
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 newsletter 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. 
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Retiree Information Forms Will Mail 
Soon. Complete and Return This Form! 

The Fund Office will send all retirees (and beneficiaries who are collecting a 
benefit) a Retiree Information Form (“RIF”) in May to be completed and 

returned to the Fund Office.  The form asks questions about your current 
address, your beneficiary, whether you and/or your spouse have other health 
coverage, and current employment information, if any.

This form must be completed and returned every year, even if nothing has 
changed.  It is very important that you review and complete all sections of this 
form to be certain the information is correct. Mark any corrections on the form 
and promptly send it back to the Fund Office. It is critical that the Fund Office 
timely receives your completed RIF to avoid any interruption of your monthly 
benefits.  To assist you, the Fund Office will include a postage-paid return 
envelope with the RIF.

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 has other health coverage.

•	Be sure to sign the RIF.

Questions about  
Your Benefits?

Call the Fund Office at  
(877) 850-0977.  Press “1” to 
reach the Automated Benefit 

Information System or Press “2” to 
speak with a representative.

The only person who can sign the RIF form is the Retiree or Beneficiary named 
on the RIF form, unless another individual holds legal authority to sign on the 
individual’s behalf, such as a Power of Attorney or legal guardian. A copy of 
any such Power of Attorney or other legal document must be submitted to the 
Fund Office and verified before a RIF will be accepted with a representative’s 
signature.  If, for health reasons, the individual is unable to sign the form and 
there is no Power of Attorney or legal authority on file, then the individual must 
sign an “X” on the RIF and have it notarized by a Notary Public.



Health coverage eligibility for yourself and your 
dependent(s) begins once you have worked 400 

hours and your employer has paid contributions for 400 
hours in a three-month period for initial eligibility, or 1,200 
hours during the previous 12-month period. Coverage 
begins on the first day of the month following the time 
both you and your employer meet these requirements. 
Coverage continues month to month as long as you have 
worked and your employer has paid for 400 hours in the 
previous three-month period or 1,200 hours in the 
previous 12-month period. If contributions are not paid, 
for any reason, or if you have not worked 400 hours in 
the last three months or 1,200 hours in the last 12 
months, then coverage will stop immediately. If you lose 
coverage, you can become eligible again when you have 
worked 400 hours and your employer has paid 
contributions for 400 hours in the last three-month 
period.

Your employer’s contributions are made the month after 
you have performed work. Because of this, the three-
month “look back” period for each eligibility month is 
shown below. 

When to Go to an Emergency Room
Your Plan covers visits to an emergency room when 
your medical condition indicates that immediate medical 
treatment is required.  Examples of medical emergencies 
which require immediate treatment include heart attack, 
severe chest pains, cardiovascular accidents, poisoning, 
loss of consciousness or respiration, convulsions and other 
acute conditions.  Of course, this is not a complete list and 
there could be other conditions which require immediate 
treatment.

It’s important to remember that the Fund will not cover 
the emergency room charge if the care was not of 
an emergency nature and could have been provided by 
your physician or other provider in an outpatient or other 
alternative care setting (such as a CVS MinuteClinic or 
urgent care facility).

If you want to confirm your issue is an emergency and thus 
covered, please contact SwiftMD (www.SwiftMD.com).  
The charge will be approved if SwiftMD refers you to the 
emergency room.

Consider a CVS MinuteClinic or Urgent Care 
Facility (such as Patient First)
If you have a condition which is not determined to be 
“urgent” as noted by the diagnosis from the physician, you 
may use a CVS MinuteClinic or an urgent care facility.  For 
example, if your diagnosis (again, as stated by the attending 
physician), is for a bad cold, an earache, back pain, or a 
cut or a scrape, you will have coverage if you go to a CVS 
MinuteClinic or an urgent care facility.  

Eligibility Requirements for Welfare Plan Coverage

Go To the Emergency Room Only If Urgent 

Eligibility Month Look-back Period

January September, October, November

February October, November, December

March November, December, January

April December, January, February

May January, February, March

June February, March, April

July March, April, May

August April, May, June

September May, June, July

October June, July, August

November July, August, September

December August, September, October
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AReciprocity Agreement is an agreement between  
Local No. 77 and another Local Union outside the 

geographic area of Local No. 77. The agreement applies to 
service earned in another Local Union outside the Local 
No. 77 area, which has a reciprocal agreement requiring 
the other Local Union to transfer contributions made on 
your behalf for Health and Welfare and Pension coverage 
to this Plan so you can maintain coverage here. The 
Trustees of the Operating Engineers Trust Fund have 
entered into reciprocity agreements with the Trustees of 
other Welfare Funds to assure your continuing eligibility in 
the event you transfer to a reciprocal Local Union. Check 
with the Fund Office to determine which Local Unions or 
Funds have reciprocity with the Operating Engineers Trust 
Fund.    

The Fund Office must be notified if you are working 
outside Local 77’s jurisdiction.  Please contact the 
Fund Office for the proper authorization form. 

In the event you are temporarily employed in any of these 
areas, promptly notify the Fund Office in writing of the 
following:

•	The Local Union where you are working;

•	 the date you transferred or began employment under 
a new Local Union;

•	 the date of termination from employment, if applicable.

The Fund Office corresponds with these Locals and 
attempts to obtain your hours employed and the 
contributions owed. Upon receipt of the contributions paid 
on your behalf under a reciprocity agreement, the hours of 
employment will be credited by this Fund and recorded by 
the Fund Office as if you were employed by Local No. 77. 

When you work in another local jurisdiction, the 
contributions on your behalf are not transferred back 
to this Fund on a monthly basis. They are usually paid 
quarterly and sometimes semi-annually. As result, your 
eligibility status with this Fund may not be current at any 
given time. If you experience a loss of eligibility resulting 
from this lapse in reported contributions, please notify 
the Fund Office. We will assist with bringing your eligibility 
status to a current standing.

What is Reciprocity?
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In order to help us process your claims quickly and 
accurately, please follow the suggestions shown below.

•	File Medical Claims on Time. 
Most claims must be filed within 365 days from the 
date of service. The exception is Weekly Accident and 
Sickness claims, which in general, must be filed within 
60 days from your disability determination date or 
before you return to work, whichever is later.

•		Respond immediately to the Fund Office when 
you receive something in the mail. 
The Fund Office will send you an inquiry if additional 
information is needed. The sooner you respond, the 
sooner your claim can be processed. Failure to respond 
to the inquiry could result in your claim being denied.

•	Send your Explanation of Benefits (“EOB”). 
If you have other medical coverage and the Fund is 
your secondary coverage, please send your Explanation 
of Benefits (“EOB”) from your primary carrier as soon 
as possible. The EOB shows how the primary carrier 
processed the claim which will allow us to properly 
process the claim as your secondary coverage if we are 
secondary. 

•	Provide details of any accident.  
The Fund defines an accidental injury as a slip, fall, 
sprain, strain, or anything which is not an illness 
(not just a motor vehicle accident). You will receive 
an accident inquiry questionnaire if a medical claim 
submitted on your behalf contains a diagnosis that 
could have potentially resulted from an accident. You 
must complete and return the form whether you are 
reporting an accident or not. 

•	Send your Coordination of Benefits information.
The Fund Office may ask you to send us a copy of 
your other benefits information in order for us to 
coordinate benefits with any other insurance carrier 
you may have. 

•	Notify the Fund of any coverage changes.  
Please notify the Fund Office immediately if you or 
your dependent(s) are offered, elect to enroll in, or 
lose coverage under another group health plan.

•	Notify the Fund of any changes to a dependent’s 
status. 
Be sure to file a new enrollment form with the 
Fund Office within 30 days if you have a change in 
dependent status. This includes notifying the Fund 
Office in writing within 30 days of the birth of a 
dependent child.  If you notify the Fund Office within 
30 days of the birth of your child, coverage begins 
on the date of birth.  If you fail to notify the Fund 
Office within 30 days, coverage does not begin until 
the first of the month following the date you provide 
notice.  Remember, also, that you must provide a Social 
Security Number for your child before your child 
reaches six months, or coverage will terminate when 
your child reaches six months.

•	Designate a beneficiary. 
Certain benefits may be payable upon your death 
to the person or persons you designate as your 
beneficiary.  Remember to keep your beneficiary 
designation up to date. 

•	Keep your address updated. 
Keep the Fund Office informed every time you have 
a change in address (even temporary), name, phone 
number(s), or dependent status (due to marriage, 
divorce, adoption, birth, etc.).

•	Consult Your SPD often. 
Procedures for filing a claim and information on appeals 
may be found beginning on page 111 of your Summary 
Plan Description (“SPD”) book. 
 
Your SPD explains the required information for claims 
and outlines penalties for filing false or misleading 
statements or failure to refund overpayments. The 
book also contains detailed steps on how the following 
claims are processed:

•	Urgent Care

•	Concurrent Care

•	Pre-service Authorization

•	Post-service Authorization

•	Accident and Sickness

Help Your Claims Be Paid Quickly
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What are sports mouth guards?
Sports mouth guards, also called mouth protectors or 
athletic mouth guards, are devices that are used to protect 
the teeth, gums, and soft tissues of the mouth from 
sports-related injuries. The American Dental Association 
recommends people of all ages use a mouth guard if they 
are participating in contact sports or other activities that 
could cause mouth or dental injury.

Occlusal guards, or nightguards, which are used to prevent 
clenching and bruxism, as well as sleep apnea devices, are 
sometimes associated with the mouth guard category. 
However, these are separate oral devices that we cover in 
a separate article.

Who needs a sports mouth guard?
Sports mouth guards are intended for people of all ages 
who participate in an activity that poses a risk of damaging 
the mouth, whether competitively or recreationally.

A sports mouth guard is recommended if you play contact 
sports. This includes, but is not limited to, football, soccer, 
boxing, basketball, field hockey, ice hockey, volleyball, and 
wrestling. Sports mouthguards can also be used for other 
non-contact sports and recreational activities that may 
cause damage to the mouth, such as gymnastics, biking, 
skateboarding, and ice- and roller-skating.1

 Types of sports mouth guards
1.	 Stock (ready-made) – Ready-made mouth guards are 

the least expensive and most commonly available type. 
These are typically available at department and sporting 
goods stores and do not require a visit to the dentist. 
Stock mouth guards come in a range of sizes and are 
not personalized for each individual mouth.

2.	Mouth formed (boil and bite) – These self-adapting 
mouth guards soften when placed in hot water and are 
then adapted to the wearer's individual mouth through 
bite pressure and manipulation of fingers and tongue. 
Dentists may assist with final molding, but otherwise, 
you can purchase these types of mouth guards at many 
retail establishments and sporting goods stores.

3.	Custom mouth guards – These mouth guards are 
created in a laboratory or dental office from a patient’s 
bite impressions. A custom mouth guard provides the 
best fit, comfort, and efficiency, but is also the most 
expensive option and require dental visits. Comfort 
is an important aspect to keep in mind during the 
selection process because a mouth guard only works if 
it is worn.

The article above was provided by Delta Dental.

Sports Mouth Guards to  
Protect Against Dental Injuries

Moving? Remember to Let Us Know!
It’s important that you tell the Fund Office when your contact information changes. Often the Fund Office 
sends out important information about your benefits, coverage change notices, Plan booklets, not to mention 
even this For Your Benefit newsletter. If we don’t have the correct information, we may not reach you and that 
may affect your benefits.

Call the Fund Office at (877) 850-0877 to let us know where you’ve re-located to so we can keep you 
updated on your benefits.
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Maintenance drugs are prescriptions used to treat chronic 
or long-term conditions.

The following are some examples of conditions commonly 
treated with maintenance drugs:

•	high blood pressure

•	high cholesterol 

•	diabetes 

•	 arthritis

•	 asthma

You must use the mail order program or a CVS pharmacy 
for maintenance drugs to be covered.

How to Use the Mail Order Program
You must obtain two prescriptions from your physician. 
The first prescription should be for a supply of up to 30 
days, which you may fill using your prescription card at a 
participating Caremark pharmacy. The second prescription 
will be used to order a larger supply through the mail 
order program or through a CVS pharmacy, up to a 90-
day supply. Your copayment for mail order drugs is 40% of 
the discounted drug cost.

You may obtain a mail order form from the Fund Office or 
by visiting www.caremark.com. 

Spring has arrived. While this season can be beautiful, it 
can also be miserable for those who suffer from 

seasonal allergies. In our Northeast region, the most 
common source of spring allergies is ragweed, a tall plant 
with yellow flowers. It can be seen growing along 
highways, open lots, and fields, and its presence causes 
great discomfort to many.

The good news is that your Plan of benefits covers the cost 
of diagnosis and treatment through the injection of allergy 
serum. Antihistamine injections are not covered, however. 

Your Plan covers the cost of treatment at 80%, up to the 
Allowable Charge, with a $300 deductible per year.

Maintenance Drugs Must 
Be Obtained by Mail Order 
through Caremark or at a 

CVS Pharmacy

Relief for Allergy Sufferers
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Reminder:  Once Pension Benefits Begin,  
You May Not Make a Change

There are three forms of payment options for receiving 
your Pension, depending on your marital status at 

retirement: the 36-Month Payment Guarantee Benefit if 
you are single or married, the 50% Joint and Survivor 
Annuity if you are married, and the 75% Joint and Survivor 
Annuity if you are married.  

If you are married, you are required to elect a Joint and 
Survivor Annuity option, as required by law, unless both 
you and your spouse choose another method before your 
pension begins.

You cannot make a change to your pension option 
once you begin receiving your pensiown benefit.  

For example, if you are collecting your pension under 
the 36-Month Payment Guarantee option and you later 
get married, you are not able to change to a Joint and 
Survivor option.  Likewise, if you elect a Joint and Survivor 
Annuity and you later get divorce, you cannot change to a 
36-Month Payment Guarantee option.

Please be aware that you must be married at the time 
you apply for retirement and commence your benefit in 
order to be eligible for a Joint and Survivor Pension Benefit, 
except where a Joint and Survivor Pension Benefit is 
required under a court order that has been qualified by the 
Plan, such as a Qualified Domestic Relations Order.

Conifer Health Solutions (“Conifer”) is a cost containment 
program designed to control costs by reducing unnecessary 
hospital admissions and certifying the length of certain 
treatments.  Conifer reviews admissions and treatments 
to determine medical necessity and to find treatments in 
alternative settings if appropriate.  

For example, suppose your physician recommends a 
procedure for you on an inpatient basis.  Conifer may find 
that the procedure is regularly performed on an outpatient 
basis. They would review your records to determine if 
outpatient treatment is an option for you. 

You must contact Conifer at (410) 919-4653 to certify all 
inpatient hospital admissions (and within 24 hours of an 
emergency admission).  This number is also shown on the 
front of your Fund ID card.

Other Treatments That Must Be Certified 
with Conifer:
The following procedures/treatments must be certified by 
Conifer in order to be covered.  

1.	 sub-acute care; 

2.	 outpatient surgery; 

3.	 surgery performed at a hospital on an outpatient basis; 

4.	 inpatient rehabilitation;

5.	 physical therapy (for more than 8 visits)

6.	 skilled nursing facilities

7.	 home health care

8.	 chiropractic care (for more than 8 visits)

Conifer Cost Containment Program
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Conifer Corner

LLeett’’ss  GGeett  MMoovviinngg!!

It’s    
             

            
        

      

WWaanntt  ttoo  ttaakkee  ccoonnttrrooll  ooff  yyoouurr  mmoovveemmeenntt??
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