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needed. If an additional extension is necessary, you will be notified during the first 30-day extension. The 
extension notice will explain: 

o The standards used in determining entitlement to the benefit; 
o The unresolved issues that prevent a determination; 
o The additional information necessary to resolve those issues; and 
o The date by which Ohio Laborers Benefits expects to render a decision. 

If additional information is needed to process your claim, the initial period will be suspended, and you will be notified of 
what information is needed. You then have up to 45 days from receipt of the notice to provide the requested information. 
In the event an extension of time is necessary due to the failure to submit necessary information, the time frame for 
making a benefit determination is tolled (i.e., stopped) until the earlier of (a) the date you provide the required 
information, or (b) the expiration of the 45-day period. 
 
Important Information about Claims 
Consent to Release Medical Information - Denial of Coverage 

You consent to the release of medical information to the Fund when you complete your Enrollment/Beneficiary Card. 
When you present your identification card for Covered Services, you are also giving your consent to release medical 
information to the Fund. The Fund has the right to refuse to reimburse for Covered Services if you refuse to consent to 
the release of any medical information. 
Right to Receive and Release Necessary Information 

To determine the applicability of and implementing the terms of this provision of this Fund or any other plan, the Fund 
may, without the consent of or notice to any persons, release to, or obtain from any insurance company or other 
organization or person, any information with respect to any person which it deems to be necessary for such purposes 
in compliance of your privacy rights under HIPAA. Any person claiming benefits under this Fund will furnish to the Fund 
information as may be necessary to implement this provision. 
Facility of Payment 

Whenever payments, which should have been made under the Fund in accordance with this provision, have been 
made under any other plan, the Fund will have the right, exercisable alone and at its sole discretion, to pay any 
organizations making such other payments, any amounts it determines to be warranted in order to satisfy the intent of 
this provision. Amounts so paid will be deemed to be benefits paid under this Fund and to the extent of such payment 
for Covered Services the Fund will be fully discharged from liability. 
Payments Directly to Providers 

Benefits will generally be paid directly to the provider on whose charge the claim is based. 
Other Service Plan Contracts 

If a Covered Individual is covered under more than one plan, the benefits that are provided under this Fund will be 
coordinated with the benefits payable from other plans so that the sum of all benefits together will not exceed the total 
charges for the health services. (See Coordination of Benefits starting on page 71 for additional information.) 
Physical Examination 
The Fund will have the right to examine you at its own expense if your injury or Sickness is the basis of any claim as 
often as it may be reasonably required to process your claim. 
Notice 

The Fund is not in lieu of, is not in any way subject to, and does not affect any requirement for coverage by Workers' 
Compensation Insurance. 
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Notices and Services in Applicable Non-English Language 

The Fund provides oral language services that include answering questions in any applicable non-English language 
and providing assistance with filing claims and appeals. The Fund, upon request, will provide a notice in any applicable 
non-English language. The Fund will include in the English versions of all notices, a statement prominently displayed 
in any applicable non-English language clearly indicating how to access the language services provided by the Fund. 
A non-English language is an applicable non-English language if ten percent or more of the population residing in the 
county is literate only in the same non-English language, as determined by the Secretary of the Department of Labor. 

 
If A Claim Is Denied – All Claims (Health Care and Non-Health Care) 
If your claim is denied (in whole or in part), you will be provided with certain information about your claim within the 
time frames described. When you are notified of an initial denial on your claim, the notice will include: 

• The specific reason(s) for the determination; 

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

• A description of any additional information or material needed to properly process your claim and an 
explanation of the reason it is needed; 

• A copy of the Fund’s claims review procedures and time periods to appeal your claim;  

• A statement of your right to bring a lawsuit under ERISA Section 502(a) following the denial of a claim on 
review; and 

• For health care or disability claims, if your claim is denied based on: 
o Any internal rule, guideline, protocol, or similar criteria, either the rule, guideline, protocol or similar 

criteria that was relied upon or a statement that such rule, guideline, protocol, or similar criteria was 
relied upon and a copy is available to you, at no cost, upon request; or 

o Medical Necessity, Experimental treatment, or similar exclusion or limit, either an explanation of the 
scientific or clinical judgment, applying the Fund terms to your circumstances or a statement that a 
copy of the scientific or clinical judgment or exclusion or limit is available to you, at no cost, upon 
request; and  

• For health care claims only, if your appeal is due to the denial of an Urgent Care Claim, a description of the 
expedited review process. 

Examples of when a Claim May Be Denied 

The Trustees, or their representatives, have the authority to make determinations on claims. Following are some 
examples of when a claim may be denied, or that may result in reduced benefits: 
For All Benefits: 

• The individual on whose behalf the claim was filed was not covered under the Fund on the date the expenses 
were Incurred. 

• The claim was not filed within the Fund time limits. 

• Plan eligibility rules or benefits were amended. 

• A Covered Individual’s future benefits were reduced or temporarily suspended to recover an overpayment of 
benefits previously made. 

• The Fund was terminated. 
For Health Care Benefits: 

• The claim was not for Covered Expenses under the Fund. 
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• The claim was for expenses that were not actually Incurred. 

• The individual for whom the claim was filed already received the maximum allowable under the Fund for the 
type of expense. 

• Another plan was primary for the Covered Expense. 

• No payment was made, or a reduced amount was paid, because the applicable Deductible was not yet paid. 

• A third party was responsible for paying the expenses and the required Subrogation and Repayment 
Agreement was not completed. 

• Hospital benefits were reduced because of the non-Precertification. 
This list is not all-inclusive, but rather representative of the types of circumstances, in addition to failure to meet the 
Fund’s regular eligibility requirements for coverage under the Fund, that may cause benefits to be denied or reduced.  
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HIPAA Privacy and Security 
The Fund’s Disclosure of Protected Health Information to the Plan Sponsor 
For purposes of this section the Board of Trustees is the Plan Sponsor. The Fund will disclose Protected Health 
Information (PHI), as defined in the regulations under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), to the Plan Sponsor only upon receipt of a certification from the Plan Sponsor that the Plan Documents have 
been amended to incorporate the following provisions: 
With respect to PHI, the Plan Sponsor agrees to: 

• Not use or further disclose the information other than as permitted or required by this Summary Plan 
Description and Plan Document or as required by law 

• Ensure that any agents, including a Subcontractor, to whom the Plan Sponsor provides PHI received from the 
Fund agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such 
information 

• Not use or disclose the information for employment-related actions and decisions unless authorized by the 
individual 

• Not use or disclose the information in connection with any other benefit or employee benefit plan of the Plan 
Sponsor unless authorized by the individual 

• Report to the Fund any use or disclosure of the information of which it becomes aware that is inconsistent 
with the uses or disclosures provided for in this document 

• Make PHI available to the individual in accordance with the access requirements of HIPAA 

• Make PHI available for amendment and incorporate any amendments to PHI in accordance with HIPAA 
• Make the information available that is required to provide an accounting of disclosures 

• Make internal practices, books, and records relating to the use and disclosure of PHI received from the Group 
Health Plan available to the Secretary of HHS for the purposes of determining compliance by the Group Health 
Plan with HIPAA 

• If feasible, return or destroy all PHI received from the Fund that the Plan Sponsor still maintains in any form 
and retain no copies of such information when no longer needed for the purpose for which disclosure was 
made. If return or destruction is not feasible, limit further uses and disclosures to those purposes that make 
the return or destruction infeasible. 

Adequate separation between the Fund and the Plan Sponsor will be maintained. Therefore, in accordance with HIPAA, 
only the following employees or classes of employees will be given access to PHI: 

• Fund Administrator 

• Staff designated by the Fund Administrator 
The persons described above will only have access to and will only use and disclose PHI for Fund administration 
functions that the Plan Sponsor performs for the Fund. If these persons do not comply with this Summary Plan 
Description and Plan Document, the Plan Sponsor will provide a mechanism for resolving issues of noncompliance, 
including disciplinary sanctions. 
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The Fund’s Protection of the Security of Your PHI  
The Plan Sponsor will: 

• Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 
confidentiality, integrity, and availability of electronic PHI, as defined under HIPAA, that it creates, receives, 
maintains, or transmits on behalf of the Group Health Plan 

• Ensure that the adequate separation between the Fund and Plan Sponsor, specific to electronic PHI, is 
supported by reasonable and appropriate security measures 

• Ensure that any agent, including a Subcontractor, to whom it provides electronic PHI agrees to implement 
reasonable and appropriate security measures to protect the electronic PHI 

• Report to the Fund any security incident of which it becomes aware concerning electronic PHI 
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Subrogation and Reimbursement 
The benefits payable hereunder as a result of any condition which give rise to a claim by any Member, Covered 
Individual, beneficiary, Dependent, or any other Covered Person, hereinafter individually and collectively "Covered 
Person," against a third party tortfeasor or against any person or entity as the result of the actions of a third party 
are excluded from coverage under this Fund. This Fund also does not provide benefits to the extent that there is other 
coverage under non-group medical payments (including auto) or medical expense type coverage to the extent of 
that coverage. However, this Fund will provide benefits, otherwise payable under this Fund, to or on behalf of said 
Covered Person only on the following terms and conditions: 
1. In the event that benefits are provided under this Fund, the Fund shall be subrogated to all of the Covered 

Person's rights of recovery against any person or organization to the extent of the benefits provided. The 
Covered Person shall execute and deliver instruments and papers and do whatever else is necessary to secure 
such rights. The Covered Person shall do nothing after loss to prejudice such rights. The Covered Person 
hereby agrees to cooperate with the Fund and/or any representatives of the Fund in completing such forms and 
in giving such information surrounding any incident as the Fund or its representatives deem necessary to fully 
investigate the incident giving rise to a condition. The Fund may deny coverage to any Covered Person who 
refuses or fails to cooperate with the Fund. To extent a Covered Person misrepresents facts or circumstance 
with respect to any injury the Fund may retroactively deny coverage to the extent allowed under law. 

2. The Fund is also granted a right of reimbursement from the proceeds of any recovery whether by settlement, 
judgment, or otherwise. This right of reimbursement is cumulative with and not exclusive of the subrogation 
right granted in paragraph 1, but only to the extent of the benefits provided by the Fund. The Fund’s share of 
recovery will not be reduced because the Covered Person has not received the full damages claimed, unless 
the Fund agrees in writing to a reduction.  

3. The Fund retains the right to pursue all rights of recovery without an agreement from the Covered Person and 
may require Covered Persons to file claims for payments with other parties. 

4. By accepting benefits hereunder, the Covered Person hereby grants a lien and assigns to the Fund the proceeds 
of any settlement, judgment or other payment intended for, payable to, or received by the Covered Person or 
his/her representatives, and the Covered Person hereby consents to said lien and agrees to take whatever 
steps are necessary to help the company secure said lien. The Covered Person agrees that said lien shall 
constitute a charge upon the proceeds of any recovery and the Fund shall be entitled to assert security interest 
thereon. By the acceptance of benefits under the Fund, the Covered Person and his or her representatives 
agree to hold the proceeds of any settlement in trust for the benefit of the Fund to the extent of 100% of all 
benefits paid on behalf of the Covered Person. This assignment is binding on any attorney who represents the 
Covered Person whether or not an agent of the Covered Person and on any insurance company or other 
financially responsible party against whom a Covered Person may have a claim provided said attorney, 
insurance carriers or others have been notified by the Fund or its agents.  

5. The subrogation and reimbursement rights and liens apply to any recoveries made by the Covered Person as 
a result of the Injuries sustained, including but not limited to the following: 

a. Payments made directly by the third-party tortfeasor, or any insurance company on behalf of the third 
parry tortfeasor, or any other payments on behalf of the third party tortfeasor. 

b. Any payments or settlements or judgment or arbitration awards paid by any insurance company under 
an uninsured or underinsured motorist coverage, whether on behalf of a Covered Person or other 
person. 

c. Any other payments from any source designed or intended to compensate a Covered Person for 
Injuries sustained as the result of negligence or alleged negligence of a third party. 

d. Any workers’ compensation award or settlement. 
e. Any recovery made pursuant to no-fault insurance. 
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f. Any medical payments made as a result of such coverage in any automobile or homeowners insurance 
policy. 

6. No adult Covered Person hereunder may assign any rights that he or she may have to recover medical 
expenses from any tortfeasor or other person or entity to any minor child or children of said adult Covered 
Person without the prior express written consent of the Fund. The Fund's right to recover (whether by subrogation 
or reimbursement) shall apply to decedents', minors', and incompetent or disabled persons' settlements or 
recoveries. 

7. No Covered Person shall make any settlement, which specifically reduces or excludes, or attempts to reduce 
or exclude the benefits provided by the Fund. 

8. The Fund's right of recovery shall be a prior lien against any proceeds recovered by the Covered Person, which 
right shall not be defeated nor reduced by the application of any so-called "Made-Whole Doctrine," "Rimes 
Doctrine," or any other such doctrine purporting to defeat the Fund's recovery rights by allocating the proceeds 
exclusively to non-medical expense damages. The Fund’s first dollar right of recovery shall have priority over yours 
or anyone else’s rights until the Fund recovers the total amount the Fund paid for Covered Services. The Fund’s 
right of reimbursement for the total amount the Fund paid for Covered Services is absolute and applies whether 
or not you receive (or are entitled to receive) a full or partial recovery or whether or not you are “made whole” by 
reason of any recovery from any other person or entity. 

9. No Covered Person hereunder shall incur any expenses on behalf of the Fund in pursuit of the Fund's rights 
hereunder. By way of example, no Covered Person shall deduct court costs or attorney’s fees from the Fund's 
recovery without the prior express written consent of the Fund. This right shall not be defeated by any so-called 
"Fund Doctrine," or "Common Fund Doctrine," or "Attorney's Fund Doctrine." 

10. The Fund shall recover the full amount of benefits provided hereunder without regard to any claim of fault on the 
part of any Covered Person, whether under comparative negligence or otherwise. 

11. The benefits under this Fund are secondary to any coverage under no-fault or similar insurance. 
12. In the event that a Covered Person shall fail or refuse to honor his or her obligations hereunder, then the Fund 

shall be entitled to recover any costs Incurred in enforcing the terms hereof including but not limited to attorney's 
fees, litigation, court costs, and other expenses. The Fund shall also be entitled to offset the reimbursement 
obligation against any entitlement to future medical benefits hereunder until the Covered Person has fully complied 
with his or her reimbursement obligations hereunder, regardless of how those future medical benefits are Incurred. 

13. By acceptance of benefits under the Fund, the Covered Person agrees that a breach hereof would cause irreparable 
and substantial harm and that no adequate remedy at law would exist. Further, the Fund shall be entitled to invoke 
such equitable remedies as may be necessary to enforce the terms of the Fund, including, but not limited to, specific 
performance, restitution, the imposition of an equitable lien and/or constructive trust, as well as injunctive relief. 
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Administrative Information 
Information about the Fund 
The following sections contain information provided to the Member by the Plan Administrator to meet the requirements 
of the Employee Retirement Income Security Act of 1974 (ERISA). It DOES NOT constitute a part of the Fund. All 
inquiries relating to the following material should be referred directly to Ohio Laborers Benefits.  

 
Name of Plan 
The name of the Plan is Ohio Laborers' District Council – Ohio Contractors' Association Insurance Fund (the “Fund”), 
located at 800 Hillsdowne Road, Westerville, Ohio 43081-3302, (614) 898-9006 or (800) 236-6437.  

 
Maintenance of Plan  
The Fund is sponsored and maintained by the Board of Trustees, Ohio Laborers' District Council – Ohio Contractors' 
Association Insurance Fund, located at 800 Hillsdowne Road, Westerville, Ohio 43081-3302, (614) 898-9006 or (800) 
236-6437.  
 

Employer Identification and Plan Numbers  
The Employer Identification Number (EIN) assigned by the Internal Revenue Service to the Plan Sponsor is 31-
6052984. The Plan number assigned by the Plan Sponsor is 501.  

 
Type of Welfare Plan  
The Plan is a Death, Accidental Death and Dismemberment, Short-Term Disability, and Comprehensive Major Medical 
Plan, including Vision, Hearing, and Prescription Drugs. 

 
Administration of Plan  
The Fund is administered by the Ohio Laborers' District Council - Ohio Contractors' Association Insurance Fund Board 
of Trustees.  

 
Plan Administrator and Plan Sponsor 
Name of Plan Administrator and Plan Sponsor:  Board of Trustees, Ohio Laborers' District Council – Ohio Contractors' 
Association Insurance Fund.  

Address:  800 Hillsdowne Road, Westerville, Ohio 43081-3302 
Telephone Number: (614) 898-9006 or (800) 236-6437 
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Claims Administrators 

Comprehensive Major Medical 

Anthem Blue Cross Blue Shield 
P O Box 105187 
Atlanta, GA  30348-5187 

Member Services: (855) 878-0128 

www.anthem.com 

Medical and Prescription Drug Benefits for Medicare Eligible 
Retirees and Medicare Eligible Dependents of Retirees 

Anthem Medicare 
PO Box 105187 
Atlanta, GA  30348-5187 
Claims Dept Part D Services 
PO Box 52077 
Phoenix, AZ  85072-2077  
Member Services: (833) 848-8730 
www.anthem.com 

Death, Accidental Death and Dismemberment, Short-Term 
Disability  

OLDC-OCA Insurance Fund  
800 Hillsdowne Road 
Westerville, OH  43081-3302 

(614) 898-9006 or (800) 236-6437

www.ohiolaborers.com

Vision 

National Vision Administrators (NVA) 
P.O. Box 2187 
Clifton, NJ  07015 

(800) 672-7723

www.e-nva.com

Prescription Drugs 

Anthem – CarelonRx 
PO Box 105187 
Atlanta, GA  30348-5187 
Member Services: (844) 993-4314 
www.anthem.com 

Hearing 

HearUSA 
11400 N. Jog Road 
Palm Beach Gardens, FL 33418 
(800) 442-8231
http://members.hearusa.com/olfbp
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Agent for Service of Legal Process  
The person designated as agent for service of legal process upon the Fund is any member of the Board of Trustees. 
The address at which process may be served on such person is: 800 Hillsdowne Road, Westerville, Ohio 43081-3302.  
In addition, service of process may be made upon the Administrative Manager.  

 
Board of Trustees  
The name and address of each Trustee of the Fund is:  

UNION TRUSTEES MANAGEMENT TRUSTEES 
Mr. Robert Richardson 
LIUNA Ohio Valley & Southern States Region 
2135 Dana Avenue, Suite 240 
Cincinnati, OH  45207 
 

Mr. James Ruhlin 
The Ruhlin Company 
6931 Ridge Road 
Sharon Center, OH  44274 

Mr. Ralph Cole 
Laborers’ District Council 
152 Dorchester Square, Suite 200 
Westerville, OH  43081 
 

Mr. Mitch Trucco 
Trucco Construction 
3531 Airport Road 
Delaware, OH  43015 

Mr. Robert McCaskill 
Laborers’ Local 423 
620 Alum Creek Drive 
Columbus, OH  43205-1619 

Mr. Eric Girard 
McDaniel’s Construction Corp. 
1069 Woodland Avenue 
Columbus, OH  43219 
 

Mr. Anthony Liberatore, Jr. 
Laborers’ Local 860 
3334 Prospect Avenue  
Cleveland, OH  44115-2616 

Mr. Scott Erick 
Kokosing Construction Company 
PO Box 226 
Fredericktown, OH  43019 

  

Collective Bargaining Agreements  
The Fund is maintained pursuant to collective bargaining agreements between contributing Contractors and Local 
Unions affiliated with the Laborers' District Council of Ohio. A copy of each such agreement may be obtained upon 
written request to the Plan Administrator, who may make a reasonable charge for the copies, and is available for 
examination by Members and beneficiaries at Ohio Laborers Benefits, Ohio Laborers' District Council - Ohio 
Contractors' Association Insurance Fund, 800 Hillsdowne Road, Westerville, Ohio 43081-3302.  

 
Eligibility and Benefits  
The Fund's requirements respecting eligibility for participation, the conditions pertaining to eligibility to receive benefits, 
and a description or summary of the benefits are included in the eligibility rules set forth in this booklet. The Plan 
Administrator has sole discretion in determining eligibility for benefits and interpreting Plan language. The Plan 
Administrator’s decisions should receive judicial deference to the extent that they do not constitute that they are 
determined to be arbitrary or capricious. 
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Circumstances Which May Affect Benefits 
Circumstances which may result in disqualification, ineligibility, or denial, loss, forfeiture, or suspension of benefits are 
included in the eligibility rules listed in this booklet. The Board of Trustees or Ohio Laborers Benefits reserves the right 
to impose restrictions on acceptance of checks and/or credit cards. 

 
Source of Plan Contributions  
Contributions to the Fund will be made by participating Contractors working within the jurisdiction of the collective 
bargaining agreement on behalf of Members and by contributions made to the Fund by Members on their own behalf. 
The amount of contributions is negotiated through the collective bargaining agreements. A list of Contractors is 
available upon written request to the Fund at no cost. 
 

Medium for Providing Benefits 
Other than Medical Benefits provided to Retired Members and Dependents ages 65 or older, benefits are provided on a 
self-funded basis.  Medical benefits provided to Retired Members and Dependents ages 65 or older are provided on an 
insured basis through a Health Insurance Issuer.  That means the Fund pays the Health Insurance Issuer a premium each 
month and the Issuer provides health care benefits out of its own assets.  In the event the Health Insurance Issuer 
becomes insolvent or refuses or fails to pay claims for medical benefits, the Fund shall not be responsible for the payment 
of such claims. 

 
Fund’s Fiscal Year 
The Fund's fiscal year is January 1 through December 31.  
 

Booklets 
This booklet is intended to satisfy the written instrument requirement of Section 402 of ERISA and is also the Fund’s 
Summary Plan Description (“SPD”) as required by Section 102 of ERISA. This booklet is amended and restated 
effective January 1, 2022.  
 
Plan Modification and Amendment 
The Board of Trustees of the Ohio Laborers' District Council – Ohio Contractors' Association Insurance Fund may 
modify or amend the Fund from time to time at its sole discretion, and such modification or amendment will be final and 
binding on all individuals claiming benefits under this Fund. You cannot reasonably expect that the Plan in place will 
include the same provisions for eligibility or benefits or other provisions that are currently in place. To amend the Fund, 
the Board of Trustees must vote to accept the amendment by simple majority at a scheduled meeting. A written notice 
of any amendments made to the Fund will be mailed to your home address on file.  
Plan amendments may include, but are not limited to, any of the following changes: 

• The level at which benefits are paid 

• The expenses that are covered 

• Adding benefits 
• Eligibility requirements 

• Termination of some or all benefits 

• Replacing providers 
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Plan Termination 
The Board of Trustees of the Ohio Laborers' District Council – Ohio Contractors' Association Insurance Fund may 
terminate the Fund at any time. There is no guarantee that the Fund will continue and not be terminated. You cannot 
reasonably expect that the Fund will continue in its present form, some other form or at all. In the event of Fund 
termination, the Fund shall pay the debts of the Fund first and use such remaining monies to effectuate the purpose of 
the Fund, such as providing benefits to you and your Dependents through some mechanism. 

 

Assignment Disallowed 
Benefits cannot be assigned to any third party. 
 

PCORI Fee 
The Trustees, having reviewed FAQ About Affordable Care Act Implementation Part XI (Q8), conclude the Patient 
Centered Outcomes Research Institute (PCORI) Fee is not an excise tax or similar penalty imposed on trustees in 
connection with a violation of federal law or a breach of their fiduciary obligations, and therefore, resolve that Plan 
assets should be used to pay the PCORI Fee to the Federal government. 
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Your ERISA Rights 
As a participant in the Fund, you are entitled to certain rights and protections under the Employee Retirement Income 
Security Act of 1974 (ERISA). ERISA provides that all Fund participants are entitled to the following rights. 

Receive Information About Your Plan and Benefits 
You have the right to: 

• Examine, without charge, at Ohio Laborers Benefits and at other specified locations, all documents governing 
the Fund, Collective Bargaining Agreements, and a copy of the latest annual report (Form 5500 series) filed 
by the Fund with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee 
Benefits Security Administration (EBSA); 

• Obtain, upon written request to Ohio Laborers Benefits, copies of documents governing the operation of the 
Fund, Collective Bargaining Agreements, and copies of the latest annual report (Form 5500 series) and 
updated Summary Plan Description (Ohio Laborers Benefits may make a reasonable charge for the copies); 
and 

• Receive a summary of the Fund’s annual financial report, which the Plan Administrator is required by law to 
provide to each participant. 

 

Continue Group Health Plan Coverage 
You also have the right to continue health care coverage for yourself, Spouse, or Covered Dependents if there is a 
loss of coverage under the Fund as a result of a qualifying event (you or your Covered Dependents may have to pay 
for such coverage; review this Summary Plan Description and any documents governing the Fund on the rules 
governing your COBRA Continuation Coverage rights). 
 

Prudent Actions by Plan Fiduciaries 
In addition to creating rights for Fund participants, ERISA imposes duties upon the people who are responsible for the 
operation of the employee benefit Plan. The people who operate your Fund, called fiduciaries of the Fund, have a duty 
to do so prudently and in the interest of you and other Fund 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 benefit or exercising your rights under ERISA. 

 
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 the Plan 
documents or the latest annual report from the Fund 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 Plan Administrator. 
If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or federal court. 
However, you may not begin any legal action, including proceedings before administrative agencies, until you have 
followed and exhausted the Fund’s claims and appeals procedures (see page 97). In addition, if you disagree with the 
Fund’s decision or lack thereof concerning the qualified status of a Medical Child Support Order, you may file suit in 
federal court. If you believe that Fund fiduciaries have misused the Fund’s money, or if you believe that you have been 
discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you 
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may file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are successful, 
the court may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay 
these costs and fees, for example, if it finds your claim is frivolous. 
 

Assistance with Your Questions 
If you have any questions about your Fund, you should contact the Plan Administrator. If you have any questions about 
this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan 
Administrator, you should contact the nearest office of the EBSA, U.S. Department of Labor, listed in your telephone 
directory or at: 

Division of Technical Assistance and Inquiries 
Employee Benefits Security Administration 
U.S. Department of Labor 
200 Constitution Avenue NW 
Washington, D.C. 20210 
Cincinnati Regional Office 
1885 Dixie Highway, Suite 210 
Ft. Wright, KY 41011-2664 
Telephone: (859) 578-4680 
Fax: (859) 578-4688 

For more information on your rights and responsibilities under ERISA or for a list of EBSA offices, contact the EBSA 
by: 

• Calling (866) 444-3272; or 

• Visiting the Web site of the EBSA at www.dol.gov/ebsa. 
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Other Federal Legislation 
Pediatric Vaccines 
Under ERISA, a Group Health Plan may not reduce its coverage of the costs of pediatric vaccines (as defined under 
Section1928(h)(6) of the Social Security Act as amended by Section 13830 of OBRA 1992) below the coverage it 
provided as of May 1, 1993. 
 

Woman’s Health and Cancer Rights Act of 1998 
Under federal law, Group Health Plans that provide medical and surgical benefits in connection with a mastectomy 
must provide benefits in connection with certain reconstructive surgery. If you have had or are going to have a 
mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights Act of 1998 
(WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined 
in consultant with the attending physician and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was performed; 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

• Prostheses; and 

• Treatment of physical complications of the mastectomy, including lymphedema. 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and 
surgical benefits provided by the Fund.  See the Medical Benefits, Schedule of Benefits beginning on page 3 of this 
SPD for the applicable deductibles and coinsurance.  If you would like more information on WHCRA benefits, call the 
Ohio Laborers Benefits at (614) 898-9006 or (800) 236-6437. 
 

Newborns and Mothers’ Health Protection Act of 1996 
The Newborns and Mothers’ Health Protection Act of 1996 includes requirements mandating certain benefits for 
Maternity Care. This mandate specifies the minimum length of post-delivery Hospital stays for newborns and mothers.  
Under this Act, Group Health Plans and Health Insurance Issuers generally may not, under Federal law, restrict benefits 
for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours 
following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after consulting with the mother, from discharging the mother 
or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal 
law, require that a provider obtain authorization from the Plan or the insurance issuer for prescribing a length of stay 
not in excess of 48 hours (or 96 hours). 
 

Mental Illness Parity Act of 1996   
The Mental Illness Parity Act of 1996 establishes a new federal mandate by requiring limited parity in the provision of 
mental health benefits. This Act requires Group Health plans that provide mental health benefits the same aggregate 
lifetime dollar limit and the same annual dollar limit, if any, used generally for other medical benefits. However, the Act 
does not require such plans to provide mental health benefits if the Plan decides not to do so. A health plan need not 
comply with this requirement if it realizes a one percent or greater increase in health plan costs due to this parity 
requirement. In 2008, Congress enacted the Paul Wellstone and Pete Domenic Mental Health Parity and Addiction 
Equity Act, which amended the Mental Health Parity Act of 1996 to require a Group Health Plan to ensure that financial 
requirements and treatment limitations applicable to mental health/substance use disorder benefits are no more 
restrictive than those requirements and limitations placed on medical/surgical benefits. 
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Consolidated Appropriations Act, 2021 
The Consolidated Appropriations Act, 2021 included rules concerning healthcare price transparency and the No 
Surprises Act. This SPD shall be interpreted consistent with the requirements of the Consolidated Appropriations Act, 
2021 and are not intended to create a right to a benefit, or to expand any benefit, provided by the Fund unless required 
by the Consolidated Appropriations Act, 2021. 
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Glossary 

Unless otherwise noted, the following definitions apply to all coverage. Any word in the male gender equally applies to 
the female gender unless a distinction is specified. 
Accidental Injury – Bodily injury sustained by a Member as the result of an unforeseen event and which is the direct 
cause (independent of disease, bodily infirmity or any other cause) for care which the Member receives. Such care 
must occur while this Plan is in force. It does not include injuries for which benefits are provided under any Workers’ 
Compensation, Employer’s liability or similar law.  
Active Member – A member who is eligible for benefits under Class 1 and is currently receiving Contractor 
contributions or who is receiving his or her benefits under the Fund based on banked hours and does not meet the 
eligibility requirements for Class 2, 3, or 4 coverage. 
Alcoholism – A condition classified as a mental disorder and described in the International Classification of Diseases, 
Ninth Revision, Clinical Modification, or the most recent version, (ICD-9-CM), as alcohol dependence, abuse or 
alcoholic psychosis. 
Ambulance Services – A state-licensed emergency vehicle which carries injured or sick persons to a Hospital. 
Services which offer non-emergency, convalescent or invalid care do not meet this definition. 
Authorized Service(s) – A Covered Service rendered by any provider other than a Network Provider, which has been 
authorized in advance (except for Emergency Care which may be authorized after the service is rendered) by the 
Claims Administrator to be paid at the Network level. The Member may be responsible for the difference between the 
Out-of-Network Provider’s charge and the Maximum Allowable Amount, in addition to any applicable Network 
Coinsurance, Copayment or Deductible. For more information, see the Claims Payment section (starting on page 65). 
Behavioral Health Care – Includes services for mental health disorders, and Substance Abuse. 
Benefit Period – The period of time specified in the Schedules of Benefits during which Covered Services are 
rendered, and benefit maximums, Deductibles, Coinsurance limits, and Out-of-Network Coinsurance limits are 
accumulated. The first and/or last Benefit Periods may be less than 12 months depending on your initial eligibility date 
and the date your coverage terminates. Generally, this is one calendar year (January 1 through December 31). For 
Short-Term Disability benefits, the Benefit Period is the maximum amount of benefits available. 
Centers of Excellence (COE) Network – A network of health care facilities selected for specific services based on 
criteria such as experience, outcomes, efficiency, and effectiveness. For example, an organ transplant managed care 
program wherein Members access select types of benefits through a specific network of medical centers. A network of 
health care professionals contracted with Anthem or one or more of its affiliates, to provide transplant or other 
designated specialty services. 
Coinsurance – If a Member’s coverage is limited to a certain percentage, for example 80%, then the remaining 20% for 
which the Member is responsible is the Coinsurance amount. The Coinsurance may be capped by the Out-of-Pocket 
Maximum.  
Concurrent Care Claim – A claim that is reconsidered after it is initially approved (such as recertification of the number 
of days of a Hospital stay or ongoing course of treatment to be provided over a period of time or number of treatments) 
and the reconsideration results in reduced benefits or a termination of benefits (other than by Fund amendment or 
termination). 
Congenital Anomaly – A condition or conditions that are present at birth regardless of causation.  Such conditions 
may be hereditary or due to some influence during gestation. 
Contraceptives – Oral, injectable, implantable, or transdermal patches for birth control. 
Contractor or Subcontractor – Contractor or Subcontractor means any person, firm or corporation, who or which is 
a member of the Ohio Contractors Association, Labor Relations Division, and any person, firm or corporation, who as 
a Contractor becomes signatory to the Labor Agreement and is engaged in either “Highway Construction,” “Heavy 
Construction,” “Railroad Construction,” “Sewer, Waterworks and Utility Construction,” “Industrial and Building Site,” and 
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“Sewage Plant, Waste Plant, Water Treatment Facilities Construction,” “Hazardous Waste Removal,” and “Lead 
Abatement Work,” as defined within the jurisdiction. 
Coordination of Benefits – A provision that is intended to avoid claims payment delays and duplication of benefits 
when a person is covered by two or more plans providing benefits or services for medical, dental or other care or 
treatment. It avoids claims payment delays by establishing an order in which plans pay their claims and providing an 
authority for the orderly transfer of information needed to pay claims promptly. It may avoid duplication of benefits by 
permitting a reduction of the benefits of a plan when, by the rules established by this provision, it does not have to pay 
its benefits first. 
Copayment – A cost-sharing arrangement in which a Member pays a specified charge for a Covered Service, such as 
the Copayment indicated in the Schedule of Benefits for an Office Visit. The Member is usually responsible for payment 
of the Copayment at the time the health care is rendered. Copayments are distinguished from Coinsurance as flat 
dollar amounts rather than percentages of the charges for services rendered and are typically collected by the provider 
when services are rendered.      
Cosmetic Surgery – Any non-Medically Necessary surgery or procedure, the primary purpose of which is to improve 
or change the appearance of any portion of the body, but which does not restore bodily function, correct a disease 
state, physical appearance or disfigurement caused by an accident, birth defect, or correct or naturally improve a 
physiological function. Cosmetic Surgery includes but is not limited to rhinoplasty, lipectomy, surgery for sagging or 
extra skin, any augmentation or reduction procedures (e.g., mammoplasty, liposuction, keloids, rhinoplasty and 
associated surgery) or treatment relating to the consequences or as a result of Cosmetic Surgery.  
Covered Individual or Covered Person or Covered Dependent – A Member or Dependent who is covered under 
the medical, prescription drug, hearing, or vision benefits under the Fund and is listed on the Enrollment/Beneficiary 
Card of the Member on file at Ohio Laborers Benefits. 
Covered Services or Covered Expenses – Medically Necessary health care services, supplies, and expenses that 
are: (a) defined as Covered Services in the Member’s Plan, (b) not excluded under such Plan, (c) not 
Experimental/Investigative (except where costs for these items and services are provided in connection with 
participation in a clinical trial and federal law requires these items and services be covered), and (d) provided in 
accordance with such Plan.  
Covered Transplant Procedure – Any Medically Necessary human organ and stem cell/bone marrow transplants and 
transfusions as determined Anthem including necessary acquisition procedures, harvest, and storage, and including 
Medically Necessary preparatory myeloablative therapy. 
Custodial Care – Any type of care, including room and board, that (a) does not require the skills of professional or 
technical personnel; (b) is not furnished by or under the supervision of such personnel or does not otherwise meet the 
requirements of post-Hospital Skilled Nursing Facility care; (c) is a level such that the Member has reached the 
maximum level of physical or mental function and is not likely to make further significant improvement. Custodial Care 
includes, but is not limited to, any type of care the primary purpose of which is to attend to the Member’s activities of 
daily living which do not entail or require the continuing attention of trained medical or paramedical personnel. Examples 
of Custodial Care include, but are not limited to, assistance in walking, getting in and out of bed, bathing, dressing, 
feeding, using the toilet, changes of dressings of non-infected, post-operative or chronic conditions, preparation of 
special diets, supervision of medication that can be self-administered by the Member, general maintenance care of 
colostomy or ileostomy, Routine Services to maintain other services which, in the sole determination of the Plan, can 
be safely and adequately self-administered or performed by the average non-medical person without the direct 
supervision of trained medical and paramedical personnel, regardless of who actually provides the service, residential 
care and adult day care, protective and supportive care including educational services, rest care and convalescent 
care.  
Deductible – The portion of the bill you must pay before your medical expenses become Covered Services.   

Dependent – An individual that is or can be covered under the Plan based on your familial or legal relationship to the 
individual. See page 34 for a list of individuals you can enroll as “Dependents” under the Plan and enrollment 
requirements. 
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Detoxification – The process whereby an alcohol or drug intoxicated or alcohol or drug dependent person is assisted, 
in a facility licensed by the appropriate regulatory authority, through the period of time necessary to eliminate, by 
metabolic or other means, the intoxicating alcohol or drug, alcohol or drug dependent factors or alcohol in combination 
with drugs as determined by a licensed Physician, while keeping the physiological risk to the patient to a minimum.  
Developmental Delay – The statistical variation, as defined by standardized, validated developmental screening tests, 
such as the Denver Developmental Screening Test, in reaching age-appropriate verbal/growth/motor skill 
developmental milestones when there is no apparent medical or psychological problem. It alone does not constitute 
an illness or an injury. 
Durable Medical Equipment – Equipment which is (a) made to withstand prolonged use; (b) made for and mainly 
used in the treatment of a disease of injury; (c) suited for use while not confined as an Inpatient at a Hospital; (d) not 
normally of use to persons who do not have a disease or injury; (e) not for exercise or training. 
Drug Abuse – A condition classified as a mental disorder and described in the International Classification of Diseases, 
Ninth Revision, Clinical Modification (ICD-9-CM) or the most recent version, as drug dependence abuse or drug 
psychosis. 
Emergency Medical Condition or Emergency Services or Emergency Care or Medical Emergency – A medical 
condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of 
immediate medical attention to result in one of the following conditions: 

• Placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her 
unborn child) in serious jeopardy; 

• Serious impairment to bodily functions; or 
• Serious dysfunction of any bodily organ or part. 

Enrollment/Beneficiary Card – Enrollment card that must be completed by the eligible Member and accepted by the 
Fund in order to receive benefits for the eligible Member and his or her eligible Dependents. 
Experimental/Investigative – Any Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment, 
service, or supply used in or directly related to the diagnosis, evaluation, or treatment of a disease, injury, illness, or 
other health condition which the Claims Administrator determines to be unproven. 
The Claims Administrator will deem any Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment, 
service, or supply to be Experimental/Investigative if the Claims Administrator, determines that one or more of the 
following criteria apply when the service is rendered with respect to the use for which benefits are sought. The Drug, 
biologic, device, Diagnostic, product, equipment, procedure, treatment, service, or supply: 

• Cannot be legally marketed in the United States without the final approval of the Food and Drug Administration 
(FDA), or other licensing or regulatory agency, and such final approval has not been granted; 

• Has been determined by the FDA to be contraindicated for the specific use; or 
• Is provided as part of a clinical research protocol or clinical trial or is provided in any other manner that is 

intended to evaluate the safety, toxicity, or efficacy of the Drug, biologic, device, Diagnostic, product, 
equipment, procedure, treatment, service, or supply; or 

• Is subject to review and approval of an Institutional Review Board (IRB) or other body serving a similar 
function; or 

• Is provided pursuant to informed consent documents that describe the Drug, biologic, device, Diagnostic, 
product, equipment, procedure, treatment, service, or supply as Experimental/Investigative, or otherwise 
indicate that the safety, toxicity, or efficacy of the Drug, biologic, device, Diagnostic, product, equipment, 
procedure, treatment, service, or supply is under evaluation. 

Any service not deemed Experimental/Investigative based on the criteria above may still be deemed 
Experimental/Investigative by the Claims Administrator. In determining whether a Service is Experimental/Investigative, 
the Claims Administrator will consider the information described below and assess whether: 
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• The scientific evidence is conclusory concerning the effect of the service on health outcomes; 

• The evidence demonstrates the service improves net health outcomes of the total population for whom the 
service might be proposed by producing beneficial effects that outweigh any harmful effects; 

• The evidence demonstrates the service has been shown to be as beneficial for the total population for whom 
the service might be proposed as any established alternatives; and 

• The evidence demonstrates the service has been shown to improve the net health outcomes of the total 
population for whom the service might be proposed under the usual conditions of medical practice outside 
clinical investigatory settings. 

The information considered or evaluated by the Claims Administrator to determine whether a Drug, biologic, device, 
Diagnostic, product, equipment, procedure, treatment, service, or supply is Experimental/Investigative under the above 
criteria may include one or more items from the following list which is not all inclusive: 

• Published authoritative, peer-reviewed medical or scientific literature, or the absence thereof; or  

• Evaluations of national medical associations, consensus panels, and other technology evaluation bodies; or 

• Documents issued by and/or filed with the FDA or other federal, state, or local agency with the authority to 
approve, regulate, or investigate the use of the Drug, biologic, device, Diagnostic, product, equipment, 
procedure, treatment, service, or supply; or 

• Documents of an IRB or other similar body performing substantially the same function; or 
• Consent document(s) and/or the written protocol(s) used by the treating Physicians, other medical 

professionals, or facilities or by other treating Physicians, other medical professionals or facilities studying 
substantially the same Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment, service, 
or supply; or 

• Medical records; or 

• The opinions of consulting providers and other experts in the field. 
The Claims Administrator has the sole authority and discretion to identify and weigh all information and determine all 
questions pertaining to whether a Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment, service, 
or supply is Experimental/Investigative. 
Freestanding Ambulatory Facility – A facility, with a staff of Physicians, at which surgical procedures are performed 
on an Outpatient basis-no patients stay overnight. The facility offers continuous service by both Physicians and 
registered nurses (R.N.s).  It must be licensed by the appropriate agency. A Physician’s office does not qualify as a 
Freestanding Ambulatory Facility.  
Group Health Plan or Plan – An employee welfare benefit plan (as defined in Section 3(1) of ERISA, established by 
the Fund, in effect as of the effective date. 
Health Insurance Issuer – The insurer known as Anthem Medicare, until further notice. 
Home Health Care – Care, by a licensed program or provider, for the treatment of a patient in the patient’s home, 
consisting of required intermittent skilled care, which may include observation, evaluation, teaching and nursing 
services consistent with the diagnosis, established and approved in writing by the patient’s attending Physician.  
Home Health Care Agency – A provider who renders care through a program for the treatment of a patient in the 
patient’s home, consisting of required intermittent skilled care, which may include observation, evaluation, teaching 
and nursing services consistent with the diagnosis, established and approved in writing by the patient’s attending 
Physician. It must be licensed by the appropriate agency.  
Hospice – A provider which provides care for terminally ill patients and their families, either directly or on a consulting 
basis with the patient’s Physician. It must be licensed by the appropriate agency.  
Hospice Care Program – A coordinated, interdisciplinary program designed to meet the special physical, 
psychological, spiritual, and social needs of the terminally ill Member and his or her covered family members, by 
providing palliative and supportive medical, nursing and other services through at-home or Inpatient care. The Hospice 
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must be licensed by the appropriate agency and must be funded as a Hospice as defined by those laws. It must provide 
a program of treatment for at least two unrelated individuals who have been medically diagnosed as having no 
reasonable prospect of cure for their illnesses.  
Hospital – An institution licensed by the appropriate agency, which is primarily engaged in providing diagnostic and 
therapeutic facilities on an Inpatient basis for the surgical and medical diagnosis, treatment, and care of injured and 
sick persons by or under the supervision of a staff of Physicians duly licensed to practice medicine, and which 
continuously provides 24-hour-a-day nursing services by registered graduate nurses physically present and on duty. 
“Hospital” does not mean other than incidentally: 

• An extended care facility; nursing home; place for rest; facility for care of the aged; 
• A custodial or domiciliary institution which has as its primary purpose the furnishing of food, shelter, training, 

or non-medical personal services; or  

• An institution for exceptional or disabled children. 
Incurred – A charge will be considered Incurred on the date a Covered Individual receives the service or supply for 
which the charge is made. 
Ineligible Provider – A provider which does not meet the minimum requirements to become a contracted provider with 
the Claims Administrator. Services rendered to a Member by such a provider are not eligible for payment.  
Infertile or Infertility – The condition of a presumably healthy Member who is unable to conceive or produce 
conception after a period of one year of frequent, unprotected heterosexual vaginal intercourse. This does not include 
conditions for men when the cause is a vasectomy or orchiectomy or for women when the cause is tubal ligation or 
hysterectomy. 
Inpatient – A Member who is treated as a registered bed patient in a Hospital and for whom a room and board charge 
is made. 
Legal Guardian – An individual who is either the natural guardian of a child or who was appointed a guardian of an 
individual in a legal proceeding by a court having the appropriate jurisdiction. 
Maternity Care – Obstetrical care received both before and after the delivery of a child or children. It also includes 
care for miscarriage or abortion.  It includes regular nursery care for a newborn infant as long as the mother’s Hospital 
stay is a covered benefit, and the newborn infant is an eligible Dependent under the Plan. 
Maximum Allowed Amount – The maximum amount that the Plan will allow for Covered Services you receive. For 
more information, see the Claims Payment section.  
Medical Necessity or Medically Necessary 
An intervention that is or will be provided for the diagnosis, evaluation and treatment of a condition, illness, disease, or 
injury and that is determined by the Claims Administrator to be: 

• Medically appropriate for and consistent with the symptoms and proper diagnosis or treatment of the 
Member’s condition, illness, disease or injury; 

• Obtained from a provider; 

• Provided in accordance with applicable medical and/or professional standards; 

• Known to be effective, as proven by scientific evidence, in materially improving health outcomes; 
• The most appropriate supply, setting or level of service that can safely be provided to the Member and which 

cannot be omitted consistent with recognized professional standards of care (which, in the case of 
hospitalization, also means that safe and adequate care could not be obtained in a less comprehensive 
setting); 

• Cost-effective compared to alternative interventions, including no intervention.  Cost effective does not always 
mean lowest cost.  It does mean that as to the diagnosis or treatment of the Member’s illness, injury or disease, 
the service is: (1) not more costly than an alternative service or sequence of services that is medically 
appropriate, or (2) the service is performed in the least costly setting that is medically appropriate; 
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• Not Experimental/Investigative; 

• Not primarily for the convenience of the Member, the Member’s family or the provider. 

• Not otherwise subject to an exclusion under this Benefit Booklet. 
The fact that a provider may prescribe, order, recommend, or approve care, treatment, services, or supplies does not, 
of itself, make such care, treatment, services or supplies Medically Necessary or a Covered Service and does not 
guarantee payment 
Medicare – The program of health care for the aged and disabled established by Title XVIII of the Social Security Act 
of 1965, as amended. 
Medicare Approved – The status of a provider that is certified by the United States Department of Health and Human 
Services to receive payment under Medicare. 
Member – An employee of a Contractor covered by a Collective Bargaining Agreement in effect between the Contractor 
and the Union or a Local Union and as to whom Contractor contributions are made by the Contractor who is eligible 
for benefits under Class 1; a former employee of a Contractor who is disabled due to end stage renal disease and is 
eligible for benefits, as described in Class 2; or a Retired Member. A Member and his or her eligible Dependents will 
be eligible for benefits under the Fund and will be considered Covered Individuals after he or she meets the eligibility 
requirements as described on pages 18-33. 
Network Provider – A Physician, health professional, Hospital, Pharmacy, or other individual, organization and/or 
facility that has entered into a contract, either directly or indirectly, with the Claims Administrator to provide Covered 
Services to Members through negotiated reimbursement arrangements.  
Non-Covered Services – Services that are not benefits specifically provided under the Plan, are excluded by the Plan, 
are provided by an Ineligible Provider, or are otherwise not eligible to be Covered Services, whether or not they are 
Medically Necessary.  
Non-Participating – The status of a physician or other provider that does not have an agreement with a Claims 
Administrator about payment for Covered Services. 
Office Visit – Office Visits include medical visits or Outpatient consultations in a Physician’s office or patient’s 
residence. A Physician’s office can be defined as a medical/office building, Outpatient department of a Hospital, 
freestanding clinic facility, or a Hospital-based Outpatient clinic facility. 
Ohio Laborers Benefits (previously known as OLFBP or Ohio Laborers Fringe Benefit Programs, also referred to as 
Fund Office) – The office designated for day-to-day administration of the Fund, including the claims administration for 
non-health care claims, enrollment, and eligibility determination. 
Out-of-Network Provider – A provider, including but not limited to, a Hospital, Freestanding Ambulatory Facility 
(Surgical Center), Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other medical practitioner 
or provider of medical services or supplies, that does not have an agreement or contract with the Claims Administrator 
to provide services to its Members at the time services are rendered. Benefit payments and other provisions of this 
Plan may be reduced or limited when a Member uses the services of Out-of-Network Providers. 
Out-of-Pocket Maximum – The maximum amount of a Member’s Coinsurance payments during a given calendar 
year. When the Out-of-Pocket Maximum is reached, the level of benefits is increased to 100% of the Maximum Allowed 
Amount for Covered Services, exclusive of Copayments and other scheduled charges.  
Outpatient – The status of a Covered Person who receives services or supplies through a Hospital, other facility 
provider, Physician, or other professional provider while not confined as an Inpatient. 
Physical Therapy – The care of disease or injury by such methods as massage, hydrotherapy, heat, or similar care. 
Physician – Any licensed Doctor of Medicine (M.D.) legally entitled to practice medicine and perform surgery, any 
licensed Doctor of Osteopathy (D.O.) legally licensed to perform the duties of a D.O., any licensed Doctor of Podiatric 
Medicine (D.P.M.) legally entitled to practice podiatry, and any licensed Doctor of Dental Surgery (D.D.S.) legally 
entitled to perform oral surgery; Optometrists and Clinical Psychologists (PhD) are also providers when acting within 
the scope of their licenses, and when rendering services covered under this Plan. 
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Plan – The arrangement chosen by the Board of Trustees of the OLDC-OCA Insurance Fund to fund and provide for 
delivery of the Employer’s health benefits. 
Plan Administrator – The person or entity named (Ohio Laborers Benefits) by the Plan Sponsor to manage the Plan 
and answer questions about Plan details. The Plan Administrator is not the Claims Administrator, with the exception of 
Death, Accidental Death & Dismemberment, and Short Term Disability benefits. 
Plan Sponsor – The Plan Sponsor is the Board of Trustees of the OLDC-OCA Insurance Fund. It is the legal entity 
that has adopted the Plan and has authority regarding its operation, amendment, and termination. The Plan Sponsor 
is not the Claims Administrator. 
Post-Service Claim – A claim for Fund benefits that is not a Pre-Service Claim. When you file a Post-Service Claim, 
you have already received the services in your claim. 
Precertification – Procedure for reviewing and approving certain health care services prior to the services being 
rendered. Failure to follow Precertification procedures may result in the reduction or denial of benefits. 
Prescription Drug (Federal Legend Drug) – Any medication, which by federal or state law may not be dispensed 
without a prescription order. 
Pre-Service Claim – A claim for Fund benefits where Precertification is required before you obtain care. 
Prior Authorization – Procedure for reviewing and approving certain prescription drugs. Failure to follow prior 
authorization procedures may result in the reduction or denial of benefits. The process applied to certain drugs and/or 
therapeutic categories to define and/or limit the conditions under which these drugs will be covered. The drugs and 
criteria for coverage are defined by the Pharmacy and Therapeutics Committee. 
QMCSO, or MCSO – Qualified Medical Child Support Order or Medical Child Support Order – A QMCSO creates 
or recognizes the right of a child who is recognized under the order as having a right to be enrolled under the health 
benefit Plan to receive benefits for which the Member is entitled under the Plan; and includes the name and last known 
address of the Member and each such child, a reasonable description of the type of coverage to be provided by the 
Plan, the period for which coverage must be provided and each Plan to which the order applies.  
An MCSO is any court judgment, decree, or order (including a court’s approval of a domestic relations settlement 
agreement) that: 

• Provides for child support payment related to health benefits with respect to the child of a Group Health Plan 
Member or requires health benefit coverage of such child in such Plan, and is ordered under state domestic 
relations law; or 

• Enforces a state law relating to medical child support payment with respect to a Group Health Plan. 
Residential Treatment Facility – A facility that provides care on a 24 hour a day, 7 days a week, live-in basis for the 
evaluation and treatment of residents with psychiatric or Chemical Dependency disorders. The facility provides room 
and board as well as providing an individual treatment plan for the chemical, psychological, and social needs of each 
of its residents. The facility meets all regional, state, and federal licensing requirements. The residential care treatment 
program is supervised by a professional staff of qualified Physician(s), licensed nurses, counselors, and social workers.  
Residents do not require care in an acute or more intensive medical setting. 
Retired Members – A former employee of one or more Contractors described under Class 3 or Class 4 of the Eligibility 
Section of this booklet. 
Routine Services – Services not considered Medically Necessary. 
Semiprivate Room – A Hospital room which contains two or more beds. 
Sickness – A Sickness or disease (including pregnancy) that causes loss covered by the Fund, which commences 
while the Covered Individual is eligible. 
Skilled Convalescent Care – Care required, while recovering from an illness or injury, which is received in a Skilled 
Nursing Facility. This care requires a level of care or services less than that in a Hospital, but more than could be given 
at the patient’s home or in a nursing home not certified as a Skilled Nursing Facility. 
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Skilled Nursing Facility – An institution operated alone or with a Hospital which gives care after a Member leaves the 
Hospital for a condition requiring more care than can be rendered at home. It must be licensed by the appropriate 
agency and accredited by the Joint Commission on Accreditation of Health Care Organizations or the Bureau of 
Hospitals of the American Osteopathic Association, or otherwise determined by Anthem to meet the reasonable 
standards applied by any of the aforesaid authorities. 
Spouse – The Member’s legal Spouse.   
Substance Abuse or Chemical Dependency – Any use of alcohol and/or drugs which produces a pattern of 
pathological use causing impairment in social or occupational functioning or which produces physiological dependency 
evidenced by physical tolerance or withdrawal. Substance Abuse services include: 
Substance Abuse Rehabilitation Services, procedures and interventions to eliminate dependence on or abuse of legal 
and/or illegal chemical substances, according to individual treatment plans;  
Substance Abuse Services within a General Hospital Facility (a general Hospital facility that provides services, on an 
Inpatient, 24-hour basis, for medical Detoxification and treatment of conditions associated with the addiction to or 
misuse of alcohol or other drugs. 
Therapeutic Equivalent – Therapeutic/Clinically Equivalent drugs are drugs that can be expected to produce similar 
therapeutic outcomes for a disease or condition.   
Total Disability (for a Member only) – The inability to perform the substantial and material duties of his or her 
occupation or employment as a result of injury or Sickness. 
Transplant Providers – Network Transplant Provider - A provider that has been designated as a “Center of 
Excellence” for Transplants by Anthem and/or a provider selected to participate as a Network Transplant Provider by 
a designee of Anthem. Such provider has entered into a Transplant Provider agreement to render Covered Transplant 
Procedures and certain administrative functions to you for the transplant network. A provider may be a Network 
Transplant Provider with respect to: 

• Certain Covered Transplant Procedures; or 
• All Covered Transplant Procedures. 

Transplant Providers – Out-of-Network Transplant Provider - Any provider that has NOT been designated as a 
“Center of Excellence” for Transplants by Anthem nor has not been selected to participate as a Network Transplant 
Provider by a designee of Anthem.  
United States – All the states, District of Columbia, the Virgin Islands, Puerto Rico, American Samoa, Guam, and the 
Northern Mariana Islands. 
Urgent Care – Services received for a sudden, serious, or unexpected illness, injury, or condition. Urgent Care is not 
considered an emergency. Care is needed right away to relieve pain, find out what is wrong, or treat a health problem 
that is not life-threatening. 
Urgent Care Claim – A claim for medical care or treatment that would: 

• Seriously jeopardize your life, health, or ability to regain maximum function if normal Pre-Service Claim 
standards were applied; or 

• Subject you to severe pain that cannot be adequately managed without the care or treatment for which 
approval is sought, in the opinion of a Physician with knowledge of your condition. 

Utilization Review – A function performed by Anthem or by an organization or entity selected by Anthem to review 
and approve whether the services provided are Medically Necessary, including but not limited to, whether acute 
hospitalization, length of stay, Outpatient care or diagnostic services are appropriate. 
We, Our, Us, Fund, and Plan – The OLDC-OCA Insurance Fund, and/or the Board of Trustees, and any agent 
authorized by the Board of Trustees to act on their behalf.  
You – Participant of the Fund.   
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