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Is Your Beneficiary 
Designation Current?

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. Nothing in this news-
letter is intended to be specific medical, financial, tax, or personal guidance for you to follow. If for any reason, the information in this newsletter conflicts with the formal 
Plan documents, the formal Plan documents always govern. 

ING/ReliaStar Life Insurance 
Company is the Health and Welfare 

Trust Fund’s vendor for life insurance 
benefits for eligible Plan participants.  
If you are an active participant, your 
beneficiary may be entitled to the life 
benefit in the event of your death. 
The amount of the life benefit is 
determined by the current bargaining 
agreement in place with your 
employer. Refer to your Summary 
Plan Description for the amount of 
your life benefit.

Unfortunately, some participants don’t 
take the time to name a beneficiary, 
and upon the participant’s death, 
benefits are not paid to the person 
he/she intended. Sometimes the 
participant never changes the person 
he/she has on record with the Fund 
Office and still has a former spouse 
named as beneficiary even though he/
she has remarried. Even if you are 
legally remarried, if your former spouse 
is named as the beneficiary, he/she will 
receive the life insurance benefit.

How do I update or name my 
beneficiary for a health and 
welfare life insurance benefit? 
You can update your beneficiary by logg-
ing onto www.associated-admin.com 
from your home computer. Click on 
“Your Benefits” located at the left side 
of the page and select “Warehouse 
Local 730” from the list of clients. You 
will be directed to the Local 730 home 
page where you can select and print 

the “Change in Beneficiary for Life 
Insurance Benefit” form. Complete 
the form and return it to the Fund 
Office at the address mentioned 
on the form.

You can also complete and return 
the “Change in Beneficiary for Life 
Insurance Benefit” form on page two 
of this newsletter.

Naming a beneficiary for life 
insurance benefits 
You may name any person you choose 
to be your beneficiary for health and 
welfare life insurance benefits. You 
may change the named beneficiary 
at any time, without the beneficiary’s 
consent. If you name more than one 
beneficiary, the benefits will be paid in 
equal shares or to the survivor. 

Beneficiary for pension benefits 
If you are a vested participant in the 
Warehouse Employees Union Local 
No. 730 Pension Trust Fund, the 
beneficiary is always your spouse 
(if you have been legally married for 
at least one year). If you die prior 
to receiving your pension, the only 
person eligible to receive your pension 
benefits is your surviving spouse. This 
is referred to as the Survivor Death 
Benefit, whereby your surviving spouse 
will receive a monthly payment for the 
remainder of his or her life.
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Change	
  in	
  Beneficiary	
  for	
  Life	
  Insurance	
  Benefit	
  
(A	
  Health	
  and	
  Welfare	
  Benefit)	
  

	
  
Complete	
  this	
  form	
  if	
  you	
  want	
  to	
  change	
  your	
  beneficiary	
  designation	
  for	
  purposes	
  of	
  the	
  Life	
  Insurance	
  Benefits	
  payable	
  under	
  the	
  Plan.	
  	
  
	
  
Name	
  of	
  Participant:	
  __________________________________________________________________________________________	
  
(Please	
  Print)	
  
Address:	
  	
  ___________________________________________________________________________________________________	
  	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  City	
   	
   	
   	
   	
   	
   	
   State	
   	
   	
   Zip	
  
Social	
  Security	
  Number:	
  _______________________________________________________________________________________	
  	
  
	
  
I	
  hereby	
  designate	
  the	
  following	
   individual(s)	
  as	
  my	
  beneficiary(ies)	
  under	
  the	
  Warehouse	
  Employees	
  Union	
  Local	
  No.	
  730	
  Health	
  
and	
  Welfare	
  Trust	
  Fund	
  for	
  the	
  Life	
  Insurance	
  benefit	
  and	
  I	
  revoke	
  any	
  prior	
  designations.	
  
	
  
Beneficiary	
  #	
  1:	
  	
  

Name:___________________________________________________________Relationship:	
  ________________________	
  
	
  

Address:_____________________________________________________________________________________________	
  
	
   	
   	
   	
   	
   	
   City	
   	
   	
   State	
   	
   Zip	
  
	
   Phone	
  #:	
  ____________________	
  Birth	
  Date:	
  __________________	
  Social	
  Security	
  No.	
  ____________________________	
  
	
  
Beneficiary	
  #	
  2:	
  	
  

Name:______________________________________________Relationship:______________________________________	
  
	
  

Address:_____________________________________________________________________________________________	
  
	
   	
   	
   	
   	
   	
   City	
   	
   	
   State	
   	
  	
  	
  	
  	
  	
  	
   	
  Zip	
  

	
   Phone	
  #:______________________Birth	
  Date:_____________________Social	
  Security	
  No.__________________________	
  
	
   	
   	
   	
   	
   	
   	
   	
  
Beneficiary	
  #	
  3:	
  	
  

Name:______________________________________________Relationship:______________________________________	
  
	
  

Address:_____________________________________________________________________________________________	
  
	
   	
   	
   	
   	
   	
  	
  	
   City	
   	
   	
   State	
   	
  	
  	
  	
  	
  	
  Zip	
  

	
   Phone	
  #:______________________Birth	
  Date:_____________________Social	
  Security	
  No.__________________________	
  
	
  
______________________________________________	
   	
   _______________________________________________	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Signature	
  of	
  Participant	
   	
   	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
  
	
  
Please	
  return	
  this	
  form	
  to:	
  
Fund	
  Office	
  
Warehouse	
  Employees	
  Union	
  Local	
  No.	
  730	
  
Health	
  and	
  Welfare	
  Trust	
  Fund	
  
Attn:	
  Eligibility	
  Dept.	
  
911	
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  MD	
  21152-­‐9451	
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Retirees: Complete And 
Return The RIF Promptly

W ithin 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 completes all 
sections of this form and promptly sends it back to the 
Fund Office. To assist you, the Fund Office will include a 
postage-paid, return envelope with the first mailing.

Helpful Reminders
•	Let the Fund Office know if you have a new telephone 

number. This is very important.

•	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.

NOTE: If you are changing your beneficiary or tax 
deduction, please call the Fund Office. We will send you 
the necessary form to be completed and returned to the 
Fund Office. No changes will be made until the proper 
form is completed.

Failure to return the form may result in an 
administrative hold on your pension payments. 
Once you receive the RIF, be sure to complete 
and return it to the Fund Office as soon  
as possible.

Effective April 2014, Dental Health Centers will be moving from the Forestville location. The new address and 
phone number will be:

Dental Health Centers & Associates 
1450 Mercantile Lane – Suite 131 
Largo, MD 20774

Telephone: (301) 583-1400

The move will occur sometime in early April. If you have an 
appointment during April, or need to reach Dental Health 
Centers, be sure to call first to verify they have moved.

Dental Health Centers Has New 
Address And Phone Number

The following article applies to participants in Plan C and Plan E 
who have dental benefits provided under the Fund.

Important
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Coordination of Benefits Rules

Many couples and dependents are covered under two 
different group health plans when both spouses work 

and each has health and welfare coverage through his/her 
employer. For example, a participant may be covered under 
this Plan and also under his/her spouse’s plan. In order to 
determine which plan pays first and which pays second, the 
Fund (like most other group health plans) has what is called 
Coordination of Benefits (“COB”) rules. These rules ensure 
that the Fund does not pay benefits on claims for which 
it is not liable. Nor will the Fund pay benefits beyond the 
actual medical expenses incurred.

How does it work? 
If a person has coverage under two or more plans, or 
if a person is covered by the Fund both as a participant 
and a dependent, the order in which benefits are paid is 
determined as follows:

1.	 If you have primary coverage with the Fund, those 
benefits are paid first. Any remaining balance should 
be submitted to your spouse’s plan for processing as 
the “secondary” payor. If the claim is for your spouse, 
his/her plan pays first. Any remaining balance should 

be submitted to the Fund for processing (along with a 
copy of the Explanation of Benefits showing how the 
primary carrier processed the claim).

2.	 If a covered child is the patient, the plan covering 
the parent whose birthday falls earlier in the year 
pays first (except children of legally separated or 
divorced parents). See page 91 of your Summary Plan 
Description for more information.

3.	 When the rules mentioned above do not establish 
an order of benefit determination, the benefits of the 
plan which has covered the person for the longer 
period of time shall be determined first.

What about HMO coverage? 
If you or your eligible dependent has other coverage 
through an HMO (Health Maintenance Organization), 
be very careful! If the HMO coverage is primary and you 
don’t use an HMO provider, you will not be eligible for 
secondary benefits under the Fund, since most HMOs 
cover all charges, if used properly.

If you require durable medical equipment, you must 
use CareCentrix’s (a subsidiary of CIGNA) durable 

medical equipment network. This provides for the sale 
and/or rental of medical equipment for some of the items 
mentioned below.

•	Durable medical equipment, such as beds, 
wheelchairs, walkers,

•	Respiratory equipment (e.g., oxygen CPAP, ventilators),

•	Enteral nutrition (e.g., pumps and nutritional support),

•	Home health care (e.g., nursing, therapies, social work 
and home health aides),

•	Home infusion products, and

•	Other specialty services (e.g., insulin pumps and 
supplies, CPM machines and supplies, wound vacuums 
and supplies).

Because CIGNA has a contract with certain suppliers, 
CIGNA is able to offer this equipment at significant savings. 

Durable medical equipment is covered under your 
Comprehensive Medical benefits at 80%, so these savings 
also reduce your out-of-pocket expenses.

CIGNA is available seven days a week, twenty-four hours a 
day by calling Member Services toll-free at 1-800-244-6224 
(also listed on the back of your CIGNA ID card).

You Must Use CareCentrix When 
Durable Medical Equipment Is Needed

The following article applies to eligible Plan E participants with Fund coverage.
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COORDINATION	
  OF	
  BENEFITS	
  UPDATE	
  
Update	
  for	
  Yourself,	
  Your	
  Spouse,	
  or	
  Your	
  Dependent(s)	
  

	
  
Participant	
  Name:	
  ________________________________________________________________________________________	
  
	
  

Participant	
  SSN:	
  __________________________________________________________________________________________	
  
	
  

There	
  is	
  Other	
  Group	
  Coverage	
  On	
  (Choose	
  One):	
  
1)	
  ___	
  Myself	
  	
  	
  	
  	
  2)	
  ___	
  My	
  Spouse	
  	
  	
  	
  	
  3)	
  ___	
  Other	
  Eligible	
  Dependent	
  

	
  

If	
  Spouse:	
  
a) Name:	
  ___________________________________________	
  
b) SSN:	
  _____________________________________________	
  
c) Birth	
  date:	
  ________________________________________	
  
d) Spouse’s	
  Employer:	
  

	
  	
  	
   	
   	
   	
   	
  Co.	
  Name	
  
	
  	
  	
   	
   	
   	
   	
  Address	
  
	
  	
  	
   	
   	
   	
   	
  
	
  	
  (	
   )	
   	
   	
   	
  Phone	
  No.	
  
	
  	
  	
   	
   	
   	
   	
  Benefit/HR	
  Dept.	
  
	
   	
   	
   	
   	
  (Contact	
  Name)	
  

If	
  Other	
  Dependent:	
  
a) Name:	
  __________________________________________	
  
b) SSN:	
  ____________________________________________	
  
c) Birth	
  date:	
  _______________________________________	
  
d) Spouse’s	
  Employer:	
  

	
  	
  	
   	
   	
   	
   	
  Co.	
  Name	
  
	
  	
  	
   	
   	
   	
   	
  Address	
  
	
  	
  	
   	
   	
   	
   	
  
	
  	
  (	
   )	
   	
   	
   	
  Phone	
  No.	
  
	
  	
  	
   	
   	
   	
   	
  Benefit/HR	
  Dept.	
  
	
   	
   	
   	
   	
  (Contact	
  Name)	
  

	
  

Coverage	
  is	
  from:	
  
___	
  Medicare	
  A	
   	
   ___	
  Medicare	
  B	
   	
   ___	
  Medicare	
  D	
   	
   ___	
  Spouse’s	
  Employer	
  
___	
  Other	
   	
   ___	
  Participant’s	
  Employer	
  at	
  Another	
  Job	
  

	
  

Insurance	
  Co.	
  Name:	
  _____________________________________________________________________________________	
  
Address:	
  _______________________________________________________________________________________________	
  
Phone	
  Number:	
  _______________	
  Group	
  Policy	
  #:	
  _______________________	
  Effective	
  Date:	
  _________________________	
  

	
  
If	
  more	
  than	
  one	
  family	
  member	
  has	
  more	
  than	
  one	
  additional	
  coverage,	
  or	
  if	
  an	
  individual	
  is	
  covered	
  by	
  more	
  
than	
  one	
  other	
  policy,	
  attach	
  a	
  sheet	
  listing	
  the	
  information	
  for	
  each.	
  

	
  

Is	
  it	
  an	
  Active	
  or	
  Retiree	
  Plan?	
  ______	
  Active	
  	
  ______	
  Retiree	
  	
  
	
  

If	
  other	
  group	
  coverage	
  is	
  for	
  a	
  dependent	
  child,	
  is	
  the	
  child’s	
  natural	
  parents	
  legally	
  separated	
  or	
  divorced?	
  Yes___No____	
  
	
  

Are	
  you/your	
  dependent	
  eligible	
  for	
  Medicare	
  coverage?	
  	
  ______Yes	
  	
  	
  ______No	
  
	
  

Participant’s	
  Signature	
  _____________________________________________	
  	
  Date	
  _______________________________	
  
	
  

Fax	
  to	
  (410)	
  683-­‐7788	
  or	
  mail	
  to:	
  	
   Fund	
  Office	
   	
  
Warehouse	
  Employees	
  Union	
  Local	
  No.	
  730	
  

	
   	
   	
   	
   	
   Health	
  and	
  Welfare	
  Trust	
  Fund	
  
	
   	
   	
   	
   	
   911	
  Ridgebrook	
  Rd.	
  
	
   	
   	
   	
   	
   Sparks,	
  MD	
  21152-­‐9451	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  L730	
  COB	
  RT/bns	
  07.2012	
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COORDINATION	
  OF	
  BENEFITS	
  UPDATE	
  
Update	
  for	
  Yourself,	
  Your	
  Spouse,	
  or	
  Your	
  Dependent(s)	
  

	
  
Participant	
  Name:	
  ________________________________________________________________________________________	
  
	
  

Participant	
  SSN:	
  __________________________________________________________________________________________	
  
	
  

There	
  is	
  Other	
  Group	
  Coverage	
  On	
  (Choose	
  One):	
  
1)	
  ___	
  Myself	
  	
  	
  	
  	
  2)	
  ___	
  My	
  Spouse	
  	
  	
  	
  	
  3)	
  ___	
  Other	
  Eligible	
  Dependent	
  

	
  

If	
  Spouse:	
  
a) Name:	
  ___________________________________________	
  
b) SSN:	
  _____________________________________________	
  
c) Birth	
  date:	
  ________________________________________	
  
d) Spouse’s	
  Employer:	
  

	
  	
  	
   	
   	
   	
   	
  Co.	
  Name	
  
	
  	
  	
   	
   	
   	
   	
  Address	
  
	
  	
  	
   	
   	
   	
   	
  
	
  	
  (	
   )	
   	
   	
   	
  Phone	
  No.	
  
	
  	
  	
   	
   	
   	
   	
  Benefit/HR	
  Dept.	
  
	
   	
   	
   	
   	
  (Contact	
  Name)	
  

If	
  Other	
  Dependent:	
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  __________________________________________	
  
b) SSN:	
  ____________________________________________	
  
c) Birth	
  date:	
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  Phone	
  No.	
  
	
  	
  	
   	
   	
   	
   	
  Benefit/HR	
  Dept.	
  
	
   	
   	
   	
   	
  (Contact	
  Name)	
  

	
  

Coverage	
  is	
  from:	
  
___	
  Medicare	
  A	
   	
   ___	
  Medicare	
  B	
   	
   ___	
  Medicare	
  D	
   	
   ___	
  Spouse’s	
  Employer	
  
___	
  Other	
   	
   ___	
  Participant’s	
  Employer	
  at	
  Another	
  Job	
  

	
  

Insurance	
  Co.	
  Name:	
  _____________________________________________________________________________________	
  
Address:	
  _______________________________________________________________________________________________	
  
Phone	
  Number:	
  _______________	
  Group	
  Policy	
  #:	
  _______________________	
  Effective	
  Date:	
  _________________________	
  

	
  
If	
  more	
  than	
  one	
  family	
  member	
  has	
  more	
  than	
  one	
  additional	
  coverage,	
  or	
  if	
  an	
  individual	
  is	
  covered	
  by	
  more	
  
than	
  one	
  other	
  policy,	
  attach	
  a	
  sheet	
  listing	
  the	
  information	
  for	
  each.	
  

	
  

Is	
  it	
  an	
  Active	
  or	
  Retiree	
  Plan?	
  ______	
  Active	
  	
  ______	
  Retiree	
  	
  
	
  

If	
  other	
  group	
  coverage	
  is	
  for	
  a	
  dependent	
  child,	
  is	
  the	
  child’s	
  natural	
  parents	
  legally	
  separated	
  or	
  divorced?	
  Yes___No____	
  
	
  

Are	
  you/your	
  dependent	
  eligible	
  for	
  Medicare	
  coverage?	
  	
  ______Yes	
  	
  	
  ______No	
  
	
  

Participant’s	
  Signature	
  _____________________________________________	
  	
  Date	
  _______________________________	
  
	
  

Fax	
  to	
  (410)	
  683-­‐7788	
  or	
  mail	
  to:	
  	
   Fund	
  Office	
   	
  
Warehouse	
  Employees	
  Union	
  Local	
  No.	
  730	
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   911	
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Class C: Reviewing Your Benefits 
Through UnitedHealthcare

E ligible participants in Plan C have medical benefits 
provided by the Fund’s HMO, UnitedHealthcare. Listed 

below are a few of the benefits.

•	 Maternity Services 
One specialist co-payment covers all prenatal office visits.

•	 Prosthetic Devices, Durable Medical 
Equipment (DME) 
You pay the coinsurance amount specified in the 
underlying Plan design. 
Prosthetic devices have a benefit maximum of $2,500 
per policy year. 
DME has a benefit maximum of $2,500 per policy year. 
Upgrades are not permitted.

•	 Ostomy 
Ostomy and urological supplies are also covered at 
the coinsurance amount with a $2,500 maximum per 
policy year.

•	 Eye Refraction Exams 
Specialist office visit co-pays apply. One routine exam 
every other policy year permitted. Refractive exams are 
not covered out of network.

•	 Rehabilitative Services 
Pulmonary rehab is limited based on medical necessity 
with a maximum of 20 visits per policy year; cardiac 

rehab is limited based on medical necessity with a 
maximum of 36 visits per policy year.

•	 Home Health Care 
Home Health Care is limited based on medical 
necessity with a maximum of 60 visits per policy year.

•	 Accumulators (deductibles, out-of-pocket 
maximum, etc.) 
Flat dollar co-pays do not apply to your out-of-
pocket maximum. There is a separate deductible for 
in-network and out-of-network benefits.

Should you have any questions about your benefits under 
the HMO Plan, contact UnitedHealthcare at (800) 815-8958. 
Use your new policy number 729899 to identify yourself as 
a Warehouse Employees Union Local No. 730 Health and 
Welfare Trust Fund HMO participant.

If you need a copy of your medical or prescription drug 
identification (“ID”) card, you can print a temporary card 

by logging onto the provider’s website and printing the card 
from home.

Before you begin, you will need to have the following:
1.	 A computer with internet access.
2.	 Your customer ID or Social Security Number.

CIGNA HealthCare – eligible participants in 
Plan E and retirees who have prescription drug 
coverage through the Fund will first have to establish 
an account by logging on to www.mycigna.com. Once 
you have registered for myCIGNA, you can access your 
account over the internet in a safe, secure environment.

Detailed instructions:
1.	 Go to the myCIGNA website at www.mycigna.com 

and then click on the button marked 
“REGISTER NOW.”

2.	 Enter your name and city into the required fields and 
then click on the button marked, “Search.”

3.	 Enter your personal information into the field and 
then click on the button marked “Next.”

4.	 The registration procedure will prompt you in how 
to proceed. 

5.	 On the bottom of the myCIGNA homepage, click on 
“Request New ID Card.”

6.	 Follow prompts to print your ID card.

UnitedHealthCare HMO – eligible participants 
in Class C and pre-Medicare retirees with HMO 
benefits will have to establish an account by logging 
onto www.uhc.com. Complete the registration process by 
creating a username and password. Once created you will 
be directed to the myuhc home page. On the right side of 
the page the question, “What would you like to do today?” 
Click on “Print an ID Card.”

Besides using the internet to print ID cards, participants can 
always call the Fund Office at (800) 730-2241 and 
request one.

When You Need An ID Card
The following article applies to eligible Plan E participants.
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As a CIGNA HealthCare member, you have the 
opportunity to receive treatment for common 

ailments and injuries by going to a MinuteClinic health 
care center. CIGNA HealthCare provides convenient care 
clinics throughout the country where you can receive 
high quality, affordable health care services. In our Mid-
Atlantic area, these centers are called MinuteClinics and 
are conveniently located in select retail grocery stores and 
drug stores, as well as certain corporate office buildings 
and college campuses. 

To Find A Participating MinuteClinic Near You:
•	Log on to www.cignasharedadministration.com.

•	Select “Medical PPO Provider Directory” and then the 
category called “CIGNA Facility and Ancillary Directory.” 

•	Enter a zip code of the area you wish to go to and 
click on “Continue Search.” Scroll down the screen 
and select “Specialty.” After you click on “Convenient 

Care Centers,” you will be able to view all the various 
MinuteClinics in your area.

Advantages
•	No waiting for an appointment. When you need care, 

you walk in, and appointments usually take about 
15 minutes.

•	Open seven days a week, including evening hours.

•	Receive high-quality medical care in a facility overseen 
by doctors and staffed by certified nurse practitioners 
and physician assistants.

NOTE: Not all services offered at MinuteClinics 
are covered. Call the Fund Office at (800) 730-2441 
before receiving treatment to be sure services are covered. 
Use of a MinuteClinic is subject to the same terms and 
conditions set forth in your Plan of benefits and, where 
appropriate, co-payments and deductibles apply.

Visit A MinuteClinic For 
Minor Health Concerns

The following article applies to eligible Plan E participants who have 
Health and Welfare benefits through the Fund.
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