NECA - LOCAL No. 145 IBEW WELFARE

NATIONAL ELECmtCAL CONTRACTORS ASSOCIATION

FUND

1700 Fifty-second Avenue, Suite B
Moline, Illinois 61265-6378
Phone: (309) 764-8080 • Fax: (309) 764-3438
~

I

ELEVENTH AMENDMENT TO THE RESTATED WELFARE PLAN
WHEREAS, Section 26 of the Restated Plan Document effective April 1, 2015 , grants authority to the
Trustees to amend the Plan; and
WHEREAS, the Trustees desire to amend the Plan;
NOW, THEREFORE, BE IT RESOLVED, that the Restated Plan Document is hereby amended as
follows:

Effective April 1, 2018
Delete the following sections relating to "Claims Processing" and "Claims Appeal Procedure"
under Section 28 - Claim Regulations:
CLAIMS PROCESSING
Ordinarily, a decision on a Claim will be made by the Utilization Review/Case Management vendor
within the prescribed time frames discussed above.
1. If the Claim is denied in whole or in part, the Participant will receive a notice with:
a. The reasons for the denial,
b. A reference to the Plan provisions on which denial is based,
c. A description of additional information which may be necessary, and
d. An explanation of the how the Participant may have the Claim reviewed.
2. If there are special circumstances which require more time to process a Claim, the Participant will be
sent a notice within the thirty (30) day period, explaining why more time is needed. A decision will
be made within thirty (30) days after expiration of the first thirty (30) day period, within a total of
sixty (60) days.

CLAIMS APPEAL PROCEDURE
The Plan Administrator shall have sole, full , and final discretionary authority to interpret all Plan
provisions, including the right to remedy possible ambiguities, inconsistencies, or omissions in the Plan
and related documents; to make determinations with regard to issues relating to eligibility for benefits; to
decide disputes that may arise relative to a Plan Participant's rights; and to determine all questions of fact
and law arising under the Plan.
If an applicant's initial Claim for Plan benefits is denied in whole or in part, such applicant shall be
entitled to a full and fair review of his Claim under the following appeal procedures.
Upon denial of a person' s application for benefits, he shall be furnished a written statement of the specific
reason for denial, including reference to the specific Plan provisions on which the denial is based, a
description of any additional material or information necessary for the person to establish his right to
benefits and an explanation of why such material or information is necessary. This written notice shall
also contain an explanation of the appeal procedure which the person can follow to have his Claim for
benefits reviewed.
·
·

A person who has been denied benefits, or his duly authorized representative, shall have the following
rights in appealing the initial decision:
1. The right to submit additional proof of entitlement to benefits;
2. The right to examine any document in possession of the Plan related to the application; and
3. The right within 180 days ofreceipt of the notice of the denial of benefits to appeal the decision to the
Plan Administrator by submitting a written statement setting forth which of the reasons for denial of
the application he disagrees with, including any supporting documents of additional comments related
to the appeal provided, however, that appeals of denial of Urgent Health Care Claims may be made
orally or in writing, and the claimant may submit supporting information by telephone, fax, or other
expeditious means.
This information should be supplied to the Plan Administrator at the following address:
NECA- Local No. 145 IBEW Fund Office
1700 5211d Avenue
Suite B
Moline, Illinois 61265
In the normal case, the Plan Administrator shall make the determination on the basis of the supporting file
documents and person's written statement as submitted. However, the Plan Administrator may, at his
discretion, require or permit the person to submit additional written information, or to appear before the
Board of Trustees for oral hearing, or both. In the event the person is required or permitted to appear
before the Board of Trustees, the hearing shall be held at the next regular meeting of the Board of
Trustees, or at such other time as may be determined by the Board of Trustees with reasonable notice of
the date, time, and place of the hearing given to the person.
The Board of Trustees shall make a full and fair review of each appeal and issue its decision in writing
within the following time limits:
Urgent Health Care
72 hours
Non-Urgent Health Care
30 days or the Board of Trustees' next quarterly meeting
Disability
45 days, or a total of 90 days ifthere are special circumstances
Other Claims
60 days, or a total of 120 days ifthere are special circumstances
The review will ordinarily be made by the Board of Trustees and, in any event, cannot be made by the
same person(s) who made the initial denial. The review will be de novo; that is, no deference will be
given to the initial denial, and the review will consist of a "fresh" consideration of the circumstances.
The review will take into account everything submitted by the claimant in the review process, regardless
of whether it was submitted previously or relied upon in the initial denial. Any review of a determination
based upon "mental judgment" shall require consultation by the Fund with a health care professional
independent of any involved in the initial denial. The independent health care professional must have
appropriate training and experience in the field of medicine involved in the medical judgment.
The decision of the Board of Trustees on the appeal shall be written in a clear and understandable manner
and shall include the specific reasons for the decision, a copy thereof to be furnished to the appellant.
1. The Participant may designate a representative to act for a Covered Person in the review procedure.
The Participant's designation of a representative must be in writing because it is necessary to protect
against disclosure of information about a Covered Person to an unauthorized representative.
2. After a written request for review has been received by the Claims Administrator, the Participant or
his authorized representative may, by appointment, ask to see pertinent documents and may submit

written issues, comments, and additional medical information within thirty (30) days after the Claims
Administrator receives the written request for review. The Claims Administrator reserves the right to
consult independent outside specialists to assist in the review process, particularly with regard to
medical necessity.
3. If the Claim appeal is denied in whole or in part and the Participant has additional information that he
believes should be considered, a written request for re-consideration by the Board of Trustees may be
submitted to:
NECA-Local No. 145 IBEW Fund Office
1700 52nd Avenue
Suite B
Moline, Illinois 61265
This request must be submitted within thirty (30) days of the final denial by the Claims Administrator,
and must include specific reasons for the request for consideration. The Board of Trustees will respond in
writing within 120 days of the request.
Plan Participants and their covered dependents consent to the jurisdiction and venue of any court (state or
federal) of general jurisdiction over Scott County, Iowa, specifically, but not limited to, the United States
District Court of the Southern District oflowa and the Iowa District Court in and for Scott County, Iowa,
for the purpose of any action or proceeding brought to secure payment of benefit under this Plan or to
secure or enforce the performance of any of the terms and conditions of the Plan. Plan Participants
further agree to bring any legal proceedings arising out of this Plan or the relationship between the Plan
and the participant or his/her dependents only in the courts mentioned above.
If a Participant has any questions about the Claims procedures or the review procedure, he should contact
the Fund Office.
Replace the following sections relating to "Claims Processing" and "Claims Appeal Procedure"
under Section 28 - Claim Regulations with the following sections:
CLAIMS PROCESSING
Ordinarily, a decision on a Claim will be made by the Utilization Review/Case Management vendor
within the prescribed time frames discussed above. In processing disability claims, no bonus shall be
paid to a claims reviewer based on the number of denials.

1. If the Claim is denied in whole or in part, the Participant will receive a notice with:
a. A full explanation of the denial and reasons for the denial,
b. A reference to the Plan provisions on which denial is based,
c. A description of additional information which may be necessary, and
d. An explanation of the how the Participant may have the Claim reviewed.
2. If the Claim is a disability claim, the Participant will receive the following additional information:
a. A statement of the internal rules, guidelines, protocols or standards used in making the decision;
b. A statement the Participant may, upon request, receive the entire claim file and other relevant
documents for review.
3. If there are special circumstances which require more time to process a Claim, the Participant will be
' sent a notice within the thirty (30) day period, explaining why more time is needed. A decision will
be made within thirty (30) days after expiration of the first thirty (30) day period, within a total of
sixty (60) days.
CLAIMS APPEAL PROCEDURE
The Plan Administrator shall have sole, full, and final discretionary authority to interpret all Plan
provisions, including the right to remedy possible ambiguities, inconsistencies, or omissions in the Plan

and related documents; to make determinations with regard to issues relating to eligibility for benefits; to
decide disputes that may arise relative to a Plan Participant's rights; and to determine all questions of fact
and law arising under the Plan.
If an applicant's initial Claim for Plan benefits is denied in whole or in part, such applicant shall be
entitled to a full and fair review of his Claim under the following appeal procedures.

Upon denial of a person's application for benefits, he shall be furnished a written statement of the specific
reason for denial, including reference to the specific Plan provisions on which the denial is based, a
description of any additional material or information necessary for the person to establish his right to
benefits and an explanation of why such material or information is necessary. This written notice shall
also contain an explanation of the appeal procedure which the person can follow to have his Claim for
benefits reviewed.
A person who has been denied benefits, or his duly authorized representative, shall have the following
rights in appealing the initial decision:
1. . The right to submit additional proof of entitlement to benefits;
2. The right to access their entire claim file and examine any document in possession of the Plan related
to the application; and
3. The right within 180 days of receipt of the notice of the denial of benefits to appeal the decision to the
Plan Administrator by submitting a written statement setting forth which of the reasons for denial of
the application he disagrees with, including any supporting documents of additional comments related
to the appeal provided, however, that appeals of denial of Urgent Health Care Claims may be made
orally or in writing, and the claimant may submit supporting information by telephone, fax, or other
expeditious means.
This infonnation should be supplied to the Plan Administrator at the following address:
NECA- Local No. 145 IBEW Fund Office
1700 52nd Avenue
Suite B
Moline, Illinois 61265
In the normal case, the Plan Administrator shall make the determination on the basis of the supporting file
documents and person's written statement as submitted; provided, a claimant shall be permitted to present
evidence and testimony during the review process, to appear before the Board of Trustees for oral
hearing, or both. Claimants will be notified of and will have an opportunity to respond to any new
evidence in advance of an appeal decision. The decision on appeal in a disability appeal, may not be
denied on the basis of additional evidence or rationales that were not included when the benefit was
denied at the claim stage unless the claimant is given a notice and fair opportunity to respond. In the
event the person is required or permitted to appear before the Board of Trustees, the hearing shall be held
at the next regular meeting of the Board of Trustees, or at such other time as may be determined by the
Board of Trustees with reasonable notice of the date, time, and place of the hearing given to the person.
In disability appeals, a claimant is deemed to have exhausted all the administrative remedies under the
Plan if the Plan does not adhere to all claim processing rules. If the claimant is deemed to have exhausted
the administrative remedies under the Plan, the claim or appeal is deemed denied on review without the
exercise of discretion by the fiduciary and the claimant may immediately pursue his or her claim in court.
Upon receipt of a court decision rejecting the claimant's request for review, the Plan must treat the claim
as refiled on appeal.

The Board of Trustees shall make a full and fair review of each appeal and issue its decision in writing
within the following time limits:
Urgent Health Care
Non-Urgent Health Care
Disability
Other Claims

72 hours
30 days or the Board of Trustees' next quarterly meeting
45 days, or a total of 90 days if there are special circumstances
60 days, or a total of 120 days if there are special circumstances

The review will ordinarily be made by the Board of Trustees and, in any event, cannot be made by the
same person(s) who made the initial denial. The review will be de novo; that is, no deference will be
given to the initial denial, and the review will consist of a "fresh" consideration of the circumstances.
The review will take into account everything submitted by the claimant in the review process, regardless
of whether it was submitted previously or relied upon in the initial denial. Any review of a determination
based upon "mental judgment" shall require consultation by the Fund with a health care professional
independent of any involved in the initial denial. The independent health care professional must have
appropriate training and experience in the field of medicine involved in the medical judgment.
The decision of the Board of Trustees on the appeal shall be written in a clear and understandable manner
and shall include the specific reasons for the decision, a copy thereof to be furnished to the appellant.
1. The Participant may designate a representative to act for a Covered Person in the review procedure.
The Participant's designation of a representative must be in writing because it is necessary to protect
against disclosure of information about a Covered Person to an unauthorized representative.
2. After a written request for review has been received by the Claims Administrator, the Participant or
his authorized representative may, by appointment,. ask to see pertinent documents and may submit
written issues, comments, and additional medical information within thirty (30) days after the Claims
Administrator receives the written request for review. The Claims Administrator reserves the right to
consult independent outside specialists to assist inthe review process, particularly with regard to
medical necessity.
3. If the Claim appeal is denied in whole or in part and the Participant has additional information that he
believes should be considered, a written request for re-consideration by the Board of Trustees may be
submitted to:
NECA- Local No. 145 IBEW Fund Office
1700 52 nd Avenue
Suite B
Moline, Illinois 61265
This request must be submitted within thirty (30) days of the final denial by the Claims Administrator,
and must include specific reasons for the request for consideration. The Board of Trustees will respond in
writing within 120 days of the request.
Plan Participants and their covered dependents consent to the jurisdiction and venue of any court (state or
federal) of general jurisdiction over Scott County, Iowa, specifically, but not limited to, the United States
District Court of the Southern District oflowa and the Iowa District Court in and for Scott County, Iowa,
for the purpose of any action or proceeding brought to secure payment of benefit under this Plan or to
secure or enforce the performance of any of the terms and conditions of the Plan. Plan Participants
further agree to bring any legal proceedings arising out of this Plan or the relationship between the Plan
and the participant or his/her dependents only in the courts mentioned above.
If a Participant has any questions about the Claims procedures or the review procedure, he should contact
the Fund Office.

Effective April 1, 2018
Delete the definition of "Sexual Dysfunction" under Section 18 - Limitations Applicable to Major
Medical Benefits:
SEXUAL DYSFUNCTION. Charges related to the diagnosis and/or treatment of sexual dysfunction,
including sex transformation, transgender surgery, surgery, or impotency (unless resulting from a physical
Illness or Injury).
Replace the definition of "Sexual Dysfunction" under Section 18 - Limitations Applicable to Major
Medical Benefits with the following definition:
SEXUAL DYSFUNCTION. Charges related to the diagnosis and/or treatment of sexual dysfunction,
including surgery or impotency (unless resulting from a physical Illness or Injury).
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