
AMENDMENT NO. 3
TO THE

PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION
OF THE

I.B.E.W. 292 HEALTH CARE PLAN
(2015 Restatement)

WHEREAS, the Section entitled "Trustee Authority to Amend and Terminate the Plan" in
the Plan Document and Summary Plan Description of the I.B.E.W. 292 Health Care Plan
(Amended and Restated Effective January 1, 2015) (the "Plan") empowers the Board of Trustees
to amend the Plan; and,

WHEREAS, the Trustees believe it is in the best interests of participants to amend the
Plan.

NOW THEREFORE, BE IT RESOLVED, that the Plan Document is hereby amended to
clarify that an Eligible Person or Claimant may not assign any rights under the Plan or causes of
action to any person or entity as shown on the attached replacement pages 111, and 116. The
Plan is further amended for clarification purposes as shown on attached replacement page 115.

The provisions of this Amendment will be effective as of September 14, 2016.

IN WITNESS WHEREOF, the duly authorized Trustees of the I.B.E.W. 292 Health Care
Plan executed this Amendment on September 14, 2016.



I.B.E.W. 292 Health Care Plan Claiming Your Benefits

CLAIMING YOUR BENEFITS

Rules Governing Payment of Medical Benefits

The following rules affect the payment of benefits for this Plan:

• The Plan may pay benefits for services received at an in-network (Blue Cross Blue Shield)
facility directly to the providers (hospitals, clinics and physicians). Generally, the Plan may
also pay benefits for services received at an out-of-network facility directly to the providers.
The only exception to this is if you have not directed the Plan to make payment to your
providers (see the following bullet).

• An Eligible Individual, in most cases, can direct the Plan to make payment for benefits the
Plan has determined to be payable directly to Physicians, ambulance services, laboratories,
etc. This means that the Eligible Individual signs a form that tells the Plan Administrator to
pay the Physician, laboratory, etc. directly. If such a request is made, the Plan Administrator
will make the payment to the provider as directed, and will not make payments to the Eligible
Individual. If there is a circumstance in which the Plan does not accept such a request, the
Plan will make payment to the Eligible Individual and the Eligible Individual in turn must pay
the provider. In such a case, the Plan will only make payment once and the Eligible Individual
will be obligated to make payment to the provider.

Note: If the Plan pays benefits to a provider, and the Eligible Individual also pays the provider, any
reimbursement due to you must be collected from the provider, not the Plan. Although the Plan may
make payments directly to providers, such payments do not make a provider an assignee for any
purposes or otherwise confer on the provider any rights under the Plan or ERISA. Any attempt to
assign rights or benefits to a third party is null and void absent written consent by the Plan.

• Benefit charges to providers will be paid as follows:

• Participating Providers: For benefit charges incurred with participating providers, the
Plan will pay a discounted amount. These providers have agreed to accept payment
from the Plan as payment in full, except for applicable co-payments, deductibles,
coinsurance, maximum benefit limitations or other similar limitations under the Plan;

• Non-Participatina Providers located within the geographic area of Blue Cross Blue
Shield Minnesota AWARE Network: For benefit charges incurred with
nonparticipating providers within the geographic area of the Blue Cross Blue Shield
Minnesota AWARE Network, the Plan will pay the Reasonable and Customary
Charge, or if applicable, a separately negotiated amount to the non-participating
provider. You will be responsible for applicable co-payments, deductibles,
coinsurance, maximum benefit limitations or other similar limitations under the Plan
and may be balance billed by the non-participating provider; and

• Non-Participating Providers located outside the geooraphic area of Blue Cross Blue
Shield Minnesota AWARE Network: Benefit charges incurred with nonparticipating
providers outside the geographic area of the Blue Cross Blue Shield Minnesota
AWARE Network will come through Blue Cross' Blue Card program. The Plan will pay
the Reasonable and Customary Charge as determined by the Blue Card Host Plan in
the Blue Card system or, if applicable, an amount separately negotiated amount to
the non-participating providers. Eligible
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• Concurrent Care Claims. If the Plan reduces or terminates coverage for treatment before
the end of the course of treatment, it will notify the Claimant far enough in advance of the
termination or reduction in treatment to allow the Claimant to appeal the Plan's decision
to the Plan.

A Concurrent Care Claim is a claim involving an ongoing course of treatment to be
provided over a period of time and for which the Plan is reducing or terminating coverage
for the treatment before the end of the scheduled treatment.

• All Other Medical Claims. If the Plan denies coverage for a medical claim, it will do so
within 30 days of the Plan's receipt of the claim from the Claimant or the Claimant's
provider. In certain situations, the Plan may extend this by an additional 15 days; if it does,
it will notify the Claimant of the extension within the original 30 days and will provide the
Claimant the reasons for the extension and when the Plan expects to make a decision on
the claim. If the extension is needed because the Claimant failed to submit the necessary
information to the Plan, the Plan will notify the Claimant of the information it needs and will
give the Claimant 45 days to provide the needed information to the Plan.

Claim Denials

If a claim is denied, the Plan will notify the Claimant within the time frames stated above. The Plan
will also:

• Provide the Claimant the specific reasons the claim was denied;

• Reference the specific Plan provision(s) on which the determination was based;

• Describe any additional material or information needed to complete the claim and an
explanation of why the material or information is necessary;

• Describe the Plan's review procedures and the time limits for these procedures plus a
statement concerning the Claimant's rights under federal law if the claim is denied;

• If an internal rule was relied upon by the Plan in making the decision, provide either a
description of the rule or a notice that the Claimant can request a copy of the rule from the
Plan; and

• If the claim decision was based on a medical necessity or experimental treatment
exclusion, provide either an explanation of the scientific or clinical judgment for the
determination or a statement that the explanation will be provided to the Claimant upon
request.

Right to Appeal

Any Claimant who applies for benefits under this Plan and is ruled ineligible or not qualified by
the Trustees (or by an authorized representative acting for the Trustees) or who believes he or
she did not receive the full amount of benefits to which he or she is entitled, or who is
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otherwise adversely affected by any action of the Trustees or their authorized representatives, has
the right to file an appeal.

No Claimant may assign any right to appeal benefit denials or any causes of action that may arise
after the denial of benefits to any person or entity, including a provider. Any attempt to do so will be
null and void.

Appeal Procedure

• A Claimant wishing to appeal a denial of benefits, and/or the Claimant's authorized
representative, must file the Claimant's appeal in writing at the Fund Office not more than
one hundred eighty (180) days after the date on which notice of the action which is being
appealed was mailed to the Claimant's last known address. Mail or fax that written claim
appeal to Plan Administrator Jody Roe, I.B.E.W. 292 Health Care Plan, 6900 Wedgwood
Road North, Suite 425, Maple Grove, MN 55311, (763) 416-6196 (fax), or (763) 493-8830
(phone).

• The Claimant has the right to compose a claim appeal which explains why the Claimant
believes the claim should be reviewed.

• The Claimant has the right to attach any additional information which the Claimant believes
will help a favorable decision to be made on the Claimant's claim.

• The Claimant will have the opportunity to submit written comments, documents, records and
other information relating to the claim. Neither the Claimant nor the Claimant's representative
will have any right to make a personal appearance before the Trustees.

• The Claimant will be provided, upon request and free of charge, reasonable access to and
copies of all documents, records and other information relevant to the Claimant's claim for
benefits.

• The Plan's review will take into account all comments, documents, records, and other
information submitted by the Claimant related to the claim, whether or not the information
was submitted or considered in the initial benefit determination.

Decision Appeal

• If the Claimant's appeal is for a denial of a claim requiring preauthorization, the Plan will notify
the Claimant of its decision on appeal within thirty (30) days of the Plan's receipt of the appeal.

• For all other claims, the Board of Trustees will review the appeal at its next regularly
scheduled meeting; however, if the appeal was received by the Fund Office within thirty (30)
days of the Board of Trustees meeting, the appeal will be reviewed at the Board's second
regularly scheduled meeting following the Plan's receipt of the claim appeal. If special
circumstances require, such as the need to hold a hearing, the review of the appeal may be
delayed until the Board's third meeting following the request for an appeal. If this extension
is required, the Plan will notify the Claimant of the extension and of the special circumstances
requiring the extension.

• After a decision is made concerning the appeal, the Board of Trustees will issue a written
decision reaffirming, modifying or setting aside the Plan Administrator's former action; the
decision to be based upon all evidence in the Trustees' possession, including,
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