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CLAIMS AND APPEALS PROCEDURES FOR MOST HEALTH BENEFIT CLAIMS.

Overview

This section describes how the Plan makes an initial determination as to whether certain health benefits are covered by the Plan, how you and/or
your authorized representative will be notified of such determinations, and how you may appeal the Plan’s decision to deny your claim in whole or in
part (called an “Adverse Benefit Determination.”) This section relates to:

= Most medical claims, mental health and substance use disorder claims, preventive services claims, extended care claims, organ transplant claims,
and dental, vision, and hearing care claims.

= Any claim for any benefit under the Plan to the extent the claim involves a determination of whether an individual is a Covered Individual eligible
for benefits under the Plan unless the eligibility determination relates to a disability.

Separate sections found on pages 11-16 of this Summary of Material Modification (SMM) describe claims and appeals procedures for:
= Prescription Drug claims.

=  Claims involving disability determinations, i.e., Weekly Income Benefit claims; eligibility for extended benefits due to disability and eligibility
determinations for disabled adult Children.

=  Life Insurance and Accidental Death and Dismemberment Benefit claims.
= Disagreements you have with a Plan policy, determination or action that is not an Adverse Benefit Determination.
Applicable Definitions

As described below, the notification procedures following an initial benefit determination differ depending on whether your claim involves Urgent
Care, is a Pre-Service Claim, Post-Service Claim or Concurrent Care Claim. These terms are defined as follows:

Pre-Service Claim.

This is any claim with respect to which the terms of the Plan condition receipt of a benefit, in whole or part, on approval of the benefit in advance
of obtaining medical care.

Urgent Care Claim.

An “Urgent Care Claim” is a Pre-Service Claim that (1) involves emergency medical care needed immediately in order to avoid serious jeopardy
to your life, health, or ability to regain maximum function; or (2) in the opinion of a Physician with knowledge of your medical condition would
subject you to severe pain if your claim were not dealt within the "urgent care" time frame described below. Whether your claim is one involving
urgent care will be determined by an individual acting on behalf of the Plan, applying an average layperson's knowledge of health and medicine.
If a Physician with knowledge of your medical condition determines that your claim is one involving urgent care, the Plan will treat your claim as
an Urgent Care Claim. Only Pre-Service Claims may be Urgent Care Claims under this Plan and the applicable regulations.

Post-Service Claim.

This is any claim for a benefit that is not a Pre-Service Claim. In this type of claim, you request reimbursement after medical care has already
been rendered.

Concurrent Care Claim.

This is any claim to extend a course of treatment beyond the period of time or number of treatments that the Plan has already approved as an
ongoing course of treatment to be provided over a period of time or number of treatments. A Concurrent Care Claim can be an Urgent Care
Claim, a Pre-Service Claim or a Post-Service Claim.

Adverse Benefit Determination.

= Any of the following: A denial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a benefit,
including any such denial, reduction, termination, or failure to provide or make payment that is based on a determination of your or your
dependents’ eligibility to participate in the Plan, and including a denial, reduction, or termination of, or a failure to provide or make payment
(in whole or in part) for, a benefit resulting from the application of any utilization review, as well as a failure to cover an item or service for
which benefits are otherwise provided because it is determined to be Experimental or investigational or not Medically Necessary or
appropriate; and


https://url.avanan.click/v2/___http:/www.neibenefits.org___.YXAzOm9kbDE6YTpvOmZjNTgwYmYxNWViZTk2OGU5YWZkMDgyYzE3YzBhNjcyOjY6MThjYTphM2Q5ZjY0NDJmM2VhMzk3MTY2ZGEwN2Y2ZmQxYjNjZWNmYzIzNzYwYWE1YTY4OTNkOTBlZjIyMTRiYWZjMzI2OnA6VDpG

= Any Rescission of disability coverage with respect to you or your dependent (whether or not, in connection with the Rescission, there is an
adverse effect on any particular benefit at that time). For this purpose, the term “Rescission” has the meaning set forth below.

Rescission.

A Rescission of coverage is a retroactive cancellation or termination of your coverage. The Plan may rescind coverage if the person whose
coverage is rescinded (or the person through whom coverage of a dependent is obtained) performs an act, practice, or omission that constitutes
fraud, or if the individual makes an intentional misrepresentation of material fact. A prospective termination of coverage is not a rescission.
Termination of coverage for failure to pay a required premium is not a rescission. Additionally, termination of coverage retroactive to the date of
divorce (or other event making a dependent ineligible for coverage) is not a rescission if COBRA is not elected and/or the full COBRA premium
is not paid by you or your dependent(s). A rescission is a benefit claims decision that you have the right to appeal. If your coverage is
rescinded for a reason other than fraud or intentional misrepresentation of material fact, your coverage under the Plan will continue during the
appeal period. Coverage will not continue during any applicable appeal period if your coverage is terminated due to failure to pay a premium.

Notification of Initial Benefit Determinations
= Urgent Care Claims

The Benefits Office will notify you whether your claim is approved or denied as soon as possible but not later than 72 hours after it receives your
claim, unless your claim is incomplete. The Benefits Office will notify you as soon as possible if your claim is incomplete, but not more than 24
hours after receiving your claim. The Benefits Office may notify you orally, unless you request written notification. You will then have 48 hours
to provide the specified information. Upon receiving this additional information, the Benefits Office will notify you of its determination as soon as
possible, within the earlier of 48 hours after receiving the information or the end of the period within which you must provide the information.

= Pre-Service Claims

The Benefits Office will notify you whether your claim is approved or denied within a reasonable period of time, but not later than 15 days after
receipt of your claim. This period may be extended by one 15-day period, if circumstances beyond the control of the Benefits Office require
that additional time is needed to process your claim. If an extension is needed, the Benefits Office will notify you prior to the expiration of the
initial 15-day period of the circumstances requiring an extension and the date by which the Benefits Office expects to reach a decision. If
the Benefits Office needs an extension because you have submitted an incomplete claim, it will notify you of this within 5 days of receipt of
your claim. The notice will describe the information needed to make a decision. The Benefits Office may notify you orally, unless you request
written notification. You will have 45 days after receiving this notice to provide the specified information. If you fail to submit information
necessary for the Benefits Office to decide a claim, the period for making the benefit determination is tolled from the date on which the
Benefits Office sent the notification of the extension until the date you respond to the request for additional information.

= Post-Service Claim

The Benefits Office will notify you of its determination within a reasonable time, but not later than 30 days after receipt of your claim. This period
may be extended by one 15-day period, if circumstances beyond the control of the Benefits Office require that additional time is needed to
process your claim. If an extension is needed, the Benefits Office will notify you prior to the expiration of the initial 30-day period of the
circumstances requiring an extension and the date by which it expects to reach a decision. If the Benefits Office needs an extension because
you have not submitted information necessary to decide the claim, the notice will also describe the information it needs to make a decision. You
will have until 45 days after receiving this notice to provide the specified information. If you fail to submit information necessary for the Benefits
Office to decide a claim, the period for making the benefit determination is tolled from the date on which the Benefits Office sends you the
notification of the extension until the date you respond to the request for additional information.

= Concurrent Care

If the Benefits Office has approved an ongoing course of treatment to be provided over a period of time, it will notify you in advance of any
reduction in or termination of this course of treatment. If you submit a claim to extend a course of treatment, and that claim involves urgent
care, the Benefits Office will notify you of its determination within 24 hours after receiving your claim, provided that it receives your claim at least
24 hours prior to the expiration of the course of treatment. If the claim does not involve urgent care, the request will be decided in the
appropriate time frame, depending on whether it is a pre-service or post-service claim.

If Your Claim for Benefits Is Denied

If any claim for benefits described above is denied, in whole or in part, the Benefits Office (or an individual or entity acting on its behalf) will provide
you with a written or electronic Explanation of Benefits notice that states the reasons for the denial, refers to any pertinent Plan provisions, rules,
guidelines, protocols or other similar criteria used as a basis for the denial, describes any additional material or information that might help your
claim, explains why that information is necessary, discloses the availability of, and the contact information for, any applicable office of health
insurance consumer assistance or ombudsman established under the Public Health Service Act Section 2793, and describes the Plan’s internal and
external appeals procedures, how to initiate them and applicable time limits, including a right to bring a civil action under Section 502(a) of ERISA. In
addition, if an internal rule, guideline, protocol or similar criterion was relied on in making the adverse determination, either you will be provided with
the specific rule, guideline, protocol or similar criterion, or you will receive a statement that such a rule, guideline, protocol or similar criterion was
relied on in making the adverse determination, and a copy of such rule, guideline, protocol or other criterion will be provided to you free of charge
upon request. If the adverse determination is based on a Medical Necessity or Experimental Treatment or similar exclusion or limit, the Explanation
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of Benefits 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 request.

In the case of an Adverse Benefit Determination concerning an Urgent Care Claim, the Explanation of Benefits will also describe the shortened time
frames for reviewing Urgent Care Claims. In addition, in the case of an urgent care claim, the notice may be provided to you orally, within the time
frames described above. You will be provided with a written notice within 3 days of oral notification.

Internal Appeal Procedures

If any claim for benefits described above is denied, in whole or in part, or if there has been a Rescission of your coverage, you may request the
Board of Trustees to review the benefit denial or Rescission of coverage. Your written appeal must be submitted within 180 days of receiving the
denial notice. However, in the case of a Concurrent Care Claim, if the Benefits Office has approved an ongoing course of treatment to be provided
over a period of time or number of treatments, it will notify you at a time sufficiently in advance of the reduction or termination of treatment, which
may be a period that is less than 180 days, to allow you to appeal and obtain review before the benefit is reduced or terminated. Failure to file a
timely appeal will result in a complete waiver of your right to appeal and the decision of the Benefits Office will be final and binding. Your written
appeal should be filed at the following address:

Board of Trustees
National Elevator Industry Health Benefit Plan
19 Campus Blvd., Suite 200
Newtown Square, PA 19073

Your written appeal should state your name and address, the date of the denial, the fact that you are appealing the denial and the reasons for your
appeal. You should also submit any documents that support your claim. The review of your claim will take into account all comments and
documents that support your position, even if the Benefits Office did not have this information in making the initial determination. This does not
mean that you are required to cite all of the Plan provisions that apply or to make “legal” arguments; however, you should state clearly why you
believe you are entitled to the benefit you claim. The Trustees can best consider your position if they clearly understand your claims, reasons and/or
objections.

Your appeal will be reviewed by the Trustees or a designated committee of the Trustees, none of whom decided the initial claim for benefits or is the
subordinate of any individual who decided the initial claim. The Trustees or the designated committee of the Trustees deciding the appeal will give
no deference to the initial denial or adverse determination. In case of a claim based in whole or in part on a medical judgment, a health care
professional who has appropriate training and expertise in the field of medicine, and who was not consulted in connection with the initial claim, will be
consulted. The medical or vocational expert(s) whose advice was obtained by the Plan in connection with the adverse determination will be
identified upon request.

If the Trustees, or a designated committee of the Trustees, in the process of considering an appeal determine, based upon the medical information
available that an otherwise non-covered service, procedure, treatment or equipment with respect to you is likely to achieve the same results as a
more costly covered service, procedure, treatment or equipment, then the Trustees or committee of the Trustees, in their sole discretion, may elect
to provide coverage for the less costly but otherwise non-covered expense in lieu of the more costly covered expense. In addition, the availability of
coverage for alternative treatment in accordance with this provision will be limited to those circumstances in which the likelihood of a cost saving to
the Plan can be clearly identified. The Trustees may establish limits and review requirements with respect to each individual coverage
determination.

The Plan will provide you, free of charge, with new or additional evidence considered, relied upon, or generated by (or at the direction of) the Plan in
connection with the claim, as well as any new or additional rationale for a denial at the internal appeals stage, and a reasonable opportunity for you
to respond to such new evidence or rationale. In such cases, if the Plan receives new or additional information so late that it would be impossible to
give it to you in time for you to have a reasonable opportunity for you to respond, the period for deciding your appeal will be tolled until you have a
reasonable opportunity to respond.

Also, in the case of an Urgent Care Claim, you may request review orally or in writing, and communications between you and the Plan may be made
by telephone, facsimile, or other similar means.

Notification of Decision on Appeal
= Timing of Notification for an Urgent Care Claim

The Trustees will notify you of their decision of an urgent care claim as soon as possible, but not later than 72 hours after receiving your request
for review.

= Timing of Notification for a Pre-Service Claim

The Trustees will notify you of their determination of a pre-service claim within a reasonable period of time, but not later than 30 days after
receiving your request for review.

= Timing of Notification for a Post-Service Claim

In the case of a post-service claim, the Trustees or a designated committee of the Trustees will review your appeal at their quarterly meeting
immediately following receipt of your appeal unless your appeal was received by the Benefits Office within 30 days of the date of the meeting. If
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your appeal was received by the Benefits Office within 30 days of the date of the meeting, the Trustees may not be able to review your appeal
until the second quarterly meeting following receipt of the appeal. You may wish to contact the Benefits Office concerning the date of the next
meeting so that you may submit your appeal in time to be heard at that meeting. If special circumstances require a further extension of time for
review for the Trustees, a benefit determination will be rendered not later than the third Trustees’ meeting following receipt of your appeal. You
will be notified in writing prior to the extension of the circumstances requiring the extension and the date by which the Trustees expect to reach
a decision. You will receive written or electronic notice of the decision of the Trustees after review by the Trustees, within 5 days of their
decision.

Content of Notifications of Decisions on Appeal
If the Trustees deny your appeal, in whole or in part, you will be provided with a written notice of denial. The notice will state:

= Sufficient information to identify the claim involved, including where applicable, the date of service of the benefits denied, the health care
provider, the claim amount, and the right to receive upon request the diagnosis code, treatment code, and the meanings of these codes;

=  The reason(s) for the denial of the claim (including the denial code and its corresponding meaning) and a discussion of the decision or
Rescission;

= Adescription of any standard used to deny your claim;

= References to the specific Plan provisions on which the benefit determination or Rescission was based;

= [faninternal rule or guideline was relied upon in denying your claim or rescinding your coverage, either a copy of the rule or guideline or a
statement that you have the right to receive a free copy of the internal rule or guideline upon request;

= [fthe denial is based on Medical Necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or
clinical judgment for the decision, applying the terms of the Plan to your medical circumstances, or a statement that this will be provided free of
charge upon request;

=  The identification of any medical or vocational experts whose advice was obtained in connection with the benefit determination, regardless of
whether the advice was relied upon in making the benefit determination;

= A statement that you are entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and
other information relevant to your claim for benefits;

= Adescription of the external review process, including information on how to initiate an external review and applicable time limits;

= Astatement of the right to bring a civil action under Section 502(a) of ERISA;

=  [fapplicable, disclosure of the availability of, and the contact information for, any applicable office of health insurance consumer or ombudsman
established under the Public Health Service Act Section 2793.

The Plan will provide the diagnosis code and its corresponding meaning, and the treatment code and its corresponding meaning, as soon as
practicable after receiving a request. The Plan will not consider a request for such diagnosis and treatment, in itself, to be an appeal or request for
external review.

EXTERNAL REVIEW
Stand ard External Review

If you receive an Adverse Benefit Determination on your appeal concerning your health benefit claim or a Rescission of your coverage, you (or your
authorized representative) have the right to request an external review. The external review process is limited to Adverse Benefit Determinations that
involve medical judgment, whether the Plan is complying with applicable surprise billing and associated cost-sharing protections under federal law,
and Rescission in coverage.

A determination involves medical judgment if, for example, it is based on the Plan’s requirements for Medical Necessity, appropriate health care
setting, level of care, or a determination that a treatment is experimental. Other determinations that involve medical judgment include whether:

=  atreatment is for emergency services;

= aclaim for items or services provided by an Out-of-Network provider or an In-Network facility are subject to the protections of the No Surprises
Act;

= you were in a condition to receive a notice about the availability of the protections against balance billing and gave informed consent to waive
those protections;

= aclaim for items and services was coded correctly, consistent with the treatment you received, thus entitling you to the protections against
balance billing, and

=  cost-sharing was correctly calculated for ancillary services provided by an Out-of-Network provider at an In-Network facility.

Your request for external review should be sent to:

National Elevator Industry Health Benefit Plan
19 Campus Blvd., Suite 200
Newtown Square, PA 19073

Attn: Robert O. Betts, Jr.

Your request for an external review must be made no later than four (4) months after the date you receive the Adverse Benefit Determination on
appeal. If there is no corresponding date four (4) months after the date of receipt of such notice, the request must be filed by the first day of the fifth
(5%) month following the receipt of the notice. For example, if the date of receipt of the notice is October 30, because there is not February 30, the
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request must be filed by March 1. If the last filing date would fall on a Saturday, Sunday, or federal holiday, the last filing date is extended to the next
day that is not a Saturday, Sunday, or federal holiday. Failure to file a timely appeal will result in a complete waiver of your right to external appeal,
and the Plan’s determination regarding the claim will be final.

Within five (5) business days following receipt of your request for external review, the Benefits Office will conduct a preliminary review to determine
whether:

= You are or were covered under the Plan at the time the health care item or service was requested or, in the case of a retrospective review, were
covered under the Plan at the time the health care item or service was provided;

= The Adverse Benefit Determination or the final Adverse Benefit Determination does not relate to your failure to meet the requirements for
eligibility to participate under the terms of the Plan (eligibility claims are not subject to external review);

=  You have exhausted the Plan’s internal appeals process unless you are not required to exhaust the final internal appeals process; and

=  You have provided all the information and forms required to process an external review.

Within one (1) business day after completion of its preliminary review, the Benefits Office will issue a written notification to you. If your request is
complete but not eligible for external review, the notification will include the reasons for your request’s ineligibility for external review and the toll-free
(if available) contact information for the Employee Benefits Security Administration. If the request is not complete, the notification will describe the
information or materials needed to make the request complete. The Plan will allow you to perfect the request for external review within the later of: (i)
the four-month filing period, or (ii) the 48-hour period after the receipt of notification.

If your case is eligible for external review, it will be forwarded to an Independent Review Organization (IRO) accredited by a nationally recognized
accrediting organization, and the IRO will contact you. The Benefits Office will contract with at least three (3) IROs for assignments under the Plan
and rotate claim assignments among them or incorporate other independent, unbiased methods for selection of IROs, such as random selection.

Once you are contacted in writing by the IRO, you will have ten (10) business days to submit additional information directly to the IRO if you choose
to do so. The IRO is not required to but may accept and consider additional information submitted after ten (10) business days. The IRO will use
legal experts where appropriate to make coverage determinations under the Plan. Within five (5) business days after the assignment of the IRO, the
Benefits Office will provide to the IRO the documents and information considered in making the Adverse Benefit Determination and final internal
appeal, including information that you previously submitted to the Benefits Office. Failure by the Benefits Office to timely provide the documents and
information will not delay the conduct of the external review. If the Benefits Office does not timely provide the documents and information, the IRO
may terminate the external review and make a decision to reverse the Adverse Benefit Determination or final Adverse Benefit Determination on
internal appeal. Within one (1) business day after making such decision, the IRO must notify you and the Plan.

Upon receipt of any information that you submit, the IRO must forward the information to the Plan within one (1) business day. The Plan may, but is
not required to, reconsider its Adverse Benefit Determination or final Adverse Benefit Determination on internal appeal. Reconsideration by the Plan
will not delay the external review. If the Plan decides to reverse its Adverse Benefit Determination or final Adverse Benefit Determination on internal
appeal and provide coverage or payment, the Plan will provide written notice of its decision to you and the IRO within one (1) business day after
making its decision. The IRO will terminate the external review upon receiving this notice from the Plan.

The IRO will review all of the information and documents timely received. In reaching a decision, the IRO will review the claim de novo and will not
be bound by any decisions or conclusions reached during the Plan’s internal claims and appeals process. In addition to the documents and
information provided, the IRO, to the extent the information or documents are available and the IRO considers them appropriate, will consider the
following in reaching a decision:

Your medical records,

The attending health care professional’s recommendation,

Reports from appropriate health care professionals and other documents submitted by you, your treating provider, or the Plan,

The terms of the Plan to ensure that the IRO’s decision is not contrary to the Plan’s terms, unless the terms are inconsistent with applicable law,
Appropriate practice guidelines developed by the federal government, national or professional medical societies, boards, and associations,

Any applicable clinical review criteria developed and used by the Plan, unless the criteria are inconsistent with the Plan’s terms or with
applicable law, and

= The opinion of the IRO’s clinical reviewer or reviewers after considering the available information or documents to the extent the clinical
reviewer or reviewers consider appropriate.

Within 45 days after the IRO receives your request for external review from the Benefits Office, the IRO will issue you a written notice of its final
external review decision. The written decision of the IRO will contain:

= Ageneral description of the reason for the request for external review, including information sufficient to identify the claim (including the date or
dates of service, the health care provider, the claim amount (if applicable), and a statement describing the availability, upon request, of the
diagnostic code and treatment code and their corresponding meanings, and the reason for the previous denial);

=  The date the IRO received the assignment to conduct the external review and the date of the IRO decision;

=  References to the evidence or documentation, including the specific coverage provisions and evidence based standards considered in reaching
its decision;

= Adiscussion of the principal reason or reasons for its decision, including the rationale for its decision and any evidence-based standards that
were relied on in making its decision;



= A statement that the determination is binding except to the extent that other remedies may be available under state or federal law to either the
Plan or to you;

= A statement that judicial review may be available to you; and

= Current contact information, including phone number, for any applicable office of health insurance consumer assistance or ombudsman
established under Section 2793 of the Public Health Service Act.

Upon receipt of a notice of final external review decision reversing the Adverse Benefit Determination or final Adverse Benefit Determination on
internal appeal, the Plan will immediately provide coverage or payment (including immediately authorizing or immediately paying benefits) for the
claim. The IRO’s decision is binding on you and the Plan, except to the extent other remedies are available under state or federal law, and except
that the requirement that the decision be binding shall not preclude the Plan from making payment on the claim, pursuant to the final external review
decision without delay, regardless of whether the Plan intends to seek judicial review of the external review decision, and unless or until there is a
judicial decision otherwise.

IROs must maintain records of all claims and notices associated with the external review process for six (6) years. An IRO must make such records
available for examination by you, the Plan, or state or federal oversight agency upon request, except where such disclosure would violate state or
federal privacy laws.

Expedited External Review
When external review is available, the Plan will allow you to make a request for expedited external review at the time you receive:

= An Adverse Benefit Determination on appeal involving a medical condition for which the timeframe to complete an expedited internal appeal
would seriously jeopardize your life or health or would jeopardize your ability to regain maximum function, and you have filed a request for an
expedited internal appeal, or

= Afinal internal Adverse Benefit Determination, if you have a medical condition where the timeframe for completion of a standard external review
would seriously jeopardize your life or health or would jeopardize your ability to regain maximum function, or if the final internal Adverse Benefit
Determination appeal concerns an admission, availability of care, continued stay, or health care item or service for which you received
emergency care services, but have not been discharged from a facility.

Immediately upon receipt of the request for expedited external review, the Benefits Office will review the request to determine whether the request
meets the reviewability requirements using the same criteria above that apply to a standard external review. The Plan will immediately send a notice
of its eligibility determination that meets the requirements for a standard external review eligibility determination notice.

Upon determination that a request is eligible for expedited external review following the preliminary review, the Plan will assign an IRO in accordance
with the requirements for assigning an IRO for standard external review. The Plan will provide or transmit all necessary documents and information
considered in making the Adverse Benefit Determination or final internal Adverse Benefit Determination to the assigned IRO electronically or by
telephone or fax or any other available expeditious method. The IRO’s decision is binding on you and the Plan, except to the extent other remedies
are available under state or federal law, and except that the requirement that the decision be binding shall not preclude the Plan from making
payment on the claim or otherwise providing benefits at any time. The Plan must provide any benefits, including by making payment on the claim,
pursuant to the final external review decision without delay, regardless of whether the Plan intends to seek judicial review of the external review
decision, and unless or until there is a judicial decision otherwise.

The assigned IRO, to the extent the information or documents are available and the IRO considers them appropriate, will consider the information or
documents described above under the procedures for standard external review. In reaching a decision, the IRO will review the claim de novo and is
not bound by any decisions or conclusions reached during the Plan’s internal claims and appeals process.

The IRO will provide written notice to you and the Plan of the final external review decision, in accordance with the requirements above for standard
external review, except that the notice will be provided as expeditiously as possible, but not more than 72 hours after the IRO receives the request
for an expedited external review. If the notice is not in writing, then within 48 hours after the date of providing the notice, the IRO must provide written
confirmation of that decision to you and the Plan.

If the IRO reverses the Plan’s Adverse Benefit Determination or final internal Adverse Benefit Determination, the Plan will immediately provide
coverage or payment (including immediately authorizing or immediately paying benefits) for the claim.

IROs must maintain records of all claims and notices associated with the external review process for six (6) years. An IRO must make such records
available for examination by you, the Plan, or state or federal oversight agency upon request, except where such disclosure would violate state or
federal privacy laws.

SPECIAL RULES FOR DISABILITY DETERMINATIONS
Overview

The Plan has established special procedural requirements for claims and appeals that involve disability determinations. For this Plan, these
amendments may impact how the Benefits Office and the Trustees review claims or appeals involving:

= Weekly Income Benefits,
= Eligibility for extended benefits due to disability, and



= Eligibility determinations for disabled adult Children.

In general, the Claims and Appeals procedures described above in the section Claims and Appeals Procedures for Most Health Benefit Claims
also apply to disability claims except as follows:

Timing of Notification for a Claim Involving a Disability Determination

The Benefits Office will notify you whether your claim involving a disability determination is approved or denied in writing within a reasonable
period of time, but not later than 45 days after the claim has been received by the Benefits Office. If the Benefits Office needs more time to review
the claim for reasons beyond its control, it may take up to an additional 30 days. Should additional time be required, you will be sent a notice of the
extension before the initial 45-day period expires specifically explaining the circumstances requiring the extension, the date by which the Plan
expects to make a decision, the standards on which entitlement to the benefit is based, the unresolved issues that prevent a decision on the claim,
and the additional information necessary to resolve those issues. If, prior to the end of the first 30-day extension period, the Plan determines that
another extension of up to 30 days is needed, it will send a second extension notice in accordance with the preceding sentence before the expiration
of the initial 30 day extension. If a notice of extension requests additional information from you that is needed to resolve an issue, you will be given at
least 45 days to provide the requested information. If an extension is necessary due to your failure to submit information needed by the Plan to
decide your claim, the period for deciding the claim will be tolled from the date you are sent the notice of extension until the date on which you
respond to the request for additional information.

Content of Notification of an Adverse Benefit Determination Relating to Disability

The notification of an Adverse Benefit Determination relating to disability will include the information specified above in the “If Your Claim for Benefits
is Denied” section, along with a discussion of the decision, including an explanation of the basis for disagreeing with or not following:

= The views you presented to the Plan of health care professionals treating you and vocational professionals who evaluated you;

= The views of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with your Adverse Benefit
Determination; and

= Ifapplicable, a disability determination made by the Social Security Administration regarding you.

If the Adverse Benefit Determination is based on Medical Necessity or Experimental treatment or similar exclusion or limit, notification will include
either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to your medical circumstances, or a
statement that such explanation will be provided free of charge upon request.

The notification will also include:

=  Either the specific rules, guidelines, protocols, standards or other similar criteria of the Plan relied upon in making the Adverse Benefit
Determination or, alternatively, as statement that such rules, guidelines, protocols, standards or other similar criteria of the Plan do not exist, and

= A statement that you are entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and
other information relevant to your claim for benefits.

Such notification shall be provided in a culturally and linguistically appropriate manner.
Special Appeal Procedures for Disability Determinations

In addition to the Appeal Procedures set forth above, in the case of an appeal involving a disability determination, the Plan will, before issuing an
Adverse Benefit Determination on appeal, provide you, free of charge, with any new or additional evidence considered, relied upon, or generated by
the Plan or other person making the benefit determination (or at the direction of the Plan or such other person) in connection with your claim. You
will be provided with such evidence as soon as possible and sufficiently in advance of the date on which the notice of Adverse Benefit Determination
on review is required to be provided to you (see “Notification of Disability Decision on Appeal” below) to give you a reasonable opportunity to
respond prior to that date.

In addition, before the Plan can issue an Adverse Benefit Determination on appeal based on a new or additional rationale, the Plan will provide you,
free of charge, with the rationale. You will be provided with the rationale as soon as possible and sufficiently in advance of the date on which the
notice of Adverse Benefit Determination on appeal is required to be provided to you (see “Notification of Disability Decision on Appeal” below) to give
you a reasonable opportunity to respond prior to that date.

Notification of Disability Decision on Appeal
= Timing of Notification for a Disability Claim

The Trustees or a designated committee of the Trustees will review your appeal at their quarterly meeting immediately following receipt of your
appeal unless your appeal is received by the Benefits Office within 30 days of the date of the meeting. If your appeal was received by the
Benefits Office within 30 days of the date of the meeting, the Trustees may not be able to review your appeal until the second quarterly
meeting following receipt of the appeal. You may wish to contact the Benefits Office concerning the date of the next meeting so that you may
submit your appeal in time to be heard at that meeting. If special circumstances require a further extension of time for review for the Trustees,
a benefit determination will be rendered not later than the third Trustees’ meeting following receipt of your appeal. You will be notified in writing



prior to the extension of the circumstances requiring the extension and the date by which the Trustees expect to reach a decision. You will
receive written or electronic notice of the decision of the Trustees after review by the Trustees, within five (5) days of their decision.

= Content of Notifications for a Disability Claim

The Plan will provide you with written or electronic notice of its determination on review. The notice will include the information specified above
in the “Content of Notifications” section, as well as a discussion of the decision, including an explanation of the basis for disagreeing with or not
following:

= The views you presented to the Trustees of health care professionals treating you and vocational professionals who evaluated you;

= The views of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with your Adverse Benefit
Determination, without regard to whether the advice was relied upon in making the benefit determination; and

= |fapplicable, a disability determination regarding the claimant that you presented to the Plan made by the Social Security Administration;

If the Adverse Benefit Determination is based on a Medical Necessity or Experimental treatment or similar exclusion or limit, the Plan will
provide you with either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to your
medical circumstances, or a statement that such explanation will be provided free of charge upon request;

The Plan’s notice will also include:

=  Either the specific rules, guidelines, protocols, standards or other similar criteria of the Plan relied upon in making the Adverse Benefit
Determination or, alternatively, as statement that such rules, guidelines, protocols, standards or other similar criteria of the Plan do not exist,
and

= A statement that you are entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records,
and other information relevant to your claim for benefits.

Such notice will be provided in a culturally and linguistically appropriate manner.
CLAIMS AND APPEALS PROCEDURES FOR PRESCRIPTION DRUG CLAIMS
Overview

As the Plan’s Prescription Benefit Manager, Express Scripts has agreed to be responsible for reviewing initial Prescription Drug claims filed by
Covered Individuals. In addition, the Trustees have delegated to Express Scripts the authority to review appeals of Adverse Benefit Determinations
of Prescription Drug claims. Express Scripts has agreed that it will process all claims and appeals in accordance with the Department of Labor's
Claims Procedure Regulations and will be the appropriate named fiduciary of the Plan in accordance with the provisions of the Claims Procedure
Regulations that govern appeals of Adverse Benefit Determinations.

As noted above, the initial determination of any claim, including a Prescription Drug claim, that involves a determination of whether an
individual is a Covered Individual eligible for benefits under the Plan shall be determined by the Benefits Office in accordance with the
procedures described above, and the appeal of any adverse determination of any such claim shall be reviewed by the Trustees, or
designated committee of the Trustees.

The definitions of Pre-Service Claim, Post-Service Claim, Urgent Care Claim (or Urgent Claim), Concurrent Care Claim and Adverse Benefit
Determination set forth above apply to this section.

You have the right to request that a medication be covered or be covered at a higher benefit (e.g., lower Copayment, higher quantity, etc.). The first
request for coverage is called an initial coverage review. Express Scripts reviews both Clinical Coverage Review Requests and Administrative
Coverage Review Requests. These terms are defined as follows:

=  Clinical Coverage Review Request

A request for coverage of a medication that is based on clinical conditions of coverage that are set by the Plan. For example, a request for
medications that require a prior authorization, and reviews involving plan exclusions and quantity limits would be considered Clinical Coverage
Review Requests.

=  Administrative Coverage Review Request

A request for coverage of a medication that is based on the Plan’s benefit design. For example, a review involving copayments, deductibles,
and coordination of benefits would be considered Administrative Coverage Review Requests.

Requesting an Initial Coverage Review

To request an initial Clinical Coverage Review, your provider should submit a prior authorization request electronically. Alternatively, your provider or
dispensing pharmacist may call the Express Scripts Coverage Review Department at 1-800-753-2851 or may fax a completed coverage review form
to 1-877-329-3760. Forms may be obtained online at www.expressscripts.com/services/physicians. Home Delivery coverage review requests are
automatically initiated by the Express Scripts Home Delivery pharmacy as part of filling the prescription.



http://www.expressscripts.com/services/physicians/

To request an initial Administrative Coverage Review, you or your authorized representative must submit the request in writing to:

Express Scripts

Attention: Benefit Coverage Review Department
PO Box 66587

St Louis, MO 63166-6587.

If you have an Urgent Claim, an urgent review may be requested and will be conducted as soon as possible, but no later than 72 hours from receipt
of the request. In general, an urgent situation is one which, in the opinion of the attending provider, your health may be in serious jeopardy or you
may experience pain that cannot be adequately controlled while awaiting the decision on review. If you or your provider believes your situation is
urgent, expedited review must be requested by phone at 1-800-753-2851.

Processing of Initial Coverage Reviews

Express Scripts will notify you and your provider of its decision regarding a Pre-Service Claim within 15 days after receipt of a retail Prescription Drug
claim or five (5) days after receipt of a home delivery Prescription Drug claim. Express Scripts will notify you and your provider of its decision
regarding a Post-Service Claim within 30 days after receipt of the claim. You and your provider will be notified of Express Scripts’ decision by phone
and/or letter.

If Express Scripts does not receive the necessary information needed to make a determination within the decision timeframe, a letter will be sent to
you and your provider stating that the information must be received within 45 days or the claim will be denied.

Processing of Initial Coverage Reviews of Urgent Claims

Express Scripts will notify you and your provider whether your Urgent Claim is approved or denied as soon as possible from its receipt of your
request, but not later than 72 hours after receipt. If Express Scripts does not receive information necessary to process the claim from you or your
provider within 24 hours of receipt, a 48 hour extension will be granted. You and your provider will be notified of Express Scripts’ decision by phone
and/or letter.

Appeals (other than Urgent Appeals)

When an Initial Coverage Review has been denied (i.e., Adverse Benefit Determination), you, your authorized representative, or your provider may
submit a request for an appeal to Express Scripts within 180 days from receipt of the notice of the initial Adverse Benefit Determination. To initiate
the appeal, the following information must be submitted by fax or mail to the appropriate department for Clinical Coverage or Administrative
Coverage appeals: (1) patient's name; (2) patient’s ID number; (3) patient's phone number; (4) the Prescription Drug name for which benefit
coverage has been denied; (5) a brief description of why you disagree with the initial Adverse Benefit Determination; and (6) any additional
information that may be relevant to the appeal, including provider statements/letters, bills, or any other documents.

Send clinical appeal requests to:
Express Scripts

Attn: Clinical Appeals Department
PO Box 66588

St. Louis, MO 63166-6588

Or fax: 1-877-852-4070.

Send administrative appeal requests to:

Express Scripts Attn: Administrative Appeals Department
PO Box 66587

St. Louis MO 63166-6587

Or fax: 1-877-328-9660.
Urgent Appeals

Urgent Claim appeals must be submitted by phone: 1-800-753-2851 or fax 1-877-852-4070. Appeals submitted by mail will not be considered for
urgent processing unless a subsequent phone call or fax identifies the appeals as urgent.

An Urgent Claim appeal may be submitted if in the opinion of your provider, the application of the time periods for making non-urgent care
determinations could seriously jeopardize the life or health of the patient or the patient’s ability to regain maximum function, or would subject the
patient to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.

Processing of Appeals

Depending on the type of appeal, appeal decisions are made by an Express Scripts Pharmacist, Physician, panel of clinicians, trained prior
authorization staff member, or independent third-party utilization management company.



= Pre-Service Claim Appeals

Pre-Service Claim appeals are subject to two levels of review. Express Scripts will notify you and your provider of its decision regarding your
first-level appeal within 15 days after it receives your appeal. You will be notified of Express Scripts’ decision by phone and/or letter. For clinical
appeals, your provider will also be notified by letter.

If your Pre-Service Claim appeal is denied, you will receive a denial notice with instructions on how to request a second level of review. You will
have 90 days from receiving a first-level denial notice to request a second level of review. Express Scripts will make a decision regarding your
second-level appeal within 15 days after receiving your appeal. You will be notified of Express Scripts’ decision by phone and/or letter. For
clinical appeals, your provider will also be notified by letter.

= Post-Service Claim Appeals

Post-service appeals are subject to two levels of review. Express Scripts will notify you and your provider of its decision regarding your first-
level appeal within 30 days after it receives your appeal. You will be notified of Express Scripts’ decision by phone and/or letter. For clinical
reviews, your provider will also be notified by letter.

If the first-level review of your pre-service appeal is denied, you will receive a denial notice with instructions on how to request a second-level
review. You will have 90 days to request a second level of review. Express Scripts will make a decision regarding your second-level appeal
within 30 days after receiving your appeal. You will be notified of Express Scripts’ decision by phone and/or letter. For clinical reviews, your
provider will also be notified by letter.

= Urgent Claim Appeals

Express Scripts will only perform one level of review for Urgent Claim appeals. Express Scripts will notify you and your provider whether your
Urgent Claim appeal is approved or denied as soon as possible from its receipt of your request, but not later than 72 hours after receipt of the
Urgent Claim appeal. If new information is received and considered or relied upon in deciding the appeal, such information will be provided to
you and/or your provider, together with an opportunity to respond prior to the issuance of any final determination. Notice of Express Scripts’
decision regarding your urgent care appeal will be provided by phone and letter.

External Review: Denial of Appeal for Coverage of a Drug Requiring Pre-Authorization

The right to request an independent external review may be available for an Adverse Benefit Determination involving medical judgment, Rescission,
or a decision based on medical information, including determinations involving treatment that is considered Experimental or investigational.

Generally, all internal appeal rights must be exhausted prior to requesting an external review. The external review will be conducted by an
independent review organization (IRO) with medical experts that were not involved in the prior determination of the claim.

To submit an external review request, the request must be mailed or faxed to:

MCMC, LLC

Attention: Express Scripts Appeal Program
300 Crown Colony Drive, Suite 203
Quincy, MA 02169-0929

Phone: 617-375-7700 ext. 28253
Fax: 617-375-7683

The request for external review must be received within four (4) months of the date of the final internal Adverse Benefit Determination of a Coverage
Review Request for a drug requiring preauthorization. (If the date that is 4 months from the date is a Saturday, Sunday, or holiday, the deadline will
be the next business day). As explained above, Urgent Claim appeals of a denial of a Coverage Review Request for a drug requiring
preauthorization have only one required level of internal appeal before external appeal may be requested. A voluntary appeal to the Board of
Trustees is also available but not required.

= Standard External Review

MCMC will review the external review request within five (5) business days to determine if it is eligible to be forwarded to an IRO, and the
patient will be notified within one business day of the decision.

If the request is eligible to be forwarded to an IR0, the request will randomly be assigned to an IRO and the appeal information will be compiled
and sent to the IRO within five (5) business days of assigning the IRO. The IRO will notify the claimant in writing that it has received the request
for an external review, and, if the IRO has determined that the claim involves medical judgment, the letter will describe the claimant’s right to
submit additional information within 10 business days for consideration to the IRO. Any additional information the claimant submits to the IRO
will also be sent back to the claims administrator for reconsideration. The IRO will review the claim within 45 calendar days from receipt of the
request and will send the claimant, the Plan, and Express Scripts written notice of its decision. If the IRO has determined that the claim does not
involve medical judgment, the IRO will notify the claimant in writing and that the claim is ineligible for a full external review.
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=  Expedited External Review
Once an urgent external review request is submitted, the claim will immediately be reviewed to determine if it is an urgent external review. An
urgent situation is one where, in the opinion of the attending provider, the application of the time periods for making non-urgent care
determinations could seriously jeopardize the life or health of the patient or the ability for the patient to regain maximum function or would
subject the patient to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.
If the claim is eligible for urgent processing, the claim will be reviewed immediately to determine if the request is eligible to be forwarded to an
IRO, and the claimant will be notified of the decision. If the request is eligible to be forwarded to an IRO, the request will be assigned randomly
to an IRO, and the appeal information will be com and sent to the IRO. The IRO will review the claim within 72 hours from receipt of the
request and will send the claimant written notice of its decision.

TRUSTEE REVIEW OF PRESCRIPTION DRUG CLAIMS (VOLUNTARY APPEALS)

If you exhaust your appeal rights with Express Scripts, and if Express Scripts denied your appeal for Prescription Drugs, you may submit a voluntary
appeal to the Board of Trustees. Your appeal will be considered by the Trustees or a designated committee of Trustees during the Board of
Trustees’ next regularly scheduled meeting, except in the case of an expedited appeal, which will be considered by the Trustees as soon as
possible. The Board of Trustees encourages all participants to take advantage of this voluntary level of review to ensure that all issues relating to
your Prescription Drug benefits are resolved appropriately.

Your written appeal should state your name and address, the date of the denial by Express Scripts, the fact that you are appealing the denial, and
the reasons for your appeal. You should also submit any documents that support your claim. The review of your claim will take into account all
comments and documents that support your position. This does not mean that you are required to cite all of the Plan provisions that apply or to
make “legal’ arguments; however, you should state clearly why you believe you are entitled to the benefit you claim. The Trustees can best
consider your position if they clearly understand your claims, reasons and/or objections.

As required by regulation, the Plan:

= Waives any right to assert that you have failed to exhaust administrative remedies because you did not elect to submit your claim to the Board
of Trustees after you exhausted your appeal rights with Express Scripts;

= Agrees that any statute of limitations or other defense based on timeliness is tolled during the time that such voluntary appeal is pending; and

= Will not require you to pay any fees or costs associated with the voluntary review.

You may submit your claim for voluntary review only after exhausting all prior available levels of review, and the decision of whether to submit your
claim for a voluntary review will have no effect on your rights to any other benefits under the Plan.

The Plan will provide you, upon request, sufficient information regarding the voluntary appeals process to enable you to make an informed judgment
about whether to submit a voluntary appeal.

The decision of the Trustees on voluntary review is final and binding upon all parties including any person claiming a benefit on your behalf. The
Board of Trustees has full discretion and authority to determine all matters relating to the benefits provided under the Plan, including, but not limited
to, all questions of coverage, eligibility, and methods of providing or arranging for benefits. If the Trustees deny your appeal of a claim, and you
decide to seek judicial review, the Trustees’ decision shall be subject to limited judicial review to determine only whether the decision was arbitrary
and capricious.

CLAIMS AND APPEALS FOR LIFE INSURANCE AND ACCIDENTAL DEATH AND
DISMEMBERMENT BENEFITS

To file a claim for Life Insurance or Accidental Death and Dismemberment Benefits (“AD&D Benefits”) contact the Benefits Office for a Life Insurance
or AD&D claim form.

Submit your claim form to:

National Elevator Industry Health Benefit Plan
19 Campus Blvd., Suite 200

Newtown Square, PA 19073

Attn:  Eligibility Unit

Life Insurance and AD&D Benefits will be paid in accordance with the terms of the provisions of the insurance contract by the insurance company
that provides the coverage for these benefits.
Denial of Claim for Benefits

If your claim for Life Insurance or AD&D Benefits is denied, in whole or in part, the Benefits Office will provide you with a written or electronic notice
that states the reasons for the denial, refers to any pertinent Plan provisions, rules, guidelines, protocols or other similar criteria used as a basis for
the denial, describes any additional material or information that might help your claim, explains why that information is necessary, and describes the
Plan's review procedures and applicable time limits, including a right to bring a civil action under Section 502(a) of ERISA.
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This notice will be given to you within a reasonable time but not more than 90 days after your claim is received by the Benefits Office. This 90-day
period may be extended for up to an additional 90 days if special circumstances require that additional time is needed to process your claim. If an
extension is needed for the Benefits Office to process your claim, you will be given written notice of the delay prior to the expiration of the 90-day
period stating the reason(s) why the extension is necessary and the date by which the Benefits Office expects to make a decision. Once you receive
the decision, you may consider the claim approved or denied. If the claim is denied, you may take steps to appeal the denial.

Appeals

If your claim is denied, you may request the Board of Trustees to review the benefit denial by submitting a written appeal to the Trustees. Your
written appeal must be submitted within 180 days of receiving the denial notice. Failure to file a timely appeal will result in a complete waiver of your
right to appeal and the decision of the Benefits Office will be final and binding. Upon receipt of an Adverse Benefit Determination, you are entitled to
receive, upon request and free of charge, reasonable access to, and copies of, relevant information regarding the claim determination.

Your written appeal should state your name and address, the date of the denial, the fact that you are appealing the denial, and the reasons for your
appeal. You should include documents that support your claim. The review of your claim will take into account all comments and documents that
support your position, even if the Benefits Office did not have this information in making the initial determination. This does not mean that you are
required to cite all of the Plan provisions that apply or to make “legal” arguments; however, you should state clearly why you believe you are entitled
to the benefit you claim. The Trustees can best consider your position if they clearly understand your claims, reasons and/or objections.

Timing of Notification of Decision on Appeal

The Trustees or a designated committee of the Trustees will review your appeal at their quarterly meeting immediately following receipt of your
appeal unless your appeal is received by the Benefits Office within 30 days of the date of the meeting. If your appeal is received by the Benefits
Office within 30 days of the date of the meeting, the Trustees may not be able to review your appeal until the second quarterly meeting following the
Benefits Office’s receipt of the appeal. You may wish to contact the Benefits Office concerning the date of the next meeting so that you may submit
your appeal in time to be heard at that meeting. If special circumstances require a further extension of time for review for the Trustees, a benefit
determination will be rendered not later than the third Trustees' meeting following receipt of your appeal. You will be notified in writing prior to the
extension of the circumstances requiring an extension and the date by which the Trustees expect to reach a decision. You will receive written or
electronic notice of the decision of the Trustees after review by the Trustees, within 5 days of their decision.

Content of Notification

This notice will set forth the specific reason(s) for the adverse determination, the specific Plan provisions on which the benefit determination is
based, a statement that you are entitled to receive, upon request and free of charge, reasonable access to and copies of, relevant information
regarding a claim determination, and a statement of your right to bring a civil action under Section 502(a) of ERISA. The decision of the Trustees is
final and binding upon all parties including the claimant and any person claiming a benefit on behalf of the claimant.

Trustees' Decision on Appeal is Final and Binding

The Trustees have full discretion or authority to determine all matters relating to the benefits provided under this Plan including, but not limited to, all
questions of coverage, eligibility, and methods of providing or arranging for benefits. However, regarding Life Insurance Benefits and AD&D
Benefits, eligibility is determined by the insurance carrier providing the Life Insurance Benefit or AD&D Benefit under the terms of the policy with the
Plan." If the Trustees deny your appeal of a claim, and you decide to seek judicial review, the Trustees' decision is subject to limited judicial review
to determine only whether the decision was arbitrary and capricious.

PLAN POLICIES, DETERMINATIONS OR ACTIONS

If you disagree with a policy, determination or action of the Plan, you may request the Trustees to review the Plan policy, determination or action with
which you disagree by submitting a written appeal to the Trustees. Your written appeal must be submitted within 60 days after you learn of a Plan
policy, determination or action with which you disagree and which is not an “Adverse Benefit Determination” as defined above.

Your written appeal should state the reasons for your appeal. This does not mean that you are required to cite all applicable Plan provisions or to
make “legal” arguments; however, you should state clearly why you believe you are entitled to the benefit you claim or why you disagree with a
policy, determination, or action. The Trustees can best consider your position if they understand your claims, reasons and/or objections.

DECISIONS OF THE TRUSTEES ARE FINAL AND BINDING
=  Trustee Discretion and Authority

The Board of Trustees has the exclusive discretionary authority to interpret the Plan and to determine all matters relating to the benefits provided
under this Plan including, but not limited to, all questions of coverage, benefits, eligibility and application of the Plan and other policies and rules.
The Board of Trustees has the exclusive discretionary authority to determine if a benefit is covered or subject to reimbursement under the Plan.

= Decisions are Final and Binding | Option to Reconsider if New Information is Presented

' See pages 64 through 68 of the SPD for more information.
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The Board of Trustees’ decision on review or appeal is final and binding on all parties, including anyone claiming a benefit on your behalf.
Except in cases where the Trustees determine that reconsideration of your claim or appeal is appropriate, there is no further level of appeal
under this Plan besides those described in this booklet.

> Page 89 (Glossary of Terms), to integrate certain requirements for Non-Grandfathered Plan under the ACA into the Plan, add
the following definition:

Approved Clinical Trial: An Approved Clinical Trial is a phase |, phase II, phase lll, or phase IV clinical trial that is conducted in relation to the
prevention, detection, or treatment of cancer or other life-threatening disease or condition and is described as any of the following:

>  Federally funded trials: The study or investigation is approved or funded by one or more of the following: (1) the National Institutes of Health; (2)
the Centers for Disease Control and Prevention; (3) the Agency for Health Care Research and Quality; (4) the Centers for Medicare & Medicaid
Services; (5) a cooperative group or center of any of the entities described in clauses (1) through (4) or the Department of Defense or the
Department of Veterans Affairs; (6) a qualified non-governmental research entity identified in the guidelines issued by the National Institutes of
Health for center support grants; (7) the Department of Veterans Affairs, the Department of Defense, or the Department of Energy if the study or
investigation has been reviewed and approved through a system of peer review that the Secretary of Health and Human Services determines to
be comparable to the system of peer review of studies and investigations used by the National Institutes of Health and that assures unbiased
review of the highest scientific standards by qualified individuals who have no interest in the outcome of the review.

»  The study or investigation is conducted under an investigational new drug application reviewed by the Food and Drug Administration, or

»  The study or investigation is a drug trial that is exempt from having such an investigational new drug application.

> Page 93 (Glossary of Terms), to integrate certain provisions of the No Suprises Act into the Plan, amend “UCR Rate” as
follows:

UCR Rate: The UCR Rate (also known as the Usual, Customary and Reasonable Rate) is the lesser of:
1. the amount the provider charged the patient for services or supplies, or

2. the usual fee charged to most patients for similar services or supplies that falls within the range charged by providers with comparable training
and experience for the same or similar services or supplies within the same geographic area.

UCR Rates as defined in 2 above are established by an independent group contracted by the Plan which maintains a national database of UCR
Rates. In addition, secondary PPO networks and negotiated rates may be utilized if they result in lower costs to the Plan or Covered Individual.

Notwithstanding the foregoing, for a service or supply rendered by an out-of-network provider that is subject to the No Surprises Act, the UCR Rate
is the Qualifying Payment Amount (“QPA”), determined in accordance with applicable federal regulations, based on the median contracted rate for
the service, as adjusted periodically by the consumer price index. Participant cost-sharing will be based on the QPA. Initial payment to the provider
will be based on the QPA, after which, if necessary, the Fund will resolve the remainder of the provider’s bill in accordance with the negotiation and
dispute resolution provisions of the No Surprises Act and its underlying regulation
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