
 
 

Glazing Employers and Glaziers’ Local No. 27 

Health and Welfare Fund 

 

 

 

 

 

 

SUMMARY PLAN DESCRIPTION 
for 

Active Journeymen Glaziers 
Apprentices and 

Retired Journeymen Glaziers 

 
June 2017 

 
 

EIN: 36-6126628 
PN: 501

January 2018



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

 
 

►► TABLE OF CONTENTS ◄◄ 
 
TO NEW PARTICIPANTS ........................................................................................................... 1 

TO ALL PARTICIPANTS ............................................................................................................ 4 

SPECIAL PLAN FEATURES THAT CAN SAVE YOU MONEY .................................................. 5 

PREFERRED PROVIDER ORGANIZATION (PPO) ................................................................. 5 

MEDICAL REVIEW PROGRAM ............................................................................................... 5 

YOUR RESPONSIBILITIES AS A PARTICIPANT ...................................................................... 6 

CLASS A SCHEDULE OF BENEFITS  ....................................................................................... 7 

FOR ACTIVE EMPLOYEES ONLY ............................................................................................. 7 

FOR ACTIVE EMPLOYEES AND THEIR DEPENDENTS .......................................................... 8 

SPECIAL BENEFITS AND LIMITATIONS .................................................................................. 9 

CLASS B SCHEDULE OF BENEFITS .......................................................................................11 

CLASS C SCHEDULE OF BENEFITS .......................................................................................12 

MEDICARE SUPPLEMENT .......................................................................................................12 

ELIGIBILITY FOR ACTIVE EMPLOYEES .................................................................................13 

Important Notes About These Eligibility Rules .........................................................................13 

Owner-Operators ....................................................................................................................13 

Contribution Quarters and Benefit Quarters ............................................................................14 

Initial Eligibility ........................................................................................................................14 

Continuation of Eligibility .........................................................................................................14 

Eligibility Due to Employer Contributions .................................................................................14 

Accumulation and Use of Excess Hours .................................................................................14 

Eligibility During Disability .......................................................................................................15 

Self-Payment of Contributions (“Regular Self-Payments”) .......................................................16 

Eligibility During a Leave of Absence ......................................................................................18 

Termination of Eligibility ..........................................................................................................20 

HIPAA Certificate of Creditable Coverage ...............................................................................21 

Reinstatement of Eligibility ......................................................................................................21 

COBRA Continuation Coverage ..............................................................................................21 

RETIREE PROGRAM ................................................................................................................26 

General Eligibility Requirements for Retiree Program .............................................................27 

Self-Payments for Retiree Program Benefits ...........................................................................27 

Retiree Program Benefits ........................................................................................................28 

Termination of Retiree Program Benefits ................................................................................29 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

 
 

DISABILITY, DEATH & DISMEMBERMENT INSURANCE .......................................................30 

Weekly Loss of Time Benefits .................................................................................................30 

Life Insurance .........................................................................................................................31 

Accidental Death and Dismemberment Benefit .......................................................................32 

MEDICAL EXPENSE BENEFITS ...............................................................................................34 

Calendar Year Deductibles .....................................................................................................34 

Plan Co-Payment Percentages ...............................................................................................34 

Out-of-Pocket Maximum .........................................................................................................35 

Maximum Benefits ..................................................................................................................35 

Covered Medical Expenses ....................................................................................................35 

CLASS C MEDICAL BENEFITS ................................................................................................42 

MEDICARE SUPPLEMENT BENEFITS .....................................................................................42 

DENTAL EXPENSE BENEFIT ...................................................................................................43 

VISION CARE BENEFITS..........................................................................................................48 

ROUTINE COLON CANCER SCREENING BENEFIT ...............................................................51 

PLAN LIMITATIONS AND EXCLUSIONS .................................................................................52 

HOW TO FILE CLAIMS .............................................................................................................57 

GENERAL PROVISIONS AND INFORMATION ........................................................................58 

Definitions ...............................................................................................................................58 

Claim Procedures ...................................................................................................................64 

Coordination of Benefits (C.O.B.) ............................................................................................68 

Subrogation and Reimbursement ............................................................................................72 

Plan Administration .................................................................................................................75 

Additional Plan Provisions .......................................................................................................76 

Notice of Privacy Practices .....................................................................................................79 

Statement of Participant's Rights ............................................................................................88 

Notice Regarding Grandfathered Status .................................................................................93 

Este folleto contiene un resumen en Inglés de su plan de derechos y beneficios de Employer Gla-
ziers’ Union Local No. 27 Health & Welfare Fund. Si usted tiene dificultad para entender cualquier 
parte de este folleto, póngase en contacto con Stewart C. Miller & Co., Inc., el administrador del 
plan, en la oficina en 2111 West Lincoln Highway, Merrillville, IN 46410. Horas de oficina son de 
8:00 a 17:00 el lunes al viernes. También puede llamar a oficina al administrador del plan en 1-219-
769-6944 de asistencia. 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 1 
 

►► TO NEW PARTICIPANTS ◄◄ 
 
The following information is for newly eligible employees and their dependents. It does not apply 
to owner-operators. More information about COBRA Coverage is on pages 21-25. 
 
Notice about Your COBRA Rights – This notice is intended to inform you, in a summary fash-
ion, of your rights and obligations under the COBRA Coverage provisions of the law. 
 
Qualifying Events and Maximum Coverage Periods – You (the employee) and your eligible 
dependents are entitled to elect COBRA Coverage and to make self-payments for the coverage 
for up to 18 months after coverage would otherwise terminate due to one of the following events 
(called “qualifying events”): 1) a reduction in your hours; or 2) termination of your employment. 
 
If you or an eligible dependent are disabled (as defined by the Social Security Administration for 
the purpose of Social Security disability payments) on the date of one of the qualifying events 
listed above, or if you or a dependent become so disabled within 60 days after an 18-month 
COBRA Coverage period starts, the maximum coverage period will be 29 months for all mem-
bers of your family who were covered under the Plan on the date of that qualifying event. The 
COBRA self-payment amount for the extra 11 months of coverage for the family will increase. 
You or the disabled dependent must notify the Fund Office within 60 days of such a disability de-
termination by Social Security and before the end of the initial 18-month period and also within 
30 days of the date Social Security determines that you or the dependent are no longer disabled. 
(This 11-month extension rule does not apply to dependents during a 36-month maximum cover-
age period as explained below.) 
 
Your dependents (spouse or children) are entitled to elect COBRA Coverage to make self-
payments for the coverage for up to 36 months after coverage would otherwise terminate due to 
one of the following events (called “qualifying events”) 1) a divorce from your spouse; 2) a de-
pendent no longer meets the Plan’s definition of a dependent child; or 3) your death. 
 
If your dependents are covered under an 18-month COBRA Coverage period and a second qual-
ifying event (one of the events listed in the paragraph above) occurs, their COBRA Coverage 
maximum coverage period may be extended up to a maximum of 36 months minus the number 
of months of COBRA Coverage already received under the 18-month continuation. The maxi-
mum period of time that a dependent can have COBRA Coverage is 36 months, even if one or 
more new qualifying events occur to the person while he is covered under COBRA Coverage. 
 
If you (the employee) become entitled to Medicare while you are an active employee and then 
later your coverage will or does terminate due to termination of your employment or a reduction 
in hours, your dependents will be entitled to COBRA Coverage for up to 36 months measured 
from the date of your Medicare entitlement, or 18 months measured from the date their coverage 
would otherwise terminate due to termination of your employment or a reduction in hours, which-
ever period is longer. 
 
COBRA Coverage may not be elected by anyone who was not covered under the Plan on the 
day before the occurrence of a qualifying event except that, if a child is born to you, adopted by 
you, or placed for adoption with you after you become covered under an 18-month COBRA peri-
od, the child will have the same election rights as your other dependents who were covered on 
the day before the first qualifying event if a second qualifying event occurs. 
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Benefits Provided Under COBRA Coverage – A person electing COBRA Coverage can make 
self-payments for the health care benefits for which he was eligible on the day before the qualify-
ing event that would otherwise cause loss of coverage. A person can elect to make COBRA self-
payments for medical benefits only, or medical benefits plus dental and vision benefits. COBRA 
Coverage does not include life insurance and accidental death & dismemberment insurance, or 
Weekly Loss of Time Benefits. 
 
Notification Responsibilities – You or your spouse of the child must notify the Fund Office if 
you get divorced or if the child loses dependent status. The Fund Office must be notified in writ-
ing within 60 days of the date of the qualifying event or within 60 days of the date coverage for 
the affected dependent(s) would terminate, whichever date is later. If written notification is not 
provided to the Fund Office within these time limits, your spouse or the child will not be entitled to 
elect (or in the case of a second qualifying event, to extend) COBRA Coverage. To make sure 
that you are sent notification of your election rights as soon as possible, you or the dependent 
should also notify the Fund Office any time of any type of qualifying event occurs. 
 
In order to protect your family’s rights, you should keep the Fund Office informed of any changes 
in the addresses of family members. 
 
Additional Rules Governing COBRA Coverage – Each member of your family who would lose 
coverage because of a qualifying event is entitled to make a separate election of COBRA Cover-
age. If you elect COBRA Coverage for yourself and your dependents, your election is binding on 
your dependents. A person does not have to show that he is insurable to elect COBRA Cover-
age. If coverage is going to terminate due to termination of your employment or a reduction in 
your hours and you do not elect COBRA Coverage for your dependents when they are entitled to 
the coverage, your dependent spouse has the right to elect COBRA Coverage for up to 18 
months for herself and any children within the time period that you could have elected COBRA 
Coverage. 
 
Electing COBRA Coverage – If you do not have sufficient employer contributions to continue 
coverage, or when the Fund Office is notified of any other qualifying event, you and/or your de-
pendents will be sent an election notice that explains when coverage will terminate. It will also 
explain your right to elect COBRA Coverage, the due dates, and the amount of the self-
payments. An election form will be sent along with the election notice. Complete the election 
form and return to the Fund Office if you want to elect COBRA. A person has 60 days after he is 
sent the election notice or 60 days after his coverage would terminate, whichever is later, to re-
turn the completed election form. A COBRA election is considered to be made on the date of the 
postmark on the returned election form. If the election form is not returned within the allowable 
time period, you and/or your dependents will not be entitled to elect COBRA. 
 
COBRA Coverage Self-Payment Rules – COBRA self-payments must be made monthly. The 
amount of the monthly COBRA self-payment is determined by the Trustees and is subject to 
change, but not usually more often than once a year. The amount due will be shown on the elec-
tion notice. A person has 45 days after the date of the election to make the initial self-payment. 
Your first COBRA self-payment will be applied to your first month of COBRA Coverage—not the 
month in which you make the payment. For example, if your regular eligibility ends March 31, 
your initial COBRA self-payment will be for April, even if you do not make your first payment until 
May. There is no grace period for your initial payment. The due date for your second COBRA 
self-payment for the month of May is May 1st (but there is a 30-day grace period for that pay-
ment). You must make payments for continuous coverage—you cannot skip a month. The due 
date for each following monthly payment is the first day of the month for which coverage is de-
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sired. A payment will be considered on time if it is received within 30 days of the due date. If a 
COBRA self-payment is not made within the time allowed, COBRA Coverage for all affected fam-
ily members will terminate. You may not make up the payment or reinstate coverage by making 
future payments. 
 
Termination of COBRA Coverage - COBRA Coverage for a covered person will end sooner 
than the end of the applicable maximum coverage period when the first of the following events 
occurs: 1) a correct and on-time payment is not made to the Fund; 2) the Fund no longer pro-
vides group health coverage to any employees; 3) if a person is receiving extended coverage for 
up to 29 months due to his or another family member’s disability, Social Security determines that 
he or the family member is no longer disabled; 4) after electing COBRA Coverage, the person 
becomes entitled to Medicare benefits; or 5) after electing COBRA Coverage, the person be-
comes covered under another group health plan. Exception: This termination rule will not apply if 
the person has a preexisting medical condition that would cause benefits to be excluded or lim-
ited under the other plan. In such case, subject to all Plan limitations, this Plan will pay primary 
benefits for treatment of the preexisting condition for the duration of the other Plan’s preexisting 
condition exclusion or limitation and the other plan will pay primary benefits for treatment of all 
other conditions. 
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►► TO ALL PARTICIPANTS ◄◄ 
 
ABOUT THIS BOOKLET – We are pleased to distribute this new Summary Plan Description 
(SPD) which explains the benefits available under your Health and Welfare Fund, summarizes 
the eligibility rules for participation in the Fund, and presents your rights as a participant. You 
should take time to read this new SPD so that you are up to date on the benefits available to you 
under the Plan. In the event of a conflict between this Summary Plan Description and the rules 
and regulations governing the Plan, the rules and regulations will govern.  
 
The Trustees will continue to make every effort to administer your Plan in such a way that it can 
remain financially secure and at the same time provide the greatest benefits for you and your 
family in future years. You will be kept informed of any changes in the procedures and provisions 
of your plans. 
 
WHERE TO GET HELP UNDERSTANDING THIS BOOKLET – This booklet contains a sum-
mary in English of your rights and the benefits available under the Glazing Employers & Glaziers’ 
Union Local No. 27 Health and Welfare Fund. If you have any difficulty understanding any part of 
this booklet, contact the Fund Office as follows: 

     Stewart C. Miller & Co., Inc. 
     2111 West Lincoln Highway 
     Merrillville, IN 46410 
     Telephone 1-219-769-6944 
 
OTHER PLANS PROVIDED BY THE FUND – The Glazing Employers & Glaziers’ Union Local 
No. 27 Health and Welfare Fund also provides certain health and welfare benefits for eligible art 
glass workers, glass warehouse workers, and apprentices, and their dependents. Those benefits 
and the eligibility requirements for participating in that Plan are explained in a separate booklet. If 
you want information about the other benefit plan provided by this Fund, contact the Fund Office 
at the address and telephone number shown on the inside front cover of this booklet. 
 
DEFINITIONS ARE IMPORTANT – Some of the words used in this booklet are necessarily very 
specific and explain important Plan provisions, so it is important that you understand their precise 
meaning. Therefore, we recommend that you read the “Definitions” section that starts on page 58 
first and that you note other defined terms throughout the booklet. Note that only those family 
members who meet the definition of a dependent (see pages 58-63) can be covered under the 
Plan. 
 
PRONOUNS USED IN THIS BOOKLET – In this booklet, masculine personal pronouns (he, him, 
his) include the feminine (she, her, hers) wherever they apply. However, feminine personal pro-
nouns are used when referring to spouses. If a spouse is a male, the feminine reference will in-
clude the masculine wherever it applies. Also, wherever the term “you” or “your” is used, it refers 
to an eligible employee. 
 
     Sincerely, 
 
     The Board of Trustees 
     Glazing Employers & Glaziers’ Union Local No. 27  
     Health and Welfare Fund 
     c/o Stewart C. Miller & Co., Inc. 
     2111 West Lincoln Highway 
     Merrillville, IN 46410 
     Telephone 1-219-769-6944 
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►► SPECIAL PLAN FEATURES THAT CAN SAVE YOU MONEY ◄◄ 

PREFERRED PROVIDER ORGANIZATION (PPO) 

The Blue Cross and Blue Shield of Illinois (BCBSIL) PPO Network is a national network of hospi-
tal and doctors that will provide hospital care to Plan participants at negotiated rates. 
 
When you use BCBSIL PPO providers, you save money because the rates at PPO providers 
are usually lower. Therefore, your out-of-pocket share of the expenses may be lower. 
 
Please note that BCBSIL providers are the Plan’s preferred providers, but you do not have to use 
them. However, the Plan will usually pay a higher co-payment percentage when you do, which 
means you will pay less out of your pocket. Check the Schedule of Benefits for details. 
 
 Be sure to show your Blue Cross and Blue Shield I.D. card whenever you or a covered 

family member get medical care. The I.D. card has information that the hospital or doctor 
needs to bill BCBSIL for your medical care. 

 
A list of providers in the BCBSIL PPO Network will be provided at no charge to participants who 
request one by calling 1-800-810-BLUE (2583). You can also find participating providers on the 
BCBSIL website at www.bcbsil.com. 

MEDICAL REVIEW PROGRAM 
Blue Cross Blue Shield 

1-800-433-3232  
 
BCBSIL also provides a Medical Review Program to review all inpatient hospital admissions and 
non-emergency surgeries (inpatient and outpatient). The medical review program’s staff and doc-
tors will review the clinical information provided by your doctor and, if appropriate, approve the 
surgery, or the admission and the recommended length of stay. For longer stays, the staff will 
work with your doctor during your confinement to see that your continuing needs are met in the 
most effective way possible. 
 
NON-EMERGENCY HOSPITALIZATION – You or your doctor should contact BCBSIL as soon 
as the decision to hospitalize you or your dependent is made to provide the information neces-
sary for the preadmission authorization. 
 
EMERGENCY HOSPITALIZATION – If you or a dependent are hospitalized for emergency 
treatment, you or your doctor should contact BCBSIL no later than the next business day. 
 
EXTENSION OF TIME – If complications arise, your doctor should call BCBSIL before the au-
thorized time expires and get authorization for the additional time required in the hospital. 
 
MATERNITY ADMISSIONS – When your or a dependent spouse’s pregnancy has been con-
firmed, ask the doctor to call BCBSIL as soon as possible. 
 
NON-EMERGENCY SURGERIES – If your doctor recommends non-emergency inpatient or out-
patient surgery for you or a dependent, you or your doctor should call BCBSIL before  the sur-
gery. 
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►► YOUR RESPONSIBILITIES AS A PARTICIPANT ◄◄ 
 
There are certain responsibilities that you, as a participant, must assume. If you don’t meet these 
responsibilities, your eligibility or the benefits payable may be affected. 
 
1. Take time to read this Summary Plan Description. 

 
2. Fill out and give the Fund Office an enrollment form within 31 days of your effective date of 

coverage. (The Fund Office will automatically send an enrollment form to newly eligible par-
ticipants.) 

 
3. Tell the Fund Office promptly in writing if you have a change of address. 

 
4. Tell the Fund Office if you have: 

 
a. A change in marital status. 

b. A change in beneficiary. 

c. A change in dependents 

• You should also submit a new enrollment form when you lose or get a new de-
pendent. Call the Fund Office if you need a new form mailed to you. 

 
5. Complete the proper forms and provide any additional information requested by the claims 

office. 
 

6. Make self-payments on time and in the correct amount. 
 
7. Review the hours reported on your eligibility statements and advise the Fund Office if there 

are any discrepancies. 
 

If You Move - Tell the Fund Office Right Away 
 
Most information about your Plan is sent to you by mail. Make sure the Fund Office always has 
your address so the Fund can always mail you information about your benefits.  
 
If you move, make sure you tell the Fund your new address. if you don’t, you may risk your eligi-
bility or benefits because we have no way to contact you about any changes in the eligibility rules 
or improvements in benefits. So don’t lose out! 
 
Send a postcard or note to: 
    

Glaziers’ Union Local No. 27 Health and Welfare Fund 
   c/o Stewart C. Miller & Co., Inc. 
   2111 West Lincoln Highway 
   Merrillville, IN 46410 
 
You can call the Fund Office Monday through Friday, 8:00 a.m. to 4:30 p.m. The number is 
1-219-769-6944. However, address changes cannot be made by verbal instruction. 
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►► CLASS A SCHEDULE OF BENEFITS ◄◄ 
FOR ACTIVE ELIGIBLE EMPLOYEES AND THEIR DEPENDENTS 

 
 

FOR ACTIVE EMPLOYEES ONLY 
 
Weekly Loss of Time Benefit  

(Payable for non-occupational disabilities only.) 

Weekly benefit amount payable ..................................................................................... $200 

Maximum number of weeks payable per period of disability ................................... 13 weeks 

Day benefits start: 

Accidental injury ....................................................................................................2nd day 

Sickness ............................................................................................................... 8th day 

 
Life Insurance   

Life insurance benefit amount ................................................................................... $25,000 

 
Accidental Death and Dismemberment Insurance 

Full amount ............................................................................................................... $10,000 
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FOR ACTIVE EMPLOYEES AND THEIR DEPENDENTS 
 
Benefits are payable only for covered expenses (defined on page 35). Covered expenses do not 
include charges that are more than the usual and customary fees (see page 63), or charges for 
treatment that is not medically necessary (see page 61). All benefits are subject to the maximum 
benefits and limitations stated below, and to all Plan conditions and exclusions. 
 
Medical Expense Benefit   
  
Calendar year deductible: 

Per person ..................................................................................................................... $100 

Per family (may be satisfied by 2 or more family members) ........................................... $200 

 
Plan co-payment percentages (after satisfaction of the calendar year deductible): 

PPO providers ................................................................................................................ 90% 

Non-PPO providers ......................................................................................................... 80% 

Prescription drugs (retail pharmacy and mail order) ........................................................ 80% 

Ambulance transportation ............................................................................................... 80% 

(The Plan co-payment percentages shown above apply to all covered medical  
expenses unless stated otherwise on the following page.) 

 
Out-of-pocket maximums per calendar year (not including deductibles): 

Per person .................................................................................................................. $1,000 

Per family (may be satisfied by 2 or more family members) ........................................ $2,000 

(If a person’s out-of-pocket payments for his 10% or 20% co-payment shares of 
the covered medical expenses he incurs during a calendar year reach the 
$1,000 individual out-of-pocket maximum, the Plan pays 100% for the covered 
medical expenses the person incurs during the remainder of that calendar year. 
After the out-of-pocket payments made by all eligible family members for their 
10% or 20% co-payment shares of the covered medical expenses those family 
members incur during a calendar year reach the $2,000 family out-of-pocket 
maximum, the Plan pays 100% for the covered medical expenses incurred by 
all eligible family members in that family during the remainder of that calendar 
year.)  
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SPECIAL BENEFITS AND LIMITATIONS 
 
The following limitations apply to the benefits payable under the Medical Expense Benefit for the 
specified types of treatment. 
 
Unless specifically stated otherwise, the co-payment percentages for the types of treatment 
shown below are the same co-payment percentages payable for all other types of treatment 
(90% or 80%). 
 
Wellness Benefit 

Plan payment percentage ............................................................................................. 100% 

 
Chiropractic Care 

Maximum benefit payable per person per calendar year ............................................. $1,000 

 
Home Health Care 

Lifetime maximum number of visits ......................................................................... 120 visits 

 
Routine Colon Cancer Screening Benefit 

Plan payment percentage ............................................................................................. 100% 

 
Dental Expense Benefit 

Maximum benefit payable per person per calendar year for dental care ..................... $1,500 

(The maximum benefit does not apply to exams, sealants, fluoride, and 
routine cleanings for persons under age 19.) 

Maximum benefit payable per person per calendar year for orthodontia care ............. $2,500 

(Orthodontia treatment covered for children up to age 19 only.) 

Deductible per person per calendar year ......................................................................... $50 

(The deductible does not apply to orthodontia treatment.) 

Plan payment percentages: 

Preventative care ................................................................................................. 100% 

Restorative treatment ............................................................................................. 75% 

Orthodontia treatment .......................................................................................... 100% 

Full mouth x-ray frequency limit ...................................................... one set every 36 months 

 
 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 10 
 

Vision Care Benefit 

Vision Care Services 
(allowable once every 12 
months) 

VSP Network Provider Non-Network Provider 

Vision Exams Plan pays 100% after you pay a 
$10 copay 

Plan pays 100%, up to $45 per 
exam, after you pay a $10 copay 

Lenses (per pair): 
Single vision 
Bifocal 
Trifocal 
Lenticular 

Plan pays 100% 

Plan pays 100% up to: 
$30 
$50 
$65 
$100 

Frames Plan pays 100%, up to $150 Plan pays 100%, up to $70 

Contacts: 
Contact lens exam 
Elective contacts 
Medically necessary 

 
Up to $40 copay 

Plan pay 100%, up to $130 
Plan pays 100% 

 
Plan pays 100%, up to $105 
Plan pays 100%, up to $210 
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►► CLASS B SCHEDULE OF BENEFITS ◄◄ 
 

FOR RETIREES & THEIR DEPENDENTS WHO ARE NOT ELIGIBLE FOR 
MEDICARE 

 
Medical Expense Benefit   

SAME AS ACTIVE EMPLOYEES 
 
Benefits are payable only for charges that are considered covered expenses, only for amounts of 
charges that are usual and customary, and only for treatment that is medically necessary. All 
benefits are subject to the maximum benefits and limitations stated above in the Class A Sched-
ule of Benefits and to all Plan conditions and exclusions. 
 
Amounts applied to an employee’s calendar year deductibles and his lifetime and calendar year 
maximum benefits under the Class A Schedule of Benefits will carry over and be applied to his 
Class B maximums and deductibles when he retires. The same applies to the retiree’s depend-
ents. 
 
 
 Important — Class B Retirees and their dependents are NOT eligible for: 

• Life or AD&D insurance 
• Weekly Loss of Time Benefits 
• Dental Expense Benefits 
• Vision Care Benefits 

 
 
 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 12 
 

►► CLASS C SCHEDULE OF BENEFITS ◄◄ 
 

MEDICARE SUPPLEMENT 
FOR MEDICARE-ELIGIBLE RETIREES AND MEDICARE-ELIGIBLE 

DEPENDENTS OF RETIREES 
 
Hospital Benefits   
 Medicare Part A (hospital) deductibles…………………………………………….…Payable 

 The first 3 pints of blood during any one spell of sickness…………………………Payable 

 
Surgical and Medical Benefits   
 Medicare Part B calendar year deductible……………………………………………Payable 

 The 20% not paid by Medicare for surgical fees………………………………….....Payable 

 The 20% not paid by Medicare for all other Medicare-covered expenses………...Payable 

 
Class C Exclusions and Limitations   
 

 
IMPORTANT 

 
Benefits for the following are NOT provided for Class C & D Retirees 
and their dependents: 

• Prescription drugs1 
• Services of special duty nurses 

 
 In addition, Class C coverage does NOT include: 

• Life or AD&D insurance 
• Weekly Loss of Time Benefits 
• Dental Expense Benefits 
• Vision Care Benefits 

 
 
To get the maximum benefits available under the Plan, an eligible person must be enrolled in 
Medicare Part A and should be enrolled in Medicare Part B. This Plan’s benefits for an eligible 
person will be determined as though the person is enrolled in both Part A and Part B, whether or 
not the person is actually enrolled in both Parts. 
 

                                                
1  However, prescription drug coverage IS provided for a disabled retiree (Class D) and his de-

pendents if the retiree is covered by Medicare due to a Social Security disability award. In 
such case, prescription drug coverage will terminate when the retiree becomes eligible for 
Medicare due to age (currently at age 65). 
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►► ELIGIBILITY FOR ACTIVE EMPLOYEES ◄◄ 
 

 
 

Important Notes About These Eligibility Rules 
 

You and your covered dependents will become and remain eligible for benefits from this 
Plan if: 

 
• You are employed by a participating employer, and 
• You satisfy the initial and continuing eligibility requirements described in this section. 

 
A “participating employer” is one who makes contributions to the Glaziers’ Union Local 
No. 27 Health and Welfare Fund pursuant to a collective bargaining agreement with the 
Union or a participation agreement with the Trustees. 
 
If you meet the Plan’s initial eligibility requirements, but later do not meet the continuing 
eligibility rules, you and your dependents will lose your eligibility for benefits. 
 
The Trustees, in their discretion, are empowered to change or to amend these eligibility 
rules at any time. They also reserve the right to deny benefits to any claimant who is, in 
their opinion, attempting to subvert the purpose of the Plan or who does not present a 
bona fide claim. 

 
 
 
 

Owner-Operators 
 

The eligibility rules described in this section do not apply to you if you participate in this 
Plan as an owner-operator. Instead, your eligibility is governed by the terms of your 
agreement with the Trustees, and you will be eligible on a quarter-to-quarter basis only 
when the 160-hour-per-month contributions are made on your behalf. You cannot accu-
mulate excess hours for future use, nor will you be entitled to disability credit if you be-
come disabled. If there are insufficient contributions for a month, or if the contributions 
stop altogether, your coverage will terminate at the end of the last month for which the 
required contributions were due. In such case you cannot make Regular self-payments 
or COBRA self-payments to continue your eligibility. 
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CONTRIBUTION QUARTERS AND BENEFIT QUARTERS 

Eligibility is based on Contribution Quarters (work quarters) and Benefit Quarters (quarters in 
which you are eligible for benefits) as follows: 
 

Contribution Quarters 
Work performed during…   

Benefit Quarters 
Determines eligibility in… 

October, November, December March, April, May 

January, February, March June, July, August 

April, May, June September, October, November 

July, August, September December, January, February 

 

INITIAL ELIGIBILITY 

You will become initially eligible on the first day of the Benefit Quarter corresponding to the Con-
tribution Quarter for which a participating employer makes contributions to the Fund on your be-
half for at least 240 hours. Your initial eligibility date is also called your “effective date of cover-
age”. 
 
On your effective date of coverage, coverage will also start for any of your family members who 
meet the Plan’s definition of a dependent (see page 59). If you get a new dependent after your 
effective date of coverage, and while you are still eligible for benefits, that person’s effective date 
of coverage will be the date the person became your dependent. 
 
You may not make a self-payment to earn initial eligibility. 
 
 

CONTINUATION OF ELIGIBILITY 

Eligibility Due to Employer Contributions   

After becoming initially eligible, you will continue to be eligible in each succeeding Benefit Quar-
ter as long as you are working for a contributing employer who makes contributions to the Fund 
on your behalf for 240 hours in the corresponding Contribution Quarter. 
 
Accumulation and Use of Excess Hours   

The Fund Office will keep track of any contribution hours made by a contributing employer on 
your behalf that are in excess of 240 hours during a Contribution Quarter. These “excess hours” 
can be used in a subsequent Contribution Quarter when you do not have the 240 hours neces-
sary to continue your eligibility. You can accumulate up to a maximum of 720 excess hours. 
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Any excess hours you have accumulated will be forfeited if you begin working in non-covered 
employment. However, if you are promoted by a contributing employer to a job category not cov-
ered by the collective bargaining agreement, and then return to covered employment within 12 
months of the promotion, your excess hours will be restored. 
 
You will also lose your excess hours if you fail to make a required Regular self-payment (if the 
excess hours are less than the 240 hours to continue eligibility). 
 
Eligibility During Disability 

If you become permanently and totally disabled, or totally (but not permanently) disabled and un-
able to work in the trade or perform any other gainful employment, your eligibility will be main-
tained according to the following rules: 

 
1. You must be completely prevented from engaging in covered employment as a result of 

accidental bodily injury or sickness. Disability credits will not be granted if you are gainfully 
employed in any capacity. 
 

2. You must be entitled to Weekly Loss of Time Benefits or workers’ compensation disability 
benefits as a result of your injury or sickness.  

 
3. You cannot be maintaining your eligibility by making COBRA self-payments. 

 
4. You must provide the Fund Office with all required proofs of total disability and entitlement 

to Weekly Loss of Time Benefits or workers’ compensation disability benefits. 
 

5. The maximum period your eligibility will be extended during any one period of disability will 
be 24 consecutive months. (Loss of Time Benefits are payable for a maximum of 13 weeks, 
but your eligibility under this provision can be extended beyond that 13-week period if you 
remain totally disabled and under a physician’s care.)  

 
6. If you qualify for eligibility protection during disability in accordance with these rules, you 

will be credited with disability hours (up to 240 hours per quarter) to help you maintain your 
eligibility. The disability hours credited to you will be considered regular credited hours and 
will apply toward maintaining your eligibility for benefits the same as though you had 
worked the hours. 

 
7. If you qualify for eligibility during disability in accordance with these rules and are not on 

designated Family Medical Leave Act leave from your Employer, you will be required to ex-
haust all your regular accumulated eligibility (eligibility due to employer contributions) prior 
to being credited with disability hours.  However, if you qualify for eligibility during disability 
in accordance with these rules and you are on a designated Family Medical Leave Act 
leave from your Employer, you will not be required to exhaust all your regular accumulated 
eligibility (eligibility due to employer contributions) prior to being credited with disability 
hours. 

 
8. If you are on designated Family Medical Leave Act leave from your Employer and qualify 

for eligibility during disability in accordance with these rules, your Employer will not be re-
quired to make contributions to the Fund for the months during which the Employee is cred-
ited with disability hours.  In such a case the disability hours provided by the Plan shall be 
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considered the Plan's explicit FMLA provision for maintaining coverage under federal regu-
lations.  However, if you are on designated Family Medical Leave Act leave from your  
employer and do not qualify for eligibility during disability in accordance with these rules or 
if your Employer fails to designate leave as Family Medical Leave Act leave in a case 
where the Family Medical Leave Act would require that leave under the Act be provided, 
your Employer will be required to continue contributions at the level and under the condi-
tions that contributions would have been required if you had continued in employment for 
the duration of the leave required under the Family Medical Leave Act. 

 
9. Successive period of disability will be considered one period of disability unless: 

 
a. You return to active work with an employer for at least one day and submit evidence 

satisfactory to the Trustees that the cause of the latest disability is not related to the pri-
or disability; or 
 

b. The two absences were separated by a return to active continuous work for at least one 
week. 

 
10. The Trustees retain the right to have you medically examined by a doctor of their own 

choice at the Plan’s expense to determine whether a disability qualifies under this provi-
sion. 
 

11. If you elect COBRA Coverage because you cannot return to work and reestablish eligibility, 
any eligibility extension you receive under these disability provisions will apply toward your 
18-month COBRA period. For example, if you are granted 6 months of eligibility under 
these disability rules, you can then make COBRA self-payments for an additional 12 
months. 

 
 
Self-Payment of Contributions (“Regular Self-Payments”)   

The Regular self-payment described in this section is NOT the same as COBRA self-payments. 
Regular self-payments are for Contribution Quarters (you pay for eligibility in a later quarter); 
while COBRA self-payments are for the same month you are eligible. Also, the amounts of the 
self-payments and the due dates are different. 
 
If you establish initial eligibility, but then have a period of unemployment that endangers your 
continuing eligibility, you can make a Regular self-payment to continue your coverage (and cov-
erage for your dependents). 
 
To be eligible to make Regular self-payments, you must be available for work in covered em-
ployment in the industry with an employer who participates in this Fund. 
 
The amount of the Regular self-payment required will be equal to 240 hours times the hourly rate 
in effect for contributing employers. The 240 hours will be reduced by your hours worked in the 
most recent Contribution quarter, if any. 
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You can continue your eligibility by making Regular self-payments for a maximum of four (4) 
successive Benefit Quarters. However, if the industry is suffering from an extended period of 
widespread unemployment, the Trustees may temporarily allow additional Regular self-payments 
for more than 4 quarters. Call the Fund Office to find out if you can make more than 4 quarter of 
Regular self-payments. 
 
When you are eligible due to a Regular self-payment, you and your covered dependents will be 
entitled to the same benefits, and subject to the same limitations and provisions, as employees 
who are eligible due to active employment. 
 
SPECIAL RULE – If the industry is suffering from an extended period of widespread unemploy-
ment, the Trustees may put the following special self-payment rules into place to help employees 
keep their coverage. 
 
Option 1 – Regular Self-Payment 
 
For short-hour self-payments made for the contribution quarter beginning: October, November, 
December 2017, which provides benefits for March, April, May 2018; you will pay 240 hours per 
quarter less the actual hours worked times the current contribution rate of $14.04. The full 
amount would be or $3,369.60 per quarter ($1,123.20 per month). These payments can be made 
for a maximum of four consecutive quarters. At the end of this period you would be given the op-
tion of an additional 18-months of COBRA continuation coverage as defined by the Plan. 
 
Option 2 - COBRA 
 
Because in some situations making a self-payment based on the following rate schedule would 
be cheaper than making the short-hour self-payment, the Trustees have adopted this emergency 
provision which allows you to choose the lesser of the two amounts which can be made for a 
maximum of four consecutive quarters. If this option is chosen over the short-hour self-payment 
(OPTION I above), you cannot change back and make regular short hour self-payments. The 
self-payment quarters under this option will be concurrent with the 18-months of COBRA self-
payments. You can make self-payments under this option for a maximum of four (4) quarters. If 
at the end of the maximum period you are still not eligible for benefits through work hours, you 
will have six (6) months of COBRA benefit. 
 

OPTION 2 COBRA RATES PER MONTH 
 Quarterly Rates Monthly Rates 
Medical Only (per adult) $1,116.00 $372.00 
Medical Only (per child) $   393.00 $131.00 
Medical, Dental & Vision (per adult) $1,200.00 $400.00 
Medical, Dental & Vision (per child) $   423.00 $141.00 

 
 

Regular self-payments must be mailed to the Fund Office and postmarked on or be-
fore the last day of the month BEFORE the coverage month. 
 
A notice that a Regular self-payment is due will be sent by mail to the last known val-
id address on file at the Fund Office, so it is important that you tell the Fund Office 
right away if your address changes 
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The following are examples illustrate the various options. 
 
Example 1 
 
Man works 0 hours during his first short contribution quarter with a spouse and 1 dependent: 
 

OPTION 1 – Regular Self-Payment Rule 
240 x $14.04 = $3,369.60 per quarter ($1,123.20 cost per month) 

 
OR 

 
OPTION 2 – COBRA Per Individual 

You: $1,200 per Quarter or $400 per month for Medical, Dental & Vision 
Your Spouse: $1,200 per Quarter or $400 per month for Medical, Dental & Vision 
Your Child: $423 per Quarter or $141 per month for Medical, Dental & Vision 
TOTAL: $2,823 per quarter or $941 per month for Medical, Dental & Vision 
 
If you choose to pay $941.00 per month under OPTION 2, you would be allowed to make these 
payments for a maximum of 18-months before having to re-establish initial eligibility as defined 
by the Plan. 
 
Example 2 
 
Man works 100 hours during his first short contribution quarter with a spouse and 1 dependent 
and 0 hours in the second successive benefit quarter: 
 

Option 1 – Regular Self-Payment Rule 
140 x $14.04 = $1,965.60 per quarter ($655.20 per month) 1st Quarter 
240 x $14.04 = $3,369.60 per quarter ($1,123.20 per month) 2nd Quarter 

 
OR 

 
Option 2 – COBRA Per Individual 

You: $1,200 per Quarter or $400 per month for Medical, Dental & Vision 
Your Spouse: $1,200 per Quarter or $400 per month for Medical, Dental & Vision 
Your Child: $423 per Quarter or $141 per month for Medical, Dental & Vision 
TOTAL: $2,823 per quarter or $941 per month for Medical, Dental & Vision 
 
If you choose $655.20 cost per month under OPTION 1 for the first quarter and choose to pay 
$941.00 a month under OPTION 2 for the second quarter and the two following quarters, you 
would be allowed to make these payments for a maximum of 18-months starting at the beginning 
of the second quarter before having to re-establish initial eligibility as defined by the Plan. 
 
 
Eligibility During a Leave of Absence   

MATERNITY OR PATERNITY LEAVE – You can make an advance self-payment to continue 
your eligibility during a qualified leave of absence of up to three (3) months for maternity or pa-
ternity leave. Contact the Fund Office for further information.  
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FAMILY MEDICAL LEAVE – In some cases your eligibility may be continued during a leave of 
absence under the Family and Medical Leave Act (FMLA). Contact the Fund Office if you would 
like more information about your eligibility for benefits during a qualifying leave. 
 
When you take leave under the Family and Medical Leave Act of 1993 (FMLA), you must submit 
an application for leave to your employer. Your employer will submit a copy of the approved ap-
plication to the Trustees so that your rights to health care coverage are protected during your 
leave. 
 
If you are on designated Family Medical Leave Act leave from your Employer and qualify for eli-
gibility during disability in accordance with the Eligibility During Disability Rules on page 15, your 
Employer will not be required to make contributions to the Fund for the months during which the 
Employee is credited with disability hours.  In such a case the disability hours provided by the 
Plan shall be considered the Plan's explicit FMLA provision for maintaining coverage under fed-
eral regulations.  However, if you are on designated Family Medical Leave Act leave from your 
employer and do not qualify for eligibility during disability in accordance with these rules or if your 
Employer fails to designate leave as Family Medical Leave Act leave in a case where the Family 
Medical Leave Act would require that leave under the Act be provided, your Employer will be re-
quired to continue contributions at the level and under the conditions that contributions would 
have been required if you had continued in employment for the duration of the leave required 
under the Family Medical Leave Act. If you return to work for a participating employer within 12 
weeks, you will continue to receive coverage. 
 
If your coverage terminates, you will then be eligible to purchase COBRA Continuation Cover-
age. Contact the Fund Office for additional information about your coverage during a FMLA leave 
or continuing your coverage under COBRA. Your rights under the FMLA are summarized below. 
 
You have the right to take unpaid leave if you meet the following criteria: 
 
1. You worked for the same participating employer for at least 12 months; 

 
2. You have worked at least 1,250 hours during the previous 12 months; and 

 
3. You work at a location where at least 50 employees are employed by your participating em-

ployer within a 75-mile radius. 
  
The duration of leave available to you will depend upon the reasons for which you are taking the 
leave.  
 
1. You may qualify for up to 12 weeks (during any 12-month period) of unpaid leave for your 

own serious illness, the birth or adoption of a child, to care for a seriously ill spouse, parent or 
child or qualifying exigency to deal with the affairs of your spouse, child, or parent because 
he or she is called to active military duty. A qualifying exigency includes short-notice deploy-
ment, military events and related activities, childcare and school activities, financial and legal 
arrangements, counseling, rest and recuperation, post-deployment activities and additional 
activities as defined under the FMLA in 29 CFR Part 825. 

 
2. You may qualify for up to 26 weeks (during any 12-month period) of unpaid leave to care for 

a covered service-member with a serious injury or illness if the employee is the spouse, child, 
parent or next of kin of the service member as defined under the FMLA in 29 CFR Part 825. 
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However, please be aware that this 26 week leave is the maximum time period allowed and 
is not in addition to the 12 week leave provided above.  

 
LEAVE OF ABSENCE DUE TO MILITARY SERVICE - If you leave your job to perform military 
service, you have the right to elect to continue your existing employer-based health plan cover-
age for you and your dependents for up to 24 months while in the military.  
 

TERMINATION OF ELIGIBILITY 

EMPLOYEES - Your coverage as an employee under all benefit provisions of the Plan termi-
nates on the earliest of the following dates unless you are entitled to COBRA Coverage and an 
on-time COBRA Coverage election and self-payment is made by you or on your behalf: 
   
1. The last day of the Benefit Quarter preceding the Benefit Quarter for which you don’t meet 

the requirements for continuing eligibility, including if you don’t make any self-payment in a 
timely manner. 
 

2. If you are unemployed due to total disability, the date you don’t meet the requirements for 
continuation of eligibility under the Plan’s “Eligibility During Disability” provisions (see page 
15), or if sooner, at the end of the 24-month maximum period of disability. 
 

3. The date you become an active member of the armed forces (except as may be provided un-
der the Uniformed Services Employment and Reemployment Rights Act as described on the 
next page). 
 

4. The date Plan coverage is no longer provided for your class of employment. 
 

5. The date you are no longer a member of a class covered by the Plan. 
 

6. The date the Plan is terminated. 
 
DEPENDENTS – A dependent of yours will cease to be eligible for benefit coverage as a de-
pendent under all benefit provisions of the Plan on the first to occur of the following dates, unless 
the dependent is entitled to COBRA Coverage and an on-time COBRA Coverage election and 
self-payment is made by or on behalf of the dependent: 
 
1. The date your (the employee’s) eligibility terminates. 

 
2. In the event of your (the employee’s) death, on the last day of the Benefit Quarter for which 

you had earned eligibility due to employer contributions (including excess hours), disability 
hours or Regular self-payments. (Your surviving dependents cannot make Regular self-
payments after your death, but they may be entitled to make COBRA self-payments in ac-
cordance with the COBRA Continuation Coverage rules starting on page 21.) 
 

3. On the date the dependent fails to meet the Plan’s definition of a dependent, however can 
continue with COBRA 
 

4. The date the dependent becomes an active member of the armed forces. 
 

5. The date that dependent coverage is no longer provided by the Plan. 
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6. The date the Plan is terminated. 
 
HIPAA Certificate of Creditable Coverage   

When you or a dependent are no longer eligible for Plan benefits, you have a right to request a 
certificate of coverage from the Fund Office. This certificate provides evidence of your prior 
health care coverage under the Plan. You also have the right to request one. Just call or write 
the Fund Office to request a certificate. You may request one any time within 24 months of when 
you were last covered under the Plan. 

REINSTATEMENT OF ELIGIBILITY 

REINSTATEMENT AFTER LOSING ELIGIBILITY – If you establish eligibility under this Plan 
and lose that eligibility at a later date, your eligibility will be reinstated on the first day of the Ben-
efit Quarter corresponding to the Contribution Quarter for which a participating employer makes 
contributions to the Fund on your behalf for at least 240 hours. 
 
REINSTATEMENT FOLLOWING MILITARY SERVICE – An employee’s or dependent’s eligibil-
ity ceases the day he is inducted into the armed forces of the United States. When you are in-
ducted, your dependents’ eligibility terminates on the last day of the Benefit Quarter in which the 
induction occurs. Your accumulated eligibility, if any, will be kept on the records of the Fund, pro-
vided you notify the Fund Office, in writing, that you are entering the armed forces of the United 
States. Such accumulated eligibility will be made available to you upon discharge and return to 
work for a contributing employer. After your release from active duty under circumstances enti-
tling you to reemployment under federal law, your eligibility will be reinstated on the date you re-
turn to work with a contributing employer, provided your return to work is within the time pre-
scribed by the Uniformed Services Employment and Reemployment Rights Act of 1993. More 
details about the reemployment rights of persons returning to work from the uniformed services 
of the United States is available from the Veteran’s Employment and Training Administration of 
the United States Department of Labor. (You should also refer to “COBRA Coverage During Mili-
tary Service” on page 22.) If you fail to return to work for a contributing employer within the time 
frames established by federal law, you must again satisfy the initial eligibility requirements. 
 

COBRA CONTINUATION COVERAGE 

Federal law, the Consolidated Omnibus Budget Reconciliation Act (COBRA), gives you and your 
dependents the right to make COBRA self-payments for continued health care coverage if  
coverage is lost for certain reasons. This continued coverage is called “COBRA Coverage.” 
 
 
Qualifying Events and Maximum Coverage Periods   

18-MONTH MAXIMUM COVERAGE PERIOD – You (the employee) and your eligible depend-
ents are entitled to elect COBRA Coverage and to make COBRA self-payments for coverage for 
up to 18 months after coverage would otherwise terminate due to one of the following events 
(called “qualifying events”): 
 
1. A reduction in your hours. 
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2. Termination of your employment (for reasons other than gross misconduct by you). 
 

11-Month Extension Rule – If you or an eligible dependent are disabled (as defined by the 
Social Security Administration for the purpose of Social Security disability payments) on the 
date of one of the qualifying events listed above, or if you or a dependent become disabled 
within 60 days after an 18-month COBRA Coverage period starts, the maximum coverage 
period will be 29 months for all members of your family who were covered under the Plan on 
the date of that qualifying event. The COBRA self-payment amount for the extra 11 months 
of coverage for the family will be increased. You or the disabled dependent must notify the 
Fund Office within 60 days of such a disability determination by Social Security and before 
the end of the initial 18-month period. (This 11-month extension rule does not apply to  
dependents during a 36-month maximum coverage period as explained below.) 

 
36-MONTH MAXIMUM COVERAGE PERIOD – Your dependents (spouse or children) are enti-
tled to elect COBRA Coverage and to make COBRA self-payments for the coverage for up to 36 
months after coverage would otherwise terminate due to one of the following events (called 
“qualifying events”): 

1. A divorce from your spouse 

2. A dependent no longer meets the Plan’s definition of a dependent child. 

3. Your death. 

If your dependents are covered under an 18-month COBRA period and a second qualifying 
event (one of the events listed in Nos. 1, 2 or 3 above) occurs, their COBRA Coverage maximum 
coverage period may be extended up to a maximum of 36 months minus the number of months 
of COBRA Coverage already received under the 18-month continuation. The maximum period of 
time that a dependent can have COBRA Coverage is 36 months, even if one or more new  
qualifying events occur to the person while he is covered under COBRA Coverage. For example, 
if a dependent loses his dependent status while he is covered under COBRA because of an  
earlier qualifying event, the maximum period for which he can make COBRA self-payments  
(or COBRA self-payments can be made for him) is 36 months measured from the beginning of 
the period when the initial COBRA Coverage stared. The Fund Office must be notified in writing 
within 60 days of the date of the second qualifying event. If written notification is not provided 
within 60 days, the dependent’s COBRA period will not be extended. 
 
EMPLOYEE MEDICARE ENTITLEMENT – If you become entitled to Medicare while you are an 
active employee and then coverage for yourself and your dependents would terminate later due 
to termination of your employment or a reduction in hours, your dependents will be entitled to 
COBRA Coverage for up to 36 months measured from the date of your Medicare entitlement, or 
18 months measured from the date their coverage would otherwise terminate due to termination 
of your employment or a reduction in hours, whichever period is longer. Please advise the Fund 
Office if you become entitled to Medicare. 
 
COBRA COVERAGE DURING MILITARY SERVICE – If you are or an eligible dependent are in 
the Military Reserve and are called up to active duty for at least 30 days, the call-up is  
considered a qualifying event under the COBRA. You or the dependent are entitled to elect 
COBRA Coverage, regardless of any coverage provided by the military or government. This Plan 
will pay primary benefits before the military/government pays, except for service-related  
disabilities. 
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SPECIAL EXCEPTION TO COBRA COVERAGE ENTITLEMENT – Regardless of any previous 
statements regarding entitlement to COBRA Coverage, COBRA Coverage may not be elected by 
anyone who was not covered under the Plan on the day before the occurrence of a qualifying 
event, except that, if a child is born to you, adopted by you, or placed for adoption with you after 
you become covered under an 18-month COBRA period, you have the right to add the child to 
your COBRA Coverage and the child will have the same election rights as your other dependents 
who were covered on the day before the first qualifying event if a second qualifying event occurs. 
 
Benefits Provided Under COBRA Coverage 

A person electing COBRA Coverage can make self-payments for the health care benefits for 
which he was eligible on the day before the qualifying event that would otherwise cause loss of 
coverage. A person can elect to make COBRA self-payments for: 
 

• Medical benefits only; or 
• Medical benefits plus dental and vision benefits. 

 
COBRA Coverage does not include life insurance, AD&D insurance, or Weekly Loss of Time 
Benefits. 
 
If the Plan’s benefits change for its non-COBRA participants, the same charges will apply to  
persons covered under COBRA Coverage. 
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Additional Rules Governing COBRA Coverage   

WHO CAN ELECT COBRA COVERAGE – Each member of your family who would lose cover-
age because of a qualifying event is entitled to make a separate election of COBRA Coverage. If 
you elect COBRA Coverage for yourself and your dependents, your election is binding on your 
dependents. You do not have to show that your dependents are insurable to be entitled to elect 
COBRA Coverage. 
 
If coverage is going to terminate due to termination of your employment or a reduction in your 
hours and you do not elect COBRA Coverage for your dependents when they are entitled to the 
coverage, your covered spouse has the right to elect COBRA Coverage for up to 18 months for 
herself and any covered children within the time period that you could have elected COBRA 
Coverage. 
 
NOTIFICATION RESPONSIBILITIES – You, your spouse or the child must notify the Fund  
Office if you get divorced or if a child loses dependent status. The Fund Office must be notified in 
writing within 60 days of the date of the qualifying event or within 60 days of the date coverage 
for the affected dependent(s) would terminate, whichever date is later. If written notification is not 
provided within these time limits, your spouse or the child will not be entitled to COBRA Cover-
age. 
 
To make sure that you are sent notification of your election rights as soon as possible, you or a 
dependent should also notify the Fund Office any time any type of qualifying event occurs. In  
addition, you should keep the Fund Office informed of any changes in the addresses of family 
members. 
 
ELECTING COBRA COVERAGE   

If you do not have sufficient employer contributions in a Contribution Quarter to continue cover-
age, or when the Fund Office is notified of any other qualifying event, you and/or your depend-
ents will be sent an election notice that explains when coverage will terminate, your right to elect 
COBRA Coverage, the due dates, the amount of the COBRA self-payments, etc. An election 
form will be sent along with the election notice. This is the form you or a dependent should com-
plete and return to the Fund Office if you want to elect COBRA Coverage. 
 
A person has 60 days after he is sent the election notice or 60 days after his coverage would 
terminate, whichever is later, to return the completed election form. A COBRA Coverage election 
is considered to be made on the date of the postmark on the returned election form or the date 
the election form is personally delivered to the Fund Office. If the election form is not returned to 
the Fund Office within the allowable time period, you and/or your dependents will not be entitled 
to elect COBRA Coverage. 
 
An election on behalf of a minor child may be made by a child’s parent or legal guardian. 
 
COBRA Coverage Self-Payment Rules   

1. COBRA self-payments must be made monthly. 
 
2. The amount of the monthly COBRA self-payment is determined by the Trustees based on 

federal regulations. The amount is subject to change, but not usually more often than once a 
year. 
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3. The amount of the self-payment due will be shown on the election notice, which is sent to you 

and/or your dependents. 
 

a. A person has 45 days after the date of the election to make the initial self-payment. (If a 
person waits 45 days to make the initial payment, the first monthly payment may also fall 
due within that period.) There is no grace period for your initial payment. 

 
b. The due date for each following monthly payment is the first day of the month for which 

coverage is desired. A payment will be considered on time if it is received within 30 days 
of the due date. 

 
Your first COBRA self-payment will be applied to your first month of COBRA Coverage-
not the month in which you make the payment. For example, if your regular eligibility 
ends March 31, your initial COBRA self-payment will be for April, even if you don’t make 
your first payment until May. The due date for your second COBRA self-payment—for the 
month of May—is due May 1st (but there is a 30-day grace period for that payment.) You 
must make payments for continuous coverage—you cannot skip a month. 

 
4. If a COBRA self-payment is not made within the time allowed, COBRA Coverage for all  

affected family members will terminate. The person may not make up the payment or  
reinstate coverage by making future payments. 

 
Termination of COBRA Coverage   

COBRA Coverage for a covered person will end sooner than the end of the maximum coverage 
period when the first of the following event occurs: 
 
1. A correct and on-time payment is not made to the Fund. 
 
2. The Glaziers’ Union Local No. 27 Health and Welfare Fund no longer provides group health 

coverage to any employees. 
 
3. With regard to a person who was receiving extended coverage for up to 29 months due to 

his or another family member’s disability, Social Security determines that he or the other 
family member is no longer disabled. 

 
4. After electing COBRA Coverage, the person becomes entitled to Medicare benefits. 
 
5. After electing COBRA Coverage, the person becomes covered under another group health 

plan. 
 
For more information about health insurance options available through a Health Insurance Mar-
ketplace, visit www.healthcare.gov. 
 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 26 
 

►► RETIREE PROGRAM ◄◄ 
 

RETIREE COVERAGE CLASSIFICATIONS DEFINED 

 
Retirees eligible to participate in the Retiree Program and their eligible dependents, if any, are 
covered under one of two benefit classes, depending on whether the retiree or dependent is also 
eligible for Medicare: 
 

• Class B - Coverage for retired employees and/or their covered dependents who are NOT 
eligible for Medicare.2 
 

• Class C - (Medicare Supplement) - Coverage for retired employees and/or their covered 
dependents who ARE eligible for Medicare. 

 
• Class D - (Medicare Supplement) - Coverage for retired employees and/or their covered 

dependents who ARE eligible for Medicare who are not age 65 and older. 
 
You and your spouse will both be covered under Class B if neither of you are eligible for Medi-
care. If you are eligible for Medicare and your spouse is not, you are eligible for Class C benefits 
and your spouse is eligible for Class B benefits. The benefits provided under Class B are de-
scribed on page 11 and the benefits provided under Class C are described on page 12 (also see 
page 42). 
 
 

Note About COBRA Coverage for Retirees 
 
Retirement is a COBRA “qualifying event.” If you are eligible for active Plan benefits (Class A) when you 
retire, you may make COBRA Coverage self-payments for up to 18 months for continued Class A cover-
age for you and your covered family members under the COBRA Coverage rules. 
 

 
• If you elect to make COBRA Coverage self-payments when you retire, you CANNOT become cov-

ered under the Retiree Benefits when your COBRA Coverage terminates 
 

• Medicare entitlement is a terminating event under COBRA Coverage. A person who is not eligible 
for Medicare when he elects COBRA but who later becomes eligible for Medicare will lose the right 
to make any additional COBRA Coverage self-payments. 

 
• If you elect coverage under the Retiree Program, you are declining your right to elect COBRA and 

CANNOT elect it in the future. (However, if you die while you are eligible for Retiree Benefits, your 
covered dependents may elect COBRA for 36 months, subject to all other rules governing 
COBRA.) 

                                                
2  A person covered under Medicare due to a reason other than age (such as total disability) 

and for whom Medicare is NOT the primary plan in accordance with federal Medicare regula-
tions, will be covered under Class B. Any retiree or dependent of a retiree for whom Medicare 
is the primary plan, as is generally the case for persons eligible for Medicare due to age, will 
be covered under Class C. 
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GENERAL ELIGIBILITY REQUIREMENTS FOR THE RETIREE PROGRAM 

When you retire, you may continue medical coverage under the Class B or Class C Schedules of 
Benefits for yourself, and any family members who were your dependents at the time of your  
retirement, if you meet ALL of the following requirements: 
 
1. You are eligible for Glaziers’ Union Local No. 27 Pension and Retirement Plan benefits, in-

cluding disability pension benefits, but not including vested deferred pension benefits. 
 

2. You are eligible under this Plan at the time of your retirement. 
 

3. You maintain continuous coverage under the Plan—you cannot opt out of the Retiree Pro-
gram and then opt back in at a later date. 
 

4. You make any required Retiree self-payments. 
 
After you retire you can continue coverage under the Class A schedule for active employees 
while you run out your active employee eligibility (including any excess hours). For benefit de-
termination purposes, you will be considered a “retiree” on the date you become covered under 
Class B or Class C. 
 
You must exercise your option to participate in the Retiree Program when first eligible to do so. If 
you do not exercise your option to participate immediately upon retirement (or, if applicable,  
immediately after running out your active employee eligibility), you will not be allowed to begin 
participation at a later date. (But you may be entitled to make COBRA self-payments in accord-
ance with the COBRA Continuation Coverage rules starting on page 21.) 
 

SELF-PAYMENTS FOR RETIREE PROGRAM BENEFITS 

Note: A “vesting service credit” means a year of vesting service credit under the Glaziers’ Union 
Local No. 27 Pension and Retirement Plan. 
 
Retiree self-payments are required as follows: 
 
If you have 30 vesting service credits when you retire: 
 

• You must make Retiree self-payments for Class B coverage until age 60. 

• You will receive Class B coverage at no cost to you (i.e., no self-payments) from age 60 
through age 64. 

• You will receive the Class C Medicare Supplement coverage at no cost to you on and   
after age 65 if you made Retiree self-payments until age 60 (or if you wait until age 65 or 
later to retire). 

 
If you DO NOT have 30 vesting service credits when you retire: 

• You must make Retiree self-payments until you reach age 62. 

• You will receive Class B coverage at no cost to you (i.e., no self-payments) from age 62 
through age 64. 
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• You will receive the Class C Medicare Supplement coverage at no cost to you on and   
after age 65 if you made Retiree self-payments until age 62 (or if you wait until age 65 or 
later to retire). 

 

You must maintain continuous coverage to remain in the Plan’s Retiree Program. If you do not 
make Retiree self-payments when required, you may not opt back into the Program when you 
would otherwise have been entitled to the “free” coverage at age 60 or age 62, as applicable. 
 
DEPENDENT COVERAGE - If you are eligible for benefits under the Retiree Program, then your 
dependents are also eligible for Retiree Program benefits. Your dependents will be covered    
under either Class B or Class C, depending on whether or not they are eligible for Medicare. 
 
AMOUNT OF SELF-PAYMENT - The Retiree self-payment amounts are determined by the 
Trustees and the amounts necessary to run the Plan. Retiree self-payments must be made on a 
monthly basis and must be postmarked on or before the last day of the month BEFORE the cov-
erage month. 
 

RETIREE PROGRAM BENEFITS 

Retirees and their dependents are entitled to medical benefits under either the Class B or Class 
C Schedule of Benefits, but they are NOT entitled to: 
 

• Weekly Loss of Time Benefits,  

• Dental Expense Benefits, 

• Vision Care Benefits, or 

• Life insurance or AD&D insurance. (However, if you become permanently and totally    
disabled before age 60, your life insurance can be continued up to age 70 as explained 
on page 31). 

 
ADDITIONAL BENEFIT LIMITATIONS 
 
1. Class C (Medicare Supplement) coverage provides benefits only for hospital and medical ex-

penses approved by Medicare, but for which Medicare makes no payment. For example, the 
Class C Schedule covers Medicare deductibles and the patient’s 20% share of the charges 
for which Medicare pays the remaining 80%. Charges for such services and supplies are 
covered up to the amounts considered usual and customary by Medicare. Refer to the Class 
C Schedule of Benefits on page 12 for more information. 

2. Prescription drugs are not covered under Class C.3 

3. All other Plan limitations, exclusions and provisions also apply to Class B and Class C Retir-
ee Program coverage. 

                                                
3  However, prescription drug coverage IS provided for a disabled retiree, and his dependents, if 

the retiree is covered by Medicare due to a Social Security disability award. In such case, pre-
scription drug coverage will terminate when the retiree becomes eligible for Medicare due to 
age (currently age 65). 
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TERMINATION OF RETIREE PROGRAM BENEFITS 

RETIREES - You will cease to be eligible for the Retiree Program on the earliest of the following 
dates: 
 
1. Termination of the coverage classification under which you are covered. 

 
2. Termination of the Plan. 

 
3. You fail to make a correct and timely required Retiree self-payment. 

 
4. You no longer meet the eligibility requirements for coverage under the Retiree Program. 

 
5. The date the Trustees terminate the Retiree Program benefits. 
 
DEPENDENTS OF RETIREES - A person’s coverage as a dependent under the Retiree Pro-
gram terminates when the earliest of the following events occurs: 
 
1. The retiree’s eligibility terminates. 

 
2. On the first of the month next following the date the person fails to meet the definition of a 

dependent. 
 

3. On the date of the retiree’s death (unless a correct and timely election of COBRA Coverage 
is made by or on behalf of your surviving dependent). 
 

4. Termination of Retiree Program benefits for dependents. 
 

5. Induction into the armed forces. 
 

6. Termination of the Plan itself. 
 
The right to change or eliminate any and all aspects of benefits provided for retirees and their 
dependents is a right specifically reserved to the Trustees, since the Retiree Program benefits 
are not accrued or vested benefits. The Trustees may modify or reduce Retiree Program bene-
fits, increase Retiree self-payments for the benefits, or completely terminate such benefits at any 
time. Such a change will be effective even though an employee has already become an eligible 
retiree. 
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►► DISABILITY, DEATH & DISMEMBERMENT INSURANCE ◄◄ 
 

FOR CLASS A EMPLOYEES ONLY 
 

WEEKLY LOSS OF TIME BENEFITS 

 
ELIGIBILITY FOR BENEFITS – This benefit is payable if you (an eligible employee) are totally 
disabled due to a non-occupational accidental bodily injury or sickness. You must be covered 
under the Plan on the date your disability begins. 
 
AMOUNT OF BENEFIT – The amount of your weekly benefit is shown on the Schedule of Bene-
fits. Benefits are paid based on a 7-day week. 
 
In accordance with federal law, the Plan will withhold your share of the FICA (Social Security) tax 
from each weekly payment made to you and will send it to the government. In addition, you must 
include the weekly benefits you receive in your gross income and pay federal income tax on 
them. If you have a question about this, you should check with a competent tax advisor or coun-
sel. 
 
PERIOD OF PAYMENT/WHEN BENEFITS START – Weekly benefits are payable for up to 13 
weeks for any one continuous period of disability. 
  
Weekly benefits will begin: 
 
1. On the 2nd day of disability due to an accident. 
 
2. On the 8th day of disability due to sickness. 
 
No benefits are payable for any period of time before you are first treated by a physician, or for 
any period of time that you are not under the continuing care of a physician. 
 
Benefits are payable for only one disability at a time, whether or not your disability has more than 
one cause. 
 
A disability will not be considered an “accident” unless it begins within 20 days of the initial injury. 
 
SUCCESSIVE PERIODS OF DISABILITY – All disability absences will be considered as having 
occurred during a single period of disability unless evidence is furnished that: 
 
1. The cause of the latest disability absence cannot be connected with the causes of any prior 

disability absences; or  

2. The two absences were separated by a return to active continuous work for at least one 
week. 

 
LIMITATIONS – No Loss of Time Benefits will be paid for: 
 
1. Any period or day of disability for which you are not under the regular care and attendance of 

a physician. 
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2. Any period on or after the date you retire, even if you would normally be considered eligible 

based on employer contributions for hours worked before retirement. 
 
3. Any disability which results from any injury or sickness for which you are or may be entitled to 

receive benefits in whole or in part under any workers’ compensation law, occupational dis-
eases law, employer’s liability law or similar law. 

 
4. Disability resulting from an act of war. 
 
5. Any disability that results from any injury sustained while performing any act or duty pertain-

ing to any occupation or employment for remuneration or profit. 
 
6. Disability due to a type of treatment or condition which is excluded in the “Plan Limitations 

and Exclusions” section. 
 

LIFE INSURANCE 

Life insurance benefits are provided through a policy with Dearborn National Life Insurance 
Company, 1020 31st St., Downers Grove, IL  60515-5591. The amount of the life insurance bene-
fit payable is shown on the Schedule of Benefits. Life insurance benefits are provided only for 
active eligible employees (Class A). 
 
BENEFICIARY DESIGNATION – You must file a written designation of beneficiary with the Fund 
Office on a properly completed form. If you have not made an irrevocable designation of benefi-
ciary, you may name a new beneficiary, without your prior beneficiary’s consent, by filing a new 
form with the Fund Office. The change of beneficiary will be effective retroactively to the date you 
sign the form, whether or not you are living when the Fund Office receives it. The Plan is not re-
sponsible for any payments made before the change of beneficiary form is received. If you do not 
designate a beneficiary or if your beneficiary does not outlive you, your life insurance benefits will 
be paid to the living in the following order or priority: (1) spouse; (2) children, including legally 
adopted children; (3) parents; (4) brothers and sisters; and (5) executor or administrator of the 
your estate. If two or more persons in the same order of priority are entitled to your life insurance 
benefit, they will share equally. 
 
NOTICE OF CLAIM – Written notice of the death of an employee must be given to the Fund Of-
fice within twelve (12) months of the date of death. If written notice is not given within such 12-
month period, the Plan will not be liable to any person on account of that death. Your beneficiary 
should send the proof of death (in most cases the proof will be the death certificate) to the Fund 
Office who will forward it to the insurance company. 
 
LIFE INSURANCE EXCLUSIONS – Life insurance benefits will not be paid for death due to sui-
cide if the suicide occurs within the first two (2) years after the employee became eligible for Plan 
benefits. 
 
WAIVER OF PREMIUM DURING TOTAL AND PERMANENT DISABILITY – If you became to-
tally and permanently disabled before age 60, your life insurance may be continued at no cost to 
you until the first of the following events occur: (1) you cease to be totally disabled; (2) you fail to 
submit to a required medical examination, or to submit required written proof of your total disabil-
ity; (3) you reach age 70; or (4) this Plan is terminated. 
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“Totally and permanently disabled” means that you have been prevented from performing any 
work or engaging in any occupation due to an accidental bodily injury or sickness for at least six 
(6) months. 
 
Subject to the limitations above, if you qualify for a waiver of your life insurance premium: 
 
1. Your life insurance will automatically be continued for one year from the time your coverage 

would otherwise have terminated because of your disability. 
 
2. You must provide the insurance company with acceptable medical proof that your disability 

is continuing, and is presumably permanent, within three (3) months before the end of that 
first year. 

 
3. Each year afterwards you must provide proof that you remain disabled. This proof is to be 

submitted during the 3-month period preceding the anniversary date of your disability. 
 
4. Your life insurance will be continued on a year-to-year basis as long as you are disabled. 

When your disability ends or if you fail to comply with the above proof requirements, your life 
insurance will no longer be continued. 

 
CONVERSION PRIVILEGE – If your coverage terminates due to termination of your employ-
ment, you may convert up to the total amount of group life insurance to an individual permanent 
life policy for which you pay the premiums yourself. No medical examination or other evidence of 
insurability is required. You may convert to any one of the policy forms that the insurance com-
pany normally issues except term insurance. You may convert up to the total amount of your 
group life insurance or, at your option, a lower amount. You may not convert to an amount which 
is less than the standard minimum of the individual policy. If your amount of group life insurance 
is already below the standard minimum, you must convert the entire amount of your group insur-
ance. To convert, the insurance company underwriting the life insurance policy must receive your 
application within 31 days of the date your insurance ends. The policy will be issued by Blue 
Cross Blue Shield of Illinois (Dearborn National Life Insurance Company) without Evidence of 
Insurability. Contact Dearborn National (1-800-348-4512) for information regarding the conver-
sion policy. 
 

ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE 

Accidental death and dismemberment (AD&D) insurance benefits are payable for active eligible 
employees (Class A) only. AD&D insurance is provided by Dearborn National Life Insurance 
Company, the same company that provides your life insurance. 
 
If you lose a limb or an eye or if you die from a bodily injury, the Plan will pay benefits up to the 
full amount shown on the Schedule of Benefits provided all the following requirements are met: 
(1) the injury was caused solely by an accident occurring while you were covered under the Plan; 
(2) the loss is directly related to the accident and is independent of all other causes; and (3) the 
loss occurs within 180 days after the accident. The amount of benefit payable is based on the 
following table: 
 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 33 
 

TABLE OF LOSSES 
LOSS BENEFIT PAID TO 
Life………………………………………………… Full Amount  Your beneficiary 
Two hands or two feet or sight of two eyes…… Full Amount  You 
One foot and sight of one eye………………….. Full Amount  You 
One hand and sight of one eye………………… Full Amount  You 
One hand and one foot…………………………. Full Amount  You 
One hand, one foot, or sight of one eye………. One-half the Full Amount  You 
 
“Loss” with reference to hand or foot means complete severance through or above the wrist or 
ankle joint, and with reference to eye loss means the irrecoverable loss of the entire sight there-
of. 
 
The payment will be made directly to you if you are living, otherwise it will be made to your life 
insurance beneficiary. 
 
LIMITATIONS AND EXCLUSIONS – AD&D benefits are not payable for loss resulting from or 
caused directly or indirectly, wholly or partly, by: (1) bodily disease or mental infirmity; (2) medi-
cal or surgical treatment; (3) an intentionally self-inflicted injury; (4) your participation in the 
commission of an assault or felony; (5) your participation in an illegal occupation; or (6) war, act 
of war, riot or duty in the armed forces while such country is engaged in an act of war. 
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►► MEDICAL EXPENSE BENEFITS ◄◄ 
 

FOR CLASS A AND CLASS B EMPLOYEES AND THEIR DEPENDENTS 
 

GENERAL RULES 

When you or an eligible dependent requires hospital confinement, surgery or other eligible medi-
cal treatment, most covered expenses will be paid under this benefit. 
 
Calendar Year Deductibles   

The deductible amount is the amount that you have to pay from your own pocket before any Plan 
benefits are payable. That amount, as shown on the Schedule of Benefits, applies to each indi-
vidual person each calendar year. 
 
INDIVIDUAL DEDUCTIBLE – Each year, the first $100 of covered medical expenses a person 
incurs is deducted from his total incurred covered medical expenses to satisfy his individual de-
ductible. The Plan will then pay its applicable percentage share of any additional covered medi-
cal expenses he incurs during that year. 
 
FAMILY DEDUCTIBLE – After amounts totaling $200 have been deducted from two or more 
family members’ covered medical expenses toward satisfaction of their individual deductible dur-
ing a year, no further amounts will be deducted from any of your family’s covered medical ex-
penses for deductible for the rest of that year. 
 
CALENDAR YEAR DEDUCTIBLE RULES 
 
1. All deductibles are based on an accumulation period of a calendar year, and only covered 

medical expenses can be used to satisfy deductibles. 
 

2. If a person is suffering from a condition for which covered medical expenses are incurred in 
two or more years, the deductible must be satisfied each year. 
 

3. You, the employee or retiree, are responsible for paying expenses used to satisfy deductibles 
for yourself and your dependents. 
 

4. Amounts accumulated toward a calendar year deductible during a year do not carry over the 
next year. 

 
Plan Co-Payment Percentages   

The Plan’s co-payment percentages are shown on the Schedule of Benefits. The Plan does not 
pay your covered medical expenses in full; the amount you or your dependent has to pay de-
pends on the type of treatment. Generally, the Plan pays either 80% (non-PPO) or 90% (PPO) of 
covered expenses. 
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Out-of-Pocket Maximum   

INDIVIDUAL OUT-OF-POCKET MAXIMUM – There is a limit to the amount you must pay out-of-
pocket for most covered medical expenses during a calendar year. When a person’s total out-of-
pocket payments for his 10% or 20% co-pay shares during a year reach $1,000, the Plan will pay 
100% for the remaining covered medical expenses incurred by that person during the rest of the 
same calendar year. 
 
Amounts paid out-of-pocket for the following DO NOT apply to any out-of-pocket limits: 

 
1. Charges not considered covered medical expenses, including any portion of a charge which 

is more than the usual and customary charge for that service or supply. 
 

2. Expenses incurred after any maximum benefit limitation has been reached for a particular 
type of treatment. 

 
FAMILY OUT-OF-POCKET MAXIMUM – Once two or more family members pay $2,000 out-of-
pocket as their 10% or 20% copayment of covered medical expenses incurred during a calendar 
year, the Plan will pay 100% of the covered medical expenses all members of the family incur 
during the rest of that year.  
 
NO CARRY-OVER – Amounts accumulated toward an out-of-pocket maximum during a calendar 
year do not carry over to the next year.  
 
Maximum Benefits   

Once the Plan pays benefits on behalf of a covered person for a particular type of treatment to-
taling any annual or lifetime dollar or visit limit specified in the Schedule of Benefits, that person 
will not be entitled to any further Plan payments for such treatment during the rest of that calen-
dar year.  
 
 

COVERED MEDICAL EXPENSES 

Covered medical expenses are the actual usual and customary charges incurred for the fol-
lowing types of services and supplies which are medically necessary and, except where specif-
ically stated otherwise, required in connection with the usual and customary treatment of a per-
son’s non-occupational sickness or accidental bodily injury. The amount payable is subject to 
the co-payment percentages, maximum benefits and limitations shown on the Schedule of Bene-
fits and to all other limitations and exclusions described in this booklet.  
 

Even though a service or supply is listed below, benefits may be limited or exclud-
ed in certain circumstances. Refer to the “Plan Limitations and Exclusions” section 
starting on page 52 for a general list of the types of services and charges which are not 
payable under any benefit provided by this Plan. There are also benefit limitations shown 
on the Schedule of Benefits starting on page 7. 
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1. HOSPITAL SERVICES SUPPLIES 
 
a. Daily room and board charges for a ward, semi-private room, or intensive or coronary 

care unit. If the patient is in a private room, the Plan will allow up to the hospital’s usual 
semi-private room rate. 
 

b. Miscellaneous charges made by the hospital during the eligible person’s confinement. 
Examples of covered miscellaneous items include; the use of an operating room, x-rays, 
laboratory tests, blood, drugs and medications prescribed by a physician and used while 
confined. 
 

c. Outpatient hospital treatment: 
 

• When surgery is performed at the hospital on an outpatient basis. 
 
• For emergency treatment of non-occupational accidental bodily within 24 hours of the 

accident. 
 

d. The following services related to hospital treatment but not billed by the hospital: 
 

• Charges made by a physician, other than the operating physician or his assistant, for 
the administration of anesthesia by other than local infiltration. 
 

• Charges made by a radiologist or pathologist. 
 
2. AMBULATORY SURGICAL FACILITY services when a covered surgical procedure is per-

formed. 
 

3. SKILLED NURSING FACILITY services when provided in lieu of a medically necessary inpa-
tient hospital confinement for the treatment of a sickness or accidental bodily injury. 

 
4. SURGICAL EXPENSES – Professional fees for surgery performed by a physician or surgeon 

(as defined on page 61) in a hospital, ambulatory surgical facility or physician’s office, but not 
more than the usual and customary amount. If an assistant surgeon is medically necessary, 
the Plan will cover the assistant’s fee, but not more than 20% of the amount allowed for the 
primary surgeon. Surgical benefits include charges for necessary and related pre- and post-
operative care and any anesthetic customarily administered by the surgeon. 

 
5. PHYSICIANS’ PROFESSIONAL FEES – The services of a legally qualified physician (as de-

fined on page 61) for treatment of a non-occupational sickness or accidental bodily injury. 
Covered medical expenses include charges for consultations and care by specialists, in or 
out of the hospital. 

 
6. ANESTHETICS AND OXYGEN, including their administration, or rental of equipment. 

 
7. ROUTINE PHYSICAL EXAMINATION (WELLNESS BENEFIT) for eligible employees, 

spouses and dependent children in accordance with the following provisions: 
 

a. The Plan will pay 100% of the benefit (no deductible applies). 
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b. Covered expenses include the physician’s professional fees, diagnostic x-ray or laboratory 
charges, and routine immunizations. The exam may be performed in a physician’s office, 
clinic or hospital outpatient department. 
 

c. Covered expenses also include coverage of the shingles vaccine for you (the employee) if 
you are age 55 or older, or for your spouse if she is age 55 or older. Shingles vaccines will 
be covered once every 5 years. The Plan will cover the shingles vaccine provided in a 
physician’s office, at a participating pharmacy, or at a walk-in clinic. 
 

d. Covered wellness expenses do not include: 
 

• Testing or examination related to accidental bodily injury, sickness or pregnancy, in-
cluding resulting from childbirth or complications of childbirth (these services may be 
covered under the regular provisions of the Medical Expense Benefit). 
 

• Testing or examination related to or as a condition of employment, or due to the issu-
ance of any insurance policy. 

 
8. PREGNANCY EXPENSES – For you or your dependent spouse, hospital confinement or 

treatment by a physician for pregnancy, including normal childbirth, Cesarean section or mis-
carriage. (Benefits are payable on the same basis as any sickness or injury.) The newborn 
baby’s expenses are also covered if the newborn meets the Plan’s definition of a dependent. 
If the baby is not a covered dependent – for example, if it is your grandchild, the Plan will 
NOT cover charges incurred for the baby’s care. 

 
 

Note about length of maternity hospitalizations: A federal law requires that a 
person eligible for maternity benefits and her newborn infant are entitled to at 
least 48 hours of inpatient hospital care following a normal delivery and at least 96 
hours of inpatient hospital care following a Caesarean section. Further, a Plan 
cannot require the provider (hospital or doctor) to obtain authorization from the 
Plan for prescribing a length of stay not in excess of these periods. (The attending 
provider may however, after consulting with the mother, discharge the mother and 
newborn earlier than 48 hours following a vaginal delivery or 96 hours following a 
Cesarean section.) The Plan will provide benefits for the covered medical expens-
es incurred by an eligible individual (employee or spouse) during the prescribed 
time periods, subject to all applicable Plan benefit provisions, maximums and limi-
tations. 

 
 
9. DIAGNOSTIC LABORATORY TEST AND X-RAYS, excluding dental x-rays. 

 
10. RADIATION THERAPY. 

 
11. CHEMOTHERAPY. 

 
12. RESTORATIVE THERAPY when performed by a license therapist and prescribed by a phy-

sician, including: 
 

a. Physical therapy. 
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b. Speech therapy that is expected to restore speech to a person who has lost existing 
speech function (the ability to express thoughts, speak words and form sentences) as a 
result of a sickness injury. 
 

c. Respiratory therapy. 
 

d. Cardiac rehabilitation following a heart attack or surgery. 
 

e. Occupational therapy. 
 
13. TREATMENT FOR MENTAL OR NERVOUS DISORDERS in accordance with the following 

provision. 
 

a. Covered expenses include the following types of medically necessary treatment for a 
mental or nervous disorder: 

 
• Hospital inpatient treatment, including residential treatment – When treatment is ren-

dered as an inpatient, covered expenses include the hospital’s daily room and miscel-
laneous charges, including diagnostic x-rays and laboratory work. “Inpatient treat-
ment” also includes residential treatment. 
 

• Hospital outpatient treatment including emergency room treatment – When treatment 
is rendered to a patient who is not hospital confined, covered expenses include the 
hospital’s charges for outpatient facilities.  
 

• Treatment by a physician – The Plan covers the services of a physician (M.D. or 
D.O.), or licensed clinical social psychologist, clinical social worker, licensed Masters-
level social workers, licensed Masters-level certified professional counselors, Mas-
ters-level drug and alcohol counselors, and licensed psychoanalysts. Other providers 
will be covered if the provider is acting within the scope of his license. The treatment 
can be provided in or out of a hospital and can be for individual, family or group ther-
apy.  

 
• Prescription drugs. 
 
• Emergency room treatment. 

 
14. SUBSTANCE ABUSE TREATMENT in accordance with the following provisions: 
 

a. Covered expenses include the following when provided as part of an inpatient or outpa-
tient rehabilitation program: 
• Hospital room, board and miscellaneous charges, including for residential treatment. 
• Group, family or individual rehabilitation counseling rendered to a hospital inpatient. 
• Prescription drugs and outpatient laboratory testing. 
• Outpatient group, family or individual rehabilitation.  
• Emergency room treatment. 
 

b. Covered facilities may include non-hospital facilities specializing in substance abuse 
treatment as well as normal hospital inpatient facilities. If possible, contact Blue Cross 
Blue Shield of Illinois before undergoing treatment; Blue Cross Blue Shield of Illinois can 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 39 
 

verify whether a particular program is covered so you don’t incur charges that aren’t cov-
ered under the Plan. 

 
15. CHIROPRACTIC CARE in accordance with the following provisions: 
 

a. Covered chiropractic expenses include the usual and customary, medically necessary 
services and supplies provided by a chiropractor for treatment of a non-occupational inju-
ry or sickness, including diagnostic x-ray and laboratory services related to covered chi-
ropractic treatment. 
 

b. After the $100 calendar year Medical Expense Benefit deductible has been satisfied, 
covered chiropractic expenses are payable at 80% (90% for a PPO provider) up to a 
maximum of $1,000 per calendar year per person. 

 
16. COSMETIC OR RECONSTRUCTIVE SURGERY only for: 
 

a. Necessary repair of damage caused by a non-occupational accident or sickness. 
 

b. Breast reconstruction following mastectomy (see the box on page 41). 
 
17. HOME NURSING SERVICES for private duty nursing or special nursing services when the 

services are provided by an R.N. or L.P.N. in lieu of an inpatient hospital confinement. (Nurs-
ing services provided as part of a program of home health care are subject to the maximum 
benefit payable for such services as shown on the Schedule of Benefits.) 
 

18. AMBULANCE SERVICES when medically necessary to transfer an eligible person from the 
place where the injury happened or the sickness began to the nearest hospital where treat-
ment can be provided. If a local hospital is unable to provide the required treatment, he Plan 
will cover the first trip by ambulance, or regularly scheduled airline or railroad to the closest 
facility able to provide the necessary treatment. Transportation is limited to the U.S., Puerto 
Rico and Canada. 

 
19. DRUGS AND MEDICINES which require a physician’s prescription and are legally obtained 

from a licensed pharmacist, as long as you use a network pharmacy. Up to a 34-day supply 
will be covered for network retail pharmacies, and up to a 90-day supply will be covered 
through the mail order pharmacy. 

 
a. Covered expenses included diabetic supplies such as syringes and test strips. 

 
b. Prescription drugs for male impotence, such as Viagra, are covered up to a maximum 

of 8 tablets per month for an employee or spouse who has been diagnosed with male 
impotence. 

 
c. The Plan does not cover vitamins, minerals, food supplements or substitutes, or birth 

control medications or supplies, even when prescribed by a physician (see Plan Limita-
tions and Exclusions starting on page 52 for more information). 

 
 
 
 
 

• Prescription drug coverage is only provided for eligible active employees and their 
covered dependents, and for retirees and their dependents who are not entitled to 
Medicare due to age. Prescription drugs are available through retail pharmacies and 
through a mail order pharmacy.  
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20. DENTAL TREATMENT, limited to the repair or replacement of natural teeth due to injury to 

such sound natural teeth, and to the surgical excision of fully impacted teeth only. 
 
21. HOME HEALTH CARE as follows, up to the lifetime 120 visit maximum benefits shown on 

the Schedule of Benefits : 
 

• Part-time on intermittent nursing care provided by home health aides under the su-
pervision of an R.N. (services of an R.N. or L.P.N. are covered if the patient’s condi-
tion requires the professional services of a trained nurse) and medical supplies (other 
than drug and biological) provided by the home health agency, subject to the following 
requirements: 

 
• The services and supplies must be provided or through a home health agency as de-

fined on page 60; 
 

• A program of home nursing care must be established and approved in writing by the 
patient’s doctor within 7 days after termination of an inpatient hospital stay; and 

 
• The doctor must certify that the home health care is for the same or related condition 

for which the patient was hospitalized and that proper and medically necessary treat-
ment of the patient’s condition would require hospital confinement in the absence of 
the services and supplies provided as part of the program of home health care. 

 
Note: Covered home health services do NOT include child care or housekeeping services. 

 
22. HOSPICE services as follows, when provided by an organization meeting the Plan’s defini-

tion of a “hospice” (page 61) to an eligible person who is terminally ill (medical prognosis in-
dicates a life expectancy of 6 months or less). 

 
• Nursing care by an R.N. or L.P.N. and services of homemakers and home health 

aides (such services may be furnished on a 24-hour basis during a period of crisis or 
if the care is necessary to maintain the patient at home); 
 

• Chaplaincy; and medical social services, counseling services and/or psychological 
therapy by a social worker or a psychologist; 

 
• Physical and occupational therapy and speech language pathology; 
 
• Non-prescription drugs used for palliative care, medical supplies, bandages and 

equipment, and drugs and biological used for pain and symptom control; and 
 
• Skilled nursing facility short-term inpatient care to provide respite care, palliative care 

or care in periods of crisis. 
 

Note: Covered hospice services do NOT include child care or housekeeping services. 
 

23.  CORRECTIVE SPEECH THERAPY, for Dependent children under age 19 who are covered 
under Class A or Class B. Covered medical expenses include evaluations and one-on-one 
skilled speech-language therapy provided by a licensed speech-language pathologist. The 
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treatment must be based on the referral of a Physician (M.D. or D.O.) for treatment of a dis-
ease, injury, neurological disorder (including autism and verbal apraxia) or congenital struc-
tural malformation.  

 
The Plan does not cover speech therapy for attention disorders, educational delays and 
learning disabilities, self-correcting dysfunctions (including speech/language delays), or psy-
chological or behavioral disorders. Also excluded are computer-based learning programs, 
group speech therapy, or repetitive drills/exercises that do not require the skills of a speech 
language therapist. 
 

24. MEDICAL SUPPLIES, as follows: 
 
a. Casts, splints, trusses, crutches, braces (non-dental). 

 
b. Whole blood or blood plasma, including the cost of their administration, other than 

those charges for elective testing and donation. 
 

c. Rental, up to the purchase price of durable medical equipment (such as a wheelchair, 
hospital bed, brace or pair of crutches). 
 

d. Artificial limbs or eyes which replace lost limbs or eyes. 
 

e. Breast prostheses following mastectomy. 
 

f. Repair and maintenance of existing prosthetics and durable medical equipment and 
prostheses and treatment of physical complications of all stages of mastectomy. 

 
 Medical Expense Benefits are subject to all Plan Limitations and Exclusions. 
 
 

Coverage for Breast Reconstruction - This Plan will provide coverage for the following 
medical and surgical services provided to a covered person in connection with a mastecto-
my: 
• Reconstruction of the breast on which the mastectomy has been performed; 
• Surgery and reconstruction of all physical complications relating to all stages of the mas-

tectomy, including lymphedemas. 
• Prostheses and treatment of all physical complications relating to all stages of the mas-

tectomy, including lymphedemas. 

Plan benefits payable for these services and supplies are subject to all applicable deducti-
bles, co-payment percentages and maximum benefit limitations. 
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►► CLASS C MEDICAL BENEFITS ◄◄ 
 

MEDICARE SUPPLEMENT BENEFITS FOR 
MEDICARE-ELIGIBLE RETIREES AND/OR THEIR DEPENDENTS 

 
The Plan benefits payable for persons covered under Class C are outlined on the Class C 
Schedule of Benefits. In general, this Plan provides benefits to supplement Medicare for most 
types of medical care and treatment. 
 
To get the maximum benefits available under the Plan, an eligible person must be enrolled in 
Medicare Part A and should be enrolled in Medicare Part B. This Plan’s benefits for an eligible 
person will be determined as though the person is enrolled in both Part A and Part B, whether or 
not the person is actually enrolled in both Parts. 
 
Covered medical expenses under the Medicare Supplement Benefits are charges for medically 
necessary services and supplies covered by Medicare, but for which Medicare makes no pay-
ment. For example, this Plan covers the amounts of the Medicare deductibles and the patient’s 
20% share of the charges for which Medicare pays the remaining 80%. Charges for such ser-
vices and supplies are covered up to the amounts considered by Medicare to be “allowable ex-
penses.” 
 
 Prescription drug coverage is NOT provided under the Class C Schedule of Bene-

fits. However, prescription drug coverage IS provided for a disabled retiree, and his de-
pendents, if the retiree is covered by Medicare due to a Social Security disability award. 
In such case, prescription drug coverage will terminate when the retiree becomes eligible 
for Medicare due to age (currently age 65). 
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►► DENTAL EXPENSE BENEFIT ◄◄ 
 

FOR CLASS A EMPLOYEES AND THEIR DEPENDENTS ONLY 
 
After a covered person’s covered dental expenses exceed $50 in a calendar year (the deducti-
ble), the Plan will pay 100% (preventive) or 75% (restorative) of the person’s remaining cov-
ered expenses, up to a calendar year maximum benefit of $1,500. However, the $1,500 cal-
endar year maximum does not apply to the following dental services for eligible persons under 
age 19: routine cleanings, exams, x-rays, fluoride, and sealants.  
 
The deductible does not apply to orthodontia treatment. 
 

Predetermination of Benefits 
 

You are not required to have the dentist submit an estimate of charges before work be-
gins. However, the Trustees recommend that the dentist submit a description of the 
procedures to be performed and the estimated fees before treatment starts if the total 
charges will be over $400. This will let you and your dentist know if the treatment plan is 
covered, if the charges are considered usual and customary, and what benefits will be 
paid. 

 
 

COVERED DENTAL EXPENSES 

Dental Expense Benefits are provided for the following services and supplies: 
 
Preventive Care (100% after Deductible) 

1. Oral examinations, once every six months. 
 

2. Prophylaxis (cleaning) once every six months. 
 

3. Topical application of fluoride once per calendar year for dependent children under age 19. 
 

4. Space maintainers to preserve the space created by the premature tooth loss in a child with 
mixed dentition. 

 
5. Emergency palliative treatment to relieve pain. 

 
6. Full mouth x-rays once every 36 months. 

 
7. Other necessary x-rays, including bitewing and periapical x-rays. 

 
8. Sealants on molars for dependent children under age 19. 
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Restorative Services (75% after Deductible) 

1. Extractions not related to orthodontics, including removal of partially impacted teeth. 
 

2. Oral surgery, including medically necessary administration of local or general anesthetics. 
 

3. Fillings, other than gold. 
 

4. Periodontal treatment (diseases of gums). 
 

5. Endodontic treatment (pulp infection and root canal therapy). 
 

6. Injections of antibiotic drugs. 
 

7. Initial installation of complete or partial bridgework, fixed or removable. 
 

8. Initial installation of gold fillings, crowns, inlays or onlays, provided that amalgam, silicate, 
plastic or other materials will not adequately restore the teeth. 

 
9. Replacement of previously existing complete or partial removable dentures or fixed bridge-

work, or the addition of a tooth (or teeth) to an existing denture or bridge, provided that: 
 

a. The replacement or addition of teeth is required to replace one or more teeth extracted 
after the existing denture or bridge was installed; or  
 

b. The previous denture or bridgework cannot be made serviceable and is more than five 
(5) years old; or 

 
c. The existing denture is an immediate temporary denture that cannot be made perma-

nent, and replacement by a permanent denture takes place within twelve (12) months 
from the date the temporary denture was installed. When a permanent denture replaces 
an immediate temporary denture for which benefits were provided by the Plan, the al-
lowable amount for both appliances will be limited to the amount normally allowable for 
a permanent denture. 

 
Normally, dentures will replace dentures, but if a professionally adequate result can only be 
achieved with bridgework, charges for the bridgework will be considered covered dental ex-
penses. 

 
10. Repair, recementing or rebasing of crowns, inlays, onlays, bridgework or dentures. 

 
11. Relining or rebasing of dentures six months or more after the installation of the denture, but 

not more than one relining or rebasing in a 36-month period. 
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Orthodontic Treatment (100% - No Deductible Applies) 

1. Orthodontic treatment for children under age 19. 
 
 
Alternate Courses of Dental Treatment 

Situations frequently arise where there are two or more alternate methods of treating a particular 
dental condition. In these situations, the amount considered a covered dental expense will be 
determined as follows: 
 
• If alternate services may be used to treat a dental condition, covered dental expenses will 

be limited to the usual and customary charge for that service which is most commonly used 
nationwide in the treatment of that condition, and is recognized by the dental profession to 
be appropriate in accordance with the accepted nationwide standards of dental practice. 
 

• In cases where you and/or your dentist choose a more expensive level of care than the level 
normally provided under the covered dental expenses, any charges in excess of such level 
will not be considered covered dental expenses. 

 

ADDITIONAL DENTAL EXPENSE BENEFIT RULES AND PROVISIONS 

DENTAL CLAIM REQUIREMENTS – Note that during the course of processing a dental claim, 
or as part of the predetermination procedure, you are responsible for furnishing any materials 
that the Plan requests in order to determine the appropriate payment, including x-rays, models, 
charts and written reports. If any required material is not provided, you may not receive the full 
amount of benefits you would otherwise have been entitled to receive. 
 
INCURRAL DATE – Expenses will be considered incurred on the date the dental service or 
treatment is performed, except as follows: 
 
1. For dentures or bridgework, the incurral date is the date the impressions are taken. 

 
2. For crowns, inlays, or onlays, the incurral date is the date the teeth are first prepared. 

 
3. For root canal therapy, the incurral date is the date the pulp chamber is opened. 

 
4. For orthodontics, the initial fee is incurred when the appliances are placed.  
 
TREATMENT IN PROGRESS WHEN ELIGIBILITY TERMINATES – The Plan will generally not 
pay for services or supplies furnished after the date your or your dependent’s eligibility termi-
nates, even if Blue Cross Blue Shield of Illinois has predetermined the payments for a treatment 
plan submitted before the termination date. However, the Plan will pay for services or supplies 
related to the following covered expenses if the treatment was incurred (but not completed) while 
you were covered under the Plan and completed within 30 days after termination of your cover-
age: 
 
• Dentures, full or partial. 
• Fixed bridgework, crowns and gold restorations. 
• Endodontics, including root canal therapy. 
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DENTAL EXPENSE BENEFIT LIMITATIONS AND EXCLUSIONS 

Dental Expense Benefits are not payable for: 
 
1. Any charge incurred before coverage became effective. 

 
2. Treatment other than by a licensed dentist or licensed physician, except that scaling or clean-

ing of teeth and topical applications of fluoride may be performed by a dental hygienist if the 
treatment is rendered under the supervision and guidance of and billed for by the dentist. 

 
3. Services or supplies that are primarily cosmetic in nature, including charges for: 
 

a. Personalization or characterization of dentures. 
 

b. Cosmetic veneers and crowns. 
 

c. Whitening or bleaching of teeth. 
 
4. Replacement of a lost, missing or stolen prosthetic device. 

 
5. Orthodontic services or appliances for people who are age 19 or older. 

 
6. Services or supplies which are not necessary according to accepted standards of dental 

practice; including services or supplies which are experimental or investigate in nature. 
 

7. Any duplicate appliance or prosthetic device. 
 

8. Athletic mouth guards. 
 

9. Instruction in home dental care or oral hygiene. 
 

10. Treatment of TMJ (as defined on page 62). 
 

11. Services which are provided under the Medical Expense Benefit of this Plan. 
 

12. Myofunctional therapy (correction of harmful habits). 
 

13. Implantology of individual teeth or dentures. 
 

14. Appliances or procedures to increase vertical dimension or alter occlusion. 
 

15. Veneers or similar properties of crowns and pontics placed on, or replacing, teeth, other than 
the ten (10) upper and lower anterior teeth. 

 
16. The replacement of a crown, inlay or onlay restoration within three (3) years of the date of the 

last placement of such item, unless that replacement is required as a result of accidental bod-
ily injury sustained while the patient is eligible under this Plan. 

 
17. The replacement of previously existing complete or partial removable dentures or fixed 

bridgework, or the addition of a tooth (or teeth) to an existing denture or bridge, provided that, 
unless the replacement or addition of teeth is required to replace one or more teeth extracted 
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after the existing denture or bridge was installed; or the previous denture or bridgework can-
not be made serviceable and is more than five (5) years old. 

 
18. Expenses for services other than those specifically indicated as covered. 

 
19. Charges for removal of fully impacted teeth. 
 
In addition, the section starting on page 52 titled “Plan Limitations and Exclusions” lists a number 
of the types of expenses for which benefits are limited or not payable under any of the Plan ben-
efits. 
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►► VISION CARE BENEFITS ◄◄ 
 

FOR CLASS A EMPLOYEES AND THEIR DEPENDENTS ONLY 
 
Vision Care Benefits are provided through a contract with an organization called Vision Service 
Plan (VSP). VSP gives you a choice of the way you can receive your vision care benefits. You 
can either use a VSP Network Provider, or a Non-Network Provider. 

HOW TO GET VISION BENEFITS  

USING A VSP NETWORK DOCTOR – VSP has arranged a network of doctors in your area who 
will provide professional vision care for you and your dependents. VSP guarantees quality and 
cost control. You do not have to file claims.  

Vision Service Plan 
Attn: Claim Services 
P.O. Box 385018 
Birmingham, AL 35238-5018 
 
To Find a VSP Doctor : 
1-800-877-7195  
www.vsp.com 

 
When you make an appointment, tell the doctor your VSP coverage is provided by the Glaziers’ 
Union Local No. 27 Health & Welfare Fund. You will be asked for your Social Security number, 
and if the appointment is for a dependent, the dependent’s name. That’s all you need to do—you 
don’t have to get a benefit form or complete any paperwork. After the appointment is scheduled, 
the doctor will call VSP to make sure you or your dependent is eligible. The doctor will call you if 
you or your dependent is not eligible for vision benefits.  
 
You pay $10 for each vision exam. If the VSP doctor prescribes corrective eyewear, you pay 
nothing for the lenses, and VSP pays up to $150 for your frames. The VSP doctor will provide 
the necessary examination, order the proper lenses if they are required, and verify the accuracy 
of the finished lenses. You can get contact lenses instead of eyeglasses if you wish. You will 
have a choice of a wide selection of good quality frames. If you select lenses or a frame which 
costs more than the amount allowed by VSP, or if you want additional special vision services or 
materials not covered under VSP’s allowances, you can arrange to pay the VSP doctor for them.  
 
USING AN OUT-OF-NETWORK PROVIDER – You can call any out-of-network provider (op-
tometrist, ophthalmologist and/or dispensing optician) to make an appointment. When the vision 
services are completed, pay the provider in full and then follow the directions on page 57 to get 
reimbursement from VSP.  

Do not send vision claims to the Fund Office! 
 
Remember, you will still be responsible for your $10 copay for your exam, and any charges over 
the maximum benefits for each type of care (see the Schedule of Benefits on page 10). 
 
To avoid unexpected out-of-pocket costs, you should check with VSP before your appointment to 
verify your eligibility for the services and eyewear.  
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COVERED VISION CARE SERVICES AND SUPPLIES  

VSP covers the following vision care services and supplies will be covered once every twelve 
(12) months. 

• Vision exams. This includes a complete analysis of the eyes and related structure to de-
termine the presence of vision problems or other abnormalities.  

• Prescription lenses for eyeglasses.  

• Eyeglass frames. 

• Contact lenses, instead of eyeglasses.  

In addition, visually necessary contacts are provided in full if you use a VSP doctor. Contact 
lenses are considered visually necessary following cataract surgery, when visual acuity cannot 
be corrected with spectacle lenses, for certain conditions of anisometropia, or for keratoconus. If 
you use an out-of-network provider, VSP will pay up to the amount listed on the Schedule of Vi-
sion Benefits.  

EXCLUSIONS AND LIMITATIONS  

Vision Care Benefits will not be provided for:  

1. Medical or surgical treatment of the eyes (medically necessary surgical treatment due to 
sickness or non-occupational accidental injury is covered under the Comprehensive Bene-
fit).  

2. Orthoptics or vision training.  

3. Two pair of eyeglasses instead of bifocals.  

4. Eyewear furnished to replace lost or broken materials. Frames and lenses may not be re-
placed except at the normal intervals when benefits are otherwise available.  

5. Both contact lenses and glasses during the same 12-month period.  

6. Contact lenses (except as stated previously), blended lenses, oversize lenses, progressive 
multifocal lenses, coated lenses, laminated lenses, UV protected lenses, a frame that costs 
more than the benefit allowance or any other cosmetic item.  

7. Any eye examination required by an employer as a condition of employment.  

8. Any service or material provided by any other vision care plan or group health care plan 
containing benefits for vision care.  

9. More than one vision examination, one frame or two lenses (eyeglasses or contacts) during 
a 12-month period, dating from the last allowable service (except for the allowance for safe-
ty glasses for employees).  

10. Any vision care which started before you or your dependent became eligible for Vision Care 
Benefits.  

11. Services, supplies, types of treatment or charges for which benefits are excluded in the 
section titled “Plan Limitations and Exclusions” starting on page 52.  
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EXTENSION OF VISION BENEFITS  

If a person has an examination and a prescription is ordered while he is eligible for Vision Care 
Benefits, benefits will be payable even if the supplies are provided to the person after his eligibil-
ity for these benefits terminates. 
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►► ROUTINE COLON CANCER SCREENING BENEFIT ◄◄ 
 

FOR CLASS A AND CLASS B EMPLOYEES 
 
Class A and Class B employees are eligible for the Routine Colon Cancer Screening Benefit. 
 
COVERED ROUTINE COLON CANCER SCREENING EXPENSES - Routine colonoscopies 
and sigmoidoscopies will be covered under this benefit in accordance with the maximum provid-
ed for in the Schedule of Benefits. 
 
ROUTINE COLON CANCER SCREENING BENEFIT LIMITATIONS AND EXCLUSIONS - Rou-
tine Colon Cancer Screening Benefits are not payable for: 
 
1. Charges incurred that exceed the maximum benefit payable per procedure. 

 
2. Services provided by non-PPO providers. 

 
3. Other forms of colorectal cancer screenings, such as fecal occult blood tests and double con-

tract barium enemas. 
 
In addition, the section starting on page 52 titled “Plan Limitations and Exclusions” lists a number 
of the typed of expenses for which benefits are limited or not payable under any of the Plan ben-
efits. 
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►► PLAN LIMITATIONS AND EXCLUSIONS ◄◄ 
 
The following exclusions and general limitations apply to all benefits provided by the Glaziers’ 
Union Local No. 27 Health and Welfare Fund unless specifically waived by a particular provision 
in this booklet. 
 
No benefits will be payable by this Plan for any charges for: 
 
1. Services or supplies rendered to a person who is not covered under the Plan when the 

charge is incurred, unless specifically stated otherwise under the provisions governing a par-
ticular Plan benefit. 
 

2. Services or supplies which are not recommended, ordered or approved by a physician. 
 

3. Services or supplies received from a doctor or hospital that does not meet this Plan’s defi-
nition of a hospital or physician, including but not limited to services and supplies provided 
by a naturopath, naprapath, nurse anesthetist or physician’s assistant. 

 
4. Any service or supply which is not rendered for the treatment or correction of, or is not in 

connection with, a specific sickness, illness or accidental bodily injury unless it is spe-
cifically stated as covered under this Plan. 

 
5. Except as covered under the Wellness Benefit, any routine care or any type of physical ex-

amination (employment, premarital, school, etc.) or any other medical examination or test for 
check-up purposes where not necessary for diagnosis or treatment of a sickness or injury. 
This exclusion applies to routine mammograms and Pap smears, cancer prevention exami-
nations and cancer detection center examinations to determine whether a person has AIDS, 
and any other type of physical examination or test which is given primarily to determine 
whether a person has a specific sickness where there have been no symptoms. 

 
6. Except as covered under the Wellness Benefit, services or treatments which are preventive 

in nature. This exclusion applies to items such as flu shots and other inoculations and treat-
ments which a person may receive as a result of being exposed to a particular disease or to 
prevent the contraction of any sickness (except for the shingles vaccine). 

 
7. Services or supplies that are not medically necessary (as defined on page 61) for or in 

connection with treatment of a covered person. 
 

8. Any amount in excess of the usual and customary charge for a particular service or sup-
ply. 

 
9. Elective or cosmetic treatment or surgery including non-emergency plastic or cosmetic 

surgery on the body. Exceptions: This exclusion does not apply to: 
 
a. Reconstructive surgery which is necessary for prompt repair of an accidental bodily inju-

ry. 
 

b. Breast reconstruction following a mastectomy, including surgery on the nonaffected 
breast to achieve a symmetrical appearance. 
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c. Voluntary sterilization procedures (for employees and spouse only). 
 
10. Abortions, unless performed for therapeutic reasons, and only for a female employee or a 

female spouse. 
 

11. Obesity, diet or weight control, including but not limited to, exercise programs, special diet 
or diet supplements, amphetamines, or any form of diet medication whether or not recom-
mended or supervised by a physician. Exception: Surgery for treatment of morbid obesity will 
be payable if: (a) the person is 100 pounds over his ideal weight, height, sex and frame (as 
determined by the most recent Metropolitan Life Insurance Table); and (b) the person has 
been morbidly obese for the prior five (5) years, and (c) during that 5-year period the person 
was unsuccessful in his attempts to lose weight by more conservative measures under the di-
rection and supervision of a physician. 

 
12. Sexual dysfunction or inadequacies, including physical therapy, supplies and prostheses 

(including penile prosthesis to treat impotence). Exception: If an eligible employee or spouse 
has been diagnosed with male impotence, the Plan will cover up to 8 tablets of Viagra per 
month. 

 
13. Infertility, except for the initial diagnostic tests performed to determine the condition’s under-

lying cause. 
 

14. Reversal or attempted reversal of vasectomies, tubal ligations or others sterilization pro-
cedures. 

 
15. Travel or transportation except as specifically provided in “Covered Medical Expenses.” 

 
16. Special home or vehicle construction, modification or additions to accommodate per-

son’s disability, sickness or injuries, including but not limited to ramps, elevators and 
stair/bed/bath lifts. 

 
17. Education, special education, job training or work hardening whether or not given in a 

facility that also provides medical or psychiatric treatment. This exclusion applies to all spe-
cial education or like services, regardless of the type of education, the purpose of the educa-
tion, the recommendation of the attending physician, or the qualification of the individual ren-
dering the educational services. 

 
18. Custodial care or rest cures, including confinement in a nursing or convalescent home by 

whatever name called. 
 

19. Services provided by a member of your family, including services rendered by someone 
who ordinarily resides in your home or who is a member of your spouse’s family. 

 
20. Experimental or investigative procedures, services or supplies. 

 
21. Drugs or medicines which are not prescribed to treat a mental or physical condition for which 

the U.S. Food and Drug Administration (FDA) has approved usage of such product, or that 
are not prescribed or used in a manner consistent with the FDA’s intended and ap-
proved usage. 
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22. A donor search or expenses incurred by a donor in connection with the donation of one 
or more body organs. 

 
23. Speech therapy, except for charges for speech therapy that is expected to restore speech to 

a person who has lost existing speech function (the ability to express thoughts, speak words 
and form sentences) as the result of a sickness or accidental injury. Speech therapy to im-
prove speech in the absence of disease or accidental injury (such as for a learning disability 
or speech delay) is considered special education and is not covered. 

 
24. Surgical or medical treatment of TMJ (as defined on page 62). 

 
25. Vision training or orthoptics, including vision perception training, or any treatment or ther-

apy for aniseikonia (except as provided under the Vision Care Benefit). 
 

26. Correction of refractive errors or astigmatism by laser or surgery, including but not lim-
ited to laser in-situ keratoileusis (LASIK) and photorefractive keratectomy (PRK). 

 
27. Family or child counseling except for treatment of a sickness. 

 
28. Marriage, career, social adjustment, pastoral or financial counseling. 

 
29. Acupuncture, primal therapy, rolfing, psychodrama, megavitamin therapy, bioenergetics 

therapy, or carbon dioxide therapy. 
 

30. Substance abuse treatment at a treatment program that is not provided by a state-licensed 
facility and treatment that is not specifically stated as a covered expense unless required to 
be provided under applicable law. 

 
31. Treatment of mental or nervous disorders that is not specifically stated as a covered ex-

pense, unless required to  be provided under applicable law. 
 
32. Consultations or sessions with family members that are primarily in connection with the 

treatment of another family member. 
 

33. Court-ordered treatment, including confinement in any hospital or treatment by any provider 
otherwise covered by this Plan when such treatment is ordered as a part of any litigation, 
court ordered judgment, or penalty. 

 
34. Birth control pills or devices. 

 
35. Personal convenience or grooming items such as guest tray meals, television rental, bar-

ber or beautician services, admission kits, or any products designed for personal hygiene, 
comfort or convenience. 

 
36. Vitamins, minerals, food supplements or substitutes, including dietary or nutritional coun-

seling (except for diabetic counseling), books, pamphlets or classes. 
 

37. Hair analysis, pillows or similar devices, booklets, pamphlets or tapes. 
 

38. Shoes or shoe inserts for treatment of the feet, unless prescribed by a physician and cus-
tom-fitted for the patient. 
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39. Smoking cessation products, medications (even if prescribed) and programs. 

 
40. Hearing aids or examinations for the fitting of hearing aids. 

 
41. Any of the following items or items of a similar nature or purpose, regardless of intended 

use: 
 

Air conditioners Thermometers 
Air purifiers Whirlpools, saunas or Jacuzzis 
Breast pumps Devices or implants to simulate natural body 

contours Communication devices 
Dehumidifiers or humidifiers Blankets, mattresses, pillows or covers for 

these items, even if orthopedic or hypo-
allergenic 

Exercise equipment 
Health club memberships 
Scales Wigs (but the Plan covers one wig during 

your lifetime if required due to hair loss as a 
result of covered chemotherapy treatment) 

Swimming pools 

 
42. Services or supplies resulting from, or related to war, whether declared or undeclared, or 

any act thereof, or military or naval services of any country. 
 

43. Treatment resulting from the commission of an illegal act, or for which a contributing cause 
was the commission of or attempt to commit an illegal act, by the person whose injury or 
sickness is the basis of claim or any treatment received by a person when a contributing 
cause was such person’s being engaged in an illegal occupation. 

 
44. Work-related injuries, sicknesses, diseases or defects, including any condition which oc-

curs during or arises out of any occupation for wage or profit. (If the workers’ compensation 
or any occupational disease claim is rejected, the sickness or injury will not be considered 
work-related.) 

 
45. Treatment of injury or sickness caused by a self-inflicted injury or attempted suicide, un-

less the injury or sickness resulted from a medical condition (including both physical and 
mental health conditions). 

 
46. Employer/association-provided services, including treatment or supplies received from a 

dental or medical department maintained by a mutual benefit association of this or another 
employee benefit plan or labor union. This exclusion applies to services, treatment or sup-
plies which are payable or furnished under any policy of insurance or other medical benefit 
plan or service plan for which the Trustees shall, directly or indirectly, have paid for all or a 
portion of the cost. 

 
47. Government-provided or sponsored services, including: (a) expenses incurred while con-

fined in a hospital owned or operated by the federal government or other government unit; (b) 
treatment by a physician employed by the federal government or other government unit; or 
(c) services or supplies furnished by or at the request or direction of the federal government, 
any of its agencies, or other government unit unless the eligible person is legally required to 
pay. This exclusion will not prevent coordination of benefits with a plan specifically estab-
lished by a governmental unit for its own civilian employees and their dependents. 
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48. Charges for which a third party is legally liable. 
 

49. Treatment, services, supplies for which no charge is made, or for which the participant is 
not required to pay, or for which no charge would be made in the absence of this Plan, ex-
cept to the extent that the reasonable cost of such services must be paid by the Plan to a 
government agency as required by applicable federal law. 

 
50. Claims filed more than one year after the charge was incurred. 

 
51. Genetic testing unless the result of the test will directly impact the treatment being delivered 

to the patient. The maximum payable by the Plan for all covered genetic tests during the per-
son’s lifetime is $5,000. 

 
52. Surrogacy or surrogate fees. This exclusion applies to, but is not limited to, charges in 

connection with the medical or other expenses of a surrogate who carries and delivers a child 
on behalf of a person covered under this Plan, or a female Employee’s or Dependent’s carry-
ing and delivering a child for someone else. Any child born of an eligible individual acting as a 
surrogate mother will not be considered a Dependent of the surrogate mother or her spouse. 
This exclusion does not apply to complications of pregnancy incurred by a surrogate who is 
an Eligible Employee or Eligible Dependent under this Plan. 
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►► HOW TO FILE CLAIMS ◄◄ 
 

HOSPITAL AND PPO DOCTOR CLAIMS, DENTAL 
 
Send all hospital and PPO doctor bills to: 

Blue Cross and Blue Shield of Illinois (BCBSIL) 
P.O. Box 805107 
Chicago, IL  60680-4112 

 
Hospitals and physicians will usually bill BCBSIL directly. If you need to file a claim yourself, 
send your hospital, physician and other PPO facility claims to BCBSIL at the above address. Be 
sure to include the BCBSIL group number shown on your medical I.D. card. 
 

VISION CLAIMS 
 
You do not have to file a claim when you use a VSP doctor.  
 
When you use an out-of-network provider, follow these steps to get reimbursement from VSP for 
the expenses:  

1. Pay the doctor in full. Get a paid receipt for the itemized bill showing the services per-
formed and supplies provided. The bill must be itemized, especially with regard to showing 
the type of lenses prescribed, i.e., single vision, bifocal, trifocal or contacts.  

2. Be sure the bill includes your name, address and Social Security number (if the patient is a 
dependent, the dependent’s name and birth date should also be on the bill).  

Send the itemized paid bill, along with the benefit form, to VSP at the address shown below. Vi-
sion claims should be filed within six months after the services or supplies are received.  

Vision Service Plan  
P.O. Box 997100  
Sacramento, CA 95899-0001  

 
Please do not send bills for Vision Care to the Fund Office.  
 
 

ALL OTHER CLAIMS, INCLUDING CLAIMS FOR 
WEEKLY LOSS OF TIME, LIFE AND AD&D INSURANCE 

 
Send all other claims and any claim-related correspondence to: 

Glaziers’ Union Local No. 27 Health and Welfare Fund 
c/o Stewart C. Miller & Co., Inc. 
2111 West Lincoln Highway 
Merrillville, IN 46410 
Telephone 1-219-769-6944 

 
Claim forms are available from the Fund Office. 
 

 
Claims must be filed within ONE YEAR of the date incurred. 
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►► GENERAL PROVISIONS AND INFORMATION ◄◄ 
 

DEFINITIONS 

ACCIDENT – An accident must contain some degree of unexpected violence, such as a fall, 
blow, laceration, contusion or abrasion. 
 
AMBULATORY SURGICAL CENTER – A free-standing facility which is wholly owned and oper-
ated by a hospital on the same basis as the outpatient department of its main facility or a legally 
constituted institution which meets all of the following requirements: 
 
1. It is established, equipped and operated primarily for the purpose of performing surgical pro-

cedures. 
 

2. It operates under the supervision of one or more physicians as defined by the Plan. 
 

3. It is equipped with at least two operating rooms, at least one post-anesthesia recovery room, 
and has the ability to perform diagnostic x-ray and laboratory procedures as required in con-
junction with the surgery to be performed. 

 
4. It continually provides nursing services by registered nurses for patient care in the operating 

rooms and the post-anesthesia recovery room(s). 
 

5. It is licensed by the appropriate state agency and is recognized by the local medical society. 
 
COVERED EXPENSES; COVERED MEDICAL EXPENSES – “Covered expenses” are the usual 
and customary charges incurred by an eligible person which are specified as covered under one 
or more benefit provisions of the Plan. “Covered medical expenses” are the usual and customary 
charges incurred by an eligible person which are specified as covered under the Medical Ex-
pense Benefit (pages 34). 
 
COVERED UNDER THE PLAN – A term used to indicate that a person is eligible to receive the 
Plan benefits which apply to his status as an employee, a retiree or a dependent. 
 
CUSTODIAL CARE – Care, services or supplies which are furnished mainly to train or to assist 
in personal hygiene or other activities of daily living, rather than to provide therapeutic treatment. 
Care, services or supplies will also be considered “custodial” if they can be safely and adequate-
ly provided by persons who do not have the technical skills of a covered health care provider. 
 
DENTAL HYGIENIST – A person who is currently licensed to practice dental hygiene by the 
governmental authority having jurisdiction over the licensing and practice of dental hygiene and 
who works under the supervision of a dentist. 
 
DENTIST – A person who is currently licensed to practice dentistry by the governmental authori-
ty having jurisdiction over the licensing and practice of dentistry. 
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DEPENDENT – (When used in the following definition, the terms “eligible employee” and “em-
ployee” shall also refer to eligible retirees.) 
 
A dependent is any one of the following: 

 
1. The legal spouse of an eligible employee. 

 
2. An eligible employee’s child who is less than 26 years old; or 

 
3. An eligible employee’s child who is age 26 years or older and totally and permanently disa-

bled because of a qualifying physical handicap or mental retardation. To be considered a 
qualified physical handicap or mental retardation under this definition, it must meet all the fol-
lowing requirements: 

 
a. The handicap must have occurred before the child reaches age 26; 

 
b. The child’s handicap and disability must be certified by a physician; 

 
c. The condition must render the child incapable of self-sustaining employment so as to 

make the child dependent upon the parents for financial support and maintenance; and 
 

d. The child’s disability must be expected to be permanent. (A Social Security disability 
award will satisfy this requirement.) 
 

e. Initial proof of such disability and financial dependency must be furnished to the Trustees 
within 31 days of the child reaching age 26. Subsequent proof may be required by the 
Trustees but not more frequently than annually. 

 
CHILD - A child is any of the following: 
 
1. Your (employee’s) natural child or where there is a Voluntary Acknowledgment of Paternity 

acknowledging your paternity; 
 

2. A legally adopted child, including a child placed with you during the trial period prior to the 
approval of the adoption by a court; 

 
3. A stepchild, meaning the child of your current spouse; or 

 
4. A child determined to be an “alternate recipient” under the terms of a court order which the 

order will be required before claims for the child will be considered for payment. Normally, 
such an order will be issued in a divorce or other family law action which recognizes the 
child’s right to health benefits under the Plan.  

 
ELIGIBLE DEPENDENT – A person who meets the Plan’s definition of a dependent. 
 
ELIGIBLE EMPLOYEE – A person who: (1) is working within the jurisdiction of and is covered 
under the terms of the collective bargaining or non-bargaining participation agreement entered 
into between the Union and an employer; and (2) is eligible for benefits as set forth in the eligibil-
ity rules of this Plan. 
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ELIGIBLE PERSON – An eligible employee, eligible retiree, or a dependent of an eligible em-
ployee or retiree. 
 
ELIGIBLE RETIREE – A retired employee who has met and continues to meet the eligibility re-
quirements for coverage under the Plan’s Retiree Program. 
 
EMPLOYEE – A person, actively employed by an employer, on whose behalf employer contribu-
tions are required to be made. 
 
EMPLOYER; CONTRIBUTING EMPLOYER – An association or individual employer who has 
duly executed a collective bargaining agreement with the Union and is thereby required to make 
contributions to this Fund on behalf of its employees. Any employer not presently party to such 
collective bargaining agreement who satisfies the requirements for participation as established 
by the Trustees and agrees to be bound by the Trust Agreement is also included in this defini-
tion. 
 
EXPERIMENTAL OR INVESTIGATIVE – A treatment, procedure, facility, equipment, drug, de-
vice or supply will be considered to be “experimental or investigative” if it falls within any one of 
the following categories: 
 
1. It is not yet generally accepted among experts as accepted medical practice for the patient’s 

medical condition; or 
 

2. It cannot be lawfully marketed or furnished without the approval of the U.S. Food and Drug 
Administration or other federal agency, and such approval had not been granted at the time 
the treatment, procedure, facility, equipment, drug, device, or supply was rendered, provided 
or utilized; or 

 
3. It is the subject of ongoing Phase I or Phase III clinical trials, or is the research, experimental, 

study or investigational arm of ongoing Phase III clinical trials, or is otherwise under study to 
determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as 
compared with a standard means of treatment or diagnoses, or if the prevailing opinion 
among experts regarding any such treatment, procedure, facility, equipment, drug, device or 
supply is that further studies or clinical trials are necessary to determine its maximum tolerat-
ed dose, its toxicity, its safety, its efficacy or its efficacy as compared with a standard means 
of treatment or diagnoses. 

 
Determination of whether a treatment, procedure, facility, equipment, drug, device or supply is 
experimental or investigative shall be determined solely by the Trustees, in their sole discretion 
and judgment, in consultation with medical experts of their choosing. 
 
HOME HEALTH AGENCY – A public agency or private organization (or a subdivision of such 
agency or organization) which meets all of the following requirements: (1) it is primarily engaged 
in providing skilled nursing services and other therapeutic services in the homes of its patients; 
(2) it has policies (established by a group of professional personnel associated with the agency 
or organization) governing the services which is provides: (3) it provides for the supervision of its 
services by a doctor or a registered professional nurse; (4) it provides clerical records on all of its 
patients; (5) it is licensed according to the applicable laws of the state in which the patient receiv-
ing the treatment lives and of the locality in which it is located or in which it provides services, 
and (6) it is eligible to participate in Medicare. 
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HOSPICE – A public agency or private organization (or a part of either), primarily engaged in 
providing a coordinated set of services at home or in outpatient or institutional settings to per-
sons suffering from a terminal medical condition. The agency or organization: (1) must be eligible 
to participate in Medicare; (2) must have an interdisciplinary group of personnel that includes the 
services of at least one doctor and one R.N.; (3) must maintain clerical records on all patients; 
and (4) must meet the standards of the National Hospice Organization. 
 
HOSPITAL – A legally constituted institution which meets all these requirements: 
 
1. It is accredited by the American Hospital Association. 

 
2. It is under the supervision of a staff of physicians. 

 
3. It continually provides a 24-hour-a-day nursing service by registered nurses. 

 
4. It is primarily engaged in providing diagnostic and therapeutic facilities for medical and surgi-

cal care of injured and sick persons on a basis other than as a rest home, nursing home, 
convalescent home, a place for the aged, a place for drug addicts, or a place for alcoholics. 

 
MEDICALLY NECESSARY – A service, drug or supply is considered “medically necessary” if it 
is necessary and appropriate for the diagnosis or treatment of a sickness or injury according to 
generally accepted standards of medical practice. A service, drug or supply is not medically nec-
essary if it is experimental or investigational or for research purposes, or is provided solely for 
the convenience of the patient, the patient’s family, doctor, hospital or other provider, or involves 
the use of a medical device, drug or substance not approved by the U.S. Food and Drug Admin-
istration. 
 
PHYSICIAN, DOCTOR, OR SURGEON – A legally qualified doctor or surgeon who is a Doctor 
of Medicine (M.D.) or a Doctor of Osteopathy (D.O). 
 
For the purpose of certain benefit payments and subject to all Plan limitations set forth in this 
booklet, other covered providers include the following; a Doctor of Chiropractic (D.C.), a Doctor 
of Dentistry (D.D.S.), a Podiatrist (D.P.M.), or a Doctor of Optometry (O.D.). Services provided by 
these individuals are covered only when the services are rendered within the scope of each such 
individual’s license and specialty. With respect to covered mental health and substance abuse 
treatment, covered providers also include psychologists, licensed clinical social workers and li-
censed professional counselors. 
 
Naprapaths, naturopaths, nurse anesthetists and physicians’ assistants are not considered “phy-
sicians” under the terms of this Plan. 
 
PREGNANCY – Pregnancy includes childbirth, miscarriage, and complications of pregnancy. 
 
RETIREE; RETIRED EMPLOYEE – A person who was an eligible employee under this Plan on 
the date preceding the date of his retirement and who is now retired under the retirement provi-
sions of the Glaziers’ Union Local No. 27 Pension Plan. 
 
SICKNESS – A deviation from a healthy condition which alters the state of the body, interrupts or 
disturbs the performance of vital functions, and tends to undermine or weaken the constitution. 
“Sickness” does not include a limitation on or a loss of body function or a temporary indisposition 
which does not progressively undermine or weaken the constitution. 
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SKILLED NURSING CARE FACILITY – An institution or that part of any institution which oper-
ates to provide convalescent or nursing care and meets all the following requirements; 
 
1. Is primarily engaged in providing skilled nursing care and related services for patients who re-

quire medical or nursing care, or rehabilitation services for the rehabilitation of injured, disa-
bled or sick persons. 
 

2. Has a requirement that the health care of every patient be under the supervision of a physi-
cian, and has a physician available to furnish necessary medical care in case of emergency. 

 
3. Has policies, which are developed with the advice (and with provision for review of such poli-

cies from time to time) of a group of professional personnel, including one or more physicians 
and one or more registered professional nurses, to govern the skilled nursing care and related 
medical or other services it provides. 

 
4. Has a physician, a registered professional nurse or a medical staff responsible for the execu-

tion of such policies. 
 

5. Maintains clinical records on all patients. 
 

6. Provides 24-hour nursing services which is sufficient to meet nursing needs in accordance 
with the policies developed as provided in No. 3 above, and has at least one registered pro-
fessional nurse employed full time. 

 
7. Provides appropriate methods and procedures for the dispensing and administering of drugs 

and biologicals. 
 

8. In the case of an institution in any state in which state or applicable local law provides for the 
licensing of institutions of this nature, it is licensed pursuant to such law, or is approved by the 
agency of the state or locality responsible for licensing institutions of this nature as meeting 
the standards established for such licensing. It must also meet any other conditions relating to 
the health and safety of individuals who are furnished services in such institution or relating to 
the physical facilities thereof. 

 
TMJ – Any condition or disorder involving the temporomandibular or craniomandibular joints, in-
cluding any condition of the joints linking the jaw bone and the skull, along with the complex of 
muscles, nerves and other issues related to those joints. “TMJ” shall further mean any disorder 
condition arising as a result of such joint, muscles, nerve or tissue condition or disorder. 
 
TOTALLY DISABLED AND TOTAL DISABILITY – Totally disabled and total disability, unless 
otherwise specifically defined, refer to disability resulting solely from a sickness or accidental 
bodily injury which prevents an employee from engaging in any occupation or employment for 
compensation or profit, or prevents a dependent from engaging in substantially all the normal 
activities of a person of like age and sex in good health. 
 
TRUST AGREEMENT – The Agreement and Declaration of Trust establishing the Glazing Em-
ployers and Glaziers’ Union Local No. 27 Health and Welfare Fund for Active Journeymen Glazi-
ers, Apprentices and Dependents and for Retired Journeymen Glaziers and Dependents, and 
that instrument as may be amended from time to time. 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 63 
 

TRUST FUND – Trust Fund or Fund means the Glazing Employers and Glaziers’ Union Local 
No. 27 Health and Welfare Fund for Active Journeymen Glaziers, Apprentices and Dependents 
and for Retired Journeymen Glaziers and Dependents (also called Glazier’s Union Local No. 27 
Health and Welfare Fund). 
 
TRUSTEES – Trustees means the employers Trustees and the Union Trustees, collectively, as 
selected under the Trust Agreement, and as constituted from time to time in accordance with the 
provisions of the Trust Agreement. 
 
UNION – The Glaziers’, Architectural, Metal and Glass Workers Local Union No. 27 of the Inter-
national Brotherhood of Painters and Allied Trades, AFL-CIO, which is usually referred to in this 
Summary Plan Description as the Glaziers’ Union Local No. 27. 
 
USUAL AND CUSTOMARY CHARGE – An amount determined by comparing a particular 
charge with the charges made for similar services and supplies in the locality concerned to indi-
viduals of similar age, circumstances and medical condition. The result of any such comparison 
determined the amount that is the maximum allowable covered expense under this Plan. For 
BCBSIL PPO providers, the amount of the usual and customary charge is the BCBS PPO nego-
tiated rate. If the provider is not a BCBS PPO provider, the amount of the usual and customary 
charge will be determined by the Fund. 
 
 

If you use Blue Cross and Blue Shield of Illinois (BCBSIL) PPO pro-
viders you can assume the charges are usual and customary be-
cause of contractual arrangements between the providers and 
BCBSIL. 
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CLAIM PROCEDURES 

 
Claim Filing Procedures 

In order for the Plan to pay benefits, a claim must be filed with the office designated for handling 
your claim in accordance with the procedures described in this booklet and below. A claim can 
be filed by you, your eligible dependent or by someone authorized to act on behalf of you or your 
eligible dependent. 
 
1. A claim is considered to have been filed on the date it is received in writing at the correct 

claims office, even if the claim is incomplete. 
 

2. A “claim” is a request for the Plan benefits, normally because the claimant has incurred a 
healthcare expense. A request for confirmation of Plan coverage is not a claim if you have 
not yet incurred the expense unless the Plan conditions payment on the receipt of prior ap-
proval. A general inquiry about eligibility or coverage when no expense has been incurred is 
not a claim, nor is presenting a prescription to a pharmacy. 

 
3. Claims must be filed within one year (twelve months) following the date on which the claim 

was incurred. 
 

4. You may designate another person as your authorized representative for purpose of filing a 
claim. Except in the case of an urgent care claim, such designations must be in writing. 

 
• Unless your authorization states otherwise, all notices regarding your claim will be sent to 

your authorized representative and not to you. 
 

• A routine assignment of benefits so that the Plan will pay the provider directly is not a 
designation of the provider as your authorized representative.  Also, a provider does not 
obtain an independent right as a participant or beneficiary of the Plan if you designate the 
provider as your authorized representative. 

 
Claim Processing Time Periods 

The amount of time the Plan can take to process a claim depends on the type of claim. A claim 
can fall into one of the following categories: 
 
1. A claim is a “post-service claim” if you have already received the treatment or supply for 

which payment is now being requested. Most claims are post-service claims. 
 

2. A “disability claim” is a claim for Weekly Loss of Time Benefits. 
 

3. A “pre-service claim” is a request for preauthorization of a type of treatment or supply that 
requires approval in advance of obtaining the care. 

 
4. An “urgent care claim” is pre-service claim where the application of the time periods for mak-

ing non-urgent care determinations could seriously jeopardize your life, health, or ability to 
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regain maximum function, or that could subject you to severe pain that cannot be adequately 
managed without the proposed treatment. 

 
5. A “concurrent care claim” is also a type of pre-service claim. A claim is a concurrent care 

claim is a request is made to extend a course of treatment beyond the period of time or num-
ber of treatments previously approved. 

 
The Trustees expect that there will be few, if any, pre-service (or urgent or concurrent care) 
claims. This is because the Plan does not condition eligibility for a benefit on prior approval. 
 
If all the information needed to process your claim is provided to the designated claims office, 
your claim will be processed as soon as possible. However, the processing time needed will not 
exceed the time frames allowed by law, which are as follows: 
 

• Post-service claims—30 days. 
 

• Disability claims—45 days. 
 

• Pre-service claims—15 days. 
 

• Urgent care claims—72 hours. 
 

• Concurrent care claims-24 hours if the concurrent care is urgent and if the request for the 
extension is made within 24 hours prior to the end of the already authorized treatment. If 
the concurrent care is not urgent, then the pre-service time limits apply. 

 
WHEN ADDITIONAL INFORMATION IS NEEDED (CLAIMANT EXTENSION) – If additional in-
formation is needed from you, your doctor or the provider, the necessary information or material 
will be requested in writing. The request for additional information will be sent within the normal 
time limits shown above, except that the additional information needed to decide an urgent care 
claim will be requested within 24 hours. 
 
It is your responsibility to see that the missing information is provided to the claims office. The 
normal processing period will be extended by the time it takes you to provide the information, 
and the time period will start to run only after the claims office has received a response to its re-
quest. If you do not provide the missing information within 45 days (48 hours for an urgent care 
claim), the claims office will make a decision on your claim without it and your claim could be de-
nied as a result. 
 
PLAN EXTENSION – The time periods above may be extended if the claims office determines 
that an extension is necessary due to matters beyond its control (but not including situations 
where it needs to request additional information from you or the provider). You will be notified 
prior to the expiration of the normal approval/denial time period if an extension is needed. If an 
extension is needed, it will not last more than: 
 

• Post-service claims—15 days. 
 

• Disability claims—30 days (a second 30-day extension may be needed in special circum-
stances). 
 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 66 
 

• Pre-service claims—15 days. 
 
Claim Denials 

If all or a part of your claim is denied after the claims office has received all other necessary in-
formation from you, you will be sent a written notice giving you the reasons for the denial. The 
notice will include reference to the Plan provisions on which the denial was based and an expla-
nation of the claim appeal procedure. If applicable, it will give a description of any additional ma-
terial or information necessary for you to perfect the claim, and the reason such information is 
necessary. The notice will provide a description of the appeal procedures and the applicable time 
limits for following the procedures. It will be also include a statement concerning your right to 
bring a civil action under section 502(a) of ERISA. In cases where the Plan relied upon an inter-
nal rule, guideline, protocol or similar criterion to make its decision, the notice will state that the 
specific internal rule, guideline, protocol or criterion will be provided to you free of charge upon 
request. If the decision was based on medical necessity or if the treatment was deemed experi-
mental, the notification will include either an explanation of the scientific or clinical judgment for 
the determination or a statement that such explanation will be provided free of charge upon re-
quest. For urgent claims, a description of the Plan’s expedited review process will be provided. 
 
Claim Appeal Procedure 

Appealing the Denial of a Claim 
 
1. If your claim has been denied in whole or in part, you may request a full and fair review (also 

called an “appeal”) by filing a written notice of appeal with the Plan. Mail your written request 
for review to: 

 
Board of Trustees 
c/o Stewart C. Miller & Co., Inc. 
2111 West Lincoln Highway 
Merrillville, IN 46410 
Telephone 1-219-769-6944 

 
2. A notice of appeal must be received at the claims office not more than 180 days after you 

receive the written notice of denial of the claim. Your appeal is considered to have been filed 
on the date the written notice of appeal is received at the claims office. 
 

3. The Review Committee will be the Board of Trustees or a committee of the Board of Trus-
tees. The Review Committee will not include the person, or a subordinate of the person, who 
made the original claim denial. 

 
4. You may orally request a review of a denied urgent care claim by calling the claims office at 

1-219-769-6944 or you may submit your request in writing to the address shown in No. 1 
above. You may be notified of the Review Committee’s decision on an urgent care claim by 
telephone or facsimile. 

 
5. If you wish, another person may represent you in connection with an appeal. If another per-

son claims to be representing you in your appeal, the Review Committee has the right to re-
quire that you give the Plan a signed statement, advising the Review Committee that you 
have authorized that person to act on your behalf regarding your appeal. Any representation 
by another person will be at your own expense. 
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6. You (and your authorized representative, if any) may request to appear in person before the 

Review Committee. If the Trustees grant your request, you and your representative’s ap-
pearance must be at your own expense. 

 
7. You or your authorized representative may review pertinent documents and may submit 

comments and relevant information in writing. 
 

• Upon written request, the claims office will provide reasonable access to, and copies of, 
all documents, records or other information relevant to your claim. 
 

• It the claims office obtained an opinion from a medical or vocational expert in connection 
with your claim, the claims office will, on written request, provide you with the name of 
that expert. 
 

• The claims office will not charge you for copies of documents you request in connection 
with an appeal. 
 

8. In deciding your appeal, the Review Committee will consider all comments and documents 
that you submit, regardless of whether that information was available at the time of the origi-
nal claim denial. The review will not defer to the initial denial, and will take into account all 
comments, documents, records and other information submitted by you, without regard to 
whether such information was previously submitted or relied upon in the initial determination. 
 

9. If an appeal involves a medical judgment, such as whether treatment is medically necessary, 
the Review Committee will consult with a medical professional who is qualified to offer an 
opinion on the issue. If a medical professional was consulted in connection with the original 
claim denial, the Review Committee will not consult with the same medical professional (or a 
subordinate of that person) for purposes of the appeal. 

 
NOTIFICATION FOLLOWING REVIEW – If your appeal is for an urgent care claim, you will be 
notified of the decision about your appeal as soon as possible, taking into account the circum-
stances, but not later than 72 hours after receipt of your request for review. In the case of non-
urgent pre-service claims, you will be notified no later than 30 days after receipt of your request 
for review. 
 
A review and determination for disability and post-service claims will be made no later than the 
date of the meeting of the Trustees that immediately follows the Plan’s receipt of a request for 
review. The Review Committee meets on a quarterly basis. However, if the request is filed within 
30 days preceding the date of such meeting, a determination may be made no later than the date 
of the second meeting. 
 
If special circumstances (such as the need to hold a hearing) require a further extension of time, 
a determination will be made not later than the third meeting of the Trustees. Before the start of 
the extension, you will be notified in writing of the extension, and that notice will include a de-
scription of the special circumstances and the date as of which the determination will be made. 
 
You will be informed of the Trustee’s decision, normally within 5 calendar days of the review. The 
decision will be in writing unless the appeal was for an urgent care claim and you advised by tel-
ephone or fax. When you receive the written decision, it will contain the reasons for the decision 
and specific references to the particular Plan provisions upon which the decision was based. It 
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will also contain a statement explaining that you are entitled to receive, upon request and free of 
charge, reasonable access to, and copies of, all documents, records, and other information rele-
vant to your claim, and a statement of your right to bring an action under section 502(a) of 
ERISA. If applicable, you will also be informed of your right to receive free of charge upon re-
quest the specific internal rule, guideline, protocol or similar criterion relied on to make the deci-
sion. If the decision was based on a medical judgment, you will receive an explanation of that 
determination or a statement that such explanation will be provided free of charge upon request.  
 
If the Plan fails to make timely decisions or otherwise fails to comply with the applicable federal 
regulations, you may go to court to enforce your rights. A claimant ordinarily may not file suit 
against the Plan until the claimant has exhausted all of the procedures described above. You 
must file suit within one year of the date the final denial is made. If the Plan fails to meet the ap-
plicable requirements of the federal regulations, those regulations will permit you to go to court 
without exhausting all of the procedures described above.  In such a case you may go to court to 
enforce your rights within two years of the date the claim was incurred. 
 
Life and Accidental Death & Dismemberment Insurance Claims 

A decision will be made by Dearborn National Life Insurance Company, the Plan’s insurance 
provider, no more than 90 days after receipt of due proof of loss, except in special circumstances 
(such as the need to obtain further information), but in no case more than 180 days after the due 
proof of loss is received. The written decision will include specific reasons for the decision and 
specific references to the Plan provisions on which the decision is based. 
 
Any denied claim may be appealed to Dearborn National Life Insurance Company Dearborn for a 
full and fair review. You may: request a review upon written application within 60 days of receipt 
of the claim denial; review pertinent documents; and submit issues and comments in writing. 
 
A decision will be made by Dearborn National Life no more than 60 days after receipt of the re-
quest for review, except in special circumstances (such as the need to obtain additional evi-
dence), but in no case more than 120 days after the request for review is received. The written 
decision will include specific reasons for the decision and specific references to the Plan provi-
sions on which the decision is based. 
 

COORDINATION OF BENEFITS (C.O.B.) 

 
Coordination With Other Group Plans 

GENERAL C.O.B. RULES – Benefits are coordinated when both you and your spouse (and/or 
your covered children) are covered by this Plan as well as by one or more other group health 
plans. Coordination allows benefits to be paid by two or more plans, up to but not to exceed 
100% of the allowable expenses on the claim. 
 
1. C.O.B. applies only to health care benefits (medical, dental and vision). It does not apply to 

life or AD&D insurance, or Weekly Loss of Time Benefits. 
 

2. Benefits are coordinated with other group plans, including group Blue Cross and Blue Shield, 
blanket insurance plans, plans available to you as a member of a defined group, any plan for 
which your employer contributes to the cost or makes payroll deductions, employer spon-
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sored plans, plans sponsored by the federal government or any state or local government, 
tax-supported plans, or plans provided by or through any governmental action. Benefits are 
also coordinated with Medicare. C.O.B. does not apply to Medicaid or to individual medical 
policies. 

 
3. Benefits are paid under C.O.B. for “allowable expenses,” which are expenses that are eligible 

to be considered for reimbursement. 
 

4. When anyone in your family who is covered under another group health plan has a claim, be 
sure that claims are filed with all plans and that all required information about other coverage 
is provided on all forms. A claim must be filed for any benefits you or a dependent are entitled 
to from any other source. Whether or not a claim is filed with the other sources, this Plan’s 
payments will be calculated as though any benefits a person is entitled to from the other 
sources have been received, even if they have not. If a person is eligible for Medicare, the 
Plan will calculate benefits as though he is enrolled in both Part A and Part B of Medicare 
even if he has not actually enrolled for both Parts. 

 
5. If a person is covered under one or more other plans in addition to the Plan, this Plan will co-

ordinate benefits on the assumption that the other plans’ rules were followed, that required 
providers were used, and that the other plan’s maximum benefits were paid. This Plan will 
not pay benefits for expenses which would have been covered by another plan but which are 
not covered by the other plan because the person failed to take the action required under the 
other plan’s rules. 

 
6. The claims office has the right to release any necessary information about your claim to other 

sources and to receive such information without notice to you. In addition, if another plan has 
paid benefits on a claim first when this Plan should have paid first, this Plan may pay the oth-
er plan directly the benefits it would have paid. If this Plan has paid benefits on a claim first 
when another plan should have paid first, this Plan may recover the amounts paid from the 
other plan or from an individual to whom the other plan has already made its payment. 

 
7. If you have a claim that is covered by two or more plans, one plan (the “primary” plan) pays 

its benefits first regardless of any other plans. The other plans (“secondary” plans), adjust 
their benefits so that the total benefits available to you are not greater than the allowable ex-
penses. 

 
ORDER OF BENEFIT DETERMINATION 
 
1. A Plan without a C.O.B. provision is always considered the primary plan. 

 
2. If all plans have a C.O.B. provision, benefits are determined as follows: 

 
a. The plan that covers the person (for whom the claim is filed) as an employee is primary 

over a plan that covers him other than as an employee. 
 

b. The plan that covers a person as a full-time person is primary over a plan that covers the 
same person as a less-than-full-time employee. 
 

c. If a person (for whom the claim is filed) is covered under a plan as an active employee 
and is also covered under a plan as a retired employee or COBRA beneficiary, the plan 
covering the person as an active employee is primary. This rule applies in the same way 
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to a dependent of a person who is covered under a plan as an active employee and also 
under a plan as a retired employee or COBRA beneficiary. 
 

d. If a husband and wife, or a parent and child, are both covered as employees under this 
Plan, the Plan will coordinate benefits on the claims filed. 

 
3. Determination of Benefits for Children 

 
a. When parents are not divorced or legally separated or continue to live in a family setting 

(as applicable), and both have health care coverage for their children, the plan of the 
parent whose birthday comes earlier in the year is the primary plan (this is called the 
“birthday rule”). (For example, if your birthday is in April and your spouse’s birthday is in 
March, your spouse’s plan is primary and this Plan is secondary.) This Plan will normally 
only coordinate benefits using the birthday rule. If both parents have the same birthday, 
the plan covering the parent longer will be primary. 
 

b. If the parents are legally separated, divorced or no longer living together in a family set-
ting, their plans pay their children’s health care expenses as follows: 

 
• If a court has ordered one of the parents to provide health care coverage for a child, 

that parent’s plan is primary on the child’s claims. 
 

• If there is no court order, the plans pay in the following order: first the plan of the 
parent who has custody of the child; then, if the parent with custody has remarried, 
the plan of the step-parent; then the plan of the parent without custody. 

 
c. For a dependent child who has coverage under either or both parents’ plans and also 

has his or her own coverage as a dependent under a spouse’s plan, the order of benefit 
payment shall be as follows: 

 
• The plan covering the child as a spouse will pay first. 

 
• The plan covering the child as a dependent child will pay second. 
 

d. If the rules stated above do not clearly show which plan pays primary, the plan that has 
covered the person for who the claim is filed for the longest period of time will pay prima-
ry. 
 

e. If both parents of a dependent child are covered under this Plan as employees, this Plan 
will coordinate benefits on the child’s claims in accordance with the rules above. 

 
4. C.O.B. when a person has COBRA Coverage. If a covered person has COBRA Coverage 

under this Plan and becomes covered under another group health plan, this Plan will pay 
primary benefits only on claims for treatment of any preexisting condition(s) the person may 
have for which the other plan limits or excludes coverage and only for the duration of the oth-
er plan’s preexisting condition limitation or exclusion. The other plan will pay primary benefits 
on claims for treatment of all other conditions, and this Plan will pay secondary until his 
COBRA Coverage terminates or until the other Plan’s preexisting condition limitation or ex-
clusion no longer applies, whichever occurs first. 
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5. If the other plan does not follow the rules listed above for determining which plan pays first, 
the Trustees or their representatives shall, in their sole discretion, make a determination con-
cerning the order of benefit determination to be followed by this Plan. 

 
 

WHEN THIS PLAN IS SECONDARY 
 
1. If this Plan is secondary to another plan, it will pay the difference between the amount billed 

and the amount paid by the primary plan as long as that amount does not exceed what this 
Plan would have paid as the primary plan and only if it is a covered expense under this Plan. 

 
Examples: An employee’s spouse has a claim for $200 in covered expenses, and this Plan 
would normally pay $160 for that claim. The spouse’s own group plan is primary, and pays 
$80. This Plan will pay the remaining $120 since it is less than the $160 it would have paid as 
the primary plan. 
 
(The difference between this Plan’s normal benefit of $160 and the $120 it actually paid be-
comes a “benefit credit.” As described below.) 
 
If for the same $200 claim, this Plan’s normal benefit is $90 and the primary plan paid $80, 
this Plan will not pay more than its full normal benefit of $90, even though the combined 
payment of the two plans does not equal the amount of the claim. 

 
2. When this Plan’s normal benefits are reduced because of these Coordination of Benefits 

rules, then the amount not paid (for example, the $40 not paid by this Plan in the first exam-
ple above) is considered a “benefit credit.” The Plan keeps track of the benefit credits a per-
son accumulates during a calendar year, and if later in the same calendar year the person in-
curs allowable expenses that are not paid in full by the two plans, the benefit credits can be 
paid toward the allowable expenses that would otherwise have been unpaid by either plan. 
 

3. If there is a difference between the amount allowed by the primary plan and the amount al-
lowed by this Plan, then this Plan will use the higher amount. However, if the primary plan 
has a contract with the provider, the combined payments of both plans will not be more than 
the amount allowed under the terms of the primary plan’s contract with that provider. If both 
this Plan and the other plan have a contract with the provider, the allowable expense will be 
the higher of the two contracted or negotiated fees. 

 
Coordination with Medicare 

 
The provisions described below do NOT apply to Class C retirees or dependents. 

 
 
When you or your dependent becomes eligible for Medicare (officially known as Title XVII of the 
Social Security Amendments of 1954, amended effective July 1, 1973, and as thereafter may be 
amended) in addition to this Plan, you should enroll in Medicare. This applies whether you are 
eligible due to attained age or to a qualifying disability. 
 
When a person is eligible in this Plan and in Medicare, Medicare generally is required to pay first. 
Benefits payable by this Plan may be reduced by the amount Medicare pays, but only if the total 
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of this Plan’s normal benefits and Medicare’s payment will be more than 100% of covered ex-
penses. In all cases, this Plan will pay secondary to Medicare when it is allowed to do so by law. 
 
MEDICARE-ELIGIBLE PERSONS UNDER 65 (EMPLOYEES AND THEIR DEPENDENTS 
ONLY) – If any covered person is entitled to Medicare for reasons other than being 65 or older 
(for example, because of disability or being an End Stage Renal Disease beneficiary), this Plan 
will usually pay its benefits on that person’s claims before Medicare pays its benefits unless it is 
legally permitted to pay second. 
 
EMPLOYEES CONTINUING TO WORK AFTER AGE 65 (AND THEIR MEDICARE-ELIGIBLE 
SPOUSES) – If you continue to work for a contributing employer after you become age 65 and 
eligible for Medicare, you are entitled to the same benefits as employees under age 65 as long 
as you meet the regular eligibility rules. This Plan will be your primary provider of health care 
benefits unless it is legally permitted to pay second. Medicare will pay secondary benefits only 
for expenses covered by it and which are not paid by the Plan. 
 
If your dependent spouse is age 65 or older and eligible for Medicare while you are still working 
and eligible (regardless of your age), this Plan will usually pay its normal benefits for her before 
Medicare pays unless it is legally permitted to pay second. If she is covered under her own plan, 
her plan will pay first, this Plan will usually pay second, and Medicare will pay last. 
 
ENROLLMENT IN MEDICARE – You can apply for Medicare during the period that begins three 
months before and ends three months after your 65th birthday. Both you and your spouse are 
each responsible for enrolling in Medicare Part A and Part B when eligible to do so. At present 
there is no cost to you for Part A, which provides benefits for hospital and certain other expens-
es. Part B covers such items as doctor’s services. The government makes a monthly charge for 
Part B. If you or your spouse want information about Medicare enrollment or benefits, contact 
your local Social Security office. 
 

You or your dependent will be considered to be currently eligible and covered by Medi-
care as soon as you would be eligible to enroll whether or not you actually enroll as 
you should. 

  
This means that this Plan will only pay benefits equal to what it would have paid if you were en-
rolled in Part B and you will be responsible for the difference. 
 
You (and/or your spouse) can decline coverage under this Plan. If you do, Medicare will be your 
only health care coverage. You will not get any secondary benefits from this Plan. If you and/or 
your spouse prefer Medicare as your only health care coverage when you are age 65, contact 
the Fund Office (or your spouse should notify her own plan). Unless you make such a choice, 
this Plan will usually continue to pay primary benefits for you (and its normal benefits for your 
spouse) as long as you stay regularly eligible unless it is legally permitted to pay second. 
 

SUBROGATION AND REIMBURSEMENT 

In the event the Fund pays or is obligated to pay benefits on behalf of you or your dependents for 
illness or injury to you or your dependents and you or your dependents have the right to recover 
the amounts of such benefits from any other person, corporation, insurance carrier or govern-
mental agency, including uninsured or underinsured insurance coverage, or any other first-party 
or third-party contract or claim, the Trustees of the Fund and the Fund shall be subrogated to all 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 73 
 

of your or your dependents’ right of recovery against such person, corporation, insurance carrier, 
governmental agency or uninsured or underinsured insurance coverage or any other first-party or 
third-party contract or claim and shall have a right of reimbursement from you or your dependent 
to the full extent of payments made by the Fund and for the costs of collection of these amounts, 
including attorney’s fees. The full amount of benefits paid shall include any Preferred Provider 
Organization Charge or other payment to a medical discount provider paid with respect to the 
involved benefits which shall be considered part of the amount of benefits paid. The Trustees 
and the Fund shall have an equitable lien by agreement in the amount set forth in this paragraph 
and this equitable lien by agreement shall be enforceable as part of an action to enforce plan 
terms under ERISA Section 502(a)(3), including injunctive action to ensure that these amounts 
are preserved and not disbursed. The Trustees’ and the Fund’s equitable lien by agreement im-
poses a constructive trust upon the assets received as a result of a recovery by you or your de-
pendents, as opposed to the general assets of you or your dependents, and enforcement of the 
equitable lien by agreement does not require that any of these particular assets received be 
“traced” to a specific account or other destination after they are received by you or your depend-
ents.  The Trustees’ and the Fund’s equitable lien by agreement is from the first dollar received 
and its enforcement does not require that you or your dependents be “made whole” or that the 
entire debt be paid to you or your dependents prior to the lien’s payment. The Trustees’ and the 
Fund’s equitable lien by agreement is also not reduced by the legal fees incurred by you or your 
dependents in recovering the amounts or by any state law doctrine, such as the “common fund” 
doctrine, which would purport to impose such a reduction.   
 
You or your dependents or you acting on behalf of your minor dependent shall execute and de-
liver such documents and papers, including but not limited to an assignment of the claim against 
the other party or parties, assignment to the minor child or any parental claim to recover medical 
expenses of the minor child, and/or a Subrogation or Reimbursement Agreement to the Fund, as 
the Trustees may require. You or your dependents shall do whatever else is necessary to secure 
the rights of the Trustees and the Fund including allowing the intervention by the Trustees or the 
Fund or the joinder of the Trustees or the Fund in any claim or action against the responsible 
party or parties or any uninsured or underinsured insurance coverage or any other first-party or 
third-party contract or claim. By accepting benefits paid by the Plan, you agree to repay the Plan 
if you recover anything from a third party. 

If you or your dependents do not attempt a recovery of the benefits paid by the Fund or for which 
the Fund may be obligated, the Trustees or the Fund shall, if in the Fund’s best interest and at 
the Trustees’ sole discretion, be entitled to institute legal action or claim against the responsible 
party or parties, against any uninsured or underinsured insurance coverage, or against any other 
first-party or third-party contract or claim in the name of the Fund or Trustees in order that the 
Fund may recover all benefit amounts paid to you or your dependents or paid on their behalf, to-
gether with the costs of collection, including attorney’s fees. 

In the event of any recovery by judgment or settlement against the responsible party or parties or 
by payment by any uninsured or underinsured insurance coverage or any other first-party or 
third-party contract or claim, payment of the lien from the proceeds of the recovery shall take 
place in the following fashion. Initially, the reasonable costs of collection of the equitable lien by 
agreement, including the Fund’s attorney’s fees, shall be distributed to the Fund. Next, the 
amount of benefits paid from the Fund to and on behalf of you or your dependents, to the full ex-
tent of benefits paid or due as a result of the occurrence causing the injury or illness, shall be dis-
tributed to the Fund. The remainder or balance of any recovery shall then be paid to the you or 
your dependents and their attorneys if applicable. 
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In the event of any failure or refusal by you or your dependents to execute any document re-
quested by the Trustees or the Fund or to take other action requested by the Trustees or the 
Fund to protect the interests of the Trustees or the Fund, the Trustees may withhold payment of 
benefits from the Fund or deduct the amount of any payments from amounts otherwise payable 
from the Fund for future claims for you or your dependents. After making claim for benefits from 
the Fund, you or your dependents shall take no action which might or could prejudice the rights 
of the Trustees or the Fund. 

In the event you or your dependents recover any amount by settlement or judgment from or 
against another party or by payment from any uninsured or underinsured insurance coverage or 
any other first-party or third-party contract or claim the Fund will request repayment of the 
amount of its equitable lien for the full amount of benefits paid by the Fund. If you and/or your 
dependents refuse or fail to repay such amount, then, in that event, the Fund shall be entitled to 
recover such amounts from you and/or your dependents by instituting legal action against you 
and/or your dependents and/or by deducting such amounts as may be due on future claims 
submitted by you and your dependents. Once a settlement or judgment is reached on the claim 
additional bills cannot be submitted to the Fund with respect to the same injury. You or your de-
pendents shall be required to pay your own legal fees and costs and to hire only attorneys who 
agree to waive the common fund doctrine and to remit the gross rather than the net proceeds 
from litigation. The Trustees shall pay no legal costs or fees from the Fund without receiving a 
recovery and then only, in their sole discretion, within the terms of this provision. In the event that 
an attorney is hired by or on behalf of you or your dependents and the Fund is given notice and 
an opportunity to pursue its own subrogation recovery, the Fund shall not be required to hire 
such attorney. If the attorney representing the eligible individual nevertheless wishes to proceed, 
and creates a common fund from which the Trustees can recover pursuant to their equitable lien 
by agreement for subrogation and reimbursement, the Trustees, on behalf of the Fund, may 
agree to pay up to 10% of its recovery to include the attorney’s legal fees. This 10% shall also 
include any prorated portion of the cost of recovery. If the attorney agrees to proceed, he will be 
considered to have waived the common fund doctrine. 
 
If an eligible individual under this Plan is covered for benefits by both this Plan and any motor 
vehicle coverage (or should have been covered because of state law), including, but not limited 
to, no-fault or similar legislation, no fault, no-fault-type, uninsured motorist, underinsured motorist 
or personal injury protection to a motor vehicle liability policy, that motor vehicle coverage pays 
first, and this Plan pays second, regardless of whether those laws or insurance policies preclude 
payment of medical benefits. 
 
If motor vehicle coverage is required by state law but has lapsed or was not obtained by the eli-
gible individual, this Plan would provide benefits less the amounts that would/should have been 
paid by the motor vehicle coverage had the eligible individual been covered by motor vehicle 
coverage. 
 
These provisions shall apply to any case in which the Fund or Trustees have not been repaid the 
full amount of benefits made for and on behalf of a participant or beneficiary, together with costs 
of collection, as of the date of this provision, and any subrogation and reimbursement claim or 
lien presented by the Fund or Trustees, where the Fund or Trustees have not been repaid the full 
amount of benefits made for and on behalf of a participant or beneficiary, together with costs of 
collection, as of the date of these provisions, shall be construed to involve an equitable lien by 
agreement under these provisions.  
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PLAN ADMINISTRATION; TRUSTEE AUTHORITY AND RIGHT 

The Board of Trustees is the Administrator of the Plan and has full discretionary authority and 
control over the plan. This authority provides the Trustees with the power necessary to operate, 
manage and administer the Plan. This authority includes, but is not limited to, the power to inter-
pret the Plan and determine who is eligible to participate, to determine the amount of benefits 
that may be paid to a participant or his beneficiary, and the status and rights of participants and 
beneficiaries. Benefits under this Plan will be paid only when the Board of Trustees or persons 
delegated by them decide, in their sole discretion based on the information then available, that 
the participant or beneficiary is entitled to benefits. The Trustees also have the authority to pre-
scribe the rules and procedures under which the Plan shall operate, to request information, and 
to employ or appoint persons to aid them in the administration of the Plan. 
 
The Trustees have the authority to amend the Plan, which includes the authority to change eligi-
bility rules and other provisions of the Plan, and to increase, decrease or eliminate benefits. 
However, no amendment may be adopted that alters the basic principles of the Trust Agreement 
founding the Fund, that is contrary to laws governing multiemployer ERISA trust funds, or that is 
contrary to any agreements entered into by the Trustees. The Trustees reserve the right to can-
cel or refuse participation to any group of employees whose collective bargaining agreement 
contains any provision that is inconsistent with the terms of the Plan or with any rules, proce-
dures or interpretations adopted by the Trustees. The Trustees also reserve the right to refuse to 
honor any collective bargaining agreement provision to the extent it is inconsistent with the terms 
of the Plan or with any rules, procedures or interpretations adopted by the Trustees. In addition, 
and as more fully explained in the section entitled “Plan Discontinuation or Termination,” the 
Trustees by a written agreement, may terminate the Trust and this Plan at any time. All benefits 
of the Plan are conditional and subject to the Trustees’ authority to change or terminate them. 
The Trustees may adopt such rules as they feel are necessary, desirable or appropriate, and 
they may change these rules and procedures at any time. 
 
Any interpretation of the Plan’s provisions rests with the Board of Trustees. No employer 
or union, nor any representative of any employer or union, is authorized to interpret this Plan on 
behalf of the Board, nor can an employer or union act as an agent of the Board of Trustees. 
 
However, the Board of Trustees has authorized the Fund Office to handle routine requests from 
participants regarding eligibility rules, benefits, and claims procedures. But, if there are any ques-
tions involving interpretation of any Plan provisions, they will ask the Board of Trustees for a final 
determination. 
 
If a decision of the Trustees is challenged in court, it is the intention of the parties that such deci-
sion is to be upheld unless it is determined to be arbitrary and capricious. 
 
Failure by the Plan or Trustees to insist upon compliance with any provision(s) of the Plan at any 
time or under any set of circumstances shall not operate to waive or modify the provision or in 
any manner render it unenforceable as to any other time or as to any other occurrence, whether 
the circumstances are or are not the same. No waiver of any term or condition of the Plan shall 
be valid unless contained in a written memorandum expressing the waiver and signed by the 
person authorized by the Trustees to sign the waiver. 
 
The Board of Trustees keeps the records for the Plan and will answer any questions you may 
have about the Plan. 
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Although the Trustees hope to maintain the present level of benefits and to improve upon them if 
possible, a primary concern of the Trustees is to protect the financial soundness of the Plan at all 
times. To do so may require Plan changes from time to time. 
 

PLAN DISCONTINUATION OR TERMINATION 

The Plan and the Trust Agreement under which the Plan was founded may be terminated under 
certain conditions. For example, if there is no longer a collective bargaining agreement or partici-
pation agreement requiring contributions to the Fund, or if it is determined that the Fund is inad-
equate to carry out the purposes for which the Fund was founded. The Plan may be terminated 
at any time by a vote of the Trustees, or upon written mutual agreement by the Union and the 
employers who are party to the Trust, if the action is taken in conformity with applicable law. In 
such a case, benefits for covered expenses incurred before the termination date will be paid on 
behalf of covered persons as long as the Plan’s assets are more than the Plan’s liabilities. Full 
benefits may not be paid if the Plan’s liabilities are more than its assets; and benefit payments 
will be limited to the funds available in the Trust Fund for such purposes. The Trustees will not be 
liable for the adequacy or inadequacy of such funds. 
 

ADDITIONAL PLAN PROVISIONS 

EXAMINATION – The Trustees, at their own expense, have the right and opportunity to examine 
the person of any individual whose injury or sickness is the basis of a claim and as often as it 
may reasonably require during pendency of claim under the Plan, and to make an autopsy in 
case of death, where it is not forbidden by law. 
 
FREE CHOICE OF PHYSICIAN – The covered person has free choice of any physician and the 
physician-patient relationship will be maintained. 
 
WORKERS’ COMPENSATION NOT AFFECTED – The Plan is not in lieu of and does not affect 
any requirement for coverage of workers’ compensation insurance. 
 
RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION – To determine the ap-
plicability of and to implement the terms of this Plan or the similar terms of any other plan, the 
Fund may, without consent or notice to any eligible person, release to or obtain from any insur-
ance company or other organization or individual, any information, with respect to any eligible 
person, which the Fund deems to be necessary for such purposes. Any eligible person claiming 
benefits under this Plan shall furnish to the Fund such information as may be necessary to im-
plement this provision. 
 
RIGHT OF RECOVERY – Whenever payments have been made by the Fund with respect to 
covered expenses in excess of the maximum amount of payment necessary at the time to satisfy 
its provisions, the Fund shall have the right to recover such payments, to the extent of such ex-
cess, from among one or more of the following as the Fund shall determine: 
 

• Any individual to whom or from whom such payments were made; or 
• Any insurance company, hospital, physician or any other organization. 
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The Fund may also recover such excess payments by reducing future benefit payments, if any, 
which become due a participant, dependent or beneficiary. 
 
REFUNDS OF EMPLOYER OVERPAYMENTS – An overpayment of contributions on behalf of a 
participant for any eligibility quarter may be refunded to the contributor if the following conditions 
are met: 
 
1. The overpayment was due to a mistake of fact: 

 
2. And all of the following are met: 

 
a. Notice of, or a claim for, the overpayment is submitted before those excess contributions 

have been used to determine the participant’s eligibility for coverage for the correspond-
ing benefit quarter, which determination shall be made before the start of that benefit 
quarter; and 
 

b. The excess contributions were not needed in order to establish the participant’s eligibility 
for coverage for the corresponding benefit quarter; and 

 
3. The excess contribution can be refunded before the start of the corresponding benefit quar-

ter, or shortly after the next Trustees’ meeting at which the determination is made that the re-
fund is appropriate; and 
 

4. The contributor is not delinquent or short in paying any other contributions to the Fund. 
 
PAYMENT OF CLAIMS – The following list of general rules applies maximum benefits shown on 
the Schedule of Benefits. 
 
1. Benefits are payable on claims up to but not to exceed any applicable maximum benefits 

shown on the Schedule of Benefits. 
 

2. Benefits are payable only when the required forms have been sent to the claims office in a 
timely manner (see “Claim Filing Procedures” on page 64). 

 
3. BCBSIL PPO hospital and doctors send their bills directly to BCBSIL. BCBSIL pays the 

Plan’s share of the expenses directly to the BCBSIL PPO provider. The BCBSIL PPO provid-
er will bill you for your share of the expenses, which you must pay directly to the provider. 

 
4. If the Trustees decide that a person is not mentally, physically or otherwise capable of han-

dling his business affairs, the Plan may pay benefits to his guardian or to the individual who 
has assumed his care and principal support if there is no guardian. If he dies before all 
amounts that are due have been paid, the Trustees may make payment to his estate, to his 
surviving spouse, parent, child or children or to any individual the Trustees feel is entitled to 
the benefits. 

 
5. Unless specified otherwise in this booklet, in determining the satisfaction of any deductible 

amounts and the amount of benefit payments, a charge for any service, treatment or supply 
will be considered to have been incurred on the date that it was provided to the patient. 

 
6. Any payment made by the Plan under these rules discharges the Plan’s liability to the extent 

of its payments. 
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QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSOs) – The following procedures ap-
ply to determinations of the Plan Administrator, the Trustees of the Glaziers’ Union Local No. 27 
Health and Welfare Fund, with respect to the qualification under the Employee Retirement In-
come Security Act (ERISA) of medical child support orders submitted to the Trustees for approv-
al as Qualified Medical Child Support Orders (QMCSOs). 
 
1. A participant, former participant, an “alternate recipient,” or an attorney or other representa-

tive for one of these parties may submit for the Plan Administrator’s approval as a QMCSO 
either a draft of a medical child support order or an entered medical child support order. Be-
cause changes are frequently necessary in order to comply with ERISA, it is recommended 
that a draft order be submitted prior to entry by the court. 
 

2. A draft or entered medical child support order for which QMCSO status is desired, should be 
submitted by mailing or faxing the order to the Trustees of the Glaziers’ Union Local No. 27 
Health and Welfare Fund, c/o Stewart C. Miller & Co., Inc., 2111 W. Lincoln Highway, Merrill-
ville, IN 46410, facsimile number (219) 769-4834 or to one of the Trustees’ attorneys: Mr. 
Hugh B. Arnold, Arnold & Kadjan, 203 North LaSalle Street, Suite 1650, Chicago IL 60601, 
facsimile number (312) 341-0438; or Mr. Tom H. Luetkemeyer, Hinshaw & Culbertson, 222 
North LaSalle Street, Suite 300, Chicago, IL 60601-1081, facsimile number (312) 704-3001. 

 
3. Upon receipt of the draft or entered medical child support order for which QMCSO status us 

desired, either the Trustees or the Trustees’ attorney, on behalf of the Trustees will promptly 
notify the affected participant and the affected alternate recipient, together with any other 
person designated as receiving a benefit under the order, or the attorneys for any of these 
parties, of the Trustees’ receipt of the draft or entered medical child support order. The notifi-
cation shall enclose a copy of these procedures. 

 
4. The affected participant, the affected alternate recipient or any other person designated as 

receiving a benefit under the order may designate a representative for receipt of copies of no-
tices that are sent with respect to the proposed or entered medical child support order. A des-
ignation of a representative will be considered to have been made by an affected person 
when correspondence regarding the draft or entered medical child support order is received 
from an attorney or other representative acting on behalf of that person. 

 
5. Upon receipt of the draft or entered order, the Trustees shall refer the order to the Trustees’ 

attorney for purposes of determining its qualified status. Within a reasonable period after the 
Trustees’ receipt of the draft or entered order, the Trustees, after due consultation with their 
attorneys, shall determine whether the order is a QMCSO and shall notify the affected partic-
ipant, affected alternate recipient or their representative(s) of this determination. 

 
6. If the Trustees determine the order is not a QMCSO, the Trustees’ attorney will ordinarily in-

form the affected participant, affected alternate recipient or their representative(s) of the 
changes necessary for the order to be accorded QMCSO status. The Trustees’ attorney will 
ordinarily request that a revised order incorporating the suggested changes be submitted. 

 
7. If the Trustees determine the order is a QMCSO, the alternate recipient or the representative 

of the alternate recipient will be requested to forward a certified copy of the QMCSO for pur-
poses of inclusion in the Trustees’ records. 
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8. If the order submitted is with respect to a child of a noncustodial parent who is an employee 
for whom an employer contributes to the Fund and an appropriately completed National Med-
ical Support Notice promulgated pursuant to section 401(b) of the Child Support performance 
and Incentive Act of 1998 is received and complies with the requirements of 29 U.S.C. 
§1169(B)(3) and (4), the Notice shall be deemed to be a QMCSO with respect to that child. 

 
NON-ASSIGNABILITY OF CLAIMS – No covered person who is entitled to any benefit under 
this Plan shall have the right to assign, alienate, transfer, encumber, pledge, mortgage, hypothe-
cate, anticipate or impair in any manner his or her legal or beneficial interest in any assets of the 
Fund or benefits to this Fund. Neither the Fund nor any of the assets thereof shall be liable for 
the debts of any covered person entitled to any benefits under this Plan, nor be subject to at-
tachment or execution or process in any court action or proceeding. A provider or other person 
by virtue of a purported assignment of a right to receive a benefit payment does not obtain the 
status of a participant or beneficiary under ERISA and has no right to make a claim for benefits 
under the Welfare Plan. All legal actions claiming benefits must be brought in the name of a par-
ticipant, beneficiary or covered dependent, and a provider shall have no right to proceed against 
the Trustees or Welfare Plan in its own name. 
 
CIRCUMSTANCES THAT MAY RESULT IN LOSS OF ELIGIBILITY OF BENEFITS – Through-
out this booklet the Trustees have tried to bring to your attention those circumstances which 
might lead to a loss of eligibility and to describe any limitations, exclusions, or restrictions appli-
cable to specified benefits. 
 
The Trustees urge you to familiarize yourself with this information, especially as it relates to the 
requirements which must be met in order to maintain your eligibility for benefits. 
 
Remember that you must work the required number of hours or make timely self-payments in 
order to maintain your regular eligibility. 
 
If at any time you are uncertain about how a specific circumstance might affect your eligibility or 
benefit coverage, please contact the Fund Office and, if possible, try to do so before any circum-
stance arises. 
 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 
 
The Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund (“Glaziers’ Welfare 
Fund”) is required by law to take reasonable steps to ensure the privacy of personally identifiable 
health information (“protected health information”) and to inform you about: 
 

• The Glaziers’ Welfare Fund’s uses and disclosures of protected health information; 

• Your rights with respect to protected health information; 

• The Glaziers’ Welfare Fund’s duties regarding protected health information and related mat-
ters;  
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• Your right to complain to the Glaziers’ Welfare Fund and to the Secretary of the Department 
of Health and Human Services if you believe that your privacy rights have been violated; 

• The person to contact regarding issues relating to your privacy rights including complaints 
and questions regarding this Notice; 

• The Effective Date of this Notice. 
 

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
The Glaziers’ Welfare Fund may use or disclose protected health information for certain purpos-
es. Protected health information generally includes all individually identifiable health information 
transmitted or maintained by the Glaziers’ Welfare Fund regardless of the form of this infor-
mation, including oral, written and electronic information. Protected health information does not 
include “de-identified” information, which is information that does not identify an individual and 
with respect to which there is no reasonable basis to believe that the information can be used to 
identify an individual. The purposes for which use and disclosure of protected health information 
can be made are (1) for disclosure to you: (2) for carrying out treatment, payment and health 
care operations; (3) for disclosure to the plan sponsor, the Board of Trustees of the Glaziers’ 
Welfare Fund, for the purposes of administering the Plan and for other functions specifically au-
thorized under the Department of Health and Human Service Regulations Regarding Privacy of 
Individually Identifiable Health Information; (4) for particular purposes for which use or disclosure 
is required or permitted under the Department of Health and Human Service regulations regard-
ing Privacy of Individually Identifiable Health Information without authorization or opportunity to 
agree or disagree with disclosure; (5) for disclosure to family members, other relatives and close 
personal friends of information relevant to your care or for their notification, following, if practica-
ble, provision of opportunity for you to agree or disagree with the disclosure; and (6) for other 
purposes following your execution of written authorization for use and disclosure. These purpos-
es are described more fully below. As also set forth below, with certain specific exceptions, the 
Glaziers’ Welfare Fund will only disclose the “minimum necessary” amount of protected health 
information. 
 
1. DISCLOSURE TO YOU – The Glaziers’ Welfare Fund may disclose protected health infor-

mation to you. Procedures for you to obtain this information are set forth in the section con-
cerning your rights with respect to your protected health information. 

 
2. USE AND DISCLOSURE TO CARRY OUT TREATMENT, PAYMENT OR HEALTH CARE 

OPERATIONS – The Glaziers’ Welfare Fund may use or disclose protected health infor-
mation for purposes of treatment, payment or health care operations. This can include disclo-
sure to the Plan sponsor, the Board of Trustees of the Glazier’s Welfare Fund, as discussed 
in Section 3, below. 

 
a. Treatment – The Glaziers’ Welfare Fund may use or disclose protected health information 

for the purpose of treatment. “Treatment” is the provision, coordination or management of 
health care and related services. It also includes but is not limited to consultations and re-
ferrals between one or more providers. 

 
For example, the Glaziers’ Welfare Fund may disclose to a treating cardiac surgeon the 
name of a treating cardiologist so that the cardiac surgeon may ask for diagnosis records 
from the treating cardiologist. 
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b. Payment – The Glaziers’ Welfare Fund may use or disclose your protected health infor-
mation for the purpose of “payment.” “Payment” includes but is not limited to actions re-
garding coverage determinations and payment, including billing, claims management and 
determination, subrogation, plan reimbursement, review for medical necessity and appro-
priateness of care, utilization review and preauthorization. 

 
For example, the Glazier’s Welfare Fund may provide information regarding your cover-
age or health care treatment to another health plan under which you are covered to coor-
dinate payment of benefits. 

 
c. Health Care Operations – The Glaziers’ Welfare Fund may use or disclose protected 

health information for the purpose of conducting its “health care operation.” “Health care 
operations” include such activities as: 

• Quality assessment and improvement activities. 

• Activities designed to improve health or reduce health care costs. 

• Clinical guideline and protocol development, case management and care coordina-
tion. 

• Contacting health care providers and participants with information about treatment al-
ternatives and other related functions. 

• Health care professional competence or qualifications review and performance evalu-
ation. 

• Accreditation, certification, licensing or credentialing activities. 

• Underwriting, premium rating or related functions to create, renew or replace health 
insurance or health benefits. 

• Conducting or arranging for medical review, legal services, compliance programs and 
auditing functions, including fraud and abuse prevention. 

• Business planning and development including cost management and planning related 
analyses and formulary development. 

• Business management and general administrative activities of the Glaziers’ Welfare 
Fund, including customer service and resolution of internal grievances. 

• Certain marketing activities. 
 
For example, the Glaziers’ Welfare Fund may use information about claims to audit the 
accuracy of its claims processing function. 

 
3. DISCLOSURE TO THE PLAN SPONSOR FOR PURPOSES OF PLAN ADMINISTRATION 

AND OTHER AUTHORIZED PURPOSES – The Glaziers’ Welfare Fund may disclose your 
protected health information to the plan sponsor, the Board of Trustees of the Glaziers’ Wel-
fare Fund, for the purposes of its administration of the Plan and for other functions specifical-
ly authorized under the Department of Health and Human Service Regulations Regarding 
Privacy of Individually Identifiable Health Information. This disclosure may be for purposes of 
the Glaziers’ Welfare Fund’s treatment, payment and health care operations 

 
a. Disclosure to Board of Trustees of “Summary Health Information” for Insurance Procure-

ment and Amendment, Modification or Termination of the Plan. The Glaziers’ Welfare 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 82 
 

Fund may disclose to the Board of Trustees “summary health information” (information 
which summarizes claims history, claims expenses, or types of claims experiences by in-
dividuals for whom the Trustees provide coverage under the Fund and from which as-
pects permitting identification, other than a five-digit zip code, have been eliminated) in 
order for the Board of Trustees to obtain premium bids from health plans for providing 
health insurance coverage under the Glaziers’ Welfare Fund or for the Board of Trustees 
to modify, amend or terminate the Glaziers’ Welfare Fund. 
 

b. Disclosure to Board of Trustees of Enrollment-Related Information. In addition, the Glazi-
ers’ Welfare Fund may disclose to the Board of Trustees protected health information 
concerning whether you participate in the Glaziers’ Welfare Fund or have enrolled or dis-
enrolled from a health insurance issuer or HMO, in the event the Glaziers’ Welfare Fund 
were to ever have such options. 
 

c. Disclosure to Board of Trustees with Authorization. The Glaziers’ Welfare Fund may dis-
close protected health information to the Board of Trustees pursuant to an “authorization” 
discussed Section 6 below. 
 

d. Disclosure to Board of Trustees for Purposes of Plan Administration. The Glaziers’ Wel-
fare Fund may disclose protected health information to the Board of Trustees in order for 
the Trustees to carry out their responsibilities to administer the Glaziers’ Welfare Fund. 

 
For example, the Glaziers’ Welfare Fund may disclose to the Board of Trustees information 
relevant to the Board of Trustees’ responsibilities to resolve an appeal regarding denial of a 
claim you might have for payment of benefits regarding a particular type of medical services, 
such as radial keratotomy, which is excluded from the Plan. 
 
In order to disclose protected health information to the Board of Trustees for this purpose and 
for any other purpose other than those set forth in Sub-Sections (a) through (c) above, the 
Board of Trustees must certify to the Glaziers’ Welfare Fund that the Plan documents have 
been amended to restrict uses and disclosures of such information by the Board of Trustees 
to those permitted by the Department of Health and Human Service Regulations Regarding 
Privacy of Individually Identifiable Health Information. 

 
4. USE AND DISCLOSURE REQUIRED UNDER HHS REGULATIONS WITHOUT YOUR 

AUTHORIZATION OR OPPORTUNITY TO DISAGREE WITH USE OR DISCLOSURE. Un-
der the Department of Health and Human Service Regulations Regarding Privacy of Individ-
ually Identifiable Health Information, the Glaziers’ Welfare Fund is required or permitted to 
use or disclose protected health information for certain purposes without either your authori-
zation or opportunity to disagree with the use or disclosure. 

 
a. Use or Disclosure Required by Law. The Glaziers’ Welfare Fund may use or disclose pro-

tected health information when it is required to do so by federal, state or local law. 
 

b. Use or Disclosure for Public Health Activities. The Glaziers’ Welfare Fund may use or 
disclose protected health information when permitted under the applicable regulations for 
purposes of public health activities, including when necessary, to report product defects, 
to permit product recalls and to conduct post-marketing surveillance. Protected health in-
formation may also be used or disclosed if you have been exposed to a communicable 
disease or are at risk of spreading a disease or condition, if authorized by law. 
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c. Use or Disclosure Regarding Victims of Abuse, Neglect or Domestic Violence. The Glazi-
ers’ Welfare Fund may use or disclose protected health information when authorized by 
law to report information about abuse, neglect or domestic violence to public authorities if 
there exists a reasonable belief that you may be a victim of abuse, neglect or domestic 
violence. In such case, the Glaziers’ Welfare Fund will promptly inform you that such a 
disclosure has been or will be made unless that notice would cause a risk of serious 
harm. For the purpose of reporting child abuse or neglect, it is not necessary to inform the 
minor that such a disclosure has been or will be made. Disclosure may generally be 
made to the minor’s parents or other representative although there may be circumstances 
under federal or state law when the parents or other representatives may not be given 
access to the minor’s private health information. 
 

d. Use or Disclosure for Public Health Oversight Activities. The Glaziers’ Welfare Fund may 
disclose protected health information to a public health oversight agency for oversight ac-
tivities authorized by law. This includes uses or disclosures in connection with audits, civil 
administrative or criminal investigations, inspections, licensure or disciplinary action. The 
Glaziers’ Welfare Fund, however, may not disclose your protected health information if 
you are the subject of an investigation and the investigation does not arise out of or is not 
directly related to your receipt of health care or public benefits. 
 

e. Use or Disclosure Related to Judicial and Administrative Proceedings. As permitted or 
required under state or federal law, the Glaziers’ Welfare Fund may disclose protected 
health information in the course of any judicial or administrative proceedings in response 
to an order of a court or administrative tribunal as expressly authorized by such order or 
in response to a subpoena, discovery request or other lawful process, but only when the 
Glaziers’ Welfare Fund makes reasonable efforts to either notify you about the request, to 
obtain an order protecting your protected health information or otherwise complies with 
the applicable terms of the HHS Regulations. 
 

f. Use or Disclosure for Law Enforcement Purposes. The Glaziers’ Welfare Fund may use 
or disclose protected health information for law enforcement purposes which are specifi-
cally set forth in the Department of Health and Human Service Regulations Regarding 
Privacy of Individually Identifiable Health Information. These situations include, but are 
not limited to cases in which the Fund has a suspicion that your death may have resulted 
from criminal conduct or the provision of certain limited information for purposes of identi-
fying or locating a suspect, fugitive, material witness or missing person. 
 

g. Use or Disclosure Concerning Persons who Have Died. The Glaziers’ Welfare Fund may 
use or disclose protected health information when required to be given to a coroner or 
medical examiner for the purposes of identifying a deceased person, determining a cause 
of death or other duties as authorized by law. Also, disclosure is permitted to funeral di-
rectors, consistent with applicable law, to carry out duties with respect to a dead person 
or, if necessary, in reasonable anticipation of the person’s death. 
 

h. Use or Disclosure for Cadaveric Organ, Eye or Tissue Donation Purposes. The Glaziers’ 
Welfare Fund may use or disclose protected health information in communications with 
organ procurement organizations or other agencies engaged in the procurement, banking 
or transplantation of cadaveric organs, eyes or tissue for the purpose of facilitating dona-
tion and transplantation. 
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c. Use or Disclosure Regarding Victims of Abuse, Neglect or Domestic Violence. The Glazi-
ers’ Welfare Fund may use or disclose protected health information when authorized by 
law to report information about abuse, neglect or domestic violence to public authorities if 
there exists a reasonable belief that you may be a victim of abuse, neglect or domestic 
violence. In such case, the Glaziers’ Welfare Fund will promptly inform you that such a 
disclosure has been or will be made unless that notice would cause a risk of serious 
harm. For the purpose of reporting child abuse or neglect, it is not necessary to inform the 
minor that such a disclosure has been or will be made. Disclosure may generally be 
made to the minor’s parents or other representative although there may be circumstances 
under federal or state law when the parents or other representatives may not be given 
access to the minor’s private health information. 
 

d. Use or Disclosure for Public Health Oversight Activities. The Glaziers’ Welfare Fund may 
disclose protected health information to a public health oversight agency for oversight ac-
tivities authorized by law. This includes uses or disclosures in connection with audits, civil 
administrative or criminal investigations, inspections, licensure or disciplinary action. The 
Glaziers’ Welfare Fund, however, may not disclose your protected health information if 
you are the subject of an investigation and the investigation does not arise out of or is not 
directly related to your receipt of health care or public benefits. 
 

e. Use or Disclosure Related to Judicial and Administrative Proceedings. As permitted or 
required under state or federal law, the Glaziers’ Welfare Fund may disclose protected 
health information in the course of any judicial or administrative proceedings in response 
to an order of a court or administrative tribunal as expressly authorized by such order or 
in response to a subpoena, discovery request or other lawful process, but only when the 
Glaziers’ Welfare Fund makes reasonable efforts to either notify you about the request, to 
obtain an order protecting your protected health information or otherwise complies with 
the applicable terms of the HHS Regulations. 
 

f. Use or Disclosure for Law Enforcement Purposes. The Glaziers’ Welfare Fund may use 
or disclose protected health information for law enforcement purposes which are specifi-
cally set forth in the Department of Health and Human Service Regulations Regarding 
Privacy of Individually Identifiable Health Information. These situations include, but are 
not limited to cases in which the Fund has a suspicion that your death may have resulted 
from criminal conduct or the provision of certain limited information for purposes of identi-
fying or locating a suspect, fugitive, material witness or missing person. 
 

g. Use or Disclosure Concerning Persons who Have Died. The Glaziers’ Welfare Fund may 
use or disclose protected health information when required to be given to a coroner or 
medical examiner for the purposes of identifying a deceased person, determining a cause 
of death or other duties as authorized by law. Also, disclosure is permitted to funeral di-
rectors, consistent with applicable law, to carry out duties with respect to a dead person 
or, if necessary, in reasonable anticipation of the person’s death. 
 

h. Use or Disclosure for Cadaveric Organ, Eye or Tissue Donation Purposes. The Glaziers’ 
Welfare Fund may use or disclose protected health information in communications with 
organ procurement organizations or other agencies engaged in the procurement, banking 
or transplantation of cadaveric organs, eyes or tissue for the purpose of facilitating dona-
tion and transplantation. 
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i. Use or Disclosure for Research Purposes. The Glaziers’ Welfare Fund may use or dis-
close protected health information for research purposes, to the extent permitted under 
the Department of Health and Human Service Regulations Regarding Privacy of Individu-
ally Identifiable Health Information. 
 

j. Use or Disclosure to Avert a Serious Threat to Health or Safety. The Glaziers’ Welfare 
Fund may, consistent with applicable law and ethical standards of conduct and within the 
limits permitted under the Department of Health and Human Service Regulations Regard-
ing Privacy of Individually Identifiable Health Information use or disclose your protected 
health information if the Glaziers’ Welfare Fund, in good faith, believes that such disclo-
sure is necessary to prevent or lessen a serious and imminent threat to your health or 
safety or the health or safety of the public. 
 

k. Use or Disclosure for Specialized Government Functions. The Glaziers’ Welfare Fund 
may, to the extent permitted under the Department of Health and Human Service Regula-
tions Regarding Privacy of Individually Identifiable Health Information, use or disclose 
your protected health information to facilitate specialized governmental functions related 
to the military and veterans, national security and intelligence activities, protective ser-
vices for the President and others, and correctional institutions and inmates. 
 

l. Use or Disclosure for Workers’ Compensation. The Glaziers’ Welfare Fund may disclose 
your protected health information as authorized by and to the extent necessary to comply 
with laws relating to workers’ compensation or other similar programs, established by law, 
that provide benefits for work related injuries or illness without regard to fault. 
 

m. Use or Disclosure Concerning Decedents.  The Glaziers' Welfare Fund may disclose your 
protected health information to a family member or other person involved in your health 
care prior to your death if this information is relevant to that person’s involvement in your 
health care or payment for your health care prior to your death unless providing this in-
formation is inconsistent with previous expressions you had made to the Glaziers' Wel-
fare Fund.  In addition, information ceases to be protected health information if fifty years 
have passed following your death. 

 
5. USE AND DISCLOSURE REQUIRING, IF PRACTICABLE, OPPORTUNITY FOR YOU TO 

AGREE OR DISAGREE. The Glaziers’ Welfare Fund may also use or disclose protected 
health information for the purposes listed in Sub-Sections (a) and (b), if the conditions in Sub-
Section (c) are followed: 
 
a. Disclosure to a Family Member, Relative, Friend or Other Identified Person Involved in 

Your Health Care of Information Relevant to their Involvement in Your Health Care or 
Payment for Care. The Glaziers’ Welfare Fund may disclose to your family member, other 
relative, your close personal friend or any other person you identify, protected health in-
formation relevant to that person’s involvement with your health care or with payment re-
lated to your health care. Disclosure will be limited to the information which is directly rel-
evant to that person’s involvement with your health care. 
 

b. Disclosure to a Family Member, Your Personal Representative or Other Person Respon-
sible for Your Care of Your Location, General Condition or Death. The Glaziers’ Welfare 
Fund may disclose to a family member, your personal representative or other person re-
sponsible for your care, information concerning your location, general condition or death. 
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c. Conditions on Disclosures Set Forth in Sub-Section (a) and (b). If you are present or oth-
erwise available prior to a disclosure being made under either Sub-Section (a) or (b) and 
you have the capacity to make health care decision, the Glaziers’ Welfare Fund will not 
make the disclosure unless (1) your agreement to the disclosure is obtained, (2) you are 
given an opportunity to object to the disclosure and do not, or (3) the Fund reasonably in-
fers from the circumstances, based on professional judgment, that you do not object to 
the disclosure. 

 
If you are not present or otherwise available prior to a disclosure being made under either 
Sub-Section (a) or (b) or if you cannot be given an opportunity to agree or disagree with 
disclosure due to your incapacity or because of emergency, the Glaziers’ Welfare Fund 
may, in the exercise of professional judgment, determine whether disclosure is in your 
best interest and, if so, disclose only the protected health information that is directly rele-
vant to the particular person’s involvement with your health care. 

 
6. USE AND DISCLOSURE REQUIRING YOUR AUTHORIZATION. Except as stated in Sec-

tion 1 through 5, above, the Glaziers’ Welfare Fund will not disclose protected health infor-
mation other than with your written authorization. You may revoke your authorization in writ-
ing at any time subject to applicable law. 

 
7. USE AND DISCLOSURE OF THE “MINIMUM NECESSARY” AMOUNT OF PROTECTED 

HEALTH INFORMATION. When using or disclosing protected health information or when re-
questing protected health information from another covered entity, the Glaziers’ Welfare Fund 
will make reasonable efforts not to use, disclose or request more than the minimum amount 
of protected health information necessary to accomplish the intended purpose of the use, 
disclosure or request, taking into consideration practical and technological limitations. 

 
However, the “minimum necessary” standard will not apply in the following situations: 

• Disclosure to or request by a health care provider for treatment; 

• Uses or disclosures made to you; 

• Uses or disclosures made pursuant to your written authorization, except for authoriza-
tions requested by a covered entity, as described in the regulations; 

• Disclosures made to the Secretary of the U.S. Department of Health and Human Ser-
vices;  

• Uses or disclosure that are required by law; and 

• Uses or disclosures that are required for the Glaziers’ Welfare Fund’s compliance with le-
gal regulations. 

 
 

YOUR RIGHTS WITH RESPECT TO PROTECTED HEALTH INFORMATION 
 
You have the following rights regarding protected health information that the Glaziers’ Welfare 
Fund maintains: 
 
1. RIGHT TO REQUEST RESTRICTIONS ON USE AND DISCLOSURE OF PROTECTED 

HEALTH INFORMATION. You may request the Glaziers’ Welfare Fund to restrict uses and 
disclosures of your protected health information to carry out treatment, payment or health 
care operations, or to restrict uses and disclosures to family member, relatives, friends or 
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other persons identified by you who are involved in your care or payment for your care. How-
ever, the Glaziers’ Welfare Fund is not required to agree to your request. If you wish to make 
a request for restrictions please contact the Glaziers’ Welfare Fund, c/o Stewart C. Miller, 
Inc., 2111 West Lincoln Highway, Merrillville, IN 46410, Telephone: 1-219-769-6944. 

 
2. RIGHT TO RECEIVE CONFIDENTIAL COMMUNICATIONS. You have the right to request 

that the Glaziers’ Welfare Fund communicate with you in a certain way if you feel the disclo-
sure of your protected health information could endanger you. For example, you may ask that 
the Glaziers’ Welfare Fund only communicate with you at a certain telephone number or by 
email. If you wish to receive confidential communications, please make your request in writ-
ing to Glaziers’ Welfare Fund, c/o Stewart C. Miller, Inc., 2111 West Lincoln Highway, Merrill-
ville, IN 46410, Telephone: 1-219-769-6944. The Glaziers’ Welfare Fund will attempt to honor 
your reasonable request for confidential communications. 

 
3. RIGHT TO INSPECT AND COPY YOUR PROTECTED HEALTH INFORMATION. You have 

the right to inspect and copy your protected health information, which is contained in a desig-
nated record set maintained by the Glaziers’ Welfare Fund with the exception of psychother-
apy notes, information compiled in reasonable anticipation of, or for use in, a civil, criminal, or 
administrative action or proceeding or as otherwise precluded under the Department of 
Health and Human Service Regulations Regarding Privacy of Individually Identifiable Health 
Information. A request to inspect and copy your protected health information must be made in 
writing to Glaziers’ Welfare Fund, c/o Stewart C. Miller, Inc., 2111 West Lincoln Highway, 
Merrillville, IN 46410, Telephone: 1-219-769-6944. 

 
4. RIGHT TO AMEND PROTECTED HEALTH INFORMATION. If you wish to amend a record 

maintained by the Glaziers’ Welfare Fund you may request that the Glaziers’ Welfare Fund 
amend the record. The request may be made as long as the information is maintained by the 
Glaziers’ Welfare Fund in a designated record set. A request for an amendment of a record 
must be made in writing to Glaziers’ Welfare Fund, c/o Stewart C. Miller, Inc., 2111 West Lin-
coln Highway, Merrillville, IN 46410, Telephone: 1-219-769-6944. The Glaziers’ Welfare Fund 
may deny the request if it does not include a reason to support the amendment. The request 
also may be denied if the health information record was not created by the Glaziers’ Welfare 
Fund, if the protected health information you are requesting to amend is not part of the Glazi-
ers’ Welfare Fund’s designated record set, if the protected health information you wish to 
amend falls within an exception to the protected health information you are permitted to in-
spect and copy under applicable law, or if the Glaziers’ Welfare Fund determines the records 
containing your protected health information are accurate and complete. 

 
5. RIGHT TO AN ACCOUNTING OF DISCLOSURES OF PROTECTED HEALTH 

INFORMATION. You have the right to request a list of disclosures of your protected health 
information made by the Glaziers’ Welfare Fund except for disclosures made (a) for purposes 
of treatment, payment and health care operations, (b) for other purposes exempt from ac-
counting of disclosures under the Department of Health and Human Service Regulations Re-
garding Privacy of Individually Identifiable Health Information, or (c) to a family member, rela-
tive, personal representative, friend or other designated representative for involvement in 
your health care, payment for your health care or notification. The request must be made in 
writing to Glaziers’ Welfare Fund, c/o Stewart C. Miller, Inc., 2111 West Lincoln Highway, 
Merrillville, IN 46410, Telephone: 1-219-769-6944. The request should specify the time peri-
od for which you are requesting the information, but may not request information for a date 
earlier than April 14, 2004. Accounting requests may not be made for periods of time going 
back more than six (6) years. The Glaziers’ Welfare Fund will provide the first accounting you 



Glaziers’ Union Local No. 27 Health & Welfare Fund Summary Plan Description for GLAZIERS 

 

Page 87 
 

request during any twelve (12) month period without charge. Subsequent accounting re-
quests may be subject to a reasonable cost-based fee. The Glaziers’ Welfare Fund will in-
form you in advance of the fee, if applicable. 

 
6. RIGHT TO A PAPER COPY OF THIS NOTICE. You have a right to request and receive a 

paper copy of this Notice at any time, even if you have received this Notice previously or 
agreed to receive the Notice electronically. To obtain a paper copy, please contact Glaziers’ 
Welfare Fund, c/o Stewart C. Miller, Inc., 2111 West Lincoln Highway, Merrillville, IN 46410, 
Telephone: 1-219-769-6944. 

 
 

DUTIES OF THE GLAZIERS’ WELFARE FUND 
 
The Glaziers’ Welfare Fund is required by law to maintain the privacy or your protected health 
information s set forth in this Notice and to provide you this Notice of its duties and privacy prac-
tices. The Glaziers’ Welfare Fund is required to abide by the terms of this Notice, which may be 
amended from time to time. The Glaziers’ Welfare Fund reserves the right to change the terms of 
this Notice and to make the new Notice provisions effective for all protected health information 
that it maintains. If the Glaziers’ Welfare Fund changes its policies and procedures, it will revise 
the Notice and will provide a copy of the revised Notice to you within 60 days of the change. 
 
 

YOUR RIGHT TO COMPLAIN 
 
You have the right to express complaints to the Glaziers’ Welfare Fund and to the Secretary of 
the United States Department of Health and Human Services if you believe that your privacy 
rights have been violated. Any complaints to the Glazing Employers & Glaziers’ Local No. 27 
Health & Welfare Fund should be made in writing to Glaziers’ Welfare Fund, c/o Stewart C. Mil-
ler, Inc., 2111 West Lincoln Highway, Merrillville, IN 46410, Telephone: 1-219-769-6944. The 
Glaziers’ Welfare Fund encourages you to express any concerns you may have regarding the 
privacy of your information. You will not be retaliated against in any way for filing a complaint. 
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CONTACT OFFICE 
 
The Glaziers’ Welfare Fund has designated the following as its contact office for all issues re-
garding your privacy rights, including complaints and questions regarding this Notice: 
 
Glazing Employers & Glaziers’ Local No. 27 
Health & Welfare Fund 
c/o Stewart C. Miller & Co., Inc. 
2111 West Lincoln Highway 
Merrillville, IN 46410 
Telephone: 1-219-769-6944 
 

EFFECTIVE DATE 
 
The Notice is effective January 1, 2018. 
 

STATEMENT OF PARTICIPANT’S RIGHTS 

As a participant in the Glaziers’ Union Local No. 27 Health and Welfare Fund, you are entitled to 
certain rights and protections under the Employee Retirement Income Security Act of 1974 
(ERISA). ERISA provides that all Plan participants are entitled to: 
 
RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS 
 
• Examine, without charge, at the Administrative Managers’ office and at other specified loca-

tions, such as worksites and union halls, all documents governing the Plan, including insur-
ance contracts and collective bargaining agreement, and a copy of the latest annual report 
(For 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the 
Public Disclosure Room of the Employee Benefits Security Administration. 
 

• Obtain, upon written request to the Administrative Manager, copies of documents govern-
ing the operation of the Plan, including insurance contracts and collective bargaining 
agreements, and copies of the latest annual report (Form 5500 Series) and updated Sum-
mary Plan Description. The Administrator may make a reasonable charge for the copies. 

 

• Receive a summary of the Plan’s annual financial report. The Administrative Manager is 
required by law to furnish each participant with a copy of the summary annual report. 

 
CONTINUE GROUP HEALTH PLAN COVERAGE – In certain cases you can continue health 
care coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as 
a result of a qualifying event. You or your dependents may have to pay for such coverage. Re-
view this Summary Plan Description and the documents governing the Plan on the rules govern-
ing you COBRA Coverage rights. 
 
PRUDENT ACTIONS BY PLAN FIDUCIARIES – In addition to creating rights for Plan partici-
pants, ERISA imposes upon the people who are responsible for the operation of the employee 
benefit Plan. The people who operate your Plan, called “fiduciaries” of the Plan, have a duty to 
do so prudently and in the interest of you and other Plan participants, covered dependents and 
beneficiaries. No one, including your employer, your union, or any other person, may fire you or 
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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 Plan documents or the latest annual report from the Plan and do not receive them within 
30 days, you may file suit in a federal court. In such a case, the court may require the Adminis-
trative Manager to provide the materials and pay you up to $110 a day until you receive the ma-
terials, unless the materials were not sent because of reasons beyond the control of the adminis-
trator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may file 
suite in a state of federal Court. In addition, if you disagree with the Plan’s decision or lack there-
of concerning the qualified status of a medical child support order, you may file suit in federal 
court. If you believe that Plan fiduciaries misuse the Plan’s money, or if you believe you are dis-
criminated against for asserting your rights, you may seek assistance from the U.S. Department 
of Labor, or you may file suit in a federal court. The court will decide who should pay court costs 
and legal fees. If you are successful the court may order the person you have sued to pay these 
costs and fees. If you lose, the court may order you to pay these costs and fees. 
 
ASSISTANCE WITH YOUR QUESTIONS – If you have any questions about your Plan, you 
should contact the Administrative Manager. If you have any questions about this statement or 
about your rights under ERISA, or if you need assistance in obtaining documents from Adminis-
trative Manager, you should contact the nearest office of the Employee Benefits Security Admin-
istration, U.S. Department of Labor, listed in your telephone directory of the Division of Technical 
Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 
200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publica-
tions about your rights and responsibilities under ERISA by calling the publications hotline of the 
Employee Benefits Security Administration. You may also find answers to your questions and a 
list of EBSA field offices at the website of the EBSA at www.dol.gov/ebsa. 
 
HOW TO READ OR GET PLAN MATERIAL – You can read the material listed in the previous 
section by making an appointment at the Fund Office during normal business hours. This same 
information can be made available for your examination at certain locations other than the Fund 
Office. The Fund Office will inform you of these locations and tell you how to make an appoint-
ment to examine this material at these locations. Also, copies of the material will be mailed to 
you if you send a written request to the Fund Office. There may be a small charge for copying 
some of the material. Before requesting material, call the Fund Office to find out the cost. If a 
charge is made, your check must be attached to your written request for the material. The Fund 
Office address and phone number are shown on the inside front cover. 
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ABOUT YOUR PLAN 

For you and your fellow workers, your employer and the Union have created this Welfare Fund 
which provides a specific, dependable Plan of Benefits. This Plan is frequently modified in an ef-
fort to provide the best benefits possible consistent with sound financial management of the Plan. 
 
NAME OF THE PLAN - The name of the Plan is the Glazing Employers and Glaziers’ Local No. 
27 Health and Welfare Fund for Active Journeymen Glaziers, Apprentices and Dependents and 
for Retired Journeymen Glaziers and Dependents. It is usually referred to in this Summary Plan 
Description as the Glaziers’ Union Local No. 27 Health and Welfare Fund. 
 
TYPE OF PLAN ADMINISTRATION - The Plan is administered and maintained by the Board of 
Trustees who makes decisions about Plan operations and benefits. The names of the Trustees 
of this Fund are shown on page 93. 
 
The Union that founded the Board of Trustees and that appoints the Union members of the 
Board of Trustees is Glaziers’, Architectural, Metal and Glass Workers Local Union No. 27 of the 
International Brotherhood of Painters and Allied Trades, AFL-CIO, 4225 Lawndale Avenue, Ly-
ons, IL 60534. Employers who are bound by the Trust Agreement also appoint Trustees to rep-
resent all employers on the Board of Trustees. A complete list of the employers sponsoring the 
Fund may be obtained by participants, covered dependents and beneficiaries upon written re-
quest to the Board of Trustees and is available for examination by participants, covered depend-
ents and beneficiaries, as required by Department of Labor regulations 29 C.F.R. Sections 
2520.104b-1 and 2520.104b-30. Participants and beneficiaries may also receive from the Board 
of Trustees, upon written request, information as to whether a particular employer or employee 
association is a sponsor of the Plan and, if the employer is a Plan sponsor, the sponsor’s ad-
dress. Because this Plan is maintained pursuant to collective bargaining agreements, a copy of 
any agreement under which this Plan is maintained may be obtained by participants, covered 
dependents and beneficiaries upon written request to the Board of Trustees and is also available 
for examination by participants, covered dependents and beneficiaries in accordance with De-
partment of Labor regulations 29 C.F.R. Sections 2520.104b-1 and 2520.104b-30. This right in-
cludes a “superseded” collective bargaining agreement if such agreement controls any duties, 
rights or benefits under the Plan. 
 
The Trustees have contracted with a professional employee benefits administrative firm to be the 
Administrative Manager of the Plan. This company’s role is to collect employer contributions, 
keep records of money received, credit each participant’s account with the correct number of 
hours worked, and to answer inquiries from participants. The administrative firm is: 
 

Stewart C. Miller & Co., Inc. 
2111 West Lincoln Highway 
Merrillville, IN 46410 
Telephone: 1-219-769-6944 
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The Trustees are also assisted by: 
 
• The Fund Attorneys who advise the Trustees about what must be done to assure that all 

operations of the Fund comply with federal and state laws. The Fund Attorneys are: 
 

Mr. Hugh B. Arnold, Esq.   Mr. Tom H. Luetkemeyer 
Attorney at Law    Attorney at Law 
Arnold & Kadjan, Ltd.    222 North LaSalle Street 
203 North LaSalle Street   Suite 300 
Suite 1650     Chicago, IL 60601 
Chicago, IL 60601 

 
• The Fund Consultant who assists the Trustees in determining the level of benefits which 

can be provided from Fund resources and advises the Trustees on other matters important 
to the Fund’s operations. The Fund Consultant is: 

 
 TFBC, LLC 
 Two Mid America Plaza 
 Suite 800 
 Oakbrook Terrace, IL 60181 
 
PARTIES TO THE COLLECTIVE BARGAINING AGREEMENT - The Fund is established and 
maintained under the terms of a collective bargaining agreement between Glaziers’ Union Local 
No. 27 and participating employers. This agreement sets forth the conditions under which partic-
ipating employers are required to contribute to the Fund.  
 
INTERNAL REVENUE SERVICE EMPLOYER AND PLAN IDENTIFICATION NUMBERS - The 
Employer Identification Number (EIN) issued to the Board of Trustees is 36-6126628 and the 
Plan Number is 501. 
 
AGENT FOR SERVICE OF LEGAL PROCESS - The name and address of the Plan’s agent for 
service of legal process is: 
 

Secretary, Health and Welfare Fund 
c/o Glaziers’ Architectural Metal and Glass Workers Union Local 27 
4225 Lawndale Avenue 
Lyons, IL 60534 

 
Service of legal process may also be made upon any Trustee. 
 
SOURCES OF TRUST FUND INCOME - Sources of Trust Fund income include employer con-
tributions, employee self-payment of contributions and investment earnings. All employer contri-
butions are paid to the Trust Fund subject to provisions in the collective bargaining or non-
bargaining participation agreements between the Union and an employer. The agreements spec-
ify the amount of contribution, due date of employer contributions, type of work for which contri-
butions are payable and the geographic area covered by the labor contract. 
 
 
TYPE OF PLAN; ACCUMULATION OF ASSETS; PAYMENT OF BENEFITS - The Glaziers’ 
Union Local No. 27 Health and Welfare Fund is classified as a welfare benefit plan, providing 
benefits of the type described in the following paragraph. Employer contributions and employee 
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self-payments are received and held in trust by the Trustees pending the payment of benefits 
insurance premiums and administrative expenses. AmalgaTrust Company is the custodian of 
assets for the Fund. 
 
The Fund provides medical, surgical, hospital, dental and vision benefits on a self-insured basis. 
When benefits are self-insured, the benefits are paid directly from the Fund to the claimant, ben-
eficiary or service provider. The self-insured benefits payable by the Fund are limited to the Fund 
assets available for such purposes. 
 
The Plan is not an insurance policy and no benefits other than the life insurance, accidental 
death and dismemberment insurance and the disability benefits are provided by or through an 
insurance company. The Fund provides these benefits through Dearborn National Life Insurance 
Company, 300 East Randolph Street, Chicago, Illinois 60601-5099. 
 
FISCAL YEAR OF THE PLAN - The financial records of this Plan are based on a fiscal year 
which begins June 1 and ends May 31. 
 
NO RESCISSION OF COVERAGE - The Plan will not terminate your coverage under the Plan 
retroactively (also called a rescission of coverage) except in the case of fraud or an intentional 
misrepresentation of material fact. The Plan will provide at least 30 days advance notice before 
retroactively terminating your coverage, and you will have the right to file an appeal (see page 
66). The Plan may retroactively terminate coverage in any of the following circumstances, and 
the termination is not considered a rescission of coverage: 

• If you do not make any required contributions or payments towards the cost of coverage, in-
cluding COBRA continuation coverage, when those payments are due. 

• If you do not provide timely notice of death or divorce. 

• As otherwise permitted by law. 
 
A prospective termination of coverage (termination scheduled to occur in the future) is not a re-
scission.  
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BOARD OF TRUSTEES 

 
Union Trustees Employer Trustees 

Mr. Michael Mabus 
Business Representative 
Glaziers’ Union Local No. 27 
4225 Lawndale Avenue 
Lyons, IL 60534 

Mr. Matthew Shapiro 
President  
Active Glass Company 
1530 Landmeier Road 
Elk Grove Village, IL 60007 

Mr. Michael Cook 
Business Representative 
Glaziers’ Union Local No. 27 
4225 Lawndale Avenue 
Lyons, IL 60534 

Mr. Thomas Hill 
President 
Glass Solutions, Inc. 
650 West Grand Avenue, Suite 314 
Elmhurst, IL 60126 

Mr. Steven Mabus 
Recording Secretary 
Glaziers’ Union Local No. 27 
4225 Lawndale Avenue 
Lyons, IL 60534 

Mr. Daniel Naughton 
President  
Lake Shore Glass 
2150 W. 32nd Street 
Chicago, IL 60608 

Mr. Michael O’Donnell 
Business Representative 
Glaziers’ Union Local No. 27 
4225 Lawndale Avenue 
Lyons, IL 60534 

Mr. Brian Filipiak 
President  
Alliance Glazing Technologies, Inc. 
646 Forestwood Drive 
Romeoville, IL 60446 

 
 

Notice Regarding Grandfathered Status 
 

The Trustees of the Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund be-
lieve this is a “grandfathered health plan” under the Patient Protection and Affordable Care Act 
(the Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan 
can preserve certain basic health coverage that was already in effect when that law was enact-
ed. Being a grandfathered health plan means that your Plan may not include certain consumer 
protections of the Affordable Care Act that apply to other plans, for example, the requirement for 
the provision of preventive health services without any cost sharing. However, grandfathered 
health plans must comply with certain other consumer protections in the Affordable Care Act, for 
example, the elimination of lifetime limits on benefits. Questions regarding which protections ap-
ply and which protections do not apply to a grandfathered health plan and what might cause a 
plan to change from grandfathered health plan status can be directed to the Fund Office, c/o 
Stewart C. Miller & Co., Inc., 2111 West Lincoln Highway, Merrillville, IN 46410, telephone 1-219-
769-6944. You may also contact the Employee Benefits Security Administration, U.S. Depart-
ment of Labor at 1 (866) 444-3272 or www.dol.gov/ebsa/healthreform. This website has a table 
summarizing which protections do and do not apply to grandfathered health plans.  
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Discrimination is Against the Law  
 
Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund complies with applicable 
Federal civil rights laws and does not discriminate on the basis of race, color, national origin, 
age, disability, or sex. Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund 
does not exclude people or treat them differently because of race, color, national origin, age, dis-
ability, or sex.  
 
Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund: 

• Provides free aids and services to people with disabilities to communicate effectively with us, 
such as:  

o Qualified sign language interpreters  

o Written information in other formats (large print, audio, accessible electronic formats, 
other formats)  

• Provides free language services to people whose primary language is not English, such as: 

o Qualified interpreters ○ Information written in other languages  

 
If you need these services, contact the Glazing Employers and Glaziers’ Local No. 27 Health and 
Welfare Fund. 
 
If you believe that the Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund 
has failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, you can file a grievance with: [Nicole Eagan, the Civil 
Rights Coordinator of the Glazing Employers and Glaziers’ Local No. 27 Health and Welfare 
Fund: 
 

Stewart C. Miller & Co., Inc. 
2111 West Lincoln Highway 

Merrillville, IN 46410 
Telephone: 1-219-769-6944 

Fax: 1-219-769-4834 
[Email]: nicolee@scmiller.com 

 
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
the Glazing Employers and Glaziers’ Local No. 27 Health and Welfare Fund is available to help 
you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Por-
tal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Depart-
ment of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building 
Washington, D.C. 20201 1-800-368-1019, 800-537-7697 (TDD).  
 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
 
 
Spanish: ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia lingüísti-
ca.  Llame al 1-219-769-6944. 
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Polish: UWAGA:  Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej.  
Zadzwoń pod numer 1-219-769-6944. 

Chinese: 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-219-769-6944 

Korean:  주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다.  

1-219-769-6944 번으로 전화해 주십시오. 

Tagalog: PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng 
tulong sa wika nang walang bayad.  Tumawag sa 1-219-769-6944. 

 
  008-957-14496ملحوظة:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم 

Russian: ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги 
перевода.  Звоните 1-219-769-6944. 

Gujarati: સચુના: જો તમ ેગજુરાતી બોલતા હો, તો િન:શલુ્  ાાા સહાા સેે ાા તમારા માા ે ઉલલબ ધેછ .ોન ્રો  
1-219-769-6944. 

Urdu:   :اگر آپ اردو بولتے ہيں، تو آپ کو زبان کی مدد کی خدمات مفت ميں دستياب ہيں ۔ کال کريں خبردار 1-219-769-
6944. 

Vietnamese: CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  
Gọi số 1-219-769-6944. 

Italian: ATTENZIONE:  In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza 
linguistica gratuiti.  Chiamare il numero 1-219-769-6944. 

Hindi: ध्या  द:  ्�  आप �हदं� बोलत ेह� तो आपके िलए मुफत मद  याय  हय्तय  ेेयएए  पललब ह�ह 1-219-769-6944 
पर कॉल करदह 

French: ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gra-
tuitement.  Appelez le 1-219-769-6944. 

Greek: ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται υπηρεσίες γλωσσικής υποστήριξης, 
οι οποίες παρέχονται δωρεάν. Καλέστε 1-219-769-6944. 

German: ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung.  Rufnummer: 1-219-769-6944. 
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