
























































































































ACRA-LOCAL	725	HEALTH	AND	WELFARE	PLAN	
	

SUMMARY	OF	MATERIAL	MODIFICATION	
	
This	 notice	 is	 a	 Summary	 of	 Material	 Modifications	 (“Summary”	 or	 “SMM”),	 as	 required	 by	
Section	104(b)	of	the	Employee	Retirement	Income	Security	Act	of	1974,	as	amended	(“ERISA”),	
and	is	intended	to	notify	you	of	an	important	change	that	has	been	made	to	the	ACRA	Local	725	
Health	and	Welfare	Plan	(“Plan”).		You	should	take	the	time	to	read	this	Summary	carefully,	and	
should	keep	it	with	your	Summary	Plan	Description	booklet	(“SPD”)	for	future	reference.		
	
Please	note	that	in	the	event	of	any	conflict	between	this	Summary,	the	SPD	and	the	Plan,	the	
terms	of	the	Plan	Document	will	govern,	unless	expressly	stated	to	the	contrary	herein.	If	you	
have	any	questions	about	these	changes	and/or	any	other	information	provided	herein,	please	
call	the	Plan’s	Administrative	Manager,	NEBA,	Inc.,	at	(954)	266-6322	or	(800)	842-5899.	
	

NEW	COINSURANCE	PERCENTAGE	
	
The	Board	of	Trustees	have	made	an	important	 improvement	to	the	Health	and	Welfare	Plan	
effective	 for	 claims	 for	 services	 incurred	 on	 or	 after	 January	 1,	 2018	 by	 changing	 the	
coinsurance	 percentage.	 	 The	 coinsurance	 percentage	 is	 the	 amount	 of	 a	 covered	 claim	 that	
you	must	pay	after	satisfying	the	deductible.		For	in-network	claims	incurred	on	or	after	January	
1,	 2018,	 the	 amount	 of	 the	 allowed	 expense	 that	 you	 must	 pay	 on	 an	 in-network	 claim	 is	
reduced	to	20%	from	the	current	30%,	and	is	reduced	to	40%	of	the	allowed	expense	from	the	
prior	50%	for	services	received	out-of-network	after	your	deductible.	When	these	rates	are	in	
effect,	 the	 Plan	 will	 pay	 80%	 of	 the	 covered	 expense	 for	 your	 in-network	 claim	 after	 the	
deductible,	 and	 you	would	 pay	 20%	of	 the	 claim	up	 to	 the	 existing	 out-of-pocket	maximum.		
Alternatively,	 the	Plan	would	pay	60%	of	 the	 allowed	expense	 for	 your	out-of-network	 claim	
after	the	deductible,	and	you	would	pay	40%	of	the	claim.		There	is	not	a	cap	or	maximum	on	
the	coinsurance	for	out-of-network	claims.		This	change	applies	to	all	medical	claims	subject	to	
coinsurance.	 	 Claims	 with	 specific	 co-pays	 and	 separately	 identified	 coverage	 levels	 are	 not	
affected	by	this	change.	
	
These	rates	will	remain	in	effect	after	January	1,	2018	until	further	notice.		Please	note	that	the	
Board	 of	 Trustees	 will	 review	 fund	 reserves	 each	 year	 starting	 in	 September	 2018,	 and	 if	
reserves	are	projected	 to	 fall	below	three	 (3)	months	 (after	deducting	 for	extended	eligibility	
and	incurred-but-not-reported	claims)	or	16	months	of	total	reserves	during	a	subsequent	year,	
a	change	to	coinsurance	percentages	will	be	considered.		Local	725	will	meet	with	its	members	
if	 a	 change	 in	 coinsurance	 percentages	 is	 being	 contemplated	 to	 allow	 the	 membership	 to	
consider	 changes	 to	 the	 wage	 allocation	 to	 Health	 and	Welfare	 to	 help	maintain	 or	 restore	
reserve	levels,	subject	to	Trustee	approval.		You	will	be	notified	if	there	is	a	subsequent	change	
in	the	coinsurance	rates.			
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NOTICE OF MATERIAL MODIFICATIONS 

to the 

ACRA LOCAL 725  

HEALTH AND WELFARE PLAN 
 

Date:  October 24, 2014 

To:  All Plan Participants, Beneficiaries and Dependents 

From:  Board of Trustees 

Re:  Health and Welfare Plan Changes 

 

 

This notice is a Summary of Material Modifications (“Summary” or 

“SMM”), as required by Section 104(b) of the Employee Retirement 

Income Security Act of 1974, as amended (“ERISA”), and is 

intended to notify you of several important changes that have 

been made to the ACRA Local 725 Health and Welfare Plan 

(“Plan”).  

 

You should take the time to read this Summary carefully, and 

should keep it with your Summary Plan Description booklet (“SPD”) 

for future reference.  

 

Please note that in the event of any conflict between this 

Summary, the SPD and the Plan, the terms of the Plan Document 

will govern, unless expressly stated to the contrary herein. If you 

have any questions about these changes and/or any other 
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information provided herein, please call the Plan’s Administrative 

Manager, NEBA, Inc., at (954) 266-6322 or (800) 842-5899. 
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LOSS OF GRANDFATHERED STATUS 

 

Please be advised that due to the ever increasing costs of providing healthcare 

coverage, and trying to match expenses with income, the Trustees adopted 

certain changes described below. As a result, the Plan will no longer be 

considered a “grandfathered health plan” under the Patient Protection and 

Affordable Care Act (the Affordable Care Act). Consequently, the changes 

included below shall become effective as of January 1, 2015, the beginning of 

the next Plan Year following this Summary.  
 

As a non-grandfathered health plan, the Plan must include certain consumer 

protections of the Affordable Care Act that do not apply to grandfathered 

plans, for example, the requirement for the provision of preventive health 

services without any cost sharing. These consumer protections are in addition to 

other consumer protections in the Affordable Care Act with which even 

grandfathered health plans must comply. It is the intention of the Board of 

Trustees for the Plan to be compliant with the Affordable Care Act at all times. 
 

Please note that the Board of Trustees will shortly be amending the Plan 

Document and will be issuing a new SPD to assist you in your understanding 

each of these changes. 

 

MEDICAL CARE BENEFITS 

 

 In-network preventive care services and immunizations will be covered at 

100% with no copayments in accordance with the preventive care 

guidelines.  These services include, but are not limited to annual physical 

examinations for all members (adults and children) plus lab work, annual 

gynecological examinations for women plus lab work, mammograms for 

women age 40 and above, pap smears for women age 21 and above, 

colonoscopies or sigmoidoscopies every 5 years for adults age 50 and 

above, and PSA tests annually for men age 40 and above. You can find 

additional preventive care information at: 

 

https://www.healthcare.gov/preventative-care-benefits/ 
 

 Coverage for in-network care will be provided for "routine patient costs" 

provided to "qualified individuals" in an "approved clinical trial”, subject to 

the deductible and coinsurance.  An “approved clinical trial” is defined 

as a Phase I, II, III or IV clinical trial for the prevention, detection or 

treatment of cancer or other life-threatening condition or disease 

including federally funded trials, trials conducted under an investigational 

new drug application reviewed by the FDA or drug trials exempt from 

having an investigational new drug application. A “qualified individual” is 
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someone who is eligible to participate in an “approved clinical trial” and 

either the individual’s doctor has concluded that participation is 

appropriate or the participant provides medical and scientific information 

establishing that their participation is appropriate. “Routine patient costs” 

include all items and services consistent with the coverage provided in 

the plan that is typically covered for a qualified individual who is not 

enrolled in a clinical trial, subject to certain limitations and exclusions. 

 

 The calendar year deductible will increase from $300 per individual with 

no more than $900 per family, to $500 per individual with no more than 

$1,500 per family. 

 

 The coinsurance percentage for in-network services will be reduced from 

80% of allowed expenses to 70% of allowed expenses.  The coinsurance 

percentage for out-of-network services will be reduced from 60% of 

allowed expenses to 50% of allowed expenses. 

 

 The in-network out-of-pocket maximum is changing in both definition and 

dollar amount.  The individual in-network out-of-pocket maximum will 

increase from $2,000 to $4,500.  Further, there will now be a family out-of-

pocket maximum of $9,000.  Prior to this change, the in-network out-of-

pocket maximum did not include the calendar year deductible and co-

payments.  Now, the in-network out-of-pocket maximum includes all 

deductibles, coinsurance and copayments including medical and 

prescription drug copayments.  There is still no out-of-pocket maximum for 

out-of-network claims. 

 

 The co-payment applicable to PPO Family Physicians will increase from 

$35 to $45. 

 

 The Emergency Room Per Visit Deductible will increase from $100 to $300.  

 

 The coinsurance percentage for out-of-network emergency room 

allowed expenses will increase from 60% to 80%. 
 

PRESCRIPTION DRUG BENEFITS 

 

 The co-payments for prescriptions dispensed at a retail pharmacy will 

increase from: (a) $8 to $15 for generic drugs; (b) $25 to $35 for preferred 

brand drugs; and (c) $40 to $65 for non-preferred brand drugs. 

 

 The co-payments for prescriptions dispensed at a mail order pharmacy will 

increase from: (a) $16 to $30 for generic drugs; (b) $50 to $70 for preferred 

brand drugs; and (c) $80 to $130 for non-preferred brand drugs. 
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EXTERNAL APPEALS PROCESS 

 

Previously, if your claim was denied and you appealed to the Board of Trustees 

and your appeal was denied, there was no further appeal.  

 

Effective January 1, 2015, if your claim is denied and you appeal to the Board of 

Trustees and your appeal is denied, you can seek review by an Independent 

Review Organization (“IRO”) if your claim involved medical judgement or a 

rescission of coverage. There is no charge for you to initiate this review and it will 

not affect your rights to any other benefits under the Plan. 

 

 If your appeal involves an ongoing course of treatment, the Plan will 

continue to provide coverage while your appeal is pending. 

 

 If the Trustees deny your appeal, you may, within four (4) months of the 

date you were notified of the denied appeal, make a written request for 

an external review of your claim by an IRO. Within five (5) days of your 

request, the Plan will review your request to determine whether it is eligible 

for external review. Plan decisions to deny coverage for care based on 

medical necessity, appropriateness, health care setting, level of care, 

effectiveness of a covered benefit or a determination that a particular 

type of treatment is experimental or investigational are eligible for external 

review. A decision to rescind coverage may be eligible for external 

review. Your claim may not be eligible for review if you have not 

exhausted your internal appeal or your claim involves a determination 

that you did not meet the Plan’s eligibility requirements or sought a 

benefit that was not covered by the Plan. The Plan will inform you of any 

issues with your request within one (1) day of completing its review. If your 

request is eligible for review, but incomplete, you will be informed what 

information is required to complete the request and you will be given the 

longer of forty-eight (48) hours or the remainder of the four (4) month filing 

period to correct the deficiency. 

 

 If you request external review, your claim will be submitted to an 

accredited IRO together with any documents and any information that 

the Plan and Trustees relied upon in considering your claim and internal 

appeal. The IRO will notify you when it has received your claim, and you 

will be provided ten (10) days to submit any additional information in 

support of your appeal.  
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If you submit new information, the IRO will share that information with the 

Plan, which may reconsider your internal appeal. If the Plan reverses its 

adverse determination, it will provide written notice of its decision to you and 

the IRO within one (1) business day after making that decision, and upon 

receipt the IRO will terminate the external review. 

 

 The IRO will make independent medical and legal decisions concerning 

your claim. The IRO will issue its decision within forty-five (45) days of 

receiving your claim for review. If the IRO decides that the Plan must 

provide additional benefits, the Plan will carry out the decision. If the IRO 

determines that the internal appeal was correctly decided, and you 

disagree with that decision, you may bring legal action against the Plan 

within one (1) year of the IRO’s decision. 

 

 If your appeal involves (a) a medical condition where the timeframe for 

completion of a standard external review would seriously jeopardize your 

life or health, or ability to regain maximum function and you previously 

requested an expedited appeal to the Trustees, or (b) an admission, 

availability of care, continued stay or health care item or service for which 

you received emergency services, but have not been discharged from a 

facility, you may request expedited external review. The Plan will review 

your request immediately to determine whether it is eligible for external 

review. If it is eligible, your claim will be referred as soon as possible to an 

IRO and you will be informed of the IRO’s decision as expeditiously as 

possible, but in no event more than seventy-two (72) hours after the IRO 

receives the claim for review. If the initial notice is not in writing, you will 

receive written confirmation of the decision within forty-eight (48) hours of 

the initial notice. 
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PLEASE NOTE 

 

This Notice is intended to amend all plan documents, notices and 

correspondence, including, but not limited to, the Summary Plan Description and 

the annual Summary of Benefits and Coverage. 

 

This document is a Summary of Material Modifications ("SMM") intended to notify 

you of important changes made to your plan of benefits. You should take the 

time to read this SMM carefully (and share it with your family) and keep it with 

your copy of the Summary Plan Description (“SPD”). While every effort has been 

made to make this description as complete and as accurate as possible, this 

SMM, of course, cannot contain a full restatement of the terms and provisions of 

the Plan Document. If any conflict should arise between this SMM and the Plan, 

or if any point is not discussed in this SMM or is only partially discussed, the terms 

of the Plan Document will govern in all cases.  

 

The Board of Trustees reserves the right, in its sole and absolute discretion, to 

amend, modify, terminate or interpret and decide all matters under the Plan, or 

any benefits provided under the Plan, in whole or in part, at any time and for 

any reason. 
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NOTICE OF MATERIAL MODIFICATIONS 

to the 

ACRA-LOCAL 725  

HEALTH AND WELFARE PLAN 
 

Date:  November 6, 2013 

To:  All Plan Participants, Beneficiaries and Dependents 

From:  Board of Trustees 

Re:  Health and Welfare Plan Changes 

 

 

This notice is a Summary of Material Modifications (“Summary”), as 

required by Section 104(b) of the Employee Retirement Income 

Security Act of 1974, as amended (“ERISA”), and is intended to 

notify you of several important changes that have been made to 

the ACRA-Local 725 Health and Welfare Plan (“Plan”).  

 

You should take the time to read this Summary carefully, and 

should keep it with your Summary Plan Description booklet (“SPD”) 

for future reference.  

 

Please note that in the event of any conflict between this 

Summary, the SPD and the Plan, the terms of the Plan will govern. If 

you have any questions about these changes and/or any other 

information provided herein, please call the Plan’s Administrative 

Manager, NEBA, Inc., at (954) 266-6322 or (800) 842-5899. 
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Chief Operations Officer 
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MANAGER: 
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2010 N.W. 150th Ave  
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Pembroke Pines, FL 33028 

800.842.5899 (Toll Free) 
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954.266.2079 (Fax) 

www.nebainc.com 
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To ensure the Plan’s compliance with requirements of the Patient Protection and 

Affordable Care Act (the “Affordable Care Act”), please be advised that the 

Board of Trustees have made the following changes to your benefit plan: 

 

 

1. Pre-Existing Conditions. 

Effective as of January 1, 2014, the 12 month exclusionary period for pre-existing 

conditions will no longer apply. 

 

2. Prescription Drugs. 

Effective as of January 1, 2014, the annual limitation on prescription drugs will no 

longer apply. 

 

3. Low Protein Foods. 

Effective as of January 1, 2014, the annual limitation on low-protein foods will no 

longer apply. 

 

4. Coverage of Employed Adult Children. 

Effective as of January 1, 2014, plan participant’s adult children shall not be 

denied coverage under the Plan based solely upon the availability of other 

health care coverage to them through their employment. 

 

5. Wellness Benefits. 

Effective as of January 1, 2013, the six hundred ($600.00) annual limit on wellness 

benefits for adults (individuals who have attained age 17 and older), will no 

longer apply. 
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Note that the Plan is jointly administered by a Board of Trustees comprised of the 

following eight (8) individuals, four (4) Employer Trustees appointed by the 

contractors association, and four (4) Union Trustees appointed by the union: 

 

 

EMPLOYER TRUSTEES   UNION TRUSTEES 

 

EDUARDO LLOSENT    KENNETH E. SCOTT, JR. 

Airtech Air Conditioning, Inc.  United Association Local Union No. 725 

7805 N.W. 55 Street   13185 N.W. 45th Avenue 

Miami, Florida  33166   Opa Locka, Florida  33054 

 

MARK KERNEY    JAMES E. TAYLOR 

Hill York Service Corporation  United Association Local Union No. 725 

2125 S. Andrews Avenue   13185 N.W. 45th Avenue 

Fort Lauderdale, Florida 33316  Opa Locka, Florida  33054 

 

L. WADE HELMS    RICHARD J. FOLKMAN 

EDD Helms Air Conditioning, Inc. United Association Local Union No. 725 

17850 N.E. 5 Avenue   13185 N.W. 45th Avenue 

Miami, Florida  33162   Opa Locka, Florida  33054 

 

JULIE DIETRICH    RALPH MARINELLO 

Air Conditioning, Refrigeration,  United Association Local Union No. 725 

Heating & Piping Association, Inc. 13185 N.W. 45th Avenue 

160 W. Camino Real, #132  Opa Locka, Florida  33054 

Boca Raton, Florida  33432 

 

 

The Plan’s Agent for Service of Legal Process, and Administrative Manager is: 

 

National Employee Benefit Administrators, Inc. 

2010 N.W. 150th Avenue 

Suite 100 

Pembroke Pines, Florida  33028 
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The Plan’s Consultant is: 

 

Horizon Actuarial Services, L.L.C. 

900 Ashwood Parkway 

Suite 170 

Atlanta, Georgia  30338 

 

The Plan’s Auditor is: 

 

S I Gordon & Company, P.A. 

11555 Heron Bay Boulevard 

Suite 200 

Coral Springs, Florida  33076 

 

The Plan’s Legal Counsel is: 

 

Richard M. Weiner, P.A. 

7479 N.W. 4th Street 

Plantation, Florida  33317 

 

All claims for medical and prescription benefits should be submitted to: 

 

Blue Cross Blue Shield of Florida 

P.O. Box 1798 

Jacksonville, Florida  32231 

 

All claims for dental benefits should be submitted to: 

 

Delta Dental Insurance Company 

P.O. Box 1809 

Alpharetta, Georgia  30023-1809 
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All claims for transplant benefits should be submitted to: 

 

National Union Fire Insurance Company 

of Pittsburgh, PA, a Chartis Company 

c/o Medical Excess, L.L.C. 

8777 Purdue Road, #330 

Indianapolis, Indiana 46268 

 

All claims for life insurance, accidental death and personal loss coverage 

benefits should be submitted to: 

 

Aetna Life Insurance Company 

P.O. Box 14549 

Lexington, Kentucky  40512-4549 

 

All claims for short-term disability benefits should be submitted to: 

 

National Employee Benefit Administrators, Inc. 

2010 N.W. 150th Avenue 

Suite 100 

Pembroke Pines, Florida  33028 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you have any questions regarding the above-referenced provisions or any 

other provisions of the Plan, please call the Plan’s Administrative Manager, 

NEBA, Inc., at (954) 266-6322 or (800) 842-5899. 
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YOUR RIGHTS UNDER THE EMPLOYEE RETIREMENT 

INCOME SECURITY ACT OF 1974 (“ERISA”) 
 

As a Participant in the ACRA-Local 725 Health and Welfare Trust Fund, you are 

entitled to certain rights and protections under the Employee Retirement 

Income Security Act of 1974 (“ERISA”). ERISA provides that all Plan participants 

shall be entitled to: 

 

Receive Information About Your Trust Fund and Benefits 

 

 Examine, without charge, at the Office of the Plan’s Administrative 

Manager and at other specified locations, such as work locations and 

union halls, all documents governing the Plan, including summary plan 

descriptions, collective bargaining agreements, and a copy of the latest 

annual report (Form 5500 series). 

 

 Obtain, upon written request to the Office of the Plan’s Administrative 

Manager, copies of documents governing the operation of the Trust Fund, 

including collective bargaining agreements, and copies of the latest 

annual report (Form 5500 series) and an updated summary plan 

description. The Plan may make a reasonable charge for the copies. 

 

 Receive a summary of the Trust Fund’s annual financial report. The 

Trustees are required by law to furnish each participant with a copy of this 

summary annual report. 

 

Continue Group Trust Fund Coverage 

 

 Continue health coverage for yourself, spouse or dependents if there is a 

loss of coverage under the Trust Fund 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 Trust Fund 

on the rules governing your COBRA Continuation Coverage rights. 

 

 Be provided a certificate of creditable coverage, free of charge, from 

your group health plan or health insurance issuer when you lose coverage 

under the Plan, when you become entitled to elect COBRA Continuation 

Coverage, when your COBRA Continuation Coverage ceases, if you 

request it before losing coverage, or if you request it up to 24 months after 

losing coverage. Without evidence of creditable coverage, you may be 

subject to a preexisting condition exclusion for 12 months (18 months for 

late enrollees) after your enrollment date in your coverage. The Plan does 

not have a pre-existing condition limit. (Note: There are limitations on 
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plans’ imposing a preexisting condition exclusion and such exclusions will 

become prohibited for plan years beginning in 2014 under the Affordable 

Care Act.) 

 

Prudent Actions by Plan Fiduciaries 

 

In addition to creating rights for Trust Fund participants, ERISA imposes duties 

upon the people who are responsible for the operation of the Trust Fund. The 

people who administer the Trust Fund, called “fiduciaries” of the Plan, have a 

duty to do so prudently and in the interest of you and other Trust Fund 

participants and beneficiaries. 

 

No one, including your employer, your union, or any other person, may fire you 

or otherwise discriminate against you in any way to prevent you from obtaining 

a welfare benefit or exercising your rights under ERISA. 

 

Enforce Your Rights 

 

If your claim for a welfare benefit is denied or ignored, in whole or in part, you 

have a right to know why this was done, to obtain copies of documents relating 

to the decision without charge, and to appeal any denial, all within certain time 

schedules. 

 

Under ERISA, there are steps you can take to enforce the above rights. For 

instance, if you request a copy of Plan documents or the latest annual report 

from the Plan and do not receive them within 30 days, you may file suit in a 

federal court. In such a case, the court may require the Plan Administrator to 

provide the materials and pay you up to $110 a day until you receive the 

materials, unless the materials were not sent because of reasons beyond the 

control of the Plan Administrator. 

 

If you have a claim for benefits that is denied or ignored in whole or in part, and 

you have exhausted the claim review and appeal procedures available to you 

under the Trust Fund, you may file suit in a state or federal court. In addition, if 

you disagree with the Trust Fund’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 Trust Fund fiduciaries misuse the Trust Fund’s 

money, or if you are discriminated against for asserting your rights, you may seek 

assistance from the U.S. Department of Labor, or you may file suit in a federal 

court. The court will decide who should pay court costs and legal fees. If you are 

successful, the court may order the person you have sued to pay these costs 

and fees. If you lose, the court may order you to pay these costs and fees, for 

example, if it finds your claim is frivolous. 
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Assistance With Your Questions 

 

If you have any questions about your Trust Fund, you should contact the 

Administrative Office. If you have any questions about this statement or about 

your rights under ERISA, or if you need assistance in obtaining documents from 

the Administrative Office, you should contact the nearest Office of the 

Employee Benefits Security Administration, U.S. Department of Labor, listed in 

your telephone directory, or: 

 

Division of Technical Assistance and Inquiries 

Employee Benefits Security Administration 

U.S. Department of Labor 

200 Constitution Avenue, N.W., Suite N-5623 

Washington D.C, 20210. 

Telephone: (202) 693-8680 

 

The nearest office of the Employee Benefits Security Administration is located at: 

 

Miami District Office 

8040 Peters Road 

Building H, Suite 104 

Plantation, Florida 33324 

Telephone: (954) 424.4022 

 

You may also obtain certain publications about your rights and responsibilities 

under ERISA by calling the publications hotline of the Employee Benefits Security 

Administration. 

 

The Employer Identification Number (“EIN”) issued to the Plan by the Internal 

Revenue Service is 59-6150964, and that the Plan Number is 501. 

 

Please note that the Plan Year ends as of each December 31st. 
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GRANDFATHERED HEALTH PLAN NOTICE 
 

The Board of Trustees of the ACRA-Local 725 Health and Welfare Plan believes 

that this Plan is a “grandfathered health plan” under the Patient Protection and 

Affordable Care Act (the “Affordable Care Act”).  

 

As permitted by the Affordable Care Act, a grandfathered health plan can 

preserve certain basic health coverage that was already in effect when that 

law was enacted. Being a grandfathered health plan means that your plan may 

not include certain consumer protections of the Affordable Care Act that apply 

to other plans, for example, the requirement for the provision of preventative 

health services without any cost sharing. However, grandfathered health plans 

must comply with certain other consumer protections in the Affordable Care 

Act, for example the elimination of lifetime limits on essential benefits.  

 

Questions regarding which protections apply and which protections do not 

apply to a grandfathered health plan and what might cause a plan to change 

from grandfathered health plan status can be directed to the Plan’s 

administrative manager at the number above. You may also contact the 

Employee Benefits Security Administration, U.S. Department of Labor at 1-866-

444-3272 or www.dol.gov/ebsa/healthreform. This website has a table 

summarizing which protections do and do not apply to grandfathered health 

plans. 

 

 

http://www.dol.gov/ebsa/healthreform
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