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The purpose of this newsletter is 
to explain your benefits in easy, 
uncomplicated language. It is not 
as specific or detailed as the formal 
Plan documents. Those documents 
always govern.

The following article does not 
apply to the Richmond/Tidewater 
Plan participants.
 
Effective January 1, 2011. 
Pursuant to the Patient Protection and 
Affordable Health Care Act (PPACA), 
effective January 1, 2011, the Board 
of Trustees of the UFCW Unions 
and Participating Employers Health 
and Welfare Fund (“Fund”) has made 
several changes to the Fund’s Plan of 
benefits.

1. Extension of Coverage for 
Dependent Children. 

Effective January 1, 2011, your eligible 
dependents include your spouse and 
your children, as defined below. 

Generally, your biological children, 
adopted children and children placed 
with you for adoption are eligible for 
medical and prescription coverage as 
your dependent if they are:

• Under age 26 
• Not eligible for coverage under 

another employer-provided group 
health plan (other than this Plan or a 
plan covering their parent(s)).

Stepchildren and children over whom 
you have legal custody, as well as bio-
logical children, adopted children, and 
children placed for adoption, who do 
not meet the above criteria, are  

eligible for coverage as your depen-
dent if they are:

• Under age 19 (unless eligible for  
student coverage)

• Not married
• Not employed on a regular full time 

basis, and
• Dependent on you for financial  

support

In order to ensure continued cover-
age under the Plan, Dependents and/
or Participants (as applicable) must 
complete any request for information 
issued by the Fund for the purpose of 
confirming continued eligibility for  
benefits. Failure to respond to any 
such requests may result in the  
suspension or termination of coverage. 

If you are actively working, you had 
the opportunity to enroll your depen-
dent child for medical coverage under 
these new rules during the special 

enrollment period that ran from 
November 19, 2010 to December 20, 
2010. 

2. Elimination of Pre-existing 
Condition Exclusions Applicable 
to Children.

Effective January 1, 2011, the pre-
existing condition exclusions under the 
Plan no longer apply to participants 
and dependents under the age of 19. 
Specifically, this means that the gen-
eral pre-existing condition exclusion 
applicable to dependent children over 
whom a participant has legal custody 
is eliminated. Further, the pre-existing 
condition exclusions on specific benefits 
under the Plan do not apply to partici-
pants and dependents under age 19.

                Changes As A Result of Health Care Reform 
(“PPACA”) – Grandfathered Plans

Below are Summaries of Material Modifications (changes) to your Health and Welfare Summary Plan Description booklet. 
Please keep this notice with your booklet so you will have it when you need to refer to it.  If there is any discrepancy 

between the terms of the Plan and its amendments, and this document, the provisions of the Plan, as amended, will control.

Open Enrollment is March 15 – May 16.  
See page 3 for details.
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3. Elimination of Certain Lifetime Limits.

The following lifetime benefit maximums under the Fund 
are eliminated, effective January 1, 2011. If you previously 
lost coverage under the Fund because you reached or 
exceeded one of these lifetime maximums, you are again 
eligible to receive such benefits, subject to the terms of  
the Plan.

Comprehensive  
Medical /Major Medical

Plan JSS2, K2, Y $400,000
Plans T, Z $350,000
Plan JS $250,000
Plan K20 $150,000
Plan Y20 $100,000

Rehabilitation Benefits All Plans $  25,000

4. Changes to Annual Limits.

Effective January 1, 2011, the following annual limits are 
added to the Plan:

Notice of “Grandfathered” Status under the 
PPACA

This is to notify you that Plans JS, JSS2, K, K20, T, Y, 
Y20 and Z under the UFCW Unions and Participating 
Employers Health and Welfare Fund (“Fund”) qualify as 
“grandfathered health plans” under the Patient Protection 
and Affordable Care Act of 2010 (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. Because 
the above-referenced Plans qualify as grandfathered health 
plans, certain provisions of the Affordable Care Act that 
apply to other plans—for example, the requirement for 
the provision of preventive health services without any cost 
sharing—do not currently apply to these Plans. However, 
the Plans offer other consumer protections under the 
Affordable Care Act, including the elimination of all lifetime 
limits on essential benefits. 

If you have questions about which protections apply and 
which protections do not apply to a grandfathered health 
plan, or about what might cause these Plans to stop being 
treated as a grandfathered health plan, please contact the 
Participant Services at 1-800-638-2972. You may also con-
tact 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.

Retroactive Termination of Coverage

Effective January 1, 2011, the Fund reserves the right to 
retroactively terminate your and your dependents’ coverage 
under the Plan if you or any of your dependents engage in 
fraud and/or intentionally misrepresent or omit a material 
fact relevant to your Plan coverage, or if you or your partic-
ipating employer fail to timely pay any applicable premium 
or contribution to the Fund relating to your benefits. Failure 
to follow the terms of the Plan, including but not limited to 
failing to notify the Fund of a change in dependent status, 
accepting benefits in excess of what is covered under the 
Plan, and accepting benefits after you or your dependent 
are no longer eligible for coverage, will be considered fraud 
and/or intentional misrepresentation. You are treated as 
having full knowledge of all the eligibility terms of this Plan. 

Notice of Early Retiree Reinsurance Program 
Participation

You are a plan participant, or are being offered the oppor-
tunity to enroll as a plan participant, in an employment-
based health plan that is certified for participation in the 
Early Retiree Reinsurance Program. The Early Retiree 
Reinsurance Program is a Federal program that was  
established under the Affordable Care Act. Under the Early 
Retiree Reinsurance Program, the Federal government  
reimburses the Fund for some of the costs of health care 
benefits paid on behalf of, or by, early retirees and certain 
family members of early retirees participating in the 
employment-based plan. By law, the program expires on 
January 1, 2014. 

Under the Early Retiree Reinsurance Program, the Fund 
may choose to use any reimbursements it receives from 
this program to reduce or offset increases in plan partici-
pants’ premium contributions, co-payments, deductibles, 
co-insurance, or other out-of-pocket costs. If the Fund 
chooses to use the Early Retiree Reinsurance Program 
reimbursements in this way, you, as a plan participant, may 
experience changes that may be advantageous to you, in 
your health plan coverage terms and conditions, for so long 
as the reimbursements under this program are available and 
this Fund chooses to use the reimbursements for this  
purpose. The Fund may also use the Early Retiree 
Reinsurance Program reimbursements to reduce or offset 
increases in the Fund’s costs for maintaining your health 
benefits coverage, which may increase the likelihood that it 
will continue to offer health benefits coverage to its retirees 
and employees and their families.

Comprehensive  
Medical /Major Medical

Plan JSS2, K2, Y $400,000
Plans T, Z $350,000
Plan JS $250,000
Plan K20 $150,000
Plan Y20 $100,000

Rehabilitation Benefits All Plans $  25,000

Continued from page 1
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Open Enrollment Is March 15 – May 16 
for Choosing Your Medical Coverage

The following article applies to actively-working participants in Plans JSS2, Z, Y and Y20 only.

Open enrollment for medical coverage for the coming 
year is from March 15 through May 16, for coverage 

effective June 1, 2011. During this time, you can choose 
traditional Fund medical coverage or medical coverage 
through Kaiser Permanente (an HMO). This open enroll-
ment period is for medical coverage only. It does not affect 
your optical, dental, or prescription drug coverage.

You will automatically remain in the coverage you 
have now unless you actively make a change. If you 
want to stay with traditional Fund coverage or with 
Kaiser Permanente, don’t do anything!

How Open Enrollment Works
If you live within the Kaiser service area, the Fund office will 
send you a letter describing your medical coverage options, 
along with a packet from Kaiser Permanente which includes 
a Kaiser Summary of Benefits, HMO Health Plan Guide, and 
enrollment application. If you do not live within the Kaiser 
service area, you will receive “traditional” Fund medical 
coverage.
 
Cost
It is important that you read your open enrollment letter 
carefully so you’ll know if there is a monthly co-payment 
required for your Plan or, if you already have a co-payment, 
whether it will be changing. 

If you decide to enroll in the Kaiser Permanente HMO, 
complete the enrollment application and return it to 
the Fund office – not to Kaiser! This is very important 
because we cannot set up your coverage properly if you 
don’t return the application to us first. 

What’s the difference between “traditional” Fund 
medical coverage and Kaiser Permanente HMO 
medical coverage?
Under an HMO, you must use a participating provider or 
facility in order to be covered. There are usually “per visit” 
co-payments, which you pay to the provider at the time 
of service. These vary depending on the service and the 
HMO. 

Under Fund traditional coverage, you may use any doc-
tor or hospital you wish, although you receive the best 
discounts if you use a OneNet PPO provider. Y20 partici-
pants must use a OneNet provider in order to receive 
coverage. Some services may be covered in full, such as 
inpatient hospital room and board (up to the semi-private 
room rate, after which the remaining cost is paid under 
your Major Medical benefit). Most covered medical  

services are paid at 80% (75% for Plan Y20) up to the 
usual, customary, and reasonable (“UCR”) amount, after 
satisfying your annual deductible. Other services may be 
covered at different percentages – see your Plan booklet 
for details.

Your Open Enrollment letter will show the monthly cost, if 
any, for all of the Fund’s Benefit Plans. However, only one 
of those Plans applies to you. If you’re not sure which Plan 
you’re in, contact the Fund office. Remember, you do not 
choose your Plan.

Important: If you enroll for medical coverage and 
don’t make the monthly co-pay, if any, your  
medical coverage will be terminated and you will 
not be eligible to re-enroll until the next open 
enrollment period.

What if I want to switch to Fund medical coverage?
If you are in Kaiser and want to switch to “traditional” 
Fund medical coverage, call Participant Services at (800) 
638-2972 during Open Enrollment and tell the representa-
tive. You must make this call by May 16th in order to 
make the change. 

What if I don’t get an open enrollment letter?
The Fund office sends open enrollment letters to all eligible 
participants who live within the zip code areas that Kaiser 
Permanente services. Therefore, if you don’t receive a  
letter, it is likely you don’t live within the Kaiser Permanente 
service area and cannot enroll in the HMO. If you did not 
receive a letter but you think you should have, contact the 
Fund office at (800) 638-2972 and we will check on  
whether Kaiser covers your area.
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Having a will helps you protect your family and your per-
sonal interests when you die. A will allows you to:

name the person who would care for your minor children,
name a person to handle your estate, if applicable, and
distribute your personal property according to your wishes.

With a will, you make these important 
decisions. Without one, the state makes  
decisions for you.

The Legal Benefits Program covers the preparation of a 
simple will and related services.

You must use a participating legal provider in order for the 
services to be covered under the Plan. If you are interested 
in obtaining any of the legal services described in your 
Summary Plan Description, please call the provider that 
serves participants under your local union.

Local 400 participants must use the services of Robert 
A. Ades and Associates, P.C., who have offices in Landover 
(301-459-3333), Washington, DC (202-452-8080), and 
Springfield, VA (703-642-9500). 

Local 27 participants must use the services of Akman & 
Associates, P.C., who have offices in the Maryland  
 region (Baltimore, Cumberland, Salisbury, Frederick, Bel 
Air, and Millersville), VA, WV, PA and Delaware. If you 
live in the Baltimore area, call 410-337-9400. If you live in 
Maryland but outside of the Baltimore area, call toll free 
1-800-492-4750. If you live outside of Maryland, call toll 
free 1-800-638-7700.

Read your Legal Benefits Fund Summary Plan Description 
(“SPD”) for specifics and to check your eligibility for benefits.

Within the next few months, the Fund office will send 
all retirees a Retiree Information Form (RIF) to be 

completed and returned to the Fund office. The form is 
required by the Board of Trustees and asks questions about 
your current address, your beneficiary, whether you and/or 
your spouse have other health coverage, and whether you 
are employed.

Even if you completed this form last year, you still 
must complete and return this year’s RIF. It is very 
important that the retiree complete all sections of this form 
and promptly send it back to the Fund office. If we don’t 
receive your RIF, your benefits may be suspended until it is 
received. To assist you, the Fund office will include a  
postage-paid, return envelope with the first mailing.

Helpful Reminders
• Do not attach checks or claims to the RIF.
• Report any earnings from all employers.
• Let us know if you, or your spouse, have other health 

coverage.
• Be sure to sign the RIF.

No one but the retiree can sign the RIF, unless an 
individual holds a Power of Attorney for the retiree. 
A copy of any such Power of Attorney must be on file 
with the Fund office. If, for health reasons, the retiree 
is unable to sign the form and there is no Power of 
Attorney on file, then the retiree must sign an “X” 
on the RIF and have it notarized showing the Notary 
Public seal.

Protecting Your Family With A Will
The following article applies only to those with legal benefits as detailed in the Legal Plan SPD.

RIFs Are Being Sent. Complete And Return Promptly.
The following article applies to you if your pension is through UFCW Unions & Participating Employers Pension Fund. It 
does not apply to participants whose pensions are through the Retail Clerks Union and Employers Pension Plan, usually 

referred to as the “Atlanta Pension Fund.”

As you know, you have the right to appeal a denial of 
your health and welfare claim by writing to the Board of 
Trustees within 180 days from the date of the denial. All 
appeals should now be sent to the Fund’s Sparks office at:

UFCW and Participating Employers 
Health & Welfare Fund 
Board of Trustees 
911 Ridgebrook Road 
Sparks, MD 21152-9451

If you have already sent an appeal to the Landover office, 
we will forward it. You do not need to send it again.

Please make this change in your Summary Plan Description 
booklet in the section entitled “Review of a Denied 
Claim.”

Send Appeals to Sparks Address
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Summary of Material Modifications
Below are Material Modifications (changes) made to your Plans over the past year. Please read and clip them where indicated 

so you can keep them with your Summary Plan Description (“SPD”) booklets and your other benefits information.

UFCW Unions & Participating Employers 
Health and Welfare Fund

•Effective January 1, 2011. Pursuant to the Patient 
Protection and Affordable Health Care Act (PPACA),  
effective January 1, 2011, the Board of Trustees of the 
UFCW Unions and Participating Employers Health and 
Welfare Fund (“Fund”) has made several changes to the 
Fund’s Plan of benefits. These changes do not pertain to 
the Richmond/Tidewater Plan participants.

1. Extension of Coverage for Dependent 
Children

Effective January 1, 2011, your eligible dependents include 
your spouse and your children, as defined below. 

Generally, your biological children, adopted children and 
children placed with you for adoption are eligible for 
medical and prescription coverage as your dependent if 
they are:

• Under age 26 
• Not eligible for coverage under another employer- 

provided group health plan (other than this Plan or a  
plan covering their parent(s)).

Stepchildren and children over whom you have legal  
custody, as well as biological children, adopted children,  
and children placed for adoption, who do not meet the 
above criteria, are eligible for coverage as your depen-
dent if they are:

• Under age 19 (unless eligible for student coverage)
• Not married
• Not employed on a regular full time basis, and
• Dependent on you for financial support

In order to ensure continued coverage under the Plan, 
Dependents and/or Participants (as applicable) must  

complete any request for information issued by the Fund 
for the purpose of confirming continued eligibility for  
benefits. Failure to respond to any such requests may 
result in the suspension or termination of coverage. 

If you are actively working, you had the opportunity to 
enroll your dependent child for medical coverage under 
these new rules during the special enrollment period that 
ran from November 19, 2010 to December 20, 2010. 

2. Elimination of Pre-existing Condition 
Exclusions Applicable to Children.

Effective January 1, 2011, the pre-existing condition 
exclusions under the Plan no longer apply to participants 
and dependents under the age of 19. Specifically, this 
means that the general pre-existing condition exclusion 
applicable to dependent children over whom a partici-
pant has legal custody is eliminated. Further, the pre-
existing condition exclusions on specific benefits under 
the Plan do not apply to participants and dependents 
under age 19. 

3. Elimination of Certain Lifetime Limits.

The following lifetime benefit maximums under the Fund 
are eliminated, effective January 1, 2011. If you previously 
lost coverage under the Fund because you reached or 
exceeded one of these lifetime maximums, you are again 
eligible to receive such benefits, subject to the terms of 
the Plan.

Comprehensive  
Medical /Major Medical

Plan JSS2, K2, Y $400,000
Plans T, Z $350,000
Plan JS $250,000
Plan K20 $150,000
Plan Y20 $100,000

Rehabilitation Benefits All Plans $  25,000

Newborns’ & Mothers’ Health Protection Act 
Provides Minimum Hospital Stay

Continued on page 6

In accordance with the Newborns’ & Mothers’ Health 
Protection Act of 1996, the Fund provides coverage 

for mothers and newborns to remain in the hospital 
after birth for a minimum of 48 hours for a normal, vagi-

nal delivery and a minimum of 96 hours for a cesarean 
delivery. The Fund cannot and does not require that 
providers obtain authorization for prescribing a length of 
stay not in excess of the above period of time.
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4. Changes to Annual Limits.

Effective January 1, 2011, the following annual limits are 
added to the Plan:

Notice of “Grandfathered” Status under the 
PPACA

This is to notify you that Plans JS, JSS2, K, K20, T, Y, Y20 
and Z under the UFCW Unions and Participating

Employers Health and Welfare Fund (“Fund”) qualify as 
“grandfathered health plans” under the Patient Protection 
and Affordable Care Act of 2010 (the Affordable Care 
Act). As permitted by the Affordable Care Act, a grandfa-
thered health plan can preserve certain basic health cov-
erage that was already in effect when that law was enact-
ed. Because the above-referenced Plans qualify as grand-
fathered health plans, certain provisions of the Affordable 
Care Act that apply to other plans—for example, the 
requirement for the provision of preventive health ser-
vices without any cost sharing—do not currently apply 
to these Plans. However, the Plans offer other consumer 
protections under the Affordable Care Act, including the 
elimination of all lifetime limits on essential benefits. 

If you have questions about which protections apply and 
which protections do not apply to a grandfathered health 
plan, or about what might cause these Plans to stop being 
treated as a grandfathered health plan, please contact the 
Participant Services at 1-800-638-2972. 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 sum-
marizing which protections do and do not apply to grand-
fathered health plans.

Retroactive Termination of Coverage

Effective January 1, 2011, the Fund reserves the right to 
retroactively terminate your and your dependents’ cov-
erage under the Plan if you or any of your dependents 
engage in fraud and/or intentionally misrepresent or omit 
a material fact relevant to your Plan coverage, or if you or 
your participating employer fail to timely pay any applica-
ble premium or contribution to the Fund relating to your 
benefits. Failure to follow the terms of the Plan, including 
but not limited to failing to notify the Fund of a change in 
dependent status, accepting benefits in excess of what is 

covered under the Plan, and accepting benefits after you 
or your dependent are no longer eligible for coverage, 
will be considered fraud and/or intentional misrepresenta-
tion. You are treated as having full knowledge of all the 
eligibility terms of this Plan. 

Notice of Early Retiree Reinsurance Program 
Participation

You are a plan participant, or are being offered the oppor-
tunity to enroll as a plan participant, in an employment-
based health plan that is certified for participation in the 
Early Retiree Reinsurance Program. The Early Retiree 
Reinsurance Program is a Federal program that was estab-
lished under the Affordable Care Act. Under the Early 
Retiree Reinsurance Program, the Federal government reim-
burses the Fund for some of the costs of health care ben-
efits paid on behalf of, or by, early retirees and certain family 
members of early retirees participating in the employment-
based plan. By law, the program expires on January 1, 2014. 
Under the Early Retiree Reinsurance Program, the Fund 
may choose to use any reimbursements it receives from 
this program to reduce or offset increases in plan partici-
pants’ premium contributions, co-payments, deductibles, 
co-insurance, or other out-of-pocket costs. If the Fund 
chooses to use the Early Retiree Reinsurance Program 
reimbursements in this way, you, as a plan participant, 
may experience changes that may be advantageous to 
you, in your health plan coverage terms and conditions, 
for so long as the reimbursements under this program 
are available and this Fund chooses to use the reimburse-
ments for this purpose. The Fund may also use the Early 
Retiree Reinsurance Program reimbursements to reduce 
or offset increases in the Fund’s costs for maintaining your 
health benefits coverage, which may increase the likeli-
hood that it will continue to offer health benefits cover-
age to its retirees and employees and their families.

• Effective January 1, 2011, for actively-working 
participants in Plans K2, K20, and Richmond Tidewater, 
your vision coverage is provided through Group Vision 
Services (“GVS”).  This coverage replaced coverage that 
was provided through VSP.  

GVS became the new vision provider for all other plan par-
ticipants effective July 1, 2010 and replaced the cover-
age that was provided through United Optical (Spectera).

Improved Network – One-Stop Shopping
GVS has an expanded network with providers located in 
major malls and convenient city locations.  You can eas-
ily find a provider near you. You have a choice of inde-
pendent optometrists and ophthalmologists, as well as 
retail locations such as Lens Crafters, Pearle Vision, 
Sears Optical, and JCPenney Optical.

 Continued on page 7

Continued from page 5

Comprehensive  
Medical /Major Medical

Plan JSS2, K2, Y $400,000
Plans T, Z $350,000
Plan JS $250,000
Plan K20 $150,000
Plan Y20 $100,000

Rehabilitation Benefits All Plans $  25,000
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Locating A Provider
To locate providers in the GVS network, log on to the 
GVS website at www.gvsmd.com. The names of providers 
are updated regularly. You can also call GVS’ customer 
service toll-free at 1-866-265-4626.

ID Card Was Mailed
An ID card from GVS was 
sent to you for your optical 
benefits. However, the card 
is not necessary when you 
go to your eye appointment. 
Simply give your provider 
your name and date of birth 
and have your provider call customer service at  
1-866-265-4626 to verify your eligibility. 

• Effective January 1, 2010, the life insurance benefit 
for Plan participants employed by Shoppers increased to 
$20,000 for full-time participants and to $10,000 for part-
time participants. 

UFCW Unions & Participating Employers 
Pension Fund

• Effective April 30, 2010, and continuing until the first 
date that the Fund is no longer prohibited under applicable 
law from paying Death Benefits in the form of a lump 
sum, the Section of the SPD entitled “Lump Sum Death 
Benefit,” on pages 26-27, is not applicable, and the follow-
ing Section is added to the end of page 41 of your SPD.

Annuity Death Benefit
Your beneficiary will be entitled to receive a death benefit, 
in the form of a monthly annuity, upon your death. (Note: 
Deferred Vested Participants are not eligible for the Lump 
Sum Death Benefit.) The monthly annuity will continue 
until the entire Death Benefit has been paid. The amount 
of each monthly payment to the beneficiary will equal the 
amount of the monthly pension benefit that would have 
been payable to you under the Plan had you elected to 
receive your benefit in the form of a Single Life Annuity. 

The total value of the death benefit annuity will be  
equivalent to (and will not exceed) the following appli-
cable amount: 

• $2,500, if the majority of your Benefit Service is Full 
Time, and

• $1,500, if the majority of your Benefit Service is Part 
Time. 

Note: The total value of the death benefit annuity 
will be $2,500 for participants of the former UFCW 
Local 400 Meat And Poultry Fund.

If the person you name as your beneficiary on the benefi-
ciary card you filed with the Fund Office is not living when 
you die, the death benefit will be paid in accordance with 
the order of determination listed in the Plan document.

You may designate one person as a beneficiary and, if you 
wish, one person as a contingent beneficiary, in writing in 
the form and manner required by the Trustees. You may 
change your designation at any time in the same manner. 
If you are married, you do not need your spouse’s consent 
to elect or change your beneficiary for this benefit. If the  
beneficiary stated in an approved QDRO (Qualified 
Domestic Relations Order) is different from the beneficiary 
listed on your pension beneficiary card, benefits will be 
paid to the beneficiary in the QDRO.

A beneficiary also may be designated in an order that has 
been entered by a court, provided that such order con-
tains a clear designation of rights and is presented to the 
Fund prior to any payment being made to another per-
son that you designated as your beneficiary. A beneficiary 
designation made pursuant to a court order meeting the 
above requirements will supercede any prior or subse-
quent conflicting beneficiary designation that is filed with 
the Fund.

A beneficiary may waive his or her rights as a beneficiary 
under the Plan in an order that has been entered by a 
court, provided that such order contains a clear and 
unequivocal waiver of the beneficiary’s rights and is pre-
sented to the Fund prior to any payment being made to 
the beneficiary. A waiver in a court order meeting the 
above requirements will supercede any prior conflicting 
beneficiary designation that has been filed with the Fund. 
If a court order meeting the above requirements contains 
a waiver of rights by the beneficiary on file with the Fund 
office and you subsequently die without naming a new 
beneficiary, any benefits payable on your behalf will be 
paid pursuant to the Plan as though you died without des-
ignating a beneficiary. 

The Trustees are the sole judges of the effectiveness of 
the designation, change or waiver of a beneficiary under 
the Plan.

• Effective April 30, 2010, the Social Security Level 
Income Option is no longer a form of pension payment 
for participants of the former UFCW Local 400 Meat and 
Poultry Fund. Please delete this option, located on page 37 
of your SPD. 

UFCW Unions & Participating Employers Legal 
Benefits Fund
No changes.

Continued from page 6
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As you know, in accordance with federal law, the Fund 
has established Privacy Practices, which are the rules 

on how protected health information (PHI) about you 
may be used and disclosed by the Fund and other parties 
under the Health Insurance Portability and Accountability 
Act of 1996 and how you can get access to this informa-
tion. 

The Notice of Privacy Practices that you received in April 
2003 (or when you first became a participant, if later) 
describes these rules. If you would like another copy of 

the “Statement of Privacy Practices,” log onto www.asso-
ciated-admin.com and click on the words “Your Benefits,” 
located on the left side of the screen. Select UFCW and 
print the Statement of Privacy Notice. You can also call 
the Fund office at (800) 638-2972 or write to:
 

HIPAA Privacy Officer 
Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, Maryland 21152-9451
 

You must use Lab Corporation (“LabCorp”) in order 
to be covered for laboratory services under the Fund. 

LabCorp is a participating provider in the OneNet  
PPO network. 

Tell Your Doctor Up Front 
Be sure your doctor knows up front that you will receive 
coverage for lab work only if the bill comes to the Fund 
directly from a LabCorp facility. Even if your doctor has 

a contract with LabCorp to perform lab work in his/her 
office, tell him/her that only lab work performed by a 
LabCorp facility will be covered. Your plan will not pay for 
lab work performed and billed from your doctor’s office. 

Locating Labs 
To locate the most current list of LabCorp facilities, log on 
to its website: www.labcorp.com or by telephone at
(800) 342-3289.

Y-20 Participants: When Lab Work Is Needed,  
 You Must Use LabCorp

The following applies to participants in Plan Y-20

Privacy Statement Available Upon Request


