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IBEW LOCAL 22/NECA HEALTH AND WELFARE PLAN 

 
Summary of Material Modifications 

 
The purpose of this Summary of Material Modifications (“SMM”) is to provide you a summary of the 
changes and clarifications that were made to the IBEW Local 22/NECA Health and Welfare Plan 
(“Plan”) since January 1, 2014.  We suggest that you keep this SMM with your Summary Plan 
Description (“SPD”).  This SMM is also available at the website www.22benefits.com.   

 
 

CLARIFIED LANGUAGE 
 

The Plan’s medical benefits were clarified as follows:  
 
• The language on page 23 of the SPD regarding home health aide services was clarified to 

explain that these services are limited to 60 days per calendar year.  
• The language on page 24 of the SPD regarding skilled nursing services was clarified to 

explain that these services are limited to 60 days per calendar year.  
• The language on page 24 of the SPD regarding hospice services was clarified to explain 

that the 30 day limit for Inpatient Hospice Care is replaced with a limit of 180 days for 
Inpatient and Outpatient Hospice Care combined.  

• The language on page 25 of the SPD regarding cochlear implants is clarified to explain that 
cochlear implants provided by an out-of-network provider are covered at the in-network 
level.  

• The language on page 10 of the SPD regarding respiratory care was clarified to explain that 
these services are limited to 60 days per calendar year.  

• The language on pages 10 and 11 of the SPD regarding therapy services was clarified to 
explain that chiropractic or osteopathic physiotherapy or manipulative treatments or 
adjustments are limited to 30 sessions per calendar year.  Further, the Plan has a combined 
limit of 60 sessions per calendar year for physical, occupational or speech therapy services, 
chiropractic or osteopathic physiotherapy or manipulative treatments or adjustments.  

• The language on the Summary of Health Benefits regarding Mental Illness, Alcoholism 
and/or Drug Abuse (MIDA) outpatient treatment is clarified to explain that a $20 
Copayment, the deductible and coinsurance (20% for a Preferred Provider and 30% for a 
non-Preferred provider) apply to outpatient therapy treatment.   

 
 
CHANGES TO THE OUT-OF-POCKET LIMITS  
 
Effective January 1, 2015, the Summary of Health Benefits was amended by deleting the Coinsurance 
Limit and Annual Out-of-Pocket Limit rows and replacing it with the following: 

 

 Blue Preferred Provider Non-Preferred Provider 
Annual Coinsurance Out-of-
Pocket Limit: 
Individual: 
Family Maximum: 
 
 

 
 

$2,500 
$5,000 

 
 

 
 

$5,000 
$10,000 

 
 

http://www.22benefits.com/
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Annual Medical Copayment 
Out-of-Pocket Limit: 
Individual: 
Family Maximum: 
 
Annual Total Medical Out-
of-Pocket Limit: 
Includes Deductible, Coinsurance 
and medical Copayments, combined 
Individual: 
Family Maximum: 
 
Annual Prescription 
Copayment Out-of-Pocket 
Limit:  
Individual: 
Family Maximum: 

 
 

$450 
$550 

 
 
 
 
 

$3,300 
$6,600 

 
 

 
$3,300 
$6,600 

 
 

$900 
$1,800 

 
 
 
 

$6,250 
$12,850 

 
 
 

 
No limit 
No limit 

 
 
ROUTINE PREVENTIVE CARE MEDICAL BENEFITS 
 
Since January 1, 2012, the Plan has provided 100% coverage (zero Participant cost share) for all Routine 
Preventive Services that a non-grandfathered health plan is required to provide under the Affordable Care 
Act (ACA) when provided by an in-network provider.  Covered charges for services received from an 
out-of-network provider will be subject to the Plan’s standard out-of-network deductible and 
coinsurance levels, except for childhood immunizations for children under 7 which are always covered 
100%.  The following list is updated as of January 1, 2015 but is subject to change.  Please visit 
https://www.nebraskablue.com/member-services/healthy-living/preventive-care for a current list of 
covered benefits and services required under the ACA.     

 
Please note, your provider may order tests during your preventive care visit that are not preventive care. 
These tests may be subject to deductibles, copays, and/or coinsurance. Your provider may also treat an 
existing condition (or you may have symptoms of an illness at the time of your visit).  Treatment or tests 
for that existing condition, or services in excess of scheduled limits, may not be considered preventive 
care and may be subject to deductibles, copays, and/or coinsurance.   
 
The following services are Routine Preventive Care Medical Benefits:  

 
ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
Abdominal aortic aneurysm screening 
(Men) 

One-time screening for abdominal aortic 
aneurysm by ultrasonography in men ages 65 and 
older who have ever smoked. 

Alcohol misuse (screening and counseling) Clinicians screen for alcohol misuse and provide 
persons engaged in risky or hazardous drinking 
with brief behavioral counseling interventions to 
reduce alcohol misuse. Screenings limited to 1 per 
calendar year and counseling by a primary care 
physician is limited to 8 sessions per calendar 
year. 

https://www.nebraskablue.com/member-services/healthy-living/preventive-care
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ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
Autism screening, developmental/behavioral 
assessment 

Up to age 3. 

Anemia screening (pregnant women) Routine screening for iron deficiency anemia in 
asymptomatic pregnant women. 

Bacteriuria screening (pregnant women) Screening for asymptomatic bacteriuria with urine 
culture in pregnant women. 

Blood pressure screening Screening for high blood pressure. 
Blood screening (newborn) Up to age 1. 
BRCA risk assessment 
and genetic counseling/testing 

Primary care providers screen women who have 
family members with breast, ovarian, tubal, or 
peritoneal cancer with one of several screening 
tools designed to identify a family history that 
may be associated with an increased risk for 
potentially harmful mutations in breast cancer 
susceptibility genes (BRCA1 or BRCA2). 
Women with positive screening results should 
receive genetic counseling and, if indicated after 
counseling, BRCA testing. 

Breast cancer screening Screening mammography for women, with or 
without clinical breast examination, every 1 to 2 
years for women.  

Breastfeeding support, supplies, and 
counseling† 

Interventions during pregnancy and after birth to 
promote and support breastfeeding. Limited to 1 
breast pump per pregnancy.  

Cervical cancer screening Annual screening for cervical cancer in adult 
women. Limited to 1 per calendar year. 

Chest x-ray Preventive screening. 
Chlamydial infection screening for men, 
women and children.  

Screening for chlamydial infection in all sexually 
active men, women and children.  

Cholesterol abnormalities screening Screening for lipid disorders. 
Colorectal cancer exams  and laboratory 
tests consisting of a digital rectal exam and 
the following: 
• Fecal occult blood test; 
• Flexible sigmoidoscopy; 
• Colonoscopy; and 
• Double contrast barium enema 

Limited to 1 every 5 years. Fecal occult blood test 
limited to 1 per calendar year.  

Contraceptive methods and counseling† All FDA-approved contraceptive methods, 
sterilization procedures, and patient education and 
counseling for women with reproductive capacity. 

Dental caries prevention (children) Primary care clinicians prescribe oral fluoride 
supplementation at currently recommended doses 
up to age 6 whose primary water source is 
deficient in fluoride. 
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ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
Depression screening (Adolescents) Screening adolescents (ages 12-18 years) for 

major depressive disorder when systems are in 
place to ensure accurate diagnosis, psychotherapy 
(cognitive-behavioral or interpersonal), and 
follow-up. 

Depression screening (Adults) Screening adults for depression when staff-assisted 
depression care supports are in place to assure 
accurate diagnosis, effective treatment, and follow-
up. 

Diabetes screening Screening for type 2 diabetes in asymptomatic 
adults.  

Electrocardiogram (EKG) Preventive screening. 
Falls prevention in older adults (physical 
therapy) 

Physical therapy to prevent falls in community-
dwelling adults age 65 years and older who are at 
increased risk for falls. 

Gestational diabetes mellitus screening† Screening for gestational diabetes mellitus in 
asymptomatic pregnant women after 24 weeks of 
gestation. 

Glucose screening  
Gonorrhea prophylactic medication 
(newborns) 

Prophylactic ocular topical medication for all 
newborns for the prevention of gonococcal 
ophthalmia neonatorum. 

Gonorrhea screening Clinicians screen all sexually active men, women, 
children, including those who are pregnant, for 
gonorrhea infection. 

Healthy diet counseling Intensive behavioral dietary counseling for adult 
patients with hyperlipidemia and other known risk 
factors for cardiovascular and diet-related chronic 
disease. Intensive counseling can be delivered by 
primary care clinicians or by referral to other 
specialists, such as nutritionists or dietitians. 
Limited to 9 visits per calendar year.  

Hearing exams Preventive. 
Hearing loss screening (newborns) Screening for hearing loss in all newborn infants 

up to age 1 month. 
Hearing sensory screening Up to age 21. 
Hemoglobin/Complete Blood Count (CBC) Screening. 
Hemoglobinopathies screening (newborns) Screening for sickle cell disease in newborns up 

to age 1. 
Hepatitis B screening Screening for hepatitis B virus. 
Hepatitis C Virus (HVC) screening Men and women, limited to 1 per lifetime. 
HIV† counseling Counseling and screening for HIV infection for 

all sexually active women. 
HIV screening (nonpregnant adolescents 
and adults) 

Clinicians screen for HIV infection in adolescents 
and adults who are at risk. 
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ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
HIV screening (pregnant women) Clinicians screen all pregnant women for HIV, 

including those who present in labor who are 
untested and whose HIV status is unknown. 

HPV screening and counseling † At risk and all pregnant women. 
Hypothyroidism screening (newborns) Screening for congenital hypothyroidism in 

newborns up to age 1. 
Immunizations Covered Immunizations are limited to the age 

ranges and gender recommended by the Advisory 
Committee on Immunization Practices and/or 
adopted by the Center for Disease Control: 
•  Catch-up for Hepatitis B 
•  Catch-up for varicella 
•  Catch-up for measles, mumps, and rubella 
•  Tetanus boosters as necessary, including 

tetanus, diphtheria and pertussis; diphtheria 
and tetanus; and tetanus only 

•  Pneumococcal vaccine 
•  Influenza virus vaccine 
•  Meningococcal vaccine 
•  Catch-up for Hepatitis A 
•  HPV vaccine 
•  Zoster vaccine 
•  Polio vaccine 
•  Haemophilus Influenza Type b (Hib) vaccine 

Immunizations (Childhood) •  At least 5 doses of vaccine against diphtheria, 
pertussis, tetanus; 

•  At least 4 doses of vaccine against polio, 
Haemophilus Influenza Type b (Hib); 

• At least 3 doses of vaccine against Hepatitis 
B; 

•  2 doses of vaccine against measles, mumps, 
and rubella; 

•  2 doses of vaccine against varicella; 
•  At least 4 doses of vaccine against pediatric 

pneumococcal (PCV7); 
•  1 dose of vaccine against influenza; 
•  At least one dose of vaccine against Hepatitis 

A; 
•  3 doses of vaccine against Rotavirus; and 
•  Such other vaccines and dosages as may be 

prescribed by the State Department of Health 
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ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
Interpersonal and domestic violence 
screening† 

Clinicians screen women of for intimate partner 
violence, such as domestic violence, and provide 
or refer women who screen positive to 
intervention services. This recommendation 
applies to women who do not have signs or 
symptoms of abuse. 

Iron deficiency anemia, Hemocrit, or 
Hemoglobin screening (at risk 6 to 12 
months old) 

Screening up to age 2 (pharmacy to age 1). 

Lead Screening (Children) Up to age 7. 
Lung cancer screening Annual screening for lung cancer with low-dose 

computed tomography in adults aged 55 to 80 
years who have a 30 pack-year smoking history 
and currently smoke or have quit within the past 
15 years. Screening should be discontinued once 
a person has not smoked for 15 years or develops 
a health problem that substantially limits life 
expectancy or the ability or willingness to have 
curative lung surgery. 

Mammograms (if ordered by a Physician) Includes those performed at the direction of a 
Physician in a mobile facility certified by CMS. 

Metabolic screenings Preventative. 
Obesity screening and counseling (adults) Screening all adults for obesity. Clinicians should 

offer or refer patients with a body mass index of 
30 kg/m2 or higher to intensive, multicomponent 
behavioral interventions. 

Obesity screening and counseling (children) Clinicians screen children age 6 years and older 
for obesity and offer them or refer them to 
comprehensive, intensive behavioral interventions 
to promote improvement in weight status. 

Oral health screening (children) By primary care physician only. 
Osteoporosis screening (women) Screening for osteoporosis in women age 65 years 

and older and in younger women whose fracture 
risk is equal to or greater than that of a 65-year-old 
white woman who has no additional risk factors. 

Pelvic exams and pap smears Includes those performed at the direction of a 
Physician in a mobile facility certified by Centers 
for Medicare and Medicaid Services (CMS). 

Phenylketonuria screening (newborns) Screening for phenylketonuria in newborns up to 
age 1, limited to 2 per lifetime. 

Physician examinations (Evaluation & 
Management Services) 

Newborn to age 6, no limit.  Age 6 and older 
limited to 2 per calendar year. 

Prostate exams and prostate specific antigen 
(PSA) tests 

Preventive screening. 

Rh incompatibility screening Rh (D) blood typing and antibody testing for all 
pregnant women. Repeated antibody testing as 
needed. 
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ADDITIONAL SERVICES COVERAGE DETAILS & LIMITATIONS 
Sexually transmitted infections counseling† High-intensity behavioral counseling to prevent 

sexually transmitted infections (STIs) in all 
sexually active adolescents and for adults at 
increased risk for STIs. 

Skin cancer behavioral counseling Counseling children, adolescents, and young 
adults ages 10 to 24 years who have fair skin 
about minimizing their exposure to ultraviolet 
radiation to reduce risk for skin cancer. 

Syphilis screening (nonpregnant persons) Clinicians screen persons at increased risk for 
syphilis infection. 

Syphilis screening (pregnant women) Clinicians screen all pregnant women for syphilis 
infection. 

Congenital hypothyroidism screening 
(newborns) 

Up to age 1. 

Tobacco use counseling and interventions 
(nonpregnant adults) 

Clinicians ask about tobacco use and provide 
tobacco cessation interventions for those who use 
tobacco products. Limited to 8 visits per calendar 
year. 

Tobacco use counseling (pregnant women) Clinicians ask all pregnant women about tobacco 
use and provide augmented, pregnancy-tailored 
counseling to those who smoke.  Limited to 8 
visits per calendar year. 

Tuberculin testing and screening Up to age 22. 
Urinalysis Preventive screening. 
Vision sensory screening Up to age 22, limited to 1 per calendar year. 
Visual acuity screening in children Vision screening for all children up to age 5, at 

least once to detect the presence of amblyopia or 
its risk factors.  

 
     † Indicates services that are provided as part of the Affordable Care Act’s Preventive Services  
        for Women. 
  
 
ROUTINE PREVENTIVE CARE PRESCRIPTION DRUG 

 
Effective April 1, 2014, the Plan will provide 100% coverage (zero Participant copay) for all routine 
and preventive prescription drugs that non-grandfathered health plans are required to provide under the 
Affordable Care Act (ACA).  The following list is updated as of January 1, 2015, but is subject to 
change.  Please visit http://www.hhs.gov/healthcare/facts/factsheets/2010/07/preventive-services-
list.html for a current list of covered benefits and services required under the ACA.     

  
 

INCLUDED SERVICES COVERAGE DETAILS & LIMITATIONS 
Aspirin for the prevention of 
cardiovascular disease 

Men and Women ages 45 to 79 up to 100 per 30 
day supply. 

Colonoscopy bowel preparations Men and Women ages 50 to 75. 
 

http://www.hhs.gov/healthcare/facts/factsheets/2010/07/preventive-services-list.html
http://www.hhs.gov/healthcare/facts/factsheets/2010/07/preventive-services-list.html
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INCLUDED SERVICES COVERAGE DETAILS & LIMITATIONS 
Contraceptives (birth control) Generic medications, as well as brands with no 

generic equivalent are considered Routine 
Preventive Care Benefits.  Brand medications with 
a generic equivalent are not a Routine Preventive 
Care Benefit and remain covered subject to the 
Plan’s standard co-payment unless your physician 
has indicated “Dispense as Written” on your 
prescription.  If your physician has indicated 
“Dispense as Written” on your prescription, the 
Plan will cover 100% of the cost of a brand 
medication. 

Erythromycin Ophthalmic 
Ointment 

Infants under one year of age. 

Falls prevention in older adults: vitamin D Men and women age 65 and older. 
Folic acid supplementation (Rx and OTC) Women capable of pregnancy ages 13 to 60 up to 

100 per 30 day supply. 
Iron supplementation in children Children ages 6 to 12 months. 
Oral fluorides Children ages 6 months to 6 years. 
Aspirin for the prevention of Preeclampsia  Pregnant women after 12 weeks of gestation who 

are at high risk for preeclampsia. 
Raloxifene and tamoxifen: Breast Cancer 
prevention in high risk 

Women 

One per day (for up to 5 years). 

Tobacco use cessation drugs (Rx and 
OTC) 

Subject to quantity limit for up to two quit 
attempts per calendar year.    

 
 
REQUIRED REVISED CLAIMS AND APPEALS PROCEDURES 
 
The Plan has amended its claims and appeals rules to comply with the requirements affecting non-
grandfathered health care plans under the Affordable Acre Act (ACA).  The new appeals procedures 
are set out below.  If you have a claim for medical, prescription drug or HRA denied, you will receive 
information of how to file an appeal and the timeframes thereof with the notice of denial.  The main 
difference is the addition of a right for an external review of a denied claim after you have completed 
the Plan’s internal review process. 
 
In addition to the summary provided below, the following rules will apply to review of each denied 
claim on appeal. 
 

• You have the right to have of access to, and to request copies of the documentation relevant to 
your claim and denial thereof, including any new evidence or rationale considered or relied 
upon in connection with the Claim on review.  You may submit additional comments, 
documents or records relating to your claim at any time during the appeal process. 

 
• If the denial of your claim was based on a medical judgment, including a Medical Necessity or 

Investigative determination, the Plan will consult with health care professionals with 
appropriate training and experience in the field of medicine involved in the medical judgment, 
to make the appeal determination.  Identification of the medical personnel consulted, if any, 
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will be provided to you upon written request.  The decision on appeal will be made by 
individuals who were not involved in the original determination. 

 
• No deference will be given to any prior claim denials.  

 
• The external review is only available to a denial that involves medical judgment (including, but 

not limited to, those based on the requirements for medical necessity, appropriateness, health 
care setting, level of care, or effectiveness of a covered benefit; or a determination that a 
treatment is experimental or investigational) or a rescission of coverage (whether or not the 
rescission has any effect on a particular benefit at that time).   

 
PROCEDURE FOR FILING AN APPEAL 
If your claim is denied or you disagree with the amount of the benefit, you have the right to have the 
initial decision reviewed. In order to make it easier to understand, the process for filing an appeal is 
outlined below in three sections: 
 

I. Medical Claim Appeals 
II. Prescription Drug Benefit Claim Appeals 
III. Health Reimbursement Arrangement (HRA) Claim Appeals 

 
I. Medical Claim Appeals 
The appeals process for a denial of a medical claim has three levels.  The first two levels use an 
internal review process.  If you are still dissatisfied with the result, the third level of appeal is to an 
outside review board.   
 
 First Level Appeal: 

Filing A Request for Appeal 
You must request a first level appeal within 180 days of the date you received the denial of your 
claim. Your request for appeal should include the following information: 

 
  1) state that it is a request for an appeal; 
  2) the name and relationship of the person submitting the appeal; 
  3) the reason for the appeal; 
  4) any information that might help resolve the issue; 
  5) the date of service/claim; and 
  6) if possible, a copy of the Explanation of Benefits (EOB). 

 
This information should be submitted to Blue Cross Blue Shield Nebraska (BCBSNE) at the 
address listed on your Plan ID card.  There is no hearing on the matter, but you may submit 
additional information for consideration. 
 
Decision on Appeal:   
You will be provided written notice of the decision on appeal within 15 calendar days after receipt 
for “pre-service” claims and within 30 calendar days after receipt for “post-service” claims.”  
 
A “pre-service claim” is any claim for a benefit under the Plan which requires approval of the 
benefit in advance of obtaining medical care, and failure to do so will cause benefits to be denied 
or reduced. 
 
A “post-service” claim is any claim that is not a pre-service claim. 
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A “rescission of coverage” is defined as a cancellation or discontinuance of coverage that has a 
retroactive effect, except if for failure to timely pay required premiums or contribution for 
coverage. 
 
An “urgent care” claim is a claim for medical care or treatment for which the application of the 
time periods for making non-urgent care determinations: 

 
1. could seriously jeopardize the life or health of the person needing treatment or his or her ability 

to regain maximum function; or 
2. would subject the person to severe pain that cannot be adequately managed without the care or 

treatment that is the subject of the claim. 
 
Expedited Appeal:   
In the case of an “urgent care” claim, an expedited appeal may be requested orally or in writing.  
All information, including the decision, will be submitted by telephone, facsimile or the most 
convenient method available.  You will be notified of the decision as soon as possible, taking into 
account the medical circumstances, but not later than 72 hours after the receipt of your request for 
review. You will receive written notice of the determination on appeal within said 72-hour period. 

 
In the case of a “concurrent care” claim, a request for an expedited appeal of a concurrent care 
denial must be made within 24 hours of the denial.  If an appeal is timely requested, coverage will 
continue for the health care services until you are notified of the decision on appeal.  Appeals for 
concurrent care will be decided in the same time frame for other expedited appeals. 

 
 Second Level Appeal: 

If you are dissatisfied with the decision after the first level of appeal, you may request a second 
level of appeal.  The request must be made in writing within 60 days from the date you receive the 
denial of your first level of appeal.  
 
The letter requesting the appeal must be submitted to BCBSNE's Appeals Unit at the address listed 
on your Plan identification Card.  

 
You will be provided written notice of the decision on appeal within 15 calendar days after receipt 
for “pre-service” claims and within 30 calendar days after receipt for “post-service” claims.”   The 
decision made at the second level of appeal concludes the internal review process. 

 
 Request for External Review: 

If you are dissatisfied with the decisions made by the first and second levels of appeal, you may 
request an external review of your claim by an Independent Review Organization (IRO). The 
request for an external review must be submitted in writing within 4 months after the date you 
receive the notice of denial after the second level of review.  You must go through the first and 
second levels of appeal before you can request an external appeal.  
 
BCBSNE shall review the request for external review within 5 business days of receipt to 
determine its completeness and eligibility and will notify you of its decision within one business 
day and advise of the reasons for its decision and steps you may take.  
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If the request is eligible for external review, it will be forwarded to the IRO, including the 
documentation and information considered in making the underlying denials).  You will be allowed 
to submit additional information for consideration by the IRO.   

 
The IRO shall complete its review and provide you with written notification of its decision within 
45 days of receipt of the request for review.   

 
 Expedited External Review 

You may request an expedited external review if: 
 

1) the person who is the subject of the claim has a medical condition where the timeframe 
for completion of a standard External Review would seriously jeopardize the life or 
health of such person or would jeopardize his or her ability to regain maximum 
function; or  
 

2) the denials concerned an admission, availability of care, continued stay or health care 
service for which the subject person has received emergency services, but has not been 
discharged from a facility. 

 
An expedited External Review decision shall be made by the IRO as quickly as the person’s 
medical conditions or circumstances require but in no event more than 72 hours after the IRO 
receives the request for an expedited External Review. 
 
The decision of the IRO is the final review decision, and is binding upon the IBEW Local 
22/NECA Health and Welfare Plan and the claimant, except to the extent the claimant has 
other remedies available under applicable federal or state law.   

 
II. Prescription Drug Claim Appeals 
You may file a first level appeal within 180 days of the date you receive a denial of your claim for 
Prescription drug benefits. Such an appeal has one level of internal review and then an external review 
option, subject to the restrictions on external review that are set forth above. 
 
This information should be submitted by you in writing to the Fund Office at 8960 L St Suite 101, 
Omaha, NE 68127.  You may submit additional information for consideration and you may also 
request a hearing (in person or by representative).  If you don’t request a hearing, this will be 
considered a waiver of your right to do so and the Trustees will proceed to consider your appeal based 
on the written information submitted. 

 
If you do request a hearing, you will be notified in writing, of the date, time and place of the hearing.  
At the hearing, you or your authorized representative is entitled to appear.  You will have the right to 
present any additional information not previously submitted.  If you request a hearing and do not 
appear at the hearing (without requesting a continuance), the Trustees will proceed to consider your 
appeal based on the written information submitted. 

 
Decision on appeal 
The Board of Trustees will conduct the review and the decision will be based on all comments, 
documents, records and other information that you submit, regardless of whether such information was 
submitted or considered in the initial benefit determination. The Plan will notify you in writing of the 
decision on any appeal within 5 calendar days after the determination is made.   
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The Plan will generally make its decision at the next quarterly meeting of the Board of Trustees; if 
your appeal is received within 30 days of the meeting, the Plan will generally make the decision at the 
following quarterly meeting; or in special circumstances, the Plan may make the decision at the third 
regularly scheduled meeting.   
 
Request for External Review: 
You may request that a denial of your Prescription Drug Claim be reviewed by an Independent Review 
Organization (IRO).  You must have exhausted all levels of internal appeal prior to requesting external 
review.  The request for external review must be submitted in writing within 4 months after the date of 
receipt of a notice of the denial of your appeal of your Prescription Drug Claim.  

 
The Fund Office shall review the request for external review within 5 business days of receipt to 
determine its completeness and eligibility and will notify you of its decision within one business day 
and advise of the reasons for its decision and steps you may take.  

 
If the request is eligible for external review, it will be forwarded to the IRO, including the 
documentation and information considered in making the underlying denials).  You will be allowed to 
submit additional information for consideration by the IRO.   

 
The IRO shall complete its review and provide you with written notification of its decision within 45 
days of receipt of the request for review.   
 
The decision of the IRO is the final review decision, and is binding upon the IBEW Local 
22/NECA Health and Welfare Plan, and the claimant, except to the extent the claimant has other 
remedies available under applicable federal or state law. 

 
III. Health Reimbursement Arrangement (HRA) Claim Appeals  
You are entitled to an opportunity to appeal a denial of a claim concerning your HRA.  Such an appeal 
has one level of internal review and then an external review option, subject to the restrictions on 
external review that are set forth above. 

 
This information should be submitted by you in writing to the Fund Office at 8960 L St Suite 101, 
Omaha, NE 68127.  You may submit additional information for consideration and you may also 
request a hearing (in person or by representative).  If you don’t request a hearing, this will be 
considered a waiver of your right to do so and the Trustees will proceed to consider your appeal based 
on the written information submitted. 

 
If you do request a hearing, you will be notified in writing, of the date, time and place of the hearing.  
At the hearing, you or your authorized representative is entitled to appear.  You will have the right to 
present any additional information not previously submitted.  If you request a hearing and do not 
appear at the hearing (without requesting a continuance), the Trustees will proceed to consider your 
appeal based on the written information submitted. 

 
Decision on appeal 
The Board of Trustees will conduct the review and the decision will be based on all comments, 
documents, records and other information that you submit, regardless of whether such information was 
submitted or considered in the initial benefit determination. The Plan will notify you in writing of the 
decision on any appeal within 5 calendar days after the determination is made.   
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The Plan will generally make its decision at the next quarterly meeting of the Board of Trustees; if 
your appeal is received within 30 days of the meeting, the Plan will generally make the decision at the 
following quarterly meeting; or in special circumstances, the Plan may make the decision at the third 
regularly scheduled meeting.   

 
Request for External Review: 
You may request that a denial of your HRA claim be reviewed by an Independent Review 
Organization (IRO).  You must have exhausted all levels of internal appeal prior to requesting external 
review.  The request for external review must be submitted in writing within 4 months after the date of 
receipt of a notice of the denial of your appeal of your HRA claim.  

 
The Fund Office shall review the request for external review within 5 business days of receipt to 
determine its completeness and eligibility and will notify you of its decision within one business day 
and advise of the reasons for its decision and steps you may take.  

 
If the request is eligible for external review, it will be forwarded to the IRO, including the 
documentation and information considered in making the underlying denials).  You will be allowed to 
submit additional information for consideration by the IRO.   

 
The IRO shall complete its review and provide you with written notification of its decision within 45 
days of receipt of the request for review.   
 
The decision of the IRO is the final review decision, and is binding upon the IBEW Local 
22/NECA Health and Welfare Plan, and the claimant, except to the extent the claimant has other 
remedies available under applicable federal or state law. 
 
 
CHANGES TO THE HOUR BANK ACCOUNT 
Effective June 1, 2014, the maximum amount of hours an Employee can accumulate in his Hour Bank 
Account is increased from 700 to 840 hours. This means that when an Employee is credited with more 
than 140 hours during a month, the excess hours will remain in that Employee’s Hour Bank Account 
up to a maximum accrued balance of 840 hours.     
 
 
CHANGES TO MAIL ORDER PHARMACY PROGRAM 
Effective January 1, 2015, prescriptions for newly-prescribed maintenance drugs must be filled 
through the LDI Pharmacy Benefit Services mail order pharmacy program.  These prescriptions will 
no longer be covered at retail pharmacies after the first two fills.  
 
 
CHANGES TO ORAL SURGERY AND DENISTRY 
Effective March 1, 2015, the Plan shall be amended to cover pre surgery orthodontia and wisdom teeth 
removal for treatment of maxillary hypoplasia with mandibular hyperplasia in connection with Le Fort 
Osteotomy. 
 
Please keep this information with your Plan materials.  If you have any questions, please contact the 
Fund Office. 
 
Board of Trustees,  
July, 2015 
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IBEW LOCAL 22/NECA HEALTH AND WELFARE PLAN 

 
Summary of Material Modifications 

The Trustees are committed to providing comprehensive health benefits for you and your dependents. 
The Trustees have recently amended your Plan. This Notice summarizes these changes which have 
been previously announced in other communications.  This Summary of Material Modifications 
combines information on these various changes in one place and is provided to you in compliance with 
federal law.   
 

Effective September 1, 2013, the Plan Administrator changed from Wilson-McShane Corporation to 
A&I Benefit Plan Administrators, Inc. (“A&I”). The Fund Office is at the same location.  To contact 
A&I: 

PLAN ADMINISTRATOR 

 
Local Telephone Number: 402-592-3753 
Toll Free Phone Number: 855-330-3242 
Website Address:  22benefits.aibpa.com 
E-Mail Address:  22benefits@aibpa.com 
Benefits Information   access information about your benefits online at  

http://22benefits.aibpa.com, or through the Local’s mobile app 
 
 

Effective September 1, 2013, the Agent for Service of Legal Process is:  
AGENT OF SERVICE FOR LEGAL PROCESS 

 
 A&I Benefit Plan Administrators, Inc. 
 8960 “L” Street, Suite 101 
 Omaha, NE 68127-1414 
 

 
HEALTH REIMBURSEMENT ACCOUNT (HRA)  

Effective September 1, 2013, the following changes were made concerning HRA claims:  
Changes effective September 1, 2013: 

 
• You can receive reimbursement for HRA claims even if the aggregate claims submitted for 

reimbursement are less than $50.  You may still apply for reimbursement by submitting a claim 
in writing to the Plan Administrator on a form provided by the Fund Office.  You may also 
apply for reimbursement by submitting a claim to the Fund Office via the Plan’s mobile 
application.  For prescription drugs, rather than submitting an application for reimbursement, 
you may pay for prescription drugs that meet the definition of Allowable Medical Care 
Expense by using an HRA debit card provided by the Fund Office.     
 

Effective January 1, 2014, the following changes were made to 
Changes Effective January 1, 2014 

both
 

 Active and Retiree HRA rules: 

• You must be a covered Plan Participant to receive an HRA credit or allocation.  
 

mailto:22benefits@aibpa.com�
http://22benefits.aibpa.com/�
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• If you are seeking reimbursement for an Allowable Medical Care Expense, the claim for 
reimbursement must be received by the Fund Office no later than June 30th following the close 
of the Plan Year in which the Allowable Medical Care Expense was incurred.  This is an 
extension from the prior March 31st deadline.   
 

• If you are a Participant and your coverage from the Plan is terminated, you may elect to 
permanently opt out of and waive future reimbursements from the HRA.  If you make this 
election, you will permanently forfeit the entire balance of your HRA.   

 

Effective January 1, 2014, the following change was made to the Active HRA rules: 
ACTIVE HEALTH REIMBURSEMENT ACCOUNT (ACTIVE HRA)  

 
• If your Active HRA is forfeited, the forfeiture will become part of the general Plan assets. 

 

Effective January 1, 2014, the following changes were made to the Plan: 
CHANGES MADE IN COMPLIANCE WITH THE AFFORDABLE CARE ACT 

 
• 

Effective January 1, 2014, the Plan’s $2,000,000 Annual Benefit Maximum has been 
eliminated.   There is no longer an annual limit on the amount of benefits that the Plan will pay 
on behalf of a Plan Participant. 

ANNUAL MAXIMUM 

 
• 

Effective January 1, 2014, if you get married, coverage for your spouse will begin on the date 
of your marriage so long as an enrollment form for your spouse was postmarked or otherwise 
positively received by the Fund Office within 90 days of the date that you got married.  If your 
spouse’s enrollment form is not postmarked or otherwise positively received by the Fund 
Office within 90 days of the date you got married, your spouse shall become eligible for 
coverage of claims incurred on or after the date that your spouse’s enrollment form is 
postmarked or otherwise positively received by the Fund Office.   

DEPENDENT SPOUSE COVERAGE 

 
Effective January 1, 2014, a Dependent child under the age of 26 is eligible for coverage from 
the Plan even if the Dependent child has other health care coverage available from his or her 
employer (or, his or her spouse’s employer, if married).  
 
Claims for a Dependent spouse and/or child will not be paid unless a completed enrollment 
form for such Dependent is on file with the Fund Office.  An enrollment form is not 
considered complete unless it includes copies of all supporting documentation (e.g., 
marriage certificate, birth certificate, etc.). 

 
• 

Effective February 18, 2014, the Plan was amended to allow Bargained Employees and Non-
Bargained Employees to waive their Dependent’s coverage from the Plan.   

ELIGIBLITY FOR COVERAGE 

 
If you waive coverage for a Dependent, and subsequently you would like to reinstate coverage 
for that Dependent, you must submit a new enrollment form to the Fund Office.  Your 
Dependent will again become eligible for coverage for claims incurred effective the date the 
new enrollment form is postmarked or otherwise positively received by the Fund Office.  
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Claims for your Dependent will not be paid until a new enrollment form is on file with the 
Fund Office. 

 
The following chart summarizes the documents that you must submit to the Fund Office to 
waive coverage for a Dependent.  The waiver of coverage will be effective the first day of the 
month after all of the required documents are received by the Fund Office.   

 
If your Dependent is… You must submit… 
Your Spouse A Waiver of Health Care Coverage signed 

by you and a Waiver of Health Care 
Coverage signed by your spouse.   

Your Dependent Child who is at Least 18 
Years Old 

A Waiver of Health Care Coverage signed 
by you and a Waiver of Health Care 
Coverage signed by your Dependent child.   

Your Dependent Child who is Under Age 
18 

A Waiver of Health Care Coverage signed 
by you and a Waiver of Health Care 
Coverage signed by your Dependent 
child’s other parent.   

 
Waivers of Health Care Coverage are available at the Fund Office.   

 

The following changes were made in connection with the Plan transitioning from a “grandfathered” 
plan to a “non-grandfathered” plan under the Affordable Care Act as of April 1, 2014:   

CHANGES RELATED TO THE PLAN’S TRANSITION TO NON-GRANDFATHERED 
STATUS AS OF APRIL 1, 2014 

 

The Summary of Health Benefits is hereby amended by deleting the current Coinsurance and 
Annual Out-of-Pocket Limit rows and replacing it with the following: 

SUMMARY OF HEALTH BENEFITS 

 
 Blue Preferred Provider Non-Preferred Provider 
Annual Coinsurance Out-of-
Pocket Limit: 
Individual: 
Family Maximum: 
 
Annual Out-of-Pocket Limit: 
Includes Deductible, Coinsurance 
and  
medical Copayments, combined 
Individual: 
Family Maximum: 

$2,500 
$5,000 

 
 

 
 

$6,350 
$12,700 

 
$5,000 
$10,000 

 
 

 
 

$6,350 
$12,700 

 

Effective April 1, 2014, the Plan will have additional out-of-pocket limits.  These new out-of-
pocket limits are required by health care reform and will include deductibles and medical 
copayments (in other words, these new limits represent the maximum amount that you can pay 
during a calendar year when you combine the amounts you pay for co-insurance, deductibles 
and copayments).  These new out-of-pocket limits are: 

ANNUAL OUT OF POCKET LIMITS 
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• Blue Preferred Provider: $6,350 Individual / $12,700 Family 
• Non-Preferred Provider: $6,350 Individual / $12,700 Family 

 
YOUR 2014 CO-INSURANCE OUT-OF-POCKET LIMITS ARE NOT

 

 CHANGING. 
The maximum amount of co-insurance that you can pay during a calendar year will remain: 
• Blue Preferred Provider: $2,500 Individual / $5,000 Family 
• Non-Preferred Provider: $5,000 Individual / $10,000 Family 

  
This means that the new out-of-pocket limits will not

 

 cause you to pay any more than you 
would have paid with the Plan’s prior out-of-pocket limits.   

If an individual is approved to participate in an approved clinical trial, the Plan will cover 
routine patient costs that would otherwise be covered if the individual was 

PARTICIPATION IN CLINICAL TRIALS  

not
 

 in the trial. 

The Plan will not

 

 cover: (i) the investigational item, device, or service, itself; (ii) items and 
services that are provided solely to satisfy data collection and analysis needs and that are not 
used in the direct clinical management of the patient; or (iii) a service that is clearly 
inconsistent with widely accepted and established standards of care for a particular diagnosis. 

Please keep this information with your Plan materials.  If you have any questions, please contact the 
Fund Office. 
 
Board of Trustees,  
July, 2014 
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