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Summary Plan Description 

 

Vancouver Firefighters Union Health & Welfare Trust 

Health Reimbursement Arrangement 
 

This booklet is your Summary Plan Description (SPD) for the Health Reimbursement Arrangement 

(HRA) offered you by Vancouver Firefighters Union Health & Welfare Trust (the “Trust”).  Its purpose is 

to summarize the provisions of the HRA, which provide and/or affect payment or reimbursement for 

charges related to your medical, dental, and vision care.  This SPD supersedes any and all SPDs 

previously issued to you by the Trust for the HRA.  The Vancouver Firefighters Union Health & Welfare 

Trust plan document for the HRA and any enacted amendments take precedence over this booklet. 

This HRA plan is offered to eligible Members by the Trust to those enrolled in the Vancouver Firefighters 

Union Health & Welfare Trust Health Care Plan.  You should consult your SPD for the Health Care Plan 

for a description of the benefits and provisions for that plan. 

Qualified Medical Expenses, as defined, that are not paid by the Trust’s Health Care Plan or other 

health, medical, dental, or vision plans are eligible for reimbursement under this Plan. The Plan will 

pay 100% of eligible expenses up to the amount of the Maximum HRA Benefit, as specified within 

this document, but not to exceed the actual amount in your account at the time reimbursement is 

made. 

All health benefits described herein are being provided and maintained for you and your covered dependents 

by Vancouver Firefighters Union Health & Welfare Trust. 

 
Claims processor for the HRA: 

Self Insured Services Company (SISCO) 

www.siscobenefits.com 

P. O. Box 389 

Dubuque, Iowa 52004-0389 

1-800-457-4726 

SiscoConnect (www.siscoconnect.com) 

sisco.service@siscobenefits.com 

 

https://www.siscobenefits.com/
https://www.siscoconnect.com/Logon/
mailto:sisco.service@siscobenefits.com
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Plan Description 

 

Purpose 

The HRA is intended to qualify as a Health Reimbursement Arrangement under Code Section 105 

and shall be interpreted in a manner consistent with such Code Section and the Treasury regulations 

thereunder.  Eligible medical expenses reimbursed under the Plan are intended to be eligible for 

exclusion from participating Employees’ gross income under Code Section 105(b). 

Vancouver Firefighters Union Health & Welfare Trust provides group health plan benefits to eligible 

Active Members and any eligible dependents provided through a comprehensive medical benefits 

plan that by itself complies with PPACA (i.e., provides minimum value).  The Trust provides this 

health reimbursement arrangement (HRA) to those enrolled in the Vancouver Firefighters Union 

Health & Welfare Trust Health Care Plan to reimburse Members for health care expenses, up to the 

maximum benefit, as set by the Trust and as specified in the Plan Summary. 

The Plan Document details the benefits, rights, and privileges of Active Members (as later defined), in 

a fund established by Vancouver Firefighters Union Health & Welfare Trust (the “Trust”) and referred 

to as the "Plan."  The Plan Document explains the times when the Plan will pay or reimburse all or a 

portion of Eligible Expenses. 

 

Effective Date of Plan October 1, 2025 

Name of Plan Vancouver Firefighters Union Health & Welfare Trust Health 

Reimbursement Arrangement 

Name and Address of Plan 

Sponsor 

Vancouver Firefighters Union Health & Welfare Trust 

2807 Northwest Fruit Valley Road 

Vancouver, WA 98606 

Mailing address: 

P. O. Box 570 

Vancouver, WA 98666 

(360) 254-3528 

Employer I.D. Number 45-3280396 

Name and Address of Claims 

Administrator 

Self Insured Services Company (SISCO) 

P.O. Box 389 

Dubuque, IA  52004-0389 

(800) 457-4726 

SiscoConnect (www.siscoconnect.com) 

sisco.service@siscobenefits.com 

Plan Number 535 

Type of Plan The Plan is intended to qualify as a health reimbursement 

arrangement (HRA). 

Agent For Legal Service Vancouver Firefighters Union Health & Welfare Trust 

Funding of the Plan Vancouver Firefighters Union Health & Welfare Trust 

Medium For Providing Benefits The benefits are administered in accordance with the Plan 

Document by the Claims Administrator. 

Plan Year Begins October 1 and ends September 30 

https://www.siscobenefits.com/
https://www.siscoconnect.com/Logon/
mailto:sisco.service@siscobenefits.com
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Named Fiduciary and Plan Administrator 

The Named Fiduciary and Plan Administrator is Vancouver Firefighters Union Health & Welfare 

Trust, which has the authority to control and manage the operation and administration of the Plan.  

The Plan Administrator or its delegate has the sole authority and discretion to interpret and construe 

the terms of the Plan and to determine any and all questions in relation to the administration, 

interpretation or operation of the Plan, including, but not limited to, eligibility under the Plan, 

payment of benefits or claims under the Plan and any and all other matters arising under the Plan.  

The decision of the Plan Administrator will be final and binding on all interested parties. 

 

Claims Processor is Not a Fiduciary 

A Claims Processor is not a fiduciary under the Plan by virtue of paying claims in accordance with 

the Plan’s rules as established by the Plan Administrator. 

 

Legal Entity 

The Plan is a legal entity.  Legal notice may be filed with, and legal process served upon, the Plan 

Administrator. 

 

Plan Modification and Amendments 

Subject to any negotiated agreements, the Trust may modify, amend, or discontinue the Plan without 

the consent of Covered Individuals.  Any changes made shall be binding on each Employee and on 

any other Covered Individuals.  This right to make amendments shall extend to amending the 

coverage (if any) granted to retirees covered under the Plan, including the right to terminate such 

coverage (if any) entirely. 

 

Claim Procedure 

In accordance applicable law, the Trust will provide adequate notice in writing to any Covered 

Individuals whose claim for benefits under this Plan has been denied, setting forth the specific 

reasons for such denial and written in a manner calculated to be understood by the Covered 

Individuals.  Further, the Trust will afford a reasonable opportunity to any Covered Individuals, 

whose claim for benefits has been denied, for a full and fair review of the decision denying the claim 

by the person designated by the Trust for that purpose. 

 

Protection against Creditors 

No benefit payment under this Plan will be subject in any way to alienation, sale, transfer, pledge, 

attachment, garnishment, execution, or encumbrance of any kind, and any attempt to accomplish the 

same will be void.  If the Trust finds that such an attempt has been made with respect to any payment 

due or to become due to any Covered Individual, the Trust in its sole discretion may terminate the 

interest of such Covered Individual or former Covered Individual in such payment, and in such case 

will apply the amount of such payment to or for the benefit of such Covered Individual or former 

Covered Individual, his or her spouse, parent, adult child, guardian of a minor child, brother or sister, 

or other relative of a dependent of such Covered Individual or former Covered Individual, as the 

Trust may determine, and any such application will be a complete discharge of all liability with 

respect to such benefit payment.  This Provision does not prohibit a Covered Individual from 

assigning his or her benefits to an Eligible Provider. 
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Indemnification of Employees 

Except as otherwise provided by law, no director, officer, or Employee of the Trust or of the Claims 

Administrator will incur any personal liability for the breach of any responsibility, obligation, or duty 

in connection with any act done or omitted to be done in good faith in the administration or 

management of the Plan and will be indemnified and held harmless by the Trust from and against any 

such personal liability, including all expenses reasonably incurred in his or her defense if the Trust 

fails to provide such defense.  The Trust and the Plan each may purchase fiduciary liability insurance 

consistent with applicable law. 

 

Funding of the Plan 

The HRA is an account that the Trust establishes on your behalf.  The Trust will make an HRA 

contribution on behalf of each eligible employee on the first day of each Plan Year.  For employees 

who become eligible after the beginning of the Plan Year, the Trust will make a contribution on the 

day the employee becomes eligible for coverage.  The Trust makes additional contributions each pay 

period to the HRA following the initial contribution, up to the Annual Benefit Limit, as set by the 

Trust and as specified in the Plan Summary. 

The contributions are evaluated each year and the Trust reserves the right to change or discontinue 

funding the Plan in the future.  All contributions into the HRA must be used for Qualifying Medical 

Expenses, as outlined herein. 

The HRA funds are not taxable, and you may not make additional contributions to the account.  

Under no circumstances may a participant cash-out any leftover HRA balances that remain at the end 

of a Plan Year.  Any remaining funds in your account on the date employment is terminated with the 

Trust will be forfeited after all eligible claims have been paid. 

 

Termination of Plan 

The Trust reserves the right at any time to terminate the Plan by a written instrument to that effect.  

All previous contributions by the Trust will continue to be issued for the purpose of paying benefits 

under the provisions of this Plan with respect to claims arising before such termination, or will be 

used for the purpose of providing similar health benefits to Covered Individuals, until all 

contributions are exhausted. 

 

Plan Is Not a Contract 

The Plan Document constitutes the entire Plan.  The Plan will not be deemed to constitute a contract 

of employment or give any Employee of the Trust the right to be retained in the service of the Trust 

or to interfere with the right of the Trust to discharge or otherwise terminate the employment of any 

Employee. 

 

Compliance 

It is the intent of this Plan to comply with the Code and all federal regulations that govern health 

reimbursement arrangements and health care as relevant to this Plan including ERISA (Employee 

Retirement Income Security Act of 1974), HIPAA (Health Insurance Portability and Accountability 

Act of 1996), PPACA (Patient Protection and Affordable Care Act of 2010 also referred to as ACA  - 

Affordable Care Act), and any regulations that may become effective.  

In the event of any conflict between any part, clause or provision of this Plan and the Code, ERISA, or 

other regulation to which it is subject, the provisions of such regulation shall be deemed controlling, 

and any conflicting part, clause or provision of this Plan shall be deemed superseded to the extent of the 

conflict. 



 

6 

 

Plan Summary for Vancouver Firefighters Union Health & Welfare Trust 

 

 

Vancouver Firefighters Union Health & Welfare Trust (the Trust) offers this plan to Active Members  

enrolled in the Vancouver Firefighters Union Health & Welfare Trust Health Care Plan, herein 

referred to as the “Primary Plan.”  Conditions regarding eligibility for coverage are in accordance 

with those of the Primary Plan. 

 

Eligibility and Effective Date of Participation 

Any Active Member shall be eligible to participate in this Plan as of the date he or she satisfies the 

eligibility conditions for the Trust’s Primary Plan.  An Active Member electing participation in this 

Plan shall become covered under this Plan as of the entry date under the Employer’s Primary Plan. 

 

Plan Year: October 1 – September 30 

 

Under this HRA, the Trust shall make available to you its contributions to the HRA in the manner 

specified below: 

 

Trust Contributions to the HRA 

The Trust contributes monthly the following amounts to your HRA, based on your health plan 

coverage level: 

• Single Coverage:  $275 

• Member + Spouse Coverage:  $550 

• Member + Child(ren) Coverage:  $550 

• Member + Spouse + Child(ren) Coverage:  $550 

 

Maximum HRA Benefit 

If you are an Active Member for the entire Plan Year, your maximum HRA benefit will be: 

• Single Coverage:  $3,300 

• Member + Spouse Coverage:  $6,600 

• Member + Child(ren) Coverage:  $6,600 

• Member + Spouse + Child(ren) Coverage:  $6,600 

If you are not an Active Member for the entire Plan Year, your maximum HRA benefit is based on 

the number of months you are a participant in the HRA plan.  For example, if you have single 

coverage and are an Active Member for five (5) months, your maximum benefit will be $1,375 ($275 

monthly benefit x 5 months). 

 

Medical Expense Benefit 

Only Qualified Medical Expenses that are not paid by the Primary Plan or other health, medical, 

dental, vision, or any other plans are eligible for reimbursement under this Plan. The Plan will pay 

100% of eligible expenses up to your maximum HRA benefit, but not to exceed the actual amount in 

your account at the time reimbursement is made. 
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Eligible Expense Benefits 

 

Upon receipt of proof of loss, the Plan will pay up to the maximum HRA benefit listed in the Plan 

Summary for Eligible Expenses incurred in each Benefit Period. 

 

Allocation and Apportionment of Benefits 

The Trust reserves the right to allocate reimbursements of any Eligible Expenses and to apportion the 

benefits to the Covered Individual and any assignees.  Such allocation and apportionment shall be 

conclusive and shall be binding upon the Covered Individual and all assignees. 

 

Carryover of Accounts 

If any amount remains in a Covered Member’s HRA for a Plan Year after all reimbursements have 

been made for the Plan Year, such balance accumulatively shall be carried over to reimburse Eligible 

Expenses incurred during the subsequent Plan Year.  This provision also applies to an HRA account 

of a Retiree who is eligible to maintain his or her existing HRA account after separation of service; 

however, no new contributions are made by the Trust to a Retiree’s account. 

 

Qualified Medical Expenses 

Qualified Medical Expenses under this HRA that you may be reimbursed for are out-of-pocket 

expenses you, your Spouse, or Dependent incur for medical, dental, and vision services that meet the 

definition of medical care under Internal Revenue Code Section 213(d), therein defined in part as the 

costs of diagnosis, cure, mitigation, treatment, or prevention of disease, or for the purpose of 

affecting any part or function of the body. 

You may refer to IRS Publication 502 for detailed information on qualifying medical expenses at 

https://www.irs.gov/forms-pubs/about-publication-502.  Note that any amounts reimbursed to you 

under this HRA may not be claimed as a deduction on your individual income tax return. 

 

 

https://www.irs.gov/forms-pubs/about-publication-502
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Eligibility and Enrollment 

 

An individual’s eligibility for coverage under this Plan is based solely upon his or her eligibility 

under the Primary Plan.  If an individual is not eligible for coverage under the Primary Plan, that 

individual is not eligible for coverage under this Plan. 

An Active Member, his or her Spouse, and his or her Dependents are eligible for coverage under this 

Plan from the first day of eligibility for coverage under the Primary Plan. 

An Active Member who properly enrolls for coverage under the Primary Plan may also elect to be 

enrolled for coverage under this Plan with the same effective date as the Primary Plan. 

An Active Member who fails to properly enroll for coverage for himself or herself and any eligible 

dependents under the Primary Plan is not eligible for coverage under this Plan. 

An Active Member who chooses not to keep his or her coverage in effect during a period of an 

approved leave of absence which qualifies under FMLA will be eligible to enroll for the same type of 

coverage that was in effect at the time of the leave of absence immediately upon return to work. 

 

 

Termination of Coverage 

 

A Covered Member’s coverage under this Plan will terminate 1) on the same date and time that his or 

her coverage under the Primary Plan terminates, or 2) when he or she elects to end coverage. 

 

With regard to this Plan, the Covered Member’s participation in the Plan shall cease.  However, such 

individual may submit claims for expenses incurred during the portion of the Plan Year preceding his 

or her date of termination, provided such claims are submitted within 90 days of the termination of 

coverage. 

In the case of the death of the Covered Member, any remaining balances may only be paid out as 

reimbursements for Qualifying Medical Expenses that occurred prior to the and shall not constitute a 

death benefit to the Covered Member’s estate and/or beneficiaries. 

Retired Employees and other terminated Employees may not continue to participate in the HRA, and 

any unused amounts shall be forfeited, except as provided for under the Extension of Benefits section, 

or as provided below under “Members Separated From Service.” 

This section shall be applied and administered consistent with any rights a Covered Member, his or her 

Spouse and Dependents may be entitled to pursuant to Code Section 4980B,  

 

Election to Suspend or Permanently Opt out of the HRA 

You may elect to suspend your HRA for any future Plan Year by notifying the Plan Administrator 

before the beginning of that Plan Year. Your suspension election will remain in effect for the entire 

Plan Year to which it applies, and you may not modify or revoke the election during that Plan Year. 

By electing to suspend your HRA account for a Plan Year, you agree to permanently forgo 

reimbursements from your HRA for medical care expenses incurred during that Plan Year. Medical 

care expenses incurred in the Plan Year before the suspended Plan Year may be reimbursed, so long 

as there was no suspension in effect for that prior Plan Year. 

In lieu of a suspension of your HRA account, you may elect to permanently opt out of and waive any 

right to reimbursements from your HRA account for expenses incurred after the election takes effect.  

This opportunity will be offered at least annually by the HRA Plan. If you permanently opt out of this 
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Plan, you will have no opportunity to resume participation in the current Plan Year or any future Plan 

Years. 

The Trust will not contribute to your HRA after any opt-out election takes effect or for any Plan Year 

for which you have suspended your participation in the HRA Plan. 

 

Members Separated From Service 

To maintain an HRA account after separation of service, a member must meet the following:  

• Vesting: Members must have minimum of (six) 6 months employment prior to separation 

and be enrolled in the Vancouver Firefighters Union Health & Welfare Trust Health Care 

Plan as per the Trust’s eligibility rules for the Health Care Plan.  

• A member has to be in good standing and a member of the IAFF to maintain the HRA after 

retirement.  

• Spouse and dependents tied to retiree.  

• Any Retiree who is not eligible for retiree medical coverage will forfeit their entire HRA 

balance at the end of the applicable COBRA period. 

• Members meeting the vesting rule must be either enrolled in the plan as COBRA or retiree to 

avoid a maintenance fee for their HRA account.  

• Non-affiliated separated members (non-COBRA, non-retiree) HRA account balances will be 

charged the monthly maintenance fee.  This fee will be in the form of a deduction from the 

member’s HRA account balance equal to the administration fee charged to Vancouver 

Firefighters Union Health & Welfare Trust for the maintenance of the account.  

• Member HRA accounts whose balance falls below the current monthly maintenance fee will 

be forfeited back to the Trust’s general reserves and be permanently removed.  
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Extension of Benefits 

 

 

In addition to the following Federally mandated extensions of benefits, benefits may be extended for 

any additional extensions of benefits provisions of the Primary Plan. 

 

Family and Medical Leave Act 

All provisions under the Plan are intended to be in compliance with the Family and Medical Leave 

Act of 1993 (FMLA).  To the extent the FMLA applies to the Trust, Plan benefits may be maintained 

during certain leaves of absence at the level and under the conditions that would have been present as 

if employment had not been interrupted.  Member eligibility requirements, the obligations of the 

Trust and Member concerning conditions of leave, and notification and reporting requirements are 

specified in the FMLA.  Any Plan provisions that conflict with the FMLA are superseded by the 

FMLA to the extent such provisions conflict with the FMLA.  A Member with questions concerning 

any rights and/or obligations should contact the Trust. 

 

Uniformed Services Employment and Reemployment Rights Act (USERRA) 

It is the intent of the Plan to adhere to the continuation of coverage provisions of the Uniformed 

Services Employment and Reemployment Rights Act (USERRA) effective October 14, 1994.  Any 

Plan provisions that conflict with USERRA are superseded by USERRA.  An individual who would 

like complete information regarding his or her rights under USERRA should contact the Plan 

Administrator. 

 

COBRA Coverage  

This section is intended to comply with the Consolidated Omnibus Budget Reconciliation Act 

(COBRA) of 1985, as amended, which requires continuation of this coverage to certain eligible 

participants and/or their covered dependents in most circumstances when the HRA coverage would 

otherwise end.  Any election of COBRA under this Plan must be done in conjunction with electing 

COBRA under the Primary Plan. 

If you or your HRA-eligible spouse or dependents experience a qualifying COBRA event that causes 

a loss of coverage under the plan, (e.g., divorce or legal separation, etc.), charges incurred after the 

last day you or your dependents were eligible will not be eligible for reimbursement unless you 

and/or your dependents enroll in COBRA and pay the required contributions. Contact the Plan 

Administrator for additional information. 

Electing COBRA Coverage  

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 

Administrator has been notified that a qualifying event has occurred. 

The Trust, which also is the Plan Administrator, is responsible for documenting and communicating 

the following events: 

• The end of employment or reduction of hours of employment;  

• Death of the employee; or  

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both). 
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Notice Requirements for the Employee or Eligible Dependent  

For all 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), the Member or eligible 

dependent is responsible for notifying the Plan Administrator within 60 days of the later of 1) the 

date the qualifying event occurs, 2) the date coverage is lost, or 3) the date on which the employee or 

dependent is informed, through the furnishing of either the Summary Plan Description (SPD) or the 

COBRA general notice, of the responsibility to notify the plan and the procedures for doing so. 

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a 

qualifying event.  If a proceeding in bankruptcy is filed with respect to this HRA, and that 

bankruptcy results in the loss of coverage of any retiree covered under the Plan, the retiree will 

become a qualified beneficiary.  The retiree’s spouse, surviving spouse, and dependent children will 

also become qualified beneficiaries if bankruptcy results in the loss of their coverage under this 

HRA. 

Notice must be in writing to the Director of Human Resources, and contain the name of the Covered 

Individuals affected by the event and the date and nature of the event. 

If you or your dependents become eligible for COBRA coverage, contact your Director of Human 

Resources, the COBRA administrator, about your and/or your eligible dependents’ rights to continue 

participation through COBRA, as well as the monthly costs.  

If a person chooses to continue and pays the required COBRA premium, participation in the HRA is 

retroactive to the date participation originally ended.  

When COBRA Coverage Ends 

If you elect to continue your HRA account and continue to make timely COBRA payments, you 

generally will be able to continue to be eligible for the HRA account for 18 months from your 

COBRA qualifying event.  Under certain conditions specified under COBRA, coverage may be 

extended to a maximum 29 months or 36 months.  Your COBRA coverage can end earlier if one of 

the following occurs:  

• The Trust terminates the Plan. 

• You fail to pay the required contributions by the due date noted on your COBRA statement.  

• You are found to be ineligible for COBRA. In this case, the Plan reserves the right to end 

participation retroactively. 
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Coordination of Benefits 

 

 

Coordination with Other Plans 

This provision is intended to prevent the payment of benefits that exceed Eligible Expenses.  It 

applies when the Covered Member, his or her Spouse, or any eligible Dependent who is covered by 

this Plan is also covered by any other plan or plans.  When coverage from more than one plan exists, 

one plan normally pays its benefits in full and the other plans pay a reduced benefit.  This Plan will 

always pay either its benefits in full or in a reduced amount that, when added to the benefits payable 

by the other plan or plans, will not exceed 100% of Eligible Expenses.  Only the amount paid by the 

Plan will be charged against the Plan maximums, in conjunction with the Primary Plan. 

The Coordination of Benefits provision applies whether or not a claim is filed under the other plan or 

plans.  If needed, authorization must be given this Plan to obtain information as to benefits or 

services available from the other plan or plans, or to recover overpayment. 

All benefits contained in the Plan are subject to this provision. 

 

Definitions 

The term “plan” as used herein will mean any plan providing benefits or services for or by reason of 

medical, vision, or dental treatment, and such benefits or services are provided by: 

1.  Group insurance or any other arrangement for coverage for Covered Individuals in a group 

whether on an insured or uninsured basis, including but not limited to: 

 a. Hospital indemnity benefits. 

 b. Hospital reimbursement-type plans that permit the Covered Individual to elect 

indemnity at the time of claims. 

2.  Hospital or medical service organizations on a group basis, group practice, and other group 

pre-payment plans. 

3.  Hospital or medical service organizations on an individual basis having a provision similar in 

effect to this provision. 

4.  A licensed Health Maintenance Organization (HMO). 

5.  Any coverage for students that is sponsored by or provided through a school or other 

educational institution. 

6.  Any coverage under a governmental program, and any coverage required or provided by any 

statute. 

7.  Group automobile insurance. 

8.  Individual automobile insurance coverage on an automobile leased or owned by the Trust. 

9.  Individual automobile insurance coverage based upon the principles of “No-Fault” coverage. 

The term “plan” will be construed separately with respect to each policy, contract, or other 

arrangement for benefits or services, and separately with respect to that portion of any such policy, 

contract, or other arrangement that reserves the right to take the benefits or services of other plans 

into consideration in determining its benefits and that portion that does not. 
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Order of Benefit Determination 

This Plan is a Health Reimbursement Arrangement (HRA).  In the order of benefit determination, 

this Plan shall always pay after other plans, except Medicare, as required by Federal Statutes and 

Regulations (see below).   

The Trust has the right: 

1.  To obtain or share information with an insurance company or other organization regarding 

Coordination of Benefits without the claimant’s consent. 

2.  To require that the claimant provide the Trust with information on such other plans so that this 

provision may be implemented. 

 

Right To Receive and Release Necessary Information 

For the purposes of determining the applicability of and implementing the terms of this provision of 

the Plan or any similar provision of any other plans, the Trust may, without the consent of or notice 

to any person, release to or obtain from any insurance company or other organization or person any 

information, with respect to any person, that the Trust deems to be necessary for such purposes.  Any 

person claiming benefits under this Plan shall furnish to the Trust such information as may be 

necessary to implement this provision. 

 

Coordination of Benefits with Medicare 

If you are entitled to Medicare and claims are eligible under your HRA account, federal law governs 

whether your HRA account or Medicare pays or reimburses your medical expenses first. The 

following summarizes the priority of claims payment as between your HRA account and Medicare. 

To comply with federal law you should file your claims in accordance with these primary and 

secondary payer rules: 

• If you or your spouse are entitled to Medicare benefits due to your age, and you are currently 

employed and have an active, claims-eligible HRA account through your employer, your HRA 

account is primary to Medicare.  You should file claims against your HRA account prior to 

submitting expenses or claims to Medicare. 

• If you, your spouse, or dependents are entitled to Medicare benefits due to a disability, and you 

are currently employed and have an active, claims eligible HRA account through your employer, 

your HRA account is primary to Medicare.  You should file claims against your HRA account 

prior to submitting expenses or claims to Medicare. 

• If you, your spouse, or dependents are entitled to Medicare benefits due to end-stage renal 

disease (ESRD), and you have an active HRA account (regardless of your employment or 

retirement status), your account is primary to Medicare for the first 30 months of your Medicare 

eligibility. During the first 30 months of your Medicare eligibility you should file claims against 

your HRA account prior to submitting expenses or claims to Medicare. 
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Rights under ERISA 

 

 

Your Rights 

As a participant in the Plan, you are entitled to certain rights and protections under the Employee 

Retirement Income Security Act of 1974 (“ERISA”). ERISA provides that all plan participants shall 

be entitled to: 

 

Receive Information about Your Plan and Benefits 

Examine, without charge, at the plan administrator’s office and at other specified locations, such as 

worksites, all documents governing the plan, including insurance contracts, and a copy of the latest 

annual report (Form 5500 series), if any, filed by the plan with the U.S. Department of Labor and 

available at the Public Disclosure Room of the Pension and Welfare Benefit Administration. 

Obtain, on written request to the plan administrator, copies of documents governing the operation of 

the plan, including insurance contracts and collective bargaining agreements, and copies of the latest 

annual report (Form 5500 Series) and updated summary plan description. The administrator may 

make a reasonable charge for the copies. 

Receive a summary of the Plan’s annual financial report, if any is required by ERISA to be prepared. 

The Plan Administrator is required by law to furnish each participant with a copy of the summary 

annual report. 

 

Continue Group Health Plan Coverage 

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under 

the Plan as a result of a qualifying event.  You or your dependents may have to pay for such 

coverage.  Review this Plan and the documents governing the Plan on the rules governing your 

COBRA continuation coverage rights. 

 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are 

responsible for the operation of the employee benefit plan. The people who operate your plan, called 

“fiduciaries” of the plan, have a duty to do so prudently and in the interest of you and other plan 

participants and beneficiaries. No one, including your employer or any other person, may fire you or 

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

exercising your rights under ERISA. 

 

Enforce Your Rights 

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

why this was done, to obtain copies of documents relating to the decision without charge, and to 

appeal any denial, all within certain time schedules. Under ERISA, there are steps you can take to 

enforce the above rights. For instance, if you request a copy of plan documents or the latest annual 

report (if any) from the plan and do not receive them within 30 days, you may file suit in a Federal 

court. In such a case, the court may require the plan administrator to provide the materials and pay 

you up to $110* a day until you receive the materials, unless the materials were not sent because of 

reasons beyond the control of the administrator. If you have a claim for benefits that is denied or 

ignored, in whole or in part, you may file suit in a state or Federal court. 

* This amount is determined by the Department of Labor and is subject to change.. 
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If it should happen that plan fiduciaries misuse the plans money, or if you are discriminated against 

for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may 

file suit in a Federal court. The court will decide who should pay court costs and legal fees. If you are 

successful the court may order the person you have sued to pay these costs and fees. If you lose, the 

court may order you to pay these costs and fees, for example, if it finds your claim is frivolous. 

 

Assistance with Your Questions 

If you have any questions about your plan, you should contact the plan administrator. If you have any 

questions about this statement or about your rights under ERISA or HIPAA, or if you need assistance 

in obtaining documents from the plan administrator, you should contact the nearest office of the 

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

directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security 

Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, DC 20210.  

You may also obtain certain publications about your rights and responsibilities under ERISA by 

calling the publications hotline of the Employee Benefits Security Administration. 
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General Provisions 

 

 

Notice of Claim 

Generally, this Plan follows the notice of claim procedures of the Primary Plan and its deadlines for 

filing claims; however, the deadline for filing claims under this HRA at the end of a Plan Year or 

after termination of coverage is 90 days. 

Failure to furnish proof within the time provided by the Primary Plan will not invalidate or reduce 

any claim if it will be shown not to have been reasonably possible to furnish such proof and that such 

proof was furnished as soon as reasonably possible. 

 

Claim Procedure and Appeal Process 

Following is a description of the time frames the Plan uses to process claims for benefits.  A claim is 
defined as any request made by a claimant or by a representative of a claimant for a Plan benefit 
that complies with the Plan’s reasonable procedure for making benefit claims.  The times listed 

are maximum times only.  A period of time begins at the time the claim is filed.  Decisions will be 

made within a reasonable period of time appropriate to the circumstances.  “Days” means calendar 

days. 

You have a right to appeal any decision made by the Plan that denies payment of your claims or your 

request for coverage of a health care service or treatment.  You may request more explanation when 

your claim or request for coverage of a health care service or treatment is denied or the health care 

service or treatment you received was not fully covered.  Request for appeal/explanation should be 

sent to: 

Patient Advocate 

Self Insured Services Company (SISCO) 

P.O. Box 389 

Dubuque, IA  52004-0389  

You should contact SISCO for any of the following reasons: 

• You do not understand the reason for the denial; 

• You do not understand why the health care service or treatment was not fully covered; 

• You do not understand why a request for coverage of a health care service or treatment was 

denied; 

• You cannot find the applicable provision in your Summary Plan Description; 

• You want a copy of the guideline, criteria or clinical rationale that was used to make the 

decision; or 

• You disagree with the denial or the amount not covered and you want to appeal. 

If a claim is denied due to missing or incomplete information, you or your health care provider may 

resubmit the claim with the necessary information to complete the claim. 

All appeals for claim denials (or any decision that does not cover expenses you believe should have 

been covered) must be sent in writing to the address above within 180 days of the date you receive 

the denial.  A full and fair review of the claims will be provided by individuals who were not 

involved in making the initial decision of the claim.  You may provide additional information that 

relates to the claim and you may request copies of information that pertain to your claims.  You will 

be notified of the decision in writing within 60 days of the Plan receiving your appeal.  If you do not 

receive a decision within 60 days, you may be entitled to file a request for external review. 



 

17 

 

The Claims Administrator will process your claims no later than 30 days after receiving it.  An 

additional 15 days will be allowed in circumstances beyond the Plan’s control, such as the need for 

additional information.  You will be notified during the first 30 days of the need for additional 

information.  You will have 45 days from receipt of the request to supply the information needed to 

complete the claim.  Upon receipt of the requested information, the Plan will again review the claim 

and notify you within 15 days of the claim determination. 

If your claim is denied (in whole or in part), you will receive a written explanation of the denial.  

Should your claim be denied (in whole or in part), or if there is a reduction of benefits or charge 

amount, you (or your provider) may have your claim reviewed based on the procedures stated above.  

You should supply any additional pertinent documentation to support the appeal of the claim.  Within 

60 days after receipt of your request for review, you will receive a determination from the Claims 

Administrator. 

Rescissions of coverage, including retroactive terminations due to alleged misrepresentation of fact 

(e.g., errors in the application for coverage) are also considered adverse benefit determinations, 

thereby allowing you or your authorized representative to appeal such an action.  Rescissions for 

non-payment of premiums are not covered by this provision. 

If your request for the provision of or payment for a health care service or course of treatment has 

been denied, you may have a right to an external review by an Independent Review Organization 

(IRO), which has no association with the Plan, if the decision involved making a judgment as to the 

medical necessity, appropriateness, health care setting, level of care or effectiveness of the health 

care service or treatment.   You may request the independent external appeal by submitting a request 

for external review within four (4) months after receipt of an Adverse Benefit Determination or Final 

Internal Adverse Benefit Determination.  The external review process is not available for questions 

of eligibility.  Requests should be submitted to SISCO at the address listed above.  If there is no 

corresponding date four (4) months after the date of receipt of such a notice, then the request must be 

filed by the first day of the fifth month following the receipt of the notice. 

For example, if the date of receipt of the notice is October 30, because there is no February 30, the 

request must be filed by March 1.  If the last filing date would fall on a Saturday, Sunday, or Federal 

holiday, the last filing date is extended to the next day that is not a Saturday, Sunday, or Federal 

holiday. 

Within five (5) business days following the date of receipt of the external review request, the group 

health plan must complete a preliminary review of the request to determine whether: 

(a) The claimant is or was covered under the plan at the time the health care item or service 

was requested or, in the case of a retrospective review, was covered under the plan at the 

time the health care item or service was provided; 

(b) The Adverse Benefit Determination or the Final Internal Adverse Benefit Determination 

does not relate to the claimant’s failure to meet the requirements for eligibility under the 

terms of the group health plan (e.g., worker classification or similar determination); 

(c) The claimant has exhausted the plan’s internal appeal process unless the claimant is not 

required to exhaust the internal appeals process under the interim final regulations; and 

(d) The claimant has provided all the information and forms required to process an external 

review. 

Within one (1) business day after completion of the preliminary review, the plan must issue 

notification in writing to the claimant.  If the request is complete but not eligible for external review, 

such notification must include the reasons for its ineligibility and contact information for the 
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Employee Benefits Security Administration (toll-free number 866-444-EBSA (3272)).  If the request 

is not complete, such notification must describe the information or materials needed to make the 

request complete and the plan must allow a claimant to perfect the request for external review within 

the four-month filing period or within a 48-hour period following the receipt of the notification, 

whichever is later. 

The plan must assign an Independent Review Organization (IRO) that is accredited by URAC or by a 

similar nationally recognized accrediting organization to conduct the external review.  Moreover, the 

plan must take action against bias and to ensure independence.  Within five (5) business days after 

the date of assignment of the IRO, the plan will provide the IRO the documents and any information 

considered in making the Adverse Benefit Determination or Final Internal Adverse Benefit 

Determination.  Failure by the plan to timely provide the documents and information must not delay 

the conduct of the external review.  If the plan fails to timely provide the documents and information, 

the assigned IRO may terminate the external review and make a decision to reverse the Adverse 

Benefit Determination or Final Internal Adverse Benefit Determination.  Within one (1) business day 

after making the decision, the IRO will notify the claimant and the plan.  The IRO must provide 

written notice of the final external review decision to the Plan and the Covered Individual within 45 

days after the request for external review is received.  All decisions made by the IRO will be binding 

on the Plan.  If the IRO reverses an Adverse Benefit Determination, the Plan must immediately 

provide coverage or payment for the claim. 

 

Payment of Claims 

You may submit requests for reimbursement of expenses you have incurred during the course of a 

Plan Year in accordance with the instructions of the Plan Administrator. We will also provide you 

with a debit card to use to pay for Qualified Medical Expenses.  The Plan Administrator will provide 

you with further details.  However, you must make your requests for reimbursements no later than 90 

days after the end of the Plan Year (that is, no later than December 29). In addition, you must submit 

to the Plan Administrator, in accordance with the instructions of the Plan Administrator, proof of the 

expenses you have incurred and that they have not been paid by any other health plan coverage.  If 

the request qualifies as a benefit or expense that the HRA has agreed to pay, you will receive a 

reimbursement payment soon thereafter. 

Remember, reimbursements made from the HRA are generally not subject to federal income tax or 

withholding.  Nor are they subject to Social Security taxes. 

 

Non-Assignability of Rights 

The right of any Participant to receive any reimbursement under the HRA shall not be alienable by 

the Covered Member by assignment or any other method, and shall not be subject to the rights of 

creditors, and any attempt to cause such right to be so subjected shall not be recognized, except to 

such extent as may be required by law. 

 

Rights of Recovery 

Whenever payments have been made by the Trust with respect to Eligible Expenses in excess of the 

maximum amount of payment necessary to satisfy the intent of this Plan, the Trust will have the 

right, exercisable alone and in its sole discretion, to recover such excess payments or to withhold 

payment of any future benefits to offset for such excess payments.  The Plan has the right to recover 

these amounts through any legal or equitable remedy, including imposition of a constructive trust. 

 

Claims Audit 
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The Plan Administrator shall have the right to review and audit all claims to ensure that the charges 

are payable in accordance with the terms and limitations of the Plan, and may reduce any 

reimbursement to the maximum HRA benefit, in accordance with the terms of the Plan. 

 

Rescission, Termination, or Modification of Coverage 

The Plan reserves the right to rescind coverage for any Covered Individual when 1) the Covered 

Individual (or a person seeking coverage on behalf of the Covered Individual) performs an act, 

practice or omission that constitutes fraud; or 2) the Covered Individual makes an intentional 

misrepresentation of material fact, as prohibited by the terms of the plan or coverage. 

The Plan shall provide at least thirty (30) days advance written notice to each Participant who would 

be affected by the proposed rescission of coverage before coverage under the Plan may be rescinded.  

The affected person has the right to appeal the decision. 

Not all retroactive terminations of coverage are rescissions.  A prospective cancellation of coverage 

is not a rescission. 

 

Legal Proceedings 

No action at law or in equity will be brought to recover on the Plan until you have followed the 

Plan’s claims procedures and exhausted the opportunities described under the Plan’s claims 

procedures, nor will such action be brought at all unless brought within three (3) years of receiving 

the final review notice under the Plan’s claims procedures. 

 

Governing Law 

This Plan shall be construed, administered and enforced according to the laws of the State of 

Washington, to the extent not superseded by the Code, ERISA or any other Federal law. 

 

Conformity with Governing Law 

This Plan shall be deemed to automatically be amended to conform as required by any applicable 

law, regulation or the  order  or  judgment  of  a  court  of  competent  jurisdiction  governing  

provisions  of  this  Plan,  including,  but  not limited  to,  stated  maximums,  exclusions  or  

limitations.  In  the  event  that  any  law,  regulation  or  the  order  or judgment  of  a  court  of  

competent  jurisdiction  causes  the  Plan Administrator  to  pay  claims  which  are  otherwise limited 

or excluded under this Plan, such payments will be considered as being in accordance with the terms 

of the Plan. 

 

Permitted and Required Uses of Protected Health Information 

Protected Health Information (PHI) has the meaning given to it in 45 CFR §160.103, but shall be 

limited to information that is created or received by the Plan, or a Business Associate of the Plan, that 

(i) relates to the past, present, or future physical or mental health or condition of an individual 

covered under the Plan, the provision of health care to such an individual, or the past, present, or 

future payment for the provision of health care to such an individual and (ii) identifies the covered 

individual or for which there is a reasonable basis to believe the information can be used to identify 

such individual. 

The Plan shall use and disclose PHI to the extent of and in accordance with the uses and disclosures 

permitted by the Health Insurance Portability and Accountability Act of 1996 and applicable 

regulations issued and in effect thereunder (“HIPAA”).  The Plan may disclose PHI to the Plan 

Sponsor to perform Plan Administration Functions which the Plan Sponsor performs for the Plan, 

provided the Plan and Plan Sponsor meet the written certification requirements below. 
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For purposes of this section, the term Plan Administration Functions means administration functions 

performed by the Plan Sponsor on behalf of the Plan, excluding functions performed by the Plan 

Sponsor in connection with any other benefit or benefit plan of the Plan Sponsor, as further defined 

in 45 CFR § 164.504. 

Your Plan will only provide Protected Health Information to the Plan Sponsor upon receipt of 

certification that the Plan Sponsor will agree to: 

1. Not use or disclose the PHI other than as permitted or required by the Plan Document or as 

required by law; 

2. Ensure that agents and subcontractors to whom the Plan Sponsor provides PHI agree to the 

same restrictions and conditions as the Plan Sponsor; 

3. Not use or disclose PHI for employment-related actions and decisions or in connection with 

any other benefit or employee benefit plan of the Plan Sponsor; 

4. Report to the Plan any use or disclosure of PHI, of which it becomes aware, that violates 

the permitted uses or disclosures under HIPAA; 

5. Make PHI available in accordance with HIPAA privacy regulation, 45 CFR § 164.524; 

6. Make PHI available for amendment and incorporate those amendments as required by 

HIPAA privacy regulation, 45 CFR § 164.526; 

7. Make information available to provide an accounting of disclosures as provided in HIPAA 

privacy regulation, 45 CFR § 164.528; 

8. Make its internal practices, books and records relating to the use and disclosure of PHI 

received from the Plan available to the Secretary of the Department of Health and Human 

Services; 

9. If feasible, return or destroy all PHI received from the Plan that the Plan Sponsor maintains 

in any form, and retain no copies of such information, when no longer needed for the 

purpose for which the disclosure was made, except that, if such return or destruction is not 

feasible, limit further uses and disclosures to those purposes that make return or destruction 

of the information infeasible; and 

10. Ensure adequate separation between employees who are authorized to use PHI and those 

who are not.  Authorized employees are employees whose job duties relating to the Plan 

require PHI.  A list of authorized employees may be obtained from the Trust.  Authorized 

employees shall have access to, and use such PHI, only to the extent necessary to perform 

the Plan Administration Functions that the Plan Sponsor performs for the Plan. 

Misuse or improper disclosure of PHI by any individual in the Trust will result in disciplinary 

sanctions, which may include dismissal.  The Trust shall provide a mechanism for resolving issues of 

noncompliance.  PHI will not be disclosed to a Plan Sponsor for employment-related activities or 

decisions or in connection with any other benefit plan of the Plan Sponsor.  Without regard to the 

foregoing provisions, the Plan shall also disclose to the Plan Sponsor in accordance with HIPAA any 

other information permitted by HIPAA, including but not limited to summary health information as 

provided in 45 CFR §164.504(f)(1)(ii) and participation and enrollment information as provided in 

45 CFR §164.504(f)(1)(iii).  Notwithstanding any other provision of the Plan to the contrary, in no 

event shall the Plan Sponsor use or disclose PHI in a manner that is inconsistent with HIPAA. 

 

HIPAA Security Provision 



 

21 

 

Where electronic Protected Health Information (ePHI), which is Protected Health Information that is 

transmitted by or maintained in electronic media,  will be created, received, maintained, or 

transmitted to or by the Plan Sponsor on behalf of the Plan, the Plan Sponsor shall reasonably 

safeguard the ePHI as follows: 

1. Plan Sponsor shall implement administrative, physical, and technical safeguards that 

reasonably and appropriately protect the confidentiality, integrity, and availability of the 

electronic PHI that Plan Sponsor creates, receives, maintains, or transmits on behalf of the 

Plan in accordance with 45 CFR §164.314(b)(2)(i); 

2. Plan Sponsor shall ensure that the adequate separation that is required by 45 CFR § 

164.504(f)(2)(iii) of the HIPAA Privacy Rule is supported by reasonable and appropriate 

security measures; 

3. Plan Sponsor shall ensure that any agent, including a subcontractor, to whom it provides PHI 

agrees to implement reasonable and appropriate security measures to protect such 

information; and 

4. Plan Sponsor shall report to the Plan any “Security Incidents” of which it becomes aware as 

described below (“Security Incidents” has the meaning set forth in 45 CFR § 164.304, as 

amended from time to time, and generally means the attempted or successful unauthorized 

access, use, disclosure, modification, or destruction of information or interference with 

systems operations in an information system): 

a) Plan Sponsor shall report to the Plan within a reasonable time after Plan Sponsor 

becomes aware, any “Security Incident” that results in unauthorized access, use, 

disclosure, modification, or destruction of the Plan’s ePHI; and 

b) Plan Sponsor shall report to the Plan any other “Security Incident” on an aggregate 

basis every quarter, or more frequently upon the Plan’s request. 

 

Time Limitation 

If any time limitation of the Plan with respect to giving notice of claim or furnishing proof of loss, or 

the bringing of an action at law or in equity is less than that permitted under the guidelines of ERISA 

and/or any federally mandated law, such limitation is hereby extended to agree with the minimum 

period permitted by such law. 

 



 

22 

 

Statements 

All statements made by the Trust or by a Covered Individual will, in the absence of fraud, be 

considered representations and not warranties, and no statements made for the purpose of obtaining 

benefits under this Plan will be used in any contest to avoid or reduce the benefits provided by the 

Plan unless contained in a written application for benefits and a copy of the instrument containing 

such representation is or has been furnished to the Covered Individual. 

Any Covered Individual who knowingly and with intent to defraud the Plan, files a statement of 

claim containing any materially false information, or conceals for the purpose of misleading, 

information concerning any material fact, commits a fraudulent act.  The Covered Individual may be 

subject to prosecution by the United States Department of Labor.  Fraudulently claiming benefits 

may be punishable by a substantial fine, imprisonment, or both. 

 

Miscellaneous 

Section titles are for convenience of reference only, and are not to be considered in interpreting the 

Plan. 

Pronouns used in this document shall include any gender identity unless the context specifies 

otherwise.  Likewise, words used shall be construed as though they were in the plural or singular 

number, according to the context. 

No failure to enforce any provision of this Plan will affect the Trust’s right thereafter to enforce such 

provision, nor will such failure affect the Trust’s right to enforce any other provision of this Plan. 

If an inadvertent error should occur due to interpretation of mandated benefits, relevant laws and 

regulations before the final regulations are issued, the Plan, Plan Administrator, Agent for the Service 

of Legal Process, Trustee, Claims Administrator, and Trust will be held harmless for such an error; 

and in no way will such an error be construed as a precedent-setting event. 
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Definitions 

 

 

Active Work/Actively at Work 

An Employee is considered to be at active work or actively at work when performing, in the 

customary manner, all of the regular duties of his or her occupation.  An Employee shall be deemed 

at active work or actively at work on each day of a regular paid vacation; or any other day consisting 

of Hours of Service for which he or she is paid, or entitled to payment for a period of time during 

which no duties are performed; or on a regular non-working day, provided he or she was Actively at 

Work on the last preceding regular working day.  Insofar as is required by HIPAA, absence from 

work due to any health factor (such as being absent from work on sick leave) is treated, for purposes 

of the Plan or the effective date of coverage under the Plan, as being actively at work. 

 

Adverse Benefit Determination 

An adverse benefit means any of the following: a denial, reduction, or termination of, or a failure to 

provide or make payment (in whole or in part) for, a benefit.  Refer to the “Claim Procedure and 

Appeal Process” in the “General Provisions” section of this document. 

 

Amendment 

A formal document that changes the provisions of the Plan Document, duly signed by the authorized 

person or persons as designated by the Plan Administrator 

 

Annual 

Periodic, based on a Calendar Year. 

 

Benefit Period 

A time period of twelve (12) consecutive months, as given in the Plan Summary.  Such benefit period 

will terminate on the last day of the twelve-month period so established. 

 

Calendar Year 

A period of time commencing on January 1 and ending on December 31 of the same given year. 

 

Claim Determination Period 

A Plan Year or that portion of a Plan Year during which the individual for whom claim is made has 

been covered under this Plan. 

 

Claims Processor 

The person or firm employed by the Trust to provide consulting services to the Trust in connection with 

the operation of the Plan and any other functions, including the processing and payment of claims. 
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COBRA 

The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended. 

 

Coinsurance 

That figure shown as a percentage in used to compute the amount of benefit payable when a group 

health plan states that a percentage is payable. 

 

Copay 

Copayment (copay) is the fixed dollar amount you pay each time you receive certain covered 

services under a group health plan. 

 

Covered Individual 

A Covered Member or Spouse or Dependent of a Covered Member meeting the eligibility requirements 

for coverage as specified in this Plan and is properly enrolled in the Plan. 

 

Covered Member 

An Active Member of the Vancouver Firefighters Union meeting the eligibility requirements for 

coverage as specified in this Plan and is properly enrolled in the Plan. 

 

Deductible 

A specified dollar amount of Eligible Expenses which must be incurred during a Benefit Period before 

any other Eligible Expenses can be considered for payment under the plan. 

 

Dependent 

Dependent means any individual who qualifies as a dependent under Internal Revenue Code Section 

152 (as modified by Code Section 105(b)).  Any child of a Participant who is an "alternate recipient" 

under a qualified medical child support order under ERISA Section 609 shall be considered a 

Dependent under this Arrangement. 

 

Eligible Expense 

Any Qualified Medical Expenses. 

 

Final Internal Adverse Benefit Determination 

A final internal adverse benefit determination means an Adverse Benefit Determination that has been 

upheld by the Plan at the completion of the internal appeals process.  Refer to the “Claim Procedure 

and Appeal Process” in the “General Provisions” section of this document. 

 

HIPAA 

The Health Insurance Portability and Accountability Act of 1996, as amended from time to time. 

 

Medicare 

The medical care benefits provided under Title XVIII of the Social Security Act of 1965, as 

subsequently amended. 

 

Member Coverage 
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Eligibility under the terms of the Plan for benefits payable for Eligible Expenses of an Member. 

 

Named Fiduciary 

Vancouver Firefighters Union Health & Welfare Trust, which has the authority to control and manage 

the operation and administration of the Plan. 

 

Plan 

The term "Plan" means without qualification the Plan outlined herein. 

 

Plan Administrator 

The Trust, which is responsible for the management of the Plan.  The Plan Administrator may employ 

persons or firms to process claims and perform other Plan-connected services. 

 

Plan Sponsor 

Vancouver Firefighters Union Health & Welfare Trust 

 

Plan Year 

The term "Plan Year" means the 12-month Benefit Period beginning on January 1 and ending on 

December 31.  In the event a Participant commences participation during a Plan Year, the initial 

coverage period shall be that portion of the Plan Year commencing on such Participant’s date of entry 

and ending on the last day of such Plan Year. 

 

PPACA 

The Patient Protection and Affordable Care Act of 2010, as amended from time to time. 

 

Primary Plan 

As used in this document, the Primary Plan is the Employer’s comprehensive medical benefit plan 

and in which the Covered Individual is enrolled in order to be eligible for coverage under this Plan. 

 

Qualified Medical Expenses / Qualifying Medical Expenses 

Qualified Medical Expenses are any medical expenses defined under Internal Revenue Code Section 

213 and as specified in IRS Publication 502. 

 

Single Coverage 

Member-only coverage under the Plan. 

 

Spouse 

The person to whom the Covered Employee is legally married, unless legally separated by court 

decree. 

 

Trust 

Vancouver Firefighters Union Health & Welfare Trust 

 


