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of the first month for which you fail to pay (or have deducted 
from your pension check) your full monthly premium in a 
timely manner. 

(2)	 Benefits for a Spouse or other Dependent will cease on 
the first day of the first month for which the full monthly 
premium for that person is not paid or deducted from your 
pension check in a timely manner. After the Participant’s 
death, if the full monthly premium for the Spouse is not paid 
or deducted from the Spouse’s pension check in a timely 
manner, benefits for the Spouse and for all other Dependents 
will terminate.  

Neither you nor your Dependents will be allowed to re-enroll in 
the Plan after losing coverage because of failure to pay your premiums, 
except as provided in Section 2.6. 

(b)	 Non-payment of Employer Contributions. You will cease to 
be a Participant, and benefits under the Plan to you and your 
Dependents will cease, on the last day of the first month for 
which your last Employer ceases to make contributions to the 
Plan. The only exception is that if your last Employer paid at 
least 48 months of contributions to the W-1 Plan, and then goes 
out of business or closes the plant at which you last worked, as 
defined below, you can maintain your coverage under the Plan 
by paying an additional premium. The Board of Trustees shall 
have the sole discretion to determine the amount of the additional 
premium. The Employer will be considered to have closed the 
plant at which you last worked if there is a reduction of 70% or 
more of hours reported under the plant’s account or collective 
bargaining agreement within a 180-day period. If you become 
a Participant pursuant to Section 2.1(c) and the Employer stops 
paying the established monthly premium for any reason, you will 
immediately cease to be a Participant and will have no further 
right to benefits under the Plan.

(c)	 Suspension of Pension Benefits. If your pension benefits are 
suspended because you return to work, you will cease to 
be a Participant, and benefits under the Plan to you and your 
Dependents will cease, beginning on the date that your pension 
benefits are suspended. When your pension benefits resume, you 
may re-enroll yourself and your Dependents in the Plan so long 
as you are otherwise eligible and you re-enroll at one of the times 
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provided in Section 2.2(b). 
(d)	 Changes to the Plan. You will cease to be a Participant, and 

benefits under the Plan to you and your Dependents will cease, if 
the Board decides to terminate the Plan or the Fund. The Board 
may also make changes to the Plan that change or discontinue 
your (and your Dependents’) benefits. 

(e)	 Termination of Dependent Coverage. Benefits to your non-spouse 
Dependents will cease when they are no longer your Dependents. 
If you die and your former non-spouse Dependents are covered 
by the Plan as your Spouse’s Dependents, their benefits will 
cease when they are no longer your Spouse’s Dependents or, if 
earlier, when your Spouse dies or ceases to be covered under the 
Plan. If a non-spouse Dependent loses coverage because he or 
she is no longer your Dependent or your Spouse’s Dependent, he 
or she may re-enroll in the Plan if he or she becomes a Dependent 
again, but only within the 90-day period beginning when he or 
she becomes a Dependent. If a non-spouse Dependent loses 
coverage after your death because your Spouse has died or is not 
covered by the Plan, re-enrollment will not be permitted.

Section 2.6.  Re-Enrollment.
(a)	 Except as noted below, if your enrollment in the W-Plans ceases 

for any reason, you will not be permitted to re-enroll at a later 
date.

(b)	 On or after December 3, 1998, (i) if you had previously ceased 
enrollment in the W-Plans due to enrollment in a Medicare 
HMO, and the HMO subsequently ceases doing business in 
the geographic area in which you reside, you may re-enroll in 
the W-Plans if you elect to do so within 90 days of your loss 
of coverage under the HMO; (ii) if you become a Participant 
before age 65 and after December 31, 1988 and you stop paying 
premiums before age 65, you will have an opportunity to re-
enroll at age 65.

Section 2.7.  Qualified Medical Child Support Orders. The Fund pays 
benefits to alternate recipients as identified in and required by a Qualified 
Medical Child Support Order (QMCSO). If you need information 
regarding the qualification of a QMCSO, or the Fund’s Rules and 
Procedures governing QMCSOs, contact the Fund Office, and copies of 
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these documents will be provided to you without charge. 

ARTICLE 3
BENEFITS

Section 3.1. Hospital and Medical Benefits that are provided under this 
Plan to Medicare-eligible Pensioners and Dependents are described in 
detail in UnitedHealthcare’s benefit summaries. The summaries of benefits 
that UnitedHealthcare offers in your geographic area will be provided 
to you annually.  In certain limited areas, UnitedHealthcare is not able 
to offer the benefits described in Sections 3.1(a) and (b); if you live in 
one of those areas, you will be offered a Medicare Supplement program 
sponsored by UnitedHealthcare.  

(a) 	 The coverage available to you depends on whether your last 
Employer is still making contributions to the W-Plan. If your 
last Employer is still making contributions, you will be offered 
a choice between Plan W-300 and Plan W-301. If your last 
Employer has stopped making contributions to the W-Plan, 
but you are eligible to continue coverage as an “orphan” under 
Section 2.5(b), you will be offered a choice between Plan W-200 
and Plan W-201. 

(b) 	 In order to meet the needs of pensioners who have different 
financial circumstances, the Plan offers different levels of 
coverage at different costs. Plans W-200 and W-300 are “low 
option” plans. They provide a lower level of benefits for a lower 
monthly premium. If you choose W-200 or W-300, you will have 
higher copayments for certain services, and the amount that the 
insurer will pay for other services may be limited. Plans W-201 
and W-301 are “high option” plans. If you choose one of those 
plans, you will pay a higher monthly premium but a greater 
portion of your medical costs will be covered. 

(c) 	 The UnitedHealthcare detailed description of the benefits of 
the plan that you choose becomes a part of this Summary Plan 
Description. Be sure to retain a copy of the detailed summary 
of benefits that UnitedHealthcare provides you, and keep it with 
your copy of this booklet. 

(d)	 No matter which plan of benefits you choose, you must enroll in 
Medicare – both Parts A and B – to be eligible for the benefits. 
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Section 3.2. Prescription Drug Benefits are provided to you and your 
enrolled Dependents who are age 65 or older (or eligible for early 
Medicare) through a Medicare Part D prescription drug plan (PDP) 
administered by UniCare. You will receive from UniCare an Evidence 
of Coverage booklet that tells you how to get your Medicare prescription 
drug coverage through this plan. The booklet explains your rights and 
responsibilities, what is covered, and what you pay as a participant in the 
plan. Be sure to retain a copy of that information and keep it with this 
booklet.

ARTICLE 4
COBRA CONTINUATION COVERAGE

Section 4.1. General. Your Dependents are entitled to a temporary 
extension of health coverage (called “COBRA continuation coverage”) 
at group rates, but at their expense, in certain circumstances where their 
coverage under the Fund would otherwise end. The following events 
will entitle your Dependents (“eligible individuals”) to elect COBRA 
continuation coverage:

(a) Your spouse has the right to choose COBRA continuation coverage 
for himself or herself if he or she would otherwise lose coverage 
under the Fund because of divorce.

(b) Each of your non-spouse Dependents has the right to choose 
COBRA continuation coverage if he or she would otherwise lose 
coverage under the Fund because of your death or divorce, or 
because he or she ceases to qualify as a Dependent.

Section 4.2. Required Notices to the Fund. You or Your Dependents 
have the responsibility to inform the Fund of a divorce or a child losing 
Dependent status.  When the Fund is notified that one of these events has 
happened, the Fund will in turn notify your Dependents of the right to 
choose COBRA continuation coverage.

Section 4.3. Choosing COBRA Continuation Coverage. Eligible 
individuals have 60 days to inform the Fund that they want COBRA 
continuation coverage, starting from the date they would otherwise lose 
coverage because of one of the events described above. If an eligible 
individual does not choose COBRA continuation coverage within that 60-
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day period, his or her coverage under the Fund will end. If an eligible 
individual chooses COBRA continuation coverage and pays the required 
premium, the Fund will give that individual the same coverage that, as 
of the time coverage is being provided, it provides to similarly situated 
individuals. A Participant who has entered active duty in the United States 
Armed Forces will not be required to pay COBRA premiums for the first 
30 days of that active duty.

Section 4.4. Duration of COBRA Continuation Coverage. Eligible 
individuals generally may maintain COBRA continuation coverage for up 
to 3 years. However, COBRA continuation coverage may be cut short for 
any of the following reasons: your former Employer no longer provides 
group health coverage to any of its employees or ceases to contribute to 
the Plan; the eligible individual does not pay the premium for COBRA 
continuation coverage on time; the eligible individual becomes covered, 
following the individual’s election of COBRA under this Fund, under any 
other group health plan that does not limit coverage for the individual’s 
pre-existing conditions; or the eligible individual becomes, following 
the individual’s election of COBRA under this Fund, entitled to benefits 
under and enrolled in Medicare.

 ARTICLE 5
CLAIMS PROCEDURES

Section 5.1. Review of UnitedHealthcare or UniCare Benefits 
Determinations. If you disagree with any determination made by 
UnitedHealthcare or UniCare as to benefits for yourself or a Dependent 
covered by the Plan, you must follow the procedures that are described 
in the UnitedHealthcare booklet (for medical, hospital, or surgical 
benefits) or the procedures that are described in the UniCare booklet (for 
prescription drug benefits) in order to obtain review of that determination.
	
Section 5.2.  Review of Eligibility Determinations.  If you disagree with 
any determination made by the Fund Office on a question of eligibility for 
benefits under the Plan, this Section 5.2 describes the exclusive procedure 
for obtaining a review of that determination. 

(a) The time limit for requesting the Board’s Appeals Committee to 
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review the eligibility determination is 180 days after you receive 
the notice of that determination.  

(b)  You or your authorized representative must submit a written 
request for review to the address on page 13.

(c)  Upon request, you will be provided reasonable access to and 
copies of documents, records or other information relevant to 
the eligibility issue, without regard to whether such documents, 
records and information were considered or relied upon in making 
the adverse determination that is the subject of the appeal. 

(d)  You may submit issues and comments in writing in support of 
your appeal. 

(e) The Appeals Committee will consider the appeal de novo, 
without any deference to the initial determination. The Appeals 
Committee will not include any person who participated in the 
initial determination or who is the subordinate of a person who 
participated in the initial determination.

(f)  The Appeals Committee will make a decision on your appeal at 
its next regularly scheduled meeting or, if the request is received 
fewer than 30 days before that meeting, at the following regularly 
scheduled meeting. In special circumstances, the decision may 
be made at the third regularly scheduled meeting following 
receipt of your request, but in this event you will be notified of 
the delay and will be given an estimated date by which a decision 
is expected. The decision of the Appeals Committee will be in 
writing and will include the reasons for the decision and specific 
references to plan provisions on which the decision is based. In 
all cases, the decision on review will be final and binding on all 
parties, subject to your rights under ERISA. If for any reason the 
Fund fails to follow any of the claims procedures outlined above, 
you may pursue any rights you have for judicial review of your 
claim. 

(g) If you do not appeal an eligibility determination within 180 days 
after receiving the notice of that determination, as described in 
Section 5.2(a), the Fund’s eligibility decision will be final and 
not subject to any further review.

Section 5.3.  Applicable Regulations. The claims procedures in Article 
5 will be construed and applied in all cases to conform to the applicable 
regulations of the United States Department of Labor.



26

ARTICLE 6
ACTIONS OF THE BOARD

Section 6.1. Contribution Rates. The Board shall set the rates at which 
Participants and Employers contribute to the Fund for coverage under the 
Plan, and may change such rates from time to time in its discretion, as 
provided by Section 6.2. 

Section 6.2.  Board Discretion. The Board (and any committee of the 
Board) shall have the exclusive authority, in its sole and absolute discretion, 
to: (i) take all actions necessary to administer the Plan; (ii) apply and 
interpret the rules set forth in this booklet; (iii) take all actions and make 
all decisions concerning the eligibility for, and the amount of, benefits 
payable under the Plan; and (iv) resolve and/or clarify any ambiguities, 
inconsistencies and omissions that may arise under this booklet.

Section 6.3. Modification or Termination of the Fund. The Board intends 
for the Plan and the Fund to be in effect permanently. However, the Board 
reserves the right to amend, modify, or discontinue all or part of the Plan 
and/or the Fund whenever, in its judgment, conditions so warrant. In the 
event of Plan termination, any remaining assets will be used first to provide 
benefits under the Fund’s plan of benefits to Fund Participants until all 
assets are exhausted. If there are any surplus assets, those assets will be 
used to provide health benefits to Plan Participants and beneficiaries, in 
a manner determined by the Fund’s Trustees in their sole and absolute 
discretion, consistent with the provisions of the Fund’s Trust Agreement 
and applicable law.
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