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Introduction 

The TrueBlue Health and Welfare Plan External Staff (“Plan”) sponsored by TrueBlue, Inc. 
(“Company”) is designed to help you and your covered family members by offering the types of 
coverage listed below.  The various types of coverages available under the Plan are referred to in 
this Summary Plan Description (“SPD”) as “Benefit Programs.”    

Summary Plan Description  
This SPD contains key administrative information about the Plan and Benefit Programs as in effect 
on January 1, 2023.  If you have any questions about the information in this SPD, contact the Plan 
Administrator, whose contact information appears in the “Administrative Information” section. 

This SPD supplements each certificate of insurance (or evidence of coverage) produced by the 
Insurer (the “Certificates”) and each summary plan description booklet (“SPD Booklet”) provided 
by the Company for each Benefit Program, and the current annual enrollment materials—together, 

these documents constitute your SPD for the Plan.  This SPD provides details about the 
administration of the Plan and your rights under the Employee Retirement Income Security Act of 
1974, as amended (“ERISA”) and other applicable laws.  Please read the SPD carefully and keep 
it with other information about your Company welfare benefits.  In the event that there is a conflict 
between this SPD and the underlying Certificate, SPD Booklet or annual enrollment materials, the 
underlying Certificate, SPD Booklet or annual enrollment materials will control.  

Benefit Programs 
You may not be eligible for all of the Benefit Programs available under the Plan -- eligibility for a 
particular Benefit Program may depend on certain factors, such as where you live.  The Benefit 
Programs which may be available to you under the Plan include: 

 Medical Program 

 Prescription Drug 

 Dental Program 

 Vision Program 

 Short Term Disability Program 

 Life Insurance Program 

 Accidental Death and Dismemberment Program 

 Accident Insurance 

 Critical Illness Insurance 
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 Hospital Indemnity Insurance 

 Fixed Indemnity Insurance 

 Cancer Detection Plan* 

 ID Theft Protection Plan* 

*  Indicates Benefit Programs that are not subject to ERISA and is not required to be included in 
this SPD.  

Keep in mind that you and your doctor always make the final decision regarding your healthcare 
and treatment.  This Plan only determines whether benefits will be paid by the Plan, not whether 
care or treatment is appropriate for you or your dependents. 

The medical, dental and vision Benefit Programs use provider networks.  Therefore, a provider 
listing will be furnished to you, without charge.  For information regarding the provider network(s) 
for a particular Benefit Program, refer to the applicable Certificate or SPD Booklet and/or contact 
the Insurer or Plan Administrator, whose contact information appears in the “Administrative 

Information” section. 

The Benefit Programs 
Complete details about each of the Benefit Programs, such as eligibility, coverage details and 
schedules, claims and appeals procedures, etc., can be found in the Certificates, SPD Booklets, 
and the annual enrollment materials.    

If you have any questions about a Certificate, SPD Booklet or the Benefit Program in which you 
are enrolled, you should contact the applicable Insurer or the Plan Administrator, whose contact 
information appears in the “Administrative Information” section and in the applicable Certificate 
or SPD Booklet. 

Amendment or termination of the Plan 
The Company reserves the right to amend or terminate the Plan or any Benefit Program available 
under the Plan at any time.  Refer to the “Administrative Information” section for more 
information.  
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Who Is Eligible 

You 
Please refer to the applicable Certificate or SPD Booklet for specific eligibility requirements, 
enrollment requirements (including deadlines) and entry dates that apply for each Benefit Program 
under the Plan.  Generally, coverage is extended to full-time employees working or expected to 
work more than 30 hours per week. 

Your eligible dependents 
Eligible dependents are described in detail in the applicable Certificates and SPD Booklets.  
Generally, eligible dependents includes: 

 Your spouse (including a same-sex spouse who is considered your spouse for Federal tax 
purposes pursuant to applicable Internal Revenue Service guidance). 

 Your (or your spouse’s) dependent children until they turn age 26.  Your eligible children 
include your natural children, legally adopted children or children who are placed with you for 
adoption, stepchild, foster child, and children who reside in your household under your legal 
guardianship. 

 Your dependents eligible under the applicable Certificates and SPD Booklets or required by 
law. 

 In addition, a court order could require you as a parent to provide for your child’s group health 
plan coverage.  If this is the case and the court order is determined by the Plan Administrator 
to satisfy all applicable legal requirements (and is therefore a qualified medical child support 

order, or “QMCSO”), the Company will offer coverage to the extent required by law and under 
the Plan.  To obtain a copy of the Plan’s QMCSO procedures, free of charge, contact the Plan 
Administrator whose contact information appears in the “Administrative Information” 
section. 

If you, your spouse, or your children are Company employees, then neither you, your spouse, or 
your children can be covered as both employees and dependents under the Plan. 

You may be required to provide proof of your dependent’s eligibility from time to time and your 
dependent will not be considered eligible for coverage unless and until satisfactory proof of such 
eligibility is submitted to the Plan Administrator or the Insurer.  The Plan Administrator reserves 
the right (in its sole discretion) to establish rules regarding the time, form, and manner in which 
such proof must be submitted.  Failure to submit the required proof according to those rules may 
result in ineligibility.  If you attempt to intentionally or fraudulently misrepresent your dependent’s 
eligibility, the Company (and the Insurer) reserve the right to retroactively rescind your coverage 
and to seek to recoup any benefits that you (or your dependents) received.   
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Enrollment and Cost of Coverage 

When you are first hired, and each year before the annual enrollment period, you will receive 
information about enrolling for benefits.  

New employee 
To elect coverage as a new employee: 

 Review the new hire enrollment information you receive carefully.  Be sure to note the deadline 
for making your enrollment elections.  

 Decide whom you want to cover under the elective Benefit Programs of the Plan.  

 Timely complete the Plan’s enrollment form (and any other forms required by the Insurer(s)). 

If you don’t complete an election form within 30 days after you are first eligible that failure 

will constitute an election not to participate in any Benefit Programs under the Plan, except 

that the Plan Administrator reserves the right to select a default enrollment option and deem 

you have elected coverage in that default option.  

You generally may not change your coverage elections until the next annual enrollment period 
unless you experience an event described in the “Changing Your Coverage Elections” section.  

Annual enrollment 
You may change your coverage elections once each year during the annual enrollment period.  
Information about the Benefit Program options available to you will be provided to you during 
annual enrollment period.   

Your failure to make an election during annual enrollment will constitute (i) a re-election of the 
same Benefit Program benefits and coverage, if any, immediately before the end of the preceding 
plan year, except for the  and any default enrollment option as communicated in your annual open 
enrollment materials; and (ii) an election to not participate in the  for the upcoming plan year. 

Mid-year enrollment 
If you previously declined coverage because you were covered under another health plan and you 
then lose that coverage, special enrollment rules may apply.  See the “Special Enrollment Rules” 
section below for more information. 

Cost of coverage and cost sharing—Elective Benefit Programs 
The Company pays a portion of your elective coverages.  You pay your portion of the cost through 
payroll deductions.  Your costs for elective coverage are based on the Plan option and coverage 
level you select.  Your contributions are generally deducted from your pay on a pre-tax basis.  
Information regarding the applicable benefits, pricing, and whether the benefit premiums are 
payable on a pre-tax or after-tax basis will be available during the annual enrollment period. 
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The elective Benefit Program options contain certain cost sharing features, such as deductibles and 
co-payments.  These are the responsibility of the Plan participant or dependent, and are described 
in detail in the Certificates and SPD Booklets. 

Cost of coverage and cost sharing—Non-Elective Benefit Programs 
The Company pays the cost of your non-elective insurance coverages. 
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Changing Your Coverage Elections  

The circumstances under which you may change your Benefit Program coverage elections during 
the year are described below.  If none of these circumstances apply, you may not change your 
coverage elections during the year.  In order to make a mid-year change to your coverage elections, 
you must meet the requirements of the Plan and of the applicable Benefit Program, as described in 
the Certificate for that Benefit Program.  

Changing your coverage 
Under certain circumstances, you may enroll in coverage, add or remove dependents, or change 
coverage that is paid for on a pre-tax basis during the year.  For example, you may make a 
prospective change to your coverage (and/or the coverage of your dependents, if applicable), if: 

 You experience a “change in status” (as described below) that affects your or your dependents’ 
eligibility for a Benefit Program; 

 You qualify for a special enrollment during the year (as described below); 

 The Plan Administrator or Insurer receives a QMCSO or other court order, judgment or decree 
requiring you to enroll a dependent child; 

 You, your spouse, or your dependent becomes entitled to or loses Medicare or Medicaid 
coverage; 

 You, your spouse, or your dependent experiences a significant, unexpected and unforeseen 
increase (or decrease) in the cost of coverage; 

 You, your spouse, or your dependent child experience a significant reduction in coverage or a 
total loss of coverage; 

 The Plan adds a benefit package option or significantly improves coverage under an existing 
option; 

 You experience a reduction in hours from more than 30 hours per week, on average, to less 
than 30 hours per week, on average, followed by enrollment in Health Insurance Marketplace 
coverage or other qualifying coverage no later than the start of the second full month following 
the reduction;* 

 You qualify for annual or special enrollment in Health Insurance Marketplace coverage, with 
Marketplace coverage to begin no later than the day following the termination of your coverage 
under this Plan; and* 

 Any other event recognized for purpose of changing Plan elections under applicable law and 
regulation, in the sole discretion of the Plan Administrator.  
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*These events only permit election changes to your medical coverage election.   

Coverage election changes must be consistent with the event and generally must be made within 
30 days of the event, or within such other timeframe provided in the applicable Certificate.  The 
Plan Administrator will determine, in its sole discretion, if an event has occurred that permits a 
change under these rules.  

Change in status 
You may change certain coverage elections under the Plan during the year if you experience a 
change in status.  Depending on the event that you experience, you may change your coverage 
elections.  You also may change your pre-tax salary reduction amount, and you may be able to add 
or remove dependents from coverage.  Changes in status include: 

 You get married, divorced, or legally separated or you have your marriage annulled; 

 Your spouse or dependent dies; 

 Your dependent becomes eligible for coverage or ineligible for coverage (e.g., he or she 
reaches the eligibility age limit); 

 You or your spouse has a baby, you adopt or you have a child placed with you for adoption; 

 You, your spouse, or your dependents experience a change in employment status that leads to 
a loss of or gain in eligibility for coverage;  

 Your home residence changes and your previous coverage is no longer available or new 
coverage options become available; 

Regardless of what type of change in status you have, any coverage election change you make 
under the Plan must be because of and consistent with the change in status.  The Plan Administrator 
will determine (in its sole discretion) whether a particular event constitutes a change in status.  The 
change must also be permitted by the Insurer, if applicable.  If you experience a change in status 
or any other event described in this section, you must notify the Plan Administrator within 30 days 
after the event, or within such other timeframe provided in the applicable Certificate, to change 
your Benefit Program coverage election.  In addition, you may be required to provide proof of 
your change in status or the other event.  If you do not, you cannot change your coverage until the 
next annual enrollment period, unless you once again experience a change in status. 

Effective date of coverage change 
Except as otherwise provided in the applicable Certificate (and except for a change in status based 
on birth, adoption, or placement for adoption), your coverage change will generally be effective 
on the date you timely file a completed election form with the Plan Administrator or Insurer.  For 
birth, adoption, or placement for adoption, your change will be effective as of the date of birth, 
adoption, or placement for adoption provided you enroll your child within 30 days of the event 
date, or within such other timeframe specified in the applicable Certificate.   
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Special enrollment rules 
If you decline enrollment in the Plan for yourself or your dependents because of other health 
coverage and you later lose that other coverage or the employer providing other coverage stops 
making contributions, you may be able to enroll yourself or your dependents in this Plan, provided 
that you request enrollment within 30 days after your other coverage ends, or within such other 
timeframe provided in the applicable Certificate.   

Your loss of other health coverage qualifies for special enrollment treatment only if you satisfy 
both of the following conditions: 

 You (or your dependents) were covered under another group health plan or health insurance 
coverage when coverage under the Plan was originally offered to you; and 

 You (or your dependents) lost your other coverage either because you exhausted your rights 
under COBRA continuation coverage or you were no longer eligible under that plan. 

If you gain a dependent as a result of marriage, birth, adoption, or placement for adoption, you 
may be able to enroll yourself and your new dependent(s), provided that you request enrollment 
within 30 days after the event, or within such other timeframe provided in the applicable 
Certificate.   

If you and/or your dependents are eligible for health coverage under the Plan but do not elect such 
coverage during a regular enrollment period, and either: 

 Your and/or your dependent’s Medicaid or State Children’s Health Insurance Program 
(“CHIP”) coverage is terminated due to a loss of eligibility; or 

 You and/or your dependent becomes eligible for a premium assistance subsidy under Medicaid 
or CHIP, 

then you may enroll yourself and/or your dependents in health care coverage under the Plan, 
provided you request enrollment within 60 days after the occurrence of either of these events.   

Coverage under the Plan will become effective on the date of the birth, adoption, or placement for 
adoption.  For all other events, except as otherwise provided in the applicable Certificate, coverage 
under the Plan will become effective on the first day of the calendar month following the date the 
enrollment request is timely received by the Plan Administrator.  
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Circumstances Which May Affect Benefits 

Your and your dependents’ eligibility for Plan benefits will terminate upon the occurrence of any 
of the events described under “When coverage ends,” section below, or described in the 
applicable Certificate or SPD Booklet.   

Other circumstances may result in the termination, reduction, loss, offset, or denial of benefits 
including, but not limited to, exclusions for certain medical procedures, limitations on coverage 
for new drugs, and rights of recovery of benefits paid by a particular Benefit Program (for example, 
the Benefit Program’s rights of reimbursement and/or subrogation).  Benefits under a particular 
Benefit Program may also be subject to coordination of benefits if you have coverage under 
another plan.   

Refer to the applicable Certificate or SPD Booklet for specific information regarding the 

circumstances which may affect your benefits under the particular Benefit Program. 

Preexisting conditions 
Some of the Benefit Programs include limitations on preexisting limitations.  Notwithstanding the 
foregoing, no “group health plan” (as that term is defined under the Affordable Care Act) will 
impose a pre-existing condition exclusion.  Refer to the applicable Certificate or SPD Booklet for 

information about that Benefit Program’s preexisting condition rules and how they apply to your 

coverage. 

When coverage ends 
Your coverage generally ends when: 

 your employment with Company ends; 

 you no longer meet the eligibility rules of the Plan or a Benefit Program; 

 the Plan or Benefit Program terminates;  

 you stop making any required contributions; or 

 you commit fraud against the Plan. 

Except where otherwise provided in the applicable Certificate or SPD Booklet, in the event that 
coverage terminates upon one of the events identified above, such termination will be effective at 
the end of the month in which the last premium is paid.  Notwithstanding the foregoing, for 
purposes of the medical Benefit Program, dependent coverage will continue through the last day 
of the month in which the dependent turns 26.  

Your dependent’s coverage ends on the date your coverage ends, or on the last day of the month 
in which your dependent no longer meets the Plan’s definition of an eligible dependent.   
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Refer to the applicable Certificate or SPD Booklet for information about when coverage under a 

particular Benefit Program ends.  (The Certificates and SPD Booklets also contain information 

about converting to an individual policy when your coverage under the group program ends, if 

applicable.) 
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Rights Under Federal Law 

Your rights under the Newborns’ and Mothers’ Health Protection Act 
Group health plans and health insurance issuers generally may not, under federal law, restrict 
benefits for any hospital stay in connection with childbirth for the mother or newborn child to less 
than: 

 48 hours following a normal vaginal delivery; or 

 96 hours following a cesarean section. 

However, federal law generally does not prohibit the mother’s or newborn’s attending provider, 
after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours 
(or 96 hours as applicable).  In any case, plans and issuers may not, under federal law, require that 
a provider obtain authorization from the Plan or the insurance issuer for prescribing a length of 
stay not in excess of 48 (or 96) hours.   

The laws of your state related to hospital stays in connection with childbirth may differ from these 
federal requirements.  For more information and coverage details, refer to the applicable medical 

Certificate or SPD Booklet.   

Your rights under the Women’s Health and Cancer Rights Act of 1998 
The Plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits 
for mastectomy-related services, and the complications resulting from a mastectomy (including 
lymphedema).  These benefits include reconstruction and surgery to achieve breast symmetry, and 
prostheses.  For more information and coverage details, refer to the applicable medical Certificate 

or SPD Booklet.  

Military leave 
If you take a military leave, whether for active duty or for training, you are entitled to continue 
your health coverage for up to 24 months as long as you give the Company advance notice (with 
certain exceptions) of the leave, and provided that your total leave, when added to any prior periods 
of military leave from the Employer, does not exceed five years (with certain exceptions). 

If the entire length of the leave is 30 days or less, you will not be required to pay any more than 
the portion you paid before the leave.  If the entire length of the leave is 31 days or longer, you 
may be required to pay up to 102% of the entire amount (including both the Company and your 
contributions) necessary to cover a similarly-situated employee who does not go on military leave. 

If you are on military leave for less than 18 months and you do not return to work at the end of 
your leave or you do not elect to continue coverage during your leave, you may be entitled to 
purchase COBRA continuation coverage for the remaining months, up to a total of 18 months from 
the commencement of the military leave. Refer to page 24 for information about COBRA 
continuation coverage.  
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HIPAA Privacy 
As a participant in the Plan, your “protected health information” is subject to safeguard under the 
privacy provisions of the Health Insurance Portability and Accountability Act (“HIPAA”).  As a 
Benefit Program participant, you will receive or have received a “privacy notice” that describes 
the important uses and disclosures of protected health information and your rights under HIPAA.  
If you need a copy of this notice, you should contact your Insurer or the Plan Administrator. 

Children’s Health Insurance Program (CHIP) Notice 
If you or your children are eligible for Medicaid or the Children’s Health Insurance Program 
(“CHIP”) but are unable to afford the premiums, your state may have a premium assistance 
program that can help pay for coverage.  These states use funds from their Medicaid or CHIP 
programs to help people who are eligible for these programs but who also have access to health 
insurance through their employer.  If you or your children are NOT eligible for Medicaid or CHIP, 
you will not be eligible for these premium assistance programs. 

If you or your dependents are already enrolled in Medicaid or CHIP, or if you think you might be 
eligible for Medicaid or CHIP, you can contact your state Medicaid or CHIP office or dial 1-877-

KIDS-NOW (543-7669), or go to www.insurekidsnow.gov to find out if premium assistance is 
available. If you qualify, you can ask the state if it has a program that might help you pay the 
premiums for an employer-sponsored plan.  Once it is determined that you or your dependents are 
eligible for premium assistance under Medicaid or CHIP, your employer’s health plan is required 
to permit you and your dependents to enroll in the plan — as long as you and your dependents are 
eligible, but not already enrolled in the employer’s plan. This is called a “special enrollment” 
opportunity, and you must request coverage within 60 days of being determined eligible for 
premium assistance. 

Mental Health Parity 
The Plan may not, under federal law, impose any limits or restrictions on mental health coverage 
that are less favorable than the other hospital/medical/surgical coverages. 

Continuation of Coverage During FMLA Leave 
For any Company approved leave of absence, paid or unpaid, you may continue the same benefits 
that you were receiving immediately before the start of your leave, if permitted under the 
applicable insurance policies and appropriate payment arrangements are made for unpaid leaves.  
If your leave qualifies under the Family and Medical Leave Act of 1993, as amended (“FMLA”), 
you will be entitled to receive the same medical, vision and dental Benefit Program benefits that 
you were receiving immediately before the start of your FMLA leave.  The Company also intends 
to allow you to continue to receive all other Plan benefits during your FMLA leave, to the extent 
possible.  For a leave of absence that does not qualify for the FMLA, you may continue to 
participate in the Benefit Programs you elected, if permitted in the applicable Certificate or SPD 
Booklet, provided you make the appropriate Benefit Contributions. 

 If you do not wish to receive some or all of the coverage during your leave that you were 
receiving just prior to your leave, you must inform the Company before the start of your leave.  
Benefits under the Plan will terminate when you start your leave of absence. 
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 If you wish to continue your participation in the Plan, and you are currently required to 
contribute a certain amount for your coverage, you must make arrangements with the Company 
to pay for the coverage you wish to maintain during the course of your leave.  If your leave is 
a paid leave, you may continue making contributions during your leave.  If your leave is 
unpaid, you can pay your benefit contributions before you go on leave, during your leave by 
sending a check to the Company or when you return to work. 

 Your eligibility to continue any coverage that requires payments from you may be cancelled if 
you do not make the required payments in a timely fashion. 

 If the Company advances money by making contributions for you during your leave, in whole 
or in part, it can recoup the amounts advanced to you upon the end of your leave, whether or 
not you return to employment following your leave.  If you return to employment following 
your leave, the Company may recoup those amounts through payroll deductions.  If you do not 
return from a leave of absence, you are responsible for reimbursing the Company for the entire 
cost to the Company (i.e., the Company’s contribution) for providing any benefits under this 
Plan during your leave, unless the leave was an FMLA qualified leave of absence, and you do 
not return due to the continuation of a serious health condition or circumstances beyond your 
control. 

 When you return from your FMLA leave, you are not required to satisfy the waiting period 
under the Benefit Programs. 

If you are on an approved disability leave from the Company, you may continue the same benefits 
that you were receiving immediately before the start of your leave if permitted by the applicable 
Certificate or SPD Booklet.  Your Benefit Contributions will be automatically deducted from your 
paycheck.  

For additional information about FMLA leaves, contact:  
 
Senior Director, Associate General Counsel 
1015 A Street 
Tacoma, WA 98042-5122 
253-680-8443 associatebenefits@trueblue.com 
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Filing a Claim for Benefits Under the Plan 

Even though it does not happen often, occasionally disagreements about benefit eligibility or 
amounts arise.  In most cases, they are resolved quickly.  However, if you are unable to resolve 
the disagreement, formal appeals processes are in place to help you (or your authorized 
representative acting on your behalf) file a claim and appeal a denied claim. 

In this section you will find the timeframes for responding to initial claims, as well as the appeals 
process.  The timeframes for responding to claims depend on the type of claim (eligibility claim 
or claim for benefits, described below). 

In no event can you (or any other person) challenge a decision in court until the applicable claims 
procedures have been complied with and exhausted.  The decision of the Plan Administrator or the 
Claims Administrator, as applicable, on the final level of mandatory appeal will be final and 
binding on you, your dependents and any other interested party. 

To the extent that the Plan Administrator properly delegates its claims authority to a Claims 
Administrator, the Claims Administrator may apply alternative timeframes than those set forth 
below, as described in the applicable Certificate or SPD Booklet.  To the extent that an Insurer (or 
other Claims Administrator) administers claims under a Benefit Program, the claims procedure 
pertaining to such benefits may provide for review of and decision upon denied claims by such 
company.  Insurers will determine claims related to eligibility only to the extent eligibility depends 
on an insurance requirement, such as evidence of insurability.    

The Claims Administrators for the various benefits provided by the Plan are listed in the 
“Administrative Information” section.  The Claims Administrators do not guarantee the payment 
of benefits under the Plan. 

Procedures Regarding Eligibility 
These procedures apply to claims for eligibility for coverage or enrollment in the Plan, to the extent 
those determinations have not been delegated to a Claims Administrator. 

Filing a Claim 

If you believe that you or your dependent is eligible for coverage under the Plan, you may file a 
claim in writing with the Plan Administrator at the following address: 

Senior Director, Associate General Counsel 
1015 A Street 
Tacoma, WA 98042-5122 
253-680-8443 associatebenefits@trueblue.com 
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Initial Claim Decision 

When an eligibility or enrollment claim is received, the Plan Administrator must notify you of its 
benefit determination within 90 days of the receipt of the claim.  An extension of 90 days will be 
allowed for processing the claim if special circumstances are involved.  You will be given notice 
of any such extension.  The notice will state the special circumstances involved and the date a 
decision is expected. 

The Plan Administrator will send you a written notice of an adverse benefit determination.  A 
denial of a claim will include: 

 The reason(s) for the denial; 

 References to the specific Plan provisions on which the decision was based; 

 A description of any additional material or information you should supply in support of your 
claim and an explanation of why it is necessary, if any;  

 A description of the Plan’s appeal procedures and the time limits applicable to the appeal 
process; and 

 A statement of your right to bring a civil action under Section 502(a) of ERISA following an 
adverse benefit determination on appeal. 

Appealing an Eligibility or Enrollment Claim Denial 

If you (or your duly authorized representative) believe that a denial is incorrect, you may request 
a full review by the Plan Administrator (at the address above) within 60 days after your receipt of 
the denial of your claim.  In connection with your appeal, you or your representative may submit 
written comments, documents, records and other information relating to the claim.  You also have 
the right to request copies of all relevant documents (free of charge). 

The Plan Administrator will furnish you with a written decision providing the final determination 
of the appeal.  The Plan Administrator’s decision on appeal usually will be made within 60 days 
after receiving your appeal, unless special circumstances require an extension of an additional 60 
days.  If the period is extended, the Plan Administrator will notify you in writing of the extension 
within 60 days of receiving your appeal.  The Plan Administrator’s decision on review will be final 
and binding on you, your dependents and any other interested party.  Your appeal notice will 
include:    

 The specific reason or reasons for the appeal decision; 

 Reference to the specific Plan provisions on which the determination is based; 

 A statement that you have the right to request access to and copies of all relevant Plan 
documents free of charge; and 
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 A statement that you have the right to bring a civil action under Section 502(a) of ERISA 
following an adverse benefit determination on appeal. 

Procedures Regarding Adverse Benefit Determinations 

How Claims for Benefits Are Processed 

How a claim for benefits is processed depends on the type of claim it is.  There are several 
categories of claims: 

 Concurrent Care Claim -- A concurrent care claim is a claim for an extension of the duration 
or number of treatments provided through a previously-approved benefit claim.  When 
possible, this type of claim should be filed at least 24 hours before the expiration of the course 
of treatment for which an extension is being sought.  

 Pre-Service Claim -- A Pre-Service Claim is a claim for a benefit with respect to which the 
terms of Health Coverage require approval of the benefit in advance of obtaining medical care. 

 Post-Service Claim -- A Post-Service Claim is a claim for a benefit that is not a Pre-Service 
Claim. Most claims are Post-Service Claims. 

 Urgent Care Claim -- An Urgent Care Claim is any Pre-Service Claim for medical care or 
treatment with respect to which the failure to process the claim immediately could seriously 
jeopardize the life or health of you or your Dependent or subject you or your Dependent to 
severe pain that cannot be adequately managed without the care or treatment that is the subject 
of the claim.  This type of claim generally includes those situations commonly treated as 
emergencies. 

Submitting a Benefit Claim 

You must report claims to the address appearing in “Administrative Information” section 
promptly but no later than one year after the date of the service.  If you do not provide this 
information to us within one year of the date of service, benefits for that health service will be 
denied or reduced, at the Claim Administrator’s discretion.  This time limit does not apply if you 
are legally incapacitated.   

Required Information 

When you request payment of benefits, you may be required to provide all of the following 
information: 

 Employee’s name and address. 

 The patient’s name, age and relationship to the employee. 

 The member number stated on your ID card. 
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 An itemized bill from your provider that includes the following: 

 Patient diagnosis; 

 Date(s) of service; 

 Procedure code(s) and descriptions of service(s) rendered; 

 Charge for each service rendered; 

 Provider of service name, address and Tax Identification Number; 

 The date the injury or sickness began; and 

 A statement indicating either that you are, or you are not, enrolled for coverage under any 
other health insurance plan or program. If you re-enrolled for other coverage you must 
include the name of the other carrier(s). 

Submit your claims to the address “Administrative Information” section. 

Benefit Determinations 
The Claims Administrator will make a benefit determination as set forth below.  Benefits will be 
paid to you unless either of the following is true: 

 The provider notifies the Claims Administrator that your signature is on file, assigning benefits 
directly to that provider (assuming the Plan Administrator, in its sole discretion, chooses to 
recognize the assignment). 

 You make a written request for the out-of-network provider to be paid directly at the time you 
submit your claim. 

Pre-Service Urgent Care 
Urgent Care Claims are those for medical care or treatment with respect to which the failure to 
process the claim immediately could seriously jeopardize: (i) the life or health of you or your 
dependent; (ii) the ability of your or your dependent to regain maximum function; or (iii) subject 
you or your dependent to severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the claim.  

This type of claim generally includes those situations commonly treated as emergencies.  In these 
situations: 

 You will receive notice of the benefit determination in writing or electronically within 72-
hours after the Claims Administrator receives all necessary information, taking into account 
the seriousness of your condition. 

 Notice of denial may be oral with a written or electronic confirmation to follow within 3 days. 

If you filed an urgent claim improperly, the Claims Administrator will notify you of the improper 
filing and how to correct it within 24 hours after the urgent claim was received.  If additional 
information is needed to process the claim, the Claims Administrator will notify you of the 
information needed within 24 hours after the claim was received.  You then have 48 hours to 
provide the requested information. 
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You will be notified of a determination no later than 48 hours after: 

 The Claims Administrator’s receipt of the requested information; or 

 The end of the 48 hour period within which you were to provide the additional information, if 
the information is not received within that time. 

A denial notice will set forth the specific reason or reasons for the denial, refer to specific Plan 
provisions on which the denial is based, contain a description of any information necessary for the 
claim to be granted (if applicable) an explanation of why such information is necessary.  This letter 
will also describe the process for filing a formal appeal and the time limits for filing an appeal, 
including your right to bring a civil action following an adverse determination upon appeal.  If the 
denial is based on medical necessity or experimental treatment, the denial notice will contain 
information on the scientific or clinical judgment for the denial, applying the terms of the Plan to 
your medical circumstances.  The denial notice will also contain information about the internal 
rule, guideline or protocol that was relied on, if applicable. 

Concurrent Care Claims 
If an on-going course of treatment was previously approved for a specific period of time or number 
of treatments, and your request to extend the treatment is an Urgent Care Claim as defined above, 
your request will be decided within 24 hours, provided your request is made at least 24 hours prior 
to the end of the approved treatment. 

If your request for extended treatment is not made at least 24 hours prior to the end of the approved 
treatment, the request will be treated as an Urgent Care Claim and decided according to the 
timeframes described above.  If an on-going course of treatment was previously approved for a 
specific period of time or number of treatments, and you request to extend treatment in a non-
urgent circumstance, your request will be considered a new claim and decided according to post 
service or pre-service timeframes, whichever applies. 

Pre-Service Claims 
Pre-service claims are those claims that require certification or approval prior to receiving medical 
care.  If your claim was a pre-service claim, and was submitted properly with all needed 
information, you will receive written notice of the claim decision from the Claims Administrator 
within 15 days of receipt of the claim.  If you filed a pre-service claim improperly, the Claims 
Administrator will notify you of the improper filing and how to correct it within 5 days after the 
pre-service claim was received.  If additional information is needed to process the pre-service 
claim, the Claims Administrator will notify you of the information needed within 15 days after the 
claim was received, and may request a one-time extension not longer than 15 days and pend your 
claim until all information is received.  Once notified of the extension you then have 45 days to 
provide this information.  If all of the needed information is received within the 45 day timeframe, 
the Claims Administrator will notify you of the determination within 15 days after the information 
is received.  If you don’t provide the needed information within the 45 day period, your claim will 
be denied. 
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A denial notice will set forth the specific reason or reasons for the denial, refer to the specific Plan 
provisions on which the denial is based, contain a description of any information necessary for the 
claim to be granted and an explanation of why such information is necessary, and describe the 
process and time limits for filing a formal appeal including your rights to bring a civil action 
following an adverse determination upon appeal.  If the denial is based on the medical necessity 
or experimental treatment, the denial notice will contain information on the scientific or clinical 
judgment for the denial, applying the terms of the Plan to your medical circumstances.  The denial 
notice will also contain information about the internal rule, guideline or protocol that was relied 
on, if applicable. 

Post-Service Claims 
Post-Service Claims are those claims that are filed for payment of benefits after medical care has 
been received.  If your post-service claim is denied, you will receive written notice from the Claims 
Administrator within 30 days of receipt of the claim, as long as all needed information was 
provided with the claim.  The Claims Administrator will notify you within this 30 day period if 
additional information needed to process the claim, and may request a one-time extension not 
longer than 15 days and pend your claim until all information is received.  

Once notified of the extension you then have 45 days to provide this information.  If all of the 
needed information is received within the 45 day timeframe and the claim is denied, the Claims 
Administrator will notify you of the denial within 15 days after the information is received. If you 
don’t provide the needed information within the 45 day period, your claim will be denied. 

A denial notice will set forth the specific reason or reasons for the denial, refer to the specific Plan 
provisions on which the denial is based, contain a description of any information necessary for the 
claim to be granted and an explanation of why such information is necessary, and describe the 
process and time limits for filing a formal appeal including your right to bring a civil action 
following an adverse determination upon appeal.  If the denial is based on the medical necessity 
or experimental treatment, the denial notice will contain information on the scientific or clinical 
judgment for the denial, applying the terms of the Plan to your medical circumstances.  The denial 
notice will also contain information about the internal rule, guideline or protocol that was relied 
on, if applicable. 

Appeals 
If your question or concern is about a benefit determination you may informally contact the 
appropriate Claims Administrator before requesting a formal appeal.  If the customer service 
representative cannot resolve the issue to your satisfaction over the phone, you may submit your 
question in writing.  However, if you are not satisfied with a benefit determination as described in 
“Submitting a Claim” section, you may appeal it as described below, without first informally 
contacting Customer Service.  If you first informally contact customer service and later wish to 
request a formal appeal in writing, you should contact customer service and request an appeal. If 
you request a formal appeal, a customer service representative will provide you with the 
appropriate address of the claims administrator.  

If you are appealing an Urgent Care Claim denial, please refer to the “Urgent Claim Appeals that 

Require Immediate Action” section below and contact customer service immediately. 
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How to Appeal a Claim Decision 

If you disagree with a pre-service or post-service claim determination after following the above 
steps, you can contact the Claims Administrator in writing to formally request an appeal. Your 
request may be required to include: 

 The patient’s name and the identification number from the ID card. 

 The date(s) of medical service(s). 

 The provider’s name. 

 The reason you believe the claim should be paid. 

 Any documentation or other written information to support your request for claim payment. 

Your first appeal request must be submitted to the Claims Administrator within 180 days after you 
receive the claim denial. 

Appeal Process 

A qualified individual who was not involved in the decision being appealed will be appointed to 
decide the appeal.  If your appeal is related to clinical matters, the review will be done in 
consultation with a healthcare professional with appropriate expertise in the field who was not 
involved in the prior determination.  The Claims Administrator may consult with, or seek the 
participation of, medical experts as part of the appeal resolution process.  You consent to this 
referral and the sharing of pertinent medical claim information.  Upon written request and free of 
charge you have the right to reasonable access to and copies of, all documents, records, and other 
information relevant to your claim for benefits. 

Appeals Determinations 

You will be provided notification of decision on your appeal as follows: 

 For appeals of pre-service claims, the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 30 days from the receipt of a 
request for appeal of a denied claim.   

 For appeals of post-service claims, you will be notified by the Claims Administrator of the 
decision within 60 days from receipt of a request for appeal of a denied claim.  

 For procedures associated with urgent claims, see “Urgent Claim Appeals that Require 

Immediate Action” below. 
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Notice of Decision on Appeal  

If your appeal is denied, you will receive a notice explaining the following:  the reason for the 
denial, specific references to the part of the Plan on which the denial is based, a statement that you 
are entitled by law to receive, upon request and free of charge, access to and copies of all 
documents, records and other information relevant to the benefit claim, a statement regarding any 
voluntary appeal procedures offered by the Plan and your right to bring a civil action after an 
adverse determination on appeal, information about the internal rule, guideline or protocol that 
was relied on, if applicable, information on the scientific or clinical judgment for the determination 
if the adverse decision is based on medical necessity or experimental treatment, and a description 
of the external review process, including how to initiate an external review and the time limits that 
apply. 

Please note that the Claims Administrators’ decision is based only on whether or not benefits are 
available under the Plan for the proposed treatment or procedure.  The determination as to whether 
the pending health service is necessary or appropriate is between you and your physician. 

Urgent Claim Appeals That Require Immediate Action 

Your appeal may require immediate action if a delay in treatment could significantly increase the 
risk to your health or the ability to regain maximum function or cause severe pain.  In these urgent 
situations: 

 The appeal does not need to be submitted in writing.  You or your physician should call the 
Claims Administrator as soon as possible.  The Claims Administrator will provide you with a 
written or electronic determination within 72 hours following receipt by the Claims 
Administrator of your request for review of the determination taking into account the 
seriousness of your condition. 

External Review Process 
For purposes of any Benefit Program considered a “Group Health Plan,” if your claim involving 
medical judgment or involving a rescission of coverage is denied by the Plan, you can request an 
external review.  In the case of an urgent care claim, you can file a request for an expedited external 
review at the same time you file an internal appeal. 

You must file your request for an external review with the Claims Administrator within four 
months after the date you received the final internal appeal denial.  

Preliminary Review 

Within five business days of receipt of your request, the Claims Administrator will complete a 
preliminary review to determine that: 

 You were covered by the Plan at the time the service was requested or provided; 

 The adverse claim determination was not related to your failure to meet the plan’s eligibility 
requirements; 
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 You had exhausted the plan’s internal appeals process, if required under law; and 

 You had provided all of the necessary information and forms to process an external review. 

Within one business day after completing the preliminary review, the Claims Administrator will 
contact you in writing.  If your request was complete but not eligible for an external review, the 
notice will tell you why and provide you with the contact information for the Employee Benefits 
Security Administration.  If your request is incomplete, the notice will describe what information 
is needed to perfect your review request.  You have 48 hours from receipt of this notice, or up to 
the original four month external appeal filing deadline, to provide the requested information. 

Referral to Independent Review Organization 

If your claim qualified, the Claims Administrator will assign your review request to an accredited 
Independent Review Organization (“IRO”) that will conduct the external review.  The Claims 
Administrator will provide the IRO with the documents and any information considered in 
previously denying your claim. 

The IRO will notify you in writing of your eligibility and acceptance for external review.  The 
notice will inform you of your right to submit additional information for review in writing to the 
IRO within 10 business days following receipt of the notice.  

Within one business day of receiving any additional information from you, the IRO will forward 
that information to the Claims Administrator.  The Claims Administrator may then reconsider its 
benefits denial.  If the Claims Administrator decides to reverse its previous denial, the external 
review will be terminated, and you will receive a written notice of the Claims Administrator’s 
decision within one business day. 

The IRO will review your claim without regard to any previous decision or conclusions reached 
during the internal claims and appeals processes. You will receive written notice of the IRO’s 
decision within 45 days after the IRO received your review request. 

If the IRO reverses the Plan’s adverse benefit decision, your claim will be immediately paid or 
coverage must be immediately provided (whichever applies to your claim). 

The written decision of the IRO will include the following: 

 A general description of the reason for the external review request, including information 
sufficient to identify the claim (including the date or dates of service, the healthcare provider, 
the claim amount (if applicable), notice regarding the availability of the diagnosis code and its 
corresponding meaning and/or the treatment code and its corresponding meaning, and the 
reason for the previous denial); 

 The date the IRO received the assignment to conduct the external review and the date of the 
IRO decision; 
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 References to the evidence or documentation, including the specific coverage provisions and 
evidence-based standards, considered in reaching its decision; 

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

 A statement that the determination is binding except to the extent that other remedies may be 
available under state or federal law to either the Claim Administrator and you; 

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

 Current contact information, including phone number, for any applicable office of health 
insurance consumer assistance or ombudsman. 

For urgent care claims and appeals, there is an expedited external appeal process.  In such a case, 
the Claims Administrator will immediately determine if the claim is eligible for an external review 
and provide all documents and information to the IRO electronically or by phone or fax to expedite 
the process.  The IRO will make a decision on your claim within 72 hours of receiving it. 

The decision of the IRO is binding upon all parties, however you still have the right to bring an 
action under section 502(a) of ERISA. 

Exhaustion of Administrative Remedies 
In no event can you (or any other person) challenge a decision in court until this claims procedure 
has been complied with and exhausted.  If you have complied with and exhausted the appropriate 
claims procedures and intend to exercise your right to bring civil action under ERISA Section 
502(a), you must bring the civil action under ERISA Section 502(a) within two years after your 
initial claim or within six months from the date of the final claim decision on appeal, whichever 
comes first, or if shorter, the date specified in the Benefit Program.   
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Your Legal Right to Continue Coverage Under COBRA 

This section contains important information about your right to COBRA continuation coverage, 
which is a temporary extension of coverage under the Plan.  This notice generally explains COBRA 

continuation coverage, when it may become available to you and your family, and what you need 
to do to protect the right to receive it.  

The right to COBRA continuation coverage was created by a federal law, the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (“COBRA”).  COBRA continuation coverage can 
become available to you when you would otherwise lose your group health coverage.  It can also 
become available to other members of your family who are covered under the Plan when they 
would otherwise lose their group health coverage.  For additional information about your rights 
and obligations under the Plan and under federal law, you should contact the Plan Administrator.  

For purposes of any Benefit Program administered by an Insurer, you may have additional 
continuation rights under state law.  Refer to the Certificate or contact the Insurer at the address 
listed at the end of this Plan for more information.   

What is COBRA continuation coverage? 
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise 
end because of a life event known as a “qualifying event.”  Specific qualifying events are listed 
later in this notice. After a qualifying event, COBRA continuation coverage must be offered to 
each person who is a “qualified beneficiary.”  You, your spouse, and your dependent children 
could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying 
event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay 
for COBRA continuation coverage. 

If you are a Company employee, you will become a qualified beneficiary if you lose your coverage 
under the Plan because either one of the following qualifying events happens: 

 Your hours of employment are reduced; or 

 Your employment ends for any reason other than your gross misconduct. 

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your 
coverage under the Plan because any of the following qualifying events happens: 

 Your spouse dies; 

 Your spouse’s hours of employment are reduced; 

 Your spouse’s employment ends for any reason other than his or her gross misconduct;  

 Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 
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 You become divorced or legally separated from your spouse. 

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan 
because any of the following qualifying events happens: 

 You die; 

 Your hours of employment are reduced; 

 Your employment ends for any reason other than your gross misconduct; 

 You become entitled to Medicare benefits (Part A, Part B, or both); 

 You and your spouse divorce or legally separate; or 

 The child stops being eligible for coverage under the plan as a “dependent child.” 

When is COBRA coverage available? 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 
Administrator has been notified that a qualifying event has occurred.  When the qualifying event 
is the end of employment or reduction of hours of employment, death of the employee, or the 
employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both), the Company 
must notify the Plan Administrator of the qualifying event. 

You must give notice of some qualifying events 
For the other qualifying events (divorce or legal separation of the employee and spouse or a 
dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan 
Administrator within 60 days after the qualifying event occurs.  You must provide this notice in 

writing to the Plan at the contact address under “Plan contact information” below. 

How is COBRA coverage provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA 
continuation coverage will be offered to each of the qualified beneficiaries.  Each qualified 
beneficiary will have an independent right to elect COBRA continuation coverage.  Covered 
employees may elect COBRA continuation coverage on behalf of their spouses, and parents may 
elect COBRA continuation coverage on behalf of their children. 

COBRA continuation coverage is a temporary continuation of coverage.  When the qualifying 
event is the death of the employee, the employee’s becoming entitled to Medicare benefits (under 
Part A, Part B, or both), your divorce or legal separation, or a dependent child’s losing eligibility 
as a dependent child, COBRA continuation coverage lasts for up to a total of 36 months.  When 
the qualifying event is the end of employment or reduction of the employee’s hours of 
employment, and the employee became entitled to Medicare benefits less than 18 months before 
the qualifying event, COBRA continuation coverage for qualified beneficiaries other than the 
employee lasts until 36 months after the date of Medicare entitlement.  For example, if a covered 
employee becomes entitled to Medicare eight (8) months before the date on which his employment 
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terminates, COBRA continuation coverage for his spouse and children can last up to 36 months 
after the date of Medicare entitlement, which is equal to 28 months after the date of the qualifying 
event (36 months minus eight (8) months).  Otherwise, when the qualifying event is the end of 
employment or reduction of the employee’s hours of employment, COBRA continuation coverage 
generally lasts for only up to a total of 18 months. 

There are two ways in which this 18-month period of COBRA continuation coverage can be 
extended. 

Disability extension of 18-month period of continuation coverage 

If you or anyone in your family covered under the Plan is determined by the Social Security 
Administration to be disabled and you notify the Plan Administrator in a timely fashion, you and 
your entire family may be entitled to receive up to an additional 11 months of COBRA continuation 
coverage, for a total maximum of 29 months.  The disability would have to have started at some 
time before the 60th day of COBRA continuation coverage and must last at least until the end of 
the 18-month period of continuation coverage.  You must make sure that the Plan Administrator 
is notified of the Social Security Administration’s determination within 60 days of the date of the 
determination and before the end of the 18-month period of COBRA continuation coverage. You 

must provide this notice in writing to the Plan at the contact address under “Plan contact 

information” below. 

Second qualifying event extension of 18-month period of continuation coverage 

If your family experiences another qualifying event while receiving 18 months of COBRA 
continuation coverage, the spouse and dependent children in your family can get up to 18 
additional months of COBRA continuation coverage, for a maximum of 36 months, if notice of 
the second qualifying event is properly given to the Plan.  This extension may be available to the 
spouse and any dependent children receiving continuation coverage if the employee or former 
employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets 
divorced or legally separated, or if the dependent child stops being eligible under the Plan as a 
dependent child, but only if the event would have caused the spouse or dependent child to lose 
coverage under the Plan had the first qualifying event not occurred. In all of these cases, you must 
make sure that the Plan Administrator is notified of the second qualifying event within 60 days of 
the second qualifying event.  You must provide this notice in writing to the Plan at the contact 

address under “Plan contact information” below. 

Termination of continuation coverage  
Other events will cause COBRA continuation coverage to end sooner. Coverage will end short of 
the maximum period on the earliest of the following: 

 The Company no longer provides group health plan coverage to any of its employees; 

 The premium for continuation coverage is not paid on time; 

 You or your dependents become entitled to Medicare;  
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 With respect to the disability extension, the Social Security Administration no longer considers 
you or your dependent to be disabled; or 

 You become covered under another group health plan (provided preexisting condition 
exclusions or limitations under the group healthcare plan do not apply). 

How much does COBRA coverage cost? 
Generally, qualified beneficiaries may be required to pay the entire cost of continuation coverage.  
The amount a qualified beneficiary may be required to pay may not exceed 102% of the cost to 
the group health plan (including both employer and employee contributions) for coverage of a 
similarly situated participant or beneficiary who is not receiving continuation coverage.  You will 
have 45 days from the date of electing continuation coverage to start paying for that coverage.  The 
first payment must include the cost of coverage for the entire period from the date coverage was 
lost because of the qualifying event at least through the date of payment. Each other payment is 
due by the first day of the month for which continuation coverage is provided. A 30-day grace 
period will apply for making each month’s payment. 

A qualified beneficiary who is disabled may be required to pay up to 150% of the cost of his or 
her COBRA continuation coverage during the disability extension. 

If you have questions 
Questions concerning the Plan or your COBRA continuation coverage rights should be addressed 
to the Plan Administrator, whose contact information appears below. For more information about 
your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability 
Act (“HIPAA”), and other laws affecting group health plans, contact the nearest Regional or 
District Office of the U.S. Department of Labor’s Employee Benefits Security Administration 
(“EBSA”) in your area or visit the EBSA website at www.dol.gov/ebsa. (Addresses and phone 
numbers of Regional and District EBSA Offices are available through EBSA’s website.) 

Keep your plan informed of address changes 
In order to protect your family’s rights, you should keep the Plan Administrator informed of any 
changes in the addresses of family members. You should also keep a copy, for your records, of 
any notices you send to the Plan Administrator. 

COBRA Administrator contact information  
Angeles Torres: Senior Client Service Consultant - COBRA/Direct Bill  
UnitedHealthcare Benefit Services | OptumHealth Financial Services 
763-273-9758 
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Administrative Information 

The Plan is governed by the Employee Retirement Income Security Act of 1974 (“ERISA”). This 
section provides important legal and administrative information you may need such as: 

 how to contact the Plan Administrator; 

 information about the Insurers that insure and administer the Benefit Programs of the Plan and 
how to contact them; and 

 your rights under ERISA. 

If you have any questions about any of the information contained in this SPD, contact the Plan 
Administrator. 

Plan identification 
This Plan is named the TrueBlue Health and Welfare Plan External Staff.  The Plan number is 
5002.   

Plan sponsor 
The Plan is sponsored by TrueBlue, Inc. (“Company”). The Company’s address is: 

Senior Director, Associate General Counsel 
1015 A Street 
Tacoma, WA 98042-5122 
253-680-8443 associatebenefits@trueblue.com 
 
The employer identification number (EIN) assigned to the Plan sponsor by the Internal Revenue 
Service is 91-1287341. 

Plan Administrator 
The Plan Administrator is the Company, other entity or individual designated by the Board of 
Directors of the Company to supervise the administration of the Plan. The Plan Administrator is 
your primary source of information about the Plan. The Plan Administrator’s business address and 
telephone number are: 

Senior Director, Associate General Counsel 
1015 A Street 
Tacoma, WA 98042-5122 
253-680-8443  
associatebenefits@trueblue.com 
 
The Plan Administrator (or its designee) has sole discretionary authority to interpret and construe 
the provisions of the Plan, to grant or deny benefits, to determine eligibility for benefits under the 
Plan, and to resolve any disputes that arise under the Plan.  Benefits under this Plan will be paid 
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only if the Plan Administrator (or its designee) decides in its sole discretion that the applicant is 
entitled to them.  Decisions of the Plan Administrator (or its designee) shall be final and binding. 

Plan year 
The Plan year is January 1 to December 31.   

Plan type, funding, and administration 
The Plan is an ERISA welfare benefit plan.  The Benefit Programs of the Plan may be fully-insured 
by the Insurers pursuant to group insurance contracts entered into between Company and the 
Insurers or self-funded by the Company.  For fully-insured benefits, premiums are paid to the 
Insurers from Company’s general assets.  The Insurers are responsible for paying benefit claims 
incurred while the applicable group insurance contracts are in effect.  For self-fund benefits, the 
Company is responsible for paying benefit claims for its general assets.   

Insured Benefit Programs 
The following Insurers insure and administer the applicable Benefit Programs under the Plan:   

BENEFIT 

PROGRAM 
CLAIMS ADMINISTRATOR WHO PAYS FOR COVERAGE 

KAISER HAWAII 

HMO PLAN 

Kaiser HMO 
800-966-5955 
Group Number: 6790 

Employee only coverage is paid 
for entirely by your employer. 

FIXED 

INDEMNITY 

PLANS - 

Standard 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with pre-tax 
benefit contributions. 

FIXED 

INDEMNITY 

PLANS –  

Preferred 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with pre-tax 
benefit contributions. 

DENTAL 

United Healthcare 
833-822-7259 
Group Number: 922133 

You pay for coverage with pre-tax 
benefit contributions. 

VISION 

United Healthcare 
833-822-7259 
Group Number: 922133 

You pay for coverage with pre-tax 
benefit contributions. 
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BENEFIT 

PROGRAM 
CLAIMS ADMINISTRATOR WHO PAYS FOR COVERAGE 

LIFE AND AD&D 

High & Low Plans 

Aflac 
800-433-3036 
Group Number: 26154 

You pay for coverage with after-
tax benefit contributions. 

SHORT TERM 

DISABILITY 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with after-
tax benefit contributions. 

ACCIDENT 

High & Low Plans 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with after-
tax benefit contributions. 

CRITICAL 

ILLNESS 

High & Low Plans 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with after-
tax benefit contributions. 

HOSPITAL 

INDEMNITY 

VOYA 
877-236-7564 
Group Number: 71769-0 

You pay for coverage with after-
tax benefit contributions. 

CANCER 

DETECTION 

PLAN* 

Genomic Life (formerly Cancer 
Guardian) 
844-694-3666 
Group Number: TRAS-CGx-2021-
0814 

You pay for coverage with after-
tax benefit contributions. 

ID THEFT 

PROTECTION 

PLAN* 

Aura 
833-552-2123 
Group Number: trueblue 

You pay for coverage with after-
tax benefit contributions. 

*Indicates a Benefit Program not subject to ERISA 
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Third-Party Administrators 
The following organizations administer the applicable Benefit Programs under the Plan: 

BENEFIT 

PROGRAM 

THIRD-PARTY 

ADMINISTRATOR/CLAIMS 

ADMINISTRATOR 

WHO PAYS FOR COVERAGE 

MAJOR 

MEDICAL PLAN 

 

United Healthcare 
833-822-7259 
Group Number: 923468 

The Company pays for a portion 
of the Employee Only coverage. 
You pay for the remainder plus 
the entire coverage if you have 
more than Employee Only 
coverage, on a pre-tax basis. 
 

    ENHANCED 

MAJOR 

MEDICAL PLAN 

W HSA 

 

United Healthcare 
833-822-7259 
Group Number: 923468 

The Company pays for a portion 
of the Employee Only coverage. 
You pay for the remainder plus 
the entire coverage if you have 
more than Employee Only 
coverage, on a pre-tax basis. 
 

MINIMUM 

ESSENTIAL 

COVERAGE 

PLAN 

 

United Healthcare 
833-822-7259 
Group Number: 922133 

You pay for coverage with pre-tax 
benefit contributions. 
 

 

Agent for service of legal process 
The agent for service of legal process on the Plan is: 

Darcy Luxenberg 
Director, Commercial Law and Associate General Counsel 
1015 A Street 
Tacoma, WA 98042-5122 
253-382-3374 

Legal process on the Plan may also be served on the Plan Administrator. 

 

Amendment or termination of the Plan  
The Company reserves the right to amend or terminate the Plan or any Benefit Program at any 
time.  Any such amendment or termination may be made by proper action of the Board of Directors 
or their designee.  Alternatively, in certain instances, the Plan Administrator may amend the Plan 
through the issuance of revised SPD Booklets, enrollment materials, brochures, or Certificates. 
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No employment rights 
The Plan shall not confer employment rights upon any person.  No person shall be entitled by 
virtue of the Plan to become or to remain in the employ of the Company and nothing in the Plan 
shall restrict the right of the Company to terminate the employment of any eligible employee or 
other person at any time. 

Subrogation 

General Principle 

When you or your eligible dependent receives benefits under the Plan which are related to medical 
expenses that are also payable under workers’ compensation, any statute, any uninsured or 
underinsured motorist program, any no fault or school insurance program, any other insurance 
policy or any other plan of benefits, or when related medical expenses that arise through an act or 
omission of another person are paid by a third party, whether through legal action, settlement or 
for any other reason, you or your eligible dependent shall reimburse the Plan for the related benefits 
received out of any funds or monies you or your eligible dependent recovers from any third party. 

Specific Requirements and Plan Rights 

Because the Plan is entitled to reimbursement, the Plan shall be fully subrogated to any and all 
rights, recovery or causes of actions or claims that you or your eligible dependent may have against 
any third party.  The Plan is granted a specific and first right of reimbursement from any payment, 
amount or recovery from a third party.  This right to reimbursement is regardless of the manner in 
which the recovery is structured or worded, even if you or your eligible dependent has not been 
paid or fully reimbursed for all damages or expenses. 

The Plan’s share of the recovery shall not be reduced because the full damages or expenses claimed 
have not been reimbursed unless the Plan agrees in writing to such reduction. Further, the Plan’s 
right to subrogation or reimbursement will not be affected or reduced by the “make whole” 
doctrine, the “fund” doctrine, the “common fund” doctrine, comparative/contributory negligence, 
“collateral source” rule, “attorney’s fund” doctrine, regulatory diligence or any other equitable 
defenses that may affect the Plan’s right to subrogation or reimbursement. 

The Plan may enforce its subrogation or reimbursement rights by requiring you or your eligible 
dependent to assert a claim to any of the benefits to which you or your eligible dependent may be 
entitled.  The Plan will not pay attorneys’ fees or costs associated with the claim or lawsuit without 
express written authorization from Company. 

If the Plan should become aware that you or your eligible dependent has received a third party 
payment, amount or recovery and not reported such amount, the Plan, in its sole discretion, may 
suspend all further benefits payments related to you or any of your eligible dependents until the 
reimbursable portion is returned to the Plan or offset against amounts that would otherwise be paid 
to or on behalf of you or your eligible dependents. 
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Participant Duties and Actions 

By participating in the Plan you and your eligible dependents consent and agree that a constructive 
trust, lien or an equitable lien by agreement in favor of the Plan exists with regard to any settlement 
or recovery from a third person or party.  In accordance with that constructive trust, lien or 
equitable lien by agreement, you and your eligible dependents agree to cooperate with the Plan in 
reimbursing it for Plan costs and expenses. 

Once you or your eligible dependent has any reason to believe that you or your eligible dependent 
may be entitled to recovery from any third party, you or your eligible dependent must notify the 
Plan.  At that time, you and your eligible dependent (and your or your eligible dependent’s 
attorney, if applicable) must sign a subrogation/reimbursement agreement that confirms the prior 
acceptance of the Plan’s subrogation rights and the Plan’s right to be reimbursed for expenses 
arising from circumstances that entitle you or your eligible dependent to any payment, amount or 
recovery from a third party. 

If you or your eligible dependent fails or refuses to execute the required 
subrogation/reimbursement agreement, the Plan may deny payment of any benefits to you and any 
of your eligible dependents until the agreement is signed.  Alternatively, if you or your eligible 
dependent fails or refuses to execute the required subrogation/reimbursement agreement and the 
Plan nevertheless pays benefits to or on behalf of you or your eligible dependent, your or your 
eligible dependent’s acceptance of such benefits shall constitute agreement to the Plan’s right to 
subrogation or reimbursement. 

You and your eligible dependent consent and agree that you or your eligible dependent shall not 
assign your or your eligible dependent’s rights to settlement or recovery against a third person or 
party to any other party, including your eligible dependent’s attorneys, without the Plan’s consent.  
As such, the Plan’s reimbursement will not be reduced by attorneys’ fees and expenses without 
express written authorization from the Company. 

Coordination of Medical Benefits 
The Plan has a coordination of benefits feature with respect to medical benefits.  This prevents 
duplication of benefits if you or an eligible dependent is covered by more than one medical plan.  
When a claim is made, the “primary” plan pays benefits first, without regard to the other plan.  
When the Plan is secondary, the Plan calculates what it would have paid if it were primary and 
reduces benefits by what the other plan has paid. 

The Plan will not supplement the other plan to bring reimbursement up to 100%, but will 
coordinate with the other plan to bring your reimbursement up to the Plan’s benefit level.  
Generally, the plan covering a person as an employee is the “primary” plan while the plan covering 
the same person as a dependent is the “secondary” plan. 

Coordination of benefits rules apply whenever you or your eligible dependent is covered by more 
than one insurance plan.  Plans include any other type of coverage for persons in a group—whether 
the plan is fully-insured or self-funded.  No-fault auto insurance that is required by law is also 
included, even if it is not provided on a group basis.  The level of benefits required by law will be 
considered when benefits are coordinated. 
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Coordination with other Plans 

The Plan describes the coordination of benefits rules in greater detail.  Generally, primary and 
secondary plans are determined as follows: 

 The plan covering a person as an employee is the primary plan, and the plan covering the same 
person as a dependent is the secondary plan. 

 For dependent children, the plan of the parent whose birthday occurs earlier in the calendar 
year is primary (regardless of the year of birth).  If both parents have the same birthday, the 
plan that has covered a parent for the longer period is primary.  If the other plan follows a 
gender rule (i.e., male’s plan pays first) instead of the birthday rule to determine order of 
benefits, the other plan’s provision will apply. 

In the case of separated or divorced parents, primary and secondary plans are determined as 
follows: 

 If a court decree awards joint custody but does not specify which parent is responsible for 
healthcare expenses, the rules above apply. 

 If a court decree has given financial responsibility for medical care for eligible dependent 
children to one parent, the plan of this parent is primary. 

 If there is not a court decree establishing financial responsibility for medical care for 
eligible dependent children, 

 the plan that covers the parent with custody pays first; 

 if the parent with custody has remarried, the plan of the custodial parent pays first, 
then the plan of the stepparent and last, the plan of the parent without custody. 

 In the case of a stepchild the plan of the parent will be primary. 

If none of these rules apply, the plan that has covered the individual for the longest period of 
time is primary. 

Coordination with Medicare 

If you are a Participant or an eligible dependent and you become eligible for Medicare, the Plan 
will be your primary source of coverage (with Medicare secondary), unless you elect otherwise.  
If you choose to be covered under both plans, your Plan coverage will be primary and Medicare 
secondary.  If you also cover your spouse (and he or she is not covered as an employee under 
another employer’s plan), your Plan coverage is primary for your spouse as well, regardless of 
whether your spouse is under or over age 65. 

If you are receiving long-term disability benefits from the Company and become Medicare-
eligible, you may no longer be eligible for group-sponsored medical coverage through the 
Company.  Your eligible dependents who are not Medicare-eligible continue to be covered by the 
Plan Medical Benefit Program, assuming they continue to satisfy the dependent eligibility 
requirements. 
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No Assignment of Benefits 
You cannot assign, pledge, encumber or otherwise alienate any legal or beneficial interest in 
benefits under the Plan, and any attempt to do so will be void, unless otherwise agreed to, in the 
sole discretion of the Plan Administrator.  The assignment of rights or benefits, as well as the 
assignment of the right to file a lawsuit, are prohibited, except that a participant may assign covered 
benefits to an appropriate medical service provider solely for the purpose of allowing the provider 
to submit a claim and allowing the Plan to pay covered benefits directly to the provider.  The 
payment of benefits directly to a provider, if any, shall be done as a convenience to the covered 
person and shall not constitute an assignment of benefits under the Plan.  No compensation 
reduction elections or other contributions under this Plan shall cause the Company to be liable for, 
or subject to, any manner of debt or liability of any participant.  Notwithstanding the foregoing, 
wage garnishments under applicable state law shall be permitted to reach cash benefits reflecting 
deductions from the garnishee’s cash account under this Plan, unless otherwise prohibited by law. 

Recovery of Excess Payments 
You will be required to return to the Company any benefits, or portion thereof, paid under the Plan 
by a mistake of fact or law. 



 

 - 36 - 
2023 
77352980v.2 

 

Your ERISA Rights 

As a participant in the Plan, 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 work sites 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 (if applicable) 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 the most recent annual report (Form 
5500 series) (if applicable) and an updated summary plan description. The Plan Administrator 
may make a reasonable charge for these copies. 

 Receive a written summary of the Plan’s annual financial report, if applicable.  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 healthcare coverage for yourself, 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 preexisting conditions under 
the Plan, if you have creditable coverage from another plan.   

Prudent actions by Plan fiduciaries 
In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 
responsible for the operation of the Plan. The people who operate your Plan, called “fiduciaries,” 
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, and 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. 
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Enforcing your rights 
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have the right to 
know why this was done, to obtain copies of the documents relating to the decision without charge, 
and to appeal any denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce your ERISA rights. For instance: 

 If you request a copy of plan documents or the latest annual report (if applicable) 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 
(indexed for inflation) a day until you receive the materials—unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. 

 If you have a claim for benefits which is denied or ignored—in whole or in part after going 
through the appeals procedure—you may file suit in a state or federal court. 

 If you disagree with the Plan’s decision (or lack thereof) concerning the qualified status of 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 ERISA rights, you may seek assistance from the U.S. Department of 
Labor, or you may file suit in a federal court. 

If you file suit against the Plan, 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 the 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. 
20230. 

You may also obtain certain publications about your rights and responsibilities under ERISA by 
calling the publications hotline of the Employee Benefits Security Administration. 

 


