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IMPORTANT NOTICE:

TO Att ACTIVE ESF PIAN ,C' ELIGIBLE PARTICIPANTS

Enclosed please find the following:

Summary of Benefits and Coverage for the ESF: The Patient Protection
and Affordable Care Act ("PPACA") requires group health plans, such as the
Employees Security Fund of the Electrical Products lndustries Health and

Welfare Plan ("ESF"), to furnish participants with a Summary of Benefits

and Coverage or "SBC." The Summary of Benefits and Coverage is a 6-page

summary of material provisions of a health plan in a uniform format.

This document summarizes the key features of the plan, such as covered
benefits, cost-sharing provisions, and coverage limitations, coverage
examples and exceptions and must conform to the PPACA's required
language. Please note that while such terms as "premiums," "co-
insurance" and "deductibles" are required, they do not apply to your
plan.

Employees Securlty Fund Health and Welfare Plan Summary Material
Modification Notice advising participants that the Trustees amended the
Plan to allow coverage of certain durable medical equipment to treat
dlabetes on a one-year trial basis.

For a more complete explanation of your plan's rules, covered benefits, cost-
sharing provisions and exclusions, please refer to your Summary Plan Description,
a copy of which can be found at www.iibei.ore.

You or your health care provlder may call the MagnaCare ESF dedicated line at 1-

800-5tt8-0138 with any questions or concerns.

Sincerely,

a

Trustees of the Employees Security
Fund of the Electrical Products
lndustries Health and Welfare Plan

a



"Grandfathered" Plan Status
The Employees Security Fund of the Electrical Products lndustries Health and Welfare Plan

believes this plan is a "grandfathered health plan" under the Patient Protection and Affordable
Care Act (the effordable 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 enacted. 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 apply 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 Plan Administrator at the Joint lndustry Board of the
Electrical lndustry at 718-591-2000. You may also contact the Employee Benefits Security
Administration, U.S. Department of Labor at 7-866-444-3272 or
w:.vrry--dg_l.e.ovlebsa/healthreform. This website has a table summarizing which protections do
and do not apply to grandfathered health plans.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Employees Security Fund (ESF) of the Electrical Products lndustries Health and Welfare Plan - Plan C

Covera ge Period : 01 101 12021 -12131 12021

Coverage for Family I Plan Type: PPO

II
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
cost for covered health care services. NOTE: lnformation about the cost of this plan (called the premium) will be provided separately. This is only a summa
Formoreinformationaboutyourcoverage,ortogetacopyofthecompletetermsofcoverage,gotohttps://u,s,rv.iibci.org/orcall 1-778-591-2000. For

of common terms, such as allowed amount, balance billino, coinsurance, qqpavmeil, deductible, provider, or other underlined terms, see the Glossary. You can view

at www.dol.qov/ebsa/healthreform and www,cciio,cms.qov or call 1-718-591-2000 to request a copy.

What is the overall
deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.

Are there services
covered before you meet
your deductible?

Not Applicable This plan does not have a deductible

Are there other
deductibles for specific
services?

No You don't have to meet deductibles for specific services

What is the out-of-pocket
limit for this plan? Not Applicable This plan does not have an out-otpocket limit on your expenses

What is not included in
the out-of-pocket limit?

Not Applicable This plan does not have an out-of-pocket limit on your expenses

Willyou pay less if you

use a network provider?

Yes. See
www.empireblue.com or call
844-243-5566 for a list of in-
network hospitals effective
717/17. See
www.masnacafe.com or call
1-800-548-0138 for a list of in-
network doctors and other
providers.

This plan uses a provider network, You will pay less if you use a provider in the plan's network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provide/s charge and what your olan pays (balance

billinq). lf you use an in-network doctor or other health care provider, this olan will pay some or

all of the costs of covered services. Be aware your network provider might use an out-of-

network provider for some services, Check with your provider before you get services.

Do you need a referralto
see a specialist?

No You can see the specialist you choose without a referral

Why This MattersAnswerslmportant Questions
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Primary care visit to treat an

injury or illness
$50 copav/visit $50 copav/visit

None

Specialist visit $50 copav/visit $50 copav/visit None

lf you visit a health care
provider's office or
clinic Preventive carelggreedlq/

immunization

$50 cogy/visit; no

copay for visits to JIB

Medical, PC.,

Morristown Hospitalor
PEMG

$50 ggEy/visit

Plan pays for one annual diagnostic visit;

injection treatment for allergies is not

covered. You may have to pay for services

that aren't preventive, Ask your provider if

the services needed are preventive. Then

check what your plan will pay for.

Diaqnostic test (x-ray, blood

work)

$30 copay/lab or
pathology tests; $50
copay/radiology, x-ray

or ultrasound; $75
copay/EKG, EEG, EMG

Not Covered Allergy testing is not covered

lf you have a test

lmaging (CT/PET scans,

MRls)
$'100 copay/test Not Covered None

Generic drugs (including

Specialty druqs)

$15 retail (up to 34-day

supply) or $45 mail

order (90 day

supply)/prescription

$15 retail (up to 34-day
supply) or $45 mail order
(90 day

supply)/prescription

Preferred brand drugs
(including Specialty druqs)

$25 retail (up to 34-day

supply) or $75 mail

order (90 day
supply)/prescription

$25 retail (up to 34-day

supply) or $75 mail order
(90 day
supply)/prescription

lf you need drugs to
treat your illness or
condition
More information about
prescription druq
coverage is available at

www, express-scripts.com

Non-preferred brand drugs
(including Specialtv druqs)

$40 retail (up to 34-day

supply) or $120 mail

order (90 day
supply)/prescription

$40 retail (up to 34-day
supply) or $120 mail

order (90 day
supply)/prescription

You pay the difference between the cost of
the non-generic and the generic equivalent,

if available. Maintenance medication must

be filled via Mail Order after one original fill

and one refill at a local pharmacy. Pre-

approval is required for some drugs or
coverage could be lost.

Facility fee (e.9., ambulatory

surgery center)
$250 copay Not covered

Must be pre-approved by plq1 or coverage

could be lostlf you have outpatient
surgery

Physician/surgeon fees No charge
No Charge (but subject to

balance billinq, as with all

Must be pre-approved by plan or coverage
could be lost; cooavment does not count

i Network Provider I Out-of-Network Provider

I gou will pay the least) | gou will pay the most)

Limitations, Exceptions, & Other
!mportant lnformation

Services You May NeedCommon Medical Event

What You Will Pay

rl

iL All copavment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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copay/procedure non-network providers) toward out-of-pocket limit applicable to non-
Network providers.

Emerqency room care $100 copav/visit $100 copay/visit

Limited to care provided by a hospital, surgi-
center or other licensed medical facility due

to an injury or other sudden illness for which

any delay in obtaining medical care would

seriously jeopardize the life or

health of the individual; $100 copay waived

if admitted

Emeroencv medical

transportation
00/trip$t $100/trip None

$50 copay/visit

lf you need immediate
medical attention

Urqent care $50 copav/visit None

$500 copay Not covered
Service must be pre-aporoved by plan or
coverage could be lost.

Facility fee (e,9., hospital

room)

Not covered

If you have a hospital
stay

Physician/surgeon fees
No charge Service must be pre-aporoved by plan or

coverage could be lost

$50 copav/visit $50 cooav/visit NoneOutpatient services

$500 copay: no copav
for inpatient substance

abuse rehabilitation

Not covered
Must be pre-approved by the plan or
coverage could be lost.

lf you need mental
health, behavioral
health, or substance
abuse services

lnpatient services

Not covered$50 copay/visit

Not covered
Childbirth/delivery
professional services

Office visits

$50 copay for first office

visit; No Charge

thereafter

Child birth/delivery facility

services
$500 qqpey/delivery Not covered

Covers Participant or Participant's spouse

only, not dependent children. Depending on
the type of services, a copayment may

apply. Maternity care may include tests and

services described elsewhere in the SBC
(i.e. ultrasound.) Facility services must be
pre-approved by the plan or coverage could

be lost.

lf you are pregnant

Home health care No charge No charge

Covered only if immediately following a

hospital admission and only if pre-approved

by p.!an for diagnosis of cancer, othenruise

coverage could be lost.

Rehabilitation services No charge Not covered lnpatient coverage only, and only if

!f you need help
recovering or have

other special health
needs

What You Will Pay ]
NetworkProvider I Out-or-u**or[nroriOeil

Limitations, Exceptions, & Other
lmportant lnformationServices You May NeedCommon MedicalEvent

(You will pay the least) | (You will pay the most)
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immediately following a hospital admission;
limited to 15 days per incident, 45 days per
year; must be pre-approved by plan or
coverage could be lost.

Habilitation services Not covered Not covered Excluded service

Skilled nursinq care Not covered Not covered Excluded service.

No charge Not covered Limited to oxygen for cancer diagnosis.Durable medical equipment

Hospice services
Not covered outpatient;

$500 qQpALfor i npatient
Not covered

lnpatient facility must be pre-approved by

olan or coverage could be lost.

Children's eye exam No charge No charge Limit one exam every 12 months.

Children's glasses No charge No charge Limit one exam every 12 months.
lf your child needs
dental or eye care

Children's dental check-up No charge No charge None

Common Medical Event I Services You May Need
i What You W,tl PaV 

,

I Network Provider I out-of-Network Provider I

| 1Vo, will pay the least) | (Yo, will pay the most) 
i

Limitations, Exceptions, & Other
lmportant !nformation

Seruicg3 Your Plg! Generally Does l'lOT Gover (Check your policy or pb! document for more infomation and a list ot rny o$er excluded servlces.)
. Acupuncture
. Allergy testing and injection treatment
o Bariatric surgery unless it is deemed to be

medically necessary by the Plan

. Chiropractic care

. Cosmetic surgery except treatment of
accidental injuries sustained by a covered
individual if the surgery begins within 90

days of accident or reconstructive surgery

necessitated by major surgery

o Durablemedicalequipment
o Habilitationservices
. Hearing aids
o lnfertilitytreatment
. Gene therapy treatment

. Longterm care

. Non-emergency care when traveling outside
the U.S.

. Routine foot care
o Skilled nursing care

. Weight loss programs

Excluded Services & Other Covered Services:

Your Rights to Continue Coverage: Therc are agencies thal can help if you want to continue your coverage afrer it ends. The contact infomation for those
agencies is: the Department of Labofs Employee Benefrts Security Administration at 1-866444E8SA (3272) or www.dol,goviebsa/heallhreform. Other coverage
options may be available to you, too, including buying individual insurance coverage through lhe Health lnsurance Marketplace. For more information about the

!{34qtple9g, visit www. Healthcare.oov or call '1 -800-318-2596.

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
a Dentalcare
. Emergency care when traveling outside the

U.S.

Private duty nursing, but only if immediately

following a hospital admission and only if pre-

certified by plan for diagnosis of cancer

a a Routine eye care
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Your Grievance and Appeals Rights: Therc are agencies that can help if you hat/e a complaint against your 0h0 for a denial o, a g!aD. This mmplaint ls called a
gligye$g or eppgqL. For more information about your dghts, look at the eplanation ol benefits you will receive for tEt medical deh. Your p!a! documenls also
prcvide complete infomation on how to submit a qlaio, aDoCal, or a orievance br any rcason lo your p!e!. For more information about your rights, this notice, or
assistance, conlact the Department of Labo/s EmploFe Benefts Securily Adminislration at 'l-866444E8SA (3272) or wwwdol.gov/ebsa/healthreform.

D,oes this plan provide llinimum Essential Coverage? Ye6

Minimum Essential Coveraoe generally includes pE!g,I9gl!Li!S!Ie!@ available through the llaBqble@ or other individual maftet policies, Medicare, Medicaid,

CHIP, TRICARE, and cedain other coverage. lf you are eligible fu ce(ain types of Minimum Essential Co\ieraoe, you may not be eligible for lhe premium lax credit.

Doesthis plan ms€t fto Minimum Value Standards? Yes
lf your pb! doesn't rneet the Minimum Value Standards, you may be elilrible for a Ue!!ULtqlE!!! to help you pay lor a plA! hrough fre lvarketplac€.

Language Access Service6:

Spanish (Espanol): PaIa obtener asistencia en Espafiol, llame a|718-591-2000.

Io see examples of how this plan might cover cosfs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors, Focus on the cost-sharinq amounts
(d.educlibles, copavments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

r The plan's overall deductible
r Specialist copavment
r Hospital (facility) copavment
r Other copavment

This EXAMPLE event includes services Iike:
Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diaqnostic tests (ultrasounds and blood work)

Specialist visit (anesfhesra)

Total Example Cost

ln this example, Peg would pay:
Cosf

Deductibles

Copavments

Coinsurance

isn't covered

Limits or exclusions

r The plan's overall deductible
r Specialist copavment
r Hospital (facility) copavment
I Other copavment

This EXAMPLE event includes services like:
Primarv care ohvsician office visits (including

disease education)
Diaqnostic tests (blood work)

Prescription druqs

r The plan's overall deductible
r Specialist copavment
r Hospital (facility) copavment
r Other copavment

$o

$so

$soo
$6so

$0

$so
$0

$950

$o

$50

$100

$450

Durable medical equipment (crutches)
Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

$12,700 Total Example Cost $5,600 Total Example Cost

ln this example, Joe would pay: ln this Mia would
Cosf

$0 Deductibles $0 Deductibles

$1,200 Copayments $1,000 Cooavments

$0 Coinsurance $0 Coinsurance

What isn't covered What isn't covered

$60 Limits or exclusions $800 Limits or exclusions

${,260 The total Joe would pay is $1,800 The total Mia would pay is

This EXAMPLE event includes services !ike:
Emerqencv room care (including medical
supp/ies)
Diaqnostic test (x-ray)

I $r^8oo

$0

$600

$0

$200

$800

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-

controlled condition)

Mia's Simple Fracture
(in-network emergency room visit and follow up

care)

The total Peg would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.
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lmportant lnformation for all ESF Plan "C" Participants and their Eligible Dependents

Diabetic Supply Coverage - One-Year Trial Period

Dear Participant:

The Trustees of the Employees Security Fund of the Electrical Products lndustries Health

and Welfare Plan ("ESF") have made a decision to amend the Plan's exclusion to allow

for coverage of certain durable medical equipment (DME) to treat diabetes for a one-

year trial period effective January L,2O2l through December 37,2O2L.

Coverage of diabetic supplies will require pre-aoproval bv MasnaCare's Medical

Manasement Department and will onlv be covered when obtained bv in-network
providers. When medically necessary, eligible participants may be covered for the

following diabetic supplies:

a

a

Blood sugar monitors, blood sugar test strips, lancet devices, lancets, and

glucose control solutions for participants with diabetes, whether or not they use

insulin.

lnsulin pumps and pump supplies (insulin used in the pump will continue to be

covered by Express Scripts, lnc.) for participants with diabetes who meet certain

requirements. Check with MagnaCare to see if you meet the requirements.

Participants with diabetes who use insulin may be able to get up to 300 test strips

and 300 lancets every three months. Participants with diabetes who don't use

insulin may be able to get up to 100 test strips and 100 lancets every three
months. lf your doctor says it is medically necessary, you can get additional
quantities of testing supplies. Additional documentation is required.

continuous glucose monitors (cGM) that are classified as "therapeutic cGMs."
There are specific criteria a participant must meet in order to be eligible for
coverage for therapeutic CGMs and associated supplies. Check with your health
care provider and MagnaCare to see if you qualify.

a

You or your health care provider may call the Magnacare ESF dedicated line at l€qr-
548-0138 with any questions or concerns.

EMPLOYEES SECURITY FUND
OF THE ELECTRICAL PRODUCTS INDUSTRIES

1s8-i1 HARRv vAN ARSDALE JR. AvENUE, FLUSHING, N.y. 113Gs . TEL (718) 591-1100. FAx (71E) 591-2189. wwrr.jibei.org

JONATHAN LIFTON
Chairman
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Sincerely,

Trustees of the Employees Security Fund

of the Electrical Products lndustries

Health and Welfare Plan

"Grandfathered" Plan Status

The Employees Security Fund of the Electrical Products lndustries Health and Welfare Plan believes
this Plan 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 enacted. 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 apply 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 Joint lndustry Board of the Electrical lndustry at 718-591-1100. You may also contact
the Employee Benefits Security Administration, U.S. Department of Labor at t-865-444-3272 or
www.dol.eov/ebsa/healthreform. This website has a table summarizing which protections do and do

not apply to grandfathered health plans.


