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INTRODUCTION 
 

This Guide to Your Benefits explains the benefits provided through the Employers Managed 
Health Care Trust Fund. The booklet, along with the enclosed Evidence of Coverage, is technically 
known as a Summary Plan Description. Together, these materials provide an overview in 
simple language of the most important provisions and the most common situations associated 
with your benefits. 
 
You’ll be sent written updates from time to time as changes are made. Please read these 
announcements and keep them with your other Plan materials. You are welcome to read the 
official documents that govern your Plan by contacting the Plan Administrative Office. 
 
Refer to your Evidence of Coverage for other details you need to know (such as your Plan name 
and copayment amounts and maximums). If you have questions, contact the Plan 
Administrative Office at the numbers shown below. When calling, you’ll be asked for the name 
of your Plan (printed on the cover of the enclosed Evidence of Coverage) and your Social Security 
Number.  The Evidence of Coverage is the binding document between the Health Plan and its 
members. 
 
A Health Plan physician must determine that the services and supplies are medically necessary 
to prevent, diagnose or treat your medical condition. The services and supplies must be 
provided, prescribed and authorized, or directed by a Health Plan physician. You must receive 
the services and supplies at a Health Plan facility inside the service area, except where 
specifically noted to the contrary in the Evidence of Coverage. 

 
Questions? 

If you have questions about the Plan or your eligibility for benefits, contact: 
 
Employers Managed Health Care Trust Fund 
Plan Administrative Office 
 
Mailing Address 

P.O. Box 757, Pleasanton, CA 94566 
 
Office Address 

1181 Quarry Lane, Suite 400, Pleasanton, CA 94566 
 
Customer Service Telephone Hours 

9:00 a.m. to 4:30 p.m., Monday – Friday (except holidays) 
(925) 426-3555 or (800) 924-1226 
 
Office Hours 

9:00 a.m. to 4:30 p.m., Monday – Friday (except holidays) 
 
Fax Number  

(925) 426-3565 or (877) 738-3815
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Dear Participating Employees: 
 
The Plan is financed primarily by Employer contributions to the Trust Fund. The Plan is 
administered by the Board of Trustees of the Employers Managed Health Care Trust Fund. The 
Board consists of Employer appointed Trustees. The Trust offers Medical, Prescription, Vision, 
Dental, Orthodontic, Chiropractic, Life, and Accidental Death and Dismemberment benefits. 
Your specific benefit package is based on what your Employer has determined to offer. 
 
ONLY THE PLAN ADMINISTRATIVE OFFICE, DMC INSURANCE ADMINISTRATORS, INC., REPRESENTS 

THE BOARD OF TRUSTEES IN ADMINISTERING THE PLAN AND PROVIDING INFORMATION ABOUT 

THE AMOUNT OF BENEFITS, ELIGIBILITY AND OTHER PROVISIONS OF THE PLAN. NO EMPLOYER OR 

REPRESENTATIVE OF ANY OTHER ORGANIZATION EXCEPT THE PLAN ADMINISTRATIVE OFFICE IS 

AUTHORIZED TO GIVE INFORMATION, INTERPRET THE PLAN, OR COMMIT THE BOARD OF 

TRUSTEES ON ANY MATTER. AS A CONVENIENCE TO YOU, THE PLAN ADMINISTRATIVE OFFICE WILL 

PROVIDE ORAL ANSWERS ON AN INFORMAL BASIS REGARDING COVERAGE. HOWEVER, NO SUCH 

ORAL COMMUNICATION IS BINDING ON THE BOARD OF TRUSTEES. IN ALL CASES, THE TERMS OF 

THE PLAN GOVERN. 
 
From time to time, the Board of Trustees may be required to make changes in the benefit 
provisions of the Plan. You will receive a written notice of any change(s). Please keep this 
booklet and any notices of changes in a safe place. 
 
Your dependents are to be designated on the Enrollment Application included in your 
information packet (applications can also be obtained from the Plan Administrative Office). 
Only persons described in the “Eligible Dependents” section of this summary may be covered 
as dependents. This should be completed and returned to the Plan Administrative Office 
immediately. If you need to add additional dependents or wish to change your life insurance 
beneficiary, a new application must be submitted. THE TRUST FUND REQUIRES THAT 
EACH COVERED EMPLOYEE HAVE A CURRENT ENROLLMENT APPLICATION ON 
FILE BEFORE ELIGIBILITY CAN BE PROCESSED. If you do not have an Enrollment 
Application on file or if a claim is submitted for a dependent not listed on the application, 
your claim may not be covered.  
 
The Trust Fund provides benefits through independent insurance companies that are chosen by 
the Board of Trustees: Medical, Prescription, Vision, Dental, Orthodontic, Life, Accidental Death 
and Dismemberment benefits are all insured. 
 
This Summary Plan Description is intended to cover all plans.  Please refer to your Employer 
for your specific benefit plan. 
 
Important Notice Regarding Eligibility: Your eligibility for benefits under the Plan depends on 
the continued receipt of Employer contributions on your behalf. If your Employer stops making 
contributions to the Plan, your eligibility for benefits will end in accordance with Trust Fund 
rules (See Employee Eligibility Rules on page 2). 
 
If you have questions about your Plan, please contact the Plan Administrative Office at (925) 
426-3555 or (800) 924-1226. 
 
Sincerely, 

The Board of Trustees



 

iii 

TABLE OF CONTENTS 
 
 
Plan Administrator 1  
   
Eligibility Verification 1  
   
Schedule of Benefits for Active Employees and Dependents 1  

   
Enrollment 2  
   
Employee Eligibility Rules 2  

   
Dependent Eligibility Rules 3  

   
Continued Health Plan Coverage Statement of  “COBRA” Self-Pay Rights 5 

 
 

 

 
 
 
 
 
 
 

  
Extended Coverage Under the Family Medical Leave Act 8  

   
Certificate of Coverage 9  

   
Maternity Notice 9  
   
Women’s Health and Cancer Rights Act  9  

   
Coordination of Benefits 9  
   
Right of Recovery 10  

   
Right of Recovery Against Third Parties 10  

   
Definitions 10  
   
Appeals Procedure When Claims are Denied 11  

   
Additional Information 12  
   
Foreign Language Notice 14  

   
Aviso En Español 14  

   
Retirees 14  



 

1 

PLAN ADMINISTRATOR 
 
The Plan is administered by the Employers Managed Health Care Trust Fund Board of Trustees, 
which contracts with DMC Insurance Administrators, Inc. for administrative services. If you 
need further information or assistance, contact the Plan Administrative Office: 
 

Employers Managed Health Care Trust Fund 
P.O. Box 757 

Pleasanton, CA 94566 
Phone: (925) 426-3555 or (800) 924-1226 

 
 

ELIGIBILITY VERIFICATION 
 
ONLY THE PLAN ADMINISTRATIVE OFFICE CAN VERIFY ELIGIBILITY. A statement of 
eligibility furnished by an Employer or other source will not be honored if in error. FOR 
ELIGIBILITY VERIFICATION, PHONE (925) 426-3555 or (800) 924-1226. 
 

DEFINITIONS 
 
PLEASE NOTE: Words or groups of words in bold lettering enclosed by quotation marks are 
defined under the DEFINITIONS section on page 11. 
 

GENDER 
 
The terms “he” or “his” as used in this booklet are also understood to mean “she” or “hers.” 

 
SCHEDULE OF BENEFITS FOR ACTIVE EMPLOYEES AND DEPENDENTS 

 
Attached is a brief summary of Plan benefits in accordance to what your Employer has 
determined to offer. Please refer to the health care providers’ Evidence of Coverage for detailed 
benefit information. 
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ENROLLMENT 
 
GENERAL INFORMATION 
 

1.  Each covered “employee” must have a current Enrollment Application on file. If you 
have not filled out and returned an Enrollment Application to the Plan Administrative 
Office, you cannot receive any benefits. In addition, you must also have completed the 
applications for the specific providers you have chosen.  An Enrollment Application is 
included in your information packet. Additional Enrollment Applications can be 
obtained from the Plan Administrative Office. 

 
2. You must report any changes in your address or dependents to the Plan Administrative 

Office within thirty (30) days.  
 

3.  A Self-Directed Enrollment is available to plan participants. This allows you the 
option to change your medical and or dental providers at any time during the 
year in accordance with certain guidelines. They are as follows: 

 

 Plan participants can change medical providers one time within a twelve 
(12) month period. 

  

 Plan participants can change dental providers one time within a twelve (12) 
month period. 

 
If your Employer offers more than one provider choice for medical or dental benefits, 
please see your Human Resources Department for more information. 

 
4. The importance of having your current address on file cannot be overstated! It is the 

only way the Board of Trustees can keep you informed of any changes affecting your 
benefits. 

 
EMPLOYEE ELIGIBILITY RULES 

 
INITIAL ELIGIBILITY 
 
Only “employees” of a “participating Employer” are eligible for coverage under the Plan. You 
become eligible for coverage under the Plan on the following date: 
 

If you are an “employee” of a “participating Employer” on the date your Employer begins 
participation in the Employers Managed Health Care Trust Fund, you will become eligible 
for benefits on the first day of the month in which your Employer makes the required 
contribution to the Trust Fund on your behalf. 

If you are hired after your Employer has begun participation in the Trust Fund, you will 
become eligible for benefits on the first day of the month in which your Employer makes 
the required contributions to the Trust Fund on your behalf. 
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CONTINUATION OF ELIGIBILITY FOR ACTIVE EMPLOYEES 
 
Once you have established initial eligibility, you will remain eligible for benefits provided that 
you work the required hours and your Employer makes the required contributions to the Trust 
Fund on your behalf. Eligibility for benefits in any month is contingent upon receipt of the 
required contributions. 
 
TERMINATION OF ELIGIBILITY 
 
Your eligibility for benefits will automatically terminate on the earliest of the following dates: 
 

1. The date on which you enter full-time military service;  
  

2.  The first day of a month in which your Employer fails to make the required contribution 
to the Trust Fund on your behalf; or 

 
3. The date the Plan terminates. 
 

REINSTATEMENT OF ELIGIBILITY 
 
If you become covered under the Plan, lose eligibility and then return to work for a 
“participating Employer” your eligibility date will be the first day of the month in which your 
Employer makes the required contribution to the Trust Fund on your behalf. 
 

 
DEPENDENT ELIGIBILITY RULES 

 
ELIGIBLE DEPENDENTS ARE: 
 

1. Your lawful spouse. 
 

2.  Your children (including stepchildren, legally adopted children, and children for whom 
you or your spouse are the court appointed guardian) less than 26 years of age or for 
whom you must contribute support by court order. 

 
3. Your children age 26 or older, residing with and dependent upon you for support, 

which are incapable of self-support because of mental or physical disability that existed 
prior to reaching age 26. 

 
4. Your registered domestic partner. You and your domestic partner must provide the Plan 

Administrative Office a signed, notarized Declaration of Domestic Partnership certifying 
that (a) neither partner has had a different domestic partner less than six months before 
they signed the Declaration of Domestic Partnership (unless you had a partner who 
died); (b) neither partner is related to the other; (c) you and your domestic partner have 
assumed mutual obligations for the welfare and support of each other; and (d) you and 
your domestic partner live together. If you and your domestic partner are living in a city 
or county providing for such registration, and have registered as Domestic Partners with 
a California city or county or the State of California, you must provide the Plan 
Administrative Office with a copy of the Certificate of Domestic Partnership.   
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The cost of benefits to your domestic partner will be considered taxable income to you if 
your domestic partner does not meet the definition of dependent under the Internal 
Revenue Code.  To prove the dependent status of your domestic partner, submit a copy 
of your personal income tax return annually. 

 
EXCEPTIONS 
 

1. Foster children and children for whom you are not the legal guardian may not be 
eligible as dependents. 

 
2. If both parents are eligible under the Plan as employees, a child may be included as a 

dependent of both. 
 

QUALIFYING EVIDENCE IS REQUIRED 
 
Each provider has its own requirements as to what proof is needed to show an adult child’s 
incapacity. You should check with the Plan Administrative Office to determine the specific 
requirements of your providers. 
 
ENROLLING NEWLY ACQUIRED DEPENDENTS 
 
To enroll newly acquired dependents including a newborn, contact the Plan Administrative 
Office, complete a new Enrollment Application within thirty-one (31) days and supply evidence 
of dependent status as may be required. You must also complete any applications or forms your 
providers require to enroll a new dependent. 
 
TERMINATION OF DEPENDENT ELIGIBILITY 
 
Dependents cease to be eligible on: 
 

1. The day that eligibility for the “employee” ceases; or 
 

2. The date the dependent ceases to be eligible as a dependent as set forth under definition 
of dependent. 

 
For Example: Your child ordinarily will lose eligibility at age 26.  

 
3. See below for COBRA continuation rights. 
 

REMEMBER: IT IS  YOUR RESPONSIBILITY TO NOTIFY THE   PLAN  ADMINISTRATIVE 

OFFICE  WHEN  A  CHANGE  OCCURS  IN  YOUR  FAMILY  WHICH  AFFECTS   THE  

ELIGIBILITY  OF  YOUR  DEPENDENTS. 
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CONTINUED HEALTH PLAN COVERAGE 
STATEMENT OF “COBRA” SELF-PAY RIGHTS 

 
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 
Administrative Office.   
 
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 an 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. 
 
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; or 

 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: 
 

 The parent-employee dies; 

 The parent-employee’s hours of employment are reduced; 

 The parent-employee’s employment ends for any reason; 

 The parents become divorced or legally separated; 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 
Administrative Office has been notified that a qualifying event has occurred.  When the 
qualifying event is the end of employment, reduction of hours of employment or death of the 
employee, the employer must notify the Plan Administrative Office of the qualifying event. 
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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 
Administrative Office within 60 days after your loss of coverage due to the qualifying event.  
You must provide this notice to: 
 
  Employers Managed Health Care Trust Fund 
  DMC Insurance Administrators, Inc. 
  P.O. Box 757  
  Pleasanton, CA 94566 
 
HOW IS COBRA COVERAGE PROVIDED? 
 
Once the Plan Administrative Office 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, 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 8 months before the date on 
which his employment 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 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 Administrative Office 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.  To get this extension you must 
send a copy of the Social Security Award within 60 days from the latest of (1) the date of the 
Social Security Disability Award, (2) the date that the qualified beneficiary loses coverage, or (3) 
the date on which the qualified beneficiary is informed of the obligation to provide the 
disability award, but in no event later than the expiration of the first 18 months of COBRA 
continuation coverage. 
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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. 
 
TERMINATION BEFORE END OF MAXIMUM PERIOD 
 

Continuation coverage will be terminated before the end of the maximum period if: 
 

  • Any required premium is not paid in full on time;  
  • A qualified beneficiary becomes covered, after electing continuation coverage, 

under another group health plan that does not impose any pre-existing condition 
exclusion for a pre-existing condition of the qualified beneficiary; or 

  • A qualified beneficiary becomes entitled to Medicare benefits (under Part A, Part 
B, or both) after electing continuation coverage.  

 
Continuation coverage may also be terminated for any reason the Plan would terminate 
coverage of a participant or beneficiary not receiving continuation coverage (such as fraud). 

 
IF YOU HAVE ANY QUESTIONS 

 
Questions concerning your Plan or your COBRA continuation coverage rights should be 
addressed to the contact or contacts identified below.  For more information about your rights, 
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 Administrative Office 
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 Administrative Office. 
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PLAN CONTACT INFORMATION 
 

The group health plan's official name and address are: 
 
 Employers Managed Health Care Trust Fund 
 DMC Insurance Administrators, Inc. 
 1181 Quarry Lane, Suite 400 
 P.O. Box 757  
 Pleasanton, CA 94566 
 

The Plan's contact person at the foregoing address is: 
 

Name :  Daniel M. Costa, Fund Manager 
Phone :  (925) 426-3555 
      Fax:  (925) 426-3565 
 
SUBJECT TO REVISION 
 
COBRA requirements are subject to change according to federal law. Please direct any 
COBRA eligibility questions to the Plan Administrative Office. 

 
EXTENDED COVERAGE UNDER  

THE FAMILY AND MEDICAL LEAVE ACT 

 
Your Employer must continue to pay for your health coverage during any approved leave 
under the federal Family and Medical Leave Act (FMLA). In general, you may qualify for up to 
12 weeks of unpaid FMLA leave per year if: 
 
 1. Your Employer has at least 50 employees; 
 

2. You worked for the Employer for at least 12 months and for a total of at least 1250 
hours during the most recent 12 months; and 

 
    3.   You require leave for one of the following reasons: 

(a) Birth or placement of a child for adoption or foster care; 

(b) To care for your child, spouse or parent with a serious medical condition; or  

   (c)  Your own serious health condition. Details concerning FMLA leave are  
        available from your Employer. 

 
Requests for FMLA leave must be directed to your Employer; the Plan cannot determine 
whether or not you qualify. If a dispute arises between you and your Employer concerning your 
eligibility for FMLA leave, you may continue your health coverage by making COBRA self 
payments. If the dispute is resolved in your favor, the Plan will obtain the FMLA-required 
contributions from your Employer and will refund the corresponding COBRA payments to you. 
 

If your Employer continues your coverage during an FMLA leave and you fail to return to 
work, you may be required to repay the Employer for all contributions paid to the Plan for your 
coverage during the leave. 
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CERTIFICATE OF COVERAGE 
 
The certificate of former group health plan coverage provides evidence of your health coverage 
under the Employers Managed Health Care Trust Fund. If you become covered under a new 
group health plan that has a waiting period for coverage, excludes coverage for certain medical 
conditions, or has a pre-existing condition clause, you may need to furnish the certificate to the 
new Plan Administrator. You may also need to provide this certificate if you are buying 
insurance for yourself or your family, which excludes coverage for certain medical conditions, 
or has a pre-existing condition clause. 
 
If you or your dependents lose coverage under the Employers Managed Health Care Trust 
Fund, you will be provided with a certificate of former group health plan coverage. If you are 
entitled to COBRA coverage, the certificate will be mailed when a notice for a qualifying event 
under COBRA is required, and after COBRA coverage stops. You may request a certificate 
within 24 months after losing coverage. 

 
MATERNITY NOTICE 

 
Health Plans and health insurance issuers offering group health coverage generally may not 
restrict benefits for any hospital length stay in connection with childbirth for the mother or 
newborn to less than 48 hours following a normal vaginal delivery, or less than 96 hours 
following a cesarean section, or require that a provider obtain authorization from the Plan or 
the insurance issuer for prescribing a length of stay not in excess of the above periods. 

 
WOMEN’S HEALTH AND CANCER RIGHTS ACT 

 
Reconstructive breast surgery expenses incurred by a covered person as the result of a 
mastectomy on one or both breasts, and in a manner determined in consultation between the 
attending physician and the patient, are covered as shown below. Any exclusion of benefits for 
cosmetic surgery does not apply to this benefit. This coverage is subject to the deductibles 
and/or copayments which apply to your other medical coverage. 
 

1. Reconstruction of the breast on which the mastectomy was performed. 
2. Surgery on and reconstruction of the non-diseased breast to produce symmetry 

between the breasts.  
3. Prostheses and treatment of physical complications, including lymphedemas, at all 

stages of a mastectomy. 
 

COORDINATION OF BENEFITS 
 
If you or your eligible dependents are also covered by another group plan, the benefits payable 
by your provider under this Plan may be reduced. Check with the Plan Administrative Office 
for your provider’s Coordination of Benefit rules. 
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RIGHT OF RECOVERY 
 

1. Whenever payments have been made by your provider under this Plan with respect to 
“covered expenses” in a total amount in excess of the maximum amount of payment 
necessary to satisfy the intent of this provision, the provider shall have the right to recover 
such payments, to the extent of such excess, from among one or more of the following; any 
persons to or for whom such payments were made, any insurance companies or any other 
organizations. Failure to invoke this provision for any claims shall not waive the providers’ 
right to invoke it for subsequent claims. 
 

2. Your provider under this Plan may pay benefits for care or services, pending a 
determination of whether or not such care or services are covered, without waiving any 
Plan exclusions. In the event it is determined that such care or services are not covered, the 
provider under this Plan shall be entitled to recoup and recover the amount paid from the 
employee or the entity that provided services. You and your eligible dependents must 
execute and deliver to the Plan, all assignments and other documents necessary or useful to 
the Plan or provider for the purpose of enforcing its rights under this provision. 
 

RIGHT OF RECOVERY AGAINST THIRD PARTIES 
 
Your provider may be entitled to reimbursement from any recovery of proceeds for damages 
from any source up to the amount of payments made by the provider on account of any 
expenses related to, or arising out of any injury, illness, disease or other physical or psychiatric 
condition, and or resulting death for which a third party is or may be legally responsible. Check 
with the Plan Administrative Office for your provider’s right of recovery rules. 

 
DEFINITIONS 

 
1. ACTIVE WORK means: The “employee” is performing all the regular duties of his 

employment. 
 

2. EMPLOYEE means: The common law employees of a participating Employer. 
 

3. MEDI-CAL means: The Medical Care for Public Assistance Recipients program under 
California Welfare and Institutions Code Sec. 14000 et. seq., as amended. 

 
4. MEDICARE means: The Health Insurance for the Aged program under Title XVIII of 

the Social Security Act, as such Act was amended by the Social Security Amendments of 
1965 (Public Law 89-97), as amended. 

 
5. PARTICIPATING EMPLOYER means: Any Employer or successor in interest to such 

Employer who is remitting contributions to the Trust Fund. 
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APPEALS PROCEDURE WHEN CLAIMS ARE DENIED 
 
All initial appeals to denied claims must first go through the appeals procedures as set forth by 
the provider that denied the claim. If after exhausting the providers appeals procedures without 
satisfaction, a participant may then follow the following procedures to appeal the denied claim 
to the Board of Trustees. 
 

1. Application for Review may be made by you or your authorized representative by 
filing a written application for review within 60 days after you receive the written 
notification of the denial from your provider. Your written application for review 
should be addressed to the Board of Trustees. The Board of Trustees may consider a late 
application if it concludes the delay in filing was for a reasonable cause. As part of the 
review procedure, you or your authorized representative may review pertinent 
documents and submit issues and comments in writing, but have no right to appear 
personally before the reviewing group, unless the Board of Trustees concludes that such 
an appearance would be of value in enabling it to review and decide on your claim. 

 
2. The Board of Trustees will promptly review your claim and appeal. You will be advised 

of the Board’s decision within 90 days after the receipt of your written appeal or within 
180 days if there are special circumstances requiring delay. If no decision is reached 
within the applicable time period the appeal is deemed denied. 
 

3. The decision of the Board of Trustees, with respect to any appeal, shall be final and 
binding on all persons. 
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ADDITIONAL INFORMATION  
NAME OF THE PLAN: 
 
The full name of the Plan is Employers Managed Health Care Trust Fund. 
 
PLAN ADMINISTRATION: 
 
The Plan is administered by the Board of Trustees of the Employers Managed Health Care Trust 
Fund, which consists of Employer Trustees. The Board of Trustees contract for administrative 
services with: 
 

DMC Insurance Administrators, Inc. 
P.O. Box 757 

Pleasanton, CA 94566 
Phone (925) 426-3555 or (800) 924-1226 

 
NAME AND ADDRESS OF THE PERSON DESIGNATED AS AGENT FOR SERVICE OF LEGAL PROCESS: 
 
DMC Insurance Administrators, Inc. has been designated as agent for purposes of accepting 
legal process on behalf of the Plan. Legal process may also be served on any member of the 
Board of Trustees. 
 
BENEFITS: 

 
All of the types of benefits provided by the Plan are through insurance policies or service 
agreements.  The complete terms of the benefits provided are set forth in the group insurance 
policies or service agreement with the following organizations: 

• Dearborn National Life Insurance Company  • Kaiser Permanente – Northern CA Region 
 1020 31st Street  1800  Harrison Street 
 Downers Grove, IL 60515  Oakland, CA  94612 
 (800) 345-4512  (800) 464-4000 
 www.dearbornnational.com   www.kp.org 
 Fully insures life and accidental death and  Provides prepaid medical benefits, with   
 dismemberment benefits for eligible participants.  guaranteed payment of these benefits. 

• Delta Dental • UnitedHealthcare 
 100 First Street  5856 Corporate Avenue 
 San Francisco, CA 94105  Cypress, CA 90630 
 (800) 765-6003  (800) 624-8822 
 www.deltadental.com  www.uhcwest.com 
 Provides prepaid dental benefits, with  Provides prepaid medical benefits, with 
 guaranteed payment of these benefits.  guaranteed payment of these benefits. 

• Pacific Union Dental • Liberty Dental Plan  
 1390 Willow Pass Road  340 Commerce   
 Concord, CA 94520  Irvine, CA 92602 
 (800) 999-3367  (888) 703-6999 
 www.myuhcdental.com  www.libertydentalplan.com 
 Provides prepaid dental benefits, with  Provides prepaid dental benefits, with 
 guaranteed payment of these benefits.  guaranteed payment of these benefits. 
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• Landmark Healthcare • Vision Service Plan (VSP) 
 1750 Howe Avenue, Suite 400  3333 Quality Drive Rancho 
 Sacramento, CA 95825  Cordova, CA 
 (800) 638-4557  (800) 877-7195 
 www.LHP-CA.com  www.vsp.com 
 Provides prepaid chiropractic benefits,  Provides prepaid vision benefits, with 
 with guaranteed payment of these benefits.  guaranteed payment of these benefits. 
 

• Stat Doctors   

 5725 N Scottsdale Road, Suite C-100   
 Scottsdale, AZ 85250   
 (877) 585-7828   
 www.statdoctors.com   
 Provides access to board certified emergency room physicians 
 24 hours a day for web or phone-based consultations (eVisits).    

  
NAMES AND ADDRESSES OF TRUSTEES : 
 
Mr. Jim Phillips  Mr. Jay Valdez 
1181 Quarry Lane, Suite 400 1181 Quarry Lane, Suite 400 
Pleasanton, CA 94566 Pleasanton, CA 94566 
 
TYPE OF PLAN 
 
The Employers Managed Health Care Trust Fund is a welfare plan that provides hospital, 
medical, prescription drug, dental, orthodontic and vision benefits for eligible employees and 
dependents and life insurance, disability and accidental death and dismemberment benefits for 
eligible employees. 

 
PLAN FUNDING 
 
The Plan is funded by monthly contributions from participating Employers paid on behalf of 
eligible employees and their eligible dependents. A list of participating Employers is available 
from the Plan Administrative Office. The amount of contributions is determined by the Board of 
Trustees under the authority of provisions contained in the Trust Fund Agreement. In some 
cases, employees may be able to self-pay for a period of time when they are not covered by 
Employer contributions (See COBRA Self-pay Rights). Assets of the Plan are held in the Trust 
Fund and benefits are funded through insurance companies. 
 
FUTURE OF THE PLAN 
 

1. The Employers Managed Health Care Trust Fund is established and maintained through 
participating Employers. The Board of Trustees reserves the right to change or modify 
the Plan at any time for any reason without the specific approval of any person. Any 
change or modification of the Plan will not affect a claim incurred by a participant or 
covered dependent before the effective date of such change or modification. 

 
2.  If the Trust Fund or Plan are terminated, the remaining assets will be used to continue to 

provide benefits under the Plan until there are no assets remaining or will be used in a 
manner consistent with the purpose of the Plan. In no event will termination of the Trust 
Fund or Plan result in a reversion of assets to any Employer. 
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DISCRETIONARY AUTHORITY OF BOARD OF TRUSTEES: 
 
The Board of Trustees reserves the right to make any determination of fact necessary or proper 
to the administration of this Trust Fund. Further, the Board of Trustees shall have the power to 
construe and interpret the provisions of the Trust Agreement and Plan of Benefits relating to 
eligibility of employees or retired employees, their dependents and beneficiaries to receive 
benefits. Such determinations shall be final and binding upon all parties, including employees, 
retired employees, their dependents and beneficiaries. 
 
PARTICIPATING EMPLOYERS: 
 
A list of participating Employers may be obtained from the Plan Administrative Office. 
 
EMPLOYER IDENTIFICATION NUMBER: 
 
94-6657339 
 
PLAN YEAR: 
 
The plan year ends each December 31. 
 
EFFECTIVE DATE OF THE PLAN: 
 
The Plan became effective May 1, 1992. 

 
FOREIGN LANGUAGE NOTICE 

 
This booklet contains a summary in English of your rights and benefits under the Employers 
Managed Health Care Trust Fund. If you have any difficulty in understanding any part of this 
booklet, you may contact DMC Insurance Administrators, Inc., P.O. Box 757, Pleasanton, CA 
94566. The telephone number is (925) 426-3555 or (800) 924-1226. Office hours are from 9:00 a.m. 
to 4:30 p.m., Monday through Friday. 
 

AVISO EN ESPAÑOL 
 
Este Folleto contiene un resumen en ingles de sus derechos y beneficios bajo el Employers 
Managed Health Care Trust Fund. Si tiene alguna dificultad en comprender cualquier parte de 
este folleto, puede communicarse con DMC Insurance Administrators, Inc., P.O. Box 757, 
Pleasanton, CA 94566, o llamar a el telefono (925) 426-3555 or (800) 924-1226. Las horas de la 
oficina son de 9:00 a.m. a 4:30 p.m., du lunes a viernes. 
 

 
RETIREES 

 
The Employers Managed Health Care Plan also provides a self-pay voluntary retiree plan for 
eligible retired employees. 

 


