means, for example, that
even if you don’t want COBRA continuation coverage, your spouse or dependent child has an independent right to elect it.

You or your spouse may elect COBRA continuation coverage for all qualifying family members. You or your spouse may
elect COBRA continuation coverage only for your dependent children.

You, your spouse and dependent children may elect COBRA continuation coverage even if covered under another
employer-sponsored group health plan or entitled to Medicare.

You, your spouse, and other eligible dependents should read the information the Trust Administration Office sends
concerning COBRA continuation coverage election rights.

Consequences of Electing or not Electing COBRA continuation Coverage

In considering whether to elect COBRA continuation coverage, a qualified beneficiary should take into account that a
failure to elect and continue COBRA continuation coverage will affect his or her future rights under Federal law.

* First, the qualified beneficiary can lose the right to avoid having pre-existing condition exclusions applied to him or her
by other group health plans. If the qualified beneficiary has more than a 63-day gap between the last day of coverage
under this Plan and the first day of coverage under another plan, the other plan may be able to exclude coverage for
his or her preexisting conditions. However, electing and continuing COBRA continuation coverage under this Plan may
help the qualified beneficiary to avoid having such a gap.

* Second, the qualified beneficiary will lose a guaranteed right to purchase individual health insurance policies that do
not impose pre-existing condition exclusions if he or she does not elect and continue COBRA continuation coverage for
the maximum period of coverage.

A qualified beneficiary also should take into account that he or she has special enroliment rights under Federal law. A
qualified beneficiary has the right to request special enrollment in another group health plan for which he or she is
otherwise eligible (such as a plan sponsored by the employer of the qualified beneficiary’s spouse) within 30 days after his
or her regular coverage ends under this Plan because of a qualifying event. If the qualified beneficiary elects and
continues COBRA continuation coverage under this Plan for the maximum coverage period available, he or she will also
have the same special enroliment right at the end of the maximum COBRA continuation coverage period.

What is COBRA Continuation Coverage?

COBRA continuation coverage provides the same Medical, Dental, Vision and Hearing Aid Benefits coverage that the
Trust gives to other covered employees or their dependents under the Plan who are not receiving COBRA continuation
coverage. You cannot continue Weekly Disability, Life Insurance or Accidental Death and Disability Benefits Under
COBRA. Each qualified beneficiary who elects COBRA continuation coverage will have the same rights under the Plan as
other covered employees or dependents covered under the Plan, including the right to add coverage for eligible
dependents under Eligibility Rule A during a special enroliment period (due to the loss of other health program coverage
or marriage, birth, adoption or placement for adoption) or to add or drop coverage for dependents under Eligibility Rule A
during open enrollment.

If Medical, Dental, Vision and Hearing Aid Benefits for active employees or their dependents is modified, COBRA
continuation coverage is modified in the same manner.

If you or your dependents lose coverage under Eligibility Rule A, COBRA continuation coverage is Medical, Dental, Vision
and Hearing Benefits or Medical only benefits. If you lose coverage under Eligibility Rule B, COBRA continuation
coverage is only Medical Benefits.

COBRA continuation Coverage as a Qualified Beneficiary for Newborn Child or Child Placed For Adoption

Your newborn child or child placed with you for adoption can be a qualified beneficiary, having the rights of a qualified
beneficiary, if all the following requirements are satisfied:
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m You are (1) a former employee and covered under COBRA continuation coverage under Eligibility Rule A, or (2) a
current employee and covered under Eligibility Rule A, and your former spouse is covered on the COBRA
continuation option under Eligibility Rule A.

m The child is born to you or placed for adoption with you during the period of your (or, in the case of your divorce,
your former spouse’s) COBRA continuation coverage under Eligibility Rule A.

m The child is enrolled in the Plan during the period of COBRA continuation coverage.

As a qualified beneficiary, your child has rights that a qualified beneficiary’s newly enrolled dependent (say, a qualified
beneficiary’s new spouse) would not have.

Example.

Assume you lose coverage under Eligibility Rule A (because your employment ended or your work hours were
reduced). You elect COBRA continuation coverage. Shortly after COBRA continuation coverage begins, you
marry. During the 13th month of your COBRA continuation coverage you and your spouse have a newborn child.
You die during the 17th month of your COBRA continuation coverage. Coverage for your spouse terminates at the
end of the month in which you die. Your spouse timely notifies the Trust Administration Office of this second
qualifying event. Coverage for your child — but not for your spouse — is extended for up to an additional 18
months beyond the first 18 months of your COBRA continuation coverage period.

How Long COBRA continuation Coverage Lasts

For each qualified beneficiary who properly elects COBRA continuation coverage within the 60-day election period and for
whom the Trust Administration Office has received a timely First Payment of the COBRA continuation coverage
premium, COBRA continuation coverage will begin on the date that Plan coverage would otherwise have been lost.

COBRA continuation coverage is a temporary continuation of coverage under the Plan. COBRA continuation coverage
period begins with the first month after the last month of regular coverage.

When the qualifying event is:

e your death;

e your divorce; or

* your child losing eligibility as a dependent,

COBRA continuation coverage lasts for up to 36 months.

When the qualifying event is the end of your employment or reduction of your hours of employment, COBRA continuation
coverage lasts for up to 18 months. There are three ways in which this 18-month period of COBRA continuation coverage
can be extended.

* 11-month extension for disability of qualified beneficiary. COBRA continuation coverage is extended for up to an
additional 11 months, for a total maximum of up to 29 months, if all the following conditions are satisfied:

m you, your spouse or dependent child is a qualified beneficiary and is determined by the Social Security
Administration (SSA) to be disabled at any time during the first 60 days of COBRA continuation coverage.

m you or other qualified beneficiary notify the Trust Administration Office within 60 days after the date of the SSA’s
determination and before the end of the 18-month period of COBRA continuation coverage; and

m the notice satisfies the requirements below.

You may notify the Trust Administration Office by telephone or by written notice that you fax, mail or personally
deliver to the Trust Administration Office. See How to Provide Notice to Trust Administration Office, at page 18.

The notice must contain the following

m the name of the Plan (“Hotel Employees Restaurant Employees Health Trust Plan”);
m your name (the name of the covered employee);

m the name of the disabled qualified beneficiary;

m and the date on which the qualified beneficiary was determined to be disabled.

The notice must include a copy of the Social Security Administration’s determination. If you provide notice by
telephone, you must provide a copy of the determination to the Trust Administration Office.

If you fax, mail or deliver a notice, you may, but are not required to, use the Notice of COBRA Second Qualifying Event
— Disability Determination — Cessation of Disabled Status form at the end of this booklet.
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If the notice:
m is not telephoned or faxed, mailed or delivered in person to the Trust Administration Office,

m is not post-marked or received by the Trust Administration Office within the 60-day period and before the end of
the 18-month period,

m does not contain the required content described above, or
m does not include the Social Security Administration’s disability determination,
then the right to an extension of COBRA continuation coverage beyond the 18-month period is lost.

Second gualifying event extension of 18-month period of continuation coverage. If any of the following events happens
during the 18-month period while your spouse or dependent child is receiving COBRA continuation coverage,

m you die,

m you divorce, or
m your child loses eligibility under the Plan as dependent,

the spouse (only in the case of death or divorce) and dependent child can get up to an additional 18 months of COBRA
continuation coverage, for a total maximum of 36 months.

This extension is available only if you or your spouse or dependent child, notify the Trust Administration Office of the
event in a timely fashion.

You may notify the Trust Administration Office by telephone or by written notice that you fax, mail or personally
deliver to the Trust Administration within 60 days of the date of the event. See How to Provide Notice to Trust
Administration Office at page 69.

The notice must state the name of the Plan (“Hotel Employees Restaurant Employees Health Trust Plan”), your name
(the name of the covered employee), the name of the disabled qualified beneficiary; the event (death, divorce or child’s
loss of status); the date the event happened (for example, date child attained age 19).

If you fax, mail or deliver a notice, you may, but are not required to, use the Notice of COBRA Second Qualifying Event
— Disability Determination — Cessation of Disabled Status form at the end of this booklet.

If the notice:
m is not telephoned or faxed, mailed or delivered in person to the Trust Administration Office,
m is not post-marked or received by the Trust Administration Office within the 60-day period, or

m does not contain the required content described above,
then COBRA continuation coverage will not be extended beyond the 18-month period.

Extension for spouse or child dependent due to your earlier entitlement to Medicare. If you become entitled to
Medicare benefits during the 18-month period that ends the date of your triggering event (end of your employment or
reduction of hours), then the COBRA continuation coverage period for your spouse and dependent child is extended
beyond the 18-month period. Their COBRA continuation coverage period ends 36 months after the date you became
entitled to Medicare benefits.

Family and Medical Leave Act

If you take leave under the Family and Medical Leave Act of 1993, special rules apply to the continuation of your Medical,
Dental, Vision and Hearing Benefits. See Eligibility and Enrollment — Family and Medical Leave Act, at page 5.

Early Termination of COBRA continuation Coverage

COBRA continuation coverage ends automatically (even before the maximum COBRA continuation period expires) when:

m Required COBRA continuations are not paid when due. (COBRA continuation coverage ends on the last day of the
month for which the full self-payment was received.)

m A qualified beneficiary becomes covered under another group health plan (as employee or dependent) - unless the
other plan limits or excludes coverage for preexisting condition. (Coverage ends for that qualified beneficiary.) If,
however, the other plan has such a limitation or exclusion, COBRA continuation coverage ends when the other
plan’s limitation or exclusion expires, or, if earlier, when the COBRA continuation coverage period expires.

The qualified beneficiary becomes entitled to Medicare. (Coverage ends for that qualified beneficiary.)
The Trust no longer provides Medical, Dental, Vision and Hearing Benefits.
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m The employer that contributed to the Plan on behalf of the employee whose coverage (or whose eligible
dependent’s coverage) ended ceases to have an obligation to make employer contributions to the Trust because
either (a) the Local Union has been decertified as the representative of the bargaining unit or (b) the Local Union
has disclaimed representation of the bargaining unit.

m If the COBRA continuation coverage is extended the continuation period from up to 18 months to up to 29 months
(due to Social Security disability), but it is finally determined that the individual is not disabled for Social Security
purposes. (COBRA continuation coverage ends on the last day of the first month that begins more than 30 days
after the final determination.) You or the qualified beneficiary must notify the Trust Administration Office in writing
at its address of the Social Security Administration’s determination within 30 days after the determination. See
Addresses for Mailing or Delivering Notices to Trust Administration Office,” below, at page 51.

COBRA continuation coverage also terminates for any reason that would terminate coverage of a covered employee or
dependent who is not receiving continuation coverage (such as fraud).

Payment for COBRA continuation Coverage

First Payment

COBRA continuation coverage becomes effective only after (1) COBRA continuation coverage is properly elected within
the 60-day election period and (2) first payment for COBRA continuation coverage is paid within 45 days after the election
is made. If the first payment is not made in the 45-day period, COBRA continuation coverage never becomes effective. No
benefits are paid for any period of COBRA continuation coverage for which the self-payment has not been received.

The first payment must cover the cost of COBRA continuation coverage from the time regular coverage under the Plan
would have otherwise terminated through the last month before the month in which you make your first payment. You are
responsible for making sure that the amount of your first payment is enough to cover this entire period. You may contact
the Trust Administration Office to confirm the correct amount of your first payment.

Monthly Payments

After the first payment is made, payments are due the first of the month for that month’s COBRA continuation coverage. If
you make the monthly payment on or before the first of the month, your COBRA continuation coverage will continue for
that month without any break.

Grace periods for Monthly Payments

Although monthly payments are due first of the month, there is a 30-day grace period to make the monthly payment. If
payment is not made by the first of the month, COBRA continuation coverage is suspended for nonpayment. If a monthly
payment is made after first of the month but during the 30-day grace period, COBRA continuation coverage is suspended
as of the due date and then retroactively reinstated (going back to the due date) after the periodic payment is made. This
means that any claim for benefits expenses incurred on or after the first of the month while your coverage is suspended
may be denied and may have to be resubmitted once your coverage is reinstated.

If you or your dependent fails to make a monthly payment before the end of the 30-day grace period for that payment,
COBRA continuation coverage automatically ends as of the last day of the month for which timely payment was made.
How to Make Payments

The Trust Administration Office will provide you a coupon booklet to help keep track of the monthly COBRA premium
payments.

Mail your payments, together with the coupon for the month, to the Trust Administration Office at:

Hotel Employees Restaurant Employees Health Trust
P.O. Box 34085
Seattle, WA 98124

Note: this is special post office box for COBRA payments. Do not use any other post office box of the Trust
Administration Office.

A check that is returned because there are insufficient funds (sometimes called an “NSF check”) is not payment.

You or your dependent also may make your payment by check or in cash at the Trust Administration Office, at its
address under How to Provide Notice to Trust Administration Office, below.

For more information about the COBRA continuation coverage and the current self-payment rates, contact the Trust
Administration Office.
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How to Provide Notice to Trust Administration Office
To mail a notice to the Trust Administration Office, address the envelope to:

Hotel Employees Restaurant Employees Health Trust
P.O. Box 34203
Seattle, WA 98124

Note: do not use this mailing address to mail COBRA premium payments. See How to Make Payments, immediately
above.

To personally deliver a notice to the Trust Administration Office, bring it to:

Hotel Employees Restaurant Employees Health Trust
2815 Second Avenue, Suite 300
Seattle, Washington 98121

To fax a notice to the Trust Administration Office, send it to (206) 441-9110.
To provide a notice by telephone, call: (206) 441-7574 or (800) 732-1121, option 4.

You should also keep a copy, for your records, of any notices you or your eligible dependents mail or deliver to the Trust
Administration Office.

If You Have Questions

If you or your dependents have questions about your COBRA continuation coverage, you or they should contact the Trust
Administration Office. See How to Provide Notice to Trust Administration Office above.

You also may contact the nearest Regional or District Office of the U.S. Department of Labor's Employee Benefits Security
Administration (EBSA) for more information about your rights under ERISA, including COBRA continuation coverage
under COBRA, the Health Insurance Portability and Accountability Act (HIPAA), and other laws affecting group health
plans. Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA’s website at
www.dol.gov/ebsa.

Keep the Trust Administration Office Informed of Address Changes

In order to protect your and your family’s rights to elect COBRA continuation coverage, you should keep the Trust
Administration Office informed of any changes in the addresses of family members. It is your responsibility to keep up-
to-date your (and your dependents’) addresses on file with the Trust Administration Office.

Continuation of Benefits under the Uniformed Services Employment and Reemployment
Rights Act (USERRA)

If you would lose coverage for Medical, Dental, Vision or Hearing Aid Benefits because you are absent from your
employment to perform service in the uniformed services of the United States, you may elect to continue coverage for
yourself and your dependents for up to a maximum of 18 months from the date that service begins.

“Uniformed services” means the Armed Services (including the Coast Guard), the Army National Guard and the Air
National Guard when engaged in active duty for training, inactive duty training or full-time National Guard duty the
commissioned corps of the Public Health Service, and any other category of persons designated by the President in time
of war or emergency.

If your absence is due to a uniformed services leave of 30 days or less, coverage for you and your eligible dependents
continues on the same terms and conditions as before your absence. This means that if the employer contributes 100% of
the required contribution for coverage, it must continue to make that contribution. If you are required to pay a portion of
the contribution, the employer must contribute its share and you must pay your share.

If your absence is due to a uniformed services leave of 31 days or more, you may elect to continue coverage by self-
payment. The self-payment premium amount is established by the Trust. The premium is payable in monthly instaliments.

No Benefits are available under the Plan for your conditions that are incurred or aggravated during your performance of
duties in the uniformed services.

Continuation coverage ends on the earlier of:
* the last day of the 18-month period that begins when your uniformed services leave begins; or
e the day after you fail to return to covered employment within the time allowed by USERRA.

Reinstatement of Eligibility following Uniformed Service Leave. If you were eligible for coverage under the Plan when
your uniformed services leave began and upon completion of service you notify your employer of your intent to return to
employment as specified in USERRA, your eligibility will continue as it was the day before the your uniformed services
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leave began.

Continuation of Benefits under the Family and Medical Leave Act

If you take leave under the Family and Medical Leave Act of 1993 (the “FMLA”) when you are covered under the Plan,
your employer must continue your Medical, Dental, Vision and Hearing Aid Benefits during the leave on the same terms
and conditions as before the leave. This means that if the employer contributes 100% of the required contribution for
coverage, it must continue to make that contribution. If you are required to pay a portion of the contribution, the employer
must contribute its share and you must pay your share. Your employer is required to denote that it is paying for coverage
during a period of FMLA leave on its contribution remittance report to the Trust.

This continuation of coverage under FMLA ends on the last day of the month in which:

e you return to work;

* you would have been laid off and your employment relationship terminated had you not been on FMLA leave;
* coverage under the Plan would otherwise end (i.e., Plan maximum has been paid);

* the month following the month no contributions have been received by your employer; or

e your FMLA leave ends.

FMLA leave ends when the period of FMLA leave expires, or, if earlier, when you notify your employer that you will not
return to work.

If you fail to return to work after your FMLA leave ends, you may become eligible to COBRA continuation coverage for up
to 18 months (subject to certain extensions), starting the first day of the month that begins after FMLA leave ends.

Your employer determines whether your leave of absence is FMLA. If requested, you must submit proof to the Trust
Administration Office that your leave is leave under the FMLA.

Continuation of Coverage When Employer Fails to Make Required Contributions

If your employer fails to make the required contributions on your behalf, coverage for you and your dependents ends after
the second month following the month your employer failed to make contributions.

However, if you have worked the required Eligibility Rule A hours or required Eligibility Rule B hours for a month for which
your employer has not made required contributions, you are entitled to elect to continue Medical, Dental, Vision and
Hearing Aid Benefits for yourself and your dependents. Generally, the terms and conditions of such continued coverage
parallel terms and conditions described above under Continuation of Benefits under COBRA, with differences necessary
or appropriate to the administration of this type of continuation coverage. (For example, the Trust Administration Office
needs more time to send notice to you of your right to elect such continuation coverage that would be the case for COBRA
continuation coverage.) You must make the appropriate self-payments to the Trust the same as you would make self-
payments for continuation coverage under COBRA.

If your employer later makes its required contributions for a month for which you have made a self-payment, the Trust will
refund the self-payment to you.

This continuation of coverage is not required by the COBRA law and is not subject to the COBRA law.

Weekly Disability Benefits for Active Employees

Weekly benefits are payable if you are totally disabled as the result of a non occupational injury or illness (including a
pregnancy-related condition).

Your Weekly Disability Benefit
Eligibility Rule A $110 per week
Eligibility Rule B $90 per week

The disability must begin while you’re covered under the Plan. You are considered totally disabled if you cannot work
full time at your regular occupation because of your disability.

m  Your benefits begin according to this schedule
m If you're unable to work because of a non-occupational accident, benefits begin the first day you are out.

m If you're unable to work because of a non-occupational illness or a pregnancy-related condition and you are
hospitalized, benefits begin the first day you are hospitalized.
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m If you're unable to work because of a non-occupational illness or a pregnancy-related condition and you are not
hospital confined, benefits begin the fifth day you are out.

Benefit Payment Period

To receive benefits, you must be seen and treated by a physician regularly. Your coverage will continue for up to 16 weeks
as long as you're certified by a physician as unable to work at your regular occupation because of the disability.

Reinstatement of Benefits

Your benefits will be reinstated after your disability ends if you return to active work for a continuous period of two weeks,
provided you work at least 30 hours during that period. You then will be eligible for a new period of benefits, for the same
disability, according to the schedule.

If you return to active work for a least one full day after a disability, then experience a second disability due to entirely
different cause, you will be eligible for .a new period of benefits for the second disability.

Exclusions

Plan benefits are not payable for a disability for which you're entitled to benefits from workers compensation or a similar
law. Weekly Disability Benefits are for active employees only and is not available to dependents.

Taxation of Benefits

Weekly disability benefits are subject to Federal income taxes and Social Security (FICA) taxes. The liability for FICA taxes
is divided equally between employee and employer. The plan is required by federal law to withhold and deposit the
employee’s share of the FICA tax.

How to File a Claim for Benefits

Obtain a time loss form from the Trust Administration Office or your Local Union Office.

Complete the employee’s portion of the form completely and sign it.

The physician who is treating you for the disabling condition must complete the doctor portion of the form.
Your employer must complete the employer portion of the form.

Return the form to the Trust Administration Office for processing.
H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355
(206) 441-7574
(800) 331-6158

Weekly Disability Benefits are paid by the Trust Administration Office once a week to you.

Total disability or totally disabled, as it applies to this benefit only, means you are prevented from performing any and
every duty pertaining to your occupation. House confinement during your disability is not required. However, no benefits
will be paid for any period of disability during which you are not under the care of and certified as totally disabled by a
legally qualified physician.

Deadline for Filing Claims

All claims must be submitted within 15 months of date of disability. However, if your coverage terminates, all claims must
be submitted within 6 months of the date of termination. Claims not submitted within this time limit will not be paid.

Medical Benefits

Inpatient Hospital, Surgical Authorization and Medical Review

Anytime your doctor recommends admission to the hospital or a surgery that will be performed in a setting other than the
doctor’s office, you or your doctor must contact the Plan’s Utilization Review (UR) Coordinator at First Choice or
Providence Preferred to request a preauthorization. For all hospital admissions (excluding maternity and medical
emergencies), you must obtain preauthorization prior to admission. Emergency hospital admissions or emergency
surgeries must be authorized by the UR Coordinator at First Choice or Providence Preferred within 48 hours of the time
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you are admitted to the hospital or the surgery is performed, or as soon as reasonably possible. Failure to preauthorize
the hospital admission or surgery or authorize the emergency admission or surgery will result in a $250 benefit
reduction on all related services (but not to exceed $500 of the expense incurred in excess of the deductible) for
each surgery or hospitalization that is not pre-authorized.

The preauthorization by the UR Coordinator is performed by trained medical personnel and is intended to improve the
quality of the medical care you receive while controlling the costs to you and the Plan. The UR Coordinator may be
contacted at the following telephone numbers:

Members under Local 8 First Choice Health Network, Inc.
(206) 292-8255 Seattle
(800) 231-6935 Inside Washington
(800) 345-5767 Outside Washington

Members under Local 9 Providence Preferred
503-574-6400
(800) 638-0449

The UR Coordinator will need the following information:
(1) The name of the patient.
(2) The name of the hospital, admitting physician or surgeon, and telephone number.
(3) The expected date of admission or surgery.

The UR Coordinator, together with your physician, will then:
(1) Review the reason for admission or surgery and the procedure to be performed;
(2) Discuss any appropriate optional treatment setting;
(3) Determine the number of days needed for any hospital admission.

During any hospital stay, the UR Coordinator is in contact with the hospital and physician to assure that the prescribed
care is being administered and that the patient is released from any hospital stay when hospitalization is no longer needed.

Since most health care plans already include these requirements, your doctor will be able to assist you in seeking the pre-
authorization for any admission or surgery. However, it is your responsibility to assure that the appropriate pre-
authorization is obtained.

In-Network (Preferred) Provider

Your Plan includes a Preferred provider Network. A Preferred provider (PPO) is a provider located in Washington and
Oregon, who, at the time services are rendered, has a Preferred provider agreement in effect with First Choice Health
Network, Inc. (FCHN) or Providence Preferred. Preferred provider agreements specify that when the provider furnishes
care to a covered participant, the provider agrees to accept the allowed amount as payment in full; you are only
responsible for deductibles, co-payments, out-of-pocket amounts, amounts in excess of the stated benefits maximums
and charges for non-covered services and supplies. Your Plan is designed to provide a higher level of benefits and lower
out-of-pocket costs whenever you use a PPO In-Network Preferred provider. Should you decide not to use a PPO In-
Network Preferred provider, you may use any covered licensed provider; however, your out-of-pocket costs will be
higher as detailed in this Plan Booklet. Since the contracting status of a provider is subject to change at any time, it is
important to confirm the status of a provider before services are rendered. For information regarding PPO In-Network
Preferred providers, you may access the First Choice Provider Network online at www.fchn.com or at (206) 292-8255 or
(800) 231-6935 inside Washington or (800) 345-5767 for outside Washington. For Providence Preferred call (503) 574-
6400 or (800) 638-0449 or online at www.providence.org/healthplans.

Emergency Care

If you have a medical emergency, go to the nearest appropriate facility. In an emergency, treatment by a provider that is
not a PPO In-Network provider will be recognized for 24 hours, or as long as it reasonably takes to come under the care of
a PPO In-Network provider. If you are admitted to a hospital outside the service area, you must call the UR Coordinator
within 24 hours to continue to receive the highest level of benefits. Benefits will be provided at the level specified in the
Summary of Benefits for PPO In- Network benefits.

Care Outside the PPO Network Area

Outside the PPO Network area, benefits will be provided for care received from an out-of-area network provider (see
Medical Benefits — Definition of Terms) based on the allowed amount at the level specified in the Summary of Benefits.
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If you live inside the Network area and are admitted to a hospital while traveling outside the service, area, you must
contact your Preferred provider Network within 24 hours (or the next business day) to receive In-Network benefits.

Remember to present your identification card when you seek medical care or receive treatment at a doctor’s office or at a
hospital. If your care is received within the Network area, choosing an In-Network provider can decrease your out-of-
pocket expenses. By using your identification card, participating providers can submit your claims for you.

See the Claim Filing Information section for information on submitting claims.

Medical Plan Copays and Deductible

This section includes information on how your Plan covers the services and supplies listed in the following Benefits
section. Each of the key factors in this section (copays, deductible, out-of-pocket) affects how your claim will be paid.

Copays

Each covered person will be required to pay the dollar amounts specified below or as specified in the Benefits section

starting on page 24.

* $20 copay for each outpatient professional service (except lab and x-ray services and routine vision exams)
performed in the office, home, hospital outpatient department, or other facility. Copays apply to all outpatient
professional services as noted in the Benefits section.

* $75 copay for each visit to a hospital emergency room for iliness, injury, or surgery (waived if directly admitted to the
hospital as an inpatient).

Copays cannot be used to satisfy your annual deductible and will not accumulate toward your out-of-pocket limits.

The Calendar Year Deductible

The deductible is the cost of covered medical expenses you incur for out-of-Network covered medical services and are
responsible to pay before your benefits are available. No deductible is required for In-Network covered charges incurred
for covered medical services.

The Out-of-Network deductible amount under this Plan is $500 per person, per calendar year.

The allowed amount for Out-of-Network services can be applied to your deductible; however, any copays required by
your Plan will not apply to your deductible.

Family Deductible: If three or more covered family members incur eligible deductible expenses totaling three person
deductible amounts in a calendar year, no further deductible will be required from any family member during that calendar year.

Deductible Carry-Over: Covered medical expenses ‘incurred during the last three months of a calendar year and applied
to the deductible, may also be applied to the next year’'s deductible.

Family Accident Deductible: If two or more covered family members are injured in the same accident, they need to
satisfy only one deductible for any benefits provided in that and the next calendar year as a result of the accident.

If Hospitalization Continues From One Calendar Year Into the Next: A second deductible will not be required for any
treatment prior to your discharge from the hospital. Additional out-of-pocket also will not be required for any treatment
prior to your discharge from the hospital if you have met the appropriate out-of-pocket limit for the calendar year in which
the hospitalization began.

How to Submit Proof of Your Deductible: As you incur deductible medical expenses, your provider should bill the Trust

Administration Office direct. If direct billing is not possible, submit your claim as specified in the Claim Filing Information
section of this Plan Booklet as you incur expenses.

Cost Containment Provisions

Your Plan includes a health management program designed to encourage you to be aware of-and involved in-decisions
about the most appropriate level of medical care.

Please read the following sections on second surgical opinions and preadmission approval carefully. It is important that
you follow these procedures in order to get full use of your benefit coverage. Otherwise, your benefits could be significantly
reduced. Remember, too, that benefits for these procedures are subject to waiting periods, any calendar year deductible,
and all other provisions of this Plan, as described in this Plan Booklet.

Voluntary Second Surgical Opinion

If you choose to have a voluntary second surgical opinion before having surgery, the physician’s services and any related
x-ray and laboratory services for the second opinion will be provided in full, not subject to the deductible or copay
provisions of this Plan.
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A third opinion will also be covered in the same manner as the second surgical opinion (provided in full, not subject to the
deductible or copay provisions) if the first two opinions do not agree, but no additional opinions will be covered. Once you
receive the second opinion, even if the physicians do not agree, the decision to have the surgery will rest with you.

If you have any questions on the voluntary second surgical opinion process, you may call the Trust Administration
Office.

Pre-Authorization for Hospital Admission or Surgery

Prior to an inpatient admission, follow the steps of the pre-authorization process on page 20. The authorization will be
valid for six months, but a new authorization should be obtained for each admission or readmission. If pre-authorization is
not obtained, the Trust Administration Office will determine whether inpatient care was medically necessary when the
claim is submitted.

It is not necessary to request pre-authorization for maternity admissions.

If the UR Coordinator determines that an inpatient level of care is not medically necessary, benefits for the facility care,
including any related physician’s services, will be provided at 50% of the allowed amount or the amount that would have
been paid had the services been received in an appropriate alternative setting, whichever is greater.

If you have any questions on the pre-authorization process, you may call the Trust Administration Office.

Maximum Benefits

The benefits of this Plan are limited to a $1,000,000 lifetime maximum per covered person. This maximum applies to all
combined benefits provided under this Plan. In addition, on January 1 of each calendar year the amount charged against
your lifetime maximum will be reduced by the lesser of $20,000 or the amount of benefits paid for charges incurred during
the prior calendar year.

Waiting Periods

Transplant Waiting Periods

You will not be eligible for any benefits related to a transplant, including autologous bone marrow transplants, stem cell
rescue and associated chemotherapy, until the first day of the thirteenth month of continuous coverage under this Plan,
whether or not the condition is preexisting or an emergency. Benefits related to a transplant which was performed prior to
your effective date of coverage under this Plan will be subject to the preexisting condition waiting period described below.

Waiting Periods for Preexisting Conditions:

No benefits are provided to you (or your dependent) for a pre-existing condition during the pre-existing condition waiting
period. This rule does not apply to:

* pregnancy;
* anewborn child who is covered under this Plan or other creditable coverage within 31 days of birth; or

* a child who is adopted by you or placed for adoption with you before attaining age 18 and who, as of the last day of the
31-day period beginning on the date of the adoption or placement for adoption, is covered under this Plan or other
creditable coverage. Exceptions. If a child is covered by the Plan before the date of the adoption or placement for
adoption, no benefits are provided for a pre-existing condition during the pre-existing condition waiting period that
occurs before that date. If a newborn or adopted child or child placed for adoption first became covered under other
creditable coverage before becoming covered by this Plan, and there has been a significant break in coverage, then no
benefits are provided for a pre-existing condition during the pre-existing condition waiting period.

Definitions. For purposes of this Waiting Period for Pre-existing Conditions:

* “Pre-existing condition” means any condition (physical or mental), regardless of the cause, for which medical advice,
diagnosis, care, or treatment was recommended or received within the lookback period. Genetic information is not a
“condition” when there is no diagnosis of the condition related to such information.

* “Treatment” includes receiving services and supplies, consultations, diagnostic tests or prescribed medicines.

* “Pre-existing condition waiting period” means the exclusion period, reduced by the period of creditable coverage that
occurs before the enrollment date (but not by creditable coverage that occurs before a significant break in coverage).

* “Creditable coverage” means coverage under any of the following types of health care coverage: employer-sponsored
group health plan coverage (including coverage under insured and self-insured plans and under COBRA); health
insurance coverage, including individual health insurance coverage; Part A or B of Medicare; Medicaid (other than the
program for distribution of pediatric vaccines); medical and dental care for members and certain former members of
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the U.S. armed forces and other uniformed services and their dependents; Medical care program of the Indian Health
Service or of a tribal organization; State health benefits risk pool; Federal Employee Health Benefits Program; any plan
established or maintained by a State, county, or other political subdivision of a State that provides health insurance
coverage to individuals who are enrolled in the Plan; or Peace Corps plan.

“Creditable coverage” doesn’t include coverage consisting solely of: coverage only for accident (including accidental
death and dismemberment); disability income insurance; liability insurance; coverage issued as a supplement to
liability insurance; workers’ compensation or similar insurance; automobile medical payment insurance; credit-only
insurance (for example, mortgage insurance); coverage for on-site medical clinics; limited scope dental, limited scope
vision benefits or long-term care benefits that are provided under a separate policy, certificate or contract of insurance
or are not integral to a plan; coverage only for a specified disease or iliness; hospital indemnity or other fixed-dollar
indemnity insurance, if offered independently or as non-coordinated coverage; Medicare supplemental health
insurance; coverage supplemental to medical and dental care coverage for members and certain former members of
the U.S. armed forces and other uniformed services and their dependents; and coverage supplemental to similar
supplemental coverage provided to coverage under a group health plan.

You may request a “Certificate of Creditable Coverage” from your prior group health plan to document such creditable
coverage. If you need assistance in obtaining such a certificate from a prior group health plan, the Trust
Administration Office will assist you.

e “Enrollment date” and exclusion period are defined as follows:

the exclusion period
begins on the
enrollment date and

If

the enroliment date is

ends after

you and your dependents become
eligible for benefits when you first
work sufficient Eligibility Rule A
Required Hours or Eligibility Rule

the first day of the 3 consecutive-
month period during which you
have worked Eligibility Rule A
Required Hours or Eligibility Rule

7 (seven) full consecutive calendar
months

B Required Hours B Required Hours

a new spouse or child becomes
covered when you are eligible
for benefits under Eligibility Rule
AorB

the first day of coverage 3 (three) full consecutive calendar

months

you are required to make
employee contributions, and you or
your dependent later enroll during
an open enrollment or special
enrollment (see Special
Enrollment Period (When
Employee Contributions are
Required) at page 10)

the first day of coverage

* “Lookback period” means the 3 consecutive-month period that ends on the enrollment date.

“Significant break in coverage” means a period of 63 consecutive days during all of which you (or your dependent) was not
covered under creditable coverage. Neither a waiting period (within the meaning of ERISA § 704(b)(4)) nor an affiliation
period (within the meaning of ERISA § 701(g)(2)) is taken into account in determining a significant break in coverage.

You or your dependent will not be eligible for Medical Benefits for preexisting conditions until you, he or she has been
covered under the Plan for three consecutive months. This three-month period is reduced by one day for each day of
creditable coverage.

Benefits

All benefits are provided only as specified under this Plan.
All covered benefits are subject to the limitations, exclusions, and provisions of this Plan.
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Preventive Care
The following services will be provided:
* Routine well baby care from birth.
* Routine pediatric, routine gynecological and adult physical examinations.
* Pediatric and adult immunizations.

» Office calls and related laboratory and x-ray services for cancer screening. (Mammography services are covered
under the regular benefits of the Plan.)

Preventive care benefits are not available for services by Out-of-Network providers except for mammography which is
covered under the regular benefits of the Plan. Copays apply to all services except x-ray and laboratory.

Professional Services

The services of a covered provider who is not a facility that provides inpatient services, will be provided for diagnosis and
treatment of injury and iliness, including x-ray, laboratory, surgery, second opinions for surgery and injectable drugs for
covered conditions in the office, home, hospital or skilled nursing facility. The services of a physician, a physician’s
assistant, or an advanced registered nurse practitioner specializing in women’s health and midwifery will be provided to a
female for covered women'’s health care services. Covered women’s health care services include gynecological care and
general examinations as medically appropriate and medically appropriate follow-up visits.

Hospital Services and Supplies

The inpatient and outpatient services of a covered hospital will be provided for injury and iliness (including services of
staff providers billed by the hospital). Room and board will be limited to the hospital's average semiprivate room rate.
You will be responsible to pay the $75 emergency room copay each time you go to the hospital emergency room. All
other services of the hospital outpatient department, except outpatient surgery, radiation and chemotherapy, are subject
to the $20 outpatient professional copay.

Acupuncture

The professional benefits of this Plan will be provided to a 12-visit limit per year for acupuncture services when performed
by a covered provider, except that acupuncture for chemical dependency treatment will be provided separately under the
chemical dependency treatment benefit. See Medical Benefits — Special Conditions — Chemical Dependency Treatment
at page 32.

Ambulance Services

The services of an approved ground ambulance company will be provided to a maximum of $2,000 per calendar year if
other transportation would endanger your health and the purpose of the transportation is not for personal or convenience
reasons. Benefits for licensed air ambulance service will be provided to the nearest hospital equipped to render the
necessary treatment, based upon review and approval by the Trust Administration Office and subject to the limitation
listed in the Summary of Benefits.

Ambulatory Surgical Center
The services and supplies of a licensed, Medicare approved ambulatory surgical center will be covered for treatment of
injury or illness.
Diabetes Care Training
The outpatient benefits of this Plan will be provided for services by a covered provider for diabetic self-management
training and education, including nutritional therapy, if recommended by a physician with expertise in diabetes.
Growth Hormone

Services and supplies will be provided for growth hormone when performed and billed by a covered infusion therapy
provider for growth hormone deficiency in children, Turner's syndrome, growth failure in children secondary to chronic
renal insufficiency prior to renal transplant, or for the promotion of wound healing in patients with severe, acute burns.
Growth hormone treatment of these listed conditions is covered when authorized by the Trust Administration Office in
advance. Benefits for growth hormones are provided to a maximum of $25,000 per calendar year. No other benefits for
growth hormone will be provided under this Plan.

Home Health

Eligibility: The services of an approved home health agency will be covered for medically necessary treatment of an
illness or injury, subject to the conditions and limitations specified below.
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All of the following must be satisfied to be covered under this benefit:

* You must be homebound, which means that leaving the home could be harmful, involves a considerable and taxing
effort, and you are unable to use transportation without the assistance of another.

* Your condition must be serious enough to require confinement in a hospital or skilled nursing facility in the absence
of home health services.

Covered Services: Benefits are limited to the following services and must be provided by employees of and billed by the
home health agency:

* Nursing services.
e Physical, occupational, speech and respiratory therapy services.
* Medical social services.

¢ Home health aide services. Such care includes ambulation and exercise, assistance with self-administered
medications, reporting changes in your condition and needs, completing appropriate records, and personal care or
household service that are needed to achieve the medically desired results.

* Medical supplies dispensed by the home heath agency that would have been provided on an inpatient basis
* Nutritional guidance.
* Nutritional supplements such as diet substitutes administered intravenously or by enteral feeding.

Note: For professional services or home medical equipment, see Medical Benefits — Benefits — Professional Services at
page 25 and — Home Medical Equipment at page 26.

Limitations and Exclusions: Home health benefits are limited to a maximum of 130 visits per calendar year.

If the benefit is exhausted, you may apply to the Trust Administration Office for an extension of benefits. Limited
extensions may be granted by the Trust Administration Office if it determines that the treatment is medically
necessary.

Any expenses for home care which qualify both under this benefit and under any other benefit of this Plan may be covered
only under the benefit the Trust Administration Office determines to be the most appropriate.

No benefits will be provided for the following:

* Services normally provided under a hospice program.

* Services to individuals other than the patient (for example, services to family members of the patient).
» Services of volunteers, household members, family or friends.

* Food, clothing, housing or transportation. (See Medical Benefits — Benefits — Description of Benefits — Ambulance
Services at page 25.)

e Supportive environmental or convenience items, such as but not limited to ramps, handrails or air conditioners.

* Homemaker or housekeeping services, except as specifically provided above under the home health aide benefit of
this Home Health Benefit.

* Financial or legal counseling services.
¢ (Custodial or maintenance care.
* Hourly care services.

* Services or supplies not specifically set forth as a covered benefit, or limited or excluded under the regular Limitations
and Exclusions of this Plan at page 33.

Home Medical Equipment

Home medical equipment rented or purchased (if approved by the Trust Administration Office) from an approved home
medical equipment company will be provided for therapeutic use. If home medical equipment is rented, the benefit is
limited to the amount of the purchase price. Such equipment includes crutches, wheelchair, kidney dialysis equipment,
standard hospital beds, equipment for the administration of oxygen, and medically necessary diabetic equipment such
as blood glucose monitors, insulin infusion devices and insulin pumps. To be covered, equipment must meet the criteria
described in this paragraph. Equipment ordered before your effective date of coverage will not be provided. Equipment
ordered while your coverage is in effect and delivered within 30 days after termination of coverage will be provided. Repair
or replacement of home medical equipment due to normal use or growth of a child will be provided. “Home medical
equipment” means the equipment can withstand repeated use; its only function is for treatment of the medical condition, or
it contributes to the improvement of function related to the condition and is generally not useful in the absence of the
condition; usable only by the patient, not primarily for the comfort or hygiene of the patient, not for exercise and it is
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appropriate for home use. Equipment whose primary purpose is preventing illness or injury, items primarily designed to
assist a person caring for the patient, and items generally useful in the absence of the condition will not be covered. No
benefits will be provided for items such as, but not limited to, air conditioners, humidifiers, over-the-counter arch supports,
corrective shoes, heating pads, enuresis (bed wetting) training equipment, hearing aids, exercise equipment, weights,
whirlpool baths, keyboard communication devices, adjustable beds, orthopedic chairs or personal hygiene items. The fact
that an item may serve a useful medical purpose will not ensure that benefits will be provided. The Trust Administration
Office may elect to provide benefits for a less costly alternative item.

Home Phototherapy

Services and supplies furnished by a licensed home phototherapy provider will be provided for newborn
hyperbilirubinemia (newborn jaundice) subject to PPO In-Network and Out-Of-Network benefits. Co-pay and deductible

apply.
Hospice Benefit

Eligibility: If you or one of your dependents is terminally ill, the services of a licensed hospice will be covered for
palliative care (medical relief of pain and other symptoms) for the terminally ill patient, subject to the conditions and
limitations specified below.

Covered Outpatient Services: Benefits are limited to the following services and must be provided by employees of and
billed by the hospice:

Nursing services.
Physical, speech, occupational, and respiratory therapy services.

Medical social services.

Home health aide services. Such care includes ambulation and exercise, assistance with self-administered
medications, reporting changes in your condition and needs, competing appropriate records, and personal care or
household services that are needed to achieve the medically desired results.

Medical supplies dispensed by the hospice that would have been provided on an inpatient basis.
Nutritional guidance.

Nutritional supplements such as diet substitutes administered intravenously or by enteral feeding, subject to the
infusion therapy benefit limit of this Plan.

m Respite care for a minimum of four or more hours per day (continuous care of the patient to provide temporary relief
to family members or friends from the duties of caring for the patient).

Note: For professional services or home medical equipment, see Medical Benefits — Benefits — Description of Benefits
— Professional Services and — Home Medical Equipment.

Covered Inpatient Services: When you are confined as an inpatient in a licensed hospice that is not a hospital or
skilled nursing facility, the same benefits that are available in your home will be available to you as an inpatient. In
addition, a semiprivate room benefit will be provided. The services must be provided by employees of and billed by the
hospice. This inpatient hospice benefit will be limited to 14 days during the six-month benefit period. For services in a
hospital or skilled nursing facility, see the hospital and skilled nursing facility benefits of this Plan.

Limitations and Exclusions: Hospice benefits are limited to a maximum of six months. In addition, hospice benefits will
have the following limits:

m Visits of four or more hours in which skilled care is required by a registered nurse, licensed practical nurse or
home health aide, will be limited to a combined total of 120 hours.

m Respite care of four or more hours per day in which no skilled care is required will be limited to a combined total of
120 hours per three-month period.

m  Any expenses for hospice care that qualify both under this benefit and under any other benefit of this Plan will be
covered only under the benefit the Trust Administration Office determines to be the most appropriate.

If the benefit is exhausted, you may apply to the Trust Administration Office for an extension of benefits. Limited
extensions may be granted if the Trust Administration Office determines that the treatment is medically necessary.

No benefits will be provided for the following:
m Services for spiritual or bereavement counseling.
m Services to other family members
m Services of volunteers, household members, family or friends.
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Food, clothing, housing or transportation. (See the ambulance benefit of this Plan.)

Supportive environmental or convenience items, such as but not limited to ramps, handrails, or air conditioners.
Homemaker or housekeeping services, except as specifically provided under the home health aide benefit.
Financial or legal counseling services.

Custodial or maintenance care, except that benefits will be provided for palliative care to a terminally ill patient,
subject to the limits stated.

m  Services or supplies not specifically set forth as a covered benefit, or limited or excluded under the regular
limitations and exclusions of this Plan.

Hospitalization for Dental Services

Services and supplies for hospitalization will be provided for dental services (including anesthesia), if hospitalization is
medically necessary to safeguard your health as documented by your physician. Benefits will be provided to $1,000 per
calendar year and will cover the services of a covered physician, a covered ambulatory surgical center, and the inpatient
and outpatient services of a covered hospital. Benefits are not available for the charges of a dentist; hospitalization for
myofascial pain syndrome and any related appliances; or hospitalization for malocclusions or other abnormalities of the
jaw, as specifically provided in the TMJ benefit description on page 30.

Infusion Therapy

Service and supplies will be provided for infusion therapy when performed and billed by a licensed infusion therapy
provider. Drugs and supplies used in conjunction with infusion therapy will be provided only under this infusion therapy
benefit. This benefit is subject to PPO In Network and Out-Of-Network provisions. Deductible and Co-pay apply.

Preadmission Testing For Surgery

The services of a physician and hospital will be provided for outpatient preadmission testing for surgery at the hospital
where you will be confined, it you are admitted within 48 hours after testing begins.

Prostheses

Benefits will be provided for purchase of a prosthesis for functional reasons when replacing a missing body part, when
obtained from a licensed prosthetic provider. No benefits are provided for cosmetic prostheses except for necessary
external and internal breast prostheses following a mastectomy. An item ordered before your effective date of coverage
will not be provided. An item ordered while your coverage is in effect and delivered within 30 days after termination of
coverage will be provided. Repair or replacement of an item due to normal use or growth of a child will be provided. The
Trust Administration Office may elect to provide benefits for a less costly alternative item. For other special equipment,
see the Special Equipment and Supplies benefit below.

Skilled Nursing Facility
The inpatient services and supplies of a licensed nursing facility will be provided for iliness, accidental injury, or physical
disability, limited to 90 days per calendar year. Room and board is limited to the facility’s average semiprivate room rate.
Your physician must submit for approval by the Trust Administration Office and periodically provide a written treatment
plan specifically describing the services to be provided. No custodial care is provided.

Special Equipment and Supplies

The following will be paid at 80% of the allowed amount: braces, splints, casts; colostomy bags and related supplies;
catheters; surgical appliances; syringes and needles for allergy injections; and dressings medically necessary for
wounds, cancer, burns or ulcers. Formulas for the treatment of phenylketonuria will be covered. ltems ordered before your
effective date of coverage will not be provided. Repair or replacement of items due to normal use or growth of a child will
be provided.

Mammography
The x-ray benefits of this Plan will be provided for screening or diagnostic mammography services, if recommended by a
physician, physician’s assistant or advanced registered nurse practitioner.

Neurodevelopmental Therapy

The benefits described below will be provided for medically necessary neurodevelopmental therapy treatment to restore
and improve function for children age six and under. In addition, this benefit includes maintenance services where
significant deterioration of the patient’s condition would result without the service. Benefits will be provided as follows:
m The service of a licensed provider for physical, speech and occupational therapy will be provided in the office,
home or hospital outpatient department.
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m Regular inpatient hospital and skilled nursing facility benefits will be provided for an inpatient
neurodevelopmental therapy admission when care cannot safely be provided on an outpatient basis. Hospital
services must be provided in a hospital approved by the Trust Administration Office for rehabilitative care.

m Your physician must submit for advance approval by the Trust Administration Office and must periodically
submit a written ‘treatment plan specifically describing the neurodevelopmental therapy services to be provided.

m Benefits will be limited to $1,000 per calendar year for all neurodevelopmental therapy services combined. The
services of a licensed massage therapist will be provided for physical therapy only upon referral by the patient’s
physician. Copays apply to outpatient treatment. You will not be eligible for both the Rehabilitative Services
benefit and this benefit for the same condition. (This benefit is not subject to any out-of-pocket provision.)

m No benefits will be provided for custodial care; maintenance (except as specified above), nonmedical self-help,
recreational, educational or vocational therapy; mental disorder care; chemical dependency rehabilitative treatment;
gym or swim therapy.

Newborn Infants

When you (if you are female) are eligible for benefits under Eligibility Rule A or Eligibility Rule B or your wife (if you are
male) is eligible for benefits under Eligibility Rule A, the professional and hospital benefits of the Plan will be provided for
routine care of your newborn child while hospitalized for the first 72 hours following birth, not subject to the application
requirements if any, for newborns described under Benefits for Employees Who Work Required Hours under Eligibility
Rule A — Newborn and Adopted Children at page 7.

Prenatal Testing

Benefits will be provided for prenatal diagnosis of congenital disorders of the fetus by means of screening and diagnostic
procedures during pregnancy, when medically necessary in procedures during pregnancy. in accordance with
Washington State Board of Health standards.

Rehabilitative Services

The benefits described below will be provided for rehabilitative care when medically necessary to restore and improve
function previously normal but lost due to iliness or injury, including function lost as a result of congenital anomalies.
Benefits will be provided as follows:

Regular inpatient hospital and skilled nursing facility benefits will be provided for an inpatient rehabilitative admission
for physical, speech and occupational therapy, to a maximum of $30,000 per condition. You must be continuously covered
under this Plan from the onset of the condition. Covered Services must be provided in a licensed Medicare approved
facility for rehabilitative services. Treatment must occur within three calendar years from the date of your first hospital or
skilled nursing facility rehabilitative care admission while covered under this Plan.

Physical, occupational or speech therapy in the office, home or hospital outpatient department will be paid to $1,000 per
calendar year. Services must be provided by a licensed provider for physical, occupational and speech therapy only. The
initial claim must be submitted with the physician’s prescription for the rehabilitative services. Copays apply to outpatient
treatment. (This benefit is not subject to any out-of-pocket provision.)

If you had an inpatient rehabilitative admission for the condition and did not exhaust your $30,000 inpatient benefit, you
may apply to the Trust Administration Office for additional outpatient benefits beyond the $1,000 limit. Limited
extensions may be granted up to the balance of the unused inpatient benefit if the Trust Administration Office
determines the services to be medically necessary.

No benefits will be provided for custodial care; maintenance, nonmedical self-help, recreational, educational or vocational
therapy; mental disorder care; learning disabilities or developmental delay; chemical dependency rehabilitative treatment;
gym or swim therapy.

Repair of Teeth

The services of a licensed dentist (D.M.D. or D.D.S.), or a licensed denturist will be provided for repair or accidental injury
(trauma) to natural teeth that are whole and functionally sound or have been restored to a sound functional capacity.
Benefits will be provided for the treatment of the injury for a period of 12 consecutive months from the date of the injury at
80% of the allowed amount to a maximum of $1,000 per occurrence. Treatment must begin within 30 days of the injury.
You or your dependent will be responsible to pay any additional charges not paid by the Plan. This benefit is secondary to
any dental plan you may have. This benefit will not be provided for injury caused by biting or chewing or for dental
implants. No other charges of a dentist or denturist are covered under this Plan, except when specifically provided
otherwise. (This benefit is not subject to any out-of-pocket provision)
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Smoking Cessation

The services of a licensed physician or licensed psychologist, or licensed smoking cessation provider, will be provided
for a smoking cessation program to a lifetime maximum of $500. To receive benefits for smoking cessation, you must
complete the full course of treatment. No benefits will be provided for inpatient services; vitamins, minerals and other
supplements; acupuncture; over-the-counter drugs or prescription drugs prescribed by your covered provider to ease
nicotine withdrawal, however, drugs prescribed to ease nicotine withdrawal are covered under the prescription drug benefit
of this Plan (see Medical Benefits — Benefits — Prescription Drugs below); books or tapes; or hypnotherapy unless
performed by a licensed provider. No other benefits for smoking cessation will be provided under this Plan. (This benefit
is not subject to any out-of-pocket provision).

Sterilization Procedures
Benefits will be provided for sterilization procedures, subject to the waiting periods described in the Limitations section, if
any. Reversals of these procedures will not be covered.

Temporomandibular Joint Disorders (TMJ)

Benefits will be provided for medical services furnished by a licensed physician or hospital, or a licensed physical

therapist, for treatment of temporomandibular joint disorders. The TMJ disorder must have one or more of the following

characteristics: pain; in the musculature associated with the temporomandibular joint, internal derangements of the

temporomandibular joint, arthritic problems with the temporomandibular joint or an abnormal range of motion or limitation

of motion of the temporomandibular joint.

Benefits will be limited to a maximum of $1,000 per calendar year, not to exceed a lifetime maximum of $5,000. Copays

apply to outpatient services.

“Medical services” for the purpose of this TMJ benefit mean those services that are:

1) reasonable and appropriate for the treatment of a disorder of the temporomandibular joint, under all the factual
circumstances of the case; and

2) effective for the control or elimination of one or more of the following, caused by a disorder of the temporomandibular
joint: pain, infection, disease, difficulty in speaking, or difficulty in chewing or swallowing food; and

3) recognized as effective, according to the professional standards of good medical practice; and
4) not investigational or primarily for cosmetic purposes.

All services must be provided or ordered by your physician and are subject to the waiting period described in the
Limitations section of this Plan Booklet, if any. Benefits for all surgical services related to TMJ must be authorized by
the Trust Administration Office in writing, in advance. The Plan will waive its pre-authorization requirement for
treatment commencing within 48 hours, or as soon as is reasonably possible as determined by the Trust Administration
Office, after the occurrence of an accidental injury or trauma to the temporomandibular joint. No other benefits for TMJ will
be provided by thisPlan.

Spinal Manipulation
Benefits will be provided for 10 spinal adjustments by hand per year when performed by an approved provider. Benefits
will be paid at the level specified for PPO In-Network or Out-of-Network in the Summary of Benefits — Medical Benefits.
Prescription Drugs
Prescription Drugs are covered either through the Retail Prescription Program through NMHCRXx or the Mail Service
Prescription Program through Express Pharmacy Services (EPS).
Retail Prescription Program

The Retail Prescription Program is designed for use in purchasing medications that you will be using on a short-term
basis and allows you to go to a participating network pharmacy to have prescriptions filled up to a 34-day supply per
prescription. To obtain your prescription, you must present your prescription ID card and the physician’s prescription to
the pharmacist. Through the NMHCRXx system, the pharmacist will electronically verify your benefits and eligibility. You do
not need to file a claim, all you do is pay the copay to the pharmacy. The copay you will pay per prescription is:

e $12 for each brand-name prescription drug
* $12 for each generic prescription drug.

If you purchase a brand-name prescription drug and a generic equivalent is available, you will be responsible for payment
of the difference in cost between the two medications in addition to the copay.

You can call the NMHCRx Customer Service toll —free number at 1-800 880-1188 if you have any questions about your
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Retail Prescription Program or their participating pharmacies. In addition, a complete list of the NMHCRX participating
pharmacies is available on their web site at www.nmhcrx.com. NMHCRXx business hours are 7:00 a.m. to 8:00 p.m. Pacific
Standard Time (PST) Monday through Friday; Saturday and Sunday from 7:00 a.m. to 5:00 p.m. (PST) and holiday hours
are from 7:00 a.m. to 5:00 p.m. (PST).

Mail Service Prescription Program

The Mail Service Prescription Program is designed for use in obtaining maintenance medications for ongoing (long-
term) or chronic conditions. When ordering your maintenance medication through the Mail Service Prescription Program,
you will get up to a 90-day supply of your maintenance medication for one (1) copay of $12 for brand-name
prescriptions, or one (1) copay of $12 for generic prescriptions. If you purchase a brand-name prescription and a
generic equivalent is available, you will be responsible for payment of the difference in cost between the two medications.
How to use the Mail Service Prescription Program for the first time:
*  When your doctor prescribes a maintenance drug, have the prescription written for a 90-day supply as the program

can only fill your prescription with the quantity your doctor indicates.

* Obtain an Enroliment/Order Form and Confidential Patient Profile for you and any covered family members. You can
obtain this form from Express Pharmacy Services (EPS) or the Trust Administration Office.

* Mail the completed form along with the original prescription and copay in the pre-addressed, postage-paid envelope
that comes with the form.

* Be sure to write the participant’s social security number on the back of each prescription

Your drugs will be delivered postage-paid directly to your home. Allow a few extra days the first time you place an order
through the Mail Service Prescription Program.

For refills, you simply complete the Prescription Order Form provided with your order and send it back using the postage-
paid envelope provided.

You can pay for your prescriptions by check, money order or credit card. Express Pharmacy Services (EPS) Customer
Service toll free number is 1-800 222-3383. TDD-Hearing Impaired Customer Service, dial 1-800 238-0756. The web site
is www.ehs.com. EPS hours are: 7:00 a. m — 5:00 p.m. EST, Monday-Friday; 7:00 a.m. — 9:00 p.m. EST Saturday.; 8:00
a.m.- 5:30 p.m. EST Sunday.

Covered Prescriptions:
All non-injectable legend drugs, except as excluded, but to include the following:

Anti-psychotic/Anti- Antidepressants Hypnotics/Sedatives Nutritional

anxiety (w/limits) Supplements

Migraine Therapies Insulin & Insulin Diabetic Supplies Folic Acid

(w/limits) Syringes

Glucometers (1per yr) Legend drugs w/OTC State Controlled Prenatal vitamins
alternatives Drugs

Oral Contraceptives Dental Prescription Oral Chemotherapy Immunosuppressants
Drugs Agents

Allergic Emergency Acne Products (some Oral Anti-fungals Children’s vitamins

kits (w/limits) limited to age 26) (w/limits) w/fluoride

**Smoking Cessation covered for a 90-day lifetime therapy only

Exclusions

Misc. Medical Alcohol Swabs Over the Counter Nutritional

Supplies Medications (OTC) Supplements

Injectable Vitamins Injectable/Implantable Contraceptive Fertility Drugs
Contraceptives Devices

Erectile Dysfunction Fluorides Cosmetic Products Hair Growth

Chemotherapy Anabolic Steroids Misc. Needles & Specialty Injectables

Syringes

Weight Loss Drugs Contraceptive Immunizations

Patches
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Prior Authorizations Required
Prescriptions for the following medications will not be fulfilled without the prior authorization of NMHCRXx:
*  Wellbutrin 150 mg
* Oral Antifungals
* Medications over $1,000 retail
e Medications over $1,500 mail order

To obtain prior authorization, call NMHCRXx at 1-800 880-1188 during its business hours (described above under Retail
Prescription Program at page 30).

Special Conditions
Maternity Benefits

Medical services including prenatal and postnatal treatment of pregnancy (including false labor), normal or cesarean
delivery, complications resulting from pregnancy and voluntary termination of pregnancy shall be treated the same as any
other illness or injury and are provided for you or your spouse for services incurred while covered under this Plan.
Coverage includes services by a physician, physician’s assistant, or advanced registered nurse practitioner specializing
in women’s health and midwifery.

Maternity benefits are not subject to the preexisting condition waiting periods described in the Limitations section, if any.
Maternity benefits also include coverage for false labor. These maternity benefits are not available for dependent
daughters. See the General Information section of this Plan Booklet.

Chemical Dependency

The services and supplies of a licensed Chemical Dependency Treatment Facility will be provided for medically
necessary inpatient and outpatient treatment for Chemical Dependency, including supportive services. Benefits will be
provided to a maximum allowance of $11,000 every two calendar years. Medically necessary detoxification will be covered
as a medical emergency and expenses incurred will not accrue to the $11,000 two calendar year maximum if the patient
is not enrolled in other chemical dependency treatment. Any benefits charged during this or the previous calendar year
under this Plan. Acupuncture services related to chemical dependency treatment will be provided under this Chemical
Dependency benefit and will accrue to the overall chemical dependency benefit maximum. Acupuncture services provided
under this chemical dependency benefit do not accrue to the 12 visit limit per year, as specified in the acupuncture benefit.

Prescription drugs related to chemical dependency treatment and prescribed and dispensed through an approved
chemical dependency treatment facility will be provided under the benefits of the chemical dependency benefit and will
accrue to the overall chemical dependency benefit maximum.

Except in cases of medically necessary detoxification services, the program must submit a pre-notification of treatment at
least 10 days before treatment begins, whenever reasonably possible.

When the patient is under court order to undergo a chemical dependency assessment or in other situations pending legal
action related to chemical dependency, before any benefits can be considered, the patient must provide at their own expense a
chemical dependency treatment plan and an initial chemical dependency assessment performed by a chemical dependency
counselor employed by a licensed chemical dependency treatment facility, at least 10 days before treatment begins.

For the purpose of this Chemical Dependency benefit, “medically necessary” means indicated in the Patient Placement
Criteria for the Treatment of Substance Abuse-Related Disorders, Second Edition, as published in 1996 by the American
Society of Addiction Medicine.

No benefits will be provided for information and referral services, information schools, Alcoholics Anonymous and similar
chemical dependency programs, long-term care or custodial care, or tobacco cessation programs except as provided in
the Smoking Cessation benefit at page 30 and emergency service patrol. No other chemical dependency benefits for
chemical dependency treatment are provided under this Plan, except as described above for detoxification.

Mental Disorders
In-Network Benefits Out-of-Network Benefits

Inpatient care, partial 90% to 12 days per calendar 60% after deductible 6 days
hospitalization and year per calendar year
residential treatment
Outpatient care, subject 90% after $20 copay per 60% after $20 copay per visit
to copay visit to maximum 15 visits to maximum 12 visits per

per calendar year calendar year. Deductible

applies
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Inpatient mental disorder care must be provided by an approved mental health provider, including but not limited to
psychiatric hospitals and approved community mental health agencies or an approved hospital or an approved
community mental health agency that has an inpatient facility. Outpatient mental disorder treatment must be provided
by a licensed mental health provider including but not limited to physicians, licensed psychologists, registered nurses,
MSWs, (Masters Social Work) mental health counselors, marriage and family therapists (however, marriage counseling,
and family counseling will not be covered) and licensed community mental health agencies.

If you use the services of any combination of approved providers, the overall benefit maximums are limited to the amounts
specified for these benefits. No other benefits for treatment of mental disorders will be provided under this Plan.
(Outpatient benefits are not subject to the out-of-pocket maximum.)

Transplant Benefit

Important: Neither you nor your dependent are eligible to receive any benefits related to a transplant until the first
day of the thirteenth month of continuous coverage under this Plan, whether or not the condition is preexisting or an
emergency. See Medical Benefits — Waiting Periods — Transplant Waiting Period, at page 23.

The benefits of this Plan will be provided for medically necessary services or supplies related to all approved transplants
to a combined lifetime maximum of $200,000 as follows, as determined by the UR Coordinator:

Benefits: A transplant recipient who is covered under this Plan will be eligible for the following transplants, subject to the
limits described in this Benefit:

Heart

Heart/lung (combined)
Kidney

Kidney/pancreas (combined)
Islet cell

Lungs — single/bilateral/lobar
Liver

Small bowel

Small bowel/liver/Multivisceral
Cornea

Bone marrow (including self-donated and unrelated donors) or other forms of stem cell rescue (but only covered for
certain conditions — see the Limitations and Exclusions discussion in this Transplant Benefit section, below).

Benefits for all transplants must be authorized by the UR Coordinator in writing, in advance. Approval will be based upon
the Member’s medical condition, the qualifications of the providers, appropriate medical indications for the transplant, and
appropriate, proven medical procedures for the type of condition. All transplants must be performed in a facility approved
by the UR Coordinator If a transplant is not successful, only one retransplant will be covered, subject to the $200,000
lifetime maximum benefit.

Out-of-Network Area: Benefits will be provided outside the service area at 80% of the allowed amount under the Out-of-
Network benefits of this Plan. You must follow all requirements of this benefit including, but not limited to, obtaining pre-
approval from the UR Coordinator and using a facility approved by the UR Coordinator.

Donor Organ Procurement Benefits: Donor organ procurement costs will be covered to a maximum of $25,000 per
transplant if the recipient is covered for the transplant under this Plan. Donor organ procurement benefits will be charged
against the recipient’s $200,000 lifetime maximum benefit.

Travel Expenses: Travel and lodging expenses for you and your family will be covered when you are required by your
physician to travel 30 miles or more outside the service area for medically necessary services related to an approved
transplant. Benefits will be paid at 90% to a maximum of $2,500 per transplant episode requiring travel and must be
approved in advance by the Trust Administration Office and is subject to the $200,000 lifetime maximum benefit.
Limitations and Exclusions: No benefits will be provided for the following:

Nonhuman, artificial or mechanical transplants.

When the recipient is not covered under this Plan.

Experimental investigational services or supplies.
Donor organ procurement costs incurred outside the United States unless approved by the UR Coordinator.
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m Stem cell rescue, bone marrow transplants and chemotherapy associated with stem cell rescue or bone marrow
transplants, except as specified below:
& With regard to autologous (self-donor) stem cell rescue, autologous (self-donor) bone barrow transplants and

chemotherapy associated with autologous stem cell rescue, autologous bone barrow transplants, coverage is
available for treatment of only the following malignancies/conditions:

> Non-Hodgkins lymphoma > Multiple myeloma on an Approved Clinical Trial
> Hodgkins lymphoma > Chronic myelogenuous leukemia

> Neuroblastoma > Ewing’s sarcoma

> Acute lymphocytic or non-lymphocytic leukemias > Wilms Tumor

> Germ cell tumor

> Metastatic breast cancer on an Approved Clinical Trial

¢ With regard to allogeneic (related or unrelated) stem cell rescue, allogenic bone marrow transplants and
chemotherapy associated with allogeneic stem cell rescue or allogenic bone marrow transplants, coverage is
available for treatment of only the following malignancies/conditions:

> Acute lymphocytic or non-lymphocytic leukemias > |nfantile malignant osteopetrosis
Chronic myelogenous leukemia

Aplastic anemia

Hodgkins lymphoma

Non-Hodgkins lymphoma

Severe combined immunodeficiency (not AIDS)
Wiskott-Aldrich syndrome

Sickle cell anemia

Kostmann’s Syndrome

> Leukocyte adhesion deficiencies > Megakaryocytic thrombocytopenia

m Donor organ procurement costs, when donor organ procurement benefits are available through other group
coverage, including an employer-sponsored group health plan (whether insured or self-insured).

When government funding of any kind is available.

Neuroblastoma

Homozygous beta-thalassemia
Myelodysplastic syndromes
Mocupolysaccaridoses

Mucolipidoses

Multiple myeloma on an Approved Clinical Trial
Ewing’s Sarcoma

YYYVYYVYVY
Y Y VY VY YV VY

X-linked proliferative syndrome

Lodging, food, or transportation costs, unless otherwise specified under this Plan.

All services and expenses not approved by the UR Coordinator. Any services or supplies relating to the transplant if
furnished before the recipient has met the 12-mont transplant waiting period. (See Medical Benefits — Waiting
Periods — Transplant Waiting Period, at page 23.)

“Approved Clinical Trial” means each of the following criteria has been met. These criteria for an Approved Clinical Trial
apply to Multiple Myeloma and Metastatic breast cancer, specifically autologous or allogeneic stem cell rescue for Multiple
Myeloma and autologous stem cell rescue for Metastatic breast cancer.

* The trial has been approved by the National Institutes of Health (NIH), the Food and Drug Administration, or the
Department of Veterans Affairs, and

e The trial protocol has been reviewed and approved by an Institutional Review Board (IRB) qualified under federal law,
and

e The facility and personnel providing the treatment or utilizing the supplies are capable of doing so by virtue of their
experience or training, and

e The trial is not a Phase | trial.

Limitations and Exclusions

No benefits are provided for the following, unless specifically stated otherwise or unless specifically provided for
in this Medical Benefits section.

» Services and supplies not medically necessary (as defined in Medical Benefits — Definition of Terms at page 48) for
treatment of an illness or injury, unless otherwise listed as covered.

34



Acupuncture, except as specifically provided in the Acupuncture in this Benefits section and in Special Conditions —
Chemical Dependency benefits at page 32.

Ambulance services, except as specified in the Ambulance Services benefit at page 25.

Addiction to or abuse of drugs, alcohol or any other chemical substance whether legal or illegal, except as specifically
provided in Special Conditions — Chemical Dependency benefit at page 32.

Any expense or charge for services or supplies which are provided or paid for by the federal government or its
agencies; except for:

m The Veterans Administration, when services are provided or paid for a disability that is not service connected.

m A military hospital or facility, when services are provided to a retiree (or dependent of a retiree) from the armed
services.

m A group health plan established by a government for its own civilian employees and their dependents.

Charges for services and supplies that are above the allowed amount as defined in Medical Benefits — Definition of
Terms at page 48.

Charges that in the absence of this Plan the patient would have no obligation to pay.
Conditions related to military service or declared or undeclared war.

Cosmetic surgery and supplies (including drugs) and the treatment of any direct or indirect complications of such
surgery, except:

m for congenital anomalies; and

m for reconstructive breast surgery following mastectomies, to the extent required under Federal law as follows:
¢ reconstruction of the diseased breast;
& reconstruction of the nondiseased breast to produce a symmetrical appearance; and
& prostheses and physical complications of all stages of a mastectomy, including lymphodemas.

Dental services, except as specified in the Repair of Teeth and Hospitalization for Dental Services Benefits in the
“Benefits” section.

Dyslexia treatment, except as specified in the Neurodevelopmental Therapy Benefit in the “Benefits” section.
Visual analysis, therapy or training and orthoptics.

Custodial care.

Experimental or investigational services or supplies. See Medical Benefits — Definition of Terms, below.

Home Medical Equipment, special equipment or supplies, prostheses, orthopedic or surgical appliances, braces, or
foot care appliances (foot orthotics), except as -specifically provided in the Home Medical Equipment, Prostheses and
Orthotics, Special Equipment and Supplies benefits at pages 28 and 29.

Hearing aids (unless as specifically provided under the Hearing Aid Device Benefif) and cochlear implants.
Injuries related to professional athletics, including practice.

An injury or iliness to or of you or your dependent that, in the judgment of the Trustees, is or appears to be the
responsibility of one or more persons and for which payment is or may be made by a third party (including, but not
limited to, automobile, liability, uninsured or underinsured motorist, business or commercial liability, homeowners’
liability, and umbrella liability insurance, and medical payment for PIP coverage, regardless who maintains the
insurance or coverage). See General Plan Provisions — Trustees May Advance Medical or Dental Benefits When Injury
or lliness may be the Responsibility of a Third Party at page 59.

In-vitro fertilization, artificial insemination, embryo transfer, fertility drugs (such as Clomid, Pergonal or Serophene) or
any other artificial means of conception.

Marital and family counseling.

Neurodevelopmental therapy, except as specifically provided in the Neurodevelopmental Therapy benefit at page 28.
Nursing services, except as specifically provided in the Professional Services, Home Health and Hospice benefits at
page 25. Private duty nursing or hourly nursing charges are not covered.

Occupational injury or disease caused by or contributed to or arising out of any employment or occupation for
compensation or profit (including any arising out of self-employment).

Preventive care, except as specifically provided in the Preventive Care benefit at page 25.
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* Rehabilitative care, including speech therapy, physical therapy or occupational therapy except as specifically provided
in the Rehabilitative Services benefit in the Home Health, Hospice and Rehabilitative Services benefits at page 25.

* Routine eye and hearing exams. (See, however, the Vision Benefits and Hearing Aid Device Benefits beginning at
page 39.)

» Stem cell rescue, associated high-dose chemotherapy will be provided only under the Transplant benefit at page 33.
No other benefits related to stem cell rescue and associated high-dose chemotherapy will be provided under this Plan.

* Surgery or treatment for sexual dysfunction / impotence (regardless of cause) or transsexualism.

e Surgery, treatment, programs or supplies intended to result in weight reduction, regardless of diagnosis and no
benefits are provided for treatment of complications resulting from such surgery or treatment.

* Treatment and any appliances used in connection with for temporomandibular joint disorders, malocclusions or other
abnormalities of the jaw, except as specifically provided in the Temporomandibular Joint Disorder benefit at page 30.

* Mental disorders, including mental disorder treatment for anorexia nervosa, bulima or other eating disorders, except
as specifically provided in the Mental Disorder benefit at page 32.

* Spinal manipulations, except as specifically provided in the Spinal Manipulations benefit at page 30.

* Drugs, except as specifically provided in the Prescription Drugs in this Benefits section. Inpatient benefits are provided
for drugs in a hospital or skilled nursing facility. Preventative injections or immunizations will be covered only if
provided in the Preventive Care benefit in this Benefits section. Food and Drug Administration-approved drugs used for
off-label indications will be provided only if recognized as effective for treatment:

m in one of the standard reference compendia;

m in the majority of relevant peer-reviewed medical literature if not recognized in one of the standard reference
compendia; or

m by the federal Secretary of Health and Human Services.

No benefits will be provided for any drug when the Food and Drug Administration has determined its use to be
contraindicated.

* Family planning or contraceptive devices; oral contraceptives except as specifically provided in the Prescription Drug
benefit in the Benefits section.

¢ Eyeglasses and contact lenses except as specifically provided.

General Information

Individual Benefits Management

For certain illnesses or injuries, the UR Coordinator will work with you and your provider to determine the treatment
options that will provide the most cost-effective or beneficial care in your specific case. In some instances, the UR
Coordinator may authorize benefits that would not normally be covered under this Plan; such authorization must be
received in advance of the service being provided. The final decision on the course of treatment will rest with you and your
provider.

When provided at equal or lesser cost, the benefits of this Plan will be available for home health care instead of
hospitalization or other inpatient care when furnished by a licensed home care agency or by a home health or hospice
agency. Substitution of less expensive or less intensive services will be made only with your consent and when
recommended by your physician or health care provider and will be based on your individual medical needs. A written
treatment plan may be required for review by the UR Coordinator. Coverage will be limited to the maximum benefit
payable for hospital or other inpatient expenses under this Plan and will be subject to any applicable deductible,
coinsurance and Plan limitations and exclusions. These benefits will only be provided when your condition is serious
enough to require inpatient care and you could qualify for the inpatient benefits of this Plan; no benefits will be provided
for custodial care.

How to File a Claim for Benefits

Preferred Providers

The Plan has made special arrangements with providers in the First Choice Health Network for Local 8 participants and
Providence Preferred for Local 9 participants..
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When you receive care from preferred providers, you receive a higher level of benefits for covered services and your
claim will be submitted for you by the preferred provider. If you choose to seek medical care outside the preferred
provider network, your out-of-pocket costs will be higher and you may have to submit your own claim.
You should always verify that your physician is a preferred provider before making appointments. To find out if a
provider is preferred, preferred provider directories are available from the Trust Administration Office or your Local
Union Office. You may also obtain provider information on-line:

First Choice Health Network www.fchn.com (Local 8 members)

Providence Preferred www.providence.org/oregon/providers (Local 9 members)

Using a Claim Form
When a provider or hospital does not bill the Trust Administration Office directly, you must submit your own claims.
Obtain a claim form from the Trust Administration Office or your Local Union Office.

Complete all applicable sections of the “Employee statement.” Failure to properly complete the “Employee Statement” may
result in a delay in processing your claim.

Attach an itemized bill for all charges relating to the claim.

Note: If the claim for Medical Benefits is also submitted as a claim for Weekly Disability Benefits connected to your
illness or injury, a doctor MUST complete the “Attending Physician’s Statement” on the reverse side of the claim form.

Complete a separate form for each patient.
Mail completed form and itemized bills to:

H.E.R.E. Trust
P.O. Box 34355
Seattle WA 98124-1355

Benefit payments will be sent directly to the physician, hospital or other non-preferred service provider, unless

evidence such as a paid receipt or cancelled check is sent to show proof that the charges have been paid.

Benefits are always paid directly to any preferred provider, regardless of any payment by you or another party.
Deadline for Filing Claims

All claims must be submitted within 15 months of the date of service. However, if your coverage terminates, all claims must
be submitted within six months of the date of termination. Claims not submitted within this time limit will not be paid.

Vision Benefits

Routine Eye Examination:

If you and your dependents are eligible under Eligibility Rule A, benefits will be provided for one routine eye examination
per calendar year (subject to the limits described below) to determine the need for a new or changed prescription when
provided by a physician or optometrist. This eye examination benefit is not subject to the office visit copay.

National Vision Care Centers are the Preferred Optical Provider.

Lenses and Frames:

Benefits for lenses and frames will be provided when prescribed by a physician, optometrist or a licensed optical provider
to correct a refractive error. The benefit listed below for medically necessary contact lenses will be provided only for
aphakia or if your visual acuity is correctable to 20/70 in the better eye only with the use of contact lenses. If you elect
contact lenses and the above provisions do not apply, the Plan will pay up to $40 per lens. You will be responsible for
balances over the $40 benefit limit and that balance may vary depending on the type of contact lenses provided.

For lenses and frames obtained from National Vision, payment will be made directly to the provider as specified on the
following schedule.

If you choose these other lenses and options not listed below, you will be responsible for any additional cost.
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Preferred Optical Provider (National Vision Centers)

Exam — once each

calendar year Plan Pays You Pay
100% of allowed amount $0
Lenses, each: Plan Pays You Pay

(for standard plastic
or clear glass;
maximum of two each
calendar year)

Single Vision 100% of allowed amount $0

Basic Line Bifocal 100% of allowed amount $0

Basic Line Trifocal 100% of allowed amount $5
(less $5)

Lenticular or Aphakic 100% of allowed amount $0

(external lens
requiring a frame)

Medically necessary 100% of allowed amount $0
contact
Elective contact Up to $40 per lens $0

Frame (maximum of
one every two

calendar years): Plan Pays You Pay
Preferred Frames 100% of allowed amount $0
Other Frames Up to $35 Balance over $35

“Allowed amount” means the fee negotiated by National Vision and the Trustees.

“Medically necessary” is determined in the same manner as described under Medical Benefits — Definition of Terms
(Medical Benefits) —

For exam, lenses and frames obtained from any other optical provider, you will be reimbursed as specified on the following
schedule.

Any Other Optical Provider

Exam - once each

calendar year Plan Pays You Pay
$35 Balance over $35

Lenses, each: Plan Pays You Pay
(maximum of two Per lens: Per lens:
each calendar year
Single Vision Up to $21 Balance over $21
Bifocal Up to $32.50 Balance over $32.50
Trifocal Up to $42.50 Balance over $42.50
Lenticular or Aphakic Up to $44.50 Balance over $44.50
(external lens requiring a
frame) Medically necessary Up to $150 Balance over $150
contact
Elective contact Up to $40 Balance over $40

Frame:

(maximum of one every
two calendar years)
Any Frames Up to $35 Balance over $35

This benefit is not subject to any deductible requirements
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How to File a Claim for Benefits
National Vision providers will file claims for you.
For all other providers, obtain a vision claim form from the Trust Administration Office or your Local Union Office.

Complete all applicable sections of the “Employee Statement” portion of the claim form. Failure to properly complete the
“Employee Statement” may result in a delay in processing your claim.

Attach an itemized bill for all charges relating to the claim or have your vision care provider complete the backside of the
form.

Complete a separate form for each patient.

Mail completed form and itemized bills to:
H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355

You must submit claim forms and bills to the Trust Administration Office within 90 days after the services were incurred
in order for the charges to be covered.

Benefit payments will be issued directly to the vision care provider unless there is evidence such as a paid
receipt or cancelled check to show proof that the incurred charges have been paid. However, payments are
always made directly to National Vision providers regardless of whether payment is made by you or another

party.

Deadline for Filing Claims

All claims must be submitted within 15 months of the date of service. However, if your eligibility under Eligibility Rule A
terminates, all claims must be submitted within six months of the date of termination. Claims not submitted within these
time limits will not be paid.

Hearing Aid Device Benefits

If you and your dependents are eligible for benefits as described under Eligibility Rule A, benefits for a hearing aid device
and related covered services will be provided at 100%, not subject to deductible,(copay applies to professional exam) to a
maximum of $1,000 once in any three consecutive calendar years. To receive Hearing Aid Device Benefits, you must be
examined by a physician or a certified or licensed audiologist. The physician or audiologist must provide you with a written
certification stating that your hearing loss would be lessened by the use of a hearing aid device. Benefits will not be
provided without certification. Once you have received certification and a hearing aid device, any subsequent replacement
hearing aid device will not require a certification of hearing loss.

Covered Services

1) Otologic examination by a physician, providing a hearing aid is dispensed;

2) Audiological examination and hearing evaluation by a certified or license audiologist including a follow-up consultation,
providing a hearing aid device is dispensed,;

3) The hearing aid device (monaural or binaural) prescribed as a result of such examination, which includes:

iEar molds;

iThe hearing aid device;

iThe initial batteries, cords and other necessary equipment;

iWarranty; and

m iFollow-up consultation after delivery of the hearing aid device.

Note: Many providers of hearing aid devices allow a 90-day trial use. It is best not to submit the bill for payment until you
are satisfied with your hearing aid device.

Limitations and Exclusions
No Hearing Aid Device Benefits are paid for:
* Maintenance of a hearing aid device, for example, new batteries.
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* Hearing aid devices that exceed specifications prescribed for correction of hearing loss.
* An examination that does not result in a hearing aid device being obtained.

* Audio care that is related to, or required as a result of, employment.

Hearing Aid Device Benefits are not available:

* when you our your dependent has no obligation to pay.

* more than once during a period of three consecutive calendar years.

» after termination of eligibility under Eligibility Rule except when the hearing aid device was ordered before termination
and delivered within thirty days after termination.

Note: If you have a hearing aid device rebuilt, this may be paid in lieu of the regular hearing aid device benefit, provided

you are eligible for a hearing aid by means of the three-year rule. The $1,000 limitation will also apply to rebuilt hearing

aid devices.

How to File a Claim Benefits
You must obtain a claim form from the Trust Administration Office or your Local Union Office.

Complete the claim form Employee Statement section in full and attach an itemized bill for all charges relating to the claim.
Your hearing care provider may also submit the claim for you by completing the physician portion of the claim form and
itemizing all charges. Mail the completed form and itemized charges to:

H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355

Benefit payments will be issued directly to the hearing care provider unless there is evidence such as a paid
receipt or cancelled check to show proof that the incurred charges have been paid.

Deadline for Filing Claims

All claims must be submitted within 15 months of the date of service. However, if your coverage terminates, all claims must
be submitted within six months of the date of termination. Claims not submitted within this time limit will not be paid

Dental Benefits

If you and your dependents are eligible for benefits as described under Eligibility Rule A and your current bargaining
agreement provides coverage for dental care, Dental Benefits cover services necessary for the diagnosis and treatment of
the teeth and associated structures. Benefits are paid up to the amounts listed in the schedule.

Your dentist may charge an amount greater than paid under the Schedule of Dental Benefits. You are responsible for the
difference between what your dentist charges and what the Plan pays.

Benefits are payable up to $2,000 during each calendar year for you and each of your eligible dependents. For covered
dental expenses in connection with orthodontics, the lifetime maximum is $635 for you and each of your eligible
dependents.

Orthodontic Benefits

The Plan pays usual, customary and reasonable charges up to a maximum lifetime benefit payment of $635. Any
payments required by the dentist before treatment begins are your responsibility. To receive benefits, you or your
dependent must be eligible under Eligibility Rule A when treatment begins and remain eligible under Eligibility Rule A
while benefits are being provided.

Hospital Benefit

If hospitalization is medically necessary for dental treatment, the Plan pays up to $300 for each admission. Your dentist or
your physician must certify the medical necessity of the hospitalization.
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Schedule of Dental Benefits

Trust
Code Procedure Allowance

Diagnostic
120 Periodic Oral Evaluation $19
130 Emergency Oral Exam 25
140 Ltd. Oral Eval- Problem Focused 25
150 Comprehensive Oral Evaluation 23
210 Xray — Complete Series 48
220 Intraoral Periapical First Film 7
221 Intraoral Periapical —Two Films 11
223 3-Intraoral X-rays 18
230 Intraoral Periapical Each Add. 4
240 Intraoral-Occlusal Single 1st Film 22
270 Bitewing — Single Film 10
271 Bitewings — Single Film 10
272 Bitewings — Two Films 16
273 Bitewings — Three Films 16
274 Bitewings — Four Films 19
330 Panoramic X-Rays 46
460 Pulp Vitality Test 16

All exams are limited to 2 per calendar year. One complete series of x-rays, including a panoramic x-ray, will be covered
once during any 36-consecutive month period

Trust
Code Procedure Allowance

Preventive
1110 Prophylaxis — Adult $34
1120 Prophylaxis — Child 34
1203 Fluoride — Child 16
1204 Fluoride — Adult 16
1510 Space Maintainer-Fixed-Unilat 113
Prophylaxis is limited to 2 per calendar year; fluoride treatment is limited to 1 per calendar year
Restorative
2110 Amalgam — One Surface — Prime. $29
2120 Amalgam — Two Surface — Prime. 43
2130 Amalgam — Three Surface — Prime. 62
2131 Amalgam — Four Surface — Prime. 76
2140 Amalgam — One Surface — Perm. 32
2150 Amalgam — Two Surface — Perm. 49
2160 Amalgam — Three Surface — Perm. 67
2161 Amalgam — Four Surface — Perm. 85
2330 Resin — One Surface, Anterior 45
2331 Resin — Two Surface, Anterior 69
2332 Resin — Three Surface, Anterior 102
2335 Resin — Four or More Surface, Ant. 134
2392 Comp Resin — One Surface — Post 48
2393 Comp Resin — Two Surface — Post 74
2394 Comp Resin — Three Surface — Post 110
2920 Recement Crown 27
2930 Prefab Stainless Steel Crown-Prim 87
2931 Prefab Stainless Steel Crown-Perm 87
2940 Fillings — Sedative 27
2951 Pin Ret-Per Tooth-Add to Crown 21
2952 Cast Post & Core in Add to Crown 123
2954 Prefab Post & Core — Add to Crown 108
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Crowns
2710
2740
2750
2751
2752
2790
2791
2792

2781
2950

Code

Endodontics
3100
3110
3220
3310
3320
3330
3350

Periodontics
4100
4210
4240
4249
4260
4263
4271
4321
4341
4910

Prosthodontics
(removable)
5110
5120
5130
5140
5211
5213
5214
5410
5422
5510
5520
5610
5640
5650
5710
5711
5740
5750
5751
5760

Resin Crown

Porcelain Crown

Porcelain With Gold Crown

Porcelain w/ Base Metal Crown
Porcelain Fused To Noble Metal Crown
Gold Full Cast

Full Cast Predominant Base Metal

Full Cast Noble Metal Crown

% Cast Metallic
Crown Buildup

Procedure

Endo Exam

Pulp Cap-Dir (Excld Final Restor)
Viltal Pulpotomy

Root Canal Therapy — Anterior
Root Canal Therapy — Bicuspid
Root Canal Therapy — Molar
Apexification

Periodontic Exam

Gingivectomy or Gingivoplasty/Q
Gingival Flap Procedure Per Quad
Crown Lengthening-Hard Tissue
Osseous Surgery

Bone Repl Gft-First Site in Quad

Free Soft Tissue Grafts

Provisional Splinting-Extracoronal

Perio. Scaling and Root Planning
Periodontal Maintenance (1 per cal year)

Complete Dentures — Maxillary
Complete Dentures — Mandibular
Immediate Upper Denture
Immediate Lower Denture

Upper Partial W/O Clasps Acrylic
Max. Partial Denture

Mand. Partial Denture

Complete Denture Adjustment
Lower Partial Denture Adjustment
Repair Broken Complt Dent Base
Repl Miss/Brkn Tth-Comp Dent E
Repair Resin Denture Base
Replace Broken Teeth — Per Tooth
Add Tooth to Partial Denture
Rebase Complete Maxil Denture
Rebase Complete Mand Denture
Reline Upper or Lower Partial
Reline Upper Complete Dent
Reline Lower Complete Dent
Relining Up or Low Part Dent-Lab
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$154
349
365
365
365
322
305
305

308
84

Trust
Allowance

$27
22
50
235
316
391
66

$23
155
187
155
348
179
181
139

82

60

$542
542
542
542
278
581
581
20
20
47
38
47
38
62
271
271
139
155
155
155



Trust
Code Procedure Allowance

Prosthodontics
(removable)

5810 Interim complete denture (maxillary) $193
5820 Interim partial denture (maxillary) 193
(Includes any necessary clasps and rests)
5850 Tissue Conditioning 62
5860 Overdenture Complete 542
Prosthodontics
(fixed)
6210 Cast Gold Pontic $325
6240 Porcelain 370
6241 Pontic — Porcelain w/ Base Metal 297
6242 Prontic — Porcelain Fused to Noble 326
6750 Crown — Porcelain Fused to Gold 279
6751 Crown — Porcelain w/ Base Metal 379
6752 Crown — Porcelain Fused to Noble Metal 379
6790 Crown — Gold Full Cast 335
6792 Crown — Full Cast Noble Metal 316
6930 Recement Bridge 49
Oral Surgery
7140 Extraction — Single Tooth $42
7210 Surgical Extraction — Erupted 68
7220 Extraction — Soft Tissue Impacted 98
7230 Extraction — Partial Bony Impacted 135
7240 Surg Extraction-complete Bony Im 179
7241 Surg Ext of Tooth-Comp Bony Dif 195
7250 Root Recovery 78
7291 Transseptal Fiberotomy 65
7310 Alveoplasty Per Quad 98
7510 Incision and Drain of Abscess-Intra 41
7960 Frenulectomy Separate Procedure 48
Miscellaneous
Services
9940 Nightguard (maximum one per lifetime) $150

The Trust Administration Office will determine a maximum amount consistent with the amounts listed in the schedule.
The determination will take into account the nature and complexity of the procedure involved, the exclusions, and other
applicable restrictions.

Exclusions
Benefits are not payable for:
* Expenses resulting from occupational injuries or diseases.

» Services prescribed by other than a Doctor of Dental Surgery, Doctor of Medical Dentistry, a legally qualified physician,
a Dental Hygienist, or a licensed Denturist.

* Charges for service for any replacement of an existing partial or full removal denture or fixed bridgework, or the
addition of teeth to an existing partial removable denture or bridgework, unless evidence satisfactory to the Trust
Administration Office is presented that:

m The replacement or addition of teeth is required to replace one or more additional natural teeth extracted while your
or your dependent is eligible under eligibility Rule A.

m The existing denture or bridgework cannot be made serviceable and has been in place five or more years.

m The existing denture is an immediate temporary denture and replacement by a permanent denture is required, and
takes place within twelve months from the date of installation of the immediate temporary denture.
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* Charges for expenses incurred prior to your effective date, including charges for prosthetic devices started prior to
effective date but inserted after the effective date. Expense incurred after eligibility under Eligibility Rule A ends, except
prosthetic devices that were fitted and ordered before eligibility ended and were delivered to you or your dependent
within thirty days after the date eligibility ended, provided that you or your dependent was certified for the prosthetic
device before eligibility ended.

* Charges for sealants are not covered.

e Charges for services and supplies that are partially or wholly cosmetic in nature, bonding veneer and personalization
or characterization of dentures.

* Charges for the replacement of a lost or stolen prosthetic device.

* Charges for any service or supplies that are for orthodontic treatment, or correction of malocclusion, except as
specifically provided in this Dental Benefits section.

* Any treatment or supply or appliance for conditions related to Temporomandibular and Maxillary Skeletal Dysphasia,
unless specifically provided for in the Schedule of Dental Benefits.

* Charges that would not have been made in the absence of this coverage or charges that neither you nor your
dependent is required to pay.

* Charges for services or supplies that are furnished, paid for or otherwise provided for by reason of the past or present
service of any person in the armed forces of a government, or that are caused by loss of war.

* Charges for services or supplies that are paid for or otherwise provided for under any law of a government except
when the payments or the benefits are provided under a plan specifically established by a government for its own
civilian employees and the dependents.

* Charges for services and supplies that are not necessary or are not recommended and approved by the attending
physician or dentist or charges to the extent that they are unreasonable.

* Charges for missed appointments.
* Charges for treatment related to change in vertical dimension or to restore occlusion.
* Implants.

* Aninjury orillness to or of you or your dependent that, in the judgment of the Trustees, is or appears to be the
responsibility of one or more persons and for which payment is or may be made by a third party (including, but not
limited to, automobile, liability, uninsured or underinsured motorist, business or commercial liability, homeowners’
liability, and umbrella liability insurance, and medical payment for PIP coverage, regardless who maintains the
insurance or coverage). See General Plan Provisions — Trustees May Advance Medical or Dental Benefits When Injury
or lliness may be the Responsibility of a Third Party at page 59.

How to File a Claim for Benefits
Obtain a dental claim form from the Trust Administration Office or your Local Union Office.

Complete all applicable sections of the “Employee Statement.” Failure to properly complete the “Employee Statement”
may result in a delay in processing your claim.

Attach an itemized bill for all charges relating to the claim or have your dentist complete the backside of the form.
Complete a separate form for each patient.

Mail completed form and itemized bills to:
H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355

You must submit claim forms and bills to the Trust Administration Office within 90 days after the services were incurred
in order for the charges to be covered.

Benefit payments will be issued directly to the dentist unless there is evidence such as a paid receipt or cancelled check to
show proof that the incurred charges have been paid.

Deadline for Filing Claims

All claims must be submitted within 15 months of the date of service. However, if your coverage terminates, all claims must
be submitted within six months of the date of termination. Claims not submitted within this time limit will not be paid.
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Life Insurance Benefits

The life insurance benefit provided by LifeWise Assurance Company offers financial protection to your beneficiary if you
die. A benefit will be paid to your beneficiary (subject to applicable state law) in the event of your death regardless of the
cause, time, or place while you are covered under this Plan.

Your Life Insurance Amount
Your Life insurance benefit is $7,500.

Beneficiary

Your beneficiary is the person or persons you name to receive your life insurance benefits after your death. You designate
your beneficiary when you first enroll, and you may change your beneficiary any time by filing the appropriate form with
the Trust Administration Office. The beneficiary who receives your death benefit is the most current beneficiary on file
with the Trust Administration Office. In community property states, your spouse will receive 50% of your benefit unless
he or she signs a notarized statement waiving the right to the benefit.

You may want to name a contingent beneficiary to receive your benefits if your primary beneficiary does not survive you. If
no designated beneficiary survives you, or if none has been designated, payment will be made to the following surviving
relatives: your surviving spouse, if no surviving spouse, in equal shares to your children who survive you; if none survive,
to your parents, equally or the survivor; if neither survives, in equal shares to your brothers and sisters who survive you;
or, if none survive, to the executors of your estate.

Life Insurance For Your Dependents
In the event your covered dependent dies, the following benefit will be payable to you:

Amount of Benefit

Your wife or husband $3,000
Each of your children $2,000
(age 14 days to age 19)

Waiver of Life Insurance Premium

Your life insurance benefit will continue without further payment of life insurance premium if you become totally disabled,
provided:

* you are insured under this policy at least 12 months or from the policy effective date; and
* you are under the age of 60 at the time of total disability; and

* you provide satisfactory written proof of total disability within 3 months after you have been continuously disabled for
six months; and

e your disability has continued without interruption for at least 6 months; and
* you are still disabled when you submit the proof of disability.

Disabled or totally disabled means any disability which results from a sickness or injury that completely prevents you from
engaging in any occupation for wage or profit for which you are or become reasonably qualified by due to education,
training, or experience.

The premium will be waived for 12 months from the date notice is received for a disability that has continued for at least 6
months. Premium will continue to be waived for subsequent 12-month periods, provided you:

e remain totally disabled; and
* provide satisfactory written proof of continuing total disability during the last 3 months of each 12-month period.

You are responsible for obtaining initial and continuing proof of disability. You will be covered for the amount of life
insurance in force as of the date of disability. The amount of life insurance in force will be subject to termination of benefits
as a result of retirement.

LifeWise Assurance Company may, at its own expense, require a physical examination of you at reasonable intervals
during the period of claimed total disability. This Waiver of Premium benefit shall end immediately and without notice if you
refuse to be examined.
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Termination of Waiver of Life Insurance Premium
Waiver of premium will end on the earliest of the following dates:

* the date you are no longer disabled;

» the date you do not submit to examination when required by LifeWise Assurance Company;

* the date you fail to give proof of continuing disability; or

* the date you attain age 65.

LifeWise Assurance Company will waive the life premiums for your dependent when you are disabled if:
* the dependent’s insurance was in force before you became disabled; and

* your life insurance premiums are being waived.

Your dependent’s life insurance continued under this provision will continue until:
* your premiums are no longer being waived;

* you fail to meet the terms of the policy;

* you are no longer disabled;

e the dependent benefits provided under this policy terminate; or

* you die.

You and your dependent(s) may convert the life insurance under the Conversion Privilege if this waiver of premium ends
and the insurance doesn’t continue in force under the plan.

Conversion Privilege
When all or part of an insured’s life insurance ends, as outlined below, you and your dependents may apply for an
individual policy without submitting evidence of insurability.
Conversion upon Termination of Eligibility
When all or part of the Life Insurance Benefit ends due to:
1) termination of your employment;
2) termination of your membership in a class of eligible employees (that is, you cease to be covered under Eligibility Rule
A or Eligibility Rule B;)
3) your death; or
4) vyour dependent’s change of status,
you or your dependents may convert the Life Insurance Benefit to an individual policy of life insurance.
The largest amount that can be converted is the benefit amount that was in force on the date the Life Insurance Benefit
terminated.
Conversion upon Termination or Amendment of Policy

If the Life Insurance Benefit terminates or is amended to terminate the Life Insurance on any class of insureds, each
insured meeting the following conditions may convert. The insured must be:

1) insured under the Life Insurance Benefit at the date of termination; and
2) continuously insured under the Life Insurance Benefit for at least five years on the date this insurance ends.
The amount converted cannot exceed the lesser of:

1) the life amount ending, less any amount for which the insured becomes eligible under any group life policy within 31
days after this insurance ends; or

2) $2,000.

Conditions

1) Written application and payment of the first premium is made to LifeWise Assurance Company within 31 days after
this insurance ends.

2) The individual policy shall be any one of the level premium plans then issued by LifeWise Assurance Company, except
a policy containing term insurance, disability or supplementary benefits.

3) The individual policy shall be in an amount not in excess of the amount of the Life Insurance terminated under this policy.
4) The individual policy effective date shall be 31 days after this insurance ends.
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5) The initial premium will be based on:
1. the form of the policy;
2. the amount of the policy;
3. the class of risk to which the insured then belongs; and
4. the insured’s attained age on the date the individual policy takes effect.

Insurance Continued Under Group Policy

If you or your dependent have converted to an individual policy and again become insured under the Life Insurance
Benefit provided by LifeWise Assurance Company, the individual policy must be returned to LifeWise Assurance Company
before your or your dependent may be insured under this policy.

31-Day Continuance of Death Benefit

If an insured dies during the 31 days in which the application for an individual policy may be made, LifeWise Assurance
Company will pay to the named beneficiary the amount of life insurance which the insured could have converted. The
death benefit is payable whether or not application was made for the individual policy. The individual policy, if the insured
had applied for it, will not become effective.

Assignment

You may assign all rights in and to the life insurance. An assignment will transfer your interest and any beneficiary to the
assignee. Any such assignment will remain in force until changed by the assignee. No assignment will be in effect until a
copy is filed with the Trust Administration Office. LifeWise Assurance Company is not responsible for the validity or
sufficiency of any assignment. The Beneficiary provisions will not apply for coverage that has been assigned.

How to File a Claim for Benefits
Obtain a claim form from the Trust Administration Office or your Local Union Office.
Complete the form according to the instructions.

Return the form to the Trust Administration Office with a certified copy of the death certificate to:
H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355

Summary Only

This is a summary of the Plan’s Life Insurance Benefit. For complete details on life insurance and related provisions,
including but not limited to limitations and exclusions, please refer to the insurance contract with LifeWise Assurance
Company on file with the Trust Administration Office.

Accidental Death and Dismemberment Benefit

This Plan provides benefits to your beneficiary if you die or to you in the event of loss of limbs or sight, if your death or loss
is caused by an accidental injury. Your benefits for accidental death are in addition to the Plan’s Life Insurance Benefit. The
following benefits are payable if the injury occurs while covered under the Plan and your death or loss occurs within 365
days of the injury.

Schedule of Benefits

For Loss of Amount of Benefit
Life $7,500
Both hands $7,500
Both feet $7,500
One hand and one foot $7,500
Sight of both eyes $7,500
One hand and sight of one eye $7,500
One foot and sight of one eye $7,500
One hand $3,750
One foot $3,750
Sight of one eye $3,750
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Only one of the amounts, the largest, is payable for all losses resulting from a single accident. Loss means, for hands and
feet, dismemberment by severance through or above wrist or ankle joints, and for eyes, entire and irrecoverable loss of
sight.

Exclusions

No benefits will be paid for any loss by:

* Suicide, or its attempt, while sane or insane, or intentionally self-inflicted injuries.

* Disease, or bodily or mental infirmity, or its medical/surgical treatment.

* War, or any act of war, that is declared or undeclared.

e Attempt or commission of assault or felony.

e Ptomaine or bacterial infection except for infections occurring through an accidental cut or wound.
e Participation in a riot.

How to File a Claim for Benefits
Obtain a claim form from the Trust Administration Office or your Local Union Office.
Complete the form according to the instructions.

Return the form to the Trust Administration Office with a certified copy of the death certificate to:
H.E.R.E. Trust
P.O. Box 34355
Seattle, WA 98124-1355

Deadline for Filing AD&D Claims

The employee must give written proof of loss to LifeWise Assurance Company within 90 days after the date of loss.

Failure to furnish proof within the time frame required will not void or reduce a claim if the proof is furnished as soon as it
is reasonably possible to do so. Except in the event of legal incompetence, this extension of the time limit shall in no event
exceed one year.

Summary Only

This is a summary of the Plan’s accidental death and dismemberment benefits. For complete details on accidental death
and dismemberment benefits and related provisions, including but not limited to limitations and exclusions, please refer to
the insurance contract with LifeWise Assurance Company on file with the Trust Administration Office.

Definition of Terms
The following are definitions of terms used in this Plan Booklet:
m  Allowed Amount means
¢ the fee negotiated by the PPQ, if a service or supply is provided by a preferred provider; or
¢ if no PPO agreement exists, the usual, customary and reasonable charge.

m Chemical Dependency: Chemical Dependency means alcohol and/or drug addiction under the terms of the
International Classification of Disease, volume 9 CM categories 303.0 through 304.9.

m Chemical Dependency Treatment Facility: An approved chemical abuse treatment facility is a facility that
provides treatment for chronic alcoholism and/or drug addition and that is operating under the direction and control
of the State Department of Social and Health Services.

m Chiropractor: A chiropractor is a person who is duly licensed in the area where his or her services are
performed and who is practicing within the scope of such license. (For coverage of a chiropractor’s services, see
page 30).

m Copay: The amount, in addition to the rate you are required to pay for certain services and supplies provided under
this Plan. You are responsible for the payment of any copay directly to the provider of the service or supply.

m Cosmetic Surgery: Cosmetic surgery is surgery that is performed primarily:
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¢ to improve physical appearance or to change or restore bodily form without materially correcting a bodily
malfunction; or

¢ to prevent or treat a mental or nervous disorder through a change in bodily form.

Custodial Care: Care that is designed primarily to assist you in activities of daily living, including institutional care

that serves primarily to support self-care and provide room and board. Custodial care includes, but is not limited

to, help in walking, getting into and out of bed, bathing, dressing, feeding and preparation of special diets, and
supervision of medications that are ordinarily self-administered.

Dentist: A dentist is a legally qualified dentist practicing within the scope of his or her license. (For coverage of a
dentist’s services, see page 39.)

ERISA means the Employee Retirement Income Security Act of 1974, as amended.

Experimental or Investigational Service or Supply: An experimental or investigational service or supply is any
service or supply (including any treatment, drug, equipment or device) that, at the time ordered, comes within any
one of the three following categories:

¢ The service or supply has not received a required approval by the Food and Drug Administration or other
agency of the United States for general public use for treatment of your condition.

¢ The Centers for Medicare and Medicaid Services (“CMS”) will not reimburse the expense or the service or supply
under Medicare because CMS has determined (as published in its Coverage Issues Manual or any update) that
the service of supply is not reasonable and necessary for the diagnosis or treatment of iliness or injury. This
category does not include organ transplants specifically described as covered on page 33.

¢ The service or supply has not been scientifically demonstrated by the medical profession to be effective and
efficient in terns of the condition being treated, or it is rendered by an institution or provider in the United States
that has not demonstrated proficiency in the provision of the service or supply.

As is the case with any provision in the Plan, the Board of Trustees has the full and exclusive authority, in its
discretion, to interpret and apply this definition of experimental or investigational service or supply.

Hospital: Means an establishment which:

Holds a license as a hospital (if required in the state);

Operates primarily for the reception, care and treatment of sick or injured persons as inpatients;
Provides around the clock nursing service;

Has a staff of one or more physicians available at all times;

Provides organized facilities for diagnosis and surgery;
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Is not primarily a nursing, rest or convalescent home or a skilled nursing facility or a similar establishment;
and

Is not, other than incidentally, a place for treatment of Drug addiction.

L 2

The nursing service must be by registered or graduate nurses on duty or call. The surgical facilities may be
either at the hospital or at a facility with which it has a formal arrangement.

Confinement in a special unit of a hospital used primarily as a nursing, rest or convalescent home or Skill
Nursing Facility will not be deemed to be a confinement in a Hospital. “Hospital” also includes a licensed
ambulatory surgical center. The center must have permanent facilities and be equipped and operated primarily
for the purpose of performing surgical procedures. The type of procedures performed must permit discharge
from the center in the same “working day”. The center will not qualify as a “Hospital” if:

¢ Its primary purpose is performing abortions;
¢ Itis maintained as an office by a Physician for the practice of medicine; or
¢ Itis maintained as an office for the practice of dentistry.
Hospital also includes a licensed treatment facility when treatment for chemical dependency is rendered.
Inpatient: Inpatient refers to services a patient receives while confined in a hospital as a registered bed patient.

Medical Emergency: The sudden and unexpected onset of a condition or exacerbation of an existing condition
requiring medically necessary care to safeguard your life or limb immediately after the onset of the emergency.
For the purpose of benefit determination, consideration will be given to the symptoms of the condition and to the
actions that would have been taken by a prudent person under such circumstances.
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Mental Disorder: Mental disorder includes only those disorders listed in the Internal Classification of Diseases as
psychoses, neuroses, personality disorders, eating disorders and other nonpsychotic mental disorders.

Medically Necessary: A service or supply that meets all of the following criteria:

It is required to diagnose or treat your condition.

It is consistent with the symptoms or diagnosis and treatment of the condition.

It is the most appropriate supply or level of service that is essential to your needs

When applied to an inpatient, it cannot safely be provided on an outpatient basis, including diagnostic studies.
It is not an investigational service or supply
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It is not primarily for the convenience of you or your provider.

The fact that a service or supply is furnished, prescribed, recommended or approved by a physician or other provider
does not, of itself, make it medically necessary. A service or supply may be medically necessary in part only.

Nurse: A registered nurse (R.N.) is a person who is duly licensed in the area where his or her services are
performed and who is practicing within the scope of such license.

Optometrist: An optometrist is a person who is duly licensed in the area where his or her services are performed
and who is practicing within the scope of such license.

Out-of-Pocket: The amount that you are responsible to pay during a Calendar year after the Plan has paid its share
of charges. After you have reached the out-of-pocket limit, the Plan will pay most benefits at 100% of the allowed
amount for the remainder of the calendar year. Some benefits are not subject to the out-of-pocket provision, as
specified in the Benefits section; these benefits will always remain payable at the percentage level given in the
Payment Schedule or in the applicable benefit section. In addition, the following do not count towards the out-
of-pocket limit: your annual deductible; any copays; the difference between the allowed amount and the
provider’s actual charge; any benefit penalty required when the preadmission approval provision is not satisfied;
and any balances that remain after benefit limits have been expended.

Off-label drug: Means the drug has not been approved by the Food and Drug Administration for use other than
conditions indicated on the drug manufacturer’s labeling or package insert.

Outpatient: Outpatient refers to services a patient receives in a physician’s office, at home, or in a hospital
outpatient department.

Peer-reviewed medical literature: Means scientific studies printed in journals or other publications in which
original manuscripts are published only after having been critically reviewed for scientific accuracy, validity, and
reliability by unbiased independent experts. Peer-reviewed medical literature does not include in-house
publications of pharmaceutical manufacturing companies.

Physician: A licensed practitioner of the healing arts who practices within the scope of his or her license. For
purposes of this Plan, a physician may be a medical doctor (MD) or an osteopathic physician (DO). If the
practitioner performs services covered under the Plan and within the scope of his or her license, a physician may
also be a licensed: dentist (DDS), podiatrist (DPM), psychologist (PhD), optometrist, or chiropractor. Before you
receive treatment from any practitioner other than an MD or DO, check with the Trust Administration Office to find
out if the expenses will be recognized as covered expenses.

Plan Administrator means the Board of Trustees of the Hotel Employees Restaurant Employees Health Trust.

Preferred Provider: A Preferred provider is a physician, hospital or health care provider who has entered into a
special agreement with First Choice or Providence Preferred to provide efficient, cost-effective healthcare.

Psychologist: A psychologist is a person who is duly licensed in the area where his or her services are
performed and who is practicing within the scope of such license.

Skilled Nursing Facility: A skilled nursing facility is an institution recognized as such by Medicare and approved
by Medicare for payment.

Standard reference compendia means:

¢ The American Hospital Formulary Service-Drug Information;
¢ The American Medical Association Drug Evaluation;

¢ The United States Pharmacopoeia-Drug Information; or

2

Other authoritative compendia as identified from time-to-time by the federal Secretary of Health and Human
Services.
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m  Trust: Trust means the trust established and maintained under the Agreement and Declaration of Trust of the Hotel
Employees Restaurant Employees Health Trust, as amended from time-to-time.

m Trust Administration Office: means the office of the contract plan administrator designated by the Board of
Trustees. See Contact Information below.

m Usual, Customary and Reasonable: Usual, customary and reasonable means a provider’'s charges for services
or supplies essential to the care of an individual to the extent they are:

* the usual fee that the provider of service most frequently charges to the majority of his or her patients for a
similar service or medical procedure.

* the fees that fall within the customary range of fees charged in a locality by most providers of a similar
training and experience for the performance of a similar service or medical procedure.
¢ if unusual circumstances or medical complications require additional time, skill and experience in connection
with a particular service or medical procedure, the reasonable fee charged for the service or medical
procedure.
If you owe charges in excess of the usual, customary and reasonable fee, the excess amount will be your
responsibility.

Benefit Claims and Appeal Procedures for Medical, Dental, Vision, Hearing Aid
Device, and Weekly Disability Benefits Claims

l. Scope

These Benefit Claims and Appeal Procedures for Medical, Dental, Vision, Hearing Aid Device, and Weekly Disability
Benefits (these “Procedures”) apply only to claims for Medical, Dental, Vision, Hearing Aid Device, and Weekly Disability
Benefits under the Hotel Employees Restaurant Employees Health Trust Plan (the “Plan”) and appeals of denials of those
claims.

Il. Contact Information

The Procedures may require you to file claims with the Trust Administration Office, the Utilization Review (UR)
Coordinator or MNHCRXx (claims for prescription drugs). Appeals are filed with the Trust Administration Office. Their
contact information is as follows:

Trust Administration Office:

Telephone (206) 441-7574 or (800) 331-6158

Fax (206) 441-9110

Street Address Hotel Employees Restaurant Employees Health Trust
c/o Welfare and Pension Administration Service, Inc.
2815 Second Avenue, Suite 300
Seattle, Washington 98121

Mailing Address  Hotel Employees Restaurant Employees Health Trust
c/o Welfare and Pension Administration Service, Inc.
P.O. Box 34203
Seattle, WA 98124

UR Coordinator:
Members of HERE Local 8 (Washington) use the UR Coordinator at First Choice Health Network, Inc.:
Telephone Seattle (206) 292-8255

Inside Washington (800) 231-6935
Outside Washington (800) 345-5767

Members of HERE Local 9 (Oregon), use the UR Coordinator at Providence Preferred:

Telephone (800) 793-9338
NMHCRXx
Telephone 1 (800) 880-1188
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lll. Authorized Representative

Your authorized representative may act on your behalf under these Procedures, for example by filing your claim for
benefits or your appeal of a denied claim.

No person (including a treating health care professional) will be recognized as your authorized representative until the
Trust Administration Office receives your written appointment of the authorized representative signed by you. If,
however, the claim involves a request for Urgent Care (defined below), a health care professional, with knowledge of your
medical condition, may act as your authorized representative without your having to complete a written appointment.

Protection of Your Health Information. If you appoint an authorized representative in connection with your claim for
Medical, Dental, Vision or Hearing Aid Benefits, the Plan cannot disclose your protected health information to your
representative unless you provide a written disclosure authorization to the Trust Administration Office., Therefore, you
should complete, sign and return a disclosure authorization form at the same time you provide your appointment of your
authorized representative. You may obtain a disclosure authorization form by calling the Trust Administration Office.

IV. Claims Procedures

A. What is a “claim”?

A claim for benefits is a request for Medical, Dental, Vision, Hearing Aid Device, or Weekly Disability Benefits made in
accordance with the claims procedures described in these Procedures.

B. What is NOT a “claim”?
* Simple or general inquiries about the Plan’s provisions that are unrelated to any specific benefit claim.

* Request for a determination regarding the Plan’s coverage of a treatment or service that your physician has
recommended, but treatment or service has not yet been provided and the treatment or service is for non-urgent care
that does not require prior authorization from the Plan. In this case, you may request a determination from the Trust
Administration Office regarding the Plan’s coverage of the treatment or service. However, any determination from the
Trust Administration Office is not a guarantee of payment because the request is not a claim and, therefore, not
subject to the requirements and timelines described in these Procedures.

* Request for a prescription to be filled under the terms of the Plan is not a claim under these Procedures. If, however,
your request for a prescription to be filled is denied, in whole or in part, you can file a claim and appeal the denial by
following these Procedures.

C. How Claims are Filed
In many cases, your provider or hospital will file a claim on your behalf.
When a provider or hospital does not bill the Trust Administration Office directly, you must submit your own claims on
the Trust’s claim forms. See How to File A Claim_under Weekly Disability Benefits (page 20), Medical Benefits (page 36),

Vision Benefits (page 39), Hearing Aid Device Benefits (page 39), or Dental Benefits (page 44). You may obtain a claim
form from your Local Union, or by calling the Trust Administration Office. See Section | — Contact Information, above.

A request for Medical, Dental, Vision, Hearing Aid Device or Weekly Disability Benefits is considered a “claim” only if all
the information required by its claim form is included.

D. Where to File Claims

Urgent Care Claims and Pre-Service Claims. File Urgent Care Claims and Pre-Service Claims (defined below) by
calling the appropriate UR Coordinator Post-Service Claims and Claims for Weekly Disability Benefits. File claim
forms for Medical, Dental, Vision or Hearing Aid Benefits that have already been provided or for Weekly Disability Benefits
with the Trust Administration Office by mail at its mailing address or by personal delivery at its street address. See
Section | — Contact Information, above.

E. When to File Post-Service Claims or Claims for Weekly Disability Benefits

File Post-Service Claims within 15 months of the date of service. However, if your coverage terminates, submit all claims
within six months of the date of termination. Claims not submitted within this time limit will not be paid

File claims for Weekly Disability Benefits within 15 months of date of disability. However, if your coverage terminates,
submit all claims within 6 months of the date of termination. Claims not submitted within this time limit will not be paid.

F. Medical, Dental, Vision and Hearing Aid Benefits
Claims procedures for Medical, Dental, Vision and Hearing Aid Benefits will vary depending on whether your claim for
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benefits is a Pre-Service, an Urgent Care, a Concurrent Care, or a Post Service Claim. Read each section below
carefully to determine which procedure applies to your request for benefits.

1. Pre-Service Claims
A Pre-Service Claim is a claim for medical care or treatment, which requires approval by the Plan, in whole or in part,
before medical care or treatment is obtained so that you might receive full Plan benefit coverage. Under the Plan,
examples of when to submit a Pre-Service Claim include, but are not limited to:

* A request to the UR Coordinator for preauthorization for admission to a hospital or a surgery that will be performed in a
setting other than your doctor’s office

* A request to the UR Coordinator for authorization of emergency hospital admissions or emergency surgeries
¢ A request to the UR Coordinator for preauthorization of benefits that would not normally be covered under the Plan

If your provider does not file a Pre-Service Claim properly, you and your medical provider will be notified as soon as
possible, but not later than 5 days after receipt of the claim. This notice will advise you of the proper procedures for filing
the claim. Your provider and you will only receive notice of an improperly filed Pre-Service Claim if the claim includes (i)
your name, (ii) your specific medical condition or symptom, and (iii) a specific treatment, service or product for which
approval is requested. Unless the claim is re-filed properly, it will not constitute a “claim.”

For properly filed Pre-Service Claims, you and your medical provider will be notified of a decision within 75 days from the
receipt of the claim, unless additional time is needed to make a decision. If necessary, an extension of up to 15 days may

be required due to matters beyond the control of the Plan. You will be notified of the circumstances requiring an extension

of time and the date a decision may be made available to you.

If an extension is necessary because the Plan requires additional information from you, the extension will specify the
information required. In this case, you or your medical provider will have 45 days from receipt of the notification to submit
the additional information. If that information is not provided within 45 days, your claim will be denied. During the period in
which you are allowed to provide additional information, the normal period for making a decision on the claim will be
suspended. The deadline is suspended from the date of the extension notice either until 45 days have elapsed or the date
you respond to the request, whichever occurs sooner. Once your response is received (within the earlier or 45 days or the
date of your response), the Plan has 15 days to make a decision on a Pre-Service Claim.

2. Urgent Care Claims
An Urgent Care Claim is any claim for medical care or treatment that, if handled within the time period(s) of a Pre-
Service Claim as described above,

* could seriously jeopardize the life or health of the individual or his ability to regain maximum function, or

* in the opinion of the physician with knowledge of the individual’s medical condition, would subject the individual to
severe pain that cannot be adequately managed without the care or treatment requested in the claim. An example of
an Urgent Care Claim might be a request for prior approval of a diagnostic test for appendicitis.

Whether your claim is an Urgent Care Claim is determined by the Plan by applying the judgment of a prudent layperson
possessing an average knowledge of health and medical claims processing. Any claim made by a medical provider, who
has knowledge of your medical condition and determines that it is an Urgent Care Claim will be treated as an Urgent
Care Claim.

If you are requesting pre-certification of an Urgent Care Claim, the response times differ, depending on whether your
request contains sufficient information for making a determination. If the request contains sufficient information, the UR
Coordinator will respond to you and your medical provider with a determination, by telephone, as soon as possible, taking
into account the medical urgency of the patient’s condition, but not later than 72 hours after the UR Coordinator receives
the claim. The determination will be confirmed in writing.

If an Urgent Care Claim is received without sufficient information to determine whether or not benefits are covered or
payable or to what extent benefits are covered or payable, the UR Coordinator will notify you and your medical provider as
soon as possible, but not later than 24 hours after the UR Coordinator receives the claim, of the specific information
necessary to complete the claim. You and/or your physician must provide the specified information within 2 working days. If
the information is not provided within that time, your claim will be denied.

Notice of the decision will be provided no later than 48 hours after the UR Coordinator receives the specified information,
but only if the information is received within the required time frame.
3. Concurrent Claims

A Concurrent Claim is a claim that is reconsidered after an initial approval was made and, after reconsideration, results
in a reduction, termination or extension of a benefit. An example of a Concurrent Claim is an inpatient hospital stay that
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was originally authorized for 5 days and is reviewed after 3 days to determine if the full 5 days is still appropriate. In this
example, a decision to reduce, terminate or extend the inpatient stay is made concurrently with the provision of medical
treatment. Reconsideration of a benefit with respect to a Concurrent Claim that involves the termination or reduction of
an approved benefit (other than by a Plan amendment or termination) will be made by the Trust Administration Office or
the UR Coordinator, depending on which approved the benefit initially, as soon as possible but, in any event, in time to
allow you to appeal the decision before the benefit is reduced or terminated.

Any request by a claimant to extend approved Urgent Care treatment will be acted upon by the UR Coordinator within 24
hours of receipt of the claim, provided the claim is received at least 24 hours prior to the expiration of the approved
treatment. A request to extend approved treatment that does not involve Urgent Care will be decided according to the
timeframes for Pre-Service Claims (by the UR Coordinator) or Post-Service Claims (by the Trust Administration
Office), whichever apply.

4. Post-Service Claims

The following procedure applies to Post-Service Claims, which are all claims for Medical Benefits that are not described
in Sections 1 through 3 above and all claims for Dental, Vision and Hearing Aid Benefits. An example of a Post-Service
Claim is any claim submitted for payment after you have received medical services or treatment.

In most cases, your health care provider will submit a claim on your behalf.

If you need a claim form, you may obtain one from your Local Union, or by calling the Trust Administration Office. See
Section | — Contact Information, above.

Complete and file a claim form as follows:

* Complete all applicable sections of the “Employee statement.” Failure to properly complete the “Employee Statement”
may result in a delay in processing your claim.

* Attach an itemized bill for all charges relating to the claim. If, however, the claim is for Vision, Dental or Hearing Aid
Benefits, you may instead have your vision care provider, dentist or hearing care provide complete and sign the
backside of the form.

e Complete a separate claim form for each patient.

* File the completed claim form and itemized bills with the Trust Administration Office by mail at its mailing address or
by personal delivery at its street address. See Section | — Contact Information, above.

Usually, you will be notified of the decision on your Post-Service Claim within 30 days from the Plan’s receipt of the claim.
This period may be extended one time by the Plan for up to 75 days if the extension is necessary due to matters beyond
the control of the Plan. If an extension is necessary, you will be notified before the end of the initial 30-day period of the
circumstances requiring the extension of time and the date by which the Plan expects to make its decision available.

G. Weekly Disability Benefits

Obtain a time loss form from your Local Union, or by calling the Trust Administration Office. Complete the employee’s
portion of the form completely and sign it. The physician who is treating you for the disabling condition must complete the
doctor portion of the form. Your employer must complete the employer portion of the form. File the form with the Trust
Administration Office by mail at its mailing address or by personal delivery at its street address.

Usually, you will be notified of the decision on your claim for Weekly Disability Benefits within 45 days from the Plan’s
receipt of the claim. This period may be extended one time by the Plan for up to 30 days if the extension is necessary due
to matters beyond the control of the Plan. If an extension is necessary, you will be notified before the end of the initial 45-
day period. The Plan may extend the period for a second time for up to 30 more days if the extension is necessary due to
matters beyond the control of the Plan. If the second extension is necessary, you will be notified before the end of the
initial extension. Any extension notice will:
» describe the special circumstances requiring an extension of time and the date by which the Plan expects to render its
decision; and

» gpecifically explain the standards on which entitlement to a Weekly Disability Benefit is based, the unresolved issues
that prevent a decision on the claim, and the additional information needed to resolve those issues, and shall afford
you at least 45 days from the date you receive the extension notice within which to provide the specified information.

If the period for deciding a your claim for Weekly Disability Benefits is extended due to a your failure to submit
necessary information, the period is tolled (suspended) from the date the extension notice is sent to you until the date you
respond to the request for additional information.
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H. Notice of Decision

If your claim for benefits is denied, in whole or in part, you will be provided with a written notice of denial of the claim (an
“adverse benefit determination”) that will include:

* The specific reason(s) for the determination
e Reference to the specific Plan provision(s) on which the determination is based

* A description of any additional material or information necessary to complete your claim and an explanation of why that
material or information is necessary

* A description of the appeal procedures and applicable time limits

* A statement of your right to bring a civil action under ERISA Section 502(a) following an adverse benefit determination
on review

* If an internal rule, guideline, protocol or other similar criterion was relied upon in deciding your claim — either a copy of
the rule, guideline, protocol or criterion or a statement that it is available, upon request, at no charge

* |f the adverse benefit determination was made because the treatment or service was not medically necessary or
experimental or investigational, or other similar exclusion, you will receive an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Plan to your claim, or a statement that it is available upon
request at no charge.

e |f the adverse benefit determination is based on medical necessity, or because the treatment is experimental or
investigational, or other similar exclusion or limit — an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statement that it is available free of
charge upon request.

* Inthe case of an Urgent Care Claim, the notice will describe the expedited review process that applies to Urgent
Care Claims. For Urgent Care Claims, the required determination may be provided orally, followed with a written
notification.

For Urgent Care Claims, you will receive notice of the determination even when the claim is approved.

V. Appeal of a Denied Claim

A. What Your Request for Review Must Contain
If your claim is denied, in whole or in part, or if you disagree with the decision made on your claim, you may appeal the
denial by filing a request a review. Your request for review must:

* be made in writing (unless the request is for review of an Urgent Care Claim);
» state the reason(s) for disputing the denial (adverse benefit determination);

* include any pertinent material not already furnished to the Plan; and

* submitted within 7180 days from the date you receive the notice of denial.

If you fail to file a request for review that meets all of the above, you waive your right to appeal the denial (adverse benefit
determination) of your claim.

B. Where to File Your Request for Review

To appeal an adverse benefit determination of any claim, file your request for review with the Board of Trustees in care of

the Trust Administration Office by mail to the Trust Administration Office’s mailing address or by personal delivery at

its street address. See Section | — Contact Information, above. If you are appealing an adverse benefit determination on
an Urgent Care Claim, call the Trust Administration Office to file your claim with the Board of Trustees.

C. Appeal Process

You have the right to review documents relevant to your claim. A document, record or other information is relevant if it was
relied upon by the Plan in making the initial decision to deny your claim; it was submitted, considered, or generated
(regardless of whether it was relied upon); it demonstrates compliance with the Plan’s administrative processes for
providing consistent decision making; or it constitutes a statement of plan policy regarding the denied treatment or service.

Upon request, you will be provided with the identification of medical or vocational experts, if any, who gave advice to the
Plan on your claim, without regard to whether the advice of those experts was relied upon in deciding your claim.

A different person will review your appeal from the one who originally denied your claim. The reviewer will not give
deference to the initial adverse benefit determination. The decision on appeal will be made on the basis of the record,
including any additional documents and comments you submit.
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If your claim was initially denied on the basis of a medical judgment (such as a determination that the treatment or service
was not medically necessary, or was investigational or experimental), a health care professional with appropriate training
and experience in a relevant field of medicine will be consulted.

D. Who Decides the Appeal
The Board of Trustees will decide your appeal of a denial of a claim.

For purposes of these Procedures, the “Board of Trustees” means the Board of Trustees of the Hotel Employees
Restaurant Employees Health Trust, and any committee of members of the Board of Trustees to whom the Board of
Trustees, under the governing provisions of the Plan or the Hotel Employees Restaurant Employees Health Trust
Agreement and Declaration of Trust, has allocated the Board of Trustees responsibilities under these Procedures.

E. Timing of Notice of Decision on Review

Pre-Service Claim: The Board of Trustees will mail you a notice of its decision on review within a reasonable period of
time appropriate to the medical circumstances, but not later than 30 days after receiving your request for review.

Urgent Care Claim: The Board of Trustees will notify you of its decision on review as soon as possible, taking into
account the medical exigencies, but not later than 72 hours after it receives your request for review. The Board of Trustees
may provide oral notice, but must provide written notice not later than 3 days after the oral notice.

Post-Service Claim: The Board of Trustees will mail you a notice of its decision on review within a reasonable period but
no later than 60 days after it receives your request for review.

Claim for Weekly Disability Benefits: The Board of Trustees will mail you a notice of its decision on review within a
reasonable period but no later than 60 days after it receives your request for review.

F. Notice of Decision on Review
The decision on any review of your claim will be provided to you in writing. The notice of a denial of your claim on review
(adverse benefit determination) will include:

¢ The specific reason(s) for the adverse benefit determination
* Reference to the specific Plan provision(s) on which the benefit determination is based

* A statement that you are entitled to receive, upon request and free of charge, reasonable access to and copies of all
documents relevant to your claim

* A statement of your right to bring a civil action under ERISA section 502(a) following an adverse benefit determination
on review

* If an internal rule, guideline, protocol or other similar criterion was relied upon by the Plan — either a copy of the rule,
guideline, protocol or criterion or a statement that it is available, upon request, at no charge

* |f the determination is based on medical necessity, or because the treatment is experimental or investigational, or other
similar exclusion or limit — an explanation of the scientific or clinical judgment for the determination, applying the terms
of the Plan to your medical circumstances, or a statement that it is available free of charge upon request. The denial of
a claim to which you have waived the right to request review (that is, you have failed to file your request for review
within the required time limit), or the Board of Trustees’ denial of your claim on review, is final and binding upon all
parties, including you, subject only to any civil action you may bring under ERISA.

G. Voluntary Appeal

1. Right to Voluntary Appeal

If the Decision on Review denies your claim, in whole or in part, or if you disagree with the Decision on Review you may —
but are not required to — pursue a further, voluntary appeal of the Decision on Review. If you elect to pursue your claim in
court rather than through a voluntary appeal, the Plan will not assert a failure to exhaust administrative remedies. Any
statute of limitations applicable to pursuing your claim in court will be tolled during the period of the voluntary appeal
process. Your decision whether or not to file a voluntary appeal will have no effect on your rights to any other benefits
under the Plan. No fees or costs are imposed on you as part of the voluntary appeal process. At your request, the Plan
will provide you sufficient information relating to the voluntary appeal to enable you to make an informed judgment about
whether to submit a voluntary appeal. Your authorized representative may act on your behalf. See Section IlI.

2. What Your Voluntary Appeal Must Contain
Your voluntary appeal must:
* be made in writing;
» state the reason(s) for disputing the Decision on Review;
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* include any pertinent material not already furnished to the Plan; and
e be submitted within 30 days from the date you receive the Notice of Decision on Review.

If you fail to file an appeal that meets all of the above, you waive your right to a voluntary appeal.

3. Voluntary Appeal Procedure

File your voluntary appeal with the Board of Trustees in care of the Trust Administration Office by mail at Trust
Administration Office’s mailing address or by personal delivery at its street address. See Section | — Contact
Information, above.

The Board of Trustees will decide your voluntary appeal. The decision will be made on the basis of the record, including
any additional documents and comments you submit.

The Board of Trustees will mail you a notice of its decision on your voluntary appeal not later than 120 days after receiving
your voluntary appeal.

VI. Limit on When You May Begin a Lawsuit (Civil Action)
You may not begin a lawsuit to obtain benefits until after the following events have occurred:

* You requested a review of the denial of your claim under Section V. Appeal of a Denied Claim and the Board has
reached and issued its Notice of Decision on Review under Section V.F; or

* You requested a review under Section V. Appeal of a Denied Claim, but have not received Notice of Decision on
Review under Section V.F. within the time frames described in Section V.E..

Benefit Claims and Appeal Procedures for Life Insurance Benefit, Waiver of Life
Insurance Premium and Accidental Death and Dismemberment Benefit Claims

Note: for purposes of Benefit Claims and Appeal Procedures for Life Insurance Benefit, Waiver of Life Insurance
Premium and Accidental Death and Dismemberment Benefit Claims, “we” and “us” refer to LifeWise Assurance Company.

Life Insurance and AD&D Benefits

Claim for Benefits:

If you or your designated beneficiary would like to present a claim for benefits for yourself or your insured dependents, you
should obtain a claim form(s) from the Trust Administration Office your Local Union Office or the insurance carrier. The
applicable section of such form(s) should be completed by (1) you or the designated beneficiary and (2) your employer or

the Trust Administration Office.

Following completion, the claim form(s) and all additional documentation (including a death certificate for Life Insurance
Benefits or for the life insurance benefit under the AD&D Benefit) must be filed with the Trust Administration Office, so it
may verify your or your dependents’ eligibility for benefits. It will then forward the claim form(s) to the insurance carrier.
The individual authorized to process and pay the claims will compute benefits due, and will issue draft(s) in settlement.
Drafts will be made payable to you or your beneficiary, unless you have assigned your benefits to another party.

A decision will be made by us no more than 90 days after receipt of due proof of loss. The time for decision may be
extended for up to 90 days provided that, prior to the extension period, we notify you in writing that an extension is
necessary due to matters beyond the control of the Plan, we identify those matters and give the date by which we expect
to render our decision. If your claim is extended due to your failure to submit information necessary to decide your claim,
the time for decision shall be tolled from the date on which the notification of the extension is sent to you until the date we
receive your response to our request.

Our written decision will include:
e specific reasons for the decision,
* specific references to the plan provisions on which the decision is based,

* adescription of any additional material or information necessary for you to perfect the claim and an explanation of why
such material or information is necessary,

* adescription of the review procedures and time limits applicable to such procedures, and

* a statement that you have the right to bring a civil action under section 502(a) of ERISA after you appeal our decision
and after you receive a written denial on appeal.
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If a claim for benefits is wholly or partially denied, notice of the decision shall be furnished to you. This written decision
will:

* give the specific reason or reasons for denial;

* make specific reference to policy provisions on which the denial is based,;

e provide a description of any additional information necessary to prepare the claim and an explanation of why it is
necessary; and

* provide an explanation of the review procedure.

Appealing Denial of Claim
On any denied claim you or your representative may appeal to us for a full and fair review by filing a timely request for
review. You:
* must request a review upon written application within 60 days of receipt of claim denial;
* may request, free of charge, copies of all documents, records, and other information relevant to your claim; and
* may submit written comments, documents, records and other information relating to your claim.
If you do not appeal a claim denial, you lose your right to bring a civil action under ERISA section 502(a).

A decision will be made by us no more than 60 days after receipt of the request for review, except in special
circumstances (such as the need to hold a hearing), but in no case more than 120 days after the request for review is
received. The written decision will include specific reasons for the decision and specific references to the plan provisions
on which the decision is based.

You have the right to bring a civil action under section 502(a) of ERISA only after on of the following events occur:
* your appeal is denied, and you have received a written denial on appeal; or
e your appeal is not decided within the timeframes above.

Claim Procedures for Waiver of Life Insurance Premium Claims

Claim for Benefits:

If you would like to present a claim for waiver of premium for Life Insurance benefits, you should obtain a Waiver of
Premium claim form from the Trust Administration Office, your Local Union Office or LifeWise Assurance Company.
The applicable section of such form(s) should be completed by (1) you; (2) your employer or the Trust Administration
Office, if applicable; and (3) the attending physician or hospital.

Following completion, file the claim form with the Trust Administration Office, so it may verify your eligibility. It will
forward the claim form to the insurance carrier. The individual authorized to evaluate claims will determine if premiums
should be waived and, if so, issue approval of waiver of premium to you.

We will make a decision no more than 45 days after we receive your claim. The time for decision may be extended for two
additional 30-day periods provided that, prior to any extension period, we notify you in writing that an extension is
necessary due to matters beyond the control of the Plan, we identify those matters and give the date by which we expect
to render our decision. If your claim is extended due to your failure to submit information necessary to decide your claim,
the time for decision shall be tolled from the date on which the notification of the extension is sent to you until the date we
receive your response to our request.

¢ The written decision will include:
m specific reasons for the decision,
m specific references to the Plan provisions on which the decision is based,

m a description of any additional material or information necessary for you to perfect the claim and an explanation of
why such material or information is necessary,

a description of the review procedures and time limits applicable to such procedures,

a statement that you have the right to bring a civil action under section 502(a) of ERISA after you appeal our

decision and after you receive a written denial on appeal, and,

(A) if an internal rule, guideline, protocol, or other similar criterion was relied upon in making the denial, either (i)
the specific rule, guideline, protocol or other similar criterion, or (ii) a statement that such a rule, guideline,
protocol or other similar criterion was relied upon in making the denial and that a copy will be provided free of
charge to you upon request, or

(B) if denial is based on medical judgment, either (i) an explanation of the scientific or clinical judgment for the

58



determination, applying the terms of the plan to your medical circumstances, or (ii) a statement that such
explanation will be provided to you free of charge upon request.

Appealing Denial of Claim:

On any wholly or partially denied claim, you or your representative may appeal to us for a full and fair review by filing a
timely request for review. You:

* must request a review upon written application within 180 days of the claim denial;

* may request, free of charge, copies of all documents, records, and other information relevant to your claim; and

* may submit written comments, documents, records and other information relating to your claim.

If you do not appeal a claim denial, you lose your right to bring a civil action under ERISA section 502(a).

We will make a decision no more than 45 days after we receive your appeal. The time for decision may be extended for
one additional 45-day period provided that, prior to the extension, we notify you in writing that an extension is necessary
due to special circumstances, identify those circumstances and give the date by which we expect to render our decision. If
your claim is extended due to your failure to submit information necessary to decide your claim on appeal, the time for
decision shall be tolled from the date on which the notification of the extension is sent to you until the date we receive your
response to the request. The written decision will include specific references to the plan provisions on which the decision
is based and any other notice(s), statement(s) or information required by applicable law.

You have the right to bring a civil action under section 502(a) of ERISA only after on of the following events occur:

* your appeal is denied, and you have received a written denial on appeal; or

e your appeal is not decided within the timeframes above.

General Plan Provisions

Trustees May Advance Medical or Dental Benefits When Injury or lliness may be the
Responsibility of a Third Party

Definitions

For purposes of this section, Trustees May Advance Medical or Dental Benefits When Injury or lliness May be the
Responsibility of a Third Party, the following terms are defined:

¢ “Amount Advanced’ means the full amount of Medical or Dental benefits that the Trustees advance on your or your
dependent’s behalf for supplies or services for a Covered Injury or lliness.

* “Covered Injury or lliness” means an injury or iliness to or of you or your dependent that, in the judgment of the
Trustees, is or appears to be the responsibility of one or more persons and for which payment is or may be made by a
third party (including, but not limited to, automobile, liability, uninsured or underinsured motorist, business or
commercial liability, homeowners’ liability, and umbrella liability insurance, and medical payments for PIP coverage,
regardless who maintains the insurance or coverage).

* “Recovery” means any recovery by you or your dependent or on behalf of you or your dependent related to your, his or
her Covered Injury or lliness regardless of the source of the recovery and regardless how you, your dependent or any
other party characterizes the recovery or source of recovery.

Trustees May Advance Benefits

The Plan excludes Medical and Dental benefits for supplies or services for any Covered Injury or lliness. See Medical
Benefits — Benefits — Limitations and Exclusions at page 33 and Dental Benefits — Schedule of Dental Benefits —
Exclusions at page 43. The Trustees, in their discretion, may advance Medical or Dental benefits on your or your
dependent’s behalf for supplies or services for a Covered Injury or lliness pending the resolution of your or your
dependent’s claims against third parties in connection with a Covered Injury or lliness, on the terms and subject to the
conditions in this section Trustees May Advance Medical or Dental Benefits When Injury or lliness may be the
Responsibility of a Third Party.

Trustees’ Rights to Request Agreement, Instruments and Actions

If the Trustees request, you and your dependent must:

* sign and deliver to the Trustees a legally enforceable agreement affirming the Trustees’ rights and your and your
dependent’s obligations under this section Trustees May Advance Medical or Dental Benefits When Injury or lliness
may be the Responsibility of a Third Party, including, but not limited to, the Trustees’ rights of reimbursement and
subrogation (the “Reimbursement and Subrogation Agreement”); and
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* sign and deliver to the Trustees all other instruments and take any other actions the Trustees’ deem necessary or
appropriate to secure their rights.

If the Trustees make such a request, you and your dependent must satisfy the request before they will advance any
benefits or additional benefits on an existing matter.

Until the Trustees receive the fully signed Reimbursement and Subrogation Agreement, you or your dependent’s claims for
supplies or services for a Covered Injury or lliness will not be considered filed and the Trustees will not advance benefits.
A claim will be untimely and will not be paid if the period for filing claims passes before the Trustees receive your
Reimbursement and Subrogation Agreement. See Medical Benefits — How to File a Claim for Benefits at page 36 and
Dental Benefits — How to File a Claim for Benefits at page 44.

Trustees’Lien

The Trustees have a lien on any Recovery you, your dependent or your, his or her representative (including an attorney)
receive to secure payment of the Advanced Amount to the Trustees, and you, your dependent or representative is deemed
to hold any Recovery in trust for the benefit of the Trustees until the Advanced Amount is paid to the Trustees.

Trustees’ Right to Require Payments into Trust Account

At the request of the Trustees, the Recovery up to the Advanced Amount shall be paid into a trust account and held there
until the Trustees’ claim is resolved by mutual agreement or court order. The individual or entity that will hold the funds in
trust must be identified to the Trustees. The obligation to place the Advanced Amount in trust is independent of the
obligation to reimburse the Trustees. If the Recovery up to the Advanced Amount is not placed in trust, you or your
dependent and your or your dependent’s representative shall be personally liable for any loss the Trust suffers as a result.
If there are multiple parties or Recoveries, payments will be made from each successive Recovery until the Advance
Amount has been paid in the trust.

Trustees’ Right to Subrogation

Trustees have the right to subrogate themselves for the Amount Advanced to the extent of any and all:

e payments made or to be made by the person or persons whom the Trustees consider responsible for the Covered
Injury or lliness, or their insurers (whether pursuant to a judgment, settlement or otherwise) — regardless whether the
payment is designated as payment for damages including, but not limited, to pain and/or suffering, loss of income,
medical benefits or any other specified damages;

* payments made or to be made under any auto or recreational vehicle insurance, including, but not limited to,
uninsured/underinsured motorist coverage, in connection with or relating to the Covered Injury or lliness; or

* payments made or to be made under any business or homeowners medical liability insurance in connection with or
relating to the Covered Injury or lliness; or

* attorney fees paid or to be paid in connection with any claim, demand, lawsuit or other proceeding by your or your
dependent against any third party in connection with or relating to the Covered Injury or lliness.

Under their right of subrogation the Trustees may use your right (or your dependent’s right) to recover money from a third
party. Thus, among other things, the Trustees have the right:

* to commence an action against a third party in your name to effect the Trustees’ right of subrogation; and

e tojoin as a party in any action (including a lawsuit, an arbitration or other means of dispute resolution) against a third
party that you or your dependent commences.
Trustees’ Right to Reduce or Deny Medical or Dental Benefits

The Trustees have the right to reduce or deny Medical or Dental benefits they otherwise would pay or provide under the
Plan to the extent of any and all:

* payments made, to be made or that should be made by any person or persons whom the Trustees consider
responsible for the Covered Injury or lliness, or their insurers (whether pursuant to a judgment, settlement or
otherwise) — regardless whether the payment is designated as payment for damages including, but not limited, to pain
and/or suffering, loss of income, medical benefits or any other specified damages;

* payments made, to be made or that should be made under any auto or recreational vehicle insurance, including, but not
limited to, uninsured/underinsured motorist coverage, in connection with or relating to the Covered Injury or lliness; or

* payments made, to be made or that should be made under any business or homeowners medical liability insurance in
connection with or relating to the Covered Injury or lliness; or

* attorney fees paid, to be paid or that should be paid in connection with any claim, demand, lawsuit or other proceeding
by your or your dependent against any third party in connection with or relating to the Covered Injury or lliness.
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The Medical or Dental benefits the Trustees have a right to reduce or deny are not limited to the Medical or Dental benefits
with respect to an injury or illness for which a person is responsible. The Trustees have the right to reduce or deny
benefits until the amount of benefits they would otherwise pay or provide under the Plan exceeds the Amount Advanced.

Trustees’ Right to be Reimbursed for or Recover Amount Advanced

You must reimburse the Trustees for, and the Trustees have the right to recover, the Amount Advanced to the extent of any
and all:

e payments made by any person or persons whom the Trustees consider responsible for the Covered Injury or lliness, or
their insurers (whether pursuant to a judgment, settlement or otherwise) — regardless whether the payment is
designated as payment for damages including, but not limited, to pain and/or suffering, loss of income, medical
benefits or any other specified damages;

* payments made under any auto or recreational vehicle insurance, including, but not limited to, uninsured/underinsured
motorist coverage, in connection with or relating to the Covered Injury or lliness; or

e payments made under any business or homeowners medical liability insurance in connection with or relating to the
Covered Injury or lliness; or

* attorney fees paid in connection with any claim, demand, lawsuit or other proceeding by your or your dependent
against any third party in connection with or relating to the Covered Injury or lliness.

Your and Your Dependent’s Obligations

You and your dependent must cooperate with the Trustees in protecting and enforcing their rights under this section
Trustees May Advance Benefits When Injury or lliness may be the Responsibility of a Third Party and do nothing to impair
those rights.

If you or your dependent make or file a claim, demand, lawsuit or other proceeding against any third party in connection
with or relating to an illness or injury of or to you or your dependent with respect to which the Trustees have advanced
Medical or Dental benefits under this section Trustees May Advance Medical or Dental Benefits When Injury or lliness
may be the Responsibility of a Third Party, you or your dependent must (1) as part of such claim, demand, lawsuit or other
proceeding, and on behalf of the Trustees, seek payment or reimbursement for the Amount Advanced, and (2) promptly
notify the Trustees in writing (A) of the claim, demand, lawsuit or other proceeding, when made or filed; (B) of any
settlement you, he or she intends to make of the claim, demand, lawsuit or other proceeding, before you make the
settlement; (C) of any request or motion for any judgment or award against a third party, when you make the request or
motion; and (D) of any judgment or award against a third party or payment by or on behalf of a third party, when the
judgment, award or payment is entered or made.

You or your dependent must promptly notify the Trustees of the existence of any right to indemnification with respect to
any injury or iliness to you or your dependent, when you or your dependent first knows of that right.

You or your dependent must pay your, his or her attorney’s fees. The Trustees do not pay for and are not responsible for
your or your dependent’s attorney’s fees. Your or your dependent’s attorney’s fees do not reduce the amounts that the
Trustees may recover, be reimbursed for or by which the Trustees may reduce or deny benefits they would otherwise pay
or provide.

Overpayment of Benefits

You must reimburse the Trustees for, and the Trustees have the right to recover from you, your dependent or any other
person, the amount of any overpayment of any type of benefit paid to or on behalf of you or your dependents. The
Trustees also have the right to reduce or deny benefits they otherwise would pay or provide under the Plan to the extent of
any overpayment of benefits.

Coordination of Benefits

Benefits subject to this provision. All of the Medical, Dental, Vision and Hearing Aid Device Benefits of this Plan are
subject to this Coordination of Benefits section.

Definition of terms. Whenever used in this Coordination of Benefits section, the following terms shall be defined as
specified:

m Allowable expense means the allowed amount for any necessary medical, dental, vision and hearing aid device
service or supply when the service or supply is covered at least in part under any of the plans involved. When a
plan provides benefits in the form of services or supplies rather than cash payments, the reasonable cash value of
each service rendered or supply provided shall be considered as an allowable expense. The difference between
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the cost of a private hospital room and the cost of a semiprivate hospital room is not considered an allowable
expense under the above definition unless the covered person’s stay in a private hospital room is considered
medically necessary under a least one of the plans involved.

Claim determination period means calendar year.

Plan means:

& any plan established or maintained by one or more employers, one or more labor organizations, or jointly by one
or more employers and one or more labor organizations that provides medical, surgical, hospital, dental, optical,
prescription drug, or audio benefits, or hospital indemnity benefit of over $200 per day, or similar benefits; or

¢ any group or individual insurance policy, contract, or plan that provides medical, surgical, hospital, dental,
optical, prescription drug, audio, or blanket disability benefits, or a hospital indemnity benefit of over $200 per
day, or a similar policy, contract, or plan provided through an insurer, a health care service contractor, or a
health maintenance organization;

Each of the plans under which a person is covered, and each of the benefits within the plan shall be considered

separately in administering this coordination of benefits provision. The term “plan” does not include accident-only

coverage for preschool, grammar school, high school, or college students, including athletic injuries, either on a 24-

hour basis or a “to and from school” basis.

General Provisions

Benefits will be provided under this Plan to the extent that you or your dependent could not have received benefits for the
same services under any other plan had claim been made. If the other plan has a coordination of benefits provision and if
the benefits provided under this Plan and all other plans under which you or your dependent (“the person” for purposes of
this Coordination of Benefits section) is covered would exceed the allowable expenses for the claim being processed, then
this Coordination of Benefits section will apply. This means that the benefits of this Plan and all other plans under which
the person is covered will be reduced so that the sum of the benefits of all plans shall not exceed the total allowable
expenses for that claim. The benefits of the other plan include all benefits that would have been payable had claim been
duly made under that plan. When this provision operates to reduce the total amount of benefits otherwise payable for a
person covered under this Plan during any claim determination period, such benefit that would be payable in the absence
of this Coordination of Benefits section shall be reduced proportionately, and the amount reduced will be applied toward
any allowable expenses incurred during the claim determination period.

Which plan pays first. The primary plan pays benefits first. The secondary plan pays benefits second (after the primary
plan has paid). If the other plan does not have a coordination of benefits (COB) provision, that plan is the primary plan.
Note: If a Medical Benefit would be payable under this Plan for repair or accidental injury (trauma) to natural teeth under
Medical Benefits — Benefits — Repair of Teeth at page 29 this Plan is always secondary to any dental plan you have.

If the other plan contains a COB provision, the primary plan is determined in the following order:

m The plan that covers the person as an active employee or as a subscriber (for example, the subscriber under an
individual policy of health insurance).

m If the person is a dependent child whose parents are married to each other and not legally separated, the plan of
the parent whose birthday (month and day) occurs earlier in the calendar year. Exception: If the parents have the
same birthday, the plan of the older parent is the primary plan.

m [f the person is a dependent child whose parents are married to each other, but are legally separated:

¢ |If a court decree establishes financial responsibility for the health care of the child, the plan that covers the child
as the dependent of the parent with the financial responsibility.

¢ The plan of the parent whose birthday (month and day) occurs earlier in the calendar year. Exception: If the
parents have the same birthday, the plan of the older parent is the primary plan.

m [f the person is a dependent child whose parents are (a) divorced from each other or (b) are not and have never
been married to each other:

¢ If a court decree establishes financial responsibility for the health care of the child, the plan that covers the child
as the dependent of the parent with the financial responsibility.

¢ |If the parent with custody is not married, the plan of the parent with custody.
¢ |If the parent with custody is married, then:

> The plan of the parent with custody.

> The plan of the spouse of the parent with custody.
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> The plan of the parent without custody.
> The plan of the spouse of the parent without custody.

m If (@) one plan covers the person as an active employee or subscriber or as his or her dependent and (b) the other
plan covers the person as a former, retired or laid-off employee or his or her dependent, the plan covering the
person as an active employee, subscriber or his or her dependent is the primary plan.

m The plan that has covered the person for the longer period of time.

Limitation on Payments. In no event shall the covered person recover under this Plan and all other plans combined
more than the total allowable actual expenses of benefits offered by this Plan and the other plans. Nothing contained in
this section shall entitle the person to benefits in excess of the total maximum benefits of this Plan during the claim
determination period. The person shall refund to the Trustees any excess they may have paid.

Payments to Other Plans. If a payment that should have been made under this Plan was made by another plan, the
Trustees have the right, exercisable alone and in their sole discretion, to pay to the other plan any amount the Trustees
determine is necessary to satisfy the provision of this Coordination of Benefits section. Any amount paid shall be
considered benefits under this Plan, and, to the extent of such payments, the Trustees shall be fully discharged from
liability.

Right of Recovery. Whenever payments have been made by the Trustees in excess of the maximum amount of payment
necessary to satisfy the provisions of this Coordination of Benefits section, the Trustees shall have the right to recover
such excess payments from you, the covered person, the provider, and the other plan.

Many people subscribe to more than one group or individual health care plan in order to protect themselves against the
high costs of medical care. To keep the cost of your health care benefits as low as possible, the Plan will coordinate
benefit payments with your other group or individual health care plans so that you will receive up to, but not more than the
allowed amount for covered benefits. This prevents people from collecting more than the actual cost of services, which
can substantially increase rates.|If you or your dependents are covered under another group or individual plan, it is your
responsibility to make sure that identical, itemized bills are submitted to the Trust Administration Office and to the other
plan at the same time.

Authority to Interpret and Apply Plan and to Determine Eligibility

Except as provided in the following paragraph, the Board of Trustees has the full and exclusive authority, in its discretion,
to interpret and apply the Plan, this Plan Booklet and all other Plan documents, to determine eligibility for coverage under
the Plan (i.e., eligibility for coverage under Eligibility Rule A or Eligibility Rule B), to determine eligibility for Medical, Dental,
Vision or Hearing Aid Benefits, and to make all factual determinations concerning eligibility for coverage under the Plan or
for those Benefits.

The Life Insurance Benefits and Accidental Death and Dismemberment Benefits of this Plan are insured by LifeWise
Assurance Company pursuant to insurance contracts with the Board of Trustees. LifeWise Assurance Company has the
full and exclusive authority to interpret and apply those insurance contracts, the Life Insurance Benefits and Accidental
Death and Dismemberment Benefits of this Plan Booklet and to determine eligibility for Life Insurance Benefits and
Accidental Death and Dismemberment Benefits.

ERISA Disclosures

Name of Plan
Hotel Employees Restaurant Employees Health Trust Plan

Name, Address, and Telephone Number of Plan Administrator and Plan Sponsor

This Plan is sponsored and administered by a joint labor-management Board of Trustees. The name, address, and
telephone number is:
Board of Trustees
Hotel Employees Restaurant Employees Health Trust
2815 Second Avenue, Suite 300
P.O. Box 34355
Seattle, WA 98124-1355
(206) 441-7574
(800) 331-6158
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Information as to whether a particular employer or employee organization participates in the Plan, and if so, such
employer or employee organization’s address, may be obtained by participants upon written request to the Board of
Trustees. The. Board of Trustees may impose a reasonable charge to cover the cost of providing this information.
Participants and beneficiaries may wish to inquire as to the amount of the charges, before requesting information.

Source of Contributions

This Plan is funded through employer contributions, the amount of which is specified in the underlying collective
bargaining agreements (between participating employers and labor organizations), and special agreements (between
employers, and the, Board of Trustees for non-collectively bargained employees). Self-payments are permitted under
certain circumstances (and, in certain circumstances, are required to maintain specified benefits and benefit maximum).

Employer Identification Number (EIN)

91-0590441

Plan Number
501

Plan Year

The financial records of the Plan are kept on a Plan Year basis ending on each May 31.

Name and Address of Trustees

Employer Trustees

Michael Bashaw (Chairman)
Paramount Hotels, LLC

Plaza 600 Building

600 Stewart Street, Suite 601
Seattle, WA 98101

Jill Ridlehoover
The Westin Hotel
1900 5th Avenue
Seattle, WA 98101

Lee Kaufman
Doubletree Hotel

18740 Pacific Highway S
Seattle, WA 98188

Howard Cohen

Best Western Executive Inn
200 Taylor Avenue N.
Seattle, WA 98109

John Taffin

WestCoast Hotels

201 W North River Drive, Suite 100
Spokane, WA 99201

Brad Hutton

Hilton Portland Executive Towers
921 SW 6th Avenue

Portland, OR 97204
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Labor Trustees

Richard F. Sawyer (Secretary)
H.E.R.E. Local #8

2800 1st Avenue, Suite 3
Seattle, WA 98121

Erik VanRossum

H.E.R.E. Local No. 8

1322 S. Fawcett, Room #20
Tacoma, WA 98402

Jeff Richardson
H.E.R.E. Local No. 9
1125 S.E. Madison, #209
P.O. Box 14629

Portland, OR 97293

Elizabeth Freeman
H.E.R.E. Local #8

2800 1st Avenue, Suite 3
Seattle, WA 98121

Omar Perestrejo
H.E.R.E. Local #8
2800 1st Avenue, Suite 3
Seattle, WA 98121

Enrique Fernandez
H.E.R.E. Local #19

1415 Koll Circle Suite 105
San Jose, CA 95112



Name and Address of Agent for Service of Legal Process
The agent for service of legal process is:

Board of Trustees

Hotel Employees Restaurant Employees Health Trust
2815 Second Avenue, Suite 300

Seattle, WA 98121

Service of legal process may also be made upon any one of the Trustees or the Board of Trustees as plan administrator.

Type of Plan

Plan may be described as a welfare benefit plan that provides medical, prescription drug, dental vision, hearing, disability,
death and accidental death and dismemberment benefits.

Type of Administration

This Plan is administered by the Board of Trustees, with the assistance of Welfare and Pension Administration Service,
Inc., a contract administration organization.

Collective Bargaining Agreements

This Plan is maintained pursuant to collective bargaining agreement. Copies of such agreements may be obtained by
participants upon written request to the Board of Trustees. Such agreements are also available for examination at the
Trust Administration Office upon ten (10) days advance written request. The Board of Trustees may impose a
reasonable charge to cover the cost of furnishing the agreements. Participants and beneficiaries may wish to inquire as to
the amount of the charges before requesting copies.

Participation, Eligibility and Benefits

The eligibility rules that determine which employees and beneficiaries are entitled to benefits are set forth on pages 5 to
11. The benefits to which eligible employees and beneficiaries are entitled are found on pages 19 through 48.

Circumstances Which May Result in Ineligibility or Denial of Benefits
The circumstances that may result in disqualification, ineligibility, denial, or loss of benefits.
Once covered, a person may become ineligible, for example, as a result of one or more of the following circumstances:

* The employee’s failure to work the required hours to maintain eligibility, or failure to make a required employee
contribution.

* The failure of the employee’s employer to report the hours and pay contributions on his or her behalf to the Trust Fund.

* In the case of beneficiaries who are dependents of an eligible employee, they may become ineligible when they no
longer dependents as defined in the Plan. See page 7. Eligibility and Enrollment — Benefits For Employees Who
Work Required Hours Under Eligibility Rule A — Eligibility for Your Dependents page 6.

* If the employee or dependent has elected or is receiving continuation of group health plan coverage (“COBRA
coverage”), COBRA coverage terminates at the end of the maximum coverage period, or upon the occurrence of an
event requiring earlier termination. See Eligibility and Enrollment — Continuation of Benefits under COBRA at pages
12 to 19.

A person who is eligible may nonetheless be denied benefits as a result, for example, of one or more of the following
circumstances:

* The failure of the employee or beneficiary to file a claim for benefits within 90 days of the date he or she incurred the
expense for which benefits are payable;

* The failure to file a complete and truthful benefit application;

e The person fails to cooperate with the Trustees to protect and secure its first and third party payments. See General
Plan Provisions — Trustees May Advance Medical or Dental Benefits When Injury or lliness may be the Responsibility
of a Third Party page 59.

*  Where the employee or beneficiary has other group insurance coverage, it is possible that benefits payable under this
Plan may be reduced or denied due to “coordination of benefits” between the two plans because other insurance is
available. See Coordination of Benefits at page 61.
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* |f the employee or dependent ceases to be covered by this Plan but is entitled to elect continuation of group health
plan coverage (“COBRA coverage”), he or she fails properly to elect COBRA coverage within the applicable 60-day
election period. See Eligibility and Enrollment — Continuation of Benefits under COBRA at page 12.

Amendment of Trust Agreement and Plan

As provided in the Trust Agreement, the Board of Trustees has the authority to make amendments to the Trust Agreement
and Plan, including amendments that affect the eligibility rules and the amount and nature of benefits. Amendments may
be made on a prospective or retroactive basis.

Termination of Trust and Plan

As provided under the Trust Agreement, the Board of Trustees may terminate the Trust and Plan at any time. As provided
in the Trust Agreement, the Trust and Plan also terminate automatically when all collective bargaining agreements and
special agreements requiring payment of contributions to the Trust have expired, have been terminated, and negotiations
for extension thereof have ceased. For purposes of these termination rules, a collective bargaining agreement or special
agreement covering employees involved in a strike or lockout shall not be deemed to have expired until the strike or
lockout has continued for more than six months.

If the Trust and Plan terminate, the Board of Trustees will apply the assets remaining in the Trust to pay, or provide for
payment, of any and all obligations of the Trust, and will apply any remaining assets in the Trust for the continuation of the
benefits provided under the Plan until the assets have been exhausted.

Contributions Held in Trust

The employer contributions and employee self-payments are received and held in trust by the Board of Trustees. The
Board of Trustees pays Weekly Disability Benefits, Medical Benefits, Vision Benefits, Hearing Aid Benefits and Dental
Benefits from the Trust.

Death Benefits and Accidental Death and Dismemberment Benefits are paid by LifeWise Assurance Company and
guaranteed and under a contract or contracts of insurance issued by LifeWise Assurance Company.

The address for LifeWise Assurance Company is:

LifeWise Assurance Company
P.O. Box 2272
Seattle, WA 98111-2272

Procedures Governing Claims for Benefits

See How to File a Claim for Benefits under Weekly Disability Benefits (page 20), Medical Benefits (page 36), Vision
Benefits (page 39), Hearing Aid Device Benefits (page 39) Dental Benefits (page 44), Life Insurance Benefits (page 45)
and Accidental Death and Dismemberment Benefits (page 48). See Benefit Claims and Appeal Procedures at page 51.

Your Rights Under ERISA

As a participant in this Plan, you are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA states all Plan beneficiaries are entitled to:

Receive Information About Your Plan and Benefits

* Examine without charge, at the Trust Administration Office and other specified locations, such as worksites and
union halls, all documents governing the Plan, including insurance contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and
available at the Public Disclosure Room of the Employee Benefits Security Administration.

* Obtain, upon written request to the Trust Administration Office, copies of documents governing the operation of the
plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form
5500 Series) and updated summary plan description. The Trust Administration Office may make a reasonable
charge for the copies.

* Receive a summary of the Plan’s annual financial report; the Trust Administration Office is required by law to furnish
each participant with a copy of this summary annual report.
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Continue Group Health Plan Coverage

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

* Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your the Medical Benefits
of the Plan, if you have creditable coverage from another plan. You should be provided a certificate of creditable
coverage, free of charge, from the Plan when you lose group health plan coverage under the Plan, when you become
entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it
before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of creditable
coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after
your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people responsible for the operation of
the Plan. The people who operate the Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in the
interest of you and other Plan participants and beneficiaries. No one, including your employer, your union, or any other
person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a benefit under the
Plan or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain
copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of the Plan
documents or the latest annual report from the Trust Administration Office and do not receive them within 30 days, you
may file suit in a Federal court. In such a case, the court may require the Trustees to provide the materials and pay you up
to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of
the Trust Administration Office. If you have a claim for benefits which is denied or ignored, in whole or in part, you may
file suit in a state or Federal court, but only after you have completed the claims and appeals procedures described under
Benefit Claims and Appeal Procedures for Medical, Dental, Vision, Hearing Aid Device, and Weekly Disability Benefits
Claims at page 51 or Benefit Claims and Appeal Procedures for Life Insurance Benefit, Waiver of Life Insurance Premium
and Accidental Death and Dismemberment Benefit Claims at page 57. If you fail to complete the claims and appeals
procedures, you may lose your right to file suit. In addition, if you disagree with the Plan’s decision or lack thereof
concerning the qualified status of a medical child support order, you may file suit in Federal court. If it should happen that
the Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek
assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who should pay
court costs and legal fees. If you are successful the court may order the person you have sued to pay these costs and
fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Trust Administration Office.

If you have any questions about this statement or your rights under ERISA, you should contact the nearest area office of
the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division
of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

67



Hotel Employees Restaurant Employees Health Trust Plan
Notice of COBRA Qualifying Event

When to Use this Notice: Use this Notice to notify the Trust Administration Office when (1) there is a divorce or (2) a
child ceases to be an eligible dependent under the terms of the Plan.

Instructions: Complete, date, sign and mail, fax or personally deliver this Notice to the Trust Administration Office
within 60 days after the date of the divorce or the date the child ceases to be a dependent. If the Notice is mailed, faxed or
delivered after this date, no COBRA coverage will be offered to the spouse or child and coverage for the spouse or child
will cease at the date provided in the Plan.

Required Documentation: If the spouse has become divorced, provide a copy of the decree of divorce. If a child has
lost dependent status because he or she attained age 19 or married, provide a copy of the child’s birth certificate or
marriage certificate.

However, if you cannot provide the decree or certificate by the 60-day deadline above, complete and provide this Notice to
the Trust Administration Office by the deadline and submit the decree or certificate as soon as possible. Your Notice will
be timely. However, COBRA continuation coverage will not become effective until after the decree or certificate is
received, reviewed and accepted.

1. Event Description (Check one and complete):
O Employee and spouse divorced.
Name of Spouse: Social Security No.
Address of Spouse: Telephone No.
Date of Divorce:
Is a copy of the divorce decree enclosed? QYes O No

O Employee’s child ceased to be an eligible dependent under the terms of the Plan
Name of Spouse: Social Security No.
Address of Spouse: Telephone No.
Reason child ceased to be eligible dependent: QO attained age 19 Q1 married Q1 no longer dependent on
covered employee, spouse or non-covered legal parent for support QO stepchild no longer lives at home with
employee Q1 other (see Plan booklet — describe)

Date child ceased to be a dependent:
Is a copy of the child’s birth or marriage certificate enclosed? QYes QO No QN/A

2. Status, Signature and Date:

| amthe O employee Q spouse or former spouse of employee Q1 former dependent child
Signature:
Print Name: Date:

Addresses and Fax Number of Trust Administration Office

Mailing Address: Hotel Employees Restaurant Employees Health Trust, P.O. Box 34203, Seattle, WA 98124.

Fax Number: Hotel Employees Restaurant Employees Health Trust (206) 441-9110.

Street Address: Hotel Employees Restaurant Employees Health Trust, 2815 Second Avenue, Suite 300, Seattle, WA 98121.

For Plan Use Only

Date Notice received: If mailed, date of postmark:
Divorce decree enclosed? QUYes QO No QON/A

Child’s birth or marriage certificate received? QYes QO No QN/A
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Hotel Employees Restaurant Employees Health Trust Plan

Notice of COBRA Second Qualifying Event (Divorce, Death or Loss of Dependent

Status) or SSA Disability Determination
[This Notice is 2 pages]

When to Use this Notice: Use this Notice only when your or your family member is already receiving COBRA coverage,
to extend the maximum period of COBRA coverage to:

* atotal of 36 months when (a) the covered employee and spouse divorce; (b) a child ceases to be a dependent under
the terms of the Plan; or (c) the covered employee dies; or

* atotal of 29 months when the Social Security Administration has determined that a qualified beneficiary was disabled
on any day of the first 60 days after the covered employee’s termination of employment or reduction in hours.

Instructions: Complete, date, sign and mail, fax or personally deliver this Notice to the Trust Administration Office by
the deadline below. If the Notice is mailed, faxed or delivered after the deadline, COBRA coverage will not be extended
past the original 18-month period.

Deadline If you are notifying the Trust Administration Office of divorce, employee’s death or child’s loss of eligibility as a
dependent, mail, fax or deliver the completed Notice within 60 days after the divorce, death or date the child ceased to be
a dependent (for example, the date the child attained age 19 or married). If you are notifying the Trust Administration
Office of a disability determination by SSA, mail, fax or deliver the Notice (a) 60 days after the date of Social Security
Administration’s disability determination and (b) before the initial 18-month COBRA coverage period ends.

Required Documentation:

If the spouse has become divorced, provide a copy of the decree of divorce. If a child has lost dependent status because
he or she attained age 19 or married, provide a copy of the child’s birth certificate or marriage certificate. If the covered
employee has died, provide a copy of the death certificate. If a qualified beneficiary has been determined to be disabled,
provide a copy of the Social Security Administration’s determination.

However, if you cannot provide the decree, certificate or determination by the deadline above, complete and provide this
Notice to the Trust Administration Office by the deadline and submit the decree, certificate or determination as soon as
possible. Your Notice will be timely. However, continuation coverage will not be extended until a copy of the decree,
certificate or determination has been received, reviewed and accepted.

1. ldentify the Employee:
Print name of employee: Social Security No.

Address of employee: Telephone No.

2. Event Description (Check one and complete).
O Employee and spouse have become divorced
Print name of spouse: Social Security No.

Address of spouse: Telephone No.

Date of divorce:

Print name(s) of dependent child(ren) receiving continuation coverage:

Address of spouse and dependent child(ren): QO same as employee’s address (Q different address (provide address)

Is a copy of the decree of divorce enclosed? QYes QNo
Q Employee’s child has ceased to be an eligible dependent under the Plan
Print name of child: Social Security No.

Reason child ceased to be eligible dependent (check one): (O attained age 19 QO married Q1 no longer dependent
on covered employee, spouse or non-covered legal parent for support Q1 stepchild no longer lives at home with
employee Q other (explain)

Address of child: 1 same as employee’s address (Q different address (provide address)

Telephone No.

Is a copy of the child’s birth or marriage certificate enclosed? QYes QO No QN/A
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Q Covered employee has died
Date of employee’s death:

Print name of spouse receiving continuation coverage: Social Security No.

Print name(s) of dependent child(ren) receiving continuation coverage:

Address of spouse and dependent child(ren):
Telephone No.

Is a copy of the death certificate enclosed? QYes Q1 No
Q Social Security Administration has determined qualified beneficiary to be disabled
Print name of disabled qualified beneficiary: Social Security No.

Address of disabled qualified beneficiary: Telephone No.

Date disability began (as determined by the Social Security Administration):
Date of Social Security Administration’s determination:

Is a copy of the Social Security Administration’s determination enclosed? QO Yes Q1 No

3. Status, Signature and Date:
I am the (check one): QO employee Q spouse or former spouse Q1 former dependent child
Q other (explain)

Signature: Date:

Print Name:

Addresses and Fax Number of Trust Administration Office

Mailing Address: Hotel Employees Restaurant Employees Health Trust, P.O. Box 34203, Seattle, WA 98124,

Fax Number: Hotel Employees Restaurant Employees Health Trust (206) 441-9110.

Street Address: Hotel Employees Restaurant Employees Health Trust, 2815 Second Avenue, Suite 300, Seattle, WA 98121.

For Plan Use Only
Date Notice received: If mailed, date of postmark:

Divorce decree enclosed? QdYes QNo QN/A

SSA determination enclosed? QOYes QO No ON/A

Child’s birth or marriage certificate received? QdYes QNo QO N/A
Covered employee’s death certificate received? QO Yes QO No QON/A
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