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AMENDMENT NO. 8 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND VICINITY 

BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of Southern 

Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an Agreement and 

Declaration of Trust (“Trust”), as amended and restated from time to time, and currently administers and 

maintains the Plan for the sole and exclusive benefit of those Participants and Beneficiaries covered 

thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to time 

by the Trustees; and  

WHEREAS, the Trustees desire to amend the Plan to reflect the changes to the dental program 

by virtue of the engagement of Delta Dental of Ohio (“Delta Dental”) effective June 1, 2019, whereby 

the Delta Dental network will be the new dental network and, all dental services processed from such 

date will be processed by Delta Dental, not the Benefit Trust office. 

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Plan (and Summary 

Plan Description) shall be amended effective June 1, 2019, as follows: 
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Section titled, Dental Benefits (for Active Participants and Dependents), shall be deleted in 

its entirety and replaced with the following new Section: 

Dental Benefits  
(For Active Participants and Dependents) 

 

Effective June 1, 2019, Delta Dental of Ohio (“Delta Dental”) will process dental services under the 

Plan and the Delta Dental network will be the new dental network.   

 

Preventive dental care can be important. To help meet the cost of routine and unexpected dental care, the 

Fund provides dental benefits for Active Participants and their eligible Dependents.  Participants and 

eligible Dependents are covered under a dental Preferred Provider Organization shared network.  Please 

refer to the Schedule of Dental Services and Supplies near the back of this booklet for more details about 

the benefits.      

Dental Covered Expenses 
When you or your family needs dental care, you can choose any 

Dentist. The Plan will pay Covered Expenses for the services of a 

Dentist licensed to practice dentistry within accepted standards of 

dental practice, up to the calendar year maximum as listed on the 

applicable Schedule of Benefits insert to this booklet and up to the 

maximum allowance for dental services as listed on the Schedule of 

Dental Services and Supplies insert to this booklet. The Schedule lists 

the dental services that are covered under the Plan and the maximum the Plan will pay for each service. 

 

The amount the Plan pays depends on the type of dental service you receive and reasonable charges. 

Once the calendar year maximum is reached, the Plan will not pay dental expenses for the remainder of 

the calendar year. 

 

Examples of covered dental expenses include: 

1. Diagnostic; 

2. Preventive; 

3. Restorative; 

4. Endodontics; 

5. Periodontics; 

6. Prosthodontics; 

7. Oral surgery; and 

8. Other general services. 

Denture Coverage 
Charges for full or partial dentures or bridgework will be covered if required due to loss of natural teeth. 

If the denture is at least one year old and cannot be made serviceable, replacement of an existing denture 

will be covered. Charges for repair of an existing denture or addition of teeth to an existing denture that 

is not being replaced will also be covered. However, charges for more than two repairs in 12 consecutive 

months or for more than one reline in any 24-consecutive month period will not be covered. 

When you need dental care: 
▪ Schedule an appointment with 

the Dentist of your choice. 
▪ File a completed claim form 

with Delta Dental. 
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Dental Expenses Not Covered 
You should be aware that any expenses not listed on the Schedule of Dental Services and Supplies are 

not covered by the Plan. The fact that a Dentist may prescribe, order, recommend, or approve a service 

does not, of itself, make it necessary or make the charge a Covered Expense, even though the service is 

not specifically listed as an exclusion. In addition to any general Plan exclusions or limitations (please 

see the General Plan Exclusions section), benefits are not paid for: 

1. Precision attachments, personalization, or characterization. 

2. Cosmetic or orthodontic treatment, such as braces, except charges for related extractions or space 

maintainers. 

3. Services provided by someone other than a Dentist or Physician, except for treatment performed by a 

duly qualified technician under the direction of a Dentist or Physician. 

4. Oral examinations and prophylaxis not separated by four consecutive months. 

5. Orthodontic services and/or supplies in connection with Temporomandibular Joint Disorder (TMJ). 

 

The Plan is the final authority for determining whether services are covered. No additional dental 

benefits will be paid except as otherwise specified as covered by the Plan. 

 

 

Section titled, Important Information About the Plan, shall be revised regarding the dental 

vendor: 

Important Information About the Plan 
 

Dental PPO Network provided by: 

 
Delta Dental of Ohio 

P.O. Box 9085 

Farmington Hills, MI  48333-9085 

800-524-0149 

www.deltadentaloh.com 
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Section titled, Schedule of Dental Services and Supplies, shall be revised to reflect the new dental 

vendor: 

Schedule of Dental Services and Supplies 
SUMMARY OF DENTAL PLAN BENEFITS 

This is an overview of benefits and not a guarantee of payment.  

 

Send paper claims and pre-determinations to:  

Delta Dental of Ohio 

P.O. Box 9085 

Farmington Hills, MI  48333-9085 

800-524-0149 

www.deltadentaloh.com 

 
In-network: Covered dental procedures completed by a dentist in the dental PPO network will be 

covered at 100% of the PPO fee schedule, up to $2000 per person per year. 

▪ Diagnostic and Preventative Services:  Includes oral examinations, cleaning for adults 

and children, fluoride, sealants, bitewing and full mouth series x-rays, and space 

maintainers.  

▪ Basic Services:  Includes oral surgery, extractions, endodontics, periodontics, general 

anesthesia or intravenous sedation, and amalgam restorations. 

▪ Major Services:  Includes inlays and onlays, crowns, crown and bridge repair, 

prosthodontics (first installation of dentures and bridges), removable bridges, and full and 

partial dentures.   

 

Out-of-network: Covered dental procedures completed by a non-network dentist will be paid based on 

the Iron Workers Benefit Trust Schedule of Dental Benefits up to the maximum $2000 per person per 

year. The patient is responsible for any difference between what is paid and what the dentist charges. 

 

Coordination of benefits: Standard coordination. The Dental Plan will consider all charges still owed 

by the patient after the primary insurance processes the claim, up to the Iron Workers Benefit Trust 

schedule of benefits. An explanation of benefits (EOB) from the primary insurance is required to process 

the claim. 

 

Maximum: $2000 per person per calendar year (January 1 to December 31) 

Deductible: None 

 

X-rays are not required when submitting claims. Pre-determinations are not required for any procedures. 

Crowns, bridges, and full and partial dentures are paid based on the prep date of the permanent 

appliance. 
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Exclusions and limitations:   

• Oral exams (including evaluations by a specialist) are payable once every four consecutive months.  

• Prophylaxes (cleanings) are payable once every four consecutive months.  

• Fluoride treatments are payable once every 12 consecutive months with no age limit.  

• Space maintainers are Covered Services with no limitations.  

• Full mouth X-rays and panoramic X-rays are payable without limitation. Bitewing X-rays are 

payable once every twelve-month period.  

• Periapical, extra-oral posterior, and 2D cephalometric X-rays are Covered Services.  

• Sealants are payable for any tooth. The surface must be free from decay and restorations.  

• Crowns, inlays, onlays, and substructures are Covered Services. Veneers on incisors, cuspids and 

bicuspids are Covered Services.  

• Composite resin (white) restorations are Covered Services on posterior teeth.  

• Inlays (any material) are Covered Services.  

• Gold foils are Covered Services.  

• Porcelain and resin facings on crowns are Covered Services on posterior teeth.  

• Canal preparation and fitting of performed dowel or post are Covered Services. 

• Gingivectomy or gingivoplasty to allow access for restorative procedures, provisional splinting, and 

localized delivery of chemotherapeutic agents are Covered Services.  

• Certain oral surgery procedures including oroantral fistula closure, placement of temporary 

anchorage device, vestibuloplasty, incision and drainage of extraoral soft tissue; removal of foreign 

body from mucosa, skin, or subcutaneous alveolar tissue; removal of reaction producing foreign 

bodies, partial ostectomy/sequestrectomy for removal of non-vital bone, maxillary sinusotomy for 

removal of tooth fragment or foreign body, frenulectomy and frenuloplasty are Covered Services.  

• Full and partial dentures are payable once every twelve-month period. Reline and rebase of dentures 

and tissue conditioning are Covered Services.  

• Bridges are payable once in any twelve-month period. Fixed Partial Denture single crowns/major 

restorative are Covered Services.  

• Porcelain and resin facings on bridges are Covered Services on posterior teeth.  

• Implants are payable once per tooth per lifetime. Implant related services are Covered Services.  

• Services related to crowns over implants are Covered Services. Implant supported prosthetics are 

Covered Services once every twelve-month period.  

• Office visits for observation, therapeutic parenteral drug administration, drugs or medicaments 

dispensed in the office for home use, application of desensitizing medicament and desensitizing 

resin, and occlusal guards are Covered Services.  

• Removable harmful habit appliances are Covered Services.  
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Section titled, Contact Information, shall be revised regarding the dental vendor: 

Contact Information 

If You Need Information About … Contact … 

▪ Dental PPO Network 
 
Delta Dental of Ohio 

P.O. Box 9085 

Farmington Hills, MI  48333-9085 

800-524-0149 

www.deltadentaloh.com 

 

*  
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AMENDMENT NO. 9 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND VICINITY 

BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of Southern 

Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an Agreement and 

Declaration of Trust (“Trust”), as amended and restated from time to time, and currently administers and 

maintains the Plan for the sole and exclusive benefit of those Participants and Beneficiaries covered 

thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to time 

by the Trustees; and  

WHEREAS, the Trustees desire to amend the Plan to exclude gene therapies and gene therapy 

drugs from coverage under the Active and Non-Medicare Retiree Plans. 

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Active and Non-

Medicare Retiree Plans (and Summary Plan Description), shall be amended effective May 14, 2019, as 

set forth below.   

The Section titled, Medical Benefits (For Active Participants, Non-Medicare Eligible Retirees, and 

Dependents), shall be amended to reflect the gene therapy exclusion:    

Medical Benefits 
(For Active Participants, Non-Medicare Eligible Retirees, and Dependents) 

 

 

* * * 

Therapy Services 
 

IMPORTANT NOTE:  Gene Therapies are excluded from coverage.   

 

Benefits for therapy services when provided as part of Physician office services, Inpatient services, 

Outpatient services, or home care services are limited to the following: 

▪ Physical medicine therapies where the expectation exists that the therapy will result in a practical 

improvement in the level of functioning within a reasonable period; 

▪ Physical therapy including treatment by physical means, hydrotherapy, heat, or similar 

modalities, physical agents, bio-mechanical and neuro-physiological principles, and devices, 

provided such therapy is given to relieve pain, restore function, and to prevent disability 

following illness, injury, or loss of a body part; 

▪ Speech therapy for the correction of a speech impairment; 
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▪ Occupational therapy for the treatment of a physically disabled person by means of constructive 

activities designed and adapted to promote the restoration of the person’s ability to satisfactorily 

accomplish the ordinary tasks of daily living, including tasks required by the person’s particular 

occupational role. Occupational therapy does not include diversional, recreational, and 

vocational therapies (such as hobbies, arts and crafts); 

▪ Spinal manipulation services to correct by manual or mechanical means structural imbalance or 

subluxation to remove nerve interference from or related to distortion, misalignment, or 

subluxation of or in the vertebral column. Manipulations whether performed and billed as the 

only procedure or manipulations performed in conjunction with an exam and billed as an office 

visit will be counted toward any maximum for spinal manipulation services as listed on the 

applicable Schedule of Benefits insert to this booklet; 

▪ Cardiac rehabilitation to restore an individual’s functional status after a cardiac event. Home 

programs, on-going conditioning, and maintenance are not covered; 

▪ Chemotherapy for the treatment of disease by chemical or biological antineoplastic agents, 

including the cost of such agents; 

▪ Dialysis treatments of an acute or chronic kidney ailment that may include the supportive use of 

an artificial kidney machine; 

▪ Radiation therapy for the treatment of disease by X-ray, radium, or radioactive isotopes; and 

▪ Inhalation therapy for the treatment of a condition by the administration of medicines, water 

vapors, gases, or anesthetics by inhalation. See the applicable Schedule of Benefits insert to this 

booklet for benefit limitations. 

 

* * * 

Medical Expenses Not Covered 
You should be aware that not every medical expense is covered by the Plan. For a list of expenses not 

covered by the Plan, please see the General Plan Exclusions section. 

The Section titled, Prescription Drug Benefits (For Active Participants, Non-Medicare Eligible Retirees, 

and Dependents), shall be amended to reflect the gene therapy exclusion:    

Prescription Drug Benefits 
(For Active Participants, Non-Medicare Eligible Retirees, and Dependents) 

 

* * * 

Prescription Drug Expenses Not Covered 
In addition to any general Plan exclusions or limitations (please see the 

General Plan Exclusions section), benefits are not paid for: 

1. Drugs, devices, products, or Prescription Legend Drugs with over 

the counter equivalents and any drugs, devices, or products that are 

therapeutically comparable to an over the counter drug, device, or product. 

2. Off label use, except as otherwise prohibited by law or as approved by the Plan. 

This section includes information on 
prescription drug coverage for Active 
Participants, Non-Medicare Retirees, and 
Dependents. Medicare-eligible Retiree 
coverage is not described in this booklet. 
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3. Drugs in quantities exceeding the quantity prescribed or for any refill dispensed later than one year 

after the date of the original prescription order. 

4. Charges for the administration of any drug. 

5. Drugs consumed at the time and place where dispensed or where the prescription order is issued, 

including, but not limited to, samples provided by a Physician. This does not apply to drugs used in 

conjunction with a Diagnostic Service, chemotherapy performed in the office, or drugs eligible for 

coverage under the Medical Supplies benefit. 

6. Any drug that is primarily for weight loss, except certain drugs for the treatment of morbid obesity 

may be covered based on Medical Necessity. 

7. Drugs not requiring a prescription by federal law (including drugs requiring a prescription by state 

law, but not by federal law) except for injectable insulin. 

8. Drugs in quantities that exceed the limits established by the Plan or that exceed any age limits 

established by the Plan. 

9. Any drug that is primarily for cosmetic purposes (including, but not limited to, preserving, changing, 

or improving appearance, such as changing the appearance or texture of skin). 

10. Contraceptive devices, oral immunizations, and biologicals, although they are federal legend drugs, 

are payable as medical supplies based on where the service is performed or the item is obtained. If 

such items are over-the-counter drugs, devices, or products, they are not Covered Services. 

11. Any new FDA approved drug product or technology (including, but not limited to, medications, 

medical supplies, or devices available in the marketplace for dispensing by the appropriate source 

for the product or technology, including but not limited to pharmacies, for the first six months after 

the product or technology received FDA new drug approval or other applicable FDA approval). The 

Plan may in its sole discretion, waive this exclusion in whole or in part for a specific new FDA 

approved drug product or technology. 

12. Fertility drugs. 

13. Gene Therapy drugs.   

 

The Plan is the final authority for determining what medications are covered. No additional prescription 

drug benefits will be paid except as otherwise specified as covered by the Plan. 

 

The Section titled, General Plan Exclusions, shall be amended to reflect the gene therapy exclusion:    

General Plan Exclusions 

 
The following list of exclusions applies to all such charges, unless an exception is stated, and applies to 

all benefits provided under the Plan. In addition to the exclusions listed under each benefit section, no 

benefits are payable under the Plan for: 

1. Any procedure, equipment, service, or supply that is not determined to be Medically Necessary 

or that does not meet the Plan’s third-party administrator’s medical policy, clinical coverage 

guidelines, or benefit policy guidelines. 
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2. Any procedure, equipment, service, or supply received from an individual or entity that is not a 

Provider as defined by the Plan or recognized by the Plan’s third-party administrator on behalf of 

the Plan. 

3. Any Experimental or Investigational procedure, equipment, service or supply, or related to such, 

whether incurred before, in connection with, or subsequent to the Experimental or Investigational 

service or supply, as determined by the Plan or the Plan’s third-party administrator on behalf of 

the Plan. 

4. Any condition, disease, defect, ailment, or injury arising out of and/or in the course of 

employment for wage or profit, or covered under any Workers’ Compensation act or other 

similar law, regardless of whether: 

a. You receive the benefits in whole or in part; 

b. You claim the benefits or compensation; or 

c. You recover from any third party. 

5. Any benefit provided through any governmental unit (except Medicaid), unless otherwise 

required by law or regulation. The payment of benefits under the Plan will be coordinated with 

such governmental units to the extent required under existing state or federal laws. 

6. Any condition resulting from direct participation in a riot, civil disobedience, nuclear explosion, 

or nuclear accident. 

7. Any care required while incarcerated in a federal, state, or local penal institution or required 

while in custody of federal, state, or local law enforcement authorities, including work release 

programs, unless otherwise required by law or regulation. 

8. Any illness or injury that occurs as a result of any act of war, declared or undeclared, or while 

serving in the armed forces. 

9. Any prescription drug expenses you are responsible for under other coverage with other carriers 

or health plans. 

10. Any membership, administrative, or access fee charged by Physicians or other Providers, 

including, but not limited to, fees charged for educational brochures or calling a patient to 

provide test results. 

11. Any court-ordered testing or care unless Medically Necessary and certified by the Plan or the 

Plan’s third party administrator on behalf of the Plan; 

12. Any expense that you have no legal obligation to pay in the absence of this or like coverage. 

13. Any procedure, equipment, service, or supply received from a dental or medical department 

maintained by or on behalf of an employer, mutual benefit association, labor union, trust, or 

similar person or group. 
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14. Any procedure, equipment, service, or supply prescribed, ordered, referred by, or received from 

a member of your immediate family (i.e., parent, child, spouse, sister, brother, or self). 

15. Completion of claim forms or charges for medical records or reports unless otherwise required 

by law. 

16. Missed or canceled appointments. 

17. Mileage costs or other travel expenses, except as certified by the Plan or the Plan’s third party 

administrator on behalf of the Plan. 

18. Which benefits are payable under Medicare Part A and/or Medicare Part B or would have been 

payable if a member had applied for Part A and/or Part B, except, as specified elsewhere in this 

Plan or as otherwise prohibited by federal law. 

19. Charges in excess of the Maximum Allowable Amount. 

20. Charges incurred before the Effective Date of coverage. 

21. Charges incurred after the termination date of this coverage except as specified elsewhere in this 

Plan. 

22. Any procedures, services, equipment, or supplies provided in connection with cosmetic services. 

Cosmetic services are primarily intended to preserve, change, or improve appearance or are 

furnished for psychiatric or psychological reasons. No benefits are available for surgery or 

treatments to change the texture or appearance of skin or to change the size, shape, or appearance 

of facial or body features (such as nose, eyes, ears, cheeks, chin, chest, or breasts), except 

benefits are provided for a reconstructive service performed to correct a physical functional 

impairment of any area caused by disease, trauma, congenital anomalies, or previous therapeutic 

process. Reconstructive services are payable only if the original procedure would have been a 

Covered Service under the Plan. Other reconstructive services are not covered except as 

otherwise required by law. 

23. Any procedure, equipment, service, or supply to maintain or preserve the present level of 

function or prevent regression of functions for an illness, injury, or condition that is resolved or 

stable. 

24. Custodial, Domiciliary, or Convalescent Care whether or not recommended or performed by a 

professional. 

25. Foot care to improve comfort or appearance including, but not limited to, care for flat feet, 

subluxations, corns, bunions (except capsular and bone surgery), calluses, and toenails except 

when Medically Necessary including, but not limited to, foot care diagnosis of diabetes or for 

impaired circulation to the lower extremities. 

26. Any treatment for teeth, gums, or tooth related service except as otherwise specified as covered 

by the Plan. 

27. Weight loss or weight loss programs whether or not they are under medical or Physician 

supervision or for medical reasons. Weight loss programs include, but are not limited to, 
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commercial weight loss programs such as Weight Watchers, Jenny Craig, LA Weight Loss or 

fasting programs. 

28. Bariatric surgery, regardless of its proposed purpose. This includes, but is not limited to, roux-

en-y (rny), laparoscopic gastric bypass surgery, other gastric bypass surgery (surgical procedures 

that reduce stomach capacity and divert partially digested food from the duodenum to the 

jejunum, the section of the small intestine extending from the duodenum), gastroplasty (surgical 

procedures that decreases the size of the stomach), or gastric banding procedures. 

29. Treatment related to or in connection with gender dysphoria, including sex transformation 

surgery and related services or the reversal thereof.  

30. Marital counseling or personal growth counseling. 

31. Routine vision examinations except as otherwise specified as covered by the Plan. 

32. Routine hearing care except as otherwise specified as covered by the Plan. 

33. Prescription, fitting, or purchase of eyeglasses or contact lenses except as otherwise specified as 

covered by the Plan. This exclusion does not apply for initial prosthetic lenses or sclera shells 

following intra-ocular surgery or for soft contact lenses due to a medical condition. 

34. Hearing aids or examinations for prescribing or fitting them except as otherwise specified as 

covered by the Plan. 

35. Any procedure, equipment, service, or supply primarily for educational, vocational, or training 

purposes except otherwise specified as covered by the Plan. 

36. Reversal of sterilization. 

37. Artificial insemination, fertilization (such as invitro or gift), procedures, or testing related to 

fertilization, infertility drugs, or related services following a diagnosis of infertility. 

38. Personal hygiene, environmental control, or convenience items including, but not limited to, air 

conditioners, humidifiers, physical fitness equipment, personal comfort and convenience items 

during an Inpatient stay (including, but not limited to daily television rental, telephone services, 

cots or visitor’s meals), charges for failure to keep a scheduled visit or non-medical self-care 

(except as otherwise stated), and purchase or rental of supplies for common household use (such 

as exercise cycles, air purifiers, central or unit air conditioners, water purifiers, allergenic 

pillows, mattresses,  waterbeds, treadmill or special exercise testing or equipment solely to 

evaluate exercise competency or assist in an exercise program). 

39. Telephone consultations or consultations via electronic mail or internet/Web site except as 

required by law or as otherwise certified. 

40. Care received in an emergency room that is not Emergency Care. 

41. Eye surgery to correct errors of refraction, such as near-sightedness, including without limitation, 

radial keratotomy, keratomileusis, or excimer laser photo refractive keratectomy. 
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42. Artificial and/or mechanical hearts or ventricular and/or atrial assist devices related to a heart 

condition or for subsequent services and supplies for a heart condition as long as any of the 

above devices remain in place. This exclusion includes services for implantation, removal, and 

complications. This exclusion does not apply for left ventricular assist devices (LVAD) when 

used as a bridge to a heart transplant. 

43. Any procedure, equipment, service, or supply related to alternative or complementary medicine. 

Such services include, but are not limited to, acupuncture, holistic medicine, homeopathy, 

hypnosis, aromatherapy, massage therapy, reike therapy, herbal, vitamin, or dietary products or 

therapies, naturopathy, thermograph, orthomolecular therapy, contact reflex analysis, bioenergial 

synchronization technique (best), and iridology (study of the iris). 

44. Expenses incurred at a health spa or similar facility. 

45. Self-help training and other forms of non-medical self-care except as otherwise specified as 

covered by the Plan. 

46. Research studies or screening examinations except as otherwise specified as covered by the Plan. 

47. Stand-by Physician charges. 

48. Physical exams and immunizations required for enrollment in any insurance program, as a 

condition of employment, for licensing, or for other purposes. 

49. Private duty nursing services rendered in a Hospital or Skilled Nursing Facility. 

50. Private duty nursing services except when provided through home care services benefit. 

51. Drugs quantities that exceed Plan limits. 

52. Any new FDA approved drug product or technology (including, but not limited to, medications, 

medical supplies, or devices) available in the marketplace for dispensing by the appropriate 

source for the product or technology, including but not limited to, pharmacies, for the first six 

months after the product or technology received FDA new drug approval or other applicable 

FDA approval. The Plan may, at its sole discretion, waive this exclusion in whole or in part for a 

specific new FDA approved drug product or technology. 

53. Treatment or service not prescribed by a Physician. 

54. Charges for books and supplies for music and/or art therapy. 

55. Surgery performed for the removal of excess fat in any body area or resection of excess skin or 

fat following weight loss or pregnancy. 

56. Treatment or service in connection with or to rule out the pregnancy of a Dependent child. 

57. Expense incurred for donation or transplant of an organ or tissue when the recipient is not 

covered under this Plan. 

58. Nicotine gum or Nicorette whether or not prescribed by a Physician. 
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59. Treatment of injury received or sickness contracted as a result of committing or attempting to 

commit a criminal act. 

60. Injuries resulting from travel on any type of non-commercial aircraft. 

61. Gene Therapies.  
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AMENDMENT NO. 10 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND VICINITY 

BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of Southern 

Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an Agreement and 

Declaration of Trust (“Trust”), as amended and restated from time to time, and currently administers and 

maintains the Plan for the sole and exclusive benefit of those Participants and Beneficiaries covered 

thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to time 

by the Trustees; and  

WHEREAS, the Trustees desire to amend the Plan to reflect the loss of grandfathered status 

based on Plan design changes effective January 1, 2020; and  

WHEREAS, the Trustees desire to amend the Plan to clarify the default rule for new employee 

eligibility.   

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Plan (and Summary 

Plan Description), shall be amended as set forth below.   

Effective January 1, 2020, the Plan shall forego grandfathered status and the respective Schedule of 

Benefits shall be modified as set forth in Schedule 1 with respect to the medical deductibles, out-of-

pocket maximums, and preventative care, as well as the prescription deductibles, co-payments and out-

of-pocket maximums.   

Effective January 1, 2020, remove example at page 29 of the Plan Document and Summary Plan 

Description in light of increased deductible.   

Effective January 1, 2020, the Plan shall add the following external claims review process to the Section 

entitled, How to File Claims and Appeals: 

 

EXTERNAL REVIEW PROCESS 
 

   Claims Adjudicated by the Plan’s third-party administrator.   

 

   First Level Appeal: 

With respect to those claims adjudicated by the Plan’s third-party administrator, the Claimant is 

required to appeal any adverse benefit determination directly to the Plan’s third-party 

administrator in accordance with these procedures. 
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   Second Level Appeal: 

Once the Claimant receives the Plan’s third-party administrator determination on such appeal, 

the Claimant has the right to a second-level external review through an Independent Review 

Organization (IRO), if certain criteria are met.  The request for external review must be made 

within four (4) months from the Claimant’s receipt of the adverse benefit determination from the 

Plan’s third-party administrator.  The Claimant may be eligible to have a decision reviewed 

through the external review process if the following criteria are met: 

 

o   The adverse benefit determination involves medical judgment, as determined by the 

external reviewer, or a rescission of coverage; 

o   The mandatory internal appeal process has been exhausted unless under applicable law 

you are not require to exhaust the internal appeal process (for example, when your claim 

is entitled to expedited external review and you request an expedited external review to 

proceed simultaneously with an urgent internal appeal, or if you do not receive a timely 

internal appeal decision); 

o   The Claimant is or was covered under the Plan at the time the service was requested, or, in 

the case of retrospective review, was covered under the Plan when the service was 

provided, and; 

o   The Claimant has provided all of the information and forms necessary to process the 

external review. 

The external review will be conducted by an IRO accredited by a nationally recognized 

accrediting organization.  The Claimant will not be required to pay for any part of the cost of the 

external review.  All IROs act independently and impartially and are assigned to review the 

claim on a rotational basis or by another unbiased method of selection.  The decision to use an 

IRO is not based in any manner on the likelihood that the IRO will support a denial of benefits.  

 

The IRO conducting the review will be provided with a copy of the records that are relevant to 

your medical condition and the external review.  The IRO will review the claim without being 

bound by any decisions or conclusions reached during the internal claim and appeal process. 

 

▪ External Review for Non-Urgent Care Claim Appeals 

 

If the Claimant’s request for external review is complete and the Claimant is eligible for external 

review, an IRO will conduct the interview.  The IRO will notify the Claimant and give the 

Claimant ten (10) business days to submit information for its consideration.  The IRO will issue 

a written decision within 45 days after it receives the request for external review.  This written 

decision will include the main reasons for the decision, including the rationale for the decision. 

 

▪ Expedited External Review for Urgent Care Claim Appeals 

 

The Claimant may request an external review for urgent care claims at the same time the 

Claimant requests and expedited internal appeal of an urgent claim. 

An expedited review may be requested if the Claimant’s condition, without immediate medical 

attention, could result in serious jeopardy to the Claimant’s life or health or the Claimant’s 
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ability to regain maximum function; or the Claimant has received a final internal appeal denial 

concerning admission, availability of care, continued stay, or health care item or service for 

which the Claimant received emergency services, but has not been discharged from a facility. 

 

If the Claimant’s request for external review is complete and the Claimant is eligible for external 

review, an IRO will conduct the review.  The IRO will issue a decision within 72 hours after the 

IRO receives the request for external review.  If the decision is not in writing, within 48 hours 

after providing that notice, the IRO will provide a written confirmation.  This decision will 

include the main reasons for the decision, including the rationale for the decision.  

 

If the IRO grants the appeal, then the IRO’s decision is final and binding. However, if the 

IRO denies the appeal, a voluntary appeal is available whereby the Claimant may then 

appeal any such adverse determination to the Fund’s Board of Trustees as described 

below.   

 

Appeals to the Plan’s third-party administrator should be addressed as follows: 

Anthem Blue Cross and Blue Shield 

Attn: Appeals 

P.O. Box 105568 

Atlanta, GA 30348-5568 

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Effective July 12, 2019, the initial eligibility rules shall be clarified in the Section entitled, Eligibility 

Requirements: 

 

Active Participants  

Initial Eligibility 
 

You become eligible for coverage under the Plan if you: 

1. Perform work that is under the jurisdiction of an Iron Workers Local 

Union that participates in the Plan (i.e., Covered Employment); and 

2. Complete at least 1,000 hours of work during a 12-consecutive 

calendar month period, with some hours worked in the first month of 

the 12-month period. 

 

In order to receive benefits, the Benefit Trust Office must receive your 

completed enrollment card with your list of Dependents and your Beneficiary. 

Claims may be denied or payments may be delayed if you have not submitted 

your enrollment card to the Benefit Trust Office. 

 

New Employees.  New bargaining unit ironworkers to this District Council who have never had hours reported to 

this Plan including Apprentices, newly organized and, transfers from other district councils, generally are eligible 

for coverage after 500 hours of work in Covered Employment during a five-consecutive month period, provided 

some hours are worked in the first month of the five-month period. 

When Coverage Begins 

Coverage begins on the first day of the second month after you meet the 

eligibility requirements, which is your Effective Date for benefits. If you are 

not actively at work due to disability when coverage begins, eligibility for 

Weekly Income Benefits will not begin until you return to active employment. 

 

Example 

Chris is an apprentice who begins work on January 1, 2020 and completes 500 hours of work in Covered Employment prior to June 1, 2020 
(worked 500 hours during consecutive 5-month period). He will be eligible for benefit coverage beginning July 1, 2020 (the first day of the second 
month after satisfying hours’ requirement). 

 

 

 

 

 

 

 

 

 

 

 

 

Active Participants are eligible for: 

▪ Medical Benefits; 

▪ Prescription Drug Benefits; 

▪ Dental Benefits; 

▪ Vision Benefits; 

▪ Hearing Aid Benefits; 

▪ Health Reimbursement Account (HRA); 

▪ Weekly Income Benefits; 

▪ Life Insurance Benefits; and 

▪ Accidental Death and Dismemberment 
(AD&D) Insurance Benefits. 

If you are an Active Participant, you should 
have all of your pay stubs in case you have 
to verify eligibility for benefits. 
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Attachment 1 

Active Participants and Dependents  
Schedule of Benefits 

Medical Benefits Network Coverage Non-Network Coverage 

Calendar Year Deductible $500 per person; 
$1,000 per family 

$1,000 per person; 
$2,000 per family  

Calendar Year Out-Of-Pocket Maximum 
 

$4,000 per person; 
$8,000 per family 

$8,000 per person; 
$16,000 per family 

Preventive Care / Immunizations You pay $0 Copayment You pay 30% Coinsurance 

Prescription Drug Benefits  Network Pharmacy Non-Network Pharmacy 

Deductible (combined network and non-network Pharmacy) $65 

Retail Pharmacy  
Maximum Supply: 30 days 
Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $10 
You pay $40 
You pay $60 
You pay $60 

 
 
 
You pay 50%; minimum $55 
You pay 50%; minimum $55 
You pay 50%; minimum $55 
You pay 50%; minimum $55 

Mail-Order 
Maximum Supply: 90 days 

Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $20 
You pay $60 
You pay $90 
You pay $90 

Not covered 

Calendar Year Out-Of-Pocket Maximum 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

$4,150 per person; 
$8,300 per family 

Unlimited 
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Plan A Non-Medicare Eligible Retirees and Dependents  
Schedule of Benefits 

Medical Benefits Network Coverage Non-Network Coverage 

Calendar Year Deductible $400 per person; 
$1,000 per family 

$700 per person; 
$1,800 per family  

Calendar Year Out-Of-Pocket Maximum 
 

$3,250 per person; 
$6,500 per family 

$6,000 per person; 
$12,000 per family 

Preventive Care / Immunizations You pay $0 Copayment You pay 40% Coinsurance 

Prescription Drug Benefits  Network Pharmacy Non-Network Pharmacy 

Deductible (combined network and non-network Pharmacy) $50 

Retail Pharmacy  
Maximum Supply: 30 days 
Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $10 
You pay $25 
You pay $40 
You pay $40 

 
 
 
You pay 50%; minimum $40 
You pay 50%; minimum $40 
You pay 50%; minimum $40 
You pay 50%; minimum $40 

Mail-Order 
Maximum Supply: 90 days 

Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $20 
You pay $50 
You pay $80 
You pay $80 

Not covered 

Calendar Year Out-Of-Pocket Maximum 
 

$4,900 per person; 
$9,800 per family 

Unlimited 
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Plan B Non-Medicare Eligible Retirees and Dependents  
Schedule of Benefits 

Medical Benefits Network Coverage Non-Network Coverage 

Calendar Year Deductible $1,000 per person; 
$2,000 per family 

$2,000 per person; 
$4,000 per family  

Calendar Year Out-Of-Pocket Maximum 
 

$5,250 per person; 
$10,500 per family 

$10,500 per person; 
$21,000 per family 

Preventive Care / Immunizations You pay $0 Copayment You pay 50% Coinsurance 

Prescription Drug Benefits  Network Pharmacy Non-Network Pharmacy 

Deductible (combined network and non-network Pharmacy) $200 

Retail Pharmacy  
Maximum Supply: 30 days 
Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $10 
You pay $30 
50%; min $50/$100 max 
50%; min $50/$100 max 

 
 
 
You pay 50%; minimum $50 
You pay 50%; minimum $50 
You pay 50%; minimum $50 
You pay 50%; minimum $50 

Mail-Order 
Maximum Supply: 90 days 

Copayment: 
 Generic 
 Brand Formulary  
 Brand Non-Formulary  

       Specialty 

 
 
Per prescription: 
You pay $20 
You pay $70 
You pay $125 
You pay $125 

Not covered 

Calendar Year Out-Of-Pocket Maximum 
 

$2,900 per person; 
$5,800 per family 

Unlimited 
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AMENDMENT NO. 11 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND 

VICINITY BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN 

DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of 

Southern Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an 

Agreement and Declaration of Trust (“Trust”), as amended and restated from time to time, and 

currently administers and maintains the Plan for the sole and exclusive benefit of those 

Participants and Beneficiaries covered thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to 

time by the Trustees; and  

WHEREAS, the Trustees desire to amend the Plan in response to new model notices 

issued on May 1, 2020 by the U.S. Department of Labor (“DOL”) regarding the Consolidated 

Omnibus Budget Reconciliation Act (“COBRA”).   

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Plan (and 

Summary Plan Description), shall be amended effective May 1, 2020 as follows:   

Replace the section entitled COBRA Continuation Coverage, beginning on page 15 of the Plan 

Document and Summary Plan Description, with the following new model notice language: 

COBRA Continuation Coverage 

 

Introduction 

This section has important information about your right to COBRA continuation coverage, 

which is a temporary extension of coverage under the Fund.  This notice explains COBRA 

continuation coverage, when it may become available to you and your family, and what you 

need to do to protect your right to get it.  When you become eligible for COBRA, you may 

also become eligible for other coverage options that may cost less than COBRA continuation 

coverage. 

The right to COBRA continuation coverage was created by a federal law, the Consolidated 

Omnibus Budget Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can 

become available to you and other members of your family when group health coverage would 

otherwise end.  For more information about your rights and obligations under the Fund and under 

federal law, you should review the remainder of the Fund’s Summary Plan Description or 

contact the Fund Office. 

You may have other options available to you when you lose group health coverage.  For 

example, you may be eligible to buy an individual plan through the Health Insurance 
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Marketplace.  By enrolling in coverage through the Marketplace, you may qualify for lower costs 

on your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 

30-day special enrollment period for another group health plan for which you are eligible (such 

as a spouse’s plan), even if that plan generally doesn’t accept late enrollees. 

What is COBRA continuation coverage? 

COBRA continuation coverage is a continuation of Fund coverage when it would otherwise end 

because of a life event.  This is also called a “qualifying event.”  Specific qualifying events are 

listed later in this notice.  After a qualifying event, COBRA continuation coverage must be 

offered to each person who is a “qualified beneficiary.”  You, your spouse, and your dependent 

children could become qualified beneficiaries if coverage under the Fund is lost because of the 

qualifying event.  Under the Fund, qualified beneficiaries who elect COBRA continuation 

coverage must pay for COBRA continuation coverage. 

If you’re a participant, you’ll become a qualified beneficiary if you lose your coverage under the 

Fund because of the following qualifying events: 

• Your hours of employment are reduced, or 

• Your employment ends for any reason other than your gross misconduct. 

If you’re the spouse of a participant, you’ll become a qualified beneficiary if you lose your 

coverage under the Fund because of the following qualifying events: 

• Your spouse dies; 

• Your spouse’s hours of employment are reduced; 

• Your spouse’s employment ends for any reason other than his or her gross misconduct; 

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 

• You become divorced or legally separated from your spouse. 

Your dependent children will become qualified beneficiaries if they lose coverage under the 

Fund because of the following qualifying events: 

• The parent-participant dies; 

• The parent-participant’s hours of employment are reduced; 

• The parent-participant’s employment ends for any reason other than his or her gross 

misconduct; 

• The parent-participant becomes entitled to Medicare benefits (Part A, Part B, or both); 

• The parents become divorced or legally separated; or 

• The child stops being eligible for coverage under the Fund as a “dependent child.” 

When is COBRA continuation coverage available? 

The Fund will offer COBRA continuation coverage to qualified beneficiaries only after the Fund 

Administrator has been notified that a qualifying event has occurred.  The employer must notify 

the Fund Office of the following qualifying events: 

• The end of employment or reduction of hours of employment; 
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• Death of the participant; or 

• The participant’s becoming entitled to Medicare benefits (under Part A, Part B, or both). 

 

For all other qualifying events (divorce or legal separation of the participant and spouse or 

a dependent child’s losing eligibility for coverage as a dependent child), you must notify the 

Fund Office within 60 days after the qualifying event occurs.  You must provide this notice 

to: Iron Workers District Council of Southern Ohio & Vicinity Benefit Trust, Attention: 

COBRA, 1470 Worldwide Place, Vandalia, OH 45377-1156. 

How is COBRA continuation coverage provided? 

Once the Fund Office receives notice that a qualifying event has occurred, COBRA continuation 

coverage will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will 

have an independent right to elect COBRA continuation coverage.  Covered participants may 

elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA 

continuation coverage on behalf of their children. 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 

18 months due to employment termination or reduction of hours of work.  Certain qualifying 

events, or a second qualifying event during the initial period of coverage, may permit a 

beneficiary to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be 

extended: 

Disability extension of 18-month period of COBRA continuation coverage 

If you or anyone in your family covered under the Fund is determined by Social Security to be 

disabled and you notify the Fund Office in a timely fashion, you and your entire family may be 

entitled to get up to an additional 11 months of COBRA continuation coverage, for a maximum 

of 29 months.  The disability would have to have started at some time before the 60th day of 

COBRA continuation coverage and must last at least until the end of the 18-month period of 

COBRA continuation coverage. 

Second qualifying event extension of 18-month period of continuation coverage 

If your family experiences another qualifying event during the 18 months of COBRA 

continuation coverage, the spouse and dependent children in your family can get up to 18 

additional months of COBRA continuation coverage, for a maximum of 36 months, if the Fund 

is properly notified about the second qualifying event.  This extension may be available to the 

spouse and any dependent children getting COBRA continuation coverage if the participant or 

former participant dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); 

gets divorced or legally separated; or if the dependent child stops being eligible under the Fund 

as a dependent child.  This extension is only available if the second qualifying event would have 

caused the spouse or dependent child to lose coverage under the Fund had the first qualifying 

event not occurred. 
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Are there other coverage options besides COBRA Continuation Coverage? 

Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options 

for you and your family through the Health Insurance Marketplace, Medicare, Medicaid, 

Children’s Health Insurance Program (CHIP), or other group health plan coverage options (such 

as a spouse’s plan) through what is called a “special enrollment period.”  Some of these options 

may cost less than COBRA continuation coverage.  You can learn more about many of these 

options at www.healthcare.gov. 

Can I enroll in Medicare instead of COBRA continuation coverage after my Fund coverage 

ends? 

In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you 

are still employed, after the Medicare initial enrollment period, you have an 8-month special 

enrollment period1 to sign up for Medicare Part A or B, beginning on the earlier of 

• The month after your employment ends; or 

• The month after group health plan coverage based on current employment ends. 

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have 

to pay a Part B late enrollment penalty and you may have a gap in coverage if you decide you 

want Part B later.  If you elect COBRA continuation coverage and later enroll in Medicare Part 

A or B before the COBRA continuation coverage ends, the Fund may terminate your 

continuation coverage.  However, if Medicare Part A or B is effective on or before the date of the 

COBRA election, COBRA coverage may not be discontinued on account of Medicare 

entitlement, even if you enroll in the other part of Medicare after the date of the election of 

COBRA coverage. 

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will 

generally pay first (primary payer) and COBRA continuation coverage will pay second.  Certain 

plans may pay as if secondary to Medicare, even if you are not enrolled in Medicare. 

For more information visit https://www.medicare.gov/medicare-and-you. 

If you have questions 

Questions concerning the Fund or your COBRA continuation coverage rights should be 

addressed to the contact or contacts identified below.  For more information about your rights 

under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient 

Protection and Affordable Care Act, and other laws affecting group health plans, contact the 

nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits 

Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses and phone 

numbers of Regional and District EBSA Offices are available through EBSA’s website.)  For 

more information about the Marketplace, visit www.HealthCare.gov. 

 

1 https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-

periods.   

https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.dol.gov/ebsa/www.healthcare.gov
https://www.medicare.gov/medicare-and-you
http://www.dol.gov/ebsa
http://www.healthcare.gov/
https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods
https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods
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Keep your Fund informed of address changes 

To protect your family’s rights, let the Fund Office know about any changes in the addresses of 

family members.  You should also keep a copy, for your records, of any notices you send to the 

Plan Administrator. 

Plan contact information 

Iron Workers District Council of Southern Ohio & Vicinity Benefit Trust 

Attention: COBRA 

1470 Worldwide Place 

Vandalia, OH 45377-1156 

Telephone Number: (800) 331-4277 
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AMENDMENT NO. 12 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND 

VICINITY BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN 

DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of 

Southern Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an 

Agreement and Declaration of Trust (“Trust”), as amended and restated from time to time, and 

currently administers and maintains the Plan for the sole and exclusive benefit of those 

Participants and Beneficiaries covered thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to 

time by the Trustees; and  

WHEREAS, the Trustees desire to amend the Plan as follows: 

1. To waive Participant cost sharing for COVID-19 testing to comply with the Families 

First Coronavirus Response Act of 2020; 

2. To waive the Participant co-pay for LiveHealth Online program effective March 18, 

2020 through the end of the National Emergency Concerning the Novel Coronavirus 

Disease (COVID-19) Outbreak; and 

3. To waive the Participant co-pay for telehealth and virtual office visits effective March 

18, 2020 through the end of the National Emergency Concerning the Novel 

Coronavirus Disease (COVID-19) Outbreak. 

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Plan (and 

Summary Plan Description), shall be amended effective on the dates set forth below, as follows:   
 

▪ Effective March 18, 2020, through the end of the National Emergency Concerning the 

Novel Coronavirus Disease (COVID-19) Outbreak, the section entitled Schedule of 

Benefits shall be amended to waive cost sharing for the following services: 

 

o Diagnostic tests to detect the virus that causes COVID-19 that are approved or 

authorized by the FDA, including the administration of such tests; and  

o Items and services furnished to individuals during provider office visits (whether 

in-person or via telehealth), urgent care visits, and emergency room visits that 

result in an order for, or the administration of, the test described above, but only 

to the extent such items or services relate to the furnishing or administration of the 

test or the evaluation of whether the person needs the test. 
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▪ Effective March 18, 2020, through the end of the National Emergency Concerning the 

Novel Coronavirus Disease (COVID-19) Outbreak, the section entitled Schedule of 

Benefits shall be amended to waive the Participant co-pay for LiveHealth Online. 

▪ Effective March 18, 2020, through the end of the National Emergency Concerning the 

Novel Coronavirus Disease (COVID-19) Outbreak, the section entitled Schedule of 

Benefits shall be amended to waive the Participant co-pay for telehealth and virtual 

office visits. 
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AMENDMENT NO. 13 

TO THE IRON WORKERS DISTRICT COUNCIL OF SOUTHERN OHIO AND 

VICINITY BENEFIT TRUST PLAN DOCUMENT AND SUMMARY PLAN 

DESCRIPTION 

[February 1, 2015 Edition] 

 

 WHEREAS, the Board of Trustees (“Trustees”) of Iron Workers District Council of 

Southern Ohio & Vicinity Benefit Trust and its resulting Plan (“Plan”) previously adopted an 

Agreement and Declaration of Trust (“Trust”), as amended and restated from time to time, and 

currently administers and maintains the Plan for the sole and exclusive benefit of those 

Participants and Beneficiaries covered thereunder; and 

WHEREAS, in accordance with those documents, the Plan may be amended from time to 

time by the Trustees;  

WHEREAS, on January 31, 2020, pursuant to section 319 of the Public Health Services 

Act, the Secretary of Health and Human Services issued a Determination That a Public Health 

Emergency Exists regarding the 2019 Novel Coronavirus (COVID-19) (“Public Health 

Emergency”); and  

WHEREAS, the Trustees desire to amend the Plan to waive Participant cost-sharing for 

COVID-19 vaccination. 

NOW THEREFORE, BE IT RESOLVED BY THE TRUSTEES, that the Plan (and 

Summary Plan Description) shall be amended effective on the dates set forth below, as follows:   
 

▪ The sections entitled Medical Benefits (For Active Participants, Non-Medicare 

Eligible Retirees, and Dependents), Covered Medical Expenses (For Active 

Participants, Non-Medicare Eligible Retirees, and Dependents), and Prescription 

Drug Benefits (For Active Participants, Non-Medicare Eligible Reitrees, and 

Dependents) shall be amended as follows:  

o Effective December 26, 2020 through the end of the Public Health Emergency, 

the Plan will waive cost-sharing for any FDA-authorized COVID-19 vaccine, 

including the administration of any such vaccine by a Network or Non-Network 

Provider.  The Plan will pay Non-Network Providers in an amount that is 

reasonable, as determined in comparison to prevailing market rates for such 

service. 

o Effective after the Public Health Emergency ends, the Plan will cover any FDA-

authorized COVID-19 vaccination as a Preventive Service. 
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▪ The section entitled Medical and Prescription Drug Benefits (For Medicare-Eligible 

Retirees and Dependents) shall be amended as follows: 

o Effective for the duration of the Public Health Emergency, the Centers for 

Medicare & Medicaid Services (CMS) will cover, without Participant cost-

sharing, any FDA-authorized COVID-19 vaccine, including the administration of 

any such vaccine. 

 

 


