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RE: AGC-International Union of Operating Engineers Local 701 Health and Welfare 

Trust Fund Summary of Material Modification—Second Amendment to March 
2010 Plan/SPD  

 
Dear Participant or Beneficiary: 

The March 2010, Health and Welfare Plan/Summary Plan Description (“Plan/SPD”) was 
recently amended by the Board of Trustees.  The changes described in this notice are in addition 
to those described in the January 27, 2012 Summary of Material Modification and, unless 
otherwise noted, are effective March 1, 2012. 

DENTAL CARE BENEFITS (pages 66-66a of Plan/SPD).  Effective January 1, 2012, 
eligible active employees, non-Medicare retirees, and Medicare retirees may elect dental benefits 
provided through Willamette Dental Insurance, Inc.  Willamette Dental provides enrollees with a 
separate booklet describing the benefits and processes claims and appeals for those benefits.   

BENEFIT PAYMENT AND CLAIM AND APPEAL PROCEDURES 
(pages 118-133g of Plan/SPD) 

Participant may submit a benefit claim up to 180 days after receiving an EOB.  The 
period during which a participant may file a legal benefit claim is now 180 days (not 90 days) 
after the participant receives the explanation of benefits (also known as an “EOB”) or other 
notice of action on a provider-submitted bill. 

 
Participant may file a benefit claim in the event of a rescission.  A participant may file a 

legal benefit claim in the event his or her Plan coverage is rescinded, regardless of whether the 
rescission has an adverse effect on any particular benefit at that time.  A “rescission” generally is 
a cancellation or discontinuation of Plan coverage that has a retroactive effect and is not due to a 
failure to timely pay required contributions.  A legal benefit claim concerning rescission must be 
submitted to the Trust Administration Office no later than 180 days after notice of the rescission. 

 
Claims for non-insured benefits are to be submitted to the Trust Administration Office.  

Active and retired participants’ legal benefit claims for the Trust-paid (non-insured) medical, 
prescription, vision, dental, hearing aid, Medicare supplement, and weekly disability income 
benefits must be submitted to: 
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AGC-International Union of Operating Engineers Local 701  
Health and Welfare Trust Fund 
P.O. Box 34687 
Seattle, Washington  98124-1687 
 
Claim denial notices include additional information.  If a claim is denied at the Plan’s 

first or second level of review, the denial notice will be in a culturally and linguistically 
appropriate manner (consistent with applicable regulations) and will include the following 
information (in addition to the notice contents described in the March 2010 Plan/SPD): 

– Information sufficient to identify the claim involved, including the date of service, the 
health care provider, and the claim amount (if applicable). 

– A statement describing the availability, upon request, of the diagnosis and treatment 
codes and their corresponding meanings. 

– A description of the Plan’s standard, if any, used in denying the claim. 

– The applicable denial code and its corresponding meaning. 

– A discussion of the decision (if at second level of review). 

– A description of available internal and external review processes, including 
information regarding how to initiate a request for review. 

– A statement regarding voluntary alternative dispute resolution options. 

– The availability and contact information of any applicable office of health insurance 
assistance or ombudsman established to assist individuals with the internal and 
external review process. 

Plan’s second level of review is optional and its process is changed in certain respects. 
The Plan’s second level of review is now optional.  If a participant elects to appeal a denied 
claim, he or she may review the claim file and present evidence and testimony relating to the 
claim.  If the Board of Trustees considered, relied upon, or generated any new or additional 
evidence in connection with the claim or would base its final decision on a new or additional 
rationale, the Plan will provide such evidence or rationale to the claimant, free of charge, as soon 
as possible and sufficiently in advance of the due date for final notice of the decision to give the 
claimant a reasonable opportunity to respond.   

 
External review is available for some denied claims.  A denied claim is eligible for 

external review by an independent third party if it involves medical judgment (including, but not 
limited to, a denial based on the Plan’s requirements for medical necessity, appropriateness, 
health care setting, level of care or effectiveness or its determination that a treatment is 
experimental or investigational) or rescission of coverage (regardless of whether the rescission 
has any effect on any particular benefit at the time).  A claim denial that relates to a participant’s 
(or his or her dependent’s) failure to meet the Plan’s eligibility requirements is not eligible for an 
external review.  
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A participant may request an external review of a denied claim after either the Plan’s first 
level of review or its optional second level of review.  If an external review is requested after the 
Plan’s first level of review, the participant is deemed to have completed the Plan’s internal 
review process and waives any right to appeal that denial under the Plan’s optional second level 
of review.  A participant must request an external review within four months after the date he or 
she received the Plan’s notice of decision.   

 
Within five business days after the date the Plan receives an external review request, the 

Plan will complete a preliminary review to determine whether: 

– The claimant is or was covered under the Plan at the time the health care item or 
service was requested or provided; 

– The benefit denial does not relate to the claimant’s failure to meet the Plan’s 
eligibility requirements; 

– The claimant completed the Plan’s internal claims process (unless not required to do 
so under applicable regulations); and 

– The claimant has provided all the information and forms required to process an 
external review. 

Within one business day after completing the preliminary review, the Plan will provide the 
claimant with written notification.  If the request is complete but not eligible for external review, 
the notification will include the reasons for the ineligibility and contact information for the 
Employee Benefits Security Administration. If the request is not complete, the notification will 
describe the information or materials needed to complete the request, and the claimant will need 
to perfect the request by submitting the additional information or materials within the initial four-
month request period or the 48-hour period following receipt of the notification, whichever is 
later. 
 

If the Plan determines the claim is eligible for external review, the claim will be assigned 
to one of the accredited Independent Review Organizations (“IRO”) with which the Plan 
contracts.  Assignments are made among the IROs on a rotating or other random basis, and the 
IRO is not eligible for any financial incentives from the Plan based on the likelihood it will 
support the Plan’s denial of benefits. Within five business days after the claim is assigned to an 
IRO, the Plan will provide the IRO with any documents and information the Plan considered in 
making the benefits denial.  
 

The IRO will notify the claimant in writing whether the request has been accepted for 
external review. Within ten business days following receipt of the notice, the claimant may 
submit additional information, in writing, to the IRO for it to consider when conducting the 
external review. The IRO will forward to the Plan any additional information the claimant 
submits concerning the claim, and the Plan may, but is not required to, reconsider its benefits 
denial in light of that information. 
 

The IRO will review all of the information and documents concerning the claim that it 
timely receives. The IRO will review the claim de novo and will not be bound by any decisions 
or conclusions reached under the Plan’s internal review process.  In addition, the IRO will 
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consider the following items, to the extent they are available and the IRO considers them 
appropriate: 

– The claimant’s medical records. 

– The recommendation of the claimant’s attending health care professional. 

– Reports from appropriate health care professionals and other documents submitted by 
the claimant, his or her treating provider, or the Plan or insurer. 

– The terms of the Plan, unless the terms are inconsistent with applicable law. 

– Appropriate practice guidelines, which must include applicable evidence-based 
standards and may include any other practice guidelines developed by the Federal 
government, national or professional medical societies, boards, and associations. 

– Any applicable clinical review criteria developed and used by the Plan, unless 
inconsistent with the terms of the Plan or applicable law. 

– The opinion of the IRO’s clinical reviewer or reviewers.  
 
The IRO must provide the claimant and the Plan with written notice of the final external 

review decision within 45 days after the IRO receives the request for external review.  The notice 
will contain the following information: 

– A general description of the reason for the request for external review, including 
information sufficient to identify the claim; 

– The date the IRO received the assignment to conduct the external review, and the date 
of the IRO’s decision; 

– References to the evidence or documentation the IRO considered in reaching its 
decision, including the specific coverage provisions and evidence-based standards it 
relied on; 

– A discussion of the principal reason or reasons for the IRO’s decision, including the 
rationale for its decision and any evidence-based standards it relied on; 

– A statement that the determination is binding, except to the extent that other remedies 
may be available to you or the Plan under state or federal law; 

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

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

If the IRO’s decision is to reverse the Plan’s benefits denial, the Plan must immediately provide 
coverage or payment for the claim. 

 
A participant may request an expedited external review in the following circumstances: 

– The claimant received an initial benefit denial (i.e., at the Plan’s first level of review) 
and filed a request for an expedited review under the Plan’s appeals procedures (i.e., 
optional second level of review) but the claim involves a medical condition where the 
timeframe for completing an expedited appeal under the Plan’s procedures would 
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seriously jeopardize the claimant’s life or health or would jeopardize his or her ability 
to regain maximum function; or 

– The claimant received a final benefit denial from the Plan and either (a) has a medical 
condition where the timeframe for completing a standard external review would 
seriously jeopardize the claimant’s life or health or would jeopardize his or her ability 
to regain maximum function, or (b) the denial concerns an admission, availability of 
care, continued stay, or health care item or service for which the claimant received 
emergency services, but has not been discharged from a facility. 

The process and rules described above apply to an expedited external review, subject to the 
following: 

– The Plan’s preliminary review of whether the request meets the reviewability 
requirements will be conducted immediately upon receiving a request for expedited 
external review, and the Plan will immediately send the claimant a notice concerning 
its eligibility determination.  

– The Plan will provide or transmit all documents and information it considered in its 
benefits denial to the assigned IRO electronically, by telephone or facsimile, or any 
other available expeditious method. 

– The IRO must provide notice of its final decision as expeditiously as the claimant’s 
medical condition or circumstances require, but in no event more than 72 hours after 
receiving the request for expedited external review. If the notice is not in writing, the 
IRO must provide the claimant and the Plan with written confirmation of the decision 
within 48 hours after providing that notice. 

The health insurance issuers for the Plan’s alternative medical and dental benefit plans 
(Kaiser Permanente, Secure Horizons, and Willamette Dental) are responsible for providing an 
external review process for those plans that complies with applicable law. 

 
Optional arbitration is available after the Plan’s first or second level of review.  

Optional arbitration is now available after either the Plan’s first level of review or second level of 
review of a denied claim.  If a participant chooses optional arbitration, he or she waives any right 
to an external review of the claim denial by an IRO and waives any right to judicial review of the 
arbitrator’s decision.  If a participant chooses optional arbitration after a claim is denied at the 
Plan’s first level of review, he or she also waives any right to appeal the denial using the Plan’s 
optional second level of review. 

 
TRUST-SUBSIDIZED BENEFITS FOR SOME MEDICARE ELIGIBLE 

RETIREES (pages 89-89a).  Effective January 1, 2013, the Trust does not subsidize coverage 
for any retiree whose date of retirement was on or after January 1, 2001. 
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IMPORTANT PLAN INFORMATION—BOARD OF TRUSTEES (pages 145-146 
of Plan/SPD) 

Employer Trustees Employee Trustees 

Dave Alexander 
Secretary of Board of Trustees 
Lakeside Industries 
4850 NW Front Avenue 
Portland, OR 97210 

Mark Holliday 
Chairman of Board of Trustees 
IUOE Local 701 
555 East First Street 
Gladstone, OR 97027 

Joe Correy 
Goodfellow Bros., Inc. 
6135 NE 80th Ave., Suite A3 
Portland, OR  97218 
 
 

Nelda Wilson 
IUOE Local 701 
555 East First Street 
Gladstone, OR 97027 
 

Tony Steelman 
Campbell Crane & Rigging 
Service 
8001 NE 14th Place 
Portland, OR 97211 

Darren Glebe
IUOE Local 701 
555 East First Street 
Gladstone, OR 97027 

 
James M. Wright 
LTM, Inc. 
2594 E Barnett, Suite G 
Medford, OR 97504 

 
Boe Ellis 
IUOE Local 701 
555 East First Street 
Gladstone, OR 97027 

 
We are distributing this Summary of Material Modifications (“SMM”) to outline changes 

to the Plan. This SMM is only intended to provide an overview of the material changes made to 
the Plan.  The terms of the Plan are governed by the Plan document.   

 
This notice along with your March 2010 Plan/SPD booklet, the SMM dated 

January 27, 2012, the 2012 Willamette Dental Group Open Enrollment Notification, the June 
17, 2011 Change in Prescription Drug Benefit Manager Notice, and the SMM dated 
February 17, 2011 (and, for participants in the alternate insured medical programs, the 
booklet describing that program’s benefits) comprise the current Summary Plan Description.  
A copy of the March 2010, Plan/SPD and amendments thereto are available by written request to 
the Trust Administration office at the above address. 

 
Please contact the Trust Administration Office if you have any questions at (503) 657-9740 

or (866) 697-5750. 
 
 

BOARD OF TRUSTEES 
AGC-International Union of Operating Engineers Local 701 Health and Welfare Trust 
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