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Connecticut Carpenters Health Fund Plan

This booklet is a summary of your benefits from Connecticut Carpenters Health 
Fund. It has been written to give you the information you need to understand how 
your benefits work so you can use them to build a healthier future — for yourself 
and any eligible dependents you may have.

In these pages, you’ll see how you become eligible for coverage and what benefits 
apply to you.  Each benefit is described in a separate section with information about 
how it works.  There’s also a glossary where important terms have been defined — 
again, to help you better understand and use your benefits.  Some of these terms 
appear in the glossary key in the bottom right-hand margin. Other terms that relate 
to your benefits also appear in the Glossary.

Please take some time to read through this summary.  You’ll find out how you can 
use your coverage to get healthier and how it can help you in case of a serious 
accident or illness.  And if you have a spouse or dependents who may be covered, 
such as students living away from home, please share this summary with them.

Benefit plans can change from time to time.  For example, categories of eligible 
people can be excluded.  The descriptions in this booklet apply as of January 1, 
2008 and later.  Different rules may apply before 2008.  If there are changes, you 
will be notified of these changes in writing at no cost to you.  You should keep all 
notifications with this booklet so you have the most current information available.

Personal or family situations also change from time to time.  When they do, you 
should refer back to this booklet to make sure your coverage is keeping pace with 
your needs.  You should also notify the Health Fund Office of changes in your 
situation, within the deadlines described in the Eligibility section of this booklet.  

The information in this booklet is based on legal documents.  If there are any 
differences or conflicts between information in this booklet and the plan document, 
the plan document will govern.  The full Board of Trustees has discretion to interpret 
the plan.  You should not rely on any individual or unofficial opinion about your 
coverage.
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I. Introduction

Working for You
Connecticut Carpenters Health Fund is yours — it exists for you and because of 
you.  A board of trustees, made up of union and employer representatives, aids in 
the direction of the Health Fund as it works on behalf of its members.

Your bargaining agreement has empowered the Health Fund to collect money from 
employers to provide you with health benefits.

As you read through this booklet, you’ll see that you have benefits and plan 
provisions that many other people don’t have anymore in the age of managed care.  
For example, you and your family can choose the doctors you want — and you 
don’t need a referral to go to a specialist.

The Coalition
Connecticut Carpenters Health Fund — with approximately 9,000 people covered 
— is part of the Connecticut Coalition of Taft-Hartley Health Funds, Inc., a voluntary 
alliance of union health funds that covers approximately 70,000 people.  The 
Coalition has the buying power necessary to help keep rising health care costs in 
check and to provide you with comprehensive health coverage — like prescription 
drug coverage — instead of medical only.

The Coalition works for you in another important way by educating legislators 
about better and more affordable health care practices.

Your Health Benefits
Connecticut Carpenters Health Fund offers you comprehensive health and welfare 
benefits.  This booklet, Building a Healthier Future, has been designed to provide 
you with complete, easy-to-read information about them.

Another source of information about your benefits is the Health Fund Office. If you 
have any questions about your benefits, you’re encouraged to call the office, toll-
free, at 1.800.922.6026 or 1.203.281.5511.  You may also visit our website at  
www.ctcarpentersfunds.org. 

Your future health depends on the good habits you build today.  If you feel great 
now, you probably want to keep it that way.  If you’re not feeling good, it’s to your 
advantage to get well fast and stay well.  And that’s where Building a Healthier Future 
comes in.  It’s your guide to the health benefits provided to you by Connecticut 
Carpenters Health Fund.

Glossary

Board of Trustees 
Union 
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II. Eligibility
Who Is Eligible?
Carpenters who are:

t	working for a contributing employer under a collective bargaining agreement or participation agreement, or
t	 retired

Certain workers in the Connecticut offices of the:

t	 Pension Fund
t	 New England Regional Council of Carpenters
t	 Union Locals 24, 43, 210 and 1121
t	 Connecticut Carpenters Apprentice and Training Fund
t	 Carpenters Labor Management Program, or
t	 Northeast Regional Council of Millwrights.

Dependents of eligible carpenters and office workers include:

t	 Spouse or surviving spouse
t	 unmarried children under 19 years old
t	 unmarried children ages 19 to 23 who are attending an accredited school or college full-time with a 

course load of at least 12 credits per semester (college students) or a school-sponsored internship, 
clinical rotation or student teaching which the school considers to be full-time (college students) or nine 
credits per semester (post-college students)*, and

t	 unmarried children of any age who are disabled and totally dependent on you for support.**

* The Health Fund requires verification of student status in January (for the Spring semester) and August (for 
the Fall semester).

** Notify the Health Fund Office before your child’s 19th birthday if he or she is disabled.

Note:  Please see the Medical Benefits section of this booklet for information on the effect of pre-existing 
conditions on your eligibility for medical coverage.

Note:  To add or remove a spouse/child, the Fund Office needs the appropriate documentation, before the 
deadline, as described in the Appendices of this booklet.  

Same-sex partners of the participant (whether civil-union or married), domestic partners of the participant 
or those partners’ children, except for those children who have been placed for adoption or adopted by the 
participant, are not eligible for coverage. 

How Do Active Workers Qualify for Coverage?

Active – Annual Eligibility
If you’re working for a contributing employer under a collective bargaining agreement or participation 
agreement, there are two ways you can get coverage:

1. Your employer pays all.
You’re eligible to participate in active benefits paid for by your employer on the March 1 after employer 
contributions were made on your behalf in the previous calendar year for at least 1,200 hours.  If employer 
contributions have not been received you can use “pay stub credit” in a calendar year to establish your 
eligibility.  If you are an owner-operator who has never been eligible in the plan, with minimum monthly 
contributions of 160 hours, you must have had contributions made on your behalf for at least eight months.  



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 3

2. You pay some.
Once you’re employed or working under an agreement, if you have employer 
contributions for at least 400 hours in the previous calendar year you may make 
personal payments —also called, “buy-in contributions” — to get coverage as of 
the first day of March.

For every year after you’re first eligible, you need 1,200 hours of employer 
contributions per calendar year to stay eligible for the following year beginning 
the first day of March.  If you have less than that and you are employed or working 
under an agreement, you can use up to 800 hours that have been accumulated 
in the Hours Bank if you had at least 400 hours of employer contributions in the 
previous year.

Active – Hours Bank
The Hours Bank is an account that keeps track of your excess hours that can be 
used for future eligibility in any year.  Hours are deposited in the bank if they 
exceed 1,500 hours of employer contributions in any year after 1997.

Active – Pay Stub Credit
You can also receive limited pay stub credit for hours worked for which employer 
contributions or reciprocal contributions haven’t been received.  Proof of hours 
worked can include:

t	 original pay stubs, original Forms W-2 or other evidence of work, and/or
t	 written confirmation from a fund which is a party to a reciprocal agreement 

with the Health Fund.

You will not receive pay stub credit for work after your employer has been 
delinquent for two weeks.  You will not receive pay stub credit more than once for 
work for any one employer.  

Hours in the Hours Bank must always be applied before pay stubs will be credited 
unless you need to reach 400 hours in the previous calendar year.  In that case, pay 
stub hours will be credited before hours in the bank are applied.

Note: The Health Fund Office will calculate buy-in contributions, hours in the 
bank and pay stub credit for you in determining eligibility.  The Hours Bank is not 
available to millcabinet members who are on monthly eligibility and no employee 
has a vested right to hours in the bank.  To get pay stub credit, proof of hours 
worked must be received in the Health Fund Office by February 15 for annual 
eligibility and by the fifteenth of the month after employer contributions were due 
for initial eligibility.

A Bit of Information About... 
Special Enrollment
If you decide not to make buy-in contributions and later marry, 
have or adopt a child or lose other coverage you had, you may 
have another chance to buy in.  You have to act when you decide 
not to buy-in.  See the Notice of Special Enrollment Rights in the 
Appendices of this booklet or call the Health Fund Office.

Glossary
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Active – Special Rules for Disability
You can also make buy-in contributions, even if you did not work 400 hours in a calendar year, if you fall into 
one of the following categories:  

Social Security Disability Awards
Participants with Social Security disability awards and 10 or more Pension Fund credits for Connecticut work 
may continue Health Fund eligibility by using banked hours or buy-in rights, even if they did not work 400 
hours in the last calendar year.  This exception is only available once, for one year. It applies March 1, 2006 and 
later but only if you are eligible on the day before you wish to use it. This exception does not apply if you are 
eligible for Medicare benefits and it terminates when you become Medicare-eligible.

Weekly Disability Income
Weekly disability income participants who, in the last calendar year, received eight or more weeks of weekly 
disability income from the Health Fund — $150 or $100 a week — may continue Health Fund eligibility by using 
banked hours or buy-in rights, even if they did not work 400 hours in the last calendar year.  This exception is 
only available once, for a maximum of two consecutive years, as long as you have received at least eight weeks 
of weekly disability income in each of those calendar years.  It applies March 1, 2006 and later but only if you 
are eligible on the day before you wish to use it. This exception does not apply if you are eligible for Medicare 
benefits and it terminates when you become Medicare-eligible.  

Workers’ Compensation
Participants who, in the last calendar year, received eight or more weeks of benefits on an accepted workers’ 
compensation claim may continue Health Fund eligibility by using banked hours or buy-in rights, even if they 
did not work 400 hours in the last calendar year.  This exception is only available for one injury or re-injury, 
although it may be used for more than one consecutive year as long as you have received at least eight weeks 
of  Workers’ Compensation benefits in each of the preceding years.  It applies March 1, 2006 and later but only 
if you are eligible on the day before you wish to use it. This exception does not apply if you are eligible for 
Medicare Benefits and it terminates when you become Medicare-eligible.  

Disabled
You’ll receive 23 ½ hours of credit for each of the first 26 full calendar weeks you’re totally unable to work 
because of non-work related sickness or injury while you’re actively employed in covered employment.  You 
must give a physician’s statement certifying your condition to the Health Fund.

Disability hours credit won’t be granted to you if you’re covered under any retirees’ plan or COBRA — 
Consolidate Omnibus Reconciliation Act of 1985 — if your inability to work is caused by a work-related illness 
or injury, or if you’re an owner-operator.  
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Active – Family and Medical Leave Act

Active – Initial Eligibility
If you’re working for a contributing employer under a collective bargaining 
agreement or participation agreement, you may use the initial eligibility rule if you 
have never been covered by the Health Fund and you:

t	 worked fewer than 400 hours in the previous calendar year, and
t	 have never been offered initial eligibility.

You may establish initial eligibility on the first of the month after employer 
contributions are due on the 400th hour worked in the current calendar year if you 
make buy-in contributions.  Buy-in contributions enable you to pay for coverage 
yourself.

A Bit of Information About...
FMLA
Under the Family and Medical Leave Act of 1993 (FMLA), 
your employer (if it has 50+ employees) may be obligated 
to continue your medical coverage when you’re on a leave 
of absence under the FMLA’s provisions.  To continue your 
coverage under the Health Fund, your employer must continue 
hourly contributions on your behalf at 40 hours per week for 
each week you’re on approved leave.  Contact the Health Fund 
Office if you’re planning to take a leave under FMLA so that it is 
aware of your employer’s responsibility to make contributions 
during your absence.  

Please note: The Board of Trustees does not have the authority 
to force your employer to continue making contributions on 
your behalf while you’re on leave.  If you need assistance, 
contact the Wage and Hour Division of the U.S. Department of 
Labor (DOL).

A Bit of Information About...
Reciprocity Cards
If you work as a carpenter outside CT, you may be able 
to request that health fund contributions on that work be 
reciprocated back to this Health Fund in order to maintain your 
eligibility here.  You must sign a Transfer Authorization Card 
before you do that out-of-state work and send the card to the 
health fund where you will be working.  Call the Health Fund 
Office or your local union to get that card. 

Glossary

Board of Trustees 
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Active – Owner-Operators
An employer may choose to make Health Fund contributions on an owner-operator, and that person will be 
eligible for annual eligibility, if:  

t	 contributions are made on all hours of work in covered employment with a minimum of 1,920 hours 
each calendar year (160 hours each calendar month)

t	 contributions may only begin on January 1, or when the employer first signs a collective bargaining 
agreement, or when the carpenter first becomes a stockholder, and

t	 contributions may only end if you opt-out on December 31, or when there is no longer a collective 
bargaining agreement in force, or when the carpenter dies, ceases to be a stockholder, or ceases to 
work in covered employment, or when coverage is terminated for cause and contributions may not be 
resumed thereafter.

Active – Millcabinet Shop
Your employer may choose to provide annual or month-to-month coverage for the whole shop — except that 
an owner-operator may only have annual eligibility. Here’s how month-to-month coverage works: you’re eligible 
to participate in active benefits paid for by your employer after at least 160 hours of employer contributions 
were made on your behalf.  You’ll continue to be eligible every month if employer contributions for 160 hours 
are made on your behalf in the previous month.

Your coverage ends on the last day of the month that is 30 days after you terminate your employment or 
become ineligible for employer contributions.

Active – Office
If you work full-time in the Connecticut office of the Pension Fund, one of the Councils, one of the local unions, 
the Connecticut Carpenters Apprentice and Training Fund or the Carpenters Labor Management Program, 
you’re first eligible for coverage on the first of the month after you’ve worked for 30 days and employer 
contributions for the required hours have been made on your behalf in the previous month.  You’ll continue to 
be eligible every subsequent month if employer contributions for the required hours are made on your behalf 
for work in the previous month.

Your coverage ends on the last day of the month that is 30 days after you terminate your employment or 
become ineligible for employer contributions.

There are various special rules for office employees.  If you are an office employee who has month-to-month 
Health Fund coverage, you may qualify to grow into annual eligibility.  If this happens, you will be able to use 
hours in your hours bank to extend your eligibility, with or without buy-in contributions.  The qualifications are:

t	 Health Fund contributions must have been made on you as an office employee continuously for a  
10-year period, and

t	 you must be leaving employment to retire and receive a pension from the CT Carpenters Pension Fund.  

A Bit of Information About... 
“Full-time” Contributions
The hours standards for “full-time” and monthly contributions depend upon the agreement 
between the employer and the Health Fund.  They usually require 150 or 160 hours 
monthly, but you should call the Health Fund Office to see what standard applies to your 
employer.  
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For example, you may be hired by the Pension Fund Office as a full-time employee 
in 2007 when you are age 55.  Each year, the Pension Fund contributes 1800 hours 
on your behalf and 300 hours go to a “bank” for you.  If you leave on June 15, 
2012 for any reason, your eligibility will end on July 30, 2012.  If you leave on 
September 15, 2018 to take another job, your coverage will end October 31, 2018.  
But if you work full-time consistently through December 15, 2018 and leave at age 
60 to take an early retirement pension from the CT Carpenters Pension Fund, you 
will have earned coverage through February 2019 and, because of your banked 
hours, you will be able to buy-in to extend your coverage through February 2020.  

Here are some other special rules for office employees:  

t	An office employee hired before November 1997 will lose eligibility under 
the rules in effect when he or she was hired, which generally provided 
coverage for two full calendar quarters after employment ends or hours are 
reduced.  

t	An office employee hired before September 23, 1999 who had at least 20 
years of full-time office employment on that date, will lose eligibility under 
the annual eligibility rules applicable to active carpenters.  

t	A journeyperson who became an office employee and was still an office 
employee on or after August 1, 2003 will lose eligibility under the annual 
eligibility rules applicable to all active carpenters.  

How Do Retirees Qualify for Coverage?
You’re eligible for retirement benefits under the Health Fund if you:

t	 are at least 55 years old and receiving a retirement benefit from the 
Connecticut Carpenters Pension Fund or Social Security, and

t	 have been employed in covered employment — with at least 200 hours of 
Employer Contributions — during six of the seven years immediately before 
your retiree benefits will start, or

You must also:

t	 have stopped work in the carpentry trade or craft, 
t	 have completed, signed and returned an election form to the Health Fund 

Office, and
t	 pay the required monthly payment —single or family coverage — to the 

Health Fund Office on time.

Note: Once you’ve entered the Retirees Plan, you can’t return to active member 
status – you’ll remain in the Retirees Plan as long as you continue to meet the 
qualifications.
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When Do You Lose Eligibility?
Eligibility for you and your dependents stops under the plan for active members on the earlier of any of the 
following dates or events:

t	 the last day of February when you fail to meet the 1,200-hour requirement if you’re entitled to annual 
eligibility, or the last day of the month which is at least 30 days after you terminate employment or are 
no longer entitled to have employer contributions made on your behalf if you’re entitled to monthly 
eligibility

t	 the last day of the month for which timely payment has been made, if you fail to make timely payment 
of buy-in contributions or payments to a self-pay plan

t	 when you become eligible for coverage under a Health Fund retiree plan
t	 when the Connecticut Carpenters Health Fund Plan is terminated, or
t	 your termination for cause.

If you die, coverage for your eligible surviving spouse and children stops on the last day of the eligibility 
period — either annual or month-to-month — for which you earned coverage based on your hours or pre-death 
contributions.  

Eligibility for your dependents other than your spouse stops on the last day of the month following the month 
in which he or she meets any one of these conditions:

t	reaches age 19, if not a full-time student
t	reaches age 23, if a full-time student
t	is age 19 or older and ceases to be a full-time student
t	marries, or
t		was disabled prior to age 19 — or 23 if a full-time student — and later stops being dependent on you for 

support.

Active and Retired – Termination for Cause
Coverage will end immediately if you are terminated for cause and you will not be eligible for COBRA.  To 
become eligible for coverage again after being terminated for cause, you must become a new employee and 
work the required hours for coverage.

Termination for cause happens if you or a family member is convicted of a crime against the Health Fund or 
any employee benefit fund, union or contributing employer, or makes false statements to get a benefit from the 
Health Fund or engages in any non-covered employment after January 1, 1998. If you are an owner-operator 
and your Health Fund contributions are more than 30 days late, your coverage will be terminated for cause on 
the last day of the month in which the Health Fund Office sends you written notice that your delinquency will 
result in coverage termination.

What Coverage or Proof Is Available After You Lose Eligibility?
If your hours are reduced below the number needed for continued eligibility — from lack of work or disability — 
your coverage under the Health Fund will stop.  

Active – COBRA
Under COBRA, you may continue to be covered. In this case, you must pay for your coverage yourself.  You can 
find out how much you must pay by calling the Health Fund Office.
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You or any of your dependents may continue coverage under COBRA for 18 
months if you lose eligibility because your employment terminates — other than 
by termination for cause — or your work hours are reduced.  Your dependents can 
extend COBRA coverage for a total of 36 months if they lose eligibility because:

t	 you die
t	 you get divorced, or
t	 if the dependent is your child and reaches the maximum age.

Spouses who become legally separated or divorced or dependent children who 
reach age 19 or lose their student status have 60 days to notify the Health Fund 
Office if they want COBRA coverage.  If they don’t provide notice within 60 days, 
they cannot have COBRA coverage.  Similarly, if you, your spouse and/or your 
dependents lose coverage because you terminate employment or your work hours 
are reduced, you — or any of them — must notify the Health Fund Office within 60 
days of desire to enroll for COBRA or coverage will be denied.  COBRA coverage 
includes medical, drug, dental, vision and Member Assistance Program (MAP) but 
does not include life insurance, accidental death and dismemberment (AD&D) or 
weekly disability income (WDI).  

COBRA rules are described in more detail in a separate notice in the Appendices 
and the Questions and Answers section, both found later in this booklet.

Active – Coverage During Military Service
The Health Fund complies with a 1994 federal law known as USERRA.  It protects 
certain participants who leave the carpentry trade because of eligible military 
service.  To qualify for protection, the person must give advance notice, be 
discharged honorably, and return to the trade within specified times.  If an eligible 
person enters the military, that person’s health coverage will run out under the 
normal eligibility rules.  When coverage ends, this person and his family will be 
entitled to purchase continuation coverage for up to 24 months or, if earlier, his 
or her discharge from the military.  When the eligible person returns to the trade, 
Health Fund coverage may be reinstated right away.  Life insurance and AD&D 
benefits do not apply when a person is on active military duty.  For more details on 
coverage during military service, call the Health Fund Office.  

A Bit of Information About...  
Reporting Family Events
If you divorce or your child is no longer a student, you should 
notify the Health Fund Office so they can qualify for COBRA.  
Another reason for the notice is so ineligible people cannot 
claim benefits they’re not entitled to.  If an ineligible individual 
submits claims to the Health Fund, it will take all necessary steps 
to recoup those claims, including seeking repayment from you or 
your future benefits.
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Active and Retired – Widows/Widowers
If you die when you are at least age 55, vested under the Connecticut Carpenters Pension Fund and covered 
under the Health Fund, after your earned coverage ends your eligible survivors will have a choice between two 
continuation options.  Some or all of them may choose COBRA.  The other option, available to the surviving 
spouse only – but no other dependents – will be to purchase continued coverage under the rates applicable to 
widow(er)s.  

Coverage for eligible widow(er)s is provided at a monthly cost established by the Trustees.  The cost can be 
adjusted at any time.

Coverage will continue until your surviving spouse becomes covered under another group health plan, 
remarries or until the Trustees decide not to offer or to limit coverage to widow(er)s.  Once widow(er)s coverage 
is terminated, it can’t be reinstated.

Active and Retired – Proof of Your Coverage
When your medical and dental coverage ends, the Health Fund Office will provide you and your covered 
dependents with a certificate of creditable coverage.  The Health Fund Office will mail it after coverage ends.  
The certificate indicates the period of time that coverage was in effect and other information required by law.

You would use a certificate of creditable coverage if you become eligible under another group health plan 
or health insurance policy to reduce exclusion periods for pre-existing conditions that might apply if you get 
coverage from that other group health plan or insurance policy within 62 days of ending your coverage under 
the Health Fund or COBRA. You may also need the certificate to buy, for yourself or your family, an individual 
insurance policy that does not exclude coverage for medical conditions present before you enroll.  You and your 
dependents may request a certificate for up to two years after your coverage ends under the Health Fund or 
COBRA.  

The Health Fund Offers Two Medical Plans
There are two forms of medical coverage: the Full Plan for eligible actives and retirees — also called Non-
Medicare Plan — and the Medicare Supplemental Plan.  

The Medicare Supplemental Plan is available to you only if you meet our eligibility requirements and are 
eligible for Medicare Parts A and B.  Your coverage is not in effect for injuries or illnesses that occur if you’re not 
in the United States (Puerto Rico is included in the U.S.) or Canada, except for medical emergencies.  Please see 
the separate plan sections in this booklet for details.
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Coverage 

This coverage: Includes these people:

Full Plan

t Medical
t Dental
t Prescription Drugs
t Vision Care
t Life Insurance
t Dependent Life Insurance
t Member Assistance Plan
t Accidental Death & Dismemberment 

(AD&D)*
t Weekly Disability Income (WDI)*

 * active participants only

Active Members:
- Carpenters
- Millcabinet Shop Carpenters
- Office Workers
- Council & Local Employees
- Owner-Operators

Widow(er)s younger than age 65

Disabled participants not eligible for 
Medicare Parts A & B

Retired Members younger than age 65
COBRA

Medicare Supplemental Plan

t Medical  
(only 80% of unpaid balance of what 
Medicare covers)

t Prescription Drugs  
(unless you have Medicare Part D)

t Member Assistance Plan (MAP)
t Life Insurance  

Retiree or Widow(er)

Retirees age 65 and older

Disabled participants on Medicare 
Parts A & B

Widow(er)s older than age 65
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III. Your Life Events
This section of the booklet is divided into areas that relate your benefits to the various areas of life: work, 
health, family, disability and age.  You can use these tables to go directly to the pages that have the information 
that applies to your situation.

Please take a moment to go over this section now — and whenever there’s a change in your personal or 
professional situation — to be sure your benefits are keeping up with you.  And if you’re not sure if a change 
affects your benefits, please call the Health Fund Office.

Work

As you progress through your career, there will be certain events that mean your benefits will start, stop or 
change.

If this happens: See Page(s)
You’re hired and working for a contributing employer.............................................................................................3, 5

You’re hired to work in the CT office of the Pension Fund, either of the councils, 
one of the union locals, the Apprentice and Training Fund or CLMP...................................................................  5, 6, 7
You have enough hours to be eligible....................................................................................................................... 3, 5
You don’t have enough hours to stay eligible.............................................................................................................  8
Your coverage terminates.............................................................................................................................................. 8
You serve in the military................................................................................................................................................ 9
You retire......................................................................................................................................................................... 7
You work as a union carpenter outside of CT............................................................................................................... 5

Health

You and your dependents can use your medical benefits for everything from preventive care to treatment for 
serious injuries and illnesses.

If this happens: See page(s)
You or your spouse decides to have a checkup.......................................................................................................... 27
You or one of your dependents has to go to the doctor............................................................................................ 27
You or one of your dependents needs surgery......................................................................................... 25, 28, 29, 30
You or one of your dependents has to go to the hospital........................................................................ 25, 28, 29, 30
You or one of your dependents needs counseling............................................................................................... 34, 35
You have a job-related illness or injury......................................................................................................................... 4
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Family

Your benefits will adapt to your changing family needs.

If this happens: See page(s)
You get married................................................................................................. 2, 9, 80, 86
You marry someone who has children............................................................ 2, 9, 80, 86
You have or adopt a child................................................................................. 2, 9, 80, 86
Your dependent child: 
t	marries, or.................................................................................................. 2, 8, 9, 80, 86
t	reaches age 19 and is not a full-time student, or.................................... 2, 8, 9, 80, 86
t	reaches age 23 and is a full-time student................................................ 2, 8, 9, 80, 86
Your spouse or dependent child dies.............................................. 2, 8, 9, 10, 53, 80, 86
Your spouse stops working............................................................................................ 69
You get divorced or legally separated......................................................... 2, 8, 9, 80, 86
You get remarried......................................................................................... 2, 8, 9, 80, 86
You die..................................................................................................... 2, 8, 9, 53, 80, 86

Disability

Disability doesn’t only affect you physically – it has an impact on your finances too.  
You may become eligible for disability income, or your coverage might change.

If this happens:      See Page(s)
You’re disabled due to illness or injury..................................................................... 4, 57 
A covered family member becomes disabled................................................................ 2 

Age

Coverage will change for you or your dependents at certain ages.

If this happens: See Page(s)
Your dependent child turns age 19 and is not a full-time student.................. 2, 8, 9, 86
Your dependent child turns age 23 and is a full-time student........................ 2, 8, 9, 86 
You reach age 55................................................................................................ 7, 9, 10, 58 
You apply for Social Security Disability benefits............................................. 7, 9, 10, 58
You apply for Medicare Benefits....................................................................... 7, 9, 10, 58

A Bit of Information About...
Divorce
If you get divorced, you must send a copy of your divorce 
decree to the Health Fund Office.  Coverage of your ex-spouse 
will end in the month when the divorce takes effect.  All claims 
that are in process when the Health Fund Office learns of the 
divorce will be held until the decree is received.
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IV. Claims
Your doctors and other providers who participate in the Preferred Provider Organization (PPO) network should 
file claims at the address shown on your ID card.  You should file all claims for treatment by non-participating 
providers, for disability benefits and for life insurance and accidental death and dismemberment (AD&D) 
benefits through the Health Fund Office or as its directs.  You are required to complete, sign and return one 
health benefit claim form per family each calendar year as directed by the Health Fund Office so that your 
records are set up for claims submitted later in the year.

The Health Fund’s Claims and Appeals Procedures are provided in the Appendices of this booklet.

You should keep copies of all your medical and dental expenses, claims and Explanation of Benefits (EOB) 
forms in case the Health Fund Office needs more information or if you want to appeal a denied claim.  The 
Health Fund Office may charge you if the staff has to research prior claims payments.

Filing Deadlines
You have 365 days from the day you incurred a covered expense to file your claim.  For example, if you have 
medical treatment on July 1, 2007, you have until June 30, 2008 to file your paperwork.  

If you’re filing a claim for Weekly Disability Income (WDI), you have 90 days from the date the disability began 
to file your claim.  

There is no deadline for a beneficiary or estate to make a claim for life insurance proceeds.  
For AD&D benefits, you or your beneficiary or estate must file a claim within one year after death 
or dismemberment, which must occur within 365 days after the accident that caused the death or 
dismemberment.  

The Health Fund pays claims to you unless;

t	 the claim is over $5,000 
t	 the provider is in the PPO network, or 
t	 the provider certifies to the Health Fund Office that you’ve assigned payment to him or her.

A Bit of Information About...
Your ID Cards
You have three ID cards — medical, dental and prescription drug. Remember to show the 
right one. Call the Health Fund Office if you lose your card so it can be replaced. Since 2005, 
the Health Fund Office has been using ID numbers, not Social Security Numbers. Usually 
your Health Fund ID number is the same as your UBC Ultra number, preceded by a 9.

A Bit of Information About...
EOBs
It is your responsibility to be sure your providers file claims on time.  We send you EOBs 
to describe how your claim was handled.  When your provider is going to bill us directly, 
you must look for an EOB.  If you do not receive an EOB, it’s likely that your provider did 
not file a claim and you must monitor the deadlines.  
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The Claims Process Step-by-Step

Health Benefit 
Claim form

Death Claim form Disability Claim form

Complete, sign and 
return one green 
form per family 
every calendar year 
as directed by the 
Health Fund Office

Note:  Only you — 
or your beneficiary, 
if you died — may 
sign the claim form.  
Forms signed by 
anyone else will be 
returned for a correct 
signature.  

You or your 
beneficiary must:  

•  Call the Health 
Fund Office to 
notify it of the 
death.  

•  Complete, sign and 
return the proof 
of death form the 
Health Fund Office 
sends you, along 
with the certified 
(original) death 
certificate.  

Weekly 
Disability 
Income (WDI)

Get a blue 
claim form 
from the Health 
Fund Office for 
your doctor to 
complete, sign 
and return to 
the Health Fund 
Office.  

Total & 
Permanent (T&P) 
Disability

•  Apply to Social 
Security

•  Notify the 
Health Fund 
Office within 
90 days after 
you receive 
your Social 
Security 
Disability Award 
and send a copy 
of the award.
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V. Reimbursing the Health Fund
If your claim indicates that you suffered an injury that was accidental, work-related or caused by someone else, 
the Health Fund Office will deny the claim and ask you to send information about how, when and where (HWW) 
the injury occurred.  Before your claim can be processed, the Health Fund Office must receive that HWW 
information.

One of three things will happen when the Health Fund Office receives the HWW information:

1) If the claim is work-related, you have to submit your claim to your Workers’ Compensation carrier.  If 
Workers’ Compensation denies or your employer contests your claim, you must sign the Health Fund’s 
standard Workers’ Compensation Reimbursement Agreement and send it to the Health Fund Office with a 
copy of the Workers’ Compensation denial or the “contest of liability.”

2) If the claim is a result of a motor vehicle accident, you must send the Health Fund Office its standard signed 
Reimbursement Agreement, a copy of the declaration page of your auto insurance policy, a copy of the 
police report and the name and address of any lawyer you have engaged.

3) For any claim that someone else may be liable for, the Health Fund’s standard Reimbursement Agreement 
must be signed and returned to the Health Fund Office along with an accident report before any claims will 
be processed.  While you pursue the parties who may be legally liable for your illness or injury, the Health 
Fund Office will process and pay your claim.

In such cases, the Health Fund will be entitled to be reimbursed any money it paid to or for you and your 
dependents when your action against the responsible third party is resolved, even if you will not recover any 
money after the reimbursement or haven’t signed the Reimbursement Agreement.  The Health Fund may 
reduce its reimbursement claim if you do not have enough proceeds to pay your attorney’s fee but never by 
more than 20 percent.  Once your action against the responsible third party is resolved, the Health Fund won’t 
pay any future benefits for that injury or accident.

If you or your dependents fail to reimburse the Health Fund as required, the Health Fund may reduce future 
benefits due you or your family members to get reimbursed for the amount it paid in benefits, costs and 
legal fees.

A Bit of Information About...
HIPAA
The Health Fund Office needs a HIPAA authorization before it can release any claims 
information to your attorney or whoever you designate (even a Trustee or business agent).  
You should save all your EOBs so you don’t have to pay the Health Fund Office to research 
your claims information.  



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 1 7

VI. Important Telephone Numbers and Contacts
For questions related to Health Fund eligibility, claims or benefits, please contact 
the Connecticut Carpenters Health Fund Office:

Toll-free    1.800.922.6026

Local     203.281.5511

Extensions: claims (640), eligibility (641), health fund administrator (602)

Fax     203.288.3235 

Website    www.ctcarpentersfunds.org

For information and addresses to file claims, see the Claims and Appeals 
Procedures provided in the Appendices to this booklet.

Please check your Connecticut Carpenters Health Fund identification card — or 
CCHF ID, for short — card for the telephone numbers of the Preferred Provider 
Organization (PPO) and hospitalization inpatient pre-certification vendor.

For other questions, please call the Health Fund’s service providers directly using 
the information shown below.

Pharmacy Benefit Manager (PBM)
Prescription Solutions   1.800.797.9791  
     (TDHI 1.800.498.5428)

Vision Care Manager (VCM)
Davis Vision, Inc.   1.800.999.5431
     www.davisvision.com

     Send all vision claims  Vision Care Processing Unit
     for non-network   P.O. Box 1525        
     providers to    Latham, NY 12110

Member Assistance Plan (MAP) 1.888.373.5073
(Behavioral Health Consultants)

Pre-certification and Medical Review or Case Management
Hines and Associates   1.800.944.9401
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Dental Manager
Delta Dental of New Jersey  1.800.452.9310
     (to locate a network provider:  1.800.DELTAOK)
     Website    www.DeltaDentalnj.com 

     Send all dental claims   Delta Dental of New Jersey, Inc.
     to this address:   P.O. Box 222
     Parsippany, NJ   07054

Life Insurance and Accidental Death & Dismemberment (AD&D)

Aetna Life Insurance Company 1.800.523.5065
(call the Health Fund Office 
for a claim form)

  File claims:  10 Broadway
     Hamden, CT 06518-2699

  File appeals:  P.O. Box 14549
     Lexington, KY  40512-4549
     FAX:  1.800.238.6239
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What’s Available on the Health Fund’s Website?
You may log onto the Health Fund website www.ctcarpentersfunds.org and obtain 
information about Health Fund contributions made on your behalf by employers 
dating back to January 2003.  The website will display the Connecticut employers 
you worked for, the Local jurisdiction (24, 43, 210 or 1121), the time periods worked 
and the hours paid into the Health Fund on your behalf.  This applies for hours 
worked for employers required to pay contributions weekly.

You may also access electronic copies of these Health Fund forms and documents 
on the Health Fund website:

t	 Health Benefit Claim Form
t	 Disability Claim Form
t	 Authorization for Payment of Health Self-Pay from Fund
t	 Authorization to Disclose Protected Health Information
t	 Appointment of Personal Representative Form
t	 Important Notice – Changes to your Health Plan Benefits Effective  

July 1, 2003
t	 Connecticut Carpenters Health Fund Privacy Notice Effective April 14, 2003
t	 COBRA Notice A
t	 COBRA Notice of Qualifying Event
t	 COBRA Notice of Early Termination
t	 Reminder of Reimbursement Agreement
t	 Network Information and Provider Directory
t	 Summary Plan Description
t	 Reimbursement Agreement

In addition, you will also find links to the websites of:

t	 Anthem Blue Cross Blue Shield
t	 Delta Dental
t	 Prescription Solutions  
t	 Davis Vision
t	 Aetna

Glossary

COBRA 
Hours 



© 2 0 0 82 0

VII. Covered Providers in the Full Plan
Medical treatments will not even be considered for coverage unless they are given by a covered provider who 
is licensed or certified by the state in which services are being rendered and acting within the scope of his or 
her license.  Here are the only types of providers who qualify:  

t	 Doctor of Medicine
t	 Doctor of Osteopathy
t	 Psychologist
t	 Psychiatrist
t	 Podiatrist
t	 Master’s-level certified nurse practitioner
t	 Master’s-level clinical nurse specialist
t	 An individual with a masters in social work (M.S.W.) or a masters of science (M.S.) in counseling
t	 Professional counselor (P.C.)
t	 Alcohol and drug counselor (C.A.D.C.)
t	 Marriage and family therapist (L.M.F.T.)
t	 Chiropractor
t	 Registered nurse anesthetist
t	 Dentist
t	 Nurse midwife
t	 Occupational therapist
t	 Physical therapist
t	 Optometrist
t	 Ophthalmologist
t	 Orthopedist
t	 Medical social worker
t	 Physician’s assistant
t	 Speech therapist
t	 Audiologist
t	 Registered dietician
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Through the Connecticut Coalition of Taft-Hartley Health Funds, the Health Fund has 
an arrangement with a Preferred Provider Organization (PPO), which consists of a 
network of hospitals, doctors and other providers who agree to accept discounted 
fees for covered services.  Visit the Health Fund’s website to access the PPO direct 
link to view the medical and dental network or call the Health Fund Office, toll-free, 
to find out if the providers you want to see participate in the PPO network.  

Under the Health Fund, you may go to the provider of your choice.  If you go to a 
provider in the PPO network, you may pay less out-of-pocket for your share of the 
cost.  If you go to a provider outside the network — a non-network provider — you 
won’t have a penalty but your provider’s billed charges may exceed established 
reasonable and customary (R&C) standards.  You may have to file a claim form and 
get reimbursed for your portion of the cost of care but the reimbursement won’t 
cover charges in excess of R&C standards, your deductible, copays or coinsurance.

  

If you’re considering a procedure or treatment and you’re not sure if it’s covered, 
call the Health Fund Office, toll-free, at 1.800.922.6026 to find out.

A Bit of Information About...
Covered Providers
Even though the provider you may want to see is in the PPO 
network, the provider may not be one of the Health Fund’s 
covered providers.  Look at the list on the preceding page and 
call the Health Fund Office if you’re not sure. 
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VIII. Full Plan Benefits
What Medical Expenses Does the Full Plan Cover?

Medical Expenses
You and your dependents need affordable, quality health care.  The Health Fund’s goal is to help you obtain it — 
with coverage that ranges from preventive examinations and tests to organ transplants.

The benefits you’re offered may change from time to time.  You will always be given full information from the 
Health Fund about the medical plan that covers you.

Pre-Existing Condition Exclusion
If you become covered for the first time or have your coverage reinstated after an absence of a year or more 
and you received treatment for any sickness or injury in the six months before you became covered, that injury 
or illness is considered a pre-existing condition and won’t be covered under the Health Fund for the first 12 
months of coverage.

This rule applies to your spouse and dependents, too.  

The Health Fund will use your creditable coverage under another group health plan to reduce, and possibly 
eliminate, the 12-month pre-existing condition limitation period.

The Health Fund imposes a “pre-existing condition exclusion” upon members and dependents.  If such an 
individual is covered under the Health Fund for the first time — or reinstated after an absence of one year or 
more — this exclusion will operate to deny payment for any services rendered during the first 12 months of 
coverage under the plan for any sickness or injury for which medical expenses were incurred or treatment was 
received within the six-month period before your coverage commenced.  

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) may limit the application of the Health 
Fund’s pre-existing condition exclusion.  In general, you have the right under HIPAA to present certificates 
which provide evidence of your prior health coverage, including any relevant waiting, to the Health Fund. 
Generally speaking, if your certificates show that you had 12 months of prior health coverage with no 
“significant break in coverage” — 63 days or more with no health coverage — the Health Fund may not apply 
its pre-existing condition exclusion to you.  

Under HIPAA, you should receive a certificate from your previous group health plan or health insurance issuer 
within a reasonable time after your coverage ends with that entity.  Thereafter, you have the right to request 
another certificate from the plan or insurance issuer within 24 months after your coverage ends.  To the extent 
required by HIPAA, the Health Fund will assist you in obtaining a certificate from your previous plans or 
insurance issuers.  
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For further information regarding your rights under HIPAA and the Health Fund’s 
pre-existing condition exclusion, please contact the Health Fund Office at the 
following address:  

Connecticut Carpenters Health Fund
10 Broadway
Hamden, CT   06518

You may also call:   1.800.922.6026 (toll-free) or 203.281.5511
Fax:   203.288.3235
Website:  www.ctcarpentersfunds.org 

Lifetime Maximum
The Health Fund limits the amount of benefits it will pay under the Full and 
Medicare Supplemental Plans to a total of $1,000,000 per person, per lifetime.

The limit covers all benefits paid to you from the Full and Medicare Supplemental 
Plans, both while you’re working and retired.  The maximum applies to all Full 
Plan benefits, except the prescription drug benefit, vision care, life insurance and 
accidental death and dismemberment (AD&D) benefits.

What You Pay For

Deductible
Before the Health Fund pays for your covered medical expenses, you pay for your 
medical care up to a certain dollar amount — the annual deductible — in each 
calendar year.  

t	 the Individual Deductible is $300
t	 the Family Deductible is $600 — you need to meet the deductible amount 

for only two members of  your family
t	 the Common Accident Deductible is $300 — you need to meet only one 

deductible amount when your family is involved in the same accident

Copay
The copay is a set dollar amount you pay when you go to a doctor in the network.  
If you go to a non-network doctor, you are still responsible for $20 that would have 
been your copay to a doctor in the network.  The Health Fund pays 100% of the 
remaining allowable charges of the office visit charge only.  Allowable charges are 
based on reasonable and customary (R&C) charges, which are calculated on the 
average amount being charged for medical services in Connecticut, or the Preferred 
Provider Organization (PPO) contracted rate.  There is no copay if you’re covered 
under a retiree plan and Medicare is your primary coverage.

Glossary
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Coinsurance
After you’ve met the deductible, you and the Health Fund share the cost of your medical expenses — that’s 
called coinsurance.  Generally, you pay 20% of the cost of medical services — the Health Fund pays the 
remaining allowable charges.  You are responsible for paying any amounts over the allowable charges if you 
go to a non-network provider.  If you go to a provider in the network, you don’t have to pay any amounts over 
allowable charges.

Your Expenses Are Limited by the Maximum Out-of-Pocket
The amount you spend out of your own pocket each calendar year towards allowable charges for covered expenses 
is limited to $4,000 for yourself and $6,000 for you and your family.  The limit amount includes your deductible and 
20% coinsurance amount.  It doesn’t include the 50% coinsurance amount for mental health and substance abuse 
benefits, the 40% coinsurance for dental benefits, copays, penalties for failure to precertify or amounts in excess of 
allowable or R&C charges.  The Health Fund will pay 100% of allowable charges after you reach the applicable limit 
so a serious physical illness or injury won’t do equal damage to your financial health, too.

Keeping Costs Under Control
The Health Fund pays part of the health care expenses for all eligible active and retired carpenters and their 
eligible dependents.  To continue to provide health care benefits to so many people, the Health Fund takes certain 
steps to keep costs in line.  The first step is to pay only the allowable charges for medically necessary care.

“Medically necessary care” must meet three conditions:

t	 It has to be based on generally recognized and accepted standards of medical practice in the  
United States.

t	 The patient’s health would be compromised if the care were not given.
t	 It must be given in the appropriate setting.

All treatment decisions rest with you and your physician or other health care provider.  You should follow 
whatever course of treatment you and your provider believe to be the most appropriate, even if the proposed 
treatment is not certified as medically necessary or the Health Fund will not pay regular benefits for the 
treatment.  Ultimately the decision is yours.

A Bit of Information About...
PPO Fees
If you go to a doctor in the PPO network you’ll pay the $20 copay for the office visit only.  
You and the Health Fund will share the allowable charges for the lab fees: you’ll pay 20% 
and the Health Fund will pay the remaining 80%, once your annual deductible is satisfied.

A Bit of Information About...
Medically Necessary Care
Your doctor may recommend a treatment or procedure that may not be medically 
necessary.  And a treatment or procedure may be considered medically necessary but not 
be covered by the Health Fund.  Always check the lists of services that are covered.  Your 
doctor may be able to prescribe an alternative treatment or procedure.
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Precertification is Required

IMPORTANT INFORMATION:  PRECERTIFICATION REQUIRED FOR 
INPATIENT HOSPITAL CARE

The Health Fund uses case management practices for catastrophic care and a 
medical review company for inpatient hospital admissions and the length of your 
stay in the hospital.  Before you or a dependent is admitted to the hospital on an 
inpatient basis, you have to call the medical review company at the number listed 
in the Important Telephone Numbers and Contacts section of this booklet (the 
number is also shown on your medical ID card) to get precertified.  You don’t need 
to precertify outpatient surgery.

If you’re admitted to the hospital as a result of a medical emergency or treated in 
the emergency room, call the medical review company within 48 hours.

Precertification is a way for the Health Fund to be sure that it’s wisely spending the 
money entrusted to it for your benefits, and it saves you money because the Health 
Fund will pay more for precertified admissions.  

IMPORTANT:  If you fail to precertify a hospital admission, the Health 
Fund will pay only 70%, instead of 80%, of the allowable charges.

Selecting and Paying For Care
When you go to the doctor, you can select one that’s part of the PPO network 
or not.  Suppose you have a pain and go to a doctor.  You’ve already paid your 
deductible and filed a claim form with the Health Fund Office.  The Health Fund pays 
100% of allowable charges for office visits — minus the $20 copay — and 80% of 
allowable charges for tests.  What impact will your choice of doctor have on your 
budget?  The following example can give you an idea of your costs.  The costs used 
have been created for this example.

Glossary
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In-network Non-network

Charges for office visit $ 150* $ 150

Your payment: copay $ 20 $ 20

Allowable charges $ 100
(PPO contracted rate)

$ 130
(R&C charges)

Health Fund pays for office visit
$ 80
(100% of PPO contracted rate 
after copay)

$ 110
(100% of R&C charges 
after copay)

Your payment: amount above 
allowable charges

$ 0 $ 20

Your total payment for

office visit $ 20 $ 40

Billed charges for tests $ 175 $ 175

Allowable charges
$ 130
(PPO contracted rate)

$ 150
(R&C charges)

Health Fund pays for tests
$ 104 
(80% of $ 130)

$ 120
(80% of $ 150)

Your payment: coinsurance for tests
$ 26
(20% of $ 130)

$ 30
(20% of $ 150)

Your payment: amount above R&C for 
test

$ 0 $ 25

Your total payment for tests $ 26 $ 55

Your total payment: 
office visit and tests

$ 46 $ 95

 *This represents the provider’s regular charge for services that are provided to you at the PPO contracted rate.
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Service You Pay Health Fund Pays

Office visit $20 copay 100% after copay

Adult physical 
exam

Any amount over 
$500

100% up to $500
One per calendar year
Includes mammogram, Pap smear and all 
tests — must be coded as routine

Gynecological 
care

Amounts over 
allowable charges 
if non-network

100% for a Pap smear, one per year
100% routine mammogram included in 
adult physical exam up to $500

Maternity 
screening 
program

Deductible
Call the number on your medical ID card 
upon verification of pregnancy

Pregnancy 
and delivery
(member or 
spouse only)

Deductible and 
20% plus any 
amount over 
allowable charges 
if non-network

80% after deductible
t Nursing charges
t Well-baby care
If pregnancy goes into a new year, the 
deductible must be met again

Immunizations
Lyme Disease 
Vaccine
Influenza 
Vaccine
Pneumococcal 
Vaccine
HPV Vaccine

Amounts over 
allowable charges 
if non-network

100% of allowable charges
Series of three shots once every 10 years

One shot annually

Series of three shots over six months for 
those in an age group covered by FDA 
approval

Note: If you or your eligible spouse are pregnant, the plan will cover as surgery the 
allowable costs of an abortion only if the mother’s life is endangered or the fetus 
is diagnosed with a severe abnormality and the treating physician gives a written 
opinion satisfactory to the Health Fund medical consultant that the fetus has a 
0% chance of survival.  Coverage also is available for a miscarriage, or the medical 
complications of an abortion, that happen to you or your eligible spouse.
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Service You Pay Health Fund Pays

Child physical
exam
Physical exam, medical 
history and lab tests

$20 copay

100% after copay
t Birth to age 1:  six visits
t Age 1:  three visits
t Ages 2 to 11:  one visit per year
t Ages 12 to 17 one visit every two years
    School and camp screenings are not 

covered.

Child 
immunizations
Vaccinations

Lyme Disease
Vaccine

Influenza Vaccine

Pneumococcal Vaccine

HPV Vaccine

Amounts over allowable charges 
if non-network

100% of allowable charges

Per American Academy of Pediatrics schedule

Series of three shots once every 10 years

One shot annually

One shot annually

Series of three shots over six months for 
those in an age group covered by FDA 
approval

Allergy 
treatment

Deductible and 20% plus any 
amount over allowable charges 
if non-network

80% after deductible

In the Hospital
All inpatient hospital stays for you or any covered dependents require precertification.  You must get precertified 
before you or any covered dependents are admitted to the hospital.  If you’re admitted to the hospital on an 
emergency basis or treated in the emergency room, you have 48 hours to notify the medical review company at the 
telephone number on your medical ID card.  If you don’t, you are responsible for paying more of the hospital bill.

Hospital care includes:

t	 semi-private room and board
t	 medically necessary services and supplies furnished by the hospital
t	 prescription drugs and medications
t	 diagnostic lab and X-ray exams
t	 X-ray, radium and radioactive isotope therapy
t	 anesthetics and oxygen
t	 rental of durable medical or surgical equipment
t	 artificial limbs and eyes
t	 blood transfusions and cost of blood (not including your own blood)
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Service
You Pay
Deductible Plus

Health Fund Pays

Inpatient and 
outpatient

20% of:
$18,500 (individual)
or
$27,000 (family)

With precertification:
80% after deductible of first $18,500 
(individual) or $27,000 (family), then 100%
Without precertification:
Same as above, but 70% instead of 80%
Note:  the 10% penalty is not included in 
limiting your out-of-pocket expenses

Ambulance

20% plus any 
amount over 
allowable charges 
if non-network

80% after deductible
Only for emergency or medical necessity 
to the nearest facility or between two 
facilities to obtain covered services

Air ambulance

20% plus any 
amount over 
allowable charges if 
non-network

80% after deductible
Only for emergency or medical necessity
Precertification required for non-
emergencies

Emergency 
room

$75, waived if 
admitted, then 20%

80% after deductible

Surgical

20% plus any 
amount over 
allowable charges 
if non-network

80% after deductible

Voluntary 
sterilization 
procedure

20% plus any 
amount over 
allowable charges 
if non-network

80% after deductible
Member or spouse only

Breast 
reconstruction 
after 
mastectomy

20% plus any 
amount
over allowable 
charges if non-
network

80% after deductible
t Reconstruction of breast that was 

operated on
t Surgery on the other breast to produce 

a symmetrical appearance
t Prostheses – gel forms included (gel 

implants every five years)
t Bras (one every calendar year)
t Physical complications

Bariatric 
surgery

20% plus any 
amount
over allowable 
charges if non-
network

80% after deductible
Body Mass Index must be double normal 
range.
Lifetime limit one bariatric surgery.
Total payment (including all related costs 
and corrections) cannot exceed $60,000. 
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A Bit of Information About...
Precertification
Suppose your daughter needs to be hospitalized for a $5,000 operation.  The family 
deductible has been met.  

If you call to get precertification for the operation, your share of the allowable charges will be 
20% of $ 5,000, or $ 1,000.  If you don’t do this, your share of the cost will be 30%, or $ 1,500.

In other words, spending a little  time on the phone notifying the medical review company, 
you’ll get $500 more in benefits.  Precertification is worth your time.

Newborns’ and Mothers’ Health Protection Act
Under the Newborns’ and Mothers’ Health Protection Act of 1996, group health plans generally may not 
restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn 
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean 
section.  However, the law generally does not prohibit the mother’s or newborn’s attending provider, 
after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours 
(or 96 hours if a c-section was performed).  In any case, plans may not require that a provider obtain 
authorization from the plan for prescribing a length of stay of up to 48 hours (or up to 96 hours if a 
c-section was performed).  
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Rehabilitation
If a medical condition requires more than a hospital visit, the Health Fund covers 
rehabilitative treatments in a licensed rehabilitation unit of an acute care facility, 
rehabilitation hospital or a rehabilitation unit in a skilled nursing facility.  Custodial, 
intermediate and skilled levels of care are not covered as rehabilitation.

Service 
You Pay
Deductible Plus

Health Fund Pays

Inpatient and
outpatient
rehabilitation

20% plus any 
amount over allowable 
charges if non-network

80% after deductible
t Up to 120 days per calendar year
t Must be an approved facility
t Precertification required: call the 

number on the back of your ID 
card

Outpatient
physical therapy/
occupational
therapy

$20 for one 
annual office visit/ 
evaluation, then 20% 
plus any amount over 
allowable charges if 
non-network

80% after deductible
45 visits per calendar year

Speech therapy
20% plus any 
amount over allowable 
charges if non-network

80% after deductible
Only to restore speech after stroke, 
accidental injury or removal of 
vocal chords

Cardiac
rehabilitation

$20 for one 
annual office visit/ 
evaluation, then 20% 
plus any amount over 
allowable charges if 
non-network

80% after deductible
t Must be within 26 weeks of 

diagnosis or event
t Up to six months
t Must be an approved facility

Orthoptic
therapy

$20 for one annual 
office visit, then 20% 
plus any amount over 
allowable charges if 
non-network

80% after deductible
Up to 25 visits per calendar year
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Medical Services
If you or your doctor suspects a medical problem, check it out.  If you have a problem, treat it.  The Health Fund 
covers tests and procedures.

Service
You Pay
Deductible Plus

Health Fund Pays

Mammogram

Nothing or 20% if diagnostic 
or for a medical condition plus 
any amount over allowable 
charges if non-network

t 100% if part of physical exam, or 
t 80% after deductible if diagnostic or for a medical 

condition

Hearing test/
evaluation

20% plus any 
amount over allowable charges 
if non-network

t 80% after deductible
t When performed by an audiologist or M.D. only 
t Hearing aids are not covered unless hearing loss is 

caused by accidental injury

Laboratory and
x-ray

20% plus any 
amount over allowable charges 
if non-network

t 100% if part of physical exam
t 80% after deductible of first $18,500 (individual) or 

$27,000 (family), then 100%

Chiropractor/
spinal treatment

$20 for one annual office visit/ 
evaluation, then 20% plus any 
amount over allowable charges 
if non-network

t 80% after deductible
t Up to $2,000 or 31 visits per year, whichever comes first

Acupuncture

$20 for one annual office visit/ 
evaluation, then 20% plus any 
amount over allowable charges 
if non-network

t 80% after deductible
t Must be administered by an M.D.
t 20 visits per calendar year

Sleep study
20% plus any amount over 
allowable charges if non-
network

t 80% after deductible
t Need letter of medical necessity

Continuous
Positive Airway
Pressure (CPAP)
machine/two 
masks

20% plus any amount over 
allowable charges if non-
network

t 80% after deductible
t Need results of two sleep studies done on different 

days and letter of medical necessity
t Two masks per calendar year

Biofeedback
20% plus any amount over 
allowable charges if non-
network

80% after deductible

 
A Bit of Information About...
Organ Transplants
If you or a dependent needs an organ transplant, the Health Fund wants to be sure you 
consider having the operation performed at a Center of Excellence.  What’s that?  It’s a 
facility that meets the quality measures set up by the American Medical Association for 
its experience, expertise, patient outcome and cost effectiveness.  The Health Fund uses 
independent consultants to recommend and evaluate centers.
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Other Services
The Health Fund also covers medical expenses for the following treatments.

Service
You Pay
Deductible Plus

Health Fund Pays

Home health
care

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t Care given by a Registered Nurse, 

Physical Therapist or Occupational 
Therapist

t Up to 80 visits of four hours per day 
per calendar year

Home health
aide

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t Care given by someone other than 

a Registered Nurse or Licensed 
Practical Nurse

t Up to 80 visits of any time up to four 
hours per day per calendar year

Hospice
Nothing – there is 
no deductible

t 100%
t Inpatient and outpatient
t Terminal illness, prognosis is six 

months or less

Durable medical 
equipment 
(includes 
Dynamic 
Orthotic 
Cranioplasty 
band)

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t Rental paid up to purchase price
t Replacement for growth if new 

prescription
t Need letter of medical necessity and 

itemized breakdown
t Maximum of $5,000 per individual per 

calendar year

Glasses after 
cataract surgery

20% plus any 
amount over 
allowable charges 
if non-network

t One pair following surgery
t No more than one pair per calendar 

year

Orthotics

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t One pair (maximum cost $500), as 

medically necessary, every three years 
for an adult, or more often if needed 
for growth and under age 18

Orthopedic 
shoes

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t Initial purchase of one pair
t Replacement if prescription changes
t Replacement after 12 months (not for 

wear and tear)

Supplies

20% plus any 
amount over 
allowable charges 
if non-network

t 80% after deductible
t Surgical stockings two pairs per lifetime
t Disposable supplies not covered
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Mental Health and Substance Abuse Benefits in the Full Plan
You and your dependents can get help for mental health or substance abuse problems.  The lifetime limit 
for inpatient or outpatient substance abuse is $20,000 — including Weekly Disability Income (WDI) — or two 
episodes per lifetime, whichever comes first.

Mental Health

Service You Pay
Deductible Plus Health Fund Pays

Inpatient
and/or partial
hospitalization 
(2 partial days = 
1 inpatient day)

20% plus any amount 
over allowable charges 
if non-network

t With precertification:  80% after deductible
t Without precertification:  Same as above but 70% instead of 

80% 
t 60 days per calendar year
t For precertification call the number on the back of your ID 

card

Outpatient
50% plus any amount 
over allowable charges 
if non-network

t 80% after deductible
t 30 visits per calendar year

Substance Abuse

Service You Pay
Deductible Plus Health Fund Pays

Inpatient
20% plus any amount 
over allowable charges 
if non-network

t With precertification:  80% after deductible
t Without precertification:  Same as above but 70% instead of 80%
t 45 days or $20,000, whichever comes first
t Does not cover detoxification alone – must access rehabilitation 

services within seven days
t $20,000 combined in/outpatient lifetime limit and WDI benefit or 

two episodes per lifetime
t For precertification call the number on the back of your ID Card

Outpatient
(includes partial
hospitalization)

50% plus any amount 
over allowable charges 
if non-network

t 50% after deductible
t 30 visits per calendar year, includes partial hospitalization
t $20,000 combined in/outpatient lifetime limit and disability 

benefits or two episodes per lifetime

A Bit of Information About...
Substance Abuse Treatment
If you or a covered loved one is incapacitated by or dependent on drugs or alcohol, 
more than detoxification may be needed.  That’s why substance abuse treatment covers 
a whole course of treatment, prescribed by a physician, which evaluates the problem, 
gives necessary medical, psychiatric or psychological care and provides counseling and 
rehabilitation.
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Member Assistance Benefits in the Full Plan
Your benefits include the Member Assistance Program (MAP) for help with:

t	 daily troubles that become overwhelming
t	 mental health care, or
t	 substance abuse treatment.

Need Help? Use the MAP
For problems that threaten your peace of mind or quality of life, you can get help. 
Call the MAP number listed in Section VI of this booklet. You or your eligible family 
members can each have up to six visits as an outpatient with a trained professional 
at no cost to you. If you need further treatment a referral will be made to another 
provider and you may be covered under the Health Fund’s mental health or 
substance abuse benefits.

Counselors are available 24 hours-a-day to help with these and other issues:

t	 aging
t	 alcohol and drug abuse
t	 career and job issues
t	 child care concerns
t	 depression
t	 domestic abuse
t	 elder care concerns
t	 financial or legal concerns
t	 gambling or other compulsive behavior
t	 marital and family problems
t	 psychological and emotional struggles
t	 stress and anxiety
t	 suicidal thoughts

The MAP program is administered by an independent and separate company.  It 
is not affiliated with or under the control of the Health Fund.  This means that the 
Trustees can’t take responsibility for the results of counseling received through the 
MAP or interfere in the professional relationship that exists between patient and 
counselor.

All consultations are confidential.
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What’s Not Covered
The Health Fund does not cover all medical and health services.  Just because a provider is in the network, it 
does not mean that its services are covered.  And some services that are covered have certain conditions that 
apply to them.  This chart lists, alphabetically, services and treatments that are not covered by the Health Fund.

It contains items that are listed as covered elsewhere in this booklet because circumstances or limitations may 
apply to some treatments.  If you have any confusion about any medical treatment you’re considering, please 
call the Health Fund Office.

8	 Amounts above allowable charges
8	 Any services or supplies that are not required by a certified physician
8	 Artificial limbs, unless loss was a result of accidental injury
8	 Autopsy
8	 Biohazardous waste disposal
8	 Blood and blood plasma donated, replaced or stored for future use
8	 Childbirth classes
8	 Complications arising from non-covered services
8	 Confinement in a hospital which is owned or operated by the Federal government, except for 

reimbursements to veterans hospitals that are required by law
8	 Contraceptives for eligible persons younger than 19, unless they are medically necessary for 

reasons other than prevention of pregnancy and, for those younger than age 16, the parents 
have consented

8	 Convalescent facilities, nursing homes, halfway houses, residential treatment centers
8	 Cosmetic surgery, except to repair damage as a result of accidental injury
8	 Court ordered confinements or treatments not covered by the Health Fund
8	 Custodial care
8	 Detoxification which is not followed by rehabilitation treatment within seven days
8	 Educational therapy for correction of learning disabilities
8	 Elective surgical or medical abortion unless mother is the member or spouse and (1) her life is 

endangered or (2) the fetus is severely abnormal and has 0% chance of survival
8	 Exercise classes
8	 Expenses incurred after you settle any third-party or insurance claim related to an injury or 

illness for which a third party may be responsible
8	 Experimental, investigational or unproven medical procedures, treatments, devices, drugs or 

services
8	 Figure salons
8	 Genetic counseling or treatment of genetic disorders
8	 Growth hormone deficiency treatment
8	 Hair loss, hair removal or hair transplants
8	 Hearing aids unless required due to accidental injury
8	 Homemaker or housekeeping services
8	 Hypnosis for weight loss, personal problems or smoking cessation
8	 Immunizations that have not been described as covered
8	 Infertility treatment (in-vitro/in-vivo fertilization and drugs)
8	 Injuries or diseases covered by any workers’ compensation law
8	 Injuries or diseases sustained in any occupation or employment for pay or profit
8	 Medical services or supplies outside the U.S. (includes Puerto Rico) or Canada, except for 

medical emergency
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8	 Membership fees
8	 Mental, psychoneurotic or personality disorders while not hospital 

confined
8	 Methadone maintenance or similar treatment
8	 More than one voluntary sterilization procedure
8	 Nutritional counseling, unless for a pregnant, diabetic member or 

spouse
8	 Obesity, including surgery and surgical complications, except 

covered bariatric surgery
8	 Organ donation to anyone who is not covered under the Health 

Fund
8	 Organ transplants that have not been described as covered
8	 Orthotic or arch supports for engaging in sports
8	 Paramedic services, except given in a covered ambulance service in 

an emergency
8	 Penalties or exclusions incurred because you didn’t follow another 

medical plan’s rules (including failure to obtain a referral or pre-
authorization), except where the other plan’s denial is based solely 
on the fact that the provider or location did not participate in the 
other plan’s network

8	 Physical examinations required by an employer as a condition of 
employment or by a school or camp as a condition of enrollment or 
participation

8	 Pregnancy, diagnostic tests, abortion, birth control or other related 
charges of a dependent child

8	 Preparation of medical reports, bills, insurance or claim forms; 
mailing, shipping or handling expense; charges for broken 
appointments, telephone calls or photocopying fees

8	 Prescription drug costs for anyone who has primary coverage from 
another plan

8	 Psychological, personality or perceptual tests
8	 Reike or any form of energy healing
8	 Repair or replacement of prosthetic devices or medical equipment 

due to wear and tear or breakage   
8	 Resorts, spas, camps or weight-reducing programs or clinics
8	 Reversal of elective sterilization
8	 Review of past medical history
8	 Routine examinations that have not been described as covered
8	 Routine foot care (trimming nails, removing corns or calluses), 

unrelated to medically-necessary treatment for diabetes
8	 Sales tax or any state tax or surcharge
8	 Screening and selection of potential artificial insemination donors
8	 Services for the first 12 months of coverage for any sickness, injury 

or condition for which treatment was received in the six months 
prior to being covered by the Health Fund, unless there is creditable 
coverage under another group health plan

8	 Services or supplies payable by a government or governmental 
agency, including Medicare

Glossary
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8	 Services rendered by you or your spouse, parent, brother, sister or child
8	 Services that aren’t medically necessary
8	 Speech therapy, unless it’s necessary due to accidental injury, stroke or removal of vocal cords
8	 Surrogate motherhood or insemination of a surrogate mother
8	 Teeth or gums treatment (see the dental benefits) other than dental implants which are 

necessary due to the effects of necessary cancer treatment
8	 Testing or repairing hearing aids
8	 Transportation that has not been described as covered
8	 Transsexualism (sex reassignment procedures, services, supplies or medications)
8	 Treatment in connection with participation in a felony, riot or insurrection
8	 Treatment of a narcotic habit, unless the drugs were given by a physician
8	 Treatment of injury or illness arising out of war (declared or undeclared) including armed 

aggression
8	 Treatment or services given by a provider who does not meet the Health Fund’s definition of a 

provider
8	 Use of a physician’s suite, surgical trays, nurse assistance, disposable supplies, sterile gloves 

and other items
8	 Vision care costs for anyone who has primary coverage from another plan
8	 Wigs, except if needed due to chemotherapy or radiation therapy, then one per calendar year
8	 Wiring teeth for weight reduction

Prescription Drug Benefits in the Full Plan
With the cost of prescription drugs on the rise, prescription drug coverage is more important than ever.  The 
Health Fund contracts with an independent pharmacy benefit manager (PBM), whose name is shown in Section 
VI of this booklet, to handle your prescription drug coverage.  The PBM chooses the pharmacies in its network 
and monitors them for licensing and the quality of service they give.

Like your medical benefits, you’re covered for certain prescriptions that are medically necessary and recognized 
as legend drugs to treat an illness or the effects of an injury.  Drugs you obtain at pharmacies that don’t belong 
to Health Fund’s PBM’s network, that are given to you in the doctor’s office, sold over the counter, or are 
experimental, investigational or unproven are not covered.

The PBM does not coordinate benefits with other prescription drug carriers.  This means the Health Fund does 
not cover any prescription drug expenses if you have primary coverage under another plan or policy.

A Bit of Information About...
Creditable Coverage
The Health Fund prescription drug coverage is “creditable,” which means that it is expected 
to pay out at least as much as the standard Medicare Part D plan.  If you choose to obtain 
Part D coverage, you cannot also use the Health Fund drug coverage.  Details can be found 
in the Notice of Creditable Coverage printed elsewhere in this booklet.  

A Bit of Information About...
Work-related Tests
Work-related screenings and tests and disability exams are not covered.
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To maintain cost-effectiveness for the prescription drug benefit, your prescriptions 
will be filled with generic drug equivalents unless your doctor writes “Dispense as 
Written” on your prescription or you request that a brand name drug be used.  Your 
drugstore receipt will show you if a generic substitution has been made.  

If a generic substitution is allowed but you choose the brand name drug, you must 
pay the brand copay plus the difference in cost between the generic substitution 
and the actual brand name drug you receive.

You and your dependents are covered for specified prescriptions that are:

t	 filled at participating pharmacies
t	 filled from the mail prescription service

The prescription drug copays are:

Generic
Drug

Formulary
Drug

Non-formulary
Drug

At a network pharmacy, 
your copay for up to a 30-
day supply will be

$5 $10 $25

Through the mail order 
program, your copay for 
up to a 90-day supply 
will be

$10 $20 $50

How Much Can You Buy?
At the drugstore, you can buy up to a 30-day supply of your medication.  If you 
need to take prescription medication for a chronic condition, the mail order 
program lets you buy up to a 90-day supply with only two copays.

To use the mail order program you must complete and sign a profile form and 
mail it along with your original prescription to the PBM.  You must mail in payment 
or you may put it on your credit card.  You can get refills for your mail order 
prescriptions by phone – see your drug ID card.

The mail order program, in many cases, will save time and money.  It is often 
appropriate for maintenance medications such as allergy, cholesterol, blood 
pressure, etc.  Injectable drugs are not available through the mail order.  The PBM 
assures the Health Fund that the mail order pharmacy is a state-of-the-art, full-
service pharmacy where your prescriptions will be reviewed and verified by a 
licensed pharmacist.  There are no shipping costs and you should expect to receive 
the medication seven working days after your order is received.  

Glossary
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You may call the Mail Service Pharmacy at the number listed in Section VI of this booklet and they will request 
new prescriptions from your doctor.  

Your medication will be sent “postage pre-paid” to the address you request.

The tables list many of the drugs that are covered under the Health Fund. Please call your pharmacist or the 
pharmacy benefit manager at the number listed in Section VI of this booklet if you have questions about a 
prescription.

Drugs That Are Covered

Type of Medication Limitations (if any)

t	Acne treatment
t	Accutane
t	AIDS treatment
t	Alcohol and drug 

treatment
t	Revia
t	Antabuse
t	Anabolic steroids
t	Antibiotics
t	Anorexiants
    Adderall
    Desoxyn
    Dexedrine
    Ritalin
t		Compounds 
t	Contraceptives

 
    Depo-Provera
    Diaphragm
    IUD
    Norplant
    Oral contraceptives
t	Cosmetic drugs
    Avita
    Differin
    Renova
    Retin-A

Medical benefit

Prior authorization required

Only those listed
Through age 18, then prior authorization required 
for narcolepsy, ADD and ADHD

Must contain at least one legend ingredient
Only those listed
 Member or spouse only
 Dependent children – authorization required
Injectable form only
 exclusion
 exclusion

Prior authorization required if under 19
Only those listed
Covered through age 25, then prior authorization required
Covered through age 25, then prior authorization required
Covered through age 25, then prior authorization required
Covered through age 25, then prior authorization required

A Bit of Information About...
Drug ID Card
You must present your drug identification card at the network pharmacy in order to pay 
only the copay amount at the drugstore.
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Type of Medication Limitations (if any)

t	Chemotherapy 
t	Cox-2 Inhibitors – only 

Celebrex
t	Diabetic needs 
    Insulin
    Novopen/needles
    Pen/needles
    Syringes
    Blood glucose test strips
    Urine glucose test strips
    Lancets
    Insulin pump needles
    Quick release soft Teflon
    Infusion set
    Lancet devices
t	Blood glucose monitor 

supplies (e.g., calibrating 
solution)

t	Blood glucose monitors
t	Glucose monitoring 

Device (e.g., Glucowatch)
t	Glucose meter
t	Glucose tubing
t	Fluoride products and 

Peridex
t	Hematinics (Iron 

preparations)
t	Immunosuppressants
t	Impotence treatments
    Caverject
    Edex
    Muse

Viagra/Levitra/Cialis/MUSE

Yohimbine (Yocon)

Medical

Only those listed

Only those listed
Injectable form only
Pellet
   Retail:  Maximum quantity of six per 30 days
   Mail:  Maximum quantity of 18 per 90 days
Six tablets per month
   Retail:  Maximum quantity of six per 30 days
   Mail:  Maximum quantity of 18 per 90 days
Excluded

Glossary
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Type of Medication Limitations (if any)

t	 Injectables
    Allergy extracts
    Bee sting kits
    Factor VIII/Recombinate
    Glucagon
    Imitrix
    Limerix
    Lupron
    Low molecular weight heparins
    Pneumovax 23 
    Prevnar
    Rebetron
    Tamiflu
t	 Interferons
    Alferon-A
    Avonex 
    Betaseron
    Intron-A
    Roferon-A
t	Laxatives
t	Migraine medications
    Amerge tablets
    Imitrix tablets
    Imitrix nasal spray
    Maxalt tablets 
    Migranal nasal spray
    Zoming tablets 
t	Specialized nutritional baby 

formula
t	Psychotherapeutic drugs
t	Smoking cessation products
    Chantix
    Nicotine nasal spray
    Nicotine inhaler
    Zyban tablets
t	Vitamins and minerals 
    Prenatal vitamins
    Niacin 500 mg.
    Niaspan 500 mg.

Only those listed  

Two kits per month
With needles and syringes

Prior authorization required

Prior authorization required

One vaccination every four years

Only those listed

Injectable form only

e.g. Golytely

Nine pills per month
Nine pills per month
One bottle per month
Six pills per month
One bottle per month
Six pills per month
50% of cost covered for child
younger than age 5*  
Must be pre-authorized 
$500 lifetime maximum
Prescription only

Only those listed

*only for malabsorption caused by Crohn’s disease, ulcerative colitis, gastro-esophageal reflux, gastrointestinal 
motility or chronic intestinal pseudo-obstruction.
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This table lists the categories of drugs and specific drugs that are not covered.

Drugs and Products That Are Not Covered

8	 non-legend or over-the-counter (OTC) drugs
8	 therapeutic devices, support garments and other non-medical substances
8	 drugs intended for use in a physician’s office or setting other than home use
8	 biological sera, blood or blood plasma
8	 OTC contraceptives (condoms and spermicides)
8	 alcohol swabs
8	 glucose monitors (covered under the medical plan)
8	 fertility drugs
8	 growth hormones (injectable form)
8	 rogaine
8	 propecia tablets
8	 vitamins and minerals, unless otherwise listed
8	 disposable supplies (ostomy bags may be covered)
8	 syringes and needles, except for Insulin and Factor VII Recombinate
8	 contraceptives for dependent children, except where medically necessary 

for a purpose other than preventing pregnancy and, for children younger 
than 16, with parental consent

8	 drugs or products obtained from a pharmacy that is not in the PBM’s 
network

Dental Benefits in the Full Plan
The Health Fund provides you and your covered dependents with dental care to 
get — and keep — healthy teeth.  Preventive services are encouraged — the Health 
Fund pays 100% of allowable charges for two checkups per year per person.  For 
other services the Health Fund pays a percentage of allowable charges.

Dental benefits are administered by a separate company, as set forth in Section VI 
of this booklet.  

What is Covered?
The Health Fund pays all or part of allowable charges for certain:

t	 diagnostic and preventive services
t	 basic services (restorative, oral surgery, periodontics, endodontics, 

emergency care)
t	 crowns and onlays
t	 prosthodontics (dentures and bridgework)
t	 orthodontics
t	 TMJ
t	 implants

There’s no deductible or copay – you only need to pay the coinsurance for 
restorative, periodontal or orthodontia services, plus any amount over allowable 
charges, but there is a cap on annual dental benefits.

Glossary
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Only services given by a dentist are covered, except for cleaning and scaling done by a dental hygienist under 
the dentist’s supervision.

Work that is cosmetic, including teeth whitening and bleaching, personalization or characterization of dentures, 
isn’t covered, nor are guards or splints for temporomandibular joint dysfunction (TMJ).  Dental charges for 
treatment of damages as a result of an accident are considered for payment only under your medical coverage.  
Dental implants necessary because of cancer treatment and anesthesia if you’re hospitalized for covered dental 
work are also considered for payment only under your medical coverage.  See What’s Not Covered later in this 
section for other similar overlaps.  

You’re covered for devices such as bridges and crowns if they’re ordered while you’re eligible under the Health 
Fund.  Should you lose your Health Fund eligibility, bridges and crowns ordered while you were covered must 
be installed within 60 days after you’re no longer eligible for the Health Fund.

Pre-Existing Conditions Excluded
If you become covered for the first time or have your coverage reinstated after an absence of a year or more 
and you received dental treatment in the six months before you became covered, that treatment is considered 
a pre-existing condition and won’t be covered under the Health Fund for the first 12 months of coverage.  The 
Health Fund will use your creditable coverage under another group dental plan to reduce the 12-month pre-
existing condition limitation period.

Maximum Coverage
The Health Fund will pay $1,500 of covered expenses per person per calendar year for covered diagnostic, 
preventive, basic, crowns, prosthodontic and TMJ expenses.  For covered orthodontic expenses, the limit is 
$1,000 per person per lifetime.  For covered periodontic services, the limit is $1,000 per person per lifetime.

Diagnostic and Preventative Services

Service You Pay Health Fund Pays

Examinations, cleaning and bitewing
X-ray

Any amount over 
allowable charges

100%
Two per calendar year

Full mouth X-ray
Any amount over 
allowable charges

100%
One every three years

Topical application of fluoride 
Any amount over 
allowable charges

100%
Once per calendar year, if younger than age 15

A Bit of Information About...
Dental Charges
Dental charges are paid for in the year a device was placed in the mouth, not when it 
was made.  If the work begins in one year and finishes in the next, it is covered up to the 
maximum in the year it’s finished.  Be careful — the Health Fund won’t pay to replace lost 
or stolen devices.
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Restorative Services

Service You Pay Health Fund Pays

Replacement of, or 
addition to, a removable 
denture or fixed 
bridgework

40% plus any amount 
over allowable 
charges

60%

t	 The denture or 
bridgework must have 
been in use at least 
five years and can’t be 
repaired, or

t	 The denture being 
replaced with a 
permanent denture is an 
immediate temporary 
denture installed within 
the past 12 months

Repairing, recementing 
or relining of dentures, 
crowns, inlays or 
bridgework

40% plus any amount 
over allowable 
charges

60%
Not covered within six 
months of insertion of 
prosthesis

Treatment of 
temporomandibular joint 
dysfunction other than by 
surgery

40% plus any
amount over 
allowable charges

60%
Occusal guards, night 
guards and splints not 
covered

  
Periodontics

Service You Pay Health Fund Pays

Periodontal and other gum 
and tissue disease of the 
mouth 

40% plus any amount 
over allowable charges

60%
Lifetime maximum $1,000.
Surgery only once in three 
years.
Curettage and periodontal 
splinting not covered.

Orthodontia

Service You Pay Health Fund Pays

Orthodontia 40% plus any amount 
over allowable charges

60%
Maximum age 19 
if treatment starts before age 19. 
Benefits cease at 20th birthday. 
Lifetime Maximum $1,000

Glossary
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What’s Not Covered

8	 Procedures primarily for the purpose of plaque control (except prophylaxis), oral hygiene, dietary 
instructions or other diagnostic tests not specifically mentioned, including but not limited to, laboratory 
tests, caries susceptibility tests and periodontal susceptibility tests.

8	 Surgical procedures to correct congenital malformations or development malformations, and 
procedures, appliances or restorations solely for cosmetic purposes or to increase vertical dimension, 
restore occlusion or restore tooth structure lost by attrition, or related to TMJ, TMD or occlusal 
equilibration.

8	 Any endodontic, periodontal, oral surgical and restorative procedures related to implants or 
overdentures.

8	 Synthetic graft materials.
8	 Replacement of fillings with other than the prior substance due only to composition of the filling, to 

which the patient has shown no adverse reaction.
8	 Periodontal splinting and/or crown and bridgework used in conjunction with periodontal splinting.
8	 Implants or any procedures, restorations or appliances associated with or attached thereto except 

for dental implants which are medically necessary due to the effect of radiation with chemotherapy 
required to treat cancer.*

8	 Personalization, characterization and precision attachments.
8	 Replacement of a lost or stolen prosthetic device.
8	 The replacement and/or repair of any appliance furnished under a treatment plan.
8	 After the completion of orthodontic services as set forth in a treatment plan, any further orthodontic 

services rendered to the same covered person.
8	 Orthodontic surgery (orthognathic surgery).
8	 Tooth guidance appliance, minor tooth movement and pre-prosthetic orthodontics, such as molar 

uprighting.
8	 Services rendered for injuries or conditions which are related to employment or self-employment for 

remuneration or profit, without regard to whether they are compensable under Workers’ Compensation 
or employer’s liability laws; services which are provided by any federal or state or provincial 
government agency, or are provided without cost to the covered person by any municipality, county or 
political subdivision or community agency, except to the extent that such payments are insufficient to 
pay for the applicable eligible dental benefits described in this booklet.

8	 Services performed or items furnished for any conditions, disease, ailment or injury occurring while 
the covered person is on active duty during military service, or for services or items provided under the 
laws of the United States of America or of any state of the United States or any foreign country or of 
any political subdivision of any of the foregoing.

8	 Dental services performed prior to the date the covered person became eligible for benefit payments.
8	 Analgesics (such as nitrous oxide) or other euphoric or prescription drugs.
8	 Bases or procedures of an experimental or investigational nature.
8	 Charges for hospitalization, including hospital visits.*
8	 Laboratory tests and/or laboratory examinations.  
8	 Services to correct minor tooth movement.
8	 Any service or item which is determined by the Health Fund, with the recommendation of the Dental 

Manager, not to be a necessary service or item for the treatment of the covered person’s condition, 
disease or injury.  The Dental Manager may need to review the covered person’s dental records, 
including necessary radiographs, photographs, and models to recommend whether a service or item is 
necessary.

8	 Broken appointments.
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8	 Completion of claim forms.
8	 Periodontal charting is considered a component of the diagnosis and 

treatment of periodontal disease and is not a chargeable procedure.
8	 Charges for infection control and OSHA procedures.
8	 Penalties or exclusions incurred for failure to follow the rules of another 

plan.
8	 Charges made for or in connection with dental work necessitated by 

accidental injury to natural teeth.*
8	 Services and supplies that are wholly or partially cosmetic, including teeth 

whitening or bleaching.
8	 Services for pre-existing conditions rendered within the first year of 

coverage, as described earlier in this section on dental benefits.  
8	 In the event that there are alternative methods of treating a condition (e.g., 

varying techniques, substances and appliances), which methods carry 
different fees, the Health Fund shall not make payments in excess of the 
lesser fee, unless a method carrying the greater fee is the only adequate 
treatment.  In the event the covered person elects treatment beyond 
that determined to be adequate by the Dental Manager, he shall remain 
responsible for that portion of the dentist’s fee not paid by the Health Fund.

8	 In the event that a covered person transfers from the care of one dentist 
to that of another dentist during a course of treatment, or if more than one 
dentist renders services for the same dental procedure, the Health Fund 
shall not be required to make payment for more than the amount it would 
have paid had but one dentist rendered all these services during each 
course of treatment, nor shall the Health Fund be required to make payment 
for duplication of services rendered.

 *may be covered by medical plan

Coordination of Benefits (COB) in the Full Plan

Double Coverage
It is common for family members to be covered by more than one health care plan.  
This happens, for example, when a husband and wife both work and have family 
coverage through both employers.  

When you are covered by more than one health plan, your plans usually follow a 
procedure called “coordination of benefits” to determine how much each should 
pay when you have a claim.  The goal is to make sure that the combined payments 
of all plans do not add up to more than your covered health care expenses.  

Coordination of benefits (COB) is complicated, and covers a wide variety of 
circumstances.  This is only an outline of some of the most common ones.  If your 
situation is not described, call the Health Fund Office.  
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Primary or Secondary?
You will be asked to identify all the plans that cover members of your family.  We need this information to 
determine whether we are the “primary” or “secondary” benefit payer.  The primary plan always pays first 
when you have a claim.  

Any plan that does not contain COB rules will always be primary.  Some plans declare that their coverage is 
“excess” or “always secondary.” The Health Fund will coordinate benefits with those plans by paying primary 
if the Health Fund is primary under its rules.  If the Health Fund is secondary under its rules, then the Health 
Fund will pay its benefits first, but its maximum benefit payment will be capped at what its benefit payment 
would be if it were the secondary payer, calculated based on an estimate of what the other plan will pay.  

When This Full Plan is Primary
If you or a family member are covered under another plan in addition to this one, the Health Fund will be 
primary when:  

Your Own Expenses
t	 The claim is for your own health care expenses, unless you are covered by Medicare and both you and your 

spouse are retired.  

Your Spouse’s Expenses
t	 The claim is for your spouse, who is covered by Medicare, and you are not both retired.  

Your Child’s Expenses
t	 The claim is for the health care expenses of your child who is covered by the Health Fund and 

t	 You are married and your birthday is earlier in the year than your spouse’s.  This is known as the “birthday 
rule”;

or

t	 You are separated or divorced and you have informed us of a court decree that makes you responsible for 
the child’s health care expenses;

or

t	 There is no court decree or QMSCO, but you have custody of the child.  If the custodial parent has remarried, 
then coverage for the child will be provided in this order:   first, the custodial parent’s plan; second, the plan 
of the custodial parent’s spouse; third, the non-custodial parent’s plan.  

Other Situations
The Health Fund will be primary when any provisions of federal law require it to be.  



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 4 9

How Claims Are Paid When the Health Fund Plan Is Primary
When the Health Fund Plan is the primary plan, the Health Fund will pay the 
benefits in accordance with the terms of your contract, just as if you had no other 
health care coverage under any other plan.  

How Claims Are Paid When the Health Fund Plan Is Secondary
The Health Fund Plan will be secondary whenever the rules do not require it to be 
primary.  

When the Health Fund is the secondary plan, the Health Fund will not pay until after 
the primary plan has paid its benefits. Its will then pay part or all of the allowable 
expenses left unpaid, as explained below.  An “allowable expense” is a health 
care expense covered by one of the plans, including copayments, coinsurance and 
deductibles.  

•  If there is a difference between the amount the plans allow, the Health Fund 
will base its payment on the higher amount.  However, if the primary plan has 
a contract with the provider, the Health Fund’s combined payments will not be 
more than the amount called for in the Health Fund contract or the amount called 
for in the contract of the primary plan, whichever is higher.  Health maintenance 
organizations (HMOs) and preferred provider organizations (PPOs) usually have 
contracts with their providers.  

•  The Health Fund will first determine the amount it would have paid if its plan had 
been primary.  The Health Fund will then reduce its payment by any amount so 
that, when combined with the amount paid by the primary plan, the total benefits 
paid do not exceed the total allowable expense for your claim.  The Health Fund 
will credit any amount it would have paid in the absence of your other health 
care coverage — that is, if the Health Fund had been primary — toward its own 
plan deductible. 

If the Allowable  
Expense is

And the Primary  
Plan pays

Health Fund  Secondary 
Coverage will pay*

$ 100 $ 10 $ 80

 100   30   70

 100   50   50
*  assuming your deductible is met

•  The Health Fund will not pay an amount the primary plan did not cover because 
you did not follow its rules and procedures.  For example, if your plan has 
reduced its benefit because you did not obtain pre-certification, as required by 
that plan, the Health Fund will not pay the amount of the reduction, because it is 
not an allowable expense.  
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Vision Benefits in the Full Plan

What Is Covered and Copays
There are a lot of ways to correct your eyesight — from simple reading glasses to post-operative corrective 
lenses.  And they can all be expensive — especially if you need to add special coatings or tints.  The Health 
Fund offers you a vision care program through an independent vision care manager (VCM) whose name is 
shown in Section VI of this booklet.

If you go to a participating VCM provider, when you call to schedule an appointment the provider will check 
your eligibility.  You’ll pay a $25 copay for your exam and different copays depending on the products you 
select.  If you go to a non-VCM provider, you’ll be reimbursed up to $95.

Here are the other copays that apply when you use a network provider:  

Eyeglasses

No copay for Designer selection in Tower Collection
Allowances towards other choices:  

$14 towards single vision lenses
$23 towards bifocals
$32 towards trifocals
$14 towards a frame

Safety Eyeglasses No copay for Fashion Selection

Contact Lenses

$50 - $70 copay applies to standard, soft, daily-wear contact lenses or two multipacks of 
disposable/planned replacement contact lenses
Allowances towards other choices:  

$45 (which may or may not apply to fitting/follow up fees)
Note:  routine eye exams may not include contact lens evaluations
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The VCM provides a one-year, unconditional breakage warranty on all eyeglasses it 
completely supplies.  

The VCM provides access to a mail order replacement contact lens service.  For 
details, see the information in Section VI of this booklet.

If you don’t use a VCM provider, you must pay for services and products, get a 
claim form from the VCM or the Health Fund website and return it to the VCM (at 
the address in Section VI) with an itemized receipt.  The same services and materials 
that are covered at VCM providers are covered at non-network providers.

Each covered person may get either one pair of glasses or contact lenses per 
calendar year.  The VCM recommends that you obtain an exam and products at 
one time, but if you are using a network provider you may receive an exam and 
products at different times within the same calendar year.  To “split” the benefit this 
way, you must use only network providers.  

Carpenters may get one pair of safety glasses instead of regular glasses or contact 
lenses in a calendar year.  Any covered person can get a pair of sunglasses instead 
of regular glasses in a calendar year.

The vision care manager does not coordinate benefits with other vision plans.

Laser vision correction is not covered.  However, you can get a discount if you go 
to a VCM specified provider.  For information, visit the VCM’s website at the address 
shown on page 17.  

Glossary
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When you select your glasses, you’ll pay nothing for the frame if you pick a non-Premier frame from the Tower 
Collection.  In addition, the following lenses and coatings are included at no charge:

t	 Plastic or glass single vision, bifocal or trifocal lenses, in any prescription range
t	 Glass grey #3 prescription lenses
t	 Oversize lenses
t	 Post-cataract lenses
t	 Polycarbonate lenses (included for dependent children, monocular patients, and patients with 

prescriptions +/- 6.00 diopters or greater)
t	 Fashion, sun or gradient tinted plastic lenses
t	 Blended invisible bifocals
t	 Photogrey Extra ® (sun-sensitive) glass lenses
t	 Didymium Lenses (safety eyewear only)

Optional frames, lens types and coatings are available to you for discounted fixed fees.  Call the VCM or Health 
Fund Office for more information.  

What’s Not Covered?
Except for some situations already mentioned, some goods and services are not covered:

8	 More than one exam per year
8	 Medical treatment of eye disease or injury; vision therapy
8	 Contact lenses and eyeglasses in the same calendar year
8	 Special lens designs or coatings, other than those previously described
8	 Replacement of lost eyewear
8	 Plano (non-prescription) lenses
8	 Services not performed by licensed personnel
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Life Insurance in the Full Plan
If you die while covered under the Health Fund, it will pay your beneficiary the 
amount of death benefits shown on the table below.

You can name anyone you want as your beneficiary and you can change your 
beneficiary at any time.  All you have to do is complete, sign and return the 
appropriate form to the Health Fund Office.  Your election must be on file with and 
approved by the Health Fund Office before you die.

If your beneficiary is a child younger than 18, you should consider naming a 
guardian or custodian to accept and handle death benefits.  Otherwise, the Health 
Fund may have to delay payment or require probate court approval.  

Your spouse and dependents need life insurance coverage too, and they may 
have it under your coverage from the Health Fund.  You are the only allowable 
beneficiary of your dependents’ coverage.

The life insurance benefit may be provided through the Health Fund or from an 
insurance company.  If an insurance company provides it, that company will be 
identified in Section VI and the terms of the insurance company policy also apply.  

Amount paid on Death  in 2008 or later

Active Member $12,000

Spouse $ 2,500

Eligible Child: 
14 days old through age 19  
(23 if full-time student)

$ 2,500

You or your spouse and dependents may be able to convert their coverage to a 
personal life insurance policy if you or they become ineligible for benefits under 
the Health Fund.  To do so, the person must contact the insurance company.  It 
will require filing an application and paying the first premium within 31 days after 
Health Fund coverage ends.
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Accidental Death and Dismemberment (AD&D) in the Full Plan
If you have an accident while you’re an active member and you suffer a “covered loss” within 365 days of the 
accident, your beneficiary or you may be entitled to accidental death and dismemberment (AD&D) benefits.

Only losses that are caused by an accident are covered.  Plus, no benefits are payable for a loss caused or 
contributed to by:

t	 a bodily or mental infirmity
t	 a disease, ptomaine, or bacterial infection*
t	 medical or surgical treatment*
t	 suicide or attempted suicide (while sane or insane)
t	 an intentionally self-inflicted injury
t	 a war or any act of war (declared or not declared)
t	 voluntary inhalation of poisonous gases
t	 commission of or attempt to commit a criminal act
t	 use of alcohol, intoxicants or any “controlled substance,” except as prescribed by a physician — an 

accident in which the blood alcohol level of the operator of a motor vehicle meets or exceeds the level 
at which intoxication would be presumed under the law of the state where the accident occurred will be 
treated as caused by the use of alcohol

t	 air or space travel — this does not apply if a person is a passenger, with no duties at all, on an aircraft 
being used only to carry passengers, with or without cargo

*   These do not apply if the loss is caused by an infection which results directly from the injury or by 
surgery needed because of the injury.  

Loss of fingers, thumbs, hands or feet requires complete severance.  Severance means through or above the 
metacarpophalangeal joints.

Your AD&D benefit may be provided through the Health Fund or from an insurance company.  If an insurance 
company provides it, that company will be identified in Section VI of this booklet and the terms of the insurance 
company policy also apply.  

If more than one type of loss is suffered in one accident, only one benefit — the greatest loss amount — will be 
paid.
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Loss of: Benefit

Life $12,000

t	 Both Hands
t	 Both Feet
t	 Sight in Both Eyes
t	 Hearing and Speech
t	 Quadriplegia (total paralysis of both upper and lower 

limbs)
t	 Third-degree burns covering 75% of body
t	 Total Disability (as defined in insurance contract)

$12,000

t	 One Hand
t	 One Foot
t	 Sight in One Eye
t	 Four Fingers
t	 Thumb and Index Finger on One Hand
t	 Paraplegia (total paralysis of both lower limbs)
t	 Hemiplegia (total paralysis of upper and lower limbs 

on one side of body) 
t	 Third-degree burns covering 50%-74% of body

$6,000

t	 Three fingers     
t	 Uniplegia (total paralysis of one limb)

$3,000

t	 One or two fingers $1,500

No more than $12,000 will be paid for one person’s losses in one accident.

Glossary
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Additional AD&D benefits will be payable if you die within 365 days after an accident in these 
situations and appropriate verification is provided:  

Loss of: Benefit

Life $12,000

t	 Passenger Restraint and 
Airbag (driver must be 
licensed) 

$10,000 if passenger restraint was used $5,000 if airbag was 
activated

t	Education for Dependents
Up to $600 payable for education of each eligible dependent who 

remains covered by Health Fund.
Maximum $5,000 total and benefit ends four years after death.  

t	 Child Care Benefit
Up to $360 payable each year for child care for an eligible 
dependent for up to four years after death. 

t	 Repatriation of Remains
Up to $5,000 paid if death occurs more than 200 miles from 
decedent’s principal residence.

t	 Coma

Up to $600 advanced monthly (after 30 consecutive days of 
coma) for 11 months.  Monthly benefit will be reduced by any 
AD&D benefits paid.
     
After 12 months of continuous coma, the full AD&D benefit  
(minus all payments advanced) will be paid.  
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Weekly Disability Income (WDI) in the Full Plan
You’re an active member and covered under the Health Fund.  Suddenly, you’re 
unable to work at your regular job — or any other job — because of an illness or 
injury that’s not related to your work.

If you’re under the care of a doctor and unable to get income from another source 
— such as unemployment, Workers’ Compensation or any other salary continuation 
plan — Weekly Disability Income (WDI) can help to make up for some of the income 
you lose.  It is not available for work-related illness or injury.  

WDI is designed to replace a portion of your income.  This coverage is not available 
to your dependents, nor is it available if you are in the Medicare Supplemental 
Plan.  It is available to owner-operators. 

You can start collecting weekly benefits on the first day following a disabling injury, 
or the eighth day of an illness.  Your doctor is required to give the Health Fund 
Office updated reports on your condition while you’re receiving benefits.

WDI is available for a total of 26 weeks per incident.  For the first 13 weeks, the 
benefit is $150 per week.  For the rest of the 26-week period, the weekly benefit 
is $100.  Benefits you receive will be reduced by the amount of any income you 
may receive from automobile insurance, if your disability is the result of an auto 
accident.

Returning to Work
What if you come back to work and can’t continue working because of the same 
illness or injury?  If you work nine full (seven-hour) days or less but can’t continue 
because of the same illness or injury, you’ll resume your benefits again with no 
waiting period.  The weeks you were receiving disability income prior to returning 
to work will count towards the 26-week maximum.

If you come back to work for 10 full days or more but can’t continue because of the 
same illness or injury, you receive benefits after the same waiting period — one 
day in the case of accident, eight days in the case of illness.  Your absence will be 
treated as a new event and you’ll be eligible for a full 26 weeks of WDI.

If you return to work for at least one full day and become eligible for WDI benefits 
because of a new, unrelated illness or injury, after the appropriate waiting period, 
you’ll be eligible to receive a new WDI benefit of up to 26 weeks of weekly income 
benefits.

A Bit of Information About... 
Partial Disability Benefits
The disability benefit is also paid for partial weeks.  For each 
weekday of disability, the amount is 1/7 of the weekly benefit.
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IX. Medicare Supplemental Plan Benefits
If you’re at least age 65, you may be eligible for Medicare.  If you’re any age and 
disabled, you may also be eligible for Medicare.  When you are retired, Medicare is 
your primary coverage in most cases.  You will always be given full information from 
the Health Fund about the medical plan under which you are covered.

You have a one-time option to select coverage under the Medicare Supplemental Plan 
immediately following the end of your coverage under the Full Plan.  The cost of the 
Medicare Supplemental Plan will be determined by the Health Fund Trustees and gets 
adjusted from time to time.  

You must enroll in Medicare Parts A and B.  If you don’t have Part B, the Health Fund 
will deny your claims for non-hospital benefits.  

If a provider is not participating with Medicare, Medicare will deny the claim.  The 
Health Fund only covers claims that Medicare covers.  

If you decide to drop your coverage under the Medicare Supplemental Plan, or not to 
enroll at your first opportunity, you cannot enter or re-enter the plan at a later date.  

What Medical Expenses Does the Medicare Supplemental Plan Cover?

Only Those Covered by Medicare
The Health Fund calculates what it will pay for your care by looking at the Medicare 
statement of benefits and paying 80% of the balance due for covered services.  The 
Health Fund relies on Medicare to determine whether the care is medically necessary, 
appropriate, and allowable.  If a medical expense is not a Medicare covered service, 
the Health Fund does not cover it. 

Lifetime Maximum
The Health Fund limits the amount of benefits it will pay under the Full and Medicare 
Supplemental Plans to one million dollars ($1,000,000) per person, per lifetime.  

A Bit of Information About... 
Split Coverage
If you are Medicare-eligible and your dependents are not, you will be in 
the Medicare Supplemental Plan while your dependents will be in the Full 
Plan.  If one of your dependents is Medicare-eligible and you are not, that 
dependent will be in the Medicare Supplemental Plan and you — and your 
other dependents — will be in the Full Plan. 
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The limit covers all benefits paid to you from the Full and 
Medicare Supplemental Plans, both while you’re working and 
retired.  The maximum applies to all Medicare Supplemental 
Plan benefits, except the prescription drug benefit and life 
insurance benefits.  

What You Pay For

Deductible
Before the Health Fund pays for your covered medical expenses, 
you pay for your medical care up to a deductible of $300 per 
person per calendar year, or $600 per family per calendar year.  

Copay
There is no separate copay under the Supplemental Plan other 
than the Medicare copay.

Coinsurance
After you’ve met the deductible, the Health Fund pays 80% of 
Medicare’s balance that was not paid to you by Medicare.  You 
are responsible for amounts not covered by Medicare or the 
Health Fund.

What is Not Covered by the Medicare Supplemental Plan?
If a service or treatment is not a Medicare-covered service, it is 
not covered by the Medicare Supplemental Plan.  Prescription 
drugs may be covered, as described later in this section.  If 
you have any uncertainty about any medical treatment you’re 
considering, please call the Health Fund Office.  

8	The Health Fund does not cover routine physicals, 
because Medicare doesn’t cover them.

8	The Health Fund does not cover dental care or vision care, 
because Medicare doesn’t cover them.
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A Bit of Information...
Medicare Supplemental Plan Information
If you have questions about your coverage under the Health 
Fund, please call the Health Fund Office at 1.800.922.6026.  If 
you have questions about Medicare, call 1.800.MEDICARE 
(1.800.633.4227).  You can also get Medicare information 
on the Internet at www.medicare.gov.  If you don’t have a 
computer at home, you may be able to go online at your 
local library or community center.



© 2 0 0 86 0

Member Assistance Benefits in Medicare Supplemental Plan
Your benefits include the Member Assistance Program (MAP) for help with:

t	daily troubles that become overwhelming,
t	mental health care, or
t	substance abuse treatment.

Need Help? Use the MAP
For problems that threaten your peace of mind or quality of life, you can get help.  
Call the number listed in Section VI of this booklet.  You or your eligible family 
members can each have up to six visits as an outpatient with a trained professional at 
no cost to you.  

Counselors are available 24 hours a day to help with these and other issues:

t	aging
t	alcohol and drug abuse
t	career and job issues
t	child care concerns
t	depression
t	domestic abuse
t	elder care concerns
t	financial or legal concerns
t	gambling or other compulsive behavior
t	marital and family problems
t	psychological and emotional struggles
t	stress and anxiety
t	suicidal thoughts

The MAP program is administered by an independent and separate company.  It is not 
affiliated with or under the control of the Health Fund.  This means that the Trustees 
can’t take responsibility for the results of counseling received through the MAP or 
interfere in the professional relationship that exists between patient and counselor.

All consultations are confidential.
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Prescription Drug Benefits in Medicare Supplemental Plan
With the cost of prescription drugs on the rise, prescription 
drug coverage is more important than ever.  The Health Fund 
contracts with an independent pharmacy benefit manager 
(PBM) whose name is listed in Section VI of this booklet to 
handle your prescription drug coverage.  The PBM chooses the 
pharmacies in its network and monitors them for licensing and 
the quality of service they give.

Like your medical benefits, you’re covered for certain 
prescriptions that are medically necessary and recognized as 
legend drugs to treat an illness or the effects of an injury.  Drugs 
you obtain at pharmacies that don’t belong to the Health Fund’s 
PBM’s network, that are given to you in the doctor’s office, 
sold over the counter or are experimental, investigational or 
unproven are not covered.

The PBM does not coordinate benefits with other prescription 
drug carriers.  This means the Health Fund does not cover any 
prescription drug expenses if you have primary coverage under 
another plan or policy.

To maintain cost-effectiveness for the prescription drug benefit, 
your prescriptions will be filled with generic drug equivalents 
unless your doctor writes “Dispense as Written” on your 
prescription or you request that a brand name drug be used.  
Your drugstore receipt will show you if a generic substitution 
has been made.  

If a generic substitution is allowed but you choose the brand 
name drug, you must pay the brand copay plus the difference 
in cost between the generic substitution and the actual brand 
name drug you receive.
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A Bit of Information About...
Medicare Part D
The Health Fund prescription drug coverage is 
“creditable”, which means that it is expected to pay 
out at least as much as the standard Medicare Part 
D plan.  If you choose to obtain Part D coverage, 
you cannot also use the Health Fund drug coverage.  
Details can be found in the Notice of Creditable 
Coverage printed elsewhere in this booklet.  
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You and your dependents are covered for specified prescriptions that are:

t	filled at participating pharmacies
t	filled from the mail prescription service

The prescription drug copays are:

Generic Drug
Formulary 

Drug
Non-Formulary 

Drug

At a network pharmacy, your 
copay for up to a 30-day 
supply will be

$5 $10 $25

Through the mail order 
program, your copay for up to 
a 90-day supply will be

$10 $20 $50

How Much Can You Buy?
At the drugstore, you can buy up to a 30-day supply of your medication.  If you need 
to take prescription medication for a chronic condition, the mail order program lets 
you buy up to a 90-day supply with only two copays.

To use the mail order program you must complete and sign a profile form and mail 
it along with your original prescription to the PBM.  You must mail in payment or you 
may put it on your credit card.  You can get refills for your mail order prescriptions by 
phone – see your drug ID card.

A Bit of Information About...
Covered Drugs
You can contact or call the PBM for the lists of covered drugs and formulary 
list, or go on the Health Fund website.  The list changes from time to time.  
A drug may be considered medically necessary but not be covered by the 
Health Fund.  Always check the lists of drugs that are and are not covered.  
Your doctor may be able to prescribe an alternative.
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The mail order program, in many cases, will save time and 
money.  It is often appropriate for maintenance medications such 
as allergy, cholesterol, blood pressure, etc.  Injectable drugs are 
not available through the mail order.  The PBM assures the Health 
Fund that the mail order pharmacy is a state-of-the-art, full-
service pharmacy where your prescriptions will be reviewed and 
verified by a licensed pharmacist.  There are no shipping costs 
and you should expect to receive the medication seven working 
days after your order is received.  

You may call the Mail Service Pharmacy at the number 
listed in Section VI of this booklet and they will request new 
prescriptions from your doctor.  

Your medication will be sent “postage pre-paid” to the address 
you request.
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A Bit of Information About...
Your Drug ID Card
You must present your drug ID card at the network 
pharmacy in order to pay only the copay amount at 
the drugstore.
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The tables list many of the drugs that are covered under the Health Fund. Please call 
your pharmacist or the pharmacy benefit manager at the number listed in Section VI 
of this booklet if you have questions about a prescription.

Drugs That Are Covered

Type of Medication Limitations (if any)

t	Acne treatment
t	Accutane
t	AIDS treatment
t	Alcohol and drug treatment
t	Revia 
t	Antabuse
t	Anabolic steroids
t	Antibiotics
t	Anorexiants
 Adderall  
 Desoxyn
 Dexedrine
 Ritalin
t	Compounds
t	Contraceptives

 Depo-Provera
 Diaphragm
 IUD
 Norplant
 Oral contraceptives
t	Cosmetic drugs
 Avita

 Differin

 Renova

 Retin-A

t	Chemotherapy
t	Cox-2 Inhibitors – only Celebrex

Medical benefit

Prior authorization required

Only those listed
Through age 18, then prior authorization required 
for narcolepsy, ADD and ADHD

Must contain at least one legend ingredient
Only those listed
   Member or spouse only
   Dependent children – authorization required
Injectable form only
exclusion
exclusion

Prior authorization required if under 19
Only those listed
Covered through age 25, then prior authorization 
required
Covered through age 25, then prior authorization 
required
Covered through age 25, then prior authorization 
required
Covered through age 25, then prior authorization 
required
Medical
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Child / Children 
Hours 
Spouce
Supplemental Plan 

Type of Medication Limitations (if any)

t	Diabetic needs 
 Insulin
 Novopen/needles
 Pen/needles
 Syringes
 Blood glucose test strips
 Urine glucose test strips
 Lancets
 Insulin pump needles
 Quick release soft Teflon
 Infusion set
 Lancet devices
t	Blood glucose monitors
t	Glucose monitoring device 

(e.g., Glucowatch)
t	Glucose meter
t	Glucose tubing
t	Fluoride products and 

Peridex
t	Hematinics (Iron 

preparations)
t	Immunosuppressants
t	Impotence treatments
 Caverject
 Edex
 Muse

 Viagra/Levitra/Cialis/MUSE

 Yohimbine (Yocon)

Only those listed

Only those listed
Injectable form only

Pellet
Retail:  Maximum quantity of 
six per 30 days
Mail:  Maximum quantity of 
18 per 90 days
Six tablets per month
Retail:  Maximum quantity of 
six per 30 days   
Mail:  Maximum quantity of 
18 per 90 days
Excluded
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Type of Medication Limitations (if any)

t	Injectables
 Allergy extracts
 Bee sting kits
 Factor VIII/Recombinate
 Glucagon
 Imitrix
 Limerix
 Lupron
 Low molecular weight heparins
 Pneumovax 23 
 Prevnar
 Rebetron
 Tamiflu

t	Interferons
 Alferon-A
 Avonex
 Betaseron
 Intron-A
 Roferon-A
t	Laxatives
t	Migraine medications
      Amerge tablets
      Imitrix tablets 
      Imitrix nasal spray
      Maxalt tablets
      Migranal nasal spray
      Zoming tablets 
t	Specialized nutritional
     baby formula 
t	Psychotherapeutic drugs
t	Smoking cessation products
      Chantix
      Nicotine nasal spray
      Nicotine inhaler
      Zyban tablets
t	Vitamins and Minerals
      Prenatal vitamins
      Niacin 500 mg.
      Niaspan 500 mg.

Only those listed

Two kits per month
With needles and syringes

Prior authorization required

Prior authorization required

One vaccination every four years

Only those listed

Injectable form only

e.g. Golytely

Nine pills per month
Nine pills per month
One bottle per month
Six pills per month
One bottle per month
Six pills per month
50% of cost covered for child younger than 
age 5*  
Must be Pre-authorized 
$500 lifetime maximum

Prescription only

Only those listed

*only for malabsorption caused by Crohn’s disease, ulcerative colitis, gastro-
esophageal reflux, gastrointestinal motility or chronic intestinal pseudo-obstruction.
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This table lists the categories of drugs and specific drugs that 
are not covered.

Drugs and Products That Are Not Covered

8	non-legend or over-the-counter (OTC) drugs
8	therapeutic devices, support garments and other non-

medical substances
8	drugs intended for use in a physician’s office or setting 

other than home use
8	biological sera, blood or blood plasma
8	OTC contraceptives (condoms and spermicides)
8	alcohol swabs
8	glucose monitors (covered under the medical plan)
8	fertility drugs
8	growth hormones (injectable form)
8	rogaine
8	propecia tablets
8	vitamins and minerals, unless otherwise listed
8	disposable supplies (ostomy bags may be covered)
8	syringes and needles, except for Insulin and Factor VII 

Recombinate
8	contraceptives for dependent children, except where 

medically necessary for a purpose other than preventing 
pregnancy and, for children younger than 16, with 
parental consent

8	drugs or products obtained from a pharmacy that is not in 
the PBM’s network

Life Insurance in Medicare Supplemental Plan
If you die while covered under the Health Fund, the Health Fund 
will pay your beneficiary the amount of death benefits shown 
on the table on the following page. If a retiree’s widow(er) 
remains covered under the Medicare Supplemental Plan, the 
death benefit will be paid to the widow(er)’s beneficiary.  

You can name anyone you want as your beneficiary and you 
can change your beneficiary at any time.  All you have to do is 
complete, sign and return the appropriate form to the Health 
Fund Office.  Your election must be on file with and approved by 
the Health Fund Office before you die.
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If your beneficiary is a child younger than 18, you should consider naming a guardian 
or custodian to accept and handle death benefits.  Otherwise, the Health Fund may 
have to delay payment or require probate court approval.  

Your life insurance benefit may be provided through the Health Fund or from an 
insurance company.  If an insurance company provides it, that company will be 
identified in Section VI of this booklet and the terms of the insurance company policy 
also apply.  

You may be able to convert your coverage to a personal life insurance policy if you 
become ineligible for benefits under the Health Fund.  To do so, the person must 
contact the insurance company.  It will require filing an application and paying the 
first premium within 31 days after Health Fund coverage ends.  

Medicare Supplemental Plan 

Amount paid on death

Retiree or Widow(er) $4,000
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X. COBRA
When you’re no longer eligible for benefits under the Health Fund due to certain 
reasons, you and your dependents don’t have to go without coverage — you may 
be able to buy it from the Health Fund under the Consolidated Omnibus Budget 
Reconciliation Act (COBRA).  You must notify the Health Fund within 60 days of 
losing eligibility if you want to elect coverage under COBRA.

COBRA is a continuation of your coverage, which means that you don’t have to 
prove that you’re in good health to be covered.

If you lose eligibility because you don’t have enough hours, or you terminate your 
employment — other than by termination for cause — you and your dependents 
may buy coverage for up to 18 months.

If you get divorced or die, your dependents can continue their existing coverage 
under COBRA for up to a total of 36 months.  If one of these events occurs while 
your dependents are on COBRA coverage because you had insufficient hours, they 
can elect to increase their COBRA coverage period from 18 to 36 months from the 
original event.  They must notify the Health Fund Office within 60 days of the event.

If you and your dependents are on COBRA coverage because you had insufficient 
hours (or terminated employment) and one of you becomes disabled during the 
first 60 days of COBRA coverage, you may elect to continue your coverage for up 
to 11 additional months.  To do so, before the initial 18-month continuation period 
expires, the disabled person must:

t	 receive a Social Security Disability Award, and
t	 notify the Health Fund within 60 days of receiving the award.

And if one of your children is no longer an eligible dependent, he or she may buy 
COBRA coverage for up to a total of 36 months.

You or your dependents have to notify the Health Fund Office within 60 days of the 
later of:

t	 the date a change takes place, such as a child turning age 19 or leaving 
school, or you get divorced or legally separated, or

t	 the day the person would lose coverage because of such a change.

The Health Fund Office will send you a COBRA Continuation Coverage form to 
complete, sign and return.  If you or your dependents don’t return your form to the 
Health Fund Office on time, you will lose your right to continue your coverage.
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What COBRA Coverage is Available?
The Health Fund offers you and/or each of your dependents the option of buying the same health coverage 
you had.

COBRA coverage includes medical, dental, vision, prescription drug and Member Assistance Plan (MAP)
coverage.  However, life insurance, accidental death and dismemberment (AD&D) and Weekly Disability Income 
(WDI) benefits are not available under COBRA.

How Long Can COBRA Last?
COBRA coverage ends if:

t	 you don’t make your payment to the Health Fund by the first of the month plus, a 30-day grace period 
after that due date.  In that case, your coverage will end on the last day of the month prior to the month 
your payment is due. 

t	 you become covered under another plan that didn’t cover you when you lost Health Fund coverage, 
unless that plan has an exclusion or limitation provision for pre-existing conditions.

If your COBRA coverage is terminated, it may not be reinstated, unless you become eligible again for coverage 
under the Health Fund, lose eligibility and elect COBRA coverage once again.

How Much Does COBRA Cost?
The Health Fund will charge people on COBRA no more than 102% of the cost of coverage for active members 
and their dependents for the first 18 or 36 months, and no more than 150% for the additional 11 months 
allowed for disabled individuals, as allowed by law.  COBRA rates are reviewed annually and adjusted as 
appropriate.

Your first COBRA payment will cover the period from the date you would have lost coverage through the 
current month.  You have 45 days to make your first payment.  After that, COBRA payments are due by the first 
day of each month of coverage.

The Health Fund’s General Notice about COBRA is reprinted in the Appendices section of this booklet.  

A Bit of Information About...
Your One Chance for COBRA
Your decision to continue your medical coverage under the Health Fund is an important 
one,  and it hinges on many things — like other coverage that may be available to you.  
So if you skipped over this section, read it before you make up your mind.  If you miss 
your chance to buy COBRA coverage, you can’t buy it later on.

A Bit of Information About...
COBRA Termination
If you’re “terminated for cause,” you fail to notify the Health Fund in time of a change 
such as divorce, separation or change in eligibility of a dependent child, you do not pay 
the monthly COBRA cost on time, or if the Health Fund makes changes that exclude you 
from participating, you and your dependents will not be eligible to continue your benefits 
under COBRA.
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XI. Questions and Answers

Q. What is an Explanation of Benefits (EOB)?
A. An EOB is the statement sent to a participant in a health plan listing services, 

amounts paid by the plan and total amount billed to the patient.

Q. How do we read our EOB?
A. Please see an example of an explanation of benefits in the Appendices section of 

this booklet.

Q. I paid the $20 copay when I went to the doctor’s office.  Why am I still getting a 
bill from the office?

A. If you had laboratory work or X-rays on the day of your visit, those charges are 
not part of the office visit fee.  The lab and X-ray charges are applied first to your 
deductible. Once your deductible is met, you owe the 20% coinsurance portion of 
the lab and X-ray charges.

Q. Is Anthem our “insurance company?”
A. Not exactly.  The Health Fund leases the Anthem Preferred Provider Organization 

(PPO) network and hires Anthem to calculate the discounted network price of 
your claims.

Q. If I go to the emergency room what should I expect to pay?
A. Emergency room (ER) visits are subject to a $75 copay.  After that, ER charges 

are applied first to your deductible and once that is met, you owe the 20% 
coinsurance portion.  If you are admitted to the hospital, the $75 copay is waived.

Q. What is HWW?
A. HWW stands for “How, When and Where?”  Certain diagnosis codes are flagged 

and we need additional information to see if the claim is related to an accident.

Q. I went for a physical, why wasn’t my claim paid at 100%?
A. Call your doctor’s office and see how they billed your claim.  It could be that they 

used a medical diagnosis code for your yearly physical instead of the physical 
exam code.  If the coding was incorrect, have the office send in a corrected bill 
with the corrected diagnosis code within the deadline.

Q. Where do I send dental claims?
A. Delta Dental of New Jersey receives all dental claims at the address shown 

on your dental identification card and in the Claims and Appeals Procedures 
segment of the Appendices section of this booklet.  Call the Health Fund Office if 
you do not have your dental identification card to show to your dentist.

Q. Where do I get my prescription drugs?
A. Prescriptions can be filled at participating drug stores and you must show your 

Prescription Solutions identification card.  You can also order by mail to receive a 
three-month supply for the cost of two copays.
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Q. I am a disabled member.  When I become eligible for Medicare, should I enroll in Part B?
A. Yes, the Health Fund’s Medicare Supplemental Plan follows Medicare guidelines, which means that it will 

only pay if Medicare pays.

Q. How can I become eligible for health benefits?
A. If you worked at least 1,200 hours between January 1 and December 31, you will be eligible for health 

benefits effective the following March 1.  There are other eligibility rules described in the Eligibility section of 
this booklet.

Q. If my dependent child is covered under my plan of benefits and turns age 19, will s/he be able to remain on 
my plan of benefits while in school?

A. Yes, if your dependent child is attending an accredited college and taking 12 or more credits.  A letter of 
verification from the college registrar or bursars office is required before every fall and spring semester.  
Students can continue coverage until graduation — if verification is received — or reaching age 23, 
whichever comes first.

Q. What should I do if I have not received my vacation check for this year?
A. Check your records to verify that you have signed and checked off the deduction for vacation checks.  If you 

have elected to contribute to one or more PACs and you want to change your selection, you will need to go 
to your local or job steward and request a new card to change your election for the future.

Q. I am having difficulty in accessing the CCHF website.  What do I need to do?
A. If you have accessed the website previously and have forgotten your password, the Health Fund Office can 

reset your password.  If this is your first time visiting the website, you will be asked for your ID number on 
your medical card, minus the prefix of letters.  You will then be asked for the last four digits of your Social 
Security Number and then you will be instructed to change your password.  Please make a note of your 
password in case you forget it.

Q. When I went to the pharmacy to get my prescription, the copay was $45.  Why did I have to pay that amount 
when the copay for brand name drugs should only be $25?

A. If there is a generic brand available and you choose to purchase the brand name drug, you are required to 
pay the brand drug copay plus the difference between the cost of the generic and brand drugs.  This is not 
the rule if your doctor states “brand name only” or “dispense as written” on the prescription.

Q. I am wondering if I have any health coverage through the CT Carpenters Health Fund.  I was covered through 
my wife’s plan of benefits and she recently lost her job.

A. If you worked enough hours, then the Health Fund wrote to give you the opportunity to make buy-
in contributions to establish eligibility.  A Notice of Special Enrollment Rights — see the sample in the 
Appendices to this booklet — is sent along with the buy-in letters every January. If you signed and returned 
the Special Enrollment form on time and now your wife’s insurance has been cancelled, you are eligible 
to buy into the CT Carpenters Health Fund now at a prorated cost.  But if you did not sign and return that 
Special Enrollment form on time, then you are not eligible to purchase Health Fund coverage, unless you 
qualify for coverage beginning on the next March 1.  Call the Health Fund Office to verify if and when you 
signed and returned the Special Enrollment form to the Health Fund Office.
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Q. I’m divorced. Under the terms of my divorce agreement, I have to provide my 
ex-wife with medical coverage until she remarries.  I’m about to get remarried 
myself.  Can I cover my current wife?

A. Your current wife will be covered as your dependent, with an effective date that 
depends on whether you notify us of the marriage within our deadlines.  Your 
ex-wife has lost her right to “free” Health Fund coverage, but she or you can 
purchase COBRA continuation coverage for up to 36 months after the divorce 
only if the Health Fund was notified within 60 days after the divorce.

Q. I’m working outside of CT.  My employer is supposed to make contributions to 
continue my Health Fund benefits but I don’t think they’re getting to the Health 
Fund Office in time for me to keep my eligibility.  What can I do?

A. If the fund in the jurisdiction where you’re working has a reciprocal agreement 
with the Health Fund, call the Health Fund Office to be sure that you have a 
Transfer Authorization Card on file with the fund where you are working.  The 
Health Fund Office will also be able to tell you whether contributions have been 
reciprocated to CT from the other jurisdiction.

 If reciprocity contributions are due but haven’t been sent yet, you may use your 
pay stubs to prove you have the hours needed to stay eligible.  You can only 
use up to two weeks per employer, per lifetime to help maintain your eligibility 
and 400 hours to become eligible.  Your pay stubs have to be in the Health Fund 
Office by February 15 for annual eligibility and by the fifteenth of the month after 
employer contributions were due for initial eligibility.

Q. I’m a carpenter in the Full Plan.  In 2006 I had employer contributions for 
over 1,600 hours.  In 2007 I had about 1,225 hours.  What if I’m not working 
enough hours in 2008 to get enough contributions?  Do I have to make buy-in 
contributions?

A. Maybe not — the Hours Bank may help you out.  Carpenters who are employed 
or working under a bargaining agreement can accumulate up to 800 hours if 
they have worked over 1,500 hours of employer contributions in any calendar 
year after 1998, and can access the Hours Bank if they had at least 400 hours of 
employer contributions in the prior calendar year.

 One hundred of your 2006 hours were deposited in your Hours Bank, which 
you can use to establish your eligibility as of March 1, 2009 as long as you had 
contributions made for or worked at least 400 hours in 2008.
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Q. I’ve never been covered by the Health Fund.  It’s August.  I’ve worked for three months and my employer has 
contributed 400 hours on my behalf.  I need coverage now, even though I’ll have to pay for it.  But how do I 
figure out what I owe?

A. The Health Fund Office will do that for you.  Your buy-in contribution is based on the number of months 
you’re buying for.  You can pay in monthly installments if you owe more than $50.  Monthly installments are 
spread over a maximum of 10 months from March through December; so no installments are due in January 
or February.

 For example, if you reach 400 hours in May and your employer’s contribution on that 400th hour is due in 
May, your coverage is effective June 1 and runs for nine months, for June through February only, if you elect 
to buy-in.

Q. I may have to make buy-in contributions to stay eligible.  What happens if my employer makes contributions 
for some of the same months I’m paying for?

A. If your employer makes contributions for you for the period you’re buying in for, your buy-in contributions 
will be returned to you or your future monthly payments will be adjusted.

Q. I was a covered dependent and elected COBRA continuation coverage when I turned 23.  I have a new job 
that will give me medical coverage through its health plan.  But I have a pre-existing condition that’s not 
covered.  What should I do?

A. Under the law, you may only be excluded from coverage for your pre-existing condition for no longer than 
12 months, or 18 months if you enrolled late.  However, if you had continuous coverage under the Health 
Fund — meaning there was no break in coverage of 63 or more days — for 12 months, or 18 months if you’re 
a late enrollee, you can’t be barred from coverage for your pre-existing condition.  Ask for a Certificate of 
Creditable Coverage from the Health Fund and give it to the administrator of your new plan.

 For the duration of the time that your new coverage doesn’t cover your pre-existing condition, you can 
continue your COBRA coverage for your pre-existing condition only.  Your health benefits from your new job 
will be your primary coverage for all other claims.

Q. My wife was in a car accident.  Her emergency medical expenses were paid for by our auto insurance.  She 
may need physical therapy.  Will the Health Fund pay for her care?

A. The Health Fund will pay for any services not paid for by your auto insurance.  You or your insurer may 
decide to file a lawsuit against a third party responsible for the accident.  Auto and health insurance benefits 
are coordinated so that no one will receive more money than the actual cost of care.  Because the Health 
Fund must be reimbursed from all proceeds paid by insurers or third parties, you will have to sign and return 
a Reimbursement Agreement before the Health Fund processes any claims.

Q. My son is covered under my wife’s health plan at her job and under my medical coverage from the Health 
Fund.  If he needs care, where do we send claims?

A. Your son’s primary coverage is based on the month and day of your and your wife’s birthdays.  Say your 
wife’s birthday is May 5, and yours is July 3.  Because her birthday falls earlier in the year than yours 
does, her coverage is primary for your son.  Submit claims to her insurance first, then send claims for the 
remaining amount to the Health Fund Office.  Enclose the Explanation of Benefits (EOB) of your claim from 
the other insurer.
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XII. Glossary

An accident is an unplanned, unforeseen and unexpected event that wasn’t due to 
any misconduct on your part that causes injury or death.

An Active Member is a person working in the carpentry industry under the terms 
of a collective bargaining agreement, or an eligible employee of the Pension Fund, 
any of the local unions, the Apprentice and Training Fund or the Carpenters Labor 
Management Program, or an agent or organizer employed by the NERCC.

The Health Fund pays allowable charges for services. Allowable charges are based 
on reasonable and customary (R&C) charges or charges at the PPO contracted rate 
for services.

The American Academy of Pediatrics schedule of immunizations for children 
younger than age 18 is:

Age Vaccinations

0 to 1 month Hepatitis B-1

1 month to 2 months
Hepatitis B-1, Hepatitis B-2, Rotavirus, DTaP or DTP, 
Hib, PCV-1, Polio (IPV-1)

2 months to 4 months
Hepatitis B-2, DTaP or DTP, Hib, Rota-2, PCV-2, Polio 
(IPV-2)

4 months to 6 months Hepatitis B-3, DTaP or DTP, Hib, Rota-3, PCV-3

6 months to 12 months
Hepatitis B-3, Hib, Polio (IPV-3), Measles Mumps 
Rubella (MMR), Varicella, Rota-3, Influenza (yearly), 
PCV-3

12 months to 15 months
Hepatitis B-3, DTaP or DTP, Hib, Polio (IPV-3), MMR, 
Varicella, PCV-4, Influenza (yearly)

12 months to 23 months Hepatitis A (2 doses)

15 months to 18 months
Hepatitis B-3, DTaP or DTP, Polio (IPV-3), Varicella, 
Influenza (yearly)

2 to 6 years Hepatitis A, MPSV-4, Influenza (yearly)

4 to 6 years Hepatitis A, MPSV-4, Influenza (yearly)

7 to 10 years
DTaP or DTP, Polio (IPV), MMR, Hepatitis A, Hepatitis B, 
MPSV4, HPV, PPV, Influenza (yearly), Varicella

11 to 12 years
DTaP or DTP, Polio (IPV), MMR, Hepatitis A, Hepatitis B, 
MCV4, HPV, PPV, Influenza (yearly), Varicella

13 to 17 years
DTaP or DTP, Polio (IPV), MMR, Hepititis A, Hepatitis B, 
MCV4, HPV, PPV, Influenza (yearly), Varicella
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An approved rehabilitation facility is a freestanding licensed rehabilitation facility, or licensed rehabilitation unit 
in an acute care hospital or Skilled Nursing Facility.

Payments from the Health Fund can be assigned, that is, paid directly to the provider of your care and services, 
if you sign an “assignment of benefits” at the provider’s office that directs the Health Fund to do so.  If a claim 
is $5,000 or more, or if a provider tells the Health Fund Office that an assignment is on file, benefits are paid 
directly to the provider.

The beneficiary is the person named to receive death benefits under the life and AD&D insurance benefits. 
The beneficiary must be designated on the form provided by the Health Fund. The form must be on file and 
approved by the Health Fund Office before the covered person’s death.

If your baby is delivered in a birthing center, in order for you to be covered under the Health Fund the birthing 
center has to:

t	 maintain a medical staff of physicians, nurses and licensed anesthesiologists
t	 maintain at least two delivery rooms and one recovery room
t	 maintain diagnostic laboratory and X-ray facilities
t	 maintain equipment for emergency care
t	 maintain a blood supply
t	 maintain medical records
t	 have agreements with hospitals for immediate acceptance of patients who need to be confined in the 

hospital as inpatients, and
t	 be legally licensed by appropriate legally authorized agencies.

The Board of Trustees is established under rules in the Trust Agreement and consists of equal representation of 
union and management.

A brand name drug is one that requires a doctor’s prescription and is usually manufactured by only one 
company since it is still protected by a U.S. patent. 

Buy-in contributions are contributions that you make to meet the annual or initial eligibility requirement.

The benefit year is a calendar year, beginning January 1 and ending December 31.

Your child or children are:

t	biological
t	lawfully adopted or placed with you for adoption, or
t	stepchildren or foster children who live with you and depend on you for support and maintenance.

If you’re granted custody of a child, or ordered to provide health care for your biological child, that child is 
considered yours under the Health Fund between the date the Health Fund Office receives the court order and 
the date your custody or health coverage responsibility ends.

COBRA is the Consolidated Omnibus Budget Reconciliation Act of 1985, which requires that coverage be offered 
to formerly eligible employees and their eligible dependents at group rates.
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Coinsurance is the percentage of the cost of services which you’re responsible to pay.

A contributing employer (or employer) is any person, firm, corporation or other 
business entity who employs members of a Local Union or other employees and 
must, under a collective bargaining agreement, make contributions to the Health 
Fund on behalf of members or employees.

The copay is a set dollar amount you must pay out of your pocket.

Cost containment is a way to be sure that the most appropriate level of medial care 
is given, and assuring that it’s medically necessary and the best value. 

Covered employment is employment with a Contributing Employer in a category of 
work covered by a collective bargaining agreement or participation agreement.

A covered provider is, with respect to any medical care and service, a Doctor of 
Medicine; a Doctor of Osteopathy; a Psychologist; a Psychiatrist; a Podiatrist; a 
master’s-level certified nurse practitioner; a master’s-level clinical nurse specialist; 
an individual with a masters in social work (M.S.W.) or a masters of science (M.S.) 
in counseling; a professional counselor (P.C.); an Alcohol and Drug Counselor 
(C.A.D.C.); a Marriage and Family Therapist (L.M.F.T.); a Chiropractor; registered 
nurse anesthetists; dentists; nurse midwives; occupational therapists; physical 
therapists; an Optometrist; an Ophthalmologist; an Orthoepist; a Medical Social 
Worker; a Physician’s Assistant; speech therapists; audiologists; and registered 
dieticians, provided in all cases that that person is licensed or certified by the state 
in which services are being rendered and acting within the scope of his or her 
license.

Custodial care provides a person with services and supplies to help him or her with 
the activities of daily living.

The deductible is the amount you must pay out of your own pocket in a calendar 
year before you receive benefits from the Health Fund.

Detoxification treatment for incapacitation by, or physiological or psychological 
dependence on, drugs or alcohol includes:

t	 diagnostic evaluation
t	 medical, psychiatric and psychological care, and
t	 counseling and rehabilitation when prescribed and supervised by a 

physician.

Note that rehabilitation treatment is required within seven days of receiving 
detoxification.  Detoxification alone is not covered.

The eligibility year begins on March 1 and ends on February 28 or 29 of the 
following year.
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An episode of treatment for substance abuse occurs within 60 days following the completion of formal 
treatment, which can include detoxification, and intensive outpatient care followed by outpatient and/or 
aftercare treatment.

ERISA stands for the Employee Retirement Income Security Act of 1974, as amended.  

An Explanation of Benefits (EOB) describes the payment made by an insurer or payer — such as the Health 
Fund — to you or the provider.  There is a sample EOB, with notes about what information is where, in the 
Appendices section of this booklet.  

A full-time student is one who attends an accredited school or college on a full-time basis with a course load of 
at least 12 credits per semester (college students) or at least nince credits per semester (post-college students).   
the Health Fund require written verification of student status before the Fall and Spring semesters.  

A formulary is a list of brand-name prescription drugs that a covered person may obtain for a lower copay than 
what is charged for other brand name drugs. The formulary is recommended by the Health Fund’s pharmacy 
benefit manager (PBM) and changes periodically.

A generic drug is:

t	 manufactured and marketed under the chemical name or a shortened version of the chemical name,
t	 approved by the U.S. Food and Drug Administration for safety and effectiveness,
t	 manufactured by a company which is the same or different than the company that originally patented 

the drug after the original patent expires, and
t	 less expensive than the product manufactured by the company that originally patented the drug.

HIPAA is the Health Insurance Portability and Accountability Act of 1996, which guarantees renewability and 
availability of health coverage to certain individuals and limits the exclusion period for pre-existing conditions, 
and protects the privacy and security of protected health information (PHI).  

A home health care agency is one which:

t	 is primarily engaged in, federally certified as, and licensed by any appropriate licensing authority, to 
provide nursing and therapeutic services

t	 has policies that are established and governed by a professional group associated with it, including at 
least one physician and at least one registered nurse

t	 provides for full-time supervision of services by a physician or registered nurse, and it maintains a 
complete medical record on each patient, and

t	 has an administrator.

A home health care plan is a program for continued care and treatment, established and approved in writing by 
the patient’s attending physician.
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A hospice gives counseling and incidental medical services to a terminally ill 
person on an inpatient or outpatient basis. It must:

t	 be approved and operating under any required state or governmental 
license or permit

t	 provide service 24 hours a day, seven days a week
t	 operate under the direct supervision of a physician
t	 have a nurse coordinator who is a registered nurse with four years of full-

time clinical experience, with two out of three years involved in caring for 
terminally ill patients

t	 have a social-service coordinator who is licensed in the area in which the 
hospice is located

t	 have a full-time administrator, and
t	 maintain written records of services provided to patients.

Hours and hours of work mean:

t	 each hour worked by a member for which contributions are paid to the 
Health Fund by an employer under a collective bargaining agreement, or

t	 any hours worked for which contributions were made and accepted by the 
Trustees according to policies established by the Trustees.

The Hours Bank is a reserve of hours worked.  If a carpenter works more than 1,500 
hours in a calendar year after 1997, the excess hours — up to 800 — are held in 
reserve for future eligibility, if needed.

A legend drug is required by federal law to bear the following statement, “Caution: 
Federal law prohibits dispensing without a prescription.”

Under the AD&D benefit, loss of limb means that your hand has been permanently 
severed at or above the wrist, or your foot has been permanently severed at or 
above the ankle joint. Loss of sight means you’ve totally and permanently lost the 
ability to see out of one or both eyes.

The maximum annual out-of-pocket is a limit on the amount you have to spend 
before the Health Fund begins to pay 100% for covered procedures.

The Newborns’ and Mothers’ Health Protection Act of 1996 provides that mothers 
and their newborn babies are covered for a hospital stay of no less than 48 hours 
following vaginal delivery or 96 hours following delivery by Cesarean section.  Your 
doctor may decide, after consulting with you, to discharge you or your newborn 
child earlier.

Non-covered employment means employment as a carpenter for a non-union 
employer or acting as an officer, director, supervisor or owner of such a business.
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An Owner-Operator is someone who is a stockholder or member of a contributing employer and who is actively 
working as a carpenter in covered employment.  

PHI stands for Protected Health Information, a concept under HIPAA.  

PPO, or Preferred Provider Organization, means a network of physicians, hospitals and other medical service 
providers who have contracted with the Health Fund or an organization providing a PPO to the Health Fund, to 
provide their services at a discounted rate.  A medical service provider who participates in a PPO is sometimes 
hereinafter referred to as a “participating provider” or a “network provider”.

A QMCSO is a Qualified Medical Child Support Order that recognizes the right of a child of an active or retired 
member to receive benefits from the Health Fund.  It has to clearly state:

t	 that it applies to Connecticut Carpenters Health Fund Plan
t	 the name and last known mailing address of the covered member and the child
t	 a description of the type of coverage to be provided
t	 the period of time that the order applies, and
t	 the name and address of the person legally authorized to act on behalf of the child if he or she is a minor.

QMCSOs should be sent to the Health Fund Administrator.  The Administrator will notify you that a Medical 
Support Order has been received and whether it is qualified.  If the order is deemed to be “qualified,” your 
child(ren) may receive benefits from the Health Fund.  

Reasonable and customary (R&C) charges are those that are medically necessary and don’t exceed the level of 
charges made by other providers in the area where the service was performed.

Your spouse is the person to whom you’re lawfully married, as defined in federal law.  If you’re legally 
separated under Connecticut law, you’re not married.  Under Health Fund rules, parties to same-sex civil unions 
or marriages are not considered spouses.  Please contact the Health Fund Office if you plan to marry outside of 
the U.S. and expect the Health Fund will provide coverage for your new spouse.  The Health Fund has rules and 
requires certain types of evidence, depending upon whether your marriage was a civil or religious ceremony.  

Your stepchild is the biological child of your spouse, provided that you have legal responsibility for the child. 
(See child.)

The Supplemental Plan provides medical benefits to people who are eligible for Medicare and Retiree Reduced 
coverage.
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Termination for Cause means that any person who is eligible for benefits under the 
Health Fund may lose eligibility and COBRA rights if he or she:

t	 is convicted of a crime against the Health Fund, another employee benefit 
fund, a local union, the Union, the NERCC or any contributing employer, or 
any of their respective officers, directors, trustees, employees or agents

t	 makes, gives or causes to be made or given, directly or indirectly, any false 
or misleading statement which the Trustees determine was made or given 
knowingly to induce the Health Fund to make a person eligible for a benefit 
that the person would not otherwise have been eligible to receive, or

t	 engages in any non-covered employment on or after January 1, 1998.

The Trustees and the Board of Trustees, established by the Trust Agreement, with 
equal representation of union and management.

The Union is the United Brotherhood of Carpenters and Joiners of America.

The Union Locals refers to Local No. 24, Local No. 43, Local No. 210, and Local No. 
1121 of the United Brotherhood of Carpenters and Joiners of America.

The Women’s Health and Cancer Rights Act states that group health plans that 
provide medical and surgical benefits covering a mastectomy must provide benefits 
for certain related reconstructive breast surgery.  This applies to reconstruction of 
the breast on which the mastectomy was performed, surgery or reconstruction on 
the other breast to produce a symmetrical appearance, prostheses and physical 
complications of all stages of mastectomy, including lymphedemas.  Coverage 
is subject to all of the Health Fund’s normal rules, including copayments, annual 
deductibles and coinsurance provisions.
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XIII. ERISA Rights
You have certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA):

t	 You’re entitled to request, in writing, to examine without charge at the Health Fund Office or union halls 
all plan documents* between 10:00 a.m. and 4:00 p.m. Monday through Friday, except holidays. You 
may also request copies of plan documents at a photocopying cost to you of $0.25 per page.

t	 You must receive a summary of the plan’s annual financial report.
t	 If your claim for a benefit is denied, you must receive a written explanation of the reason why your 

claim was denied.
t	 If you request it on time, the Board of Trustees must review and reconsider your claim.
t	 The people who operate the Health Fund must do so prudently and in the interest of you and other 

participants and beneficiaries.

*  Plan documents include insurance contracts, collective bargaining agreements and all documents filed 
by the plan with the U.S. Department of Labor (DOL).

Continue Group Health Plan Coverage
You may also continue health care coverage for yourself, your spouse or dependents if there is a loss of 
coverage under the Health Fund as a result of a qualifying event, such as a reduction in your hours of work.  
You or your dependents will have to pay for such coverage. Review this summary plan description and the 
documents governing the plan on the rules governing your COBRA continuation coverage rights.

You (and your spouse and dependents) are also entitled to a reduction or elimination of exclusionary periods 
of coverage for preexisting conditions under the Health Fund if you (or they) have creditable coverage from 
another health plan or fund.  You should be provided a certificate of creditable coverage, free of charge, from 
the Health Fund when you lose Health Fund coverage when you become entitled to elect COBRA continuation 
coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage or if you 
request it up to 24 months after losing coverage.  Without evidence of creditable coverage, you may be subject 
to a preexisting condition exclusion for 12 months — 18 months for late enrollees — after your enrollment date 
in your coverage.

Prudent Actions by Plan Fiduciaries
In addition to creating rights for Health Fund participants, ERISA imposes duties upon the people who are 
responsible for the operation of the Health Fund Plan.  The people who operate your Health Fund Plan, 
called “fiduciaries”, have a duty to do so prudently and in the interest of you and other plan participants and 
beneficiaries.  No one, including your employer, your union, or any other person, may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a welfare plan benefit or exercising your 
rights under ERISA. 



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 8 3

Enforce Your Rights
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have 
a right to know why this was done, to obtain copies of documents relating to the 
decision without charge, and to appeal any denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights.  For 
instance, if you request a copy of plan documents or the latest annual report from 
the plan and do not receive them within 30 days, you may file suit in a federal 
court.  In such a case, the court may require the plan administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the 
materials were not sent because of reasons beyond the control of the administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, 
you may file suit in a state or federal court.  In addition, if you disagree with the 
Health Fund’s decision or lack thereof concerning the qualified status of a domestic 
relations order or a medical child support order, you may file suit in federal court.  
If it should happen that plan fiduciaries misuse the Health Fund’s money, or if you 
are discriminated against for asserting your rights, you may seek assistance from 
the U.S. Department of Labor, or you may file suit in a federal court.  The court will 
decide who should pay court costs and legal fees.  If you are successful the court 
may order the person you have sued to pay these costs and fees.  If you lose, the 
court may order you to pay these costs and fees, for example, if it finds your claim 
is frivolous.

Assistance with Your Questions
If you have any questions about the Health Fund, you should contact the Health 
Fund’s Trustees. If you have any questions about this statement or about your rights 
under ERISA or if you need assistance in obtaining documents from the Health 
Fund, you should contact the nearest office of the Employee Benefits Security 
Administration, U.S. Department of Labor, listed in your telephone directory.  You 
may also write to:

The Division of Technical Assistance and Inquiries
Pension and Welfare Benefits Administration
U.S. Department of Labor
200 Constitution Avenue NW
Washington, DC  20210

You may also get publications about your rights and responsibilities under 
ERISA by calling the publications hotline of the Pension and Welfare Benefits 
Administration, at 1.866.444.EBSA (3272).
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Legal Information

Connecticut Carpenters Health Fund Plan
Legal Information

Name and address 
 Connecticut Carpenters Health Fund Plan
 10 Broadway
 Hamden, CT  06518-2699

Effective Date September 1, 1969
Amended and Restated April 1, 2000

Plan number assigned by 501
the Board of Trustees

Employer Identification 
Number (EIN) assigned by
the Internal Revenue
Service (IRS): 23-7032832

Type of plan  
Provides life, health and disability benefits to eligible members and their dependents.

Type of administration Joint Board of Trustees

Plan Administrator Board of Trustees

Fund Director and Agent Mr. Richard S. Monarca
for Service of Legal Process Connecticut Carpenters Health Fund
 10 Broadway
 Hamden, CT  06518-2699

Source of contributions  Individual contributing employers at rates
to the Health Fund   established by collective bargaining agreements.

Write to the Health Fund Office if you want to:

t	 Find out if a particular employer or employee organization is a contributing employer.
t	 Get the address of the contributing employer.
t	 Get a copy of collective bargaining agreements that may apply to you at a cost to you of $0.25 

per page.
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Fiduciaries
The fiduciaries of the Health Fund Plan are the Board of Trustees of the Connecticut 
Carpenters Health Fund and are listed below:

Board of Trustees
The Board of Trustees has equal representation from union and management. Any 
member of the Board is an agent for service of legal process, and may be reached 
at the address shown below.

Labor Trustees    Management Trustees

Charles Appleby   Joseph Epifano
Carpenters Local #24   Epifano Builders, Inc.
500 Main Street   180 Wampus Lane
Yalesville, CT  06492   Milford, CT  06460

Glenn Marshall   John B. Farnham
Carpenters Local #210   AGC-CCIA
427 Stillson Road   912 Silas Deane Highway
Fairfield, CT 06824   Wethersfield, CT  06109

George Meadows   Anthony Minervini
Carpenters Local #43   8 Sturges Road
885 Wethersfield Avenue  Newtown, CT 06470
Hartford, CT 06114

David Palmisciano   Marvin Morganbesser
Rhode Island Carpenters D.C.  CCIA
14 Jefferson Park Road   912 Silas Deane Highway
Warwick RI  02888   Wethersfield CT  06109

XIV. Plan Changes and Plan Termination
The Trustees may change the Health Fund Plan whenever they feel it’s in the best 
interests of the Health Fund’s participants and beneficiaries to do so.  The Health 
Fund Trust Agreement provides that all amendments must be in writing and 
adopted by a specified vote of the Trustees.  Changes may be made at any time 
without advance notice to anyone, to the extent permitted by law.

Changes might mean that certain groups are excluded from coverage, certain 
members may have to pay for some or all of their coverage, benefits might be 
reduced or the Health Fund Plan itself is terminated.  No one is entitled to benefits 
under the Health Fund.  

You should not rely on any individual or unofficial opinion about the plan or your 
coverage.  
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XV. Disclaimer
This booklet is a summary of the health benefits program offered by Connecticut Carpenters Health 
Fund.  Every attempt has been made to ensure its accuracy. If the summaries of particular plan features, 
administrative practices or enrollment procedures are in conflict with the formal plan documents, the formal 
plan documents and approved administrative practices will prevail.

The full Board of Trustees has discretion to interpret the plan and this summary.  You should not rely on any 
individual’s opinion or any unofficial opinion about whether you are covered or what is covered.  You should 
always contact the Health Fund Administrator or Fund Director to request an official interpretation.  

The plan and any benefits are subject to amendment, reduction and/or termination without notice at the 
discretion of the Board of Trustees.

XVI. Appendices

Adding/Removing a Spouse/Dependent

To add or remove a dependent from Health Fund coverage, you must submit the following documents based 
on the circumstance:

t	 Marriage.  A copy of your marriage certificate is required within 30 days from the date of marriage to add 
your spouse and be effective from the date of marriage.  If this documentation is received after that time, 
your spouse’s coverage will be effective the first of the month after this certificate is received.  

t	 Divorce/Legal Separation.  You will need to contact the Health Fund Office immediately if you become legally 
separated or divorced.  A copy of your divorce decree or legal separation is required to remove your spouse.  
Please include the first and last page of the divorce decree and the section which indicates who has custody 
of the children and who is responsible for their medical care.  To preserve COBRA rights for your ex-spouse, 
written notice is required within 60 days after the divorce or legal separation.

t Birth of a Child.  For each biological child, a copy of their long form birth certificate is required.  The Health 
Fund Office is aware that the long form birth certificate is not always immediately available.  Therefore, 
please request a census card and include the full name of each dependent and they will be added, as long 
as their last names are the same as yours, while the Health Fund Office waits for the long form.  It’s your 
responsibility to furnish the long form birth certificate.  If the Health Fund Office does not receive it within 90 
days after birth, all retroactive coverage will be revoked.  

t	 Adoption.  A copy of a long form birth certificate and adoption papers are required to add an adopted child to 
coverage..  

t	 Custody.  A copy of legal documentation must be provided if you have custody of a grandchild reflecting that 
you do have legal custody and the dates this would be applicable.  

t	 Stepchildren.  A copy of the long form birth certificate is required for stepchildren.  Also, the Health Fund 
Office will need a copy of your spouse’s divorce decree.  This would be the first page and the section stating 
who is responsible for the medical coverage and who has custody.  The Health Fund Office will also need a 
copy of your tax return to show that you are claiming this child as your dependent.  
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The date the Health Fund Office receives written notice and all required 
documentation will determine the effective date of Health Fund coverage, assuming 
that the new dependent meets the other eligibility requirements.  If required 
documentation is received on or before the 30th day of the addition of a spouse 
or other dependent by marriage, birth, adoption or other recognized means, 
coverage for these new dependents will begin as of the date of event.  If the Health 
Fund Office receives written notice and required documentation after the 30th day, 
coverage for the new dependent will not begin until the first day of the month after 
the Health Fund receives your written notice and documents.  Coverage ends on 
the last day of the month in which divorce occurs.  
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Questions? Please contact claims
at (203)281-5511 x640
or (800)922-6026 x640
or by fax (203)288-3235

Enrollee: John Doe
Patient: Samantha Doe
Group: CT Carpenters Health Fund
Group #: 100
Plan #: 100
Claim #: 07009800-01
Account #:
Date: 10/05/2006

Total Charge:   272.00
Other Insurance:      0.00
Payment Amount:  189.35
Patient Responsibility:    39.50

CT CARPENTERS HEALTH FUND 
10 Broadway
Hamden, CT 06518-2699

 Return Service Requested

Participant’s Address
John Doe 
123 Broadway 
Anywhere, CT 12354

Explanation of Benefits for Services Provided By: John Smith, M.D.

Dates of Service Proc
Code

Serv
Code

Total
Charge

Ineligible Reason
Code

PPO
Discount

Coins.
Amount

Co-Pay
Amount

Deductible
Amount

Covered
By Plan

Paid
At

Payment
Amount

09/21-09/21/2006
09/21-09/21/2006
09/21-09/21/2006

11100
99000
99242

18
22
24

120.00
12.00
140.00

0.00
0.00
0.00

07
*
11

22.52
12.00
8.63

19.50
0.00
0.00

0.00
0.00
20.00

0.00
0.00
0.00

97.48
0.00

111.37

80%
100%
100%

77.98
0.00

111.37

Total 272.00 0.00 43.15 19.50 20.00 0.00 208.85 189.35

**The shaded box above reflects coordination of benefits with primary carrier except if you have Medicare as primary.

Sample Explanation of Benefits (EOB)
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Accumulators
All individual deductible met
$300.00 of $600.00 Family deductible met

Service Code
18 SURGERY
22 LAB
24 PHYSICIAN SERVICES 

Reason Code Description
07    ANTHEM PPO DISCOUNT - SPD PAGES 20,22,71 &31
*      ANTHEM ZERO REPRICED - NO PATIENT BALANCE
11    OFFICE VISIT COPAYMENT 

Messages          
***  You may appeal any denial by writing to the Fund Office. We must receive your written appeal 

within 180 days after you receive an EOB or other notice that your claim has been denied. 
You have the right to submit written comments, documents, records, or other information 
regarding your claim. You also have the right to review documents relevant to your claim and 
to receive copies of those documents for free. If your claim was denied based on (1) an internal 
rule or guideline, or (2) medical necessity, experimental treatment or similar exclusion, then 
you are entitled to a copy, upon request and for free, of the internal rule or guideline, and/
or explanation of the scientific or clinical judgment for the determination, applying the terms 
of the Plan to your medical circumstances. You also have the right to know which medical or 
vocational experts gave advice to the Plan on your claim, whether or not relied on their advice. 
If you file a claim after you have received treatment, that’s called a Post-Service Claim. If we 
deny your Post-Service Claim and you file a timely appeal of that denial, your appeal will be 
decided first by the Health Fund Administrator and we will send you written notice of the 
decision within 30 days after we receive your appeal. If the Health Fund Administrator denies 
your appeal, you may appeal that denial in a written request but we must receive your written 
request within 60 days after you receive that denial. You second appeal will be decided by 
the Board of Trustees. If we receive your second appeal within 30 days of the next regularly 
scheduled Trustees meeting, your appeal will be heard at that meeting. Otherwise, your appeal 
will be heard at the second regularly scheduled Trustees meeting. The Plan may extend the 
time to decide your appeals under certain circumstances, and will notify you if and why such 
extension is necessary. You may bring a lawsuit to obtain benefits under Section 502(a) of the 
Employee Retirement Income Security Act: (I) only if you do so within 15 months after the date 
of loss (when you incurred the expense you are seeking payment for), and (2) only (i) after 
you have exhausted both levels of appeal, or (ii) if the Plan failed to abide by the time frames 
or other terms of the Procedures. The Issue in a lawsuit will be limited to whether or not the 
decision-makers acted arbitrarily or capriciously in making determinations on your claim. Note: 
Please keep this EOB for your records. The Health Fund keeps copies for two years, but we 
charge for our time to retrieve copies if you need them. 
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Notice of Special Enrollment Rights

 NOTICE OF SPECIAL ENROLLMENT RIGHTS

 UNDER THE CONNECTICUT CARPENTERS HEALTH FUND

If you are declining the Buy-In option for yourself or your dependents (including your spouse) under the 
Connecticut Carpenters Health Plan (the “Plan”) because you currently have other health coverage, you may in 
the future be able to Buy-In for yourself or your dependents in this Plan, provided that 

(1) you return this notice to the Health Plan Office within 30 days after you receive it to report that you are not 
choosing to Buy-In because you currently have other health coverage (use the bottom of this form for this 
purpose), and

(2) you request enrollment in this Plan within thirty (30) days after your other health coverage ends and provide 
Health Fund Office with a Certificate of Creditable Coverage or other suitable evidence.

In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you 
may be able to enroll yourself and your dependents in this Plan, provided that you request enrollment in this 
Plan within thirty (30) days after such marriage, birth, adoption or placement for adoption.  

Any request for enrollment discussed in this Notice should be submitted in writing to the address noted above.  
Please contact the Health Fund Administrator for more information.

THE BOARD OF TRUSTEES OF
CONNECTICUT CARPENTERS HEALTH FUND

DATE:       

_____ I am declining the Buy-In option at this time because I currently have other health coverage.  (To 
preserve your right to Buy-In if you lose that coverage, you must return this form to Health Fund Office within 
30 days after you receive it.)

Name:      Date:     
      Print

Soc. Sec. No.:_______________________
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Notice of Creditable Coverage

To: All Active, Retired, and Disabled Participants, Spouses and Children — 
including those on COBRA — who are eligible for Medicare Parts A or B and for 
Health Fund prescription drug coverage.  

2007 Important Notice from Connecticut Carpenters Health Fund
About Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it.  This notice has 
information about your current prescription drug coverage with the Connecticut 
Carpenters Health Fund (the “Health Fund”) and prescription drug coverage available 
for people with Medicare.  It also explains the options you have for Medicare 
prescription drug coverage and can help you decide whether or not you want to 
enroll in a Medicare drug plan.  At the end of this notice is information about where 
you can get help to make decisions about your prescription drug coverage.  

1. Medicare prescription drug coverage became available in 2006 to everyone with 
Medicare through Medicare prescription drug plans and Medicare Advantage 
Plans that offer prescription drug coverage (like an HMO or a PPO).  All Medicare 
prescription drug plans provide at least a standard level of coverage set by Medicare.  
Some plans may also offer more coverage for a higher monthly premium.  

2. The Health Fund has determined that the prescription drug coverage offered by 
the Connecticut Carpenters Health Plan is, on average for all plan participants, 
expected to pay out at least as much as the standard Medicare prescription drug 
coverage will pay.  This means that your Health Fund prescription drug coverage 
is considered Creditable Coverage under Medicare’s rules.  

Because your existing coverage is Creditable, which means it is on average at 
least as good as standard Medicare prescription drug coverage, you can keep your 
Health Fund prescription drug coverage and not pay extra if you later decide to 
enroll in Medicare prescription drug coverage.

You can enroll in a Medicare prescription drug plan when you first become eligible 
for Medicare and each year from November 15 through December 31.  As explained 
later in this Notice, this may mean that you may have to wait to join a Medicare drug 
plan and that you may pay a penalty if you join later.  You may pay that penalty as 
long as you have Medicare prescription drug coverage.  In certain limited situations 
(for example, if in the future the Health Fund’s prescription drug coverage is no 
longer Creditable Coverage or if you decide to drop Health Fund coverage), under 
Medicare’s rules you may also be eligible for a “Special Enrollment Period,” which 
usually lasts at least 60 days, to sign up for a Medicare prescription drug plan.  

However, because you have existing prescription drug coverage that, on average, 
is as good as standard Medicare prescription drug coverage, you can choose to 
maintain your current Health Fund coverage and join a Medicare prescription drug 
plan later generally without any penalty. 

If you are covered under the Health Fund’s Retiree plan and you do decide to enroll 
in a Medicare prescription drug plan, your Health Fund prescription drug coverage 
will end.  After it ends, you will only have one opportunity to get back the Health 
Fund’s prescription drug coverage.
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If you are covered as a Retiree in the Health Fund and you enroll in a Medicare prescription drug plan, your 
Health Fund prescription drug coverage will end.  However, you will have a once-in-a-lifetime opportunity to get 
back the Health Fund’s prescription drug coverage, but only if you have kept paying monthly to maintain the 
Health Fund’s other benefits continuously (meaning all other benefits except prescription drug coverage).  So, 
before you make a decision about enrolling in any Medicare prescription drug plan, you should compare your 
current Health Fund prescription drug coverage with the coverage of the plans offering Medicare prescription 
drug coverage in your area.  You should consider and compare, for the Health Fund and for each Medicare 
prescription drug plan available to you:

t	 what drugs will be covered,
t	 what retail and mail-order pharmacies you can use, and
t	 what the different costs (monthly costs, co-payments, deductibles, doughnut holes, etc.) are.

Your current Health Fund coverage pays for other health expenses, as well as prescription drugs.  If you choose 
to enroll in a Medicare prescription drug plan, you will still be able to continue receiving medical benefits and 
life insurance provided that you remain eligible and pay the applicable monthly cost on time.  

Here are your options, using rates in effect as of July 1, 2007:

t	 If you DO NOT enroll in a Medicare Part D prescription drug plan, you may keep the Health Fund’s medical 
and prescription drug plan.  You have to remain eligible and pay the monthly cost on time.  Currently, the 
cost is $330.  You do not need to take any action to keep this coverage as long as you are already covered by 
it.  But if you drop or lose your Health Fund coverage, you cannot reinstate it.  If you are nearing retirement, 
you should contact the Fund Office for information and the appropriate enrollment forms.

t	 If you DO enroll in a Medicare Part D prescription drug plan,  
t	you may not stay covered by the Health Fund’s prescription drug plan.1*  Please note that some 

injectables, medications and equipment are covered by Medicare Part B.  If these expenses are 
processed through and covered by Medicare Part B, the Health Fund will continue to offer you 
secondary coverage on those medical items even if you enroll in Medicare Part D.  

t	you may stay covered by the Health Fund’s other benefits (medical and life insurance) as long as you 
remain eligible and pay the monthly cost on time.  Your monthly cost (currently $330) will not be 
reduced.  

t	if you later change your mind and want to drop Medicare’s drug coverage and re-start the Health Fund’s 
drug coverage, you may do so ONCE, as of any March 1, as long as you have kept paying monthly to 
maintain the Health Fund’s other benefits continuously.  (Remember that if you drop or lose all your 
Health Fund coverage, you cannot reinstate it.)  You will have to give written notice to the Health Fund 
by the February 1 before you want your Health Fund drug coverage to re-start.  

t	if your Health Fund coverage applies to your spouse and/or children who are not yet eligible for 
Medicare, the Health Fund’s prescription drug coverage will remain in effect for them as long as:

  1)  they remain eligible and the monthly cost (currently $675) is paid on time, and 
  2)  you have kept paying monthly to maintain the Health Fund’s other benefits for yourself.  

1 *  You may maintain dual coverage – where the Health Fund is your primary drug coverage and Medicare Part D is your secondary 
coverage – if you are covered by the Health Fund’s plan for Active Members and by Medicare.  One way to tell which plan covers you 
is by what it costs.  If you are paying the COBRA rates ($770 monthly) or you are a spouse/dependent of a working carpenter whose 
employer is contributing $5.45 per hour, then you’re covered by the Active Plan.  If you are paying the Retiree plan rates ($330 or $675 
monthly), then you’re covered by the Retiree plan.  
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t	if your spouse is eligible for Medicare and covered by the Health Fund, 
you and your spouse may make different choices.  One of you may 
enroll in Medicare Part D and the other may stay in the Health Fund’s 
prescription drug plan. So, if your spouse elects to enroll in Medicare Part 
D prescription drug coverage, s/he will be dropped from the Health Fund’s 
prescription drug coverage but will be allowed to maintain all other Health 
Fund benefits as long as the monthly cost (currently $675) is paid on time 
for you and for him/her.  Alternatively, if your spouse elects to maintain the 
Health Fund’s prescription drug coverage (as well as all other Health Fund 
benefits), s/he may do so as long as the monthly cost (currently $675) is 
paid on time for you and for him/her. 

NOTE:  Assuming you are still covered by the Health Fund and the monthly cost 
was paid to maintain the Health Fund’s other benefits continuously for your spouse, 
if your spouse enrolled in Medicare prescription drug coverage and then changes 
his/her mind, your spouse will be permitted to drop the Medicare prescription drug 
coverage and re-start the Fund’s prescription drug coverage.  The once-in-a-lifetime 
re-start rules outlined above will also apply to your spouse. 

The Health Fund will receive a subsidy because it provides prescription drug 
benefits that are at least as good as the standard Medicare drug plan.  This subsidy 
will help keep the Health Fund stable and help the Health Fundkeep retirees’ costs 
under control.  

As always, the Health Fund Trustees will review the monthly costs periodically and 
adjust them as necessary.  They also have the legal right to change or terminate 
coverage at any time.  

Here are rules you should  be aware of if you drop or lose your Health Fund 
coverage (including your prescription drug coverage).

You should also know that if you drop or lose your coverage with the Health Fund 
and don’t enroll in Medicare prescription drug coverage after your current coverage 
ends, you may pay more (a penalty) to enroll in Medicare prescription drug 
coverage later.  
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Specifically, if you go 63 days or longer without prescription drug coverage that’s at least as good as Medicare’s 
prescription drug coverage, your monthly premium for Medicare’s prescription drug coverage will go up at 
least 1% (of the national benchmark premium determined by the Centers for Medicare & Medicaid Services) per 
month for every month that you did not have that coverage.  For example, if you go nineteen months without 
coverage, your premium will always be at least 19% higher than what many other people pay.  You’ll have to 
pay this higher premium as long as you have Medicare prescription drug coverage.  In addition, you may have 
to wait until the following November to enroll.  

For more information about this notice or your current prescription drug coverage…

Contact the Health Fund Office for further information about the Health Fund’s prescription drug coverage.  
NOTE:   You will receive this notice annually.  You will also receive it before the next period in which you can 
enroll in Medicare prescription drug coverage, and if Health Fund coverage changes so that it ceases to be or 
becomes Creditable.  You also may request a copy by contacting the Health Fund Office.  

For more information about your options under Medicare prescription drug coverage…

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare 
& You” handbook.  You’ll get a copy of the handbook in the mail every year from Medicare.  You may 
also be contacted directly by Medicare prescription drug plans, and you’ll see a number of mailings and 
advertisements about Medicare prescription drug benefits.  For more information about Medicare prescription 
drug plans:  

t	 Visit the website www.medicare.gov. 
t	 Call the Connecticut Program for Health Insurance Assistance, Outreach, Information and Referral, 

Counseling and Eligibility Screening (CHOICES) (1.800.994.9422 or see your copy of the Medicare & You 
handbook for telephone numbers for other States),

t	 Call 1-800-MEDICARE  (1.800.633.4227).   TTY users should call 1.877.486.2048.

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is 
available.  Information about this extra help is available from the Social Security Administration (SSA) online at 
www.socialsecurity.gov, or call them at 1.800.772.1213 (TTY 1.800.325.0778).  

 Date: October, 2007
 Name of Entity/Sender: Connecticut Carpenters Health Fund
 Contact—Position/Office: Deborah Palmieri, Health Fund Administrator
 Address: 10 Broadway, Hamden, CT   06518
 Phone Number: 203.288.5511 or 1.800.922.6026 (toll-free)
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General Notice — Continuation Coverage Rights Under COBRA

Introduction
You are receiving this notice because you are covered under the Connecticut 
Carpenters Health Plan (the Plan).  This notice contains important information 
about your right to COBRA continuation coverage, which is a temporary extension 
of coverage, on a “self-pay” basis, under the Plan.  This notice generally explains 
COBRA continuation coverage, when it may become available to you and your 
family, and what you need to do to protect the right to receive it.  

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 to other members of 
your family who are covered under the Plan when you would otherwise lose your 
group health coverage.  This notice gives you only a summary of your COBRA 
continuation coverage rights.  For more information about your rights and 
obligations under the Plan and under federal law, you should review the Plan’s 
Summary Plan Description or contact the Plan Administrator.

The Plan Administrator is:  Board of Trustees, Connecticut Carpenters Health 
Fund, 10 Broadway, Hamden, CT  06518, (800) 922-6026.  The Plan Administrator is 
responsible for administering COBRA continuation coverage.  The point of contact 
for the Plan Administrator is Ms. Deborah L. Palmieri, Health Fund Administrator, 
and she can be reached at the address and phone number noted in this paragraph.

What is COBRA Continuation Coverage?
COBRA continuation coverage is a continuation of Plan coverage on a self-pay 
basis when coverage would otherwise end because of a life event known as a 
“qualifying event.”  There may be instances that would cause you to lose coverage 
which are not “qualifying events”, such as if your employer fails to pay required 
contributions on you or if the Plan is changed to terminate your coverage.  In 
that case, you would not be entitled to COBRA continuation coverage.  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.”  A qualified beneficiary is someone who will lose coverage under the 
Plan because of a qualifying event.  Depending on the type of qualifying event, 
Members, Spouses of Members, and Eligible Dependent children of Members may 
be qualified beneficiaries.  Under the Plan, qualified beneficiaries who elect COBRA 
continuation coverage must pay for COBRA continuation coverage.
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If you are a Member, you will become a qualified beneficiary if you lose coverage under the Plan because either 
one of the following qualifying events happens:

(1) A reduction in your hours of employment; or
(2) Termination of your employment for any reason other than by Termination for Cause.

If you are the Spouse of a Member, you will become a qualified beneficiary if you lose your coverage under the 
Plan because any of the following qualifying events happen:

(1) Your Spouse dies;
(2) Your Spouse’s hours of employment are reduced;
(3) Your Spouse’s employment terminates for any reason (including retirement);
(4) You become divorced or legally separated from your Spouse.

Your Eligible Dependent children will become qualified beneficiaries if they lose coverage under the Plan 
because any of the following qualifying events happen:

(1) The Member-parent dies;
(2) The Member-parent’s hours of employment are reduced;
(3) The Member-parent’s employment terminates for any reason (including retirement);
(4) The parents become divorced or legally separated; or
(5) The child ceases to be eligible for coverage under the plan as an “Eligible Dependent.”

When is COBRA Coverage Available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator 
has notice that a qualifying event has occurred.  Based on information it receives, the Plan Administrator can 
determine when the qualifying event is a reduction of hours of employment or a termination of employment.  
In other cases, such as death, divorce, legal separation, and loss of dependent status, the Fund relies on 
information it receives from other sources, such as the Member or his family, the Local Union, or Contributing 
Employers.  Therefore, it is in the best interest of you or your family members to keep the Plan Administrator 
informed of any qualifying events.

You Must Give Notice of Some Qualifying Events
For the other qualifying events (divorce or legal separation of the Member and Spouse, and a child’s ceasing 
to qualify as an Eligible Dependent), you must notify the Plan Administrator.  If notice is not provided on a 
timely basis, the Plan will not offer COBRA continuation coverage due to divorce/legal separation, or loss of a 
child’s dependent status.  You must provide this notice to the individual named in the Plan Contact Information 
section at the end of this notice.  
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How Should Notice Be Provided?
In order to provide the Health Fund notice, you must complete and sign the Health 
Fund’s “Member/Qualified Beneficiary — Notice of Qualifying Event” form.  No 
other form of notice will be accepted by the Health Fund.  To obtain a copy of the 
form, or if you have any questions about how to fill out the form, please contact the 
Plan or download the form from the Plan’s website.  (See Contact Information at the 
end of this notice.)  Send the completed form to the Plan at the address shown in 
the Contact Information.

When Should Notice Be Sent?
If you are providing notice due to a divorce or legal separation, a dependent losing 
eligibility for coverage, or a second qualifying event, you must send the Notice form 
no later than 60 days after the later of:  (1) the date of the qualifying event, or (2) the 
date upon which coverage would be lost under the Plan as a result of the qualifying 
event.

If you are providing notice of a Social Security Administration determination of 
disability, the Notice form must be sent within the first 18 months of continuation 
coverage and no later than 60 days after the later of:  (1) the date of the disability 
determination by the Social Security Administration; (2) the date of the qualifying 
event; or (3) the date on which the qualified beneficiary would lose coverage under 
the Plan due to the qualifying event.

If you are providing notice of a Social Security Administration determination that an 
individual is no longer disabled, the Notice form must be sent no later than 30 days 
after the date of the determination by the Social Security Administration.

The time periods to provide these Notices will not begin to run until you have 
been informed of the responsibility to provide these Notices and of these notice 
procedures through the furnishing of a summary plan description or a general 
(initial) notice by the Plan.  This letter satisfies that requirement.

Who Can Provide a Notice?
Notice may be provided by the Member, a qualified beneficiary with respect to the 
qualifying event, or any representative acting on behalf of the Member or qualified 
beneficiary.  Notice from one individual will satisfy the notice requirement for all 
related qualified beneficiaries affected by the same qualifying event.  For example, 
if a Member, his Spouse and his Eligible Dependent children are all covered by the 
Plan, and the Member is divorced, a single notice sent by the Member would satisfy 
this requirement.

How is COBRA Coverage Provided?
Once the Plan Administrator receives timely 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 employees may elect COBRA continuation 
coverage on behalf of their Spouses, and parents may elect COBRA continuation 
coverage on behalf of their children.  
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How Long Will COBRA Coverage Continue?
COBRA continuation coverage is a temporary continuation of coverage.  When the qualifying event is the 
death of the Member, divorce or legal separation, or a child losing status as an Eligible Dependent, COBRA 
continuation coverage can last for up to 36 months.  There are circumstances under which COBRA continuation 
coverage can end earlier, such as the failure to remit the applicable self-pay cost to the Plan Administrator on a 
timely basis.

When the qualifying event is the end of employment or reduction of the Member’s hours of employment, 
COBRA continuation coverage can last for up to 18 months.  There are two ways in which this 18-month period 
of COBRA continuation coverage can be extended.

Disability extension of 18-month period

If you or anyone in your family covered under the Plan is determined by the Social Security Administration 
to be disabled at any time during the first 60 days of COBRA continuation coverage and you notify the Plan 
Administrator in a timely fashion, you and your entire family may receive up to an additional 11 months of 
COBRA continuation coverage, for a total 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 continuation coverage.  You must make sure that the Plan Administrator is notified of the 
Social Security Administration’s determination within 60 days of the date of such determination and before the 
end of the 18-month period of COBRA continuation coverage.  For this purpose, you should use the Member/
Qualified Beneficiary Notice of Qualifying Event Form, available by calling the Plan or downloading the Form 
from the Plan’s website.  This notice should be sent to:  Ms. Deborah L. Palmieri, Health Fund Administrator, 
Connecticut Carpenters Health Fund, 10 Broadway, Hamden, CT  06518.

Second qualifying event extension of 18-month period

If your family experiences another qualifying event while receiving 18 months of COBRA continuation 
coverage, the Spouse and Eligible Dependent children in your family may qualify for additional months of 
COBRA continuation coverage, up to a maximum of 36 months from the original date when coverage was lost, 
if notice of the second qualifying event is properly given to the Plan.  This extension is available to the Spouse 
and Eligible Dependent children receiving continuation coverage if the former Member dies, or the Member 
and Spouse get divorced or legally separated.  The extension is also available to an Eligible Dependent child 
when that child stops being eligible under the Plan as an Eligible Dependent.  The extension is available only 
if the second qualifying event would have caused the Spouse or Eligible Dependent children to lose coverage 
under the Plan had the first qualifying event not occurred.  In all of these cases, you must make sure that the 
Plan Administrator is notified of the second qualifying event within 60 days of the second qualifying event.  For 
this purpose, you should use the Member/Qualified Beneficiary Notice of Qualifying Event Form, available by 
calling the Plan or downloading the Form from the Plan’s website.  This notice must be sent to:  Ms. Deborah L. 
Palmieri, Health Fund Administrator, Connecticut Carpenters Health Fund, 10 Broadway, Hamden, CT  06518.
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If You Have Questions
If you have questions about your Plan or your COBRA continuation coverage, you 
should use the Plan Contact Information identified later.  For more information 
about your rights under ERISA, including COBRA, the Health Insurance Portability 
and Accountability Act (HIPAA), 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 the EBSA website at 
www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA 
Offices are also available through EBSA’s website.

Keep the Plan Informed of Address Changes
In order to protect your family’s rights, you should keep the Plan Administrator 
informed of 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
     Ms. Deborah L. Palmieri
     Health Fund Administrator
     Connecticut Carpenters Health Fund
     10 Broadway
     Hamden, CT  06518
     Toll-free, 1.800.922.6026 or 203.281.5511  
     Facsimile: 203.288.3235
     Website:  www.ctcarpentersfunds.org 
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Claims and Appeals Procedures

I. GENERAL PROVISIONS
 This section describes the procedures for filing claims for benefits from the Connecticut Carpenters Health 

Fund.  It also describes the procedure for you to follow if your claim is denied in whole or in part and you 
wish to appeal the decision.  These procedures do not apply to claims for life insurance/accidental death 
and dismemberment benefits because those claims are handled by the insurance company that pays those 
benefits.  If you would like a copy of the procedures that apply to insurance claims, call the Health Fund Office.  

A. How to File a Claim
 A claim for benefits is a request for plan benefits made in accordance with these procedures. In order to file 

a claim for benefits offered under this plan, you must complete, sign and submit to the Health Fund Office 
one health benefit claim form for your family each calendar year so that your records are set up for claims 
submitted later during the calendar year.  When you incur expenses, send the claim form that you get from 
your provider(s) to the address on your ID card. General inquiries about the plan’s provisions or eligibility 
questions that are unrelated to any specific benefit claim, or requests to add or improve the Plan’s benefits 
will not be treated as claims for benefits.  In addition, a request for pre-approval of a benefit that does not 
require prior approval by the plan is not a claim for benefits.

A health benefit claim form may be obtained from the Health Fund Office by calling: 1.800.922.6026 or by 
downloading a form from the Connecticut Carpenters’ website at: www.ctcarpentersfunds.org

All of the following information must be completed on the claim form that you get from your provider(s) in 
order for your request for benefits to be a claim, and for the Health Fund Office to be able to decide your claim. 

t	 Member’s name and identification number 
t	 Member’s address
t	 Member’s date of birth 
t	 Member’s marital status
t	 Spouse’s name and identification number (if applicable)
t	 Spouse’s date of birth and employment status (if applicable)
t	 Name, address and telephone number for spouse’s employer
t	 Patient name and address (if different from Member)
t	 Patient’s relationship to insured
t	 Patient date of birth
t	 Patient’s sex
t	 Patient’s student status
t	 Was condition related to patient’s employment, or accident
t	 Date of service
t	 Date patient able to return to work
t	 Date of total/partial disability
t	 Name of referring physician 
t	 Hospitalization dates, if applicable
t	 CPT-4 (the code for physician services and other health care services found in the Current Procedural 

Terminology, Fourth Edition or later, as maintained and distributed by the American Medical 
Association)
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t	 ICD-9 (the diagnosis code found in the International Classification of 
Diseases, 9th Edition or later, Clinical Modification as maintained and 
distributed by the U.S. Department of Health and Human Services)

t	 Billed charge, amount paid and balance due
t	 Federal taxpayer identification number (TIN) of the provider
t	 Provider billing name and address
t	 Coordination of benefits information

B. When Claims Must Be Filed
Claims for medical benefits must be filed within 365 days from the date the charges 
were incurred.  Claims for AD&D benefits must be filed within one year after death, 
dismemberment, or other covered loss, which must occur within 365 days after 
the accident that caused the death, dismemberment, or loss.  Claims for Weekly 
Disability Income Benefits must be filed no later than 90 days from the date your 
disability began.  Claims filed after these dates will not be considered or paid by the 
Health Fund.

C. When a Claim is Considered Received by the Health Fund

(1) Post-Service Claims
 A post-service claim for benefits (as defined in section II.A.(3) of these 

procedures) is considered received as follows:

(a) For medical claims
 Claims must be submitted to Anthem or the Health Fund, as shown on your ID 

card.  The deadlines for claims decisions will begin to run on the first business 
day when the claim is:

t	 received by the Health Fund Office, by U.S. mail or hand-delivery, at the 
following address:

  Connecticut Carpenters Health Fund 
  10 Broadway
  Hamden, CT 06518-2699
  Tel. 1.800.922.6026 (toll-free)

t	 submitted electronically or by mail by your provider and received at the Health 
Fund’s designated EDI address or mailing address for that type of claim that will 
be listed on your Member ID card.  

(b) For dental claims:  

t	 On the first business day when the claim is received by:

  Delta Dental of New Jersey, Inc.
  P.O. Box 222
  Parsipppany, NJ   07054
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(c) For vision claims

t	 On the first business day when the out-of-network claim is received by U.S. mail to Davis Vision at the 
following address:  

  Davis Vision 
  Vision Care Processing Unit
  P.O. Box 1525
  Latham, NY   12110

t	 On the first business day when the claim is submitted electronically by your provider and received by Davis 
Vision.

(d) For Weekly Disability Income (WDI) — disability — claims

t	 On the first business day the claim is received by U.S. mail or hand-delivered to the Health Fund Office at the 
following address:

  Connecticut Carpenters Health Fund 
  10 Broadway
  Hamden, CT 06518-2699
  Tel.  1.800.922.6026 (toll-free)

(e) For life insurance and/or accidental death and dismemberment (AD&D) benefit claims

t	 On the first business day the claim is received by U.S. mail or hand-delivered to the Health Fund Office at the 
following address:

  Connecticut Carpenters Health Fund 
  10 Broadway
  Hamden, CT 06518-2699
  Tel.  1.800.922.6026 (toll-free)

(2)Urgent, Pre-Service and Concurrent Claims
 Urgent, pre-service and concurrent claims (as defined in section II.A. of these procedures) are generally 

requests for preauthorization or precertification of a treatment or hospital stay.  (You should refer to the 
Precertification is Required heading under the Full Plan Benefits section of this booklet for more information 
about precertification.)  An urgent, pre-service or concurrent claim is considered received when a telephone 
call is made to Hines at the telephone number in the Important Telephone Numbers and Contacts section of 
this booklet, or your provider electronically contacts Hines at its EDI address requesting precertification.

(3)Prescription Drug Claims
 When you present a prescription to a pharmacy to be filled under the terms of this plan, that request is not 

a “claim” under these procedures.  However, if your request for a prescription is denied, in whole or in part, 
you may file a claim and appeal regarding the denial by using these procedures.
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D. Claims Communications
 All claims communications required to be sent to the patient pursuant to these 

procedures will be addressed to and sent to the member unless the patient 
makes a written request to the Health Fund Office specifically requesting that 
any claims communications be sent under the patient’s name and/or to a 
different address.  Any requirement that communications be sent “in writing” 
shall be satisfied if sent via U.S. Postal Service or any expedited mail service, 
electronically or by facsimile.

E. Authorized Representatives
 An authorized representative, such as your spouse, may complete the claim form 

for you if you are unable to complete the form yourself and have previously 
designated the individual to act on your behalf.  A form can be obtained from the 
Health Fund Office to designate an authorized representative. The Health Fund 
may request additional information to verify that this person is authorized to 
act on your behalf.  In connection with an Urgent Care Claim (defined below), a 
health care professional with knowledge of your medical condition (and to the 
extent necessary to process your Urgent Care Claim, a physician affiliated with 
or other employee of the facility in which you are confined or from which you 
are receiving urgent care treatment), may act as an authorized representative 
without you having to complete the special authorization form.  For purposes of 
these procedures, notice to your authorized representative will constitute notice 
to you.

II. MEDICAL BENEFITS
 The claims procedures for medical benefits will vary depending on whether 

your claim is for a Pre-Service Claim, an Urgent Care Claim, a Concurrent Care 
Claim, a Post-Service Claim or a Disability Claim.  Read each section carefully to 
determine which procedure is applicable to your request for benefits:

A. Definitions and Time Limits

(1) Pre-Service and Urgent Care Claims
 A Pre-Service Claim is a claim for a benefit for which the plan requires approval 

of the benefit (in whole or in part) before medical care is obtained.  Under 
this plan, prior approval of services is required for all hospital admissions 
— including mental health and substance abuse admissions — inpatient 
rehabilitation, certain prescriptions, and air ambulances.

Important:   If you fail to pre-certify these services, plan benefits will be reduced or 
in some cases, no plan benefits will be payable for those services.
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The Health Fund has a contract with Hines & Associates to administer Pre-Service, Urgent and Concurrent Care 
Claims for all hospital admissions and for inpatient rehabilitation.

For properly filed Pre-Service Claims, you and/or your doctor will be notified of a decision within 15 days from 
receipt of the claim unless additional time is needed.  The time for response may be extended up to 15 days if 
necessary due to matters beyond the control of Hines.  You will be notified of the circumstances requiring the 
extension of time and the date by which a decision is expected to be rendered.

If an extension is needed because Hines needs additional information from you, the extension notice will 
specify the information needed. In that case you and/or your doctor will have 45 days from receipt of the 
notification to supply the additional information. If the information is not provided within that time, your claim 
will be deemed to be denied, without further notice from Hines or the Health Fund. During the period in which 
you are allowed to supply additional information, the normal period for making a decision on the claim will 
be suspended. The deadline is suspended from the date of the extension notice until either 45 days or the date 
you respond to the request (whichever is earlier). Hines then has 15 days to make a decision on the Pre-Service 
Claim and notify you of the determination.

If you or your doctor improperly file a Pre-Service Claim, Hines will notify you orally — unless you specifically 
request written notice, then in writing — as soon as possible but not later than five days after receipt of the 
claim, of the proper procedures to be followed in filing a claim.  You will only receive notice of an improperly 
filed Pre-Service Claim if the claim includes (i) your name, (ii) your specific medical condition or symptom, 
and (iii) a specific treatment, service or product for which approval is requested.  Unless the claim is refiled 
properly, it will not constitute a claim.

An Urgent Care Claim is any claim for medical care or treatment where the timing of a claim determination: 

(1) could seriously jeopardize the life or health of the claimant or the ability of the claimant to regain maximum 
function, or 

(2) in the opinion of a physician with knowledge of the claimant’s medical condition, would subject the claimant 
to severe pain that cannot be adequately managed without the care or treatment that is the subject of the 
claim.

Any claim that a physician with knowledge of your medical condition determines is an Urgent Care Claim 
within the meaning described above, will be treated as an Urgent Care Claim. Absent a determination by 
that physician, Hines will determine whether your claim is an Urgent Care Claim, applying the judgment of a 
prudent layperson who possesses an average knowledge of health and medicine.

If you are requesting precertification of an Urgent Care Claim, the time deadlines are different than those that 
apply to Pre-Service Claims. Hines will respond to you and/or your doctor with a determination by telephone as 
soon as possible taking into account the medical condition, but not later than 72 hours after receipt of the claim 
by Hines.  The determination will also be confirmed in writing within three days.

If an Urgent Care Claim is received without sufficient information to determine whether or to what extent 
benefits are covered or payable, Hines will notify you and/or your doctor as soon as possible, but not later than 
24 hours after receipt of the claim, of the specific information necessary to complete the claim.  You and/or your 
doctor must provide the specified information within 48 hours of receiving notice.  If the information is not 
provided within that time, your claim will be denied.
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Notice of the decision will be provided no later than 48 hours after Hines receives 
the specified information or the end of the period given for you to provide this 
information, whichever is earlier.

If you or your provider improperly file an Urgent Care Claim, Hines will notify you 
orally and/or in writing as soon as possible, but not later than 24 hours after receipt 
of the claim, of the proper procedures to be followed in filing a claim.  Unless the 
claim is refiled properly, it will not constitute a claim.

(2) Concurrent Claims
A Concurrent Claim is a claim for additional treatment or hospital days or a claim 
that is reconsidered after an initial approval was made and results in a reduction, 
termination or extension of a benefit. (An example of this type of claim would be 
an inpatient hospital stay originally approved for five days that is reviewed at three 
days to determine if the full five days is appropriate.)  In this situation a decision to 
reduce, terminate or extend treatment is made at the same time or “concurrently” 
with the provision of treatment.

A reconsideration of a benefit with respect to a Concurrent Claim that involves 
the termination or reduction of a previously-approved benefit (other than by plan 
amendment or termination) will be made by Hines as soon as possible, but in any 
event early enough to allow you to have an appeal decided before the benefit is 
reduced or terminated.  

Any request by a claimant to extend approved Urgent Care treatment will be 
acted upon by Hines within 24 hours of receipt of the claim, provided the claim 
is received at least 24 hours prior to the expiration of the approved treatment.  A 
request to extend approved treatment that does not involve urgent care will be 
decided according to pre-service or post-service time frames, whichever applies.  

(3) Post-Service Claims
A Post-Service Claim is a claim that is not a Pre-Service, Urgent Care, or Concurrent 
Claim (for example, a claim submitted for payment after health services and 
treatment have been obtained).  The following procedure applies to Post-Service 
Claims:

1. Obtain a health claim form from the Health Fund Office if you have not already 
filed your annual form, and complete the employee’s portion of the claim form.  
Failure to complete the form could delay processing of your claim.

2. Have your Physician give you a completed HCFA health insurance claim form.

3. Attach all itemized UB-92 Hospital bills and/or doctor’s statements that describe 
the services rendered.
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You do not have to submit an additional claim form with your bills or statements if you have filed the annual 
health claim form during the calendar year.  Mail any further bills or statements for any medical or hospital 
services covered by the Health Fund to the address shown on your ID card as soon as you receive them.  Your 
provider may also submit bills on your behalf.

Ordinarily, you will be notified of the decision on your Post-Service Claim within 30 days from the plan’s 
receipt of the claim.  This period may be extended once by the Health Fund for up to 15 days if the extension 
is necessary due to matters beyond the control of the Health Fund. If an extension is necessary, you will be 
notified before the end of the initial 30-day period of the circumstances requiring the extension of time and the 
date by which the Health Fund expects to render a decision.

If an extension is needed because the Health Fund needs additional information from you, the extension 
notice will specify the information needed. In that case you will have 45 days from receipt of the notification 
to supply the additional information. If the information is not provided within that time, your claim is deemed 
denied, without further notice from the Health Fund. During the period in which you are allowed to supply 
additional information, the normal period for making a decision on the claim will be suspended. The deadline 
is suspended from the date of the extension notice until either 45 days or until the date you respond to the 
request (whichever is earlier). The Health Fund then has 15 days to make a decision on a Post-Service Claim and 
notify you of the determination.

(4) Disability Claims (Weekly Disability Income Benefits)
You must file a claim for Weekly Disability Income Benefits with the Health Fund Office no later than 90 days 
after the date your disability began.  

Disability Claims must be submitted to the Health Fund Office in writing, using the appropriate application 
form.  An application form may be obtained by contacting the Health Fund Office at the number shown in the 
Important Telephone Numbers and Contacts section of this booklet.  

For Disability Claims, the Health Fund will make a decision on the claim and notify you of the decision within 
45 days. If the Health Fund requires an extension of time due to matters beyond the control of the Health Fund, 
it will notify you of the reason for the delay and when the decision will be made.  This notification will occur 
before the expiration of the 45-day period.  A decision will be made within 30 days of the time the Health Fund 
notifies you of the delay.  The period for making a decision may be delayed an additional 30 days, provided the 
plan administrator notifies you, prior to the expiration of the first 30-day extension period, of the circumstances 
requiring the extension and the date as of which the Health Fund expects to render a decision.  

If an extension is needed because the Health Fund needs additional information from you, the extension notice 
will specify the information needed. In that case you will have 45 days from receipt of the notification to supply 
the additional information. If the information is not provided within that time, your claim will be deemed to 
be denied, without further notice from the Health Fund. During the period in which you are allowed to supply 
additional information, the normal period for making a decision on the claim will be suspended. The deadline 
is suspended from the date of the extension notice until either 45 days or until the date you respond to the 
request (whichever is earlier). Once you respond to the Health Fund’s request for the information, you will be 
notified of the Health Fund’s decision on the claim, or the need for an extension, within 30 days.
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(5) Life Insurance, and Accidental Dealth and Dismemberment (AD&D) Insurance 
Claims:

Like your other benefits, these claims should be filed, with all the information 
necessary for processing, as soon as reasonably possible, but within 365 days 
following the date of the accident resulting in a death or covered injury.  Claims for 
accidental death and dismemberment not submitted within 90 days after death, 
dismemberment, or other covered loss, will be denied as late claims.  There is no 
filing deadline for life insurance claims.

B. Notice of a Denied Claim (Health Care and Disability Claims)
You will be provided with written notice of a denial of a claim — whether denied in 
whole or in part. This notice will state:

t	 the specific reason(s) for the determination
t	 reference to the specific plan provision(s) on which the determination is based
t	 a description of any additional material or information necessary to perfect the 

claim, and an explanation of why the material or information is necessary
t	 a description of the appeal procedures — including voluntary appeals, if any — 

and applicable time limits
t	 a statement of your right to bring a civil action under ERISA Section 502(a) 

following an adverse benefit determination on review
t	 if an internal rule, guideline or protocol was relied upon in deciding your claim, 

you will receive either a copy of the rule or a statement that it is available upon 
request at no charge

t	 if the determination was based on the absence of medical necessity, or because 
the treatment was experimental or investigational, or other similar exclusion, 
you will receive an explanation of the scientific or clinical judgment for the 
determination applying the terms of the plan to your claim, or a statement that it 
is available upon request at no charge

C. Notice of Life Insurance or Accidental Death and Dismemberment (AD&D) 
Benefit Claims 

For Life Insurance or Accidental Death and Dismemberment Claims, Aetna Life 
Insurance Company (“Aetna”) will make a decision and notify your beneficiary — or 
you, if a covered Injury is the cause of harm — in writing, of its decision within 90 
days. However, if Aetna requires an extension of time due to matters beyond its 
control, Aetna will notify your beneficiary (or you) of the reason for the delay and 
when the decision will be made.  The extension will not exceed 90 days.
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III. APPEAL PROCESS FOR DENIED CLAIMS
If your claim is denied in whole or in part, or if you disagree with the decision made on a claim, you may ask 
for a review. Your request for review must be made in writing to the Health Fund Office and must be received 
within 180 days after you receive notice of denial. Appeals involving Urgent Care Claims may be made orally by 
calling the Health Fund Administrator at 1.800.922.6026 (toll-free) during normal business hours.  During non-
business hours, you should call the Health Fund’s answering service for Urgent and Concurrent Claim appeals 
only.  The answering service’s phone number will be available on the Health Fund’s after hours recorded 
message at the above number.  All other calls must be made during normal business hours, which are 8:00 a.m. 
to 4:30 p.m., Monday through Friday, excluding holidays.  

For appeals of life insurance or AD&D claim denials, you should contact Aetna directly within the stated time 
frame, as described later in this Section.  

A. Appeal Process
The appeal process works as follows:

(1) Urgent, Pre-Service and Concurrent Claim Appeals
For Urgent, Pre-Service and Concurrent Claim Appeals, there is one level of appeal.  Appeals must be made in 
writing, except that appeals of Urgent Care Claims may be made in writing or orally, to the Health Fund Office.  
A sub-committee consisting of the Union Trustee Co-Chair, the Employer Trustee Co-Chair, and the Health Fund 
Administrator, or their alternates if any of them is unavailable, will review Urgent, Pre-Service and Concurrent 
Claim appeals.  Neither the Health Fund Administrator nor her alternate will participate in Appeals regarding 
pre-certification of certain prescriptions or of air ambulance charges.  In certain circumstances such as Urgent 
Claim appeals where medical conditions exist that require an expedited review process, appeals may be made 
orally via telephone.

(2) Post-Service and Disability Claim Appeals
For Post-Service and Disability Claim appeals, there is a two-level appeal process. Appeals must be made 
in writing to the Health Fund Office.  The first level of appeal will consist of a review by the Health Fund 
Administrator.  If the appeal is denied, you have the right to a second level of appeal consisting of review by 
the full Board of Trustees.  Your request for a second level of appeal must be made in writing to the Health Fund 
Office and must be received within 60 days after you receive notice that the first level appeal was denied.  

(3) Life Insurance or Accidental Death and Dismemberment (AD&D) Claim Appeals
Appeals of denied claims regarding life insurance or benefits must be submitted, in writing, within 60 days 
after receipt of the notice of the denied claim.  These appeals should be sent to Aetna.  To mail or fax appeal 
information to Aetna, send it to:

  Aetna Life Insurance Company
  P.O. Box 1459
  Lexington, KY  40512-4549
  FAX:  1.800.238.6239



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 1 0 9

B. Information to Which You Are Entitled (Health Care and Disability Claims)
You have the right to review documents relevant to your claim. A document, record 
or other information is relevant if it was relied upon by the Health Fund in making 
the decision; it was submitted, considered or generated — regardless of whether 
it was relied upon — in making the decision; it demonstrates compliance with the 
Health Fund’s administrative processes for ensuring consistent decision-making; or 
it constitutes a statement of plan policy regarding the denied treatment or service.  

Upon request, you will be provided with the identification of medical or vocational 
experts, if any, who gave advice to the Health Fund on your claim, without regard to 
whether their advice was relied upon in deciding your claim.

A different person will review your claim than the one who originally denied the 
claim or the previous appeal.  The reviewer will not give deference to the previous 
adverse benefit determinations.  The decision will be made on the basis of the 
record, including such additional documents and comments that may be submitted 
by you.  

If your claim was denied on the basis of a medical judgment — such as a 
determination that the treatment or service was not medically necessary, or was 
investigational or experimental — a health care professional who has appropriate 
training and experience in a relevant field of medicine will be consulted.  

C. Timing of Notice of Decision on Appeal

(1) Pre-Service or Concurrent Claims  
You will be sent a notice of decision on review within 30 days of receipt of the 
appeal by the Health Fund Office.

(2) Urgent Care Claims  
You will be notified of a decision on your appeal, either in writing or electronically 
within 72 hours of receipt of the appeal by the Health Fund Office.

(3) Post-Service Claims  
For first level appeals, a decision will be made on the appeal within 30 days of 
receipt of the appeal by the Health Fund Administrator.  For second level appeals, 
decisions will be made at the next regularly scheduled meeting of the Board of 
Trustees following receipt of your request for review.  However, if your request for 
review is received within 30 days of the next regularly scheduled meeting, your 
request for review will be considered at the second regularly scheduled meeting 
following receipt of your request.  In special circumstances, a delay until the third 
regularly scheduled meeting following receipt of your request for review may 
be necessary. You will be advised in writing in advance if this extension will be 
necessary.  Once a decision on review of your claim has been reached, the Health 
Fund Office will give you written notice of the decision as soon as possible, but no 
later than five days after the decision has been reached.  



© 2 0 0 81 1 0

(4) Disability Claims
For first level disability claim appeals a decision will be made by the Health Fund Administrator within 45 days 
of receipt of the appeal at the Health Fund Office.  If the Health Fund Administrator determines that special 
circumstances require an extension of time, then you will receive a written notice of the extension before the 
end of the 45 day period.  The notice will include the reasons required for the extension and the approximate 
date the Health Fund expects to make a decision. 

For second level appeals, decisions will be made at the next regularly scheduled meeting of the Board of 
Trustees following receipt of your request for review.  However, if your request for review is received within 
30 days of the next regularly scheduled meeting, your request for review will be considered at the second 
regularly scheduled meeting following receipt of your request.  In special circumstances, a delay until the third 
regularly scheduled meeting following receipt of your request for review may be necessary. You will be advised 
in writing in advance if this extension will be necessary.  Once a decision on review of your claim has been 
reached, the Health Fund Office will give you written notice of the decision as soon as possible, but no later 
than 5 days after the decision has been reached.  

(5) Life Insurance and Accidental Death and Dismemberment (AD&D) Benefit Claims

Notice of the appeal determination for life insurance and accidental death and dismemberment benefit claims 
will be sent within 60 days after receipt of the appeal by Aetna, unless an extension of time is needed to 
properly adjudicate your claim. If such an extension is needed, notice of the appeal determination will be sent 
no later than 120 days after Aetna received the appeal.

D. Notice of Decision on Review (Health Care and Disability Claims)
The decision on any review of your claim will be given to you in writing. The notice of a denial of a claim on 
review will state:

t	 the specific reason(s) for the determination
t	 reference to the specific plan provision(s) on which the determination is based
t	 a statement that you are entitled to receive reasonable access to and copies of all documents relevant to 

your claim, upon request and free of charge
t	 a statement of your right to bring a civil action under ERISA Section 502(a) following an adverse benefit 

determination on review
t	 if an internal rule, guideline or protocol was relied upon by the plan, you will receive either a copy of the rule 

or a statement that it is available upon request at no charge
t	 if the determination was based on medical necessity, or because the treatment was experimental or 

investigational, or other similar exclusion, you will receive an explanation of the scientific or clinical 
judgment for the determination applying the terms of the plan to your claim, or a statement that it is 
available upon request at no charge.



C O N N E C T I C U T  C A R P E N T E R S  H E A LT H  F U N D  P L A N

C o n n e c t i c u t  C a r p e n t e r s  H e a l t h  F u n d  P l a n 1 1 1

IV. LAWSUITS AND LIMITATIONS
You may not start a lawsuit to obtain benefits until after you have exhausted all 
levels of appeal and final decisions have been reached on those appeals, or until 
the appropriate time frame described above has elapsed since you filed a request 
for review and you have not received a final decision or notice that an extension 
will be necessary to reach a final decision.  The law also permits you to pursue your 
remedies under section 502(a) of the Employee Retirement Income Security Act 
without exhausting these appeal procedures if the Health Fund has failed to follow 
them.  No lawsuit to recover Health Fund benefits may be started more than 15 
months after the date of loss (for example, the date you incurred the expense you 
are seeking to have the Health Fund pay) upon which the lawsuit is based.  Because 
the Health Fund grants its fiduciaries discretionary authority to determine eligibility 
for benefits and to construe the terms of the Health Fund, the issue in a lawsuit 
will be limited to whether or not the Board of Trustees — or its delegates, including 
the subcommittee for Urgent Care, Pre-Service and Concurrent Claims — acted 
arbitrarily or capriciously in making its determination.
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Connecticut Carpenters Health Fund Plan Privacy Notice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

Section 1: Purpose of This Notice and Effective Date
Effective date. The effective date of this Notice is April 14, 2003.
This Notice is required by law. The Connecticut Carpenters Health Plan (the “Plan”) is required by law to take 
reasonable steps to ensure the privacy of your personally identifiable health information and to inform you 
about:

t	 The Plan’s uses and disclosures of Protected Health Information (PHI),
t	 Your rights to privacy with respect to your PHI,
t	 The Plan’s duties with respect to your PHI,
t	 Your right to file a complaint with the Plan and with the Secretary of the United States Department of 

Health and Human Services (HHS), and
t	 The person or office you should contact for further information about the Plan’s privacy practices.

Section 2: Your Protected Health Information
A. Protected Health Information (PHI) Defined 
The term “Protected Health Information” (PHI) includes all individually identifiable health information relating 
to your past, present or future physical or mental health condition or to payment for health care.  PHI includes 
information maintained by the Plan in oral, written or electronic form.

B. When the Plan May Disclose Your PHI
Under the law, the Plan may disclose your PHI without your consent or authorization, and without providing 
you an opportunity to agree or object, in the following cases:

t	 For treatment, payment or health care operations. The Plan and its business associates will use PHI in 
order to carry out your treatment, the payment of your benefits, or its health care operations:

Treatment is the provision, coordination, or management of health care and related services.  It also includes 
consultations and referrals between one or more of your providers. 

For example, your doctor or hospital may contact the Plan’s utilization review company to request required 
precertification of your inpatient hospitalization stay.
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Payment includes actions to make coverage determinations and payment (including 
billing, claims management, plan reimbursement, reviews for medical necessity 
and appropriateness of care and utilization review and preauthorizations).  

For example, the Plan may tell a doctor whether you are eligible for coverage or 
what percentage of the bill will be paid by the Plan. If the Plan contracts with third 
parties to help with payment operations, such as companies that reprice claims to 
take advantage of discounts, it will also disclose information to them.  These third 
parties are known as “business associates.”    

Health care operations includes quality assessment and improvement, reviewing 
competence or qualifications of health care professionals, underwriting, premium 
rating and other activities relating to creating or renewing insurance contracts.  It 
also includes disease management, case management, conducting or arranging for 
medical review, legal services, and auditing functions including fraud and abuse 
compliance programs, business planning and development, business management 
and general administrative activities.

For example the Plan may use information about your claims to refer you into a 
disease management program, a well-pregnancy program, project future benefit 
costs or audit the accuracy of its claims processing functions. 

t	 Disclosure to the Plan’s Trustees.  The Plan will also disclose PHI to the 
Board of Trustees of the Plan for purposes related to treatment, payment 
and health care operations, and has amended the Plan to permit this use 
and disclosure as required by federal law. 

For example, the Plan may disclose information to the Board of Trustees to allow 
them to decide an appeal or review a reimbursement matter.  

t	 Disclosure to a Business Associate.  Certain services are provided to the 
Plan by third party administrators known as “business associates.”  

 For example (only), the Plan may input information about your health 
care treatment into an electronic claims processing system maintained by 
the Plan’s business associate so your claim may be paid. In so doing, the 
Plan would disclose your PHI to its business associate so it can perform 
its claims payment function.  However, the Plan will require its business 
associates, through contract, to appropriately safeguard your health 
information. 
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t	 To an Individual Involved in Your Care or Payment for Your Care.  The Plan may disclose PHI to a close 
friend or family member involved in or who helps pay for your health care.  The Plan may also advise 
a family member or close friend about your condition, your location (for example, that you are in the 
hospital), or death in the following circumstances.  

t	 When required by applicable law.  
t	 Public health purposes. To an authorized public health authority if required by law or for public health 

and safety purposes. PHI may also be used or disclosed if you have been exposed to a communicable 
disease or are at risk of spreading a disease or condition, if authorized by law.  In addition, PHI may be 
disclosed to an appropriate government agency authorized to receive reports of child abuse or neglect. 

t	 Domestic violence or abuse situations. When authorized by law to report to public authorities 
information about abuse, neglect or domestic violence if a reasonable belief exists that you may be 
a victim of abuse, neglect or domestic violence and the Plan believes the disclosure is necessary to 
prevent serious harm to you or other potential victims. In such case, the Plan will promptly inform you 
that such a disclosure has been or will be made unless that disclosure would cause a risk of serious 
harm.

t	 Health oversight activities. To a health oversight agency for oversight activities authorized by law. These 
activities include civil, administrative or criminal investigations, inspections, licensure or disciplinary 
actions (for example, to investigate complaints against health care providers) and other activities 
necessary for appropriate oversight of government benefit programs (for example, to the Departments 
of Labor or Health and Human Services). 

t	 Legal proceedings. When required for judicial or administrative proceedings. For example, your PHI 
may be disclosed in response to a subpoena or discovery request that is accompanied by a court order. 

t	 Law enforcement health purposes. When required for law enforcement purposes (for example, to report 
certain types of wounds).

t	 Law enforcement emergency purposes. For certain law enforcement purposes, including:
 identifying or locating a suspect, fugitive, material witness or missing person, and
 disclosing information about an individual who is or is suspected to be a victim of a crime.
t	 Determining cause of death and organ donation. We may give PHI to a coroner or medical examiner 

to identify a deceased person, determine a cause of death or other authorized duties.  We may also 
disclose PHI for cadaveric organ, eye or tissue donation purposes.

t	 Funeral purposes. The Plan may give PHI to funeral directors as necessary to carry out their duties with 
respect to the decedent.

t	 Research. For research, provided certain strict conditions are met. 
t	 Health or safety threats. When, consistent with applicable law and standards of ethical conduct, the Plan 

in good faith believes the use or disclosure is necessary to prevent or lessen a serious and imminent 
threat to the health or safety of a person or the public and the disclosure is to a person reasonably able 
to prevent or lessen the threat, including the target of the threat.

t	 Workers’ compensation programs. When authorized by and to the extent necessary to comply with 
workers’ compensation or other similar programs established by law.

Except as otherwise indicated in this notice, uses and disclosures will be made only with your written 
authorization subject to your right to revoke your authorization.  You may make a written revocation of your 
authorization at any time.
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C. When the Disclosure of Your PHI Requires Your Written Authorization
t	 Disclosure to Other Benefit Plans.  On certain occasions, the Pension Fund may 

need to receive information from the Health Fund.  In those cases, the Plan will 
request an authorization from you to release such information in order to enable 
the Pension Fund to process your application for benefits.

t	 Psychotherapy notes are separately filed notes about your conversations with 
your mental health professional during a counseling session. They do not include 
summary information about your mental health treatment or medications 
prescribed to you.  Although the Plan does not routinely obtain psychotherapy 
notes, it must generally obtain your written authorization before the Plan will use 
or disclose psychotherapy notes about you other than for treatment, payment 
or health care operations.  However, the Plan may use and disclose such notes 
when needed by the Plan to defend itself against litigation filed by you.

D. Use or Disclosure of Your PHI That Requires You Be Given an Opportunity to 
Agree or Disagree Before the Use or Release
Disclosure of your PHI to family members, other relatives and your close personal 
friends is allowed under federal law if:
t	 The information is directly relevant to the family or friend’s involvement with 

your care or payment for that care, and
t	 You have either agreed to the disclosure or have been given an opportunity to 

object and have not objected.  

You should note that under certain circumstances described earlier, federal law 
allows the use and disclosure of your PHI without your consent, authorization or 
opportunity to object to such use or disclosure.

Section 3: Your Individual Privacy Rights
Following is a description of your individual privacy rights.  It is important to note 
that while all requests should be directed to the Plan, the Plan contracts with 
numerous vendors, or “business associates,” who provide services to the Plan 
and services and benefits to you on the Plan’s behalf.  Once the Plan is notified 
that you choose to invoke any of the individual rights listed below, it will notify the 
appropriate vendor on your behalf.  Because some of your PHI is maintained and 
used by these business associates to provide or process your benefits, the Plan 
requires that they administer certain aspects of the individual privacy rights. 

To exercise any of the following rights, you must contact the Privacy Official, whose 
contact information is located in Section 6 of this Notice, to receive the appropriate 
form which you must complete in full and submit to the Privacy Official.

A. You May Request Restrictions on PHI Uses and Disclosures 
You may request the Plan to:
t	 Restrict the uses and disclosures of your PHI to carry out treatment, payment or 

health care operations, or 
t	 Restrict uses and disclosures to family members, relatives, friends or other 

persons identified by you who are involved in your care. 

The Plan, however, is not required to agree to your request.  



© 2 0 0 81 1 6

B. You May Request Confidential Communications 
The Plan will accommodate an individual’s reasonable request to receive communications of PHI by alternative 
means or at alternative locations where the request includes a statement that disclosure could endanger the 
individual.  You will have to indicate the requested alternative means and/or locations on the form you request 
from and submit to the Privacy Official.

C. You May Inspect and Copy PHI
You have a right to inspect and obtain a copy of your PHI contained in a “designated record set” (defined later), 
as long as the Plan maintains the PHI.  However, you do not have a right to inspect or copy psychotherapy 
notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or 
proceeding; or PHI that is subject to law(s) that otherwise prohibits access to PHI.

The Plan must provide the requested information within 30 days if the information is maintained on site or 
within 60 days if the information is maintained offsite.  A single 30-day extension is allowed if the Plan is unable 
to comply with the deadline.

You or your personal representative will be required to complete a form to request access to the PHI in your 
designated record set.  A reasonable fee may be charged.  

Under limited circumstances, access may be denied.  If access is denied, you or your personal representative 
will be provided with a written denial setting forth the basis for the denial, a description of how you may 
exercise your review rights and a description of how you may complain to the Plan and HHS.

The term “designated record set” includes your medical records and billing records that are maintained by or 
for a covered health care provider. Records include enrollment, payment, billing, claims adjudication and case 
or medical management record systems maintained by or for a health plan or other information used in whole 
or in part by or for the covered entity to make decisions about you. Information used for quality control or peer 
review analyses and not used to make decisions about you is not included.

D. You Have the Right to Amend Your PHI
You have the right to request that the Plan amend your PHI or a record about you in a designated record set for 
as long as the PHI is maintained in the designated record set subject to certain exceptions.  

The Plan has 60 days after receiving your request to act on it.  The Plan is allowed a single 30-day extension 
if the Plan is unable to comply with the 60-day deadline.  If the Plan denies your request in whole or part, the 
Plan must provide you with a written denial that explains the basis for the decision.  You or your personal 
representative may then submit a written statement disagreeing with the denial and have that statement 
included with any future disclosures of your PHI.  

E. You Have the Right to Receive an Accounting of the Plan’s PHI Disclosures
At your request, the Plan will also provide you with an accounting of certain disclosures by the Plan of your PHI.  
We do not have to provide you with an accounting of disclosures related to treatment, payment, or health care 
operations, or disclosures made to you or authorized by you in writing. 

The Plan has 60 days to provide the accounting.  The Plan is allowed a single 30-day extension if the Plan gives 
you a written statement of the reasons for the delay and the date by which the accounting will be provided.
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If you request more than one accounting within a 12-month period, the Plan may 
charge a reasonable, cost-based fee for each subsequent accounting.

F. Your Right to a Paper Copy of this Notice
You have a right to request and receive a paper copy of this Notice at any time, 
even if you have received the Notice previously or agreed to receive the Notice 
electronically.  Your request to receive a paper copy of the Notice must be made in 
writing to the Privacy Official, whose contact information is in Section 6.

G. Your Personal Representative
You may exercise your rights through a personal representative.  Your personal 
representative will be required to produce evidence of authority to act on your 
behalf before the personal representative will be given access to your PHI or be 
allowed to take any action for you.  Proof of such authority will be a completed, 
signed and approved Appointment of Personal Representative form which you may 
obtain from the Privacy Official.

The Plan retains the right to deny access to your PHI to a personal representative in 
the following situation.  If the Plan has a reasonable belief that (1) you have been or 
may be subjected to domestic abuse, violence or neglect by such person or treating 
such person as your personal representative could endanger you, and (2) the Plan, 
in its exercise of professional judgment, decides that it is not in your best interest 
to treat the individual as your representative.

The Plan will recognize certain individuals as personal representatives without you 
having to complete an Appointment of Personal Representative form.  For example, 
absent notice of any restrictions to the contrary, the Plan will automatically consider 
a spouse to be the personal representative of an individual covered by the Plan.  
In addition, the Plan will consider a parent, guardian or other person acting in 
loco parentis as the personal representative of an unemancipated minor unless 
applicable law requires otherwise.  A spouse or a minor’s parent may act on an 
individual’s behalf, including requesting access to his or her PHI.  Spouses and 
unemancipated minors may, however, request that the Plan restrict access of PHI to 
family members as described at the beginning of Section 3 of this Notice.

If you have any questions about the circumstance under which the Plan will 
automatically consider an individual to be your personal representative, contact 
the Privacy Official and ask for a copy of the Plan’s Policy and Procedure for the 
Recognition of Personal Representatives.
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Section 4: The Plan’s Duties
A. Maintaining Your Privacy
The Plan is required by law to maintain the privacy of your PHI and to provide you and your eligible dependents 
with notice of its legal duties and privacy practices with respect to PHI.

This notice is effective beginning on April 14, 2003 and the Plan is required to comply with the terms of this 
notice.  However, the Plan reserves the right to change its privacy practices and to apply the changes to any PHI 
received or maintained by the Plan prior to that date.  If a privacy practice is materially changed, a revised version 
of this notice will be provided to you and to all past and present participants and beneficiaries for whom the Plan 
still maintains PHI.  A Privacy Notice will be sent by U.S. mail.

Any revised version of this notice will be distributed within 60 days of the effective date of any material change 
to: 

t	 The uses or disclosures of PHI 
t	 Your individual rights 
t	 The duties of the Plan, or 
t	 Other privacy practices stated in this notice.

B. Disclosing Only the Minimum Necessary Protected Health Information
When using or disclosing PHI or when requesting PHI from another covered entity, the Plan will make 
reasonable efforts not to use, disclose or request more than the minimum amount of PHI necessary to 
accomplish the intended purpose of the use, disclosure or request, taking into consideration practical and 
technological limitations.

However, the minimum necessary standard will not apply in the following situations:

t	 Disclosures to or requests by a health care provider for treatment
t	 Uses or disclosures made to you 
t	 Uses or disclosures made pursuant to your authorization
t	 Disclosures made to the Secretary of the United States Department of Health and Human Services 

pursuant to its enforcement activities under HIPAA
t	 Uses or disclosures required by law, and
t	 Uses or disclosures required for the Plan’s compliance with the HIPAA privacy regulations.

This notice does not apply to information that has been de-identified. De-identified information is information 
that: 

t	 Does not identify you, and 
t	 Cannot reasonably be expected to identify you.

In addition, the Plan may use or disclose “summary health information” to the Plan’s Board of Trustees for 
purposes of obtaining cost bids or modifying, amending or terminating the group health plan.  Summary 
information summarizes the claims history, claims expenses or type of claims experienced by individuals 
for whom the Plan’s Board of Trustees has provided health benefits under a group health plan.  Identifying 
information will be deleted from summary health information, in accordance with HIPAA.
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Section 5: Your Right to File a Complaint with the Plan or the HHS Secretary
If you believe that your privacy rights have been violated, you may file a written 
complaint with the Plan in care of the Privacy Official at the address listed in 
Section 6 of this Notice.

You may also file a complaint with:

Secretary of the U.S. Department of Health and Human Services
Hubert H. Humphrey Building
200 Independence Avenue S.W.
Washington, D.C. 20201

The Plan will not retaliate against you for filing a complaint.

Section 6: If You Need More Information
If you have any questions regarding this notice or the subjects addressed in it, you 
may contact the following official at the Health Fund Office:

Privacy Official
Connecticut Carpenters Health Fund
10 Broadway
Hamden, CT  06518
Phone: 203.281.5511, toll-free: 1.800.922.6026  
Fax: 203.288.3235

Section 7: Conclusion
PHI use and disclosure by the Health Fund is regulated by the federal Health 
Insurance Portability and Accountability Act, known as HIPAA.  You may find these 
rules at Parts 160 and 164 of Title 45 of the Code of Federal Regulations.  This notice 
summarizes the regulations.  However, the regulations will prevail if there is any 
discrepancy between the information in this notice and the regulations.
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