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IMPORTANT NOTICE:

TO ALL ESF RETIRED 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 5-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.

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.org.

You or your health care provider may call the MagnaCare ESF dedicated line at
1-800-548-0138 with any questions or concerns.

Sincerely,

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

a

Employer Trustoos
MICHAEL BELLOVIN
MITCHELL BLOOMBERG
DOMINICK CUTRONE
JONATHAN LIFTON
JERRY SCHIFF
BARRY SEITLES



"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 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
www.dol.sov/ebsa/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 - Retiree Plan

Covera ge Peri od : 01 I 01 12021 -12131 12021

Coverage for: Family I Plan Type: PPO

A The Summary of Benefits and Coverage (SBCIdocumentwill help you choose a health plan. The SBC shows you howyou and the plan would
share the 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 summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to https://www.iibei.orq/ or

call 1-71&591-2000.For general defnilions ol common terms, such as 4l@!EEgUd, balance billino, coinsurance, mpavment, deductible, ppyldgl or other

Uldgdllg! terms see lhe Glossary. You can view the Glossary at wwwdol.oov/ebsa/healthreform and !44!.qgi!q!E!I9y or call 1-718-591-2000to rcquest 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
deducti bles 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 olan does not have an outotpocket limit on your expenses

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

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

Will you pay less if you
use a network provider?

Yes.See ht tn:/ /ssrlr.ddsirrc.nct /
or call 800-255-5681 for a list ol
network 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-otnetwork provider, and you might receive a bill from a
provider for the difference between the provide/s charge and what your plan pays (balance

billinq). lf you use an in-network provider, this plan 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 Specialist visits are not covered, other than for some dental services.

Why This Matters:Answers

Page 1 of 6
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Primary care visit to treat an

injury or illness
Not covered Not covered Excluded service

Soecialist visit Not covered Not covered Excluded service
If you visit a health care
provider's office or
clinic Preventive carelqeenqq/

immunization
No charge No charge

Plan pays for one annual diagnostic visit. 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, lmmunizations are only

covered for dependents up to age 18.

Diaqnostic test (x-ray, blood

work)
No charge No charge

Limited to those services provided as part of

the annual diagnostic visit,
lf you have a test

lmaging (CT/PET scans,

MRls)
Not covered Not covered Excluded service

$15 retail (up to 34-day

supply) or $45 mail order
(90 day

supply)/prescription

Generic drugs (including

Specialtv druqs

Preferred brand drugs
(including Specialtv druqs

$15 retail (up to 34-day

supply) or $45 mail

order (90 day

supply)/prescription

$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-scri pts, com

Non-preferred brand drugs
(including Specialtv druqs

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-aporoval is

required for some drugs or coverage could

be lost.$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

Facility fee (e,9., ambulatory

surgery centeQ
Not covered Not covered Excluded service!f you have outpatient

surgery
Physician/surgeon fees Not covered Not covered Excluded service

Emerqency room care Not Covered Not covered Excluded servicelf you need immediate
medical attention Emerqencv medical Not covered Not covered Excluded service

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
lmportant lnformation

What You Will Pay

Common MedicalEvent Services You May Need

A All copavment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

9ss2648.1 10t06t20207,12 AM
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transportation

Uroent care Not covered Not covered Excluded service

Facility fee (e,9., hospital

room)
Not covered Not covered Excluded servicelf you have a hospital

stay
Physician/surgeon fees Not covered Not covered Excluded service

Outpatient services Not covered Not covered Excluded service
lf you need mental
health, behavioral
health, or substance
abuse services

lnpatient services Not covered Not covered Excluded service

Office visits Not covered Not covered Excluded service

Childbirth/delivery
professional services

Not covered Not covered Excluded service
lf you are pregnant

Child birth/delivery faci lity

servtces
Not covered Not covered Excluded service

Home health care Not covered Not covered Excluded service

Rehabilitation services Not covered Not covered Excluded service

Habilitation services Not covered Not covered Excluded service

Skilled nursinq care

Durable medical equipment

Not covered

Not covered

Not covered

Not covered

Excluded service,

Excluded service

If you need help
recovering or have

other special health
needs

Hospice services Not covered Not covered Excluded service

Children's eye exam Limit one exam every 12 months.

Children's glasses

No charge

No charge

No charge

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

Child ren's dental check-up No charge No charge None

Limitations, Exceptions, & Other
lmportant lnformation

Services You May Need Network Provider Ouhof-Network Provider
(You will pay the least) (You will pay the most)

What Y Wou Pay

Common MedicalEvent

Excluded Services & Other Covered Services

9552648.1 10t06t20207.12 AM
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Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services .)

a Acupuncture

Allergy testing and injection treatment

Banatic surgelT

Childbirth/delivery professional services

Childbirth/delivery facility services

Chiropractic care

Cosmetic surgely

Delivery and all inpatient services (pregnancy)

Durable medical equipment
Emergency room services

Emergency medical transportation

Gene therapy treatment

Habilitation services

Hearing Aids

o Home health care

o Hospice services

o Hospital facility fee (e.g., hospital room)
o Hospital physician/surgeon fee

o Imagrng (CT/PET scans, MRI's)
o Infertilig treatment
o Long-terrn care

o Mental/behavioral health inpatient
services

o Mental/ behavioral health outpatient
services Non- Emergency care when
traveling outside the U.S.

o Outpatient surgery facility fee (e.g.,

ambulatory surgery center)
o Outpatient surgery physician/surgeon fee

o Prenatal and postnatal office visits

o Preventive care/screening/immunizations,
other than services provided under annual
diagnostic visit benefit

o Primary care visit to treat an injury or
illness

o Private duty nursing
o Rehabiliationservices
o Routine foot care

o Skilled nursing care

o SPecialist visit
o Substance use disorder inpatient services

o Substance use disorder outpatient services

o Urgent care

o Weight loss programs

a

a

a

a

a

a

a

a

a

a

a

a

a

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

a Dentalcare a Routine eye care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is: Iinsert State, HHS, DOL, and/or other applicable agency contact informationl. Otrer mverage options may be available to you, too, including buying

2596.

Your Grievance and Appeals Rights: Thele are agencies that can help if you ha\€ a mmplaint against your ple! for a denial of a glaiE. This complaint is called a
gligyallg or eppgaL. For morc inlormation about your rights, look at the explanation of benefits you will receive tur that m€dical qlah. Your 0lA! documents also
pmvide complete infomation on how to submit a glgj4, qppegL, or a gligyercq for any reason to your p!e!. For more information about your rights, this notice, or
assistanc€, contact: Iinsert applicable contact information ftom instructionsl.

Does thi8 plan provide ilinimum EEsential Goverage? Yes

CHIP, TRICARE, and cedain oher coverage. lf you are eligible for certain types of l\,linimum Essential Coveraoe, you may not be eligible for the plc0iulltal@dil.

Do.s this plan mosthe Minimum Value Standard8? ilo
lf your pla! doesn't meet the Minimum Value Shndards, you may be eligible for a oremium tax credit lo help you pay br a plg! trmugh the !lg8q!plg@.

9552648.1 10t06t20207.12 AM
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Language Access Services:

[Spanish (Espanol): Para obtener asistencia en Espafrol, llame al [718-591-2000].1

[Chinese ( H >t): lE t #E + t Et #Er, iH +E +] r8 t € fg[71 8-5e1 -2000].I

Io see examples of how this plan might cover cosfs for a sample medical situation, see the next secfion.

9552648.1 10t06t20207.12 AM
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About these Coverage Examples:

J:'I1
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
(deduclibles, 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 $O

I Specialist tcost shq4lli[ $O

r Hospital (facility) tcost slZtlggl $O

r Other tcopgvmen!] $15

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

Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
S pecial ist visit (anesfhesra)

I The plan's overall deductible
r Specialist tcost snansl
r Hospital (facility) tcost snarbil
r Other lqggvmenll

This DGMPLE event includes services like:
Primarv care phvsician office visits (including

drsease education)
Diaqnostic tests (blood work)

Prescription druqs

r The plan's overall deductible
r Specialist tcost snairyl
r Hospita! (facility) tcost snafuSl
r Other tcost sharinil

This EXAMPLE event includes services like:
Emerqencv room care (including medical
supp/ies)
Diaqnostic test (x+ay)
Durable medical equipment (crutches)

$4,745

$4,745

$4,745

$o

$o

$o

$1s

$o

$0

$o

$o

Dwabie med ical el uipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost | $zt,ozs Total Example cost $8,840 Total Example Cost

ln this exa would ln this Joe would ln this Mia would

Deductibles $ Deductibles $ Deductibles

Copavments $135 Copayments $360 Copavments

Coinsurance $ Coinsurance $ Coinsurance

What isn't covered What isn't covered What isn't covered

Limits or exclusions $20,275 Limits or exclusions $5,240 Limits or exclusions

$12,410 The total Joe would pay is $5,600 The total Mia would pay is

$0

$0

$o

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 would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.
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