Laborers Funds Administrative Office of Northern California, Inc.
5672 Stoneridge Drive, Suite 100, Pleasanton, CA 94588 | Telephone: 707-864-2800 or 800-244-4530

TO:  All Eligible Active Participants and Their Dependents
RE:  Comparison of Dental Plans - Effective September 1, 2022

The Laborers Health and Welfare Trust Fund for Northern California (“Fund”) offers four (4) Dental Plans to Active
Participants and their eligible dependents who have satisfied the eligibility requirements of either the Active
Laborers Plan or the Special Plan for Active Employees (“Plan”). When you first become eligible, you are
automatically enrolled in the Anthem Blue Cross Dental Complete Plan for dental coverage. You may elect to switch
to one of the other four Dental Plans by submitting a Dental Plan Election form before you become eligible or within
60 days of first becoming eligible. You are then allowed to change Dental Plans during the annual open enrollment
period for an effective date of March 1 which is the beginning of the Plan Year. The four Dental Plans offered by the

Fund are:

1. Anthem Blue Cross (ABC) Dental Complete - this is a traditional fee-for-service dental plan. You may select any
dentist. Your out-of-pocket costs is greater if you use a non-ABC dentist. Emergency dental care outside USA are
covered under International Emergency Dental Program. Any dentist within USA. ABC dentists located within
California. Outside California, dentists participate in Anthem Blue Cross Blue Shield dental network.

2. Bright Now! Newport Dental - a pre-paid HMO dental plan. All services and referrals must be provided by a
Bright Now! or contracted dentist. No Non-Emergency benefits will be paid if dental services are performed by
other than a Bright Now! or contracted dentist. 21 Dental offices within Northern California.

3. DeltaCare USA - a pre-paid HMO dental plan. All services and referrals must be provided by a DeltaCare dentist.
No benefits will be paid if dental services are performed by other than a DeltaCare dentist. Dental offices within

Northern California.

5. UnitedHealthcare Dental - a pre-paid HMO dental plan. All services and referrals must be provided by a
contracted UnitedHealthcare dentist. No benefits will be paid if dental services are performed by other than a
contracted UnitedHealthcare dentist. Dental offices within Northern California.

On the reverse side of this notice is a Comparison and Summary of Dental Plans that describes in summary the type
of service, how much each Dental Plan covers and your out-of-pocket costs. The Comparison has been designed to
help you understand the differences of the four Dental Plans so that you can decide which Dental Plan suits your
entire family’s dental care needs. We urge you to review the Comparison before selecting a Dental Plan. Again, you
are allowed to switch Dental Plans during the open enrollment period only. To enroll or switch to another Dental
Plan, request a Dental Plan Election form from the Fund Office, your Local Union or go to our website, www.Ifao.org,
to print or order the form. The Dental Plan Election form must be mailed back directly to the Fund Office at the
above address - do not mail it back to the Dental Plan provider that you elected.

It is important that you notify the Fund Office immediately if you want to delete an existing dependent or add a
new dependent. An updated Enrollment Form is required to add or delete a dependent. You may obtain an
Enroliment Form by either visiting the Fund Office or any Local Union office, call the Fund Office to request a form
mailed to you or print a form by visiting the Trust Funds’ website at www.Ifao.org.

If you need more information or have any questions, please do not hesitate to contact the Fund Office.

Sincerely,

BOARD OF TRUSTEES Revised 9/1/2022
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DENTAL BENEFITS

September 1, 2022

'@L Active Plan COMPARISON AND SUMMARY
OF DENTAL PLANS
~ Plan Anthem Blue Cross Bright Now! UnitedHealthcare
Features Dental Complete Newport Dental PilGacUsa Dental
Annual 5100 per person None None None
Deductible 5300 per family maximum

Annual Benefit
Maximum

Participant
Coinsurance
(Your portion)

Orthodontic
Benefits

Diagnostic and Preventive Services
are NOT subject to the Deductible

$2,500 per person

Diagnostic and Preventive Services
are NOT applied to the Annual
Benefit Maximum

Diagnostic & Preventive Services: 0%
Basic & Major Services: 30%
Endodontics & Periodontics: 30%
Prosthodontics & Oral Surgery: 30%

50% member coinsurance.
$3,500 lifetime maximum for
member, spouse, or child.

General Care: No maximum
Specialty Referrals: $2,500

No copayments

Participant Copayments:
Start-Up Fee: $540

Treatment Adult: $2,800
Treatment Child: $2,400

No maximum

Varying copayments

Participant Copayments:
Start-Up Fee: $350

Treatment Adult: $1,800
Treatment Child: 51,600

No maximum

Minimal copayments

Participant Copayments:
Treatment Adult: $1,250%
Treatment Child: $1,250%
*Start-Up Fee included

7 Telephone Numbers and @ Website Address
Anthem Blue Cross Dental Complete: 1-877-567-1804 * www.anthem.com/ca/mydental
Bright Now! Newport Dental: 1-888-274-4486 * www.brightnow.com
DeltaCare USA: 1-800-422-4234 * www.deltadentalins.com
UnitedHealthcare Dental: 1-800-999-3367 * www.myuhc.com

This Comparison and Summary of Dental Plans is intended only as a summary of the benefits provided by each Plan. All

exclusions and limitations af benefit coverage have

this Csmpanso ar not

ot been mcluded and may vary sllghtly from Plan to Plan. The cc nlents of

Page 2 of 2



Laborers Funds Administrative Office of Northern California, Inc.
5672 Stoneridge Drive, Suite 100, Pleasanton, CA 94588 | Telephone: 707-864-2800 or 800-244-4530

TO:  All Eligible Active Participants and Their Dependents
RE:  Comparison of Vision Plans - Effective March 1, 2022

The Laborers Health and Welfare Trust Fund for Northern California (“Fund”) offers two (2) Vision Plans to Active
Participants and their eligible dependents who have satisfied the eligibility requirements of either the Active
Laborers Plan or the Special Plan for Active Employees (“Plan”). When you first become eligible, you are
automatically enrolled in the Laborers Direct Payment Plan for medical-hospital and prescription drugs coverage
(Medical Plan) and in the Anthem Blue Cross Blue View Vision Plan for vision coverage. If you want to make a change
to your Vision Plan, you have to switch your Medical Plan first to Kaiser Permanente and enroll in their Vision
Essentials Plan. You are then allowed to change Vision Plans, depending on your Medical Plan as explained below,
during the annual open enrollment period for an effective date of March 1 which is the beginning of the Plan Year.
The two Vision Plans offered by the Fund are:

1. Participants enrolled in the Direct Payment Plan Participants - Vision coverage is provided through Anthem
Blue Cross Blue View Vision Plan. The Fund does not offer other vision plans to Active Participants who are
enrolled in the Direct Payment Plan. If you want to change to Kaiser Vision Essentials Plan, you have to switch
your Medical Plan first to Kaiser Permanente.

2. Participants enrolled in the Kaiser Permanente Plan - Vision coverage is provided through Kaiser Vision
Essentials Plan, however, Active Participants who are enrolled in the Kaiser Permanente Plan are allowed to
switch between Kaiser Vision Essentials Plan and Anthem Blue Cross Blue View Vision Plan every annual open
enrollment period (December to February for a March 1 effective date).

On the reverse side of this notice is a Comparison and Summary of Vision Plans that describes in summary the type
of service, how much each Vision Plan covers and your out-of-pocket costs. The Comparison has been designed to
help you understand the difference of the two Vision Plans so that you can decide which Vision Plan suits your
entire family’s vision care needs. We urge you to review the Comparison before selecting a Vision Plan. Again, you
are allowed to switch Vision Plans during the open enrollment period only and depending on your Medical Plan. To
enroll or switch to another Vision Plan, request a Vision Plan Election form from the Fund Office, your Local Union
or go to our website, www.norcalaborers.org, to print or order the form. The Vision Plan Election form must be
mailed back directly to the Fund Office at the above address — do not mail it back to the Vision Plan provider that

you elected.

It is important that you notify the Fund Office immediately if you want to delete an existing dependent or add a
new dependent. An updated Enrollment Form is required to add or delete a dependent. You may obtain an
Enrollment Form by either visiting the Fund Office or any Local Union office, call the Fund Office to request a form
mailed to you or print a form by visiting the Trust Funds” website at www.norcalaborers.org.

If you need more information or have any questions, please do not hesitate to contact the Fund Office.

Sincerely,

BOARD OF TRUSTEES Revised 4/1/2022
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(@- Active Plan

VISION BENEFITS
COMPARISON AND SUMMARY
OF VISION PLANS

March 1, 2022

Anthem Blue Cross Blue View Vision

Covered Benefit and
Frequency Limitation

IN-NETWORK PROVIDER

NON-NETWORK PROVIDER

Plan Allowance

Your Copayment

Routine Eye Exam
Every 12 months

Covered in full

$10

537 allowance only

Eyeglass Frame
Every 24 months

5145

You pay the balance after $145
allowance less 20% discount

540 allowance only

Eyeglass Standard Lenses
Every 12 months

1 pair only of Single, Bifocal,
Trifocal or Lenticular lenses

Covered in full

$20 (1 pair limit)

$34to $68 allowance only
depending on type of lenses

Contact Lenses (Conventional)
Every 12 months

5120

You pay the balance after $120

allowance less 15% discount

5100 allowance only

Kaiser Vision Essentials

Covered Benefit and
Frequency Limitation

AT KAISER PERMANENTE OPTICAL CENTERS

Plan Allowance

Your Copayment

Notes

Routine Eye Exam
No limit

Covered in full

515

No copayment for preventive
screenings

Eyeglass Frame

You pay the balance after $145

Fashionable frames priced

14
Every 24 months 5145 allowance between $40 to $99
Eyeglass Standard Lenses . 1 palrgin et ciear.plastlc,
Covered in full single, flat-top multifocal or
Every 12 months 3
lenticular lenses
Contact Lenses (Conventional) $120 You pay the balance after $120 Order refills online at

Every 12 months

allowance

www.kp2020.org/noca

7R Telephone Numbers and @ Website Address

Anthem Blue Cross Blue View Vision: 1-866-723-0515 * www.anthem.com/ca

Kaiser Vision Essentials: 1-800-464-4000 * www.kaiserpermanente.org

This Comparison and Summary of Vision Plans is intended only as a summary of the
benefits provided by each Plan. All exclusions and limitations of benefit coverage have
not been included and may vary sllghtly from Plan to Plan. The contents of this
Comparison are not to be construed or accepted as a substitute fﬂr the pmwsmns of the

Anthem Blue Cross Blug View Vision or Kaiser Vision Esf‘.f'., ntiz Y
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7; Laborers Funds Administrative Office of Northern California, Inc.
:\h] _5672 Stoneridge Drive, Suite 100, Pleasanton, CA 94538 | Telephone: 707-864-2800 or 800-244-4530

TO:  All Eligible Active Participants and Their Dependents in the Active and Special Active Plans
RE:  Comparison of Medical-Hospital Plans - Effective March 1, 2022

The Laborers Health and Welfare Trust Fund for Northern California (“Fund”) offers two (2) Medical-Hospital Plans
(“Medical Plan”) to Active Participants and their eligible dependents who have satisfied the eligibility requirements
of either the Active Laborers Plan or the Special Plan for Active Employees (“Plan”).

As an Active Participant, you are allowed to: (1) initially enroll in one of the two Medical Plans listed below, and (2)
change between the two Medical Plans up to a maximum of two times per calendar year.

1. Laborers Direct Payment Plan (provides medical and prescription drug coverage) - this is a traditional fee-for-
service benefits. You are allowed to use any provider but using participating hospitals and providers (PPO) may
lower your out-of-pocket costs.

2. Kaiser Permanente Plan (provides medical and prescription drug coverage) - this is a Health Maintenance
Organization (HMO) plan. Kaiser provides benefits at no cost or with limited copayments to you, however, your
choice is limited to Kaiser approved physicians and facilities only.

When you first become eligible, you are automatically enrolled in the Laborers Direct Payment Plan for medical-
hospital coverage including prescription drugs. If you live or work within Kaiser’s Service Area in Northern Califernia,
you may switch to the Kaiser Permanente Plan before or after you become eligible by submitting a Medical Plan
Election form. Whichever Medical Plan you choose, your dependents must be enrolled also in the same Medical
Plan. If you would like more information about the Kaiser Permanente Plan before you consider a Medical Plan
change, call the Fund Office and request a Kaiser Permanente Plan booklet, otherwise a bhooklet will be
automatically mailed to you after you submit a Medical Plan Election form to the Fund Office.

Enclosed is a Comparison and Summary of Medical Plans, see pages 2 - 6, that describes in summary the type of
service, how much each Medical Plan covers and your out-of-pocket cost. The Comparison has been designed to
help you understand the difference between the two Medical Plans so that you can decide which Medical Plan suits
your entire family’s health care needs. We urge you to review the Comparison before selecting a Medical Plan.
Again, you are allowed to switch Medical Plans no more than twice per calendar year. To switch between Medical
Plans, request a Medical Plan Election form from the Fund Office, your Local Union or go to our website,
www.norcalaborers.org, to print or order the form. For information about Dental and Vision Plans, please refer to
the Comparison for Dental and for Vision Plans.

Regardless of what Medical Plan you choose, you are required to complete a Medical Plan Election form. A
completed Medical Plan Election form must be mailed back directly to the Fund Office at the above address — do

not mail the form directly to Kaiser Permanente.

It is important that you notify the Fund Office immediately if you want to delete an existing dependent or add a
new dependent. An Enrollment Form is required to add or delete a dependent. You may obtain an Enrollment Form
by either visiting the Fund Office or any Local Union office, call the Fund Office to request a form mailed to you or
print a form by visiting the Trust Funds” website at www.norcalaborers.org.

If you need mare information or have any questions, please do not hesitate to contact the Fund Office.

Sincerely,

BOARD OF TRUSTEES Revised 4/1/2022
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Active Plans

MEDICAL-HOSPITAL-PRESCRIPTION DRUGS BENEFITS
COMPARISON AND SUMMARY OF MEDICAL PLANS

March 1, 2022

participating hospitals and providers (PPO).

General : 3
iz aan LABORERS Direct Payment Plan Kaiser Permanente
_ Information
MEDICAL-HOSPITAL BENEFITS
i erect Hayment Elan poowiies Sraliipral, the-farservice meieal Care is provided through physicians or medical staff at a Kaiser Permanente facility
Type of Plan benefits and offers higher coverage when you use Anthem Blue Cross x ; j
located in the member's service area.

Geographical
Area Covered

Expenses incurred outside the United States and its Territories are
covered if due to Emergency Services, If the expense is covered, normal
benefits will apply.

You must either live or reside within Kaiser Service Area, usually within California. If
you have any question whether your residence address is a Kaiser Service Area,
contact the Trust Fund Office.

Outside Network

You select any specialist.

Choice of Unlimited. Use of Anthem Blue Cross participating physicians result in i ‘e
- Each member may use any Kaiser Permanente Physiclan.
Physicians lower out-of-pocket expenses.
Specialized Care: Self-referral to specialists such as optometry, chemical dependency, psychiatry, and
In-Network You select any specialist. 0B/Gyn. Your Kaiser Permanente physician refers you to other specialists.

An outside specialist requires specific referral from your Plan Physician. Cost Sharing
is consistent with Plan coverage required for services if provided by a Plan Provider
or referred by a Kaiser Permanente Physician.

Qut-of-Area Care

Out of network benefits apply to treatment anywhere in the United
States, its territories and possessions. Services outside United States
may be covered if due to emergency.

Cost Sharing for Emergency Care, Post-Stabilization Care, and Out-of-Area Urgent
Care from a Non—Plan Provider is the Cost Sharing for a plan provider and subject to
authorization.

Claim Forms

None.

Required from non-Kaiser Permanente providers for emergency, out-of-area urgent
care and post stabilization care.

Annual Deductible

$150 per individual, maximum of $450 per family per Plan Year
(March 1 - February 28).

Does not apply to Inpatient Hospital, Physical Exam, Preventive Services,
Urgent Care Services and Prescription Drug benefits. Deductible amount
applied in December, January and February will be carried forward to
following Plan Year.

$150 per individual, maximum of $450 per family per Calendar Year
(January 1 — December 31).

Lifetime Benefit
Maximum

None, some restrictions apply.

None. Some restrictions apply.

Out-of-Pocket
Annual Maximum
Medical & Hospital
Expenses Only

$3,000 per individual, maximum of $6,000 per family per Plan Year.
Includes your deductible, coinsurance and copayments far charges by
PPO providers only.

Does not include your coinsurance to Non-PPO providers, penalties for
not using a PPO hospital or not obtaining a pre-admission review for
admission to a Non-PPO hospital, Plan exclusions and limitations.

$3,000 per individual, maximum of $6,000 per family per Calendar Year.
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General
Information

LABORERS Direct Payment Plan

Kaiser Permanente

Inpatient Hospital

Medical/Surgery
Mental Health

Total Hip or Knee
Replacement

Surgery

Skilled Nursing
Facility/ECF

Alcohol and
Substance Abuse

Utilization
Review

Not subject to Deductible.

PPO Hospital - 90% of 1st $10,000 and 100% thereafter of negotiated
rates.

Non-PPO Hospital - 70% (90% if emergency or patient resides outside
California) of 1st $10,000 and 100% thereafter of allowed charges.

Same as Medical/Surgery above but not to exceed $30,000 Maximum
Plan Allowance. Higher out-of-pocket costs if you do not use a Value-

Based Site hospital approved by the Plan.

Same as Medical/Surgery abave.

Same as Medical/Surgery above.

Automatic part of Plan procedures. Required for most hospital stay.
Up to $2,000 penalty for non-compliance if Non-PPO Hospital is used.

Subject to Deductible.
10% Coinsurance for all covered benefits and services at Kaiser Permanente medical

facilities.

Same as Medical/Surgery above.

10% Coinsurance (up to 100 days per benefit period when authcrized by a Plan
physician).

10% Coinsurance for Inpatient Detoxification when authorized by a Plan physician.

Automatic part of Plan procedures.

Emergency Room
Outpatient Hospital

Subject to Deductible.

$25 copayment each for visits 1, 2 and 3, 550 each visit thereafter per
calendar year whether PPO or Non-PPQ Hospital is used.

PPO Hospital - 90% of negotiated rates after copayment.

Non-PPO Hospital - 70% of allowed charges after copayment.
Copayment waived under certain circumstances.

Subject to Deductible.

10% Coinsurance.

Note: This Cost Share does not apply if you are admitted directly to the hospital as
an inpatient for covered Services (see “Hospital Services” for inpatient Cost Share).

Medical Care
QOutpatient Hospital

Subject to Deductible.
PPO Hospital - 90% of negotiated rates.
Non-PPO Hospital - 70% of allowed charges.

Subject to Deductible,
Outpatient Surgery and certain other outpatient procedures: 10% Coinsurance.

Mental Health Care
Outpatient Hospital

Subject to Deductible.
PPO Hospital - 50% of negotiated rates.
Non-PPO Hospital - 70% of allowed charges.

Subject to Deductible.
Inpatient psychiatric hospitalization: 10% Coinsurance.
Individual outpatient mental health evaluation and treatment: $15 per visit.

Substance Abuse
Outpatient Hospital

Subject to Deductible.
PPO Hospital - 90% of negotiated rates.
Non-PPO Haospital - 70% of allowed charges.

Subject to Deductible.
Inpatient detoxification: 10% Coinsurance.
Individual outpatient substance use discrder evaluation and treatmeant: $15 per visit.

Urgent Care Facility
Services

Not subject to Deductible.
PPO Hospital - 90% of negotiated rates.
Non-PPQ Hospital - 70% of allowed charges.

Urgent care consultations, evaluations and treatment: $15 per visit.

Arthroscopic,
Cataract or
Colonoscopy
Procedure
Facility Charges

Subject to Deductible.

PPO Hospital - 90%* of negotiated rates.

Non-PPO Hospital - 70%* of allowed charges.

* - Subject to Maximum Plan Allowance (MPA):

Arthroscopy $6,000 * Cataract $2,000 * Colonoscopy 51,500
Exception: MPA does not apply if a Value-Based Site facility is used.

See Qutpatient surgery and certain other outpatient procedures from KP’s Benefit
Summary.
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General

LABORERS Direct Payment Plan

Kaiser Permanente

Information
Subject to Deductible. ] " . . .
?ﬂb:latcoerymer PPO Facility - 90% of negotiated rates. gﬁiq(sﬂ:tpatlent surgery and certain other outpatient procedures from KP's Benefit
seny Non-PPO Facility - 5500 Maximum Plan Allowance per day. By

Physician Fees:
Office Visits

Electronic/On-line
Telehealth

Surgery

Emergency Room
Physician

Subject to Deductible and $15 copayment per visit.
PPO Physician - 100% negotiated rate.
Nan-PPO Physician - 70% allowed charge.

Including medical, mental health and substance abuse exams.
100% of allowed charge, no Deductible and Copayment.
You must use a physician through LiveHealth Online Service.

Subject to Deductible.
PPO Physician - 90% of negatiated rate.
Non-PPO Physician - 70% of allowed charge.

Subject to Deductible.
PPO Physician - 90% of negotiated rate.
Non-PPO Physician - 50% of allowed charge.

Subject to Deductible.
$15 copayment.

No Charge - Provided under certain circumstances to be determined during
telephonic appointment intake.

Outpatient surgery and certain other autpatient procedures: 10% Coinsurance.

Emergency Department visits: 10% Coinsurance,

Mental Health Visits

Subject to Deductible and $15 copayment per visit.
PPO Physician - 100% of negotiated rate.

Subject to Deductible.
Individual outpatient mental health evaluation and treatment: 515 per visit.

Qutpatient - E s
HERREn Non-PPO Physiclan - 70% allowed charge. Group outpatient mental health treatment: 57 per visit.
s ; i : D Ble.
SebRET BbS Subject to Deductible and $15 copayment per visit Sui:fjgc’f to educFlb e ) . -
Individual outpatient substance use disorder evaluation and treatment; 515 per visit.

Visits Qutpatient

PPO Physician - 100% negotiated rate.
Non-PPO Physician - 70% allowed charge.

Group outpatient substance use disorder treatment: 85 per visit.

Smoking
Cessation

Subject to Deductible and $15 copayment per visit.
PPO Physician - 100% negotiated rate.
Non-PPO Physician - 70% allowed charge.

Individual counseling during an office visit related to smoking cessation.
No Charge.

Physical Exam and

Not subject to Deductible and Physician Office Visit copayment.
Maximum Plan Allowance:
Participant or Spouse - $300 per exam. Child age 2+ - 5200 per exam.

Not subject to Deductible.
Adult - $0 copayment per visit.

Well Baby well Baby charges for dependent children up to age 2 are payable as | Children through age 23 months - 50 copayment per visit.
routine office visit and not subject to $200 maximum per exam.
Preventive Services or procedures as identified by Patient Protecticn " ;
and Affordable Care Act of 2010. e

Preventive PPQ EIBUHE Y -~ I\!DA cost Sha:mg e R 0 Preventive care/screening/immunization.

e Coinsurance) by the Participant, 100% payable.

Preventive Services such as Physical Exam, Well Baby, Laboratory or
Radiology by Non-PPQ Providers will be paid at normal Plan benefits
level with cost sharing by the Participant.

Preventive X-rays, screenings, and laboratory tests as described in the Evidence of
Coverage: $10 per encounter.

Immunizations,
Injections and
Inoculations

Subject to Deductible.

PPO Provider - 90% of negotiated rate.
Non-PPO Provider - 70% of allowed charge.

Not subject to Deductible.
Most immunizations (including the vaccine): No Charge.
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General
Information

LABORERS Direct Payment Plan

Kaiser Permanente

Laboratory and
Pathology Tests

Subject to Deductible,
PPO Provider - 90% of negotiated rate.
Non-PPO Praovider - 70% of allowed charge.

Subject to Deductible.
Outpatient Services — Most X-rays and Laboratery tests: $10 per encounter.

Subject to Deductible.

Radiclogy: Subject to Deductible.

4 ! . . Outpatient Services — Most X-rays and Laboratory tests: $10 per encounter.
X-Rays, MRI, PPO Provider - 90% of negotiated rate. i , =

; Outpatient Services — MRI, most CT, and PET scans: 10% Coinsurance up to a
CT Scans Non-PPO Provider - 70% of allowed charge. y
maximum of 550 per procedure.
. Subject to Deductible.

Physical and : . . . . . .

i Subject to medical review for therapy in excess of 30 visits. Subject to Deductible.
Occupational : ; 7o
Therapy PPO Provider - 90% of negotiated rate. 515 copayment per visit.

Non-PPO Pravider - 70% of allowed charge.

Chiropractic Care
Benefits

Subject to Deductible.

Maximum Plan Allowance: Up to 20 visits per Plan Year.
PPO Provider - 100% of negotiated rate.

Non-PPO Provider - 70% of allowed charge.

Not subject to Deductible.

Services provided by American Specialty Health (ASH) Participating Providers:
Chiropractic office visits (up to a total of 20 visits per 12-month period - 55 per visit
X-rays and laboratory tests that are covered Chiropractic Services —No charge.
Chiropractic supports and appliances — Amounts in excess of the 550 Allowance.

Acupuncture

Subject to Deductible.

Subject to medical review and number of visits per condition.
PPO Provider - 90% of negotiated rate.

Non-PPO Provider - 70% of allowed charge.

Subject to Deductible.

Acupuncture Services (typically provided only for the treatment of nausea or as part
of a comprehensive pain management program for the treatment of chronic pain:
Non-Physician Specialist Visits —a $15 Copayment per visit.

Physician Specialist Visits —a $15 Copayment per visit.

Nutritional Health
Dietary Counseling

Subject to Deductible.

Subject to $15 Physician Office Visit copayment if billed as office visit.
PPO Provider - 90% of negotiated rate. 100% for office visit.

Non-PPO Provider - 70% of allowed charge.

Covered health education programs, which may include programs provided online
and counseling over the phone: No Charge.

Ambulance

Subject to Deductible,

Alrambulance covered if due to a life threatening condition.

PPO Provider - 90% of negotiated rate.

Non-PPO Provider - 70% of allowed charge or 90% if due to a life
threatening condition.

Subject to Deductible.
10% Coinsurance.

Durable Medical

Subject to Deductible. Prescription from attending doctor is required.
PPO Provider - 90% of negotiated rate.

Not subject to Deductible.
DME items as described in the Evidence of Coverage: 10% Coinsurance.

Equipment
g1z Non-PPO Provider - 70% of allowed charge.
Hearing Aids Subject to Deductible. Prescription from a physician is required. Not subject to Deductible.
Device Maximum Plan Allowance: $1,200 per ear/device per 36 months. 51,000 maximum allowance per aid/device per 36 months.
Subject to Deductible. . .
Home Health 90%{ S Not subject to Deductible.
Care & ' Home health care (up to 100 visits per Accumulation Period): No charge.

Must be pre-authorized by Anthem Blue Cross of California.

Hospice Care

Subject to Deductible.
90% of negotiated rate.
Must be pre-authorized by Anthem Blue Cross of California.

Not subject to Deductible.
No charge.
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LABORERS Direct Payment Plan

Kaiser Permanente

PRESCRIPTION DRUG BENEFITS

OptumRx benefits provided through Fund whether you use a Contracting or Non-
Contracting Pharmacy.

CONTRACTING PHARMACY: You pay the copayment per prescription below.
Retail

30 day supply maximum per prescription.

Generic- $10

Formulary Brand Name - 520

Non-Formulary Brand Name - $30

Mail Order

90 day supply maximum per prescription.

Generic - 520

Formulary Brand Name - $40

Non-Formulary Brand Name - $60

Mail Qrder is mandatory for maintenance drugs after 3 fills.

If @ generic equivalent is available but you prefer brand name, you will pay for the
difference in cost between the generic and brand name drug.

Qut-of-Pocket Maximum for Contracting Pharmacy only

$3,000 per person up to 56,000 per family, per calendar year. Qut-of-pocket maximum
does not apply to prescription drugs that are excluded by the Plan and penalties for non-
compliance with the Plan’s Utilization Review Program.

NON-CONTRACTING PHARMACY:

You pay the full cost and submit a Reimbursement Form to OptumRx. You will be
reimbursed based upon the contract rate for a Contracting Pharmacy less the applicable
copayment and other costs described above. NO OUT-OF-POCKET MAXIMUM.

You pay the copayment per prescription below for covered drugs in accerdance with
Health Plan Farmulary guidelines. 30 day supply maximum for certain drugs.

Prescriptions written by non-Kaiser physicians are not covered.

At a Kaiser Pharmacy
Generic:

$10 for up to 30 day supply.
$20 for up to 100 day supply.

Brand Name:
$20 for up to 30 day supply.
$40 for up to 100 day supply.

Mail Order
Generic:
$20 for up to 100 day supply.

Brand Name:
$40 for up to 100 day supply.

7= Telephone Numbers and @ Website Address

Laborers Direct Payment Plan (Laborers Fund Administrative Office): 1-800-244-4530 or 1-707-864-2800 * www.norcalaborers.org

Kaiser Permanente: 1-800-464-4000 (English) or 1-800-788-0616 (Spanish) * www.kaiserpermanente.org
When calling, refer to Group Number 603306 for Active Plan or Group Number 603308 for Special Plan

This Comparison and Summary of Medical Plans is intended only as a summary of the benefits provided by each
Plan. All exclusions and limitations of benefit coverage have not been included and may vary slightly from Planto
Plan. The contents of this Comparison are not to be construed or accepted as a substitute for the provisions of the
Active and Special Active Laborers Direct Payment Plans’ Rules and'Regulations or Kaiser Permanente’s contract.
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Eligibility is lost when:

Eligibility is [ost when:

ACTIVE PLAN

SPECIAL PLAN

L7}

44-4530 | Ifao.org

Annual Deductible

(MEDICAL BENEFIT COMPARISON |

You can switch between the Direct Payment Plan (PPOJ and the Kaiser Permanente Plan [HMO), up to a maximum of two times per calendar
year. You must submit a Health & Welfare Benefit Application to the Trust Fund Office in order to switch plans.

ACTIVE & SPECIAL PLANS
Direct Payment Plan (PPO)

CTIVE & SPECIAL PLANS

Kaiser Plan (HMO)

RETIRED PLAN

® $150 per individual

® $150 per individual

= 5450 per family = 5450 per family
= $15 Office visit
Copayments 3 "{;’Eg;"_\ﬁ“ L « $15 Office visit
450 {Non-PPO)
Coifsdants » 10% of negotiated rate
= PPO)
L?;]?:;?::;é » 30% of allowed charges . ° 16 of negotted rate
(Non-PPO)
* 10% first $10,000 ® 10% for cavered
negotiated rate (PFO), services at Kalser
0% thereafter per stay
= 30% first $10,000
g allowed charges (NON-
npafient Hospital o) ook theraafer,
perstay, up to allowed
amount, responsible for
excess amount of
allowed amount
Anial = $3,000 per Individual = $3,000 per individual
per plan year per calendar year
3&;9;:&""  $6,000 per familyper o $6,000 per family per
plan year calendaryear
Disability Credit = 8 hours per day; 110 hours per month; 660 hours
ty per 12 month p‘eriod. Only applies tn:l:ﬁve Plan. N/A
it = Visit Trans:_arent at & Visit My Doctor’
Telehealth e S sk
A

ONLIR

Featuras:

« Health & Welfare

¢ Secure, easy access

= Member account payments

= Track health claims

# Member account balances

» Work history.

e Demographic information

rg for the link.

ummary is not & complete list of benefits available,
@ the nules and regulations:that govem
the variaus plans. There are exclusions and limitations in
all plans and you should carefully read' those' plan rules
N Ith and Welfare: Plan rules should
d hefore seeking medical attention: Detsiled
dascriptions of all benefits and the rules and regulations of
the plans are available by request and by visiting our website
atlfaciorg.

nor-does it incl




PENSION BENEFIT* ™ VISION BENEFIT PRESCRIPTION DRUG BENEFIT \
Direct Payment Plan {PRQ] Blus Vislon

Credited Service Direct Pavment Plan (FPO) -
Carel [Antk ) - fActive, Special & Refired Plans]
s x 3 Benefits
« Plan credit yearis 8/1 - 7/31 * 870hrs equals 1yr of credited service $10 copa ) fietail Pharmacy Copays (30-day supply)
« Prevant break in service, work S00 hours during plan eredit year jevery 12 months 52 - 37ll: 47 fill and after:
s $10 generic = 520 generic:
- N > Vesting Requirements (in yaars of Credited Service) § §
ymentofBeneht = 520 formulary » 540 formulary
= S5yrsof Credited Service after 1/1/1997 = 10yrs of Credited Service before 1/1/1957] 330 non-formulary * $60 non-formulary
Benefit Units Mail Service Copays (S0-day supply)
o . = $20 generic = $40 formulary brand
s 1 henefit unitis earned when you work 1,000 or more hours in a plan credit year
+ 560 non-formulary brand
DissEllity. Crodi f - i 3 Annual Out-af-Pocket Maximum
rames | avery ‘mon Y
* Credited service and benefit units granted for periods of y disahilif o tact ;:Z:EME * 3,000 per individual per plan year
under Workers' Compensation or State Disability Le:sa every 13 months, N wance 35,000 pier farlly per Bl

* §35,000 maximum payable par individual, for retireas only

* Receive 8 hrs of credit for each day of paid Workers' Comp. or State Disability per calendar year

¥ PaymisitMattocs

Pension Types and Requirements
“ Regular: Age 65 with 5 yrs credited service ¥ Anttem Dentaleomplere

+ Early Retirement: Age 55-64 with 10 yrs credited service Kaiser [HMO) - Active

= Service: Any age with 25 benefit units if participation began befare 8/1/13 OR Kalser Pharmacy (30-100 day supply)

= Age 55 with 25 benefit units if participation began between 8/1/13- 7/31/15 OR Generic Brand Name
DelmCare USA 5 » $10up to30daysupply  * 520 up to 30 day supply

+ $20 up to 100 day supply e $40 up to 100 day supply

= Age 60 with 25 benefit units if participation began an or after 8/1/15

ments: malied:
« Disahility: Disabled under age 65 with 10 years of credited service

Benefit Amaunt | BrightNow! Denta) Kaiser Mail Order (100-day supply)
enefit Payrment Amoun = %95 for each benefit unit earned before 8/1/86, if applicable, plus sensrl Brand Name
: * $20upto100daysupply  ® $60 up to 100 day supply
» Beginning 8/1/86, provided you wark a minimum of 500 hours within the plan
credit year, benefit amountis caleulated by the following: e % p =
UnitedHealthere Dants] s Kaiser - Retired Non-Medicare
= Work hours in plan credit year x $2.16 x percentage crediting factor = i

total monthly benefit You pay the copayment per prescription below at Kaiser

Permanente pharmacles; vp to a 100 day supply of generic
or medically necessary prescribed brand name drugs in
accordance with Health Plan Formulary guidelines.

* Percentage Crediting Factor:

= 3.30% effective 8/1/1986 to 7/31/2003 T

* 2.30% effective B/1/2003 to 7/31/2019 Generic Biaikd ik
Anthem Bice Cross Dental .85 s 415
* 3.30% eflective 8/1/2019 to 7/31/2019 :
* 4.0% effective 8/1/2020 Kalser - (KPSA) with Medicare ot a Kal ac
= 4.25% effective 8/1/2022
Generic Brand Name

= Example for work hours in 2022 plan year: 1,700 x $2.16 x 4.0% = $146.88

per month = 55 up to 30 day supply = $10up to 30 day supply

* May be eligible to include $50 supplemental benefit » 810 for31-60day supply $20 for 31-60 day supply
* 515 for 61-100 day supply = $30 for 61-100 day supply
Suspension

= Pensioners under age 65 cannot work in the Building and Construction Industry Mail Order

Gencric Brand Name

= Pensiohers between ages 65-70% are prohibited from working 40 or more S8, A0l Sty - $10 up ta 30 day supply

hours per month in the Building and Construction Industry

« $10 for 31-100 day supply = $20 for 31-100 day supply

* Pension Benefits may vary for certain

*Prescriptions written by non-Kaiser physiclans are not covered.

J

Hod Carriers participating priar todune 1,




