














APPEALS

SELF-INSURED CLAIMS

If you wish to appeal the denial of any claim for benefits by the Claims Administrator, you have 180
days from the date the Claims Administrator processed the initial claim to file an appeal with the Board of
Trustees. The Board of Trustees has appointed the Benefits and Appeals Committee to hear all appeals
of denied claims.

The appeal will be conducted by the Benefits and Appeals Committee without any preferential
treatment given to the determination of the initial claim. The determination on appeal will be made by
individuals who were not involved in the determination of the initial claim and who are not subordinates of
anyone involved in the initial claim determination.

In considering the appeal, the Benefits and Appeals Committee is required to consider all evidence
submitted by you or your authorized representative, whether or not the information was submitted or
considered in the initial benefit determination. You have the right to submit written comments, documents,
records, and other information relating to your claim for benefits.

If the initial denial involved medical judgment, the Benefits and Appeals Committee must consult with a
health care professional who has the appropriate training and experience in the field of medicine.
Examples of medical judgment include whether a treatment, drug, or other item is experimental,
investigational, or medically necessary or appropriate. If a health care professional is required to be
consulted on the appeal, the professional must not be the same individual that was involved in the initial
determination of the claim, nor a subordinate of that individual.

Your Right to Information
Upon your request, the Plan will provide you with the following, free of charge:

1. Reasonable access to, and copies of all documents, records, and other information relevant to
your claim for benefits; and

2. The identity of any medical or vocational experts that were hired on behalf of the Plan to provide
advice in connection with your initial benefit determination, whether or not their advice was relied
upon in making the determination.

Appeal of an Urgent Care Claim

If you are appealing a denial of an urgent care claim, you have the option of submitting your appeal
orally or in writing. All necessary information will be communicated to you through the quickest method
available, such as telephone or fax. The Benefits and Appeals Committee must issue its decision as soon
as possible, but not later than 72 hours from the time the appeal is received.

Appeal of a Pre-Service Claim

If you are appealing a denial of a pre-service claim, you must submit a written request for review of the
initial denial. The Benefits and Appeals Committee must issue its decision no later than 30 days from the
time the appeal is received.

Appeal of a Post-Service Claim

If you are appealing a denial of a post-service claim, you must submit a written request for review of the
initial denial. The Benefits and Appeals Committee must issue its decision no later than the date of the
meeting of the Committee or Board that immediately follows the Plan’s receipt of a request for review,
unless the request for review is filed within 30 days preceding the date of such meeting. In such case, a
benefit determination may be made no later than the date of the second meeting following the Plan’s
receipt of the request for review.
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If special circumstances (such as the need to hold a hearing, if the Plan’s procedures provide for a
hearing) require a further extension of time for processing, a benefit determination shall be rendered no
later than the third meeting of the Committee or Board following the Plan’s receipt of the request for
review. If such an extension of time for review is required because of special circumstances, the Plan
Administrator shall notify the claimant, in writing, of the extension describing the special circumstances
and the date as of which the benefit determination will be made, prior to the commencement of the
extension. The Plan Administrator shall notify the claimant with written or electronic notification of a
Plan’s benefit determination on review as soon as possible, but not later than five (5) calendar days after
the benefit determination is made.

Notification of Determination on Appeal

You will receive written notification informing you of the determination of the appeal. The notification will
be written in plain language and will essentially contain the same types of information provided in the
initial benefit determination listed on page 105, as well as a description of any voluntary appeals
procedure that may be available to you.

NOTE: For all appeals on self-insured claims, the decision of the Board of Trustees (or subcommittee
thereof) shall be final.

OTHER APPEALS

You have the right to appeal any decision of the Administrator based on action taken by the Board of
Trustees (e.g., denial of eligibility or loss of eligibility) by filing a written request for review with the Board
of Trustees. Your written request must be filed within 60 days after receipt of the Administrator’s decision
and describe your version of the facts and reasons why you feel the decision was not proper.

Upon receipt of your written request for review, the Board of Trustees (or a subcommittee thereof) will
review your case. The Board of Trustees (or a subcommittee thereof) will determine whether or not a
hearing will be held on your case. If a hearing is to be held, you will be notified of the time and place of
the hearing at least two (2) weeks in advance of the hearing (unless you agree in writing to a shorter
notification period). You and/or your authorized representative may appear at the hearing.

The decision of the Board of Trustees (or a subcommittee thereof) will be made within 60 days after
receipt of your written request, unless special circumstances require an extension of time for reviewing
your case, in which case the decision will be rendered as soon as possible, but not later than 120 days
after receipt of your written request.

The decision of the Board of Trustees (or a subcommittee thereof) on your appeal will be in
writing and include specific reasons for their decision and shall be final.

The preceding is a summary of the claims and appeals procedures for informational purposes only.
This summary is subject to the provisions of the Plan Documents and all amendments made thereto,
which are on file with the Hawaii Laborers Health and Welfare Trust Fund office. In the event of a conflict
between the information contained in this booklet and the Plan Documents, the Plan Document will
control. Please refer to these documents for specific questions about claims and appeals procedures.
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INSURED CLAIMS

Participants who have selected the Kaiser Health Plan, Kaiser Senior Advantage Plan, or HMSA’s 65C
Plus Plan for medical and prescription drug coverage, or Hawaii Dental Service or Gentle Dental for
dental coverage, or who are covered by Pacific Guardian Life for temporary disability and/or life
insurance, or by UNUM for long term care insurance may file an appeal with their respective insurance
carrier upon receipt of a benefit denial. For information concerning appeals procedures for these
insurance plans, contact the carrier at the address below:

HAWAII MEDICAL SERVICE ASSOCIATION
P.O. Box 860
Honolulu, Hawaii 96808-0860
Attn: Customer Service

KAISER FOUNDATION HEALTH PLAN, INC.
711 Kapiolani Boulevard
Honolulu, Hawaii 96813
Attn: Customer Service

HAWAII DENTAL SERVICE

700 Bishop Street, Suite 700

Honolulu, Hawaii 96813-4196
Attn: Customer Service Manager

GENTLE DENTAL
The Town Center of Mililani
95-1249 Meheula Parkway, Suite 115
Mililani, Hawaii 96789
Attn: Membership Services Department

PACIFIC GUARDIAN LIFE
1440 Kapiolani Boulevard, Suite 1700
Honolulu, Hawaii 96814
Attn: Group Claims Department

PACIFIC GUARDIAN LIFE
1440 Kapiolani Boulevard, Suite 1700
Honolulu, Hawaii 96814
Attn: TDI Claims Department

UNUM LIFE INSURANCE COMPANY OF AMERICA
2211 Congress Street
Mail Stop C467
Portland, ME 04122
Attn: Long Term Care Benefit Center

The decision of the insurance carrier shall be final.
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USE AND DISCLOSURE OF
YOUR HEALTH INFORMATION

The Hawaii Laborers Health and Welfare Trust Fund is required by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), a federal law, to maintain the privacy of your health information.
The Trust and its business associates may use or disclose your health information for the following
purposes:

o Treatment;
o Payment;
« Health plan operations and plan administration; and

« As permitted or required by law.

Other than for the purposes stated above, your health information will not be used or disclosed
without your written authorization. If you authorize the Trust to use or disclose your health information,
you may revoke that authorization at any time in writing.

Under HIPAA, you have the following rights regarding your health information. You have the right to:
o Request restrictions on certain uses and disclosures of your health information;

o Receive confidential communications of your health information;

« Inspect and copy your health information;

« Amend your health information if you believe your health records are inaccurate or incomplete;
and

o Request a list of certain disclosures by the Trust of your health information.

You also have the right to make complaints to the Trust as well as to the Secretary of the Department
of Health and Human Services if you believe that your privacy rights have been violated. Any complaints
to the Trust should be made in writing to: Privacy Officer, Hawaii Laborers Health and Welfare Trust
Fund Office, 1440 Kapiolani Boulevard, Suite 800, Honolulu, Hawaii 96814. You will not be retaliated
against, in any way, for filing a complaint.

The Trust has designated Pacific Administrators, Inc. as the Trust Fund’s Privacy Officer and its
contact person for all issues regarding patient privacy and your privacy rights. For a copy of the privacy
notice which provides a complete description of your rights under HIPAA'’s privacy rules, contact the Trust
Fund’s Privacy Officer at 1440 Kapiolani Boulevard, Suite 800, Honolulu, Hawaii 96814, phone:
(808)441-8600 (Oahu), and 1 (888) 520-8078 (neighbor islands), Monday through Friday, 8:00 a.m. to
4:30 p.m.

FOR BENEFITS PROVIDED THROUGH CARRIERS

For any questions or complaints regarding your health information and privacy rights related to the
benefits provided through the plans listed below, contact the following:

HMSA 65C Plus Plan
Privacy Officer
Hawaii Medical Service Association
P.O. Box 860
Honolulu, Hawaii 96808-0860
Phone: 948-6111
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Kaiser Medical and Prescription Drug Plans
Privacy Officer
Kaiser Foundation Health Plan, Inc.
711 Kapiolani Boulevard
Honolulu, Hawaii 96813
Phone: 432-5090

HDS Dental Plan
Privacy Officer
Hawaii Dental Service
700 Bishop Street, Suite 700
Honolulu, Hawaii 96813
Phone: 529-9248 (Customer Service)

Gentle Dental
Compliance Officer
Interdent Service Corporation
222 N. Sepulveda Boulevard, Suite 740
El Segundo, California 90245-4354
Phone: 625-8630 (Gentle Dental Executive Office-Hawaii)

Pacific Guardian Life Insurance Company
Privacy Officer
1440 Kapiolani Bouelvard, Suite 1700
Honolulu, Hawaii 96814
Phone: 955-2236

UNUM Life Insurance Company of America
Attn: Privacy Office
Long Term Care Quality Review
2211 Congress Street, C467
Portland, ME 04122
Phone: 1 (800) 227-4165
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STATEMENT OF ERISA RIGHTS

As a participant in the Hawaii Laborers Health and Welfare Trust Fund, you are entitled to certain rights
and protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides
that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the plan administrator’s office and at other specified locations, such as
worksites and union halls, all documents governing the plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the plan with
the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits
Security Administration.

Obtain, upon written request to the plan administrator, copies of documents governing the operation of
the plan, including insurance contracts and collective bargaining agreements, and copies of the latest
annual report (Form 5500 Series) and updated summary plan description. The administrator may make a
reasonable charge for the copies.

Receive a summary of the plan’s annual financial report. The plan administrator is required by law to
furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or dependents if there is a loss of coverage
under the plan as a result of a qualifying event. You or your dependents may have to pay for such
coverage. Review this summary plan description and the documents governing the plan on the rules
governing your COBRA continuation coverage rights.

Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under your
group health plan, if you have creditable coverage from another plan. You should be provided a certificate
of creditable coverage, free of charge, from your group health plan or health insurance issuer when you
lose coverage under the plan, become entitled to elect COBRA continuation coverage, or when your
COBRA continuation coverage ceases, if you request a certificate within 24 months after losing coverage.
Without evidence of creditable coverage, you may be subject to a pre-existing condition exclusion in your
coverage for 12 months (18 months for late enrollees) after your enroliment date.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the individuals who are
responsible for the operation of the employee benefit plan. The individuals who operate your plan, called
“fiduciaries” of the plan have a duty to do so prudently and in the interest of you and other plan
participants and beneficiaries. No one, including your employer, your union, or any other person, may fire
you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or
exercising your rights under ERISA.

ENFORCE YOUR RIGHTS

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge, and to appeal any
denial, all within certain time schedules.
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Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a
copy of plan documents or the latest annual report from the plan and do not receive them within 30 days,
you may file suit in a Federal court. In such a case, the court may require the plan administrator to
provide the materials and pay you up to $110 a day until you receive the materials, unless the materials
were not sent because of reasons beyond the control of the administrator. If you have a claim for benefits
which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In addition, if
you disagree with the plan’s decision or lack thereof concerning the qualified status of a domestic
relations order or a medical child support order, you may file suit in Federal court. If it should happen that
plan fiduciaries misuse the plan’s money, or if you are discriminated against for asserting your rights, you
may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court
will decide who should pay court costs and legal fees. If you are successful, the court may order the
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these
costs and fees, for example, if it finds your claim is frivolous.

ASSISTANCE WITH YOUR QUESTIONS

If you have any questions about your plan, you should contact the plan administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the plan administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of
Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210. You may also obtain certain publications
about your rights and responsibilities under ERISA by calling the publications hotline of the Employee
Benefits Security Administration.
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