




Union Trustees 
DOUG CARFRAE 
Western Regional Vice President 
Actors’ Equity Association 
6755 Hollywood Blvd, #5 Floor 
Hollywood, CA 90028

MADELEINE FALLON 
Councillor 
Actors’ Equity Association 
557 West Randolph Street 
Chicago, IL 60661

THOMAS JOYCE 
Councillor 
Actors’ Equity Association 
557 West Randolph Street 
Chicago, IL 60661

CAROL  WAASER 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036

NICK WYMAN 
President 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036 

MARY MCCOLL 
Executive Director 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036

Deputy Union Trustees 
BRIAN MYERS COOPER 
Councillor 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036 

ALAN HALL 
Councillor Emeritus 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036

FRANCIS JUE 
Councillor 
Actors’ Equity Association 
165 W. 46th St. 15th Floor 
New York, NY 10036

KATHRYN V. LAMKEY 
Central Regional Director 
Actors’ Equity Association 
557 West Randolph Street 
Chicago, IL 60661

IRA MONT 
Third Vice President 
Actors’ Equity Association 
165 W. 46th  St. 15th  Floor 
New York, NY 10036   

Employer Trustees
CHRISTOPHER BROCKMEYER 
Director of Employee Benefit Funds 
The Broadway League 
729 Seventh Ave., 5th Floor  
New York, NY 10019 

BARRY GROVE 
Managing Director 
Manhattan Theatre Club  
311 West 43rd  Street, 8th  Floor  
New York, NY 10035 

PAUL LIBIN 
Producing Director 
Jujamcyn Theatres  
246 West 44th  Street  
New York, NY 10036 

PHILIP J. SMITH 
President 
Shubert Theatre Organization  
225 West 44th Street, 2nd Floor  
New York, NY 10036 

HARRY WEINTRAUB, ESQ. 
Glick & Weintraub, PC 
1501 Broadway #2401  
New York, NY 10036

DAVID RICHARDS 
General Manager 
Richards/Climan, Inc.  
165 West 46th Street, #704 
New York, NY 10036

 

Deputy Employer  
Trustees 
GEORGE S. FORBES 
Executive Director 
Lucille Lortel Foundation  
322 Eighth Ave., 21st Floor 
New York, NY 10001 

COLIN GIBSON 
Director of Finance of Administration 
The Broadway League 
729 Seventh Ave, 5th Floor  
New York, NY 10019 

KEVIN MCCOLLUM 
Producer 
The Producer Office  
145 W. 45th Street  
New York, NY 10036 

HERSCHEL WAXMAN 
Vice-President of Labor Relations 
Nederlander 
1450 Broadway  
New York, NY 10018

ELLIOT GREENE 
CFO and Senior Vice President 
The Shubert Organization 
234 West 44th Street 
New York, NY 10036

Fund Office Staff
ARTHUR J. DRECHSLER 
Executive Director

VINCENT CINELLI 
Director of Operations

Legal Counsel 
PROSKAUER, LLP 

SPIVAK LIPTON LLP 

Accountant 
SCHULTHEIS & PANETTIERI, LLP 

Consultants &  
Actuaries 
THE SEGAL COMPANY 

Board of Trustees



i

Important Note: The Equity-League Trust Fund and the Actors’ Equity 
Association Are Separate Entities
ALL BENEFITS DESCRIBED IN THIS SUMMARY PLAN DESCRIPTION ARE PROVIDED BY: The Equity-League Health 
Trust Fund (the Fund) (not the Actors’ Equity Association, AFL-CIO [“AEA” or the “Union”], which is a separate entity).   
Accordingly, if you have a question regarding your benefits under the Fund, please do not contact the Actors’ Equity Association.  
Instead, all questions concerning the Fund should be directed to the Fund Office.

The Fund is what the law calls a “health and welfare” benefits program that is established and maintained in accordance with the 
applicable provisions of the Employee Retirement Income Security Act of 1974, as amended (“ERISA”).  The Fund covers employ-
ees of the various employers who are required to contribute to the Fund pursuant to the terms of a collective bargaining or other 
written agreement with AEA as well as eligible employees of the Equity-League Pension, Health and 401(k) Trust Funds and cer-
tain other employers who have agreements with the Fund. The Fund is a not-for-profit entity, created and administered for the sole 
purpose of providing benefits to AEA-represented employees working under collective bargaining agreements with contributing 
employers. The Fund makes no profits of any kind and all assets are used for the sole and exclusive benefit of Fund participants. 
The Trust Fund is governed by a Joint Board of Trustees that is made up of an equal number of Union and Employer Trustees who 
have equal voting power. Therefore, neither the Union nor the Employers may unilaterally determine the policies of the Trust 
Fund. The Trustees receive no compensation from the Fund for their service to the Fund.

History of the Health Fund
The Equity-League Health Fund was formally created through an agreement executed by the AEA and the Broadway League (then 
the “League”) representatives on March 23, 1961. The Fund Office was first established on May 15, 1961 with one Fund Manager 
and two employees and the first health benefit coverage was provided commencing on June 1, 1961. At that time, only those work-
ing under a production contract were eligible to be covered under the Fund (those working under Off Broadway, Industrial and 
Stock contracts were covered by the Actors’ Equity Association Insurance Fund). Today the Fund covers employees all across the 
nation and working under virtually all of Actors’ Equity’s, contracts. 

There were eight Trustees for the Health Fund when it began, four representing the AEA (Ralph Bellamy, Angus Duncan, Ed-
die Weston and John Effrat) and four trustees representing the League (Jay Julien, Herman Shumlin, John Shubert and Irving 
Cheskin). These same trustees served on the Equity-League Pension Fund as well, as Trustees for the Health Fund do today. Mr. 
Cheskin went on to become the longest serving Trustee in the history of the Funds, remaining with the Funds until shortly before 
his death, in the fall of 2008. The longest serving trustee representing AEA is Jeanna Belkin, who began as a Trustee in 1965 and 
retired in 2011. 

When the Fund commenced, health coverage was earned almost as soon as work began and lasted for 6 months (those who 
worked at least 6 months received 9 months of coverage after they terminated employment). However, coverage only consisted 
of  life insurance, hospital and certain doctor’s services. There was no coverage for prescription drugs or dental and there was no 
supplemental workers’ compensation coverage. Health benefits were initially insured with Blue Cross and/or through GHI or HIP. 
In 2005, the Fund had grown large enough to become self-insured (for other than HMO, dental and vision care benefits), saving 
money for the Fund and enabling a greater percentage of contributions to be passed through to participants in the form of benefits. 
Today approximately 90% of every contribution dollar received by the Fund and applied to self-insured part of the plan is used to 
provide benefits for plan participants. Fund revenues were in the thousands of dollars per year in 1961, as compared with more 
than $60 million in the plan year that ended in 2011. As of 2011, the Fund had paid out, since its inception, substantially more than 
half a billion dollars in benefits to its participants. 

Contacting the Fund Office
The Equity-League Fund Office is located at: 165 West 46th Street 14th Floor New York, NY 10036-2582  
Our walk-in hours are: 9:30 a.m. to 5:30 p.m., Eastern Time Monday-Friday 
Telephone hours are: 9:30 a.m. to 7:00 p.m., Eastern Time Monday-Friday  
Phone 1-212-869-9380 or 1-800-344-5220 (Outside NYC only) Fax 1-212-869-3323  
Website: www.equityleague.org Health Department e-mail: health@equityleague.org

For a complete listing of Fund Office contact information, see page 77 



ii

November 2011

Dear Equity-League Health Trust Fund Participant:  

We are pleased to provide this updated Summary Plan Description (“SPD”), which describes the benefits and eligibility rules under 
the Equity-League Health Trust Fund (the “Fund”), that were in effect as of June 1, 2011 (unless otherwise specified herein).  The 
SPD summarizes the Fund’s benefits, which include these plans:  
l	 Comprehensive Medical Plan, which includes hospital, medical and prescription drug coverage (in some geographic areas 

an HMO is available as an alternative), 
l 	 Vision Care Plan, 
l 	 Supplemental Workers’ Compensation Plan, and 
l 	 Dental Plan (optional on a fully self-pay basis).  

We urge you to become familiar with these benefits and to keep this SPD handy for future reference. Although this SPD provides 
essential information about your benefits, it is intended only as a summary of the terms under which they are provided. Because 
only a minority of plan participants elects dental coverage, that voluntary dental coverage is not fully described in this book. For 
more information on dental coverage, please contact the Fund Office. Additional information concerning your benefits under the 
Fund is included in related documents, such as CIGNA’s certificates of dental insurance and other governing documents. These 
documents, along with any applicable administrative rules and regulations, are available from the Fund Office and/or the Fund’s 
Website.  

We have made every effort to ensure that the SPD provides an accurate explanation of the most important features of the Fund’s 
official documents and rules. Nonetheless, in the event of any conflict between this summary and the official Fund documents, the 
official documents will govern. As always, your rights to benefits can only be determined by the Fund, as interpreted by the official 
action of the Fund’s Board of Trustees (“Trustees” or “Board”).  In addition, the Board reserves the right, in its sole discretion, to 
amend, modify or terminate any benefits provided under the Fund at any time. Please see the “Other Important Information You 
Should Know” section for more details.  

Note Regarding Special Eligibility Rules: Special eligibility rules may apply for staff (employees of the Union, Fund and Broad-
way League), and British and Australian actors employed under agreements with Actors’ Equity Association. Contact the Fund 
Office for more information.

Special Note About Health Care Reform:  The Patient Protection and Affordable Care Act of 2010 (“Affordable Care Act”) does 
not apply to the Fund until June 2011 and certain provisions may not apply until even later.  (See the Important Government 
Notice Regarding the Plan’s Grandfathered Plan Status on page 53).  The Fund will notify you of any future benefit changes and 
will post any updates on its Website, www.equityleague.org.

If you have any questions regarding the information in this book, you are encouraged to contact the Fund Office, or visit our  
Website at: www.equityleague.org. The most up-to-date version of this document is always available there. 

Sincerely, 

The Board of Trustees   

Notes Regarding the Style Conventions Used in this SPD
Throughout this SPD, when a word or term appears in bold type, it means it is a defined term for Fund purposes. See the “Key 
Medical Benefit Terms, Definitions and Benefit Elaborations” section on page 12 for the definition.  

Each time the clock symbol   	 	 appears, it means there is a time sensitive item being discussed.
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INITIAL PARTICIPANT MEDICAL/VISION COVERAGE  begins 3 months after you work at least 12 weeks of covered employment (earn 12 
health credits) in a 12 month period ending on the last day of a calendar quarter and pay $100 (which buys 3 months of coverage) to the Health 
Fund. You are eligible for 6 months of coverage if you work 12-19 weeks in the aforementioned period, 12 months of coverage if you work at 
least 20 weeks.  

Your opportunities for continuing coverage after that are explained in the boxes presented from left to right below (e.g., if you don’t qualify for continued 
coverage, the Fund will continue to examine your work history after each calendar quarter to see if you newly qualify).

SUPPLEMENTAL WORKERS’ COMPENSATION  (SWC) - eligibility begins as soon as you commence covered employment. 

Already Earned 
Employment Based 
Coverage

Once you have earned 
6 or 12 months of 
coverage and have paid 
for the first quarter of 
coverage of that period, 
you will be billed each 
quarter for any remain-
ing coverage you have 
earned, and you may 
choose to pay or not 
each quarter (you 
may elect to pay at the 
outset for the full 6- or 
12-month period for 
which you have earned 
coverage). 

Newly Earned Employ-
ment Based Coverage

If you did not pay for (elect) 
coverage in the first quarter 
of a period for which you 
qualified (or your previously 
earned coverage is running 
out), at the end of each 
calendar quarter, your 
unused work weeks earned 
in the past 12 months are 
counted to see if you have 
earned coverage eligibility 
for the next benefit period 
beginning 3 months later 
(weeks earned more than 
12 months ago, or used to 
earn prior coverage, are 
never counted). If so, you 
are again offered coverage. 
If not, coverage eligibility 
will be determined once 
again at the end of the next 
calendar quarter.

COBRA Coverage

If your coverage through 
employment runs out, 
you will be offered 18 
months of COBRA cover-
age (29 months if you 
were recognized as being 
totally and permanently 
disabled by the Social 
Security Administration 
[SSA]). 

Vested Beyond COBRA (VBC) 

If you elected COBRA coverage and your coverage runs 
out, you are eligible to continue your coverage if you have 
earned 10 years of vesting service under the Equity-League 
Pension Plan (the first 3 years in which you work 20 or more 
weeks are counted as 2 years each of vesting service). VBC 
coverage can continue when you become Medicare eligible, 
but becomes coverage secondary to Medicare unless you 
continue to be employed (in which case the Fund remains 
primary and you may earn enough credits to become cov-
ered by employment again).

Certificate of Creditable Coverage 

When coverage ceases you are entitled to receive a certifi-
cate that can be used if you obtain subsequent coverage 
up to 63 days after termination, to avoid the application of 
pre-existing conditions provisions by the new insurer.

DEPENDENT AND DENTAL COVERAGE ELIGIBILITY

You will be offered self-pay dental coverage for you and your dependents, and medical coverage for your dependents, when:

a.	 you first become eligible for health coverage, 

b.	 you become eligible for health coverage again after a gap in coverage,  

c.	 you inform us within 31 days of the acquisition of a dependent through birth, adoption, a Qualified Medical Child Support Order (QMCSO), marriage, creating 
a domestic partnership - or within 30 days of having a dependent in one of these categories lose coverage they previously had (your dependent(s) will only be 
offered dental if you elected it), 

d.	 you elect dependent and/or dental coverage during the Fund’s annual open enrollment period in November of each year (offered to covered employees who will 
be eligible for coverage in January of the following year). Whatever choices you make at this time (when you newly enroll) will last until the next annual open  
enrollment.

Once you have dental coverage, you can continue it for as long as you continuously pay the premium, regardless of your continuing medical eligibility. 

SPECIAL ELIGIBILITY RULES FOR DEPENDENTS

In almost all cases, dependent eligibility is tied to employee eligibility - if the employee is not eligible, neither is the dependent. For instance, if the covered employee is 
not qualified for health coverage through employment, or Vested Beyond COBRA (VBC) coverage, neither is the dependent. In addition, if the employee does not elect 
dependent coverage for a dependent when it is offered, the dependent will generally not become eligible for coverage again unless the covered employee becomes 
newly eligible for coverage through employment, or there is an open enrolment opportunity. 

Eligibility for dependent coverage is based on the dependent’s relationship to the covered employee. In the case of a spouse or domestic partner, the dissolution of 
the relationship dissolves coverage eligibility for the dependent spouse or domestic partner (children may be protected from the loss of coverage by QMCSOs, which 
require continued coverage of dependent children in the event of divorce or separation). Generally, in the case of children, the relationship that qualifies the child is 
being a dependent of the covered employee. Children under the age of 26 are automatically considered dependents, as are permanently disabled children of any age 
(if the child became disabled while covered by the Fund as your dependent and before reaching age 19).   

The exception to the above rules relates to COBRA coverage. Under the COBRA rules, if the covered employee dies, divorces, legally separates from a spouse or dis-
solves a domestic partnership; if dependent children no longer qualify as dependents; or if the covered employee becomes entitled to Medicare coverage less than 18 
months prior to a qualifying event, the dependent is eligible for 36 months of COBRA coverage. Dependents or employees who lose coverage because of employment 
termination or a reduction of hours are entitled to 18 months of COBRA coverage (dependents who become disabled before the 60th day of COBRA coverage and 
were eligible for 18 months of coverage become eligible for an additional 11 months of  COBRA coverage — if you notify the Fund Office before the end of the initial 18 
months and within 60 days of the latest of: a) SSA disability determination, b) initial qualifying event, or c) date of loss of coverage from the initial qualifying event.

EQUITY-LEAGUE HEALTH FUND (the “Fund”) SUMMARY CHART  
(AS OF 1/01/12)

IMPORTANT REMINDER - ELIGIBILITY IS ALWAYS LINKED TO TIMELY PREMIUM PAYMENTS. See page 74.
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TWO BASIC MEDICAL COVERAGE CHOICES: CIGNA or HMO

BASIC HEALTH BENEFIT RULES: The Fund’s benefits structure is summarized below, but remember that the following overarching rules apply to those benefits:

1.	 Before any benefits can be paid to you/your health care provider, two tests must be passed: a) you must be covered by the Fund during the time period 
when any treatment was rendered (see the page on “Eligibility”, and, b) the treatment rendered must be medically necessary (both these words are 
important). You might need an aid to cook for you due to a disability, but that is generally considered a custodial service, not a medical treatment. Similarly, a 
spinal manipulation may be a medical treatment, but it may not be considered medically necessary to treat your particular condition. You can always contact the 
Fund Office to confirm that you are covered. When you are in doubt about whether a treatment is considered medically necessary, please contact  CIGNA, which 
makes these determinations on behalf of the Fund (or your HMO if you have HMO coverage).

2.	 When you use out-of-network providers, covered treatments are reimbursed only up to the “maximum reimbursable charge” (MRC) level as  
determined by CIGNA (providers can charge well in excess of the MRC, so check with CICNA in advance if you are having an expensive procedure out-of- 
network), and claims must be filed within 12 months of the date charges were incurred.

3.	 Non-emergency inpatient treatments must be pre-certified by CIGNA, failure to pre-certify can result in the application of an extra $250 deductible and/or 
the hospital stay may not be covered. 

4.	 Some charges are excluded from coverage (such as on the job injuries, experimental treatments, custodial care), so when in doubt review the plan 
documents and/or contact  CIGNA). 

MEDICAL BENEFITS THROUGH THE FUND’S SELF-INSURED OPEN ACCESS PLAN (OAP) ADMINISTERED BY CIGNA

In-Network: Go to an in-network health care provider and pay only a $25 copay for most treatments - no referral is necessary.

Out-of-Network: All out-of-network care is subject to a $350 ($700 per family) calendar year deductible against covered charges, after which 
benefits are paid at 70% of allowable charges (you pay the balance of 30%), with an annual out-of-pocket maximum of $5,000 ($10,000 per 
family). 

Pre-Certification: Any non-emergency inpatient admission to a health care facility must be pre-certified by CIGNA (if the pre-certification 
does not take place, the admission is subject to a $250 deductible). You have 2 days to inform CIGNA of an emergency admission, beyond that 
the $250 penalty applies.  

Skilled Nursing Care Facility: Covered if those days are in lieu of hospital days.

Home Health Care: Covered up to 200 days per year, 16 hours per day, if in lieu of hospital or skilled nursing home care, with a separate $50 
deductible per year (coverage is 75% of R&C out-of-network).

Chiropractic and Rehabilitation Therapy:  A $15 copay applies to in-network chiropractic and physical therapy treatments. Rehabilitation 
Therapy (physical, occupational and speech therapy) — maximum of 60 days per calendar year for all therapies combined. 

Hospice: Covered in a CIGNA approved program.

Mental Health & Substance Abuse: Up to 30 days inpatient; outpatient 45 days for mental health, 60 days for substance abuse (the latter 
including up to 20 counseling visits per family), 2 partial inpatient days (4-12 hours) or 2 days of residential treatment are equal to one day in a 
hospital and 2 group therapy sessions count as one individual session.  
 
PRESCRIPTION DRUG BENEFITS Prescription drug benefits vary with the category of drug, whether you use generic, preferred, or non-
preferred brand name drugs and whether you purchase drugs at a local pharmacy, or through CIGNA’s mail-order drug program (the use of 
mail-order is mandatory after the initial prescription and refill  for “maintenance” drugs that are typically used at the same dosage level on a 
long term basis). A $100 annual calendar year deductible per person (limit of $200 per family) applies before any benefits are available. After 
that, there are varying copays for different classes of drugs and at in-network versus out-of-network pharmacies as follows (however only ge-
neric versions of drugs that treat high blood pressure, high cholesterol, acid reflux, eczema and psoriasis, sleep disorders, and allergies (nasal 
sprays) are paid for by the Fund, unless your physician has secured an exception to the generic requirement from CIGNA):

Generic Drugs at In-Network Pharmacies (30 day supply): 20% of cost but no less than $10*

Preferred Brand Name Drugs at In-Network Pharmacies (30 day supply): 25% of cost but no less than $20*

Non-Preferred Brand Name Drugs at In-Network Pharmacies (30 day supply): 30% but no less than $25*

* CIGNA Mail Order (90 day supply): The Mail-Order Program’s standard supply is 90 days (compared with 30 days at a retail pharmacy, 
hence the higher flat dollar copay). Use of the mail-order pharmacy is required after the first refill of a drug at a retail pharmacy (i.e., the retail 
pharmacy cannot be used after the first 60 days that you have used a particular prescription drug at the same potency). Same %’s as indicated 
above, but flat dollar minimums are doubled ( e.g, generic 20% but no less than $20) 

Non-Network Pharmacies: For all drugs, 30% and you must fully pay for the drugs at the pharmacy, then file a claim for reimbursement 
with CIGNA

Out of Pocket Drug Cost Cap: Generic & Preferred Brand Name drugs reimbursed at 100% after you have paid $5,000 out of pocket for 
drugs in a calendar year (Non-Preferred Brand Names are reimbursed at 95% after you reach the cap).

Vision Care: Eye exams every 12 months, basic lenses and select frames are covered in full (contacts have a $25 copay) every 24 months 
with the Davis Vision network.Out-of-network the same kinds of products and services are covered, but the Fund pays up to the comparable 
amount it would reimburse a Network provider in the same geographic area for the same service, except that for contact lenses that are 
considered medically necessary the maximum reimbursement is $225.   

continued on next page 

CIGNA
Dental Cover-
age - Dental HMO 
(DHMO) or Dental 
PPO (DPPO)

The DHMO has no 
annual maximum 
benefit and covers 
many preventive and 
basic dental services 
in full. The premium 
required to purchase 
DHMO coverage is 
much lower than what 
it is for the DPPO plan. 
However, the choice 
of providers is nar-
rower than under the 
DPPO and there is no 
out-of-network benefit 
except for emergen-
cies (which have a $50 
reimbursement  limit).  
Finally, coverage for 
major services can 
actually be lower than 
under the DPPO. 

Under the DPPO, 
in-network reimburse-
ment for preventive 
services is 100% and 
out-of-network is 60%, 
basic services are 80% 
in-network and 60% 
out-of-network, major 
restorative and orth-
odontic services are 
50% in-network and 
40% out-of-network.  
The annual maximum 
under the DPPO is 
$2,000 (there is a 
$1,500 lifetime maxi-
mum on orthodontic 
procedures).

DENTAL

EQUITY-LEAGUE HEALTH FUND (the “Fund”) SUMMARY CHART con’t. 
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OR see below for HMO option

HMOs - Alternative Medical and Drug Coverage 
HMOs are offered as an alternative to the Open Access (OAP) in certain major metropolitan areas. In those areas, eligible 

participants may choose between the OAP and HMO when the are newly eligible for medical coverage, or during the annual 
open enrollment period (if you are going on the road for 9 months or more, you can switch to the OAP during the year). The 
benefits provided vary with the HMO but tend to be similar to what is provided under the in-network benefit under the OAP 
plan, though copays are often lower.  Please see HMO marketing materials for the details of these benefits (available online at 
www.equityleague.org). However, remember that HMOs do not offer out-of-network benefits of any kind (except for emer-
gency care). Since HMO networks are local in nature, participants who travel outside their area of residence will generally not 
have access to HMO benefits. In addition, HMO’s generally require that you use a primary care physician for most of your care 
and require that you secure a “referral” from the primary care physician before you can see a specialist (except in emergency 
situations). Such a referral is not required under the OAP.

Prescription Drug Benefits 
Drug benefits are included in the HMO’s medical benefits and vary by HMO, and generally have no annual deductible of the 
kind that is in effect in the OAP - see any HMO offering that may be available in your area for the details of their specific plan. 

Vision Care  
Same Vision Care benefit that is provided to participants who choose the CIGNA Plan is provided to those who elect HMO  
coverage.

Supplemental Workers Compensation (SWC)

SWC benefits replace part of your income if you become sick/injured while performing and are unable to continue working, 
and qualify for Workers’ Compensation (WC) benefits (any SWC benefits are reduced by amounts payable under WC). The 
standard weekly SWC benefit is the lesser of: a) 75% of your weekly salary, or, b) 56.25% of the production contract weekly 
minimum. If you are performing “extraordinary risk” work when you are injured/become ill (e.g., performing acrobatic feats 
or while exposed to weapons), you receive the lesser of: 100% of your weekly salary, or, 75% of the production contract 
weekly minimum, less any amount payable under WC, until the season or show closes. After a season closes, benefits are 
reduced to the aforementioned standard benefit level. 

VERY IMPORTANT NOTICE: We’ve summarized many important plan rules in this chart, but we don’t intend for 
this Chart to replace or amend the official plan document. We will follow the rules of the official plan document  
if those rules differ from this chart in any way. Please read the rest of this book for a more detailed description of the 
Plan’s rules.

HMO

EQUITY-LEAGUE HEALTH FUND (the “Fund”) SUMMARY CHART con’t. 
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SPECIAL RULES FOR COORDINATION WITH MEDICARE, WORKERS’ COMPENSATION AND AFTRA/SAG PLANS

MEDICARE: If you are working when you qualify for Medicare, any health benefits you receive from the Fund are primary (the Fund pays your health benefits first) and Medi-
care is secondary. If you are covered on a COBRA or VBC basis and you become Medicare eligible, Medicare becomes primary and the Fund’s benefits are secondary (which 
means Medicare pays its benefits and the Fund pays the balance up to 100% of the amount billed). In this latter case, the Fund pays as if you have Medicare, even if you have 
not secured Medicare coverage.

AFTRA & SAG: If you are eligible for SAG or AFTRA health benefits and those of the Fund, special rules determine which plan is primary (pays first) and which is secondary 
(pays up to 100% of remaining charges after the primary plan has paid). For instance, if you qualified for SAG coverage before Fund coverage, SAG is primary. In such a case, the 
Fund will pay as if it were secondary, even if you do not elect the SAG coverage (SAG/AFRTA will do the same in the reverse situation, so it is very important that you elect and 
retain the coverage you are first eligible for if you expect to receive primary coverage from one of the two plans). If you have not elected 6 month Fund coverage because you 
are waiting to qualify for 12 months, SAG is primary.

CIGNA con’t. 

Dental Cover-
age - Dental HMO 
(DHMO) or Dental 
PPO (DPPO)

The DHMO has no 
annual maximum 
benefit and covers 
many preventive and 
basic dental services 
in full. The premium 
required to purchase 
DHMO coverage is 
much lower than what 
it is for the DPPO plan. 
However, the choice of 
providers is narrower 
than under the DPPO 
and there is no out-of-
network benefit except 
for emergencies (which 
have a $50 reimburse-
ment  limit).  Finally, 
coverage for major 
services can actually be 
lower than under the 
DPPO. 

Under the DPPO, 
in-network reimburse-
ment for preventive 
services is 100% and 
out-of-network is 60%, 
basic services are 80% 
in-network and 60% 
out-of-network, major 
restorative and orth-
odontic services are 
50% in-network and 
40% out-of-network.  
The annual maximum 
under the DPPO is 
$2,000 (there is a 
$1,500 lifetime maxi-
mum on orthodontic 
procedures).
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EQUITY-LEAGUE OPEN ACCESS  
MEDICAL PLAN (OAP)  
Administered by CIGNA  
the “cigna plan”
The Equity-League Medical Plan administered by CIGNA is 
self-insured. That means all claims are paid out of the Health 
Trust Fund. Any surpluses of revenues received relative to 
claims and administrative costs, contribute to the reserves of 
the Fund, which in turn are used only for the benefit of the 
plan participants by the Fund. The Fund has contracted with 
CIGNA solely to administer medical and prescription drug 
claims, provide access to its medical and pharmacy network 
to plan participants and otherwise manage the care pro-
vided through the Plan. The Prescription Drug benefit of the 
medical plan administered by CIGNA is described separately 
beginning on page 21. From this point forward, this medical 
plan will be referred to as the “CIGNA Plan.”

Hospital, Surgical and General Medical Expenses 
Under the CIGNA plan

Under the CIGNA Plan, participants may choose to use health 
care providers who are part of CIGNA’s nationwide Open Ac-
cess Plus network (i.e., Network or “Participating” providers), 
or go to licensed providers who are not in CIGNA’s network 
(“Out-of-Network” or “Non-Participating providers”). The 
Network and Out-of-Network benefits available under the 
CIGNA plan differ significantly. 

Network Services (provided by CIGNA’s “Open 
Access Plus” Network) — Use These to Minimize 
Your Out-of-Pocket Costs

Services received through CIGNA’s network generally are 
subject only to a $25 copay (some services have a lesser or no 
copay). No deductible or coinsurance generally applies to such 
services. Network providers agree by contract with CIGNA 
not to charge plan participants any amount in excess of what 
CIGNA pays them, for services and supplies covered under 
the OAP. Consequently, you pay the least out-of-pocket (and 
have little or no paperwork to worry about) when you use 
Network providers. More information on Network benefits is 
provided beginning on page 2.

Out-of-Network Services — Use These and You 
Will Likely Pay More — Perhaps Much More

Services provided by “Out-of-Network” providers are gen-
erally subject to a $350 per person/$700 per family annual 
deductible before being eligible for reimbursement. Covered 
Out-of-Network expenses are reimbursed at 70% of the 
maximum reimbursable charge, leaving you responsible for 
the remaining 30% of the maximum reimbursable charge, 
plus 100% of any amount above the maximum reimbursable 
charge. After you have satisfied the annual deductible and 

paid $5,000 in coinsurance ($5,350 combined, $10,700 for a 
family) in a given year, any remaining eligible expenses are 
reimbursed at 100% of the maximum reimbursable charge, 
for the remainder of that year. Out-of-Network providers 
can charge any amount they wish above the CIGNA’s plan 
maximum reimbursable charge (“MRC”) and any such excess 
amount is your responsibility even after you have satisfied the 
$5,350 (single) or $10,700 (family) amount. More information 
on Out-of-Network coverage is provided beginning on page 5. 

AN OVERVIEW OF SPECIFIC Cigna 
Plan PENALTIES AND LIMITATIONS 
Certain benefits provided under the CIGNA Plan are limited, 
or subject to special copayments or penalties: 

Pre-admission Certification Penalty for Failing to Pre-
Certify Non-Emergency Inpatient Care: Any non-emergency 
inpatient admission to a health care facility  (e.g. hospitals, 
mental health and substance abuse facilities) must be pre-
certified by CIGNA (if the pre-certification does not take 
place, the admission is subject to a $250 deductible and one 
or more of the days you stay in the hospital may not be 
covered under the CIGNA Plan). You have 48 hours 
from the time you are admitted to inform CIGNA of 
an emergency admission; beyond that, the $250 penalty 
applies, whether the days you are in the hospital are approved 
by CIGNA or not. 

Skilled Nursing Care Facility: Covered only if those days are 
in lieu of hospital days.

Home Health Care: Covered up to 200 days per year, 16 hours 
per day, only if in lieu of hospital or skilled nursing home 
care, with a separate $50 deductible per year (Out-of-Network 
coverage is 75% of the maximum reimbursable charge Out-
of-Network).

Chiropractic and Rehabilitation Therapy: Rehabilitation 
Therapy (physical, occupational and speech therapy) — maxi-
mum of 60 days per calendar year for all therapies combined. 

Hospice: Covered only in a CIGNA-approved program.

Mental Health & Substance Abuse: Covered up to 30 days 
inpatient per calendar year for inpatient Mental Health 
treatment and 30 days per calendar year for substance abuse 
treatment. Up to 45 outpatient days for mental health. Up to 
60 days for outpatient substance abuse (the latter including up 
to 20 counseling visits per family). Two partial inpatient days 
(4-12 hours) or two (2) days of residential treatment are equal 
to one (1) inpatient day and two (2) group therapy sessions 
count as one individual session.
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A More Detailed Look At 
the CIGNA plan
This section provides more details regarding hospital and 
medical coverage offered under the CIGNA plan. You’ll find 
the following information in this section:

1.	 A side-by-side comparison of how benefits are paid 
both Network and Out-of-Network under the CIGNA 
plan. The chart starts on page 3 

2.	 Definitions of terms and covered medical expenses, 
starting on page 12 

3.	 Special Plan features that help you manage your care, 
starting on page 6 

4.	 An explanation of ineligible medical expenses, start-
ing on page 7

You will get additional information and updates from the 
Fund Office on the CIGNA plan, including limitations that ap-
ply to certain benefits, and important procedures you need to 
follow in order to qualify for benefits. Any additional informa-
tion you get about the Plan should be considered part of, and 
kept with, this SPD. The most up-to-date information regard-
ing the Plan is posted on the Fund’s Website  www.equityleague.org. 

The CIGNA plan covers a wide range of health care services — 
from office visits, to lab tests and x-rays, to major surgery and 
hospital care to prescription drugs. Most eligible medical ex-
penses are covered, both when they are received from CIGNA’s 
Open Access Plus network and when they are received from 
Out-of-Network providers. Prescription drug benefits are also 
available on both a Network basis (through a participating 
CIGNA pharmacy and through CIGNA’s nationwide Tel-Drug 
Mail-Order Program) and Out-of-Network basis. More details 
regarding the Prescription Drug benefits are available  
beginning on page 21.

The Network Advantage
CIGNA offers a nationwide network of more than one million 
network provider locations. Through the CIGNA plan net-
work, you have the option to choose a Primary Care  
Physician (“PCP”) to serve as your personal physician and 
help you coordinate your healthcare needs. However, no refer-
rals are necessary to see specialists in the network: just choose 
the participating doctor and make an appointment.  You have 
the option to see any licensed physician chosen within or 
outside of the Open Access Plus network, though your out-of-
pocket expenses are typically lower when care is received from 
a provider in the Open Access Plus network. Additionally, 
emergency care is covered 24 hours a day.

While you have the option of going Out-of-Network for your 
medical care, you pay the least out of your own pocket when 
you use providers in CIGNA’s network. In fact, your only out-
of-pocket cost is the $25 copay that applies to some services 
(certain types of care require a lesser copay or no copay at all). 

Here are some other advantages of using Network providers: 

1.	 There is no deductible or coinsurance to pay, only a 
$25 per visit copay for most outpatient treatments 
(chiropractic care and physical therapy are subject 
only to a $15 copay) and a $50 copay for Emergency 
Room visits and no claims to file for outpatient care. 

2. 	 The credentials of medical care providers are pre-
screened by CIGNA. 

3.	 No PCP or other “gatekeeper” required — you are free 
to see a specialist without a referral from your PCP. 

4. 	 No “balance billing” — Network providers have 
agreed not to charge anything beyond the copay for 
services covered under the CIGNA plan.

CIGNA also conducts an extensive “credentialing” process for 
purposes of selecting and retaining providers as part of its net-
work of physicians and hospitals. (CIGNA does not perform 
credentialing of hospital based physicians.) Where applicable, 
this process includes:  

1.    Verifying education, training and any Board Certifi-
cation (or completion of the training requirements) 
with the American Board of Medical Specialties/ the 
American Osteopathic Association,    

2.   	 Verifying that MDs and DOs have unrestricted state 
medical licenses with the appropriate agency, DEA 
and CDS certificates,  

 3. 	 Identifying any prior sanctioning by regulatory bod-
ies or CMS, 

4.    	Ensuring that appropriate levels of malpractice insur-
ance are in place and checking malpractice claims 
history and/or disciplinary history,  

5.  	 Verifying appropriate professional licensure. 

In addition, CIGNA also verifies that physicians have clinical 
privileges at CIGNA-participating hospitals in states where 
this is required in order to practice at that hospital.  Finally, 
on-site office visits are made to primary care physicians, OB/
GYNs and high volume behavioral health specialists. 

The CIGNA Open Access Plus 
Network — “Participating 
Providers” 
The CIGNA Open Access Plus network is a network of doc-
tors, hospitals and other health care facilities selected by 
CIGNA to provide care to CIGNA plan participants. These 
health care providers are referred to as “Network’ or “Partici-
pating” providers.

Finding a Network Provider

Here’s how to find a participating doctor, hospital lab, or other 
network facility near you. 
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1. 	 Call CIGNA: You can talk to a CIGNA Member Ser-
vices Representative who can assist you with locating 
a network provider, by calling the toll-free number 
on your ID card. Don’t forget to specify that your 
network is the Open Access Plus network. CIGNA is 
available 24 hours a day, 7 days a week, and 365 days 
a year. A provider network directory for your area is 
available without charge from CIGNA.

2.	 Browse CIGNA’s Online Directory: To locate a net-
work doctor, pharmacy, hospital or other provider 
in the CIGNA Open Access Plus network, log on to 
www.cigna.com and browse the online provider  

Site and Type of Care                How Its Covered

Plan Feature Network Out-of-Network

Lifetime Maximum No Maximum No Maximum

Annual Deductible None
$350 individual  
$700 family

Annual Out-of-Pocket Maximum – (There is a separate 
annual out-of-pocket maximum for Prescription Drugs [see 
page 21]

Not Applicable
$5,000 individual
$10,000 family

Copay Per Visit $25 most services
Not Applicable
Other costs may apply-see below

Emergency Room Copay Per Visit $50 $50

Physician’s Office -  Certain Preventive Care - Pap tests, 
PSA tests, Mammograms, Maternity care (after 1st visit 
to confirm pregnancy), allergy serum (dispensed by the 
physician in the office)

100%
70% of Maximum Reimbursable 
Charge (MRC), after the 
deductible

Physician’s Office – Regular Care (office visits including 2nd 
opinions, urgent/emergency care, family planning, infertility 
treatments, pre-admission testing, initial maternity visit 
to confirm pregnancy, adult and child immunizations and 
allergy treatments/injections) 

100% after $25 copay 
(allergy treatment/
injections the lesser of 
$25 and the contracted 
amount )

70% of MRC, after the deductible

Physician’s Office – Outpatient Surgery (including 
abortions, sterilizations via vasectomy/tubal ligation but  
excluding reversals, procedures for correction of infertility, 
artificial insemination, excluding in vitriol insemination, GIFT, 
ZIFT and similar procedures)

100% 70% of MRC, after the deductible

Hospital Inpatient (including private and semi-private room 
& board, professional services such as anesthesiology, 
radiology, pathology, surgery and physician visits, Intensive-
Care Unit (ICU), Critical-Care Unit (CCU), delivery of a baby 
in a birthing center, family planning)-pre-certification is 
required for all inpatient hospital stays*

100% of negotiated 
rate (semi-private room 
rate for room & board, 
whether room is private 
or semi-private)

70% of MRC, after the deductible 
(up to the facility’s most common 
to semi-private rate for room & 
board, CCU and ICU)

CIGNA Plan Benefits Summary

directory. (There’s also a link to the CIGNA site on 
our Website, www.equityleague.org.)

3.	 Contact the Fund Office: The Fund Office can help 
you find a network provider; please call during nor-
mal business hours of operation, which are from  
9:30 am to 5:30 pm Eastern time Monday through 
Friday. 

Key Terms and Definitions. We’ve tried to explain the CIGNA 
plan in everyday and non-technical language. If you come 
across terms you don’t understand, you can look them up  
in the “Key Terms and Definitions” section, which starts on 
page 12. 

How Your Eligible Medical Expenses Are Reimbursed 
The following chart briefly illustrates how the CIGNA plan works, as well as how eligible expenses are covered both Network and 
Out-of-Network. As you will see, your out-of-pocket expenses are typically less when you utilize a Network provider (as opposed 
to an Out-of-Network provider) for your care. 
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Site and Type of Care                How Its Covered

Plan Feature Network Out-of-Network

Inpatient Services at Other Health Care Facilities (including 
skilled nursing facility, rehabilitation hospital and sub-
acute)*

100% of negotiated 
semi-private room rate

70% of MRC, after the deductible  
for most common semi-private 
room rate

Outpatient Short-Term Rehabilitation Therapy (including 
physical, occupational, speech, cardiac, cognitive, pulmonary) 
– limited to a total of 60 days per calendar year for all 
treatments, network and out-of-network combined, and 
subject to the annual dollar limit  on Chiropractic care and 
Physical Therapy described below.

100% after $25 copay 
per visit (except 
chiropractic care and 
Physical Therapy – see 
below)

70% of MRC, after the deductible

 
Chiropractic Care & Physical Therapy              
 
Acupuncture – subject to medical review for necessity

 
100% after $15 Copay 
per visit
100% after $25 copay 
per visit

 
70% of MRC after the deductible 

70% of MRC after the deductible

Home Health Care (200 days per calendar year, 16 hours 
per day, for network and out-of-network services combined).

100%
75% of MRC, after separate $50 
annual home health deductible

Organ Transplant (network providers are facilities in the 
CIGNA LIFESOURCE network)

100% (travel to
and from limited to 
$10,000 lifetime)

70% of MRC, after the deductible 
(travel services not covered)

Emergency Room (ER) of Hospital (the ER copay is waived  
if you are admitted within 24 hours of an ER visit for the 
same condition)

100% after $50 ER 
copay

70% of MRC, after the deductible 
and $50 ER copay 

Emergency Treatment in Urgent Care or Other Outpatient 
Facility 100% 100% of MRC

Ambulance 100% 70% of MRC, after the deductible

Certain Other Services:
Abortions
l	 Durable Medical Equipment
l	 Infertility Services of Certain Kinds (see pages 10 and  
	 16 for more detail)
l	 Outpatient Private Duty Nursing
l	 Prosthesis of Some Kinds
l	 Wigs (one per lifetime)

100% 70% of MRC, after the deductible

Hospice (room & board and outpatient services)
Unlimited bereavement services as part of a covered 
hospice care program but when services are provided by a 
mental health professional they are deducted from the days 
available under the outpatient mental health benefit. 

100% of negotiated 
room rate (home visits 
same as home health 
care)

70% of MRC, after the deductible 
(room & board up to facilities 
most common semi-private rate)

 
Dental Care limited to charges made for an injury to sound, 
natural, teeth and Temporomandibular Joint Disorder (TMJ)
 
l	 Office Visit/Physician services 

l	 Inpatient/Outpatient facility

Note: Other dental care is not covered under the Cigna plan.

 
 
100% after $25 copay 

Same as other 
inpatient/outpatient 
benefits

 
 
70% of MRC, after the deductible

Same as other inpatient/
outpatient benefits
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Site and Type of Care                How Its Covered

Plan Feature Network Out-of-Network

Most Other Covered Expenses (except mental illness, alcohol 
& drug abuse treatment – see below)

100% 70% of MRC, after the deductible

 
Mental Health Services
l	 Inpatient (up to 30 days Network & Out-of-Network 	
	 combined, two (2) days of partial hospitalization/		
	 residential treatment equal one day of full confinement)*

l	 Outpatient - up to 45 visits per calendar year Network & 	
	 Out-of-Network combined, including three (3) psychiatric 	
	 emergency room (ER) visits (Group Therapy subject to 	
	 same limit but with two group sessions counting as one 	
	 individual)

 
100% after the 
deductible – 
preadmission 
certification is required

$25 copay per visit, 
then 100%

 
70% of MRC, after the deductible

70% of MRC, after the deductible

 
Alcohol and Drug Abuse
l	 Inpatient (up to 30 days per calendar year –partial days & 	
	 residential benefits exchange 2 for 1)*
l	 Outpatient (up to 60 visits per calendar year (including 	
	 up to 20 for counseling & education for covered family 	
	 members, even if the person in need of treatment is not 	
	 being treated)

 
100%

$25 copay per visit, 
then 100%

 
70% of MRC, after the deductible
 
 
70% of MRC, after the deductible

*Pre-admission certification is required for all inpatient treatments, including hospitalizations of any kind and mental health and 
substance abuse residential treatments. Failure to pre-certify may result in a $250 special, per incident, penalty payment and exclu-
sion of some or all of the days from coverage under the CIGNA plan.

More Information on How Out-
of-Network Care is Covered
Here are some key facts you need to know if you choose to go 
Out-of-Network for your medical care. 

1.	 There’s a deductible. You must meet a $350 annual 
deductible ($700 for a family) before being reim-
bursed a portion of your eligible expenses. It’s impor-
tant to understand that the following expenses do not 
count toward meeting the annual deductible: copays 
for Network care; charges in excess of the maximum 
reimbursable charge (MRC) established by CIGNA 
for a covered expense; anything you pay because 
you did not meet the CIGNA plan’s precertification 
requirements (explained on page 6); and any charges 
excluded or limited by the Plan (see “Ineligible Medi-
cal Expenses” starting on page 7). Also note that while 
the deductible will not be more than $50 for charges 
made for home health care, any expenses incurred in 
excess of $50 for these charges will not apply toward 
the annual deductible. 

2.	 Expenses are reimbursed at 70% of the MRC. Once 
you’ve met the annual deductible, the Fund will re-
imburse 70% of the MRC for a covered expense. The 
30% you are responsible for paying is your coinsur-
ance. You are also responsible for anything over the 
MRC. 

3.	 There’s a cap on what you have to pay in coinsur-
ance. Your 30% coinsurance is capped at $5,000 a year 
($10,000 for a family), after which your remaining 
eligible expenses are reimbursed at 100% of MRCs for 
the rest of that year. However, note that the following 
expenses do not count toward the annual coinsur-
ance limit: expenses over the  MRC; anything you 
pay because you did not to meet the CIGNA plan’s 
precertification requirements (explained on page 6); 
and any charges excluded or limited by the Plan (see 
“Ineligible Medical Expenses” starting on page 7).  
Any amount over MRC is not capped.  That is, you 
are responsible for 100% of any amount charged in 
excess of the MRC even after you have met the cap.

4.	 You must file a claim. In most cases, you have to 
pay the provider when the service is rendered, then 
submit a claim for reimbursement to CIGNA. 
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5. 	 While CIGNA’s network is extensive and nationwide, 
if you live in a geographic area in which CIGNA has 
no network providers, the Out-of-Network deductible 
may be waived. 

Please contact the Fund Office if you believe you live in such a 
geographic area.

Important Note Regarding Charges Made By 
Out-of-Network Providers 

Out-of-Network providers may charge patients amounts 
in excess of the Fund’s MRC  for a given treatment. Such 
amounts are the responsibility of the Plan participant and 
are not reimbursed by the Plan. 

Therefore, if you choose to use an Out-of-Network provider, 
you should always make sure that you understand whether 
and how much the provider will charge beyond the MRC. 
Since these amounts can range from zero to many thousands 
of dollars, it is critical to understand your responsibility 
beforehand. You can find out whether the provider’s charge 
is in excess of the CIGNA plan’s MRC by asking the provider 
for its charge for the “CPT code” for that procedure (a five (5) 
digit code that uniquely identifies the procedure) and calling 
CIGNA’s customer service telephone number (some providers 
will do this for you). Please have the zip code of the provider 
ready when you call. (The MRC under the CIGNA plan often 
varies by geographic area since provider charges tend to vary 
across the country). Also, make sure you know who all the 
providers for a given procedure or treatment will be, so that 
you understand the charges of each (e.g., you should know not 
only what the surgeon will charge for a giving surgical proce-
dure, but also what the anesthesiologist who will care for you 
during the surgical procedure will charge).  

Understanding the Concept of 
Medical Necessity 
The CIGNA plan covers only those services and supplies 
CIGNA determines to be required for treatment or evaluation 
of a medical condition, are consistent with the diagnosis, and 
would not have been omitted under generally accepted medi-
cal standards or provided in a less intensive setting.

In general, medically necessary services and supplies are 
those determined by CIGNA to be:

1.	 Required for treatment or evaluation of a medical 
condition; 

2.	 Consistent with the diagnosis; 

3.	 Meet generally accepted medical standards and are 
consistent in type, frequency and duration of treat-
ment with scientifically based guidelines as deter-
mined by medical research;

4.	 Required to meet essential health needs and for pur-
poses other than the convenience of the provider or 
the comfort and convenience of the patient; and 

5.	 Rendered in the least intensive setting that is appro-
priate for the delivery of health care. 

The CIGNA plan covers virtually every medically necessary 
service or supply. If a particular expense was not listed in this 
section or if you have a question about medical necessity, or 
CIGNA’s criteria for determining necessity, you should call 
CIGNA at the toll-free number on your ID card. You can 
confirm whether or not it is considered an eligible expense by 
calling CIGNA at the toll-free number on your ID card. You 
may also find it helpful to review the section on “Ineligible 
Medical Expenses” which begins on page 7.

Managing Your MEDICAL Care 
Preadmission Certification

All non-emergency hospital stays must be approved under 
CIGNA’s Preadmission Certification Program. To do this, you, 
a family member or your doctor should call the number on 
your ID card. In addition to approving the admission itself, 
CIGNA will determine the appropriate length of your hospital 
stay. Should your doctor want you to stay longer than the 
number of days that have been approved, your additional days 
in the hospital have to be approved by CIGNA, or they will 
not be covered by the Fund. 

If you bypass the preadmission certification/continued stay 
review process, you will be subject to a $250 per-incident 
pre-admission certification penalty. In addition, you 
may be in the hospital for days that have not been 
approved by CIGNA as medically necessary, which 
will make the cost of those days your responsibility in their 
entirety. Therefore be sure to call CIGNA before any non-
emergency hospital stay. 

Preadmission certification applies whenever you or a covered 
dependent requires treatment in a hospital: 

1.	 As a registered bed patient,

2.	 For partial hospitalization for treatment of mental 
health, 

3.	 For substance abuse treatment in a substance abuse 
structured therapy program, and/or 

4.	 For mental health and substance abuse residential 
treatment services. 

In the case of an emergency admission, you should con-
tact CIGNA within 48 hours after the admission. For 
admission due to pregnancy, you should call CIGNA 
by the last day of the third month of pregnancy. 

Case Management Assistance — An Invaluable 
Free Benefit

Case Management is designed to assist enrolled individu-
als who need special or extended care for serious illness or 
injuries. Its primary goal is to ensure that the patient receives 
appropriate care in the most effective setting (at home, in a 
hospital or in a specialized facility, for example). Your CIGNA 
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Case Manager, whose role is advisory, will help you arrange 
for treatment and work with you, your family and your doctor 
to coordinate the treatment program, arrange for necessary 
resources and provide ongoing support for the family in times 
of medical crisis. 

When to Request Case Management. Case Management is 
voluntary, and offered at no cost to you. When certain types 
of specialized care are recommended  for certain serious and 
long-term conditions (home health care, hospice care or a stay 
in a skilled nursing facility, for example), you are encouraged 
to request Case Management, which you can do by calling 
CIGNA Member Services at the toll-free number shown on 
your ID card. (A family member or attending physician can 
also make the call.) 

Medical Conditions and Situations That Typically 
Qualify for Case Management

AIDS (HIV)  Kidney failure 

Alzheimer’s disease   Multiple Sclerosis

Cancer  
Newborns with high-
risk complications or 
multiple birth defects

Child and adolescent mental 
and nervous disorders  

Obstructive Pulmonary 
Disease (Emphysema)

Chiropractic treatment that is 
expected to be long term

Rehabilitation therapy 
following an accident 
that is expected to be 
long term

Heart conditions  Stroke

Intravenous therapy (IV) 
therapy that will be long term

   

Healthy Babies® — Special Help During and 
After Pregnancy 

CIGNA’s Healthy Babies® Program is designed to help 
expectant mothers and babies stay well throughout preg-
nancy. Expectant mothers who participate in the program are 
provided with educational materials, including a comprehen-
sive handbook on pregnancy and childbirth. Early detection 
of high-risk pregnancies is another key benefit of the Healthy 
Babies® Program. In conjunction with her obstetrician or fam-
ily doctor, an expectant mother completes a risk assessment/
screening questionnaire. If a high-risk pregnancy is identified, 
a Case Manager will be assigned to the mother for the dura-
tion of her pregnancy. The Case Manager, a registered nurse 
trained in obstetrics, works with the patient and her doctor 
to develop and carry out an appropriate treatment plan that 
fosters a successful pregnancy and childbirth. To enroll in  
the Healthy Babies® Program, call the toll-free number on  
your CIGNA ID card before the end of the third month of 
pregnancy (or as soon as your doctor confirms the pregnancy). 

Some additional Valuable Services that CIGNA 
Offers

In addition to providing claims payment, medical manage-
ment and network management services to the Fund, CIGNA 
offers plan participants customer services in a broad number 
of areas. 

The CIGNA HealthCare 24/7 Health Information Line con-
nects you to trained nurses and a library of hundreds of 
recorded programs on important health topics 24 hours a 
day, seven days a week, from anywhere in the U.S. Just call 
1-800-870-3470 or visit CIGNA’s Website at www.cigna.com.  
If you register for myCIGNA.com, their convenient and secure 
website combines helpful easy-to-use tools with personalized 
benefits information to help you make the most of your plan.

1.	 CIGNA Healthy Rewards® includes special offers on 
programs and services designed to enhance your 
health and wellness. 

2.	 CIGNA Speaks Many Languages SM . CIGNA offers 
Language Line Services so that you can talk with 
CIGNA representatives in 150 different languages. 
Just call Customer Service, and ask for an interpreter 
to assist you. 

3.	 It’s Your Health When you choose CIGNA Health-
Care, you can take advantage of Cigna’s health and 
wellness programs 

4.	 CIGNA Well Informed provides participants with 
customized medical and wellness information to help 
them make healthier choices, better understand a 
diagnosis or treatment, and manage their health. The 
program includes personalized letters and other edu-
cational information to help you improve your health. 
Only you, your doctor and CIGNA have access to this 
information. 

5.	 CIGNA Well-Aware for Better Health® can help you 
manage certain chronic conditions. 

Please consider these and other services offered by CIGNA to 
help you better utilize your health benefits.

Ineligible Medical Expenses 
While the CIGNA plan covers most services and supplies 
you’re likely to need, there are certain expenses that are not 
covered, including those shown in this section. For more 
information on eligible and ineligible expenses under the 
CIGNA plan you can always call CIGNA at the toll-free num-
ber on your ID card. The CIGNA plan has been designed to 
cover medically necessary treatments for illnesses and injuries 
that are not job related and are not already covered by another 
program, while the person is covered by the plan (expenses 
incurred before or after coverage was in place are not eligible). 
Expenses, charges and treatments that are not covered gener-
ally fall into the following broad categories:
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Not Medically Necessary or Experimental

Any services and supplies for or in connection with experi-
mental, investigational or unproven services including  medi-
cal, surgical, diagnostic, psychiatric, substance abuse or other 
health care technologies, supplies, treatments, procedures, 
drug therapies or devices that are determined by CIGNA, to be:

1.	 Not demonstrated, through existing peer-reviewed, 
evidence-based scientific literature to be safe and 
effective for treating or diagnosing the condition or 
illness for which its use is proposed; 

2.	 Not approved by the U.S.  Food and Drug Adminis-
tration (FDA) or other appropriate regulatory agency 
to be lawfully marketed for the proposed use; 

3.	 The subject of review or approval by an Institutional 
Review Board for the proposed use, except as pro-
vided in the “Clinical Trials” section of this book;

4.	 The subject of an ongoing phase I, II, or III clinical 
trial, except as provided in the “Clinical Trials” sec-
tion of this book; or

5.	 Charges for experimental drugs or substances not 
approved by the FDA or limited  by Federal law for 
investigational use, including drugs labeled “Caution 
— limited by Federal law to investigational use.”

The following is a non-exhaustive list of some specific ex-
amples of experimental or non-medically necessary medical 
services or supplies:

1.	 Eye surgery or treatment mainly to correct refractive 
errors;

2.	 Amniocentesis, ultrasound, or any other procedures 
requested solely for gender determination of a fetus, 
unless medically necessary to determine the exis-
tence of a gender-linked genetic disorder; 

3.	 Genetic testing and therapy, including germ line and 
somatic, unless determined medically necessary  
by CIGNA for the purpose of making treatment  
decisions; 

4.	 Biologicals that are immunizations or medications for 
the purpose of travel, or to protect against occupa-
tional hazards and risks; 

5.	 Orthognathic treatment/surgery, including but not 
limited to treatment/surgery for mandibular or 
maxillary prognathism, microprognathism or maloc-
clusion, surgical augmentation for orthodontics, or 
maxillary constriction. However, medically necessary 
treatment for TMJ (temporomandibular joint)  
disorder is covered; 

6.	 Speech therapy when it is used to improve speech 
skills that have not fully developed (except when 
speech is not fully developed in children due to 
underlying disease or malformation that prevented 
speech development), intended to maintain speech 
communication, or not restorative in nature;

7.	 Transsexual surgery, including medical or psycholog-
ical counseling and hormonal therapy in preparation 
for, or subsequent to, any surgery; 

8.	 Cosmetic surgery or therapy. Cosmetic surgery or 
therapy is defined as surgery or therapy performed to 
improve appearance or self-esteem. Charges for cos-
metic therapy or surgery maybe covered if the treat-
ment is to repair or correct a severe physical deformity 
or disfigurement that is accompanied by functional 
deficit (other than abnormalities of the jaw related to 
TMJ disorder) and when: a) the surgery or therapy 
restores or improves function; b) reconstruction is 
required as a result of medically necessary surgery; 
or c) the surgery or therapy is performed prior to the 
patient’s age 19 and is required as a result of congeni-
tal absence or agenesis (lack of formation or develop-
ment) of a body part.  Repeat or subsequent surgeries 
for the same condition are covered only when there is 
the probability of significant improvement;

9.	 Erectile dysfunction, except for penile implants, 
which are covered when an established medical con-
dition is the cause of the erectile dysfunction; and/or

10.	 Obesity treatment or control of obesity, unless for 
the treatment of clinically severe obesity, as defined 
by the body mass index (BMI) classifications of the 
National Heart, Lung and Blood Institute guideline if 
the services are demonstrated, through peer-reviewed 
medical literature and scientifically based guidelines, 
to be safe and effective for treatment of the condition;

Non-Medical Services or Custodial/Maintenance 
Care

The following are certain examples of non-medical services or 
custodial/maintenance care:

1.	 Consumable medical supplies other than ostomy sup-
plies and urinary catheters. Excluded supplies include 
but are not limited to bandages and other disposable 
medical supplies, skin preparations and test strips, ex-
cept as specified in the sections of this book on home 
health services, breast reconstruction and breast 
prostheses;

2.	 Chiropractic treatment, or other therapy or treatment 
services to improve general physical condition, or 
for the purpose of enhancing job, school, athletic or 
recreational performance, including but not limited 
to routine, long-term or maintenance care that is pro-
vided after resolution of the acute medical problem 
and when significant therapeutic improvement is not 
expected;

3.	 Education, special education, or job training whether, 
or not given in a facility that also provides medical or 
psychiatric treatment 
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4.	 Marriage, family, child, career, social adjustment, 
pastoral or financial counseling; 

5.	 Adoption or surrogate’s expenses; 

6.	 Preparing medical reports, itemized bills or claim 
forms, or mailing, shipping or handling expenses; 

7.	 Transportation, except licensed ambulance service 
covered under the Plan and certain transportation 
expenses associated with Network organ transplants; 

8.	 Speech therapy that is considered custodial or educa-
tional; 

9.	 Nonmedical ancillary services, including but not lim-
ited to: vocational rehabilitation, behavioral training, 
biofeedback, neurofeedback, hypnosis, sleep therapy, 
employment counseling, back to school, work hard-
ening, driving safety, and services, training, educa-
tional therapy or other nonmedical ancillary services 
for learning disabilities, developmental delays, autism 
or mental retardation;  

10.	 Dental, or hearing expenses, unless otherwise noted 
in this book; 

11.	 Cosmetics, dietary supplements, health and beauty 
aids and nutritional formulas. However, nutritional 
formulas are covered when required for: the treat-
ment of inborn errors of metabolism or inherited 
metabolic disease (including disorders of amino acid 
and organic acid metabolism); or enteral feeding for 
which the nutritional formulas under state or federal 
law can be dispensed only through a physician’s pre-
scription, and are medically necessary as the primary 
source of nutrition; 

12.	 Routine foot care, including services made for, or 
in connection with, tired, weak or strained feet for 
which treatment consists of routine foot care, includ-
ing but not limited to, the removal of  corns or cal-
luses, the trimming of toenails. However, services for 
foot care for diabetes and peripheral vascular disease 
are covered when medically necessary;

13.	 Artificial aids including, but not limited to, correc-
tive orthopedic shoes, orthotic shoes, shoe addi-
tions, procedures for foot orthopedic shoes, shoe 
modifications and transfers; and orthoses primarily 
used for cosmetic rather than functional reasons, 
arch supports, elastic stockings, garter belts, corsets, 
hearing aids and dentures, external prosthetic devices, 
biomechanical external prosthetic devices; external 
power enhancements or power controls for prosthetic 
limbs and terminal devices;

14.	 Custodial and/or maintenance care, defined as 
services and supplies furnished to a person mainly to 
help with the activities of daily life, including room, 
board and other institutional care; 

 15.	 Personal or comfort items such as personal care kits 
provided on admission to a hospital, television, tele-
phone, newborn infant photographs, complimentary 
meals, birth announcements, and other articles that 
are not for the specific treatment of an injury or  
sickness; 

16.	 Convalescent care, except as described under “Skilled 
Nursing Facility” in the “Key Medical Benefit Terms, 
Definitions and Benefit Elaborations;” section and/or

17.	 Membership costs or fees associated with health 
clubs, weight loss programs and smoking cessation 
programs. 

18.	 Vision Care Services. Most vision care services are not 
covered under the CIGNA plan including those de-
scribed below (certain vision care services are covered 
under a separate vision benefit described in the “Vision 
Care” section of this SPD that begins  on page 33):

	 a.	 Routine eye examinations; 

	 b.	 Examination for, prescription of, purchase or  
	 replacement of, eyeglasses or contact lenses,  
	 except the charge for the first pair of eyeglasses, 	
	 lenses, frames or contact lenses following kerato-	
	 conus or cataract surgery;

	 c.	 Vision care services related to vision training or 	
	 orthoptics magnification vision;

	 d.	 Refractive surgeries or procedures that lessen 	
	 or eliminate the need for glasses or contact lenses, 	
	 including but not limited to radial keratotomy, 	
	 astigmatic keratotomy, or photorefractic  
	 keratotomy;

	 e.	 Tinting, anti-reflective coatings, prescription 	
	 sunglasses or light sensitive lenses;

	 f.	 Eye examinations required as a condition of  
	 employment or which an employer is required to 	
	 provide under a collective bargaining agreement; 	
	 and/or;

	 g.	 Eye examinations required by law, safety glasses, 	
	 or lenses required for employment.

An Ineligible Person or Entity Provides Care

The following are certain examples of an ineligible persons or 
entities:

1.	 Services and supplies that do not require the technical 
skills of a medical, mental health or dental profes-
sional;

2.	 A medical provider who is a family member;

3.	 Lab, pharmacy, x-ray or imaging services referred 
by a practitioner who has a financial relationship (or 
whose immediate family member has a financial rela-
tionship) with the provider of those services; and/or
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4.	 Services, and supplies provided by a person who  
is not licensed to provide the services that were 
furnished in the location in which the service was 
delivered.

The Cost of the Care is Not Reasonable or 
Exceeds Plan Limits

The following are certain examples of where the cost of care is 
not reasonable or exceeds the Fund’s limits:

1.	 Charges beyond what CIGNA determines is the 
contract rate for Network services or the MRC for 
Out-of-Network services, 

2.	 Expenses in excess of Plan limits, and/or, 

3.	 Home health care services or supplies that are not 
a part of an approved home health care program, 
described in the section called “Home Health Care.” 

The Treatment Wouldn’t Have Been Provided in 
the Absence of Plan Coverage or is Illegal

The following are certain examples of treatments that wouldn’t 
have been provided in the absence of Fund coverage or are 
considered to be illegal:

1.	 Charges that would not have been made if you didn’t 
have this coverage;

2.	 Expenses you or your enrolled dependent are not 
legally obligated to pay; and/or

3.	 Expenses for treatment, services and supplies (includ-
ing prescription drugs) that are unlawful where the 
person resides when the expenses are incurred. 

Expenses Are (Or Should Be) Covered Elsewhere

The following are certain examples of expenses that are (or 
should be) covered elsewhere:

1.	 Resident physician or intern billed separately from 
hospital services;

2.	 Because the patient was or is in the armed forces; 

3.	 Under any government law (except a plan established 
by a government for its own employees or their de-
pendents, or Medicaid);

4.	 Reports, evaluations, physical examinations, or hospi-
talization not required for health reasons, including, 
but not limited to, employment, insurance or govern-
ment licenses, and court-ordered forensic or custodial 
evaluations; 

5.	 Collection or donation of blood or blood products, 
except for autologous donation in anticipation of 
scheduled services where in CIGNA’s opinion the 
likelihood of excess blood loss is such that transfusion 
is an expected adjunct to surgery; 

6.	 Administration of blood for the purpose of general 
improvement in physical condition; 

7.	 Noninjectable prescription drugs, nonprescription 
drugs, and investigational and experimental drugs, 
unless otherwise covered under the Fund; and/or 

8.	 Work-related injuries, illnesses or medical expenses.

Certain Treatments for Mental Health and 
Substance Abuse

The following are specifically excluded from mental health and 
substance abuse services: 

1.	 Any court-ordered treatment or therapy, any treat-
ment or therapy ordered as a condition of parole, 
probation or custody, or visitation evaluations unless 
medically necessary and otherwise covered under the 
Fund; 

2.	 Medical disorders that have been diagnosed as 
organic mental disorders associated with permanent 
dysfunction of the brain; 

3.	 Developmental disorders, including, but not limited 
to, developmental reading disorders, developmental 
arithmetic disorders, developmental language disor-
ders or developmental articulation disorders; 

4.	 Counseling for: activities of an educational nature; 

5.	 Borderline intellectual functioning, occupational 
problems, or related to consciousness raising; 

6.	 Vocational or religious counseling; 

7.	 IQ testing; 

8.	 Custodial care, including, but not limited to, geriatric 
day care; 

9.	 Psychological testing on children requested by or for 
a school system; and/or 

10.	 Occupational/recreational therapy for age-related 
cognitive decline. programs even if combined with 
supportive therapy for age-related cognitive decline.

Certain Treatments for Fertility

The following are specifically excluded infertility services: 

1.	 Gamete intrafallopian transfer (GIFT), in vitro fertil-
ization (IVF), zygote intrafallopian transfer (ZIFT), 
and variations of these procedures; 

2.	 Collection, washing, preparation or storage of sperm 
for artificial insemination (including donor fees); 

3.	 A reversal of voluntary sterilization; 

4.	 Infertility services when the infertility is caused by or 
related to voluntary sterilization; 

5.	 Cryopreservation of donor sperm and eggs; 
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6.	 Experimental or investigational infertility procedures 
or therapies. Any questions about ineligible medical 
expenses should be directed to CIGNA at the number 
shown on your ID card; 

7.	 Any expenses you or your covered dependent incur 
in connection with attempts at artificial insemination, 
with or without superovulation drug therapy, more 
than 12 months after the start of such treatment;

8.	 Surrogate mothers;

9.	 Collection, preparation and storage of sperm or oo-
cyte (egg), including any associated donor fees;

10.	 Infertility services following the reversal of voluntary 
sterilization;

11.	 Experimental or investigational procedures as deter-
mined by CIGNA HealthCare;

12.	 Infertility diagnostic and treatment supplies available 
over the counter, regardless of place of issue or place 
of purchase, including, but not limited to, LH surge 
kits (such as an ovulation kit);

13.	 Services related to the diagnosis and treatment of 
infertility received Out-of-Network; and/or 

14.	 Cryopreservation of embryos, resulting from the use 
of assisted reproductive technologies, for more than 
12 months beyond the date of retrieval.

CIGNA Plan Changes with Regard to Eligible 
Expenses

CIGNA plan rules, like many other things in life, sometimes 
change. To confirm whether a service or procedure is in the 
Plan’s most recent list of covered or ineligible expenses, call 
CIGNA at the number on your ID card, or call the Fund Office. 
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Key MEDICAL BeNEFIT Terms,  
Definitions and Benefit  
Elaborations 
There are many terms used in this SPD that you may be unfa-
miliar with, or that may have special meaning in the context of 
the Fund. Therefore, we provide definitions for, or elaborations 
of the coverage for, those terms in this section of the book. 

Abortions - elective and therapeutic procedures to terminate 
a pregnancy for both participants and covered dependents are 
covered under the Plan. 

Acupuncture - acupuncture treatment when rendered by a 
trained acupuncturist for the relief of pain and for producing 
anesthesia is covered subject to medical review for necessity.

Allowable Expense - Allowable expenses do not include  
expenses for services received because of an occupational 
illness or injury, or expenses for services that are excluded 
or not covered by the Fund. An “allowable expense” means 
a necessary, reasonable and customary health care service or 
expense (including deductibles, coinsurance or copays) that 
is covered in full or in part by the Fund, except as provided. 
This means that an expense or service (or any portion of an 
expense or service) not covered by the Fund is not an al-
lowable expense. Examples of expenses or services that are 
not allowable expenses include, but are not limited to, the 
following: a) the difference between the cost of a semi-private 
room in a hospital or other health care facility and a private 
room, unless the patient’s stay in a private room is medically 
necessary, and, b) amounts charged by a health care provider 
that exceed the highest of the MRCs allowed by the Fund. 
For those covered by more than one health plan, allowable 
expense, for the purpose of Coordination of Benefits (COB), 
will be determined as follows. If you are covered by one plan 
that provides services or supplies on the basis of maximum 
reimbursable changes fees and one plan that provides services 
and supplies on the basis of negotiated fees, the primary plan’s 
fee arrangement will be the allowable expense. When benefits 
are reduced by a primary plan because a covered person did 
not comply with its provisions (e.g., provisions related to uti-
lization management), the Fund will not consider the amount 
of those reductions an allowable expense when it pays second. 
Allowable expenses do not include expenses for services re-
ceived because of an occupational illness or injury, or expenses 
for services that are excluded or not covered by the Fund. 

Ambulance Service - facility transportation in a licensed am-
bulance to take you to the hospital for a medical emergency or 
urgent situation is covered.

Bariatric Surgery - medical and surgical services intended 
primarily for the treatment or control of obesity. These 
services are generally not covered. However, treatment of 
clinically severe obesity, as defined by the body mass index 
(BMI) classifications of the National Heart, Lung and Blood 
Institute guidelines is covered if the services are demonstrated, 

through peer-reviewed medical literature and scientifically 
based guidelines, to be safe and effective for treatment of the 
condition.

Child(ren) means your eligible dependent child(ren), includ-
ing your biological child, adopted child (including a child 
placed in your home for whom you have begun adoption 
procedures), stepchild, the child of your domestic partner, or a 
child living with you for whom you are financially responsible 
and have been appointed legal guardian by a court. 

Chiropractic Care - chiropractic care provided by a chi-
ropractor in connection with the detection or correction 
by manual or mechanical means of structural imbalance, 
distortion, or subluxation in the human body to remove nerve 
interference and the effects of it. The interference must be the 
result of or related to distortion misalignments, or subluxation 
of or in the vertebral column. 

 Clinical Trials - Routine patient services associated with 
cancer clinical trials approved and sponsored by the federal 
government. In addition, the following criteria must be met:

1.	 The cancer clinical trial is listed on the National 
Institutes of Health web site www.clinical trials.gov as 
being sponsored by the federal government;

2.	 The trial investigates a treatment for terminal cancer 
and: 1) the participant has failed standard therapies 
for the disease; or 2) cannot tolerate standard thera-
pies for the disease; or 3) no effective non-experimen-
tal treatment for the disease exists;

3.	 The patient meets all inclusion criteria for the clinical 
trial and is not treated “off-protocol;”

4.	 The trial is approved by the Institutional Review 
Board of the institution administering the treatment; 
and

5.	 Coverage will not be extended to clinical trials con-
ducted at non-participating facilities if a participant is 
eligible to participate in a covered clinical trial from a 
Participating Provider.

The following are explicitly excluded (are not covered  
services) under the Clinical Trials benefit:

1.	 The investigational service or supply itself;

2.	 Services or supplies that are otherwise explicitly ex-
cluded under the plan (e.g., listed herein as Exclusions 
or Limitations);

3.	 Services or supplies related to data collection for the 
clinical trial (i.e., protocol-induced costs); and/or

4.	 Services or supplies which, in the absence of private 
health care coverage, are provided by a clinical trial 
sponsor or other party (e.g., device, drug, item or 
service supplied by manufacturer and not yet FDA-
approved) without charge to the trial participant. 

COB - See Coordination of Benefits



13

Contributing Employer – An employer obligated to contrib-
ute to the Fund pursuant to an agreement with Actors’ Equity 
Association, or other written agreement with the Fund.

Coordination of Benefits (COB) – Special benefit rules that 
apply when you are eligible for more than one health benefit 
plan (See page 26 for an explanation and examples)

Covered Employee or Participant – An employee who has 
qualified for coverage under the Fund through covered  
employment.

Copay – A dollar amount payable by the participant at the 
time a covered service or supply is delivered by a healthcare 
provider. 

Covered Employment is each week of work for which your 
employer is  required to contribute to the Fund on your behalf, 
except that work requiring only contributions for Supplemen-
tal Workers Compensation benefits counts only toward eligi-
bility for Supplemental Workers Compensation as is otherwise 
not Covered Employment, and work that does not require 
contributions for Supplemental Workers Compensation does 
not count as Covered Employment for Supplemental Workers 
Compensation benefits.

Custodial and/or Maintenance Care means services not 
intended primarily to treat a specific injury or sickness 
(including mental illness and alcohol or substance abuse). 
Custodial services include, but are not limited to: services 
related to watching or protecting a person; services related to 
performing or assisting a person in performing any activities 
of daily living, such as walking, grooming, bathing, dressing, 
getting in or out of bed, toileting, eating, preparing foods or 
taking medications that can usually be self-administered; and 
services not required to be performed by trained or skilled 
medical or paramedical personnel. 

Diabetic Services and Supplies means services and supplies 
in connection with the treatment of diabetes.  Such services 
and supplies include  charges made by a physician, a member 
of his or her office staff, a certified diabetes nurse-educator, 
certified nutritionist, or licensed dietitian for a program 
that provides instruction for a person with diabetes, for the 
purpose of instructing the person about the disease and its 
control. Training is to be provided in group sessions where 
practicable. If medically necessary, training can be provided 
in the person’s home. Charges for glucometers, blood glucose 
monitors, monitors for the legally blind, insulin pumps, infu-
sion devices and related accessories are covered, as are charges 
for insulin needles and syringes, glucose monitor test strips, 
visual reading strips, urine test strips, pre-filled insulin car-
tridges for the legally blind, and injection aids such as lancets 
and alcohol swabs. 

Disabled Child is a child of any age who is incapable of self-
sustaining employment because of mental illness, develop-
mental disability, mental retardation or physical handicap. The 
handicap must exist before the child’s 19th birthday. Written 
evidence of the handicap must be sent to the Fund Office 

within 31 days of the age when coverage would usually end, 
and when requested by the Fund Office thereafter.

Domestic Partners are defined as two unmarried adults, 
including adults of the same sex, neither of whom is married* 
(to anyone other than the domestic partner) or legally separated 
who: 

1.	 Either: (a) have lived with each other for at least six 
months before the application for benefits and who 
intend (or intended, as applicable) to live continu-
ously with each other indefinitely, or, (b) were legally 
married in a state or country legalizing same sex  
marriage; 

2.	 If eligible under (a) above, and living in a state or  
municipality providing for the registration of domes-
tic partnerships, have registered as domestic partners; 

3.	 Are not related by blood closer than the law would 
permit by marriage; 

4.	 Are financially dependent on each other; 

5.	 Have a close, committed and monogamous  
relationship with each other; and 

6.	 Have not terminated the domestic partnership or 
same-sex marriage.

*You are considered married even if you are legally separated.

Durable Medical Equipment means equipment that can 
withstand repeated use; is primarily and customarily used to 
serve a medical purpose; is generally not useful to a person in 
the absence of sickness or injury; is appropriate for use in the 
home; and is not disposable. The rental or purchase of durable 
medical and surgical equipment (such as wheelchairs, crutch-
es, hospital beds and dialysis machines) when prescribed by 
a physician for use outside a hospital or health care facility is 
covered. Coverage for repair, replacement or duplicate equip-
ment is provided when required due to anatomical change 
and/or reasonable wear and tear. Durable medical equip-
ment includes only items that are designed for and able to 
withstand repeated use by more than one person; customarily 
serve a medical purpose; generally are not useful absent injury 
or sickness; are appropriate for use in the home; and are not 
disposable. Equipment that is not covered includes (but is not 
limited to) the following types of equipment: 

1.	 Bed-related items (such as special trays, tables,  
pillows and mattresses); 

2.	 Bath-related items (such as lifts, rails, grab bars, raised 
toilet seats and bath benches); 

3.	 Chair lifts and standing devices; 

4.	 Air-quality items (such as humidifiers, vaporizers and 
air purifiers); 

5.	 Blood/injection–related items; 

6.	 Pumps (such as back packs for portable pumps); and/or
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7.	 Other equipment (such as heat lamps, cooling pads, 
heating pads, ultraviolet cabinets, magnetic equip-
ment, stair gliders, elevators, saunas and exercise 
equipment). 

Be sure to check with CIGNA if you aren’t sure whether a 
particular type of equipment is covered. 

Emergency Care or Emergency Service means medical, psy-
chiatric, surgical, hospital and related health care services and 
testing (including ambulance service) required to treat a sud-
den, unexpected onset of a bodily injury or serious illness that 
could reasonably be expected by a prudent layperson to result 
in serious medical complications, loss of life or permanent 
impairment of bodily functions in the absence of immediate 
medical attention. This does not include care that could have 
been foreseen before leaving the immediate area where you 
ordinarily receive and/or were scheduled to receive services. If 
you are admitted to the hospital after getting emergency treat-
ment, you (or a family member, a friend, or your doctor) must 
call CIGNA no later than 48 hours after you are admitted. 

Family Planning Services means family planning services, 
including office visits for tests and counseling. Surgical pro-
cedures for vasectomies and tubal ligations are covered on an 
outpatient basis only. (If due to medical complications, these 
procedures may be covered on an inpatient basis, in which 
case the hospital stay must be certified in advance; see “Pread-
mission Certification.”) 

Free-standing Surgical Facility means an institution that: (a) 
has a medical staff of physicians, nurses and licensed anesthe-
siologists; (b)maintains at least two operating rooms and one 
recovery room, (c) has a diagnostic laboratory and x-ray facili-
ties; (d) has equipment for emergency care; (e) has a blood 
supply; (f) maintains medical records; (g) has agreements with 
hospitals for immediate acceptance of patients who need to 
be confined on an inpatient basis; and (h) is licensed in ac-
cordance with the laws of the appropriate legally authorized 
agency. 

Genetic Testing - The Fund covers genetic testing that uses 
a proven testing method for the identification of genetically-
linked inheritable disease, but only if: 

1.	 You or a covered dependent has symptoms or signs of 
a genetically-linked inheritable disease;

2.	 It has been determined that you or a covered depen-
dent is at risk for carrier status, and the determination 
is supported by existing peer-reviewed, evidence-
based, scientific literature for the development of 
genetically-linked inheritable disease when the results 
will impact clinical outcome; or: 

3.	 The therapeutic purpose is to identify a specific  
genetic mutation that has been demonstrated in the 
existing peer reviewed, evidence-based, scientific 
literature to directly impact treatment options.

4.	 The Plan covers pre-implantation genetic testing (ge-

netic diagnosis prior to embryo transfer) when either 
parent has an inherited disease or is a documented 
carrier of a genetically linked inheritable disease.

5.	 The Plan covers genetic counseling for someone un-
dergoing approved genetic testing, or someone who 
has an inherited disease and is a potential candidate 
for genetic testing. Genetic counseling is limited to 
three(3) visits per year for both pre and post-genetic 
testing.

6.	 No coverage is provided for general population-
based genetic screening or pre-implantations genetic 
screening. (General population-based genetic screen-
ing is a testing method performed in the absence of 
any symptoms or any significant, proven risk factors 
for genetically linked inheritable disease).

Home Health Care Services means the home care and treat-
ment of a covered person who is under the care of a physician 
and the treatment plan covering the home health service is 
established and approved in writing by that physician. Home 
care will be provided only if hospitalization or confinement in 
a nursing facility would otherwise be required. Home health 
services do not include non-skilled services (such as bathing, 
eating and toileting), and will only be provided during times 
when there is a family member or caregiver present in the 
home to meet your non-skilled needs. Physical, occupational 
and other short-term rehabilitative therapy services provided 
in the home are not subject to the home health services benefit 
limitations described above, but they are subject to the benefit 
limitations described in the section on short-term rehabilita-
tion therapy. The Plan covers up to 200 days of “home health 
services” per calendar year, for up to 16 hours of care per day 
if you require skilled care that you are unable to obtain as an 
ambulatory outpatient. 

Hospice Care - Care on an inpatient and outpatient basis, for 
counseling and pain relief for terminally ill patients (defined 
as those with a life expectancy of six months or less). The fol-
lowing services are covered: room & board at a hospice facil-
ity (at the semi-private room rate), physician services, medical 
supplies, part-time or intermittent nursing care, psychological 
and counseling services, pain relief treatment, including medi-
cines, drugs and medical supplies, home health aid services, 
physical, occupational and speech therapy, and bereavement 
counseling within one year of a person’s death. To be covered, 
these services must be provided under an approved hospice 
care program through a hospital, skilled nursing facility or 
similar institution, home health care agency, or other licensed 
agency, a hospice facility or any other licensed facility or 
agency under a hospice care program. The Fund does not 
cover services or supplies that are not part of a hospice care 

IMPORTANT REMINDER! While precertifying home 
health care is not required, it’s in your best interests 

to coordinate your care through CIGNA’s Case 
Management; see page 6 for more information.



15

program, funeral arrangements, financial or legal counseling 
(including estate planning or the drafting of a will), home-
maker or caretaker services, or respite care. 

Hospice Care Program means a coordinated, interdisciplin-
ary program that meets the physical, psychological, spiritual 
and social needs of the terminally ill and their families, and 
provides palliative and supportive medical, nursing and other 
health services through home or inpatient care during the 
illness. 

Hospice Facility means an institution or part of it that primar-
ily provides care for terminally ill patients; is accredited by the 
National Hospice Organization; meets standards established 
by CIGNA; and fulfills any licensing requirements of the state 
or locality in which it operates.

Hospital means an institution that meets one of the following 
criteria: 

1.	 An institution licensed as a hospital that maintains 
on its premises all facilities necessary for medical 
and surgical treatment; provides that treatment on an 
inpatient basis, for compensation, under the supervi-
sion of physicians; and provides 24-hour services by 
RNs; 

 2.	 An institution that qualifies as a hospital, a psychiat-
ric hospital or a tuberculosis hospital, and is a pro-
vider of services under Medicare, if such institution is 
accredited as a hospital by the Joint Commission on 
the Accreditation of Hospitals (JCAH); 

3.	 An institution that specializes in treatment of mental 
illness, alcohol or drug abuse or other related illness; 
provides residential treatment programs; and is li-
censed in accordance with the laws of the appropriate 
legally authorized agency; or 

 4.	 A free-standing surgical facility. 

The term hospital does not include an institution that is exclu-
sively a place for rest, a place for the aged or a nursing home. 

Necessary (hospital) services and supplies include charges 
(except those for room and board) made by a hospital on its 
own behalf for medical services and supplies actually used 
during a hospital confinement; charges for licensed ambu-
lance service to or from the nearest hospital where the needed 
medical care and treatment can be provided; and charges for 
the administration of anesthetics during a hospital confine-
ment. Necessary services and supplies do not include any 
charges for special nursing fees, dental fees or medical fees. 

Hospital Confinement or Confined in a Hospital means 
confinement as a registered bed patient in a hospital upon 
the recommendation of a physician; receiving treatment for 
mental health and substance abuse services in a partial hos-
pitalization program; receiving treatment for substance abuse 
in a substance abuse intensive therapy program; or receiving 
treatment in a mental health and substance abuse residential 
treatment center. The CIGNA plan covers hospital care on 
both an inpatient and outpatient basis. 

Inpatient hospital care and charges - Inpatient room & 
board charges, based on the hospital’s semi-private rate, 
and services and supplies on an inpatient basis or, when 
prescribed by the attending physician, received in the 
hospital’s outpatient department or emergency room, 
including the following services and supplies: 

1.	 Administration of blood and blood plasma,  
including the cost of the blood; 

2.	 Licensed ambulance service to or from the near-
est hospital where the needed medical care and 
treatment can be provided; 

3.	 Anesthesia and its administration; 

4.	 General inpatient nursing services by an on-staff 
registered graduate nurse (RN) or licensed prac-
tical nurse (LPN); 

5.	 Staff physicians’ visits for treatment of a medical 
condition; 

6.	 Intravenous injections and solutions; 

7.	 Oxygen and other gas therapy; 

8.	 Prescribed drugs and medications; 

9.	 Use of hospital equipment (such as incubators, 
respirators and hemodialysis machines); 

10.	 Operating, delivery and treatment rooms; 

11.	 Special and intensive care units; 

12.	 Routine nursery care of a newborn child during 
the mother’s hospital stay for maternity care; 

13.	 Diagnostic services (x-rays, as well as labora-
tory, pathology, radiology, EKG, EEG and other 
diagnostic procedures); 

14.	 Any additional covered medical services and 
supplies if CIGNA determines they are customar-
ily provided to treat the medical condition that 
resulted in the hospitalization; and/or 

15.	 In-hospital services provided by: anesthesiolo-
gists, radiologists, pathologists, surgeons, as-
sistant or co-surgeons, and other physicians who 
visit you in the hospital. 

IMPORTANT REMINDER! You must have all non-
emergency inpatient stays approved in advance 

or you will be subject to an additional $250 
deductible (above and beyond any other 

applicable plan deductibles) for that stay. In the 
case of an emergency admission, you should contact 

CIGNA within 48 hours after the admission.  
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Outpatient hospital care - The CIGNA plan also covers 
services provided by the outpatient department of a hos-
pital or a freestanding surgical facility. Covered services 
in this category include the use of operating, recovery, 
procedure and treatment rooms; services of anesthesiolo-
gists, radiologists, pathologists, surgeons, assistant and 
co-surgeons, and other licensed physicians. 

Infertility Services -  After you pay any required deductible 
and coinsurance, the Fund provides benefits for you or your 
covered spouse or domestic partner for expenses you incur 
for the following services and supplies, provided you meet the 
Plan requirements:

1.	 medical history;

2.	 physical exams;

3.	 medical supervision in accordance with generally ac-
cepted medical practice; and/or

4.	 diagnostic services to establish cause or reason for 
infertility; such as any of the following;

a.	 Surgical procedures to correct a medical prob-
lem related to infertility except infertility due to 
voluntary sterilization

b.	 An unlimited number of attempts at artificial in-
semination, with or without superovulation drug 
therapy; 

c.	 Superovulation therapy; and

d.	 Assisted reproductive technologies, with or with-
out superovulation drug therapy. 

Lab Services - Independent lab services not provided in 
connection with an inpatient hospital stay are covered. For 
services in a Network physician’s office, the cost is included 
in your normal per-visit copay if the testing is performed and 
billed by the treating physician. 

Maternity Care - A physician’s charges for total obstetri-
cal care, including the initial visit to confirm pregnancy, all 
subsequent prenatal and postnatal visits, the services of a 
certified nurse/midwife, elective and therapeutic abortions, 
and delivery in the hospital or at a birthing center are covered. 
Hospital benefits include newborn nursery charges during the 
covered portion of the mother’s confinement. Other condi-
tions of the newborn are covered only if the child is enrolled 
with the Fund within 31 days of birth (including providing 
proof of birth and payment of any additional premiums).  
Although the CIGNA plan allows a minimum hospital stay 
of 48 hours for a normal delivery and 96 hours for a cesarean 
section shorter or longer lengths of stay may be approved at 
the request of the attending physician. Necessary home care 
services are available following discharge from the hospital. 
Home care nurses are trained to give a full assessment of both 
the mother’s and the baby’s health and any home environment 
issues, as well as answer any questions. As a participant who is 
covered under the CIGNA plan, you should also know about 
CIGNA’s Healthy Babies® Program for expectant mothers; see 
page 7 for more information. 

Maximum Reimbursable charge (MRC) is the maximum 
charge that will be reimbursed for a particular treatment by 
a certain type of provider in a specific geographic area. To 
determine MRC, CIGNA will take into account the nature 
and severity of the illness or injury being treated. You can find 
out in advance of treatment whether the charge made by your 
provider exceeds the MRC by obtaining that charge from your 
provider and contacting CIGNA to see if the charge exceeds 
the MRC.

Medically Necessary or Medical Necessity means health care 
services and supplies that are determined by CIGNA to be: 

1.	 Required to diagnose or treat an illness, injury, dis-
ease or its symptoms; 

2.	 In accordance with generally accepted standards of 
medical practice;  

3.	 Clinically appropriate in terms of type, frequency, 
extent, site and duration; 

4.	 Not primarily for the convenience of the patient, 
Physician, or other health care provider, and  

5.	 Rendered in the least intensive setting that is appro-
priate for the delivery of the services and supplies. 
Where applicable, CIGNA may compare the cost-ef-
fectiveness of alternative services, settings or supplies 
when determining the least intensive setting.

Mental Health Services are services that are required to treat a 
disorder that impairs behavior, emotional reaction or thought 
processes. In determining benefits payable, charges made for 
the treatment of any physiological conditions related to mental 
health will not be considered to be charges made for treatment 
of mental health. Treatment of mental disorders on both an 
inpatient and an outpatient basis is covered. Inpatient mental 
health benefits cover care received at a hospital or a mental 
health residential treatment center and are payable for room, 
board and other services or supplies necessary for the effective 
treatment of a mental disorder. Inpatient benefits are limited 
to 30 days each calendar year, Network and Out-of-Network 
combined. However, you should be aware of how the follow-
ing two special rules affect the 30-day calculation: 

1.	 Inpatient benefits are exchangeable with partial hospi-
talization sessions (when benefits are provided for at 
least 4 but no more than 12 hours in a day) at the rate 
of two partial hospitalization days for one inpatient 
day. 

2.	 Inpatient benefits are also exchangeable with stays at 
a mental health residential treatment center (as des-
ignated by CIGNA) at the rate of two days of mental 
health residential treatment for one inpatient day. 

3.	 Outpatient mental health benefits cover up to 45 
visits per year (this limit applies to outpatient mental 
health benefits and substance abuse benefits com-
bined), Network and Out-of-Network combined. 
For this purpose, two outpatient group therapy visits 
equal one individual visit.  If you are traveling out of 
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town to perform Covered Employment (such as with 
a touring show) and have an existing patient relation-
ship with a mental health provider, you may receive 
telephonic mental health sessions with your primary 
mental health provider during this period.  Each 
telephonic mental health session will be treated as an 
outpatient visit and will count toward the 45 visit per 
annual maximum for such services.  

Mental Health Residential Treatment center means an  
institution that: 

1.	 Specializes in the treatment of psychological and 
social disturbances that are the result of mental health 
conditions; 

2.	 Provides a subacute, structured, psychotherapeutic 
treatment program, under the supervision of  
physicians; 

3.	 Provides 24-hour care, in which a person lives in an 
open setting; and 

4.	 Is licensed in accordance with the laws of the ap-
propriate legally authorized agency as a residential 
treatment center.   

MRC - See Maximum Reimbursable Charge

Nurse means a registered graduate nurse (RN), a licensed 
practical nurse (LPN) or a licensed vocational nurse (LVN).

Nutritional Formulas - Enteral formula is covered for home 
use required for the treatment of: 

1.	 Inherited diseases of amino acid or organic acid  
metabolism; 

2.	 Crohn’s disease;

3.	 Gastroesophageal reflux with failure to thrive; 

4.	 Disorders of gastrointestinal motility such as chronic 
intestinal pseudo-obstruction; and/or 

5.	 Multiple, severe food allergies. 

The physician must issue a written order stating that 
the enteral formula is medically necessary and has been 
proven effective as a disease-specific treatment regimen 
for individuals who are or will become malnourished or 
suffer from disorders that, if left untreated, cause chronic 
physical disability, mental retardation or death. The Fund 
also covers expenses for medically necessary modified 
solid-food products that are low in protein or contain 
modified protein. 

In any calendar year or continuous 12-month period the 
Fund pays a maximum of $2,500 for nutritional formulas.

Office Visits - Visits to a physician’s and specialist’s office, as 
well as surgery performed in the doctor’s office are covered. 

Oral and Dental Treatment of a Medical Nature - Services 
and supplies needed to treat cancer of the jaw or mouth, a 
cleft lip/palate or temporomandibular joint (TMJ) disease are 
covered under the  CIGNA plan (appliances and orthodontic 

treatment are not covered). Covered expenses include dental 
work, surgery or orthodontic treatment needed to remove, re-
pair, replace, restore or reposition sound natural teeth or other 
body tissues as a result of an injury (An “injury” for these pur-
poses does not include damage done in the course of biting or 
chewing.) Inpatient and outpatient facility charges for covered 
dental treatment are covered the same way as other services in 
such facilities. 

Organ Transplants – Human organ transplants. The CIGNA 
plan covers the full cost of such transplants if they are per-
formed at a facility in the CIGNA LIFESOURCE Organ 
Transplant Network, an organization of participating hospitals 
that provide outstanding organ transplant services. The Plan 
also covers up to a lifetime maximum of $10,000 per partici-
pant in travel expenses in connection with the transplant. Call 
CIGNA at the number on your ID card for more information 
on the CIGNA LIFESOURCE Organ Transplant Network. 
Transplants performed at another facility are covered the same 
as any other inpatient hospital stay, subject to Network and 
Out-of-Network reimbursement. However, travel expenses 
related to the transplant facility are not covered. 

Outpatient Private Duty Nursing – Outpatient care by a 
registered or licensed practical nurse is covered subject to 
medical necessity review.  

Participating Provider means an institution, facility, agency 
or health care professional with a contractual agreement to 
provide medical services at a predetermined cost. 

Physical Therapy - is therapy prescribed by a physician and 
provided by a licensed physical therapist. 

Physician means a licensed medical practitioner practicing 
within the scope of his or her license and licensed to prescribe 
and administer drugs or perform surgery. It also includes any 
other licensed medical practitioner if he or she is operating 
within the scope of his or her license and performing a service 
for which benefits are provided under the CIGNA plan when 
performed by a physician. 

Pre-Admission Testing means tests required before a hospital 
admission. These tests are covered in the doctor’s office or in 
an outpatient facility. (Also remember to have your hospital 
admission precertified; see page 6 for details.) 

Preventive Care such as checkups, is provided for both chil-
dren and adults, and includes immunizations. For enrolled 
dependent children through age 18, routine checkups and 
immunizations are provided in accordance with current 
guidelines of the American Academy of Pediatrics. The in-
tervals at which these services are provided are spelled out in 
the CIGNA documents and range from every few months for 
infants to every three years for children ages 12 through 18.  

Prosthetics - External prosthetic devices such as artificial 
limbs are covered. The prosthetic must be prescribed by a phy-
sician as a replacement or substitute for a missing body part 
and be necessary for the alleviation or correction of sickness, 
injury or congenital defect. The CIGNA plan covers the initial 
purchase and fitting of the device, as well as replacements 
and repairs required due to reasonable wear and tear and/or 
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anatomical change that are not otherwise provided under a 
manufacturer’s warranty or purchase agreement. Maintenance 
and repairs that result from a covered individual’s misuse are 
not covered. The CIGNA plan covers the following types of 
prosthetics: 

1.	 Basic limb prosthetics; terminal devices such as 
hands or hooks; and braces and splints. Only the fol-
lowing types of non-foot orthoses are covered: rigid 
and semi-rigid custom fabricated orthoses; semi-rigid 
prefabricated and flexible orthoses; and rigid prefabri-
cated orthoses including preparation, fitting and basic 
additions, such as bars and joints; and/or

2.	 Custom foot orthotics, which are covered only in the 
following cases: for individuals with impaired periph-
eral sensation and/or altered peripheral circulation 
(e.g., diabetic neuropathy and peripheral vascular 
disease); when the foot orthotic is an integral part of a 
leg brace and is necessary for the proper functioning 
of the brace; when used as a replacement or substitute 
for a missing part of the foot (e.g., amputation) and is 
necessary for the alleviation or correction of illness, 
injury, or congenital defect; and for individuals with a 
neurologic or neuromuscular condition (e.g., cerebral 
palsy, hemiplegia, spina bifida) producing spasticity, 
malalignment, or pathological positioning of the foot 
and there is reasonable expectation of improvement. 

Ineligible prosthetic expenses - See the section called 
“Ineligible Medical Expenses” for more details on the 
types of prosthetic devices the CIGNA plan does not 
cover. 

Room & Board includes all charges made by a hospital on its 
own behalf for room and meals and for all general services 
and activities needed for the care of registered bed patients. 

Reconstructive Surgery – See “Surgery” 

Second Surgical Opinions - A second or additional opinion 
from a surgeon after your doctor recommends elective  
surgery.

Skilled Nursing Facility-  means a licensed institution (other 
than a hospital) that specializes in physical rehabilitation on 
an inpatient basis or skilled nursing and medical care on an 
inpatient basis, but only if that institution: maintains on the 
premises all facilities necessary for medical treatment; pro-
vides such treatment, for compensation, under the supervision 
of physicians; and provides nurses’ services. Room & board 
at a skilled nursing facility is covered for up to 60 days per 
calendar year, as long as the attending physician certifies that 
admission to the facility is medically necessary as a substitute 
for hospital confinement. Note that benefits are not payable 
for custodial care, care received in a non-approved facility or 
care that is not medically necessary. 

Short Term Rehabilitation Therapy - means physical, speech, 
occupational, cognitive, cardiac and pulmonary rehabilitation 
therapy when provided in the most medically appropriate set-

ting. The following limitations apply to rehabilitation therapy 
(services considered custodial or educational in nature are not 
covered): occupational therapy is provided only for purposes 
of enabling the patient to perform the activities of daily living, 
Benefits are limited to 60 days per calendar year (for all types 
of therapy combined). However, a separate copay will apply 
to the services provided by each provider and a $4,000 annual 
maximum applies to physical therapy and chiropractic servic-
es combined. Speech therapy can be considered custodial or 
educational and not be covered under the Plan if the therapy 
is: a) not restorative in nature, b) used to improve speech skills 
that have not fully developed, except when speech is not fully 
developed in children (under age of 19) due to an underlying 
disease or malformation that has prevented speech develop-
ment, or c) is intended to maintain speech communication.

Sickness means a physical or mental illness. It also includes 
pregnancy. Expenses incurred for routine hospital and pediat-
ric care of a newborn child prior to discharge from the hospi-
tal nursery are considered incurred as a result of sickness. 

Specialist means a physician who provides specialized ser-
vices, and is not engaged in general practice, family practice, 
internal medicine, obstetrics/gynecology or pediatrics. 

Substance Abuse Services - 

Inpatient substance abuse rehabilitation services are services 
received in a hospital when required for the diagnosis and 
treatment of abuse or addiction to alcohol and/or drugs. Note 
that inpatient substance abuse services, which are generally 
provided for up to 30 days per year, also include residential, 
partial hospitalization and substance abuse intensive outpa-
tient therapy programs. In addition:

1.	 Inpatient benefits are exchangeable with partial hos-
pitalization sessions (benefits provided for between 4 
and 12 hours in a day), with two partial hospitaliza-
tion sessions equaling one inpatient day. 

2.	 Substance abuse residential benefits are also ex-
changeable, with two days of substance abuse residen-
tial care equaling one inpatient day. Substance abuse 
residential services are services provided by a hospital 
that is designated by CIGNA for the evaluation and 
treatment of subacute substance abuse conditions. 

3.	 Substance abuse intensive outpatient therapy program 
(defined below, under “Outpatient Substance Abuse 
Benefits”) benefits are exchanged with inpatient 
benefits at a rate of three days of outpatient intensive 
therapy for one inpatient day. 

Outpatient Substance Abuse Benefits - There are two types 
of outpatient substance abuse benefits: rehabilitation services 
and a substance abuse intensive outpatient therapy program.

1.	 Substance abuse rehabilitation services are services 
provided for the diagnosis and treatment of abuse or 
addiction to alcohol and/or drugs while not confined 
in a hospital (including outpatient rehabilitation in an 
individual, group, or structured group). 
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Mammogram Coverage

Age Frequency of Mammogram

35 through 39 One (1) baseline mammogram

40 through 49
One (1) mammogram every two 
(2) years, more frequently if 
recommended by her physician

50 and over Annual mammogram

Any age

Mammogram at any age if there is a 
history of cancer for the patient, her 
mother, or her sister, and the test is 
ordered by a physician

2.	 A substance abuse intensive outpatient therapy pro-
gram consists of distinct levels or phases of treatment 
that are provided by a certified/licensed substance 
abuse program. These intensive programs provide 
a combination of individual, family and/or group 
therapy in a day, totaling nine or more hours a week. 
As noted above, these days can be exchanged with 
inpatient substance abuse benefits at the rate of three 
days of outpatient intensive therapy for one day of 
inpatient care. 

These outpatient substance abuse benefits cover up to 60 
visits per year, Network and Out-of-Network combined. 
Up to 20 of these visits are available for counseling and 
education of covered family members, even if the person 
in need of treatment is not being treated.

Substance Abuse Residential Treatment Center means an 
institution that: 

 1.	 Specializes in the treatment of psychological and  
social disturbances that are the result of substance 
abuse conditions; 

 2.	 Provides a subacute, structured, psychotherapeutic 
treatment program, under the supervision of  
physicians; 

 3.	 Provides 24-hour care in which a person lives in an 
open setting; and 

 4.	 Is licensed in accordance with the laws of the ap-
propriate legally authorized agency as a residential 
treatment center. 

Surgery - Surgical procedures performed on both an inpatient 
and outpatient basis. These procedures are covered, including 
pre- and postoperative care. Covered expenses include those 
incurred in a hospital, free-standing surgical facility or doc-
tor’s office. 

Reconstructive Surgery - surgery to repair or correct a 
severe facial disfigurement or severe physical deformity 
(other than abnormalities of the jaw related to temporo-
mandibular joint (TMJ) disorder). These services are 
covered if: 

1.	 The surgery or therapy restores or improves  
function; 

2.	 Reconstruction is required as a result of medi-
cally necessary, noncosmetic surgery; or

3.	 The surgery or therapy is performed before age 
19 and is required as a result of the congenital ab-
sence or agenesis (lack of formation or develop-
ment) of a body part, including, but not limited 
to: microtia, amastia, and Poland Syndrome. 
Repeated or subsequent surgeries for the same 
condition are covered only when there is a prob-
ability of significant additional improvement, 
as determined by CIGNA. Surgery necessary 
to correct deformities due to malignancy is also 

covered, including reconstruction of either or 
both breasts to produce symmetry, prostheses 
and treatment of physical complications follow-
ing a mastectomy. (See “Women’s Health and 
Cancer Rights Act of 1988” on page 50). Surgery 
performed primarily for cosmetic or beautify-
ing purposes, as determined by CIGNA, is not 
covered. 

Terminally Ill means a person has a life expectancy of six (6) 
months or less, as diagnosed by a physician. 

Urgent Care is medical, surgical, hospital or related health 
care services and testing that are not emergency care, but are 
determined by CIGNA, in accordance with generally accepted 
medical standards, to be necessary to treat a condition requir-
ing prompt medical attention. This does not include care that 
could have been foreseen before leaving the immediate area 
where you ordinarily receive and/or were scheduled to receive 
services. 

Well-Woman Care - Well-woman care includes an annual 
pelvic exam and Pap test for female participants age 18 or 
older. Mammograms are covered according to the following 
schedule. 

Refunds and Overpayments
Payments for coverage made to the Fund are generally not re-
fundable. This is partly because payments trigger coverage and 
being able to cancel coverage retroactively defeats the purpose 
of insurance, which is to pool the payments of participants to 
protect against the uncertainties of the future. In addition, the 
regulatory framework in which the Fund operates contains a 
number of rules that proscribe refunds in most cases. 

However, if you overpay for coverage, it may be possible to 
receive a refund for up to 12 months after the date the 
payment was made. If you wish to cancel coverage for 
a future quarter, a refund may also be available for a 
period of up to 12 months after the original payment for that 
quarter was made.
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If the Fund provides you (or your dependent or beneficiary) 
with more than you (or your dependent or beneficiary) are 
entitled to receive for a claim, you (or your dependent or 
beneficiary) must return the overpayment.  The Fund will 
have the right to recover any excess payments made for any 
reason (including, without limitation, error, mistake of fact or 
law, reliance on any false or fraudulent statements, informa-
tion or proof submitted by a claimant).  Amounts recovered 
may include interest, costs, and/or attorney’s fees incurred by 
the Fund.  If repayment is not made, the Fund may deduct the 
overpayment amount from any future benefits from this Fund 
that you (or your dependent or beneficiary) would otherwise 

receive, and/or may initiate a lawsuit or take such other legal 
action as may be necessary to recover any overpayment (plus 
interest and cost) against the person who received the over-
payment, or such person’s estate.  

If payment is made on your (or a dependent’s or beneficiary’s) 
behalf to a hospital, doctor or other provider of health care 
and that payment is found to be an overpayment, the Fund 
will request a refund of the overpayment from the provider.  If 
the refund is not received, the amount of the overpayment will 
be deducted from future benefits payable to the provider, or a 
lawsuit may be initiated to recover the overpayment.
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Generic Preferred* Non-Preferred*

Participating Retail 
Pharmacy - per 30-day supply 

Greater of $10 or 20% 
of the actual cost of the 
prescription drug

Greater of $20 or 25% 
of the actual cost of the 
prescription drug

Greater of $25 or 30% 
of the actual cost of the 
prescription drug

Mail Order Program** - per 
90-day supply 

Greater of $20 or 20% 
of the actual cost of the 
prescription drug

Greater of $40 or 25% 
of the actual cost of the 
prescription drug

Greater of $50 or 30% 
of the actual cost of the 
prescription drug

Non-Participating Pharmacy – for Generic, Preferred and 
Non-Preferred Drugs

30% of the actual cost of the drugs (for maintenance drugs, 
non-participating pharmacies can only be used for the first 60 
days,* after that they must be obtained through the Mail-
Order Program).

Prescription Drug Benefits Under the cigna plan —  
A Summary
Prescription drug benefits vary with the category of prescription drug, whether you use generic, preferred, or non-preferred brand 
name drugs and whether you purchase prescription drugs at a local pharmacy, or through CIGNA’s Mail-Order Program (“Mail-
Order Program”) (the use of the Mail-Order Program is mandatory after the initial prescription and  first refill for “maintenance”- 
prescription drugs that are typically used at the same dosage level on a long term basis). 

A $100 annual calendar year deductible per person (limit of $200 per family) which is separate from the deductible under the 
CIGNA plan, applies before any prescription drug benefits are available. After that, there are varying copays for different classes of 
drugs and at participating versus non-participating pharmacies as follows:

* Mandatory Generic Program - If you are taking prescription drugs to treat high blood pressure, high cholesterol and/or acid 
reflux and, effective January 1, 2012, certain drugs for eczema and psoriasis, sleep disorders, and allergies (nasal sprays), the 
Fund covers only generic drugs (not preferred or non-preferred drugs) unless your physician has obtained an exception to the 
generic requirement from CIGNA — see page 23. 

** Mandatory Mail Order Program - The Mail-Order Program’s standard supply is 90 days (compared with 30 days at a retail 
pharmacy, hence the higher flat dollar copay). Use of the mail-order pharmacy is required after the first refill of a drug at a retail 
pharmacy (i.e., the retail pharmacy cannot be used after the first 60 days that you have used a particular prescription drug at the 
same potency).

Out of Pocket Drug Cost Cap: Generic and Preferred Brand Name prescription drugs reimbursed at 100% after you have paid 
$5,000 out of pocket for drugs in a calendar year (Non-Preferred Brand Names are reimbursed at 95% after you reach the $5,000 
out-of-pocket cap).

Copays for Prescription Drugs at a Glance (after the Annual Deductible, Described Above, has  
Been Satisfied)
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Prescription Drug Benefits —  
In Detail 
Prescription drug benefits are provided subject to an an-
nual deductible, per prescription copays or coinsurance as 
described on page 21. Benefits vary by the provider of the pre-
scription drug (i.e., participating pharmacy, non-participating 
pharmacy or Mail-Order Program) as follows:

At a Participating Rx PRIME Pharmacy: After satisfying the 
deductible, you pay the greater of a flat dollar amount  copay 
or a percentage of the actual cost for up to a 30-day supply 
of covered prescription drugs and medication (see the actual 
copays and percentages in the chart on page 21). You can get 
up to a 30-day supply of medicine for each prescription and 
your first refill at the participating pharmacy. After your first 
refill of the same drug at the same potency, further supplies of 
the drug must be ordered through the Mail-Order Program.  
drugs to treat high blood pressure, high cholesterol and/or 
acid reflux and, effective January 1, 2012, certain drugs for 
eczema and psoriasis, sleep disorders, and allergies (nasal 
sprays), the plan covers only generic drugs (not preferred 
or non-preferred drugs) unless you have received special ap-
proval (see page 23? ).

At a Non-participating Pharmacy: If you have a prescrip-
tion filled at a pharmacy that is not in CIGNA’s Rx PRIME 
pharmacy network, your eligible expenses are reimbursed at 
70% of the cost of the covered prescription drugs and medica-
tion after the deductible. You can get up to a 30-day supply 
of medicine for each prescription  and your first refill at the 
participating pharmacy. After that, refills of the same drug at 
the same potency must be ordered through Mail-Order Pro-
gram. If you are taking prescription drugs to treat high blood 
pressure, high cholesterol and/or acid reflux, the Fund covers 
only generic drugs (not preferred or non-preferred drugs) un-
less you have received special approval (see page 23).

Through the Mail-Order Program: You can get up to a 90-day 
supply of drugs or medication through  Mail Order, CIGNA’s 
mail-order pharmacy. Prescriptions filled or refilled through  
Mail Order are reimbursed after you pay the greater of a 
copay, or a coinsurance percentage of the cost of the prescrip-
tion. The copay and coinsurance percentage depend on the 
category of prescription drug (see the chart on page 21 for fur-
ther details). The use of the  Mail-Order Program is required 
after the first refill of a prescription drug at a retail pharmacy 
has been received. 

The Fund will only require a single copay for a “diabetic  kit”, 
which includes insulin and the supplies required to inject it 
(needles and syringes).

How to Locate an Rx PRIME Pharmacy

There are over 55,000 participating Rx PRIME pharmacies 
nationwide, including most of the large pharmacy chains. 
For the names of participating pharmacies in your area, call 
CIGNA at the number on your ID card or visit their Website, 
www.cigna.com. 

USE OF THE MAIL-ORDER PHARMACY 
IS REQUIRED FOR MAINTENANCE 
DRUGS
The Mail-Order Program is designed for those who take main-
tenance drugs (medication taken on a regular basis for chronic 
conditions such as high blood pressure, arthritis, diabetes and 
asthma). It is required after your first refill of a new prescrip-
tion at a retail pharmacy. You can get up to a 90-day supply 
of medication through  Mail-Order. To activate mail-order 
service:

 1.	 Ask your doctor to write your prescription for a 90-
day supply. 

 2.	 Determine the amount of your share of the cost by 
calling Mail Drug at 1-800-TEL-DRUG 1-800-835-
3784 or by visiting their Website, www.teldrug.com. 

 3.	 Complete a mail-order claim form and send it with 
your prescription and your share of the payment in a 
pre-addressed envelope to Mail-Order. (You also have 
the option of charging your payment to a credit card.) 
Claim forms and envelopes are provided by Mail 
Order. 

 4.	 You can use Mail-Order’s online service,  
www.teldrug.com, to order a new prescription, refill 
an existing one, or transfer a prescription from a 
pharmacy to Mail-Order (certain drugs, such as 
controlled substances, require a new prescription). 
Payment may be made only by credit card when you 
order online. 

drugs to treat high blood pressure, high cholesterol and/or 
acid reflux and, effective January 1, 2012, certain drugs for 
eczema and psoriasis, sleep disorders, and allergies (nasal 
sprays), the Fund covers only generic drugs (not preferred 
or non-preferred drugs) unless you have received special ap-
proval (see page 23).

Your medication will be delivered to your home, postage-
paid. You should allow about 14 business days for an initial 
prescription (refills generally take less time). You also have the 
option of paying for overnight or second-day shipment at an 
additional cost of such delivery.

If you don’t already have one, you can get a “Mail Order Drug 
Introductory Kit” by contacting CIGNA.

Assistance with High Mail-Order Drug Copays 

The use of mail-order for “maintenance” drugs is required 
after the first time a new prescription has been written and 
refilled at a local pharmacy.  Using mail-order prescriptions 
will nearly always result in lower copays for the same quanti-
ties of drugs, so using mail-order will save you, and the Fund, 
money. However, mail-order prescriptions are generally filled 
in 90-day supplies, versus the 30-day supply that is typical at 
retail pharmacies. Consequently, while copays will only be due 
on mail order prescriptions every 90 days, those copays will 
be considerably higher than the copay for a 30-day supply in 



23

a retail setting. We recognize that some participants with high 
drug costs may find the more uneven mail-order copay sched-
ule burdensome. In order to address this issue, we are pleased 
to tell you about a new service is now available. This program 
is called “FlexPay” and it offers an optional way of purchasing 
a 90-day supply of mail-order prescription drugs.  FlexPay 
allows you to divide your normal up-front copay cost for a 
three-month supply of prescription drugs into three smaller 
monthly payments.

How Does FlexPay Work?
Your copay for a 90-day drug supply will be divided into 
three equal payments. The first payment will be automatically 
charged to your credit card when the order is shipped. The 
second payment will be charged on the 15th of the following 
month (second month). The third payment will be charged on 
the 15th of the following month (third month).

In order to use FlexPay, your coinsurance must be at least $150 
for the mail-order prescription. If your coinsurance is equal 
to or greater than $150, the program is available for all mail-
order prescriptions. Please note that failure to comply with 
the payment arrangements could result in a delay of your next 
orders.

What Do I Need to Do to Activate the FlexPay  
Program?
Registering could not be simpler.  Have a credit card handy 
when you call CIGNA Customer Service at 1.800.835.3784, 
and be sure to mention that you are interested in the Equity-
League FlexPay program.  You will be able to sign up right 
over the phone. Your next mail order will be automatically 
charged to your card when the order is shipped. If you have 
any questions or concerns, or would like more details, please 
feel free to call CIGNA Customer Service at 1.800.835.3784, or 
the Fund Office, at 212.869.9380 or toll free, at 800.344.5220.

The USE of Generic Drugs is  
Required For Certain Classes  
of Drugs
If you are being treated with prescription drugs for high blood 
pressure, high cholesterol and/or acid reflux and, effective 
January 1, 2012, certain drugs for eczema and psoriasis, 
sleep disorders, and allergies (nasal sprays), the Fund covers 
only generic drugs (not preferred or non-preferred drugs) 
unless you have received special approval. In order to secure 
such approval, you have two options. First, your physician can 
prescribe a generic drug to treat your condition. If the generic 
drug does not work as desired, your physician can report that 
and approval for coverage of a non-generic drug may be given 
(if you have tried the generic drug in the past year without 

success, this could also be the basis for your request for  
approval). Second, your physician can contact CIGNA and 
make the case, before a generic drug is tried, that your case re-
quires the use of other than a generic drug. For either of these 
approaches your physician can contact CIGNA at  
1-800-244-6224.

Covered Prescription Drugs

Prescription drugs and medications are covered when 
prescribed to treat an injury or disease and dispensed by a 
provider acting within the scope of his/her license. The Fund 
covers the following drugs and supplies when prescribed by a 
physician: 

1.	 A drug, biological or compounded prescription that 
can be dispensed only by prescription and labeled 
“Caution: Federal law prohibits dispensing without a 
prescription;” 

 2.	 Oral or injectable insulin, dispensed only with a writ-
ten prescription; 

 3.	 Insulin needles and syringes; 

 4.	 Tretinoin for participants through age 45; 

 5.	 Prenatal vitamins; 

 6.	 Glucose test strips; 

 7.	 Any other drug (including injectable drugs) that, 
under the applicable state law, may be dispensed only 
with a written prescription from a physician; and/or  

 8.	 Oral contraceptives or contraceptive devices, regard-
less of intended use, except implantable contraceptive 
devices, such as Norplant, which are not covered. 

Coverage of New Drugs

All newly approved prescription drugs (that is, drugs newly 
approved by the US Food and Drug Administration (FDA) 
are designated “nonformulary/nonpreferred” until CIGNA’s 
“Pharmacy and Therapeutics Committee (the “Committee”) 
evaluates the drug clinically and considers whether it should 
be placed on CIGNA’s list of formulary drugs. This means the 
Fund might not cover a prescription for such a drug. 

Prescription drugs that represent an advance over available 
therapy according to the FDA will be reviewed by the Com-
mittee within six (6) months after FDA approval.  Prescription 
drugs that appear to have therapeutic qualities similar to those 
of an already marketed drug, according to the FDA, will not 
be reviewed by the Committee for at least 12 months after 
FDA approval. In the case of compelling clinical data, an  
ad hoc group will be formed to make an interim decision on 
the merits of such prescription drugs. 
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Ineligible Prescription 
Expenses
The CIGNA plan does not cover the following prescription 
drugs, services or supplies: 

 1.	 Experimental drugs or drugs labeled: “Caution — 
limited by federal law to investigational use;” 

 2.	 Those for indications not approved by the FDA; 

 3.	 A refill that is over the number of refills specified by 
the prescribing physician; 

4.	 A refill of a drug dispensed more than one year after 
the latest prescription or as legally allowed where the 
drug is dispensed; 

5.	 More than a 30-day supply of prescriptions filled or 
refilled at any retail pharmacy; 

6.	 More than a 90-day supply of a mail-order drug 
dispensed through Mail Order other than a permitted 
refill; 

7.	 Drugs obtained through a pharmacy other than Mail 
Drug; 

8.	 Drugs consumed, where they are dispensed; 

9.	 Immunization agents, biological sera, blood or blood 
plasma; 

10.	 Therapeutic devices or appliances, support garments 
and other non-medicinal substances; 

11.	 Drugs used for cosmetic purposes; 

12.	 Nutritional or dietary supplements, anti-obesity drugs 
or anorexients; 

13.	 Smoking cessation products; 

14.	 Administration of any drug; 

15.	 Prescriptions a participant is entitled to receive with-
out charge from any Workers’ Compensation or simi-
lar law, or any public program other than Medicaid; 

16.	 Oral infertility drugs;

17.	 Prescription vitamins, other than prescribed prenatal 
vitamins; 

18.	 Growth hormones and anabolic steroids;  

19.	 Drugs for the treatment of a work-related injury or 
illness;

20.	 Drugs that are not considered essential for the neces-
sary care and treatment of an injury or sickness, as 
determined by CIGNA; and/or

21.	 Non-generic prescription drugs for the treatment of 
hypertension, hyperlipudemia and acid reflux, unless 
the use of other than a generic drug is approved by 
CIGNA for medical reasons.

Non-prescription items are never covered — such as vitamins, 
and nutritional supplements. 
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HEALTH MAINTENANCE  
ORGANIZATIONS (HMOS) —  
Alternative Medical  
and prescription drug  
Coverage
Summary of the HMO Option
HMO plans are separate plans from the CIGNA plan and are 
available as an alternative to the CIGNA plan in certain geo-
graphic areas. HMO benefits are similar to what is provided 
under the in-network benefit under the CIGNA plan (there 
are generally no deductibles or coinsurance), though copays 
are sometimes lower than under the CIGNA plan. However, 
HMOs generally do not offer any out-of-network physician or 
facility benefits (except for emergency care) and their net-
works cover limited (usually metropolitan) geographic areas 
(as compared with the national CIGNA plan network). In 
addition, HMOs generally require that you use a Primary Care 
Physician (PCP) for most of your care and require that you 
secure a “referral” from the PCP before you can see a special-
ist. Such a referral is not required under the CIGNA plan, but 
such rules vary with the HMO. 

If you elect to join an HMO, instead of using the CIGNA plan, 
your coverage is determined solely by your HMO. When you 
become eligible to enroll in the Fund, the Fund Office will let 
you know whether an HMO is available in your area. You can 
also get information on HMOs in your area on our website 
(www.equityleague.org) or by calling the Fund Office. 

More Details Regarding the 
HMO Option
Electing an HMO 

You may be eligible to elect a HMO as an alternative to cover-
age under the CIGNA plan. If you live in an HMO area, you 
can elect an HMO when you first become eligible for Fund 
coverage, when you move to an area serviced by an HMO, or 
during the open enrollment period in November of each year 
for coverage beginning the following January 1. 

If you enroll in an HMO, you can switch to the  CIGNA plan  
if you permanently move out of the HMO service area or are 
on tour for at least nine (9) months outside the HMO service 
area, or during the open enrollment period. 

If You Go on Tour While Covered by an HMO

If you’re in an HMO and are going on tour for nine months or 
more, you can switch to the CIGNA plan. When your tour is 
over, you can revert back to your HMO coverage (provided, 
of course, that you are still eligible for it, either through your 
employment or through self-pay). Contact the Fund Office for 
the procedure you must follow to make this switch. 

How an HMO Works

Generally, you must receive all medical services from a doctor 
or health care provider who works at the HMO’s facilities or 
is affiliated with the HMO. You will not be covered for any 
services from a provider who is not affiliated with the HMO, 
except in a medical emergency. A medical emergency is a 
condition that could result in death or serious injury unless 
it is treated immediately. If you have a medical emergency 
while you are outside of the HMO service area, you may be 
covered for emergency treatment you receive from a local doc-
tor or hospital. However, you must notify your HMO of the 
emergency immediately, if possible, or within the time frame 
your HMO sets for such situations. The services your HMO 
covers and the amount of your coverage may differ from what 
is provided under the CIGNA plan . For more information 
on the HMOs available to you, visit the Fund’s website (www.
equityleague.org) or call the Fund Office. You can find enroll-
ment forms for the HMOs that the Fund offers by going to the 
website previously mentioned and clicking on the “Health tab 
and then the “HMO Summary of Benefits” link.

Where to Find Full Details on Your HMO  
Participation 

If you elect HMO coverage, you will receive information from 
the HMO that supplements this SPD and replaces the infor-
mation on the CIGNA plan. Your HMO material will provide 
complete details on the amount of your HMO copays and any 
other cost-sharing provisions, any other limits on benefits, the 
extent of your HMO benefits (including whether preventive 
services are covered, the circumstances under which existing 
and new prescription drugs are covered, and to what extent 
medical tests, devices and procedures are covered), procedures 
to follow to get HMO benefits, any rules applicable to obtain-
ing emergency care, and procedures to follow to appeal a de-
nied benefit claim. Your HMO will also provide you with a list 
of its providers and instructions on how to contact the HMO.
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Coordination of Benefits (COB) 
With Overlapping Medical Plans
Employees and/or family members are often covered by more 
than one group health insurance plan. As a result, two or more 
plans may provide coverage for the same expense. To deter-
mine which plan is the “primary” plan (i.e., pays first), the 
Equity-League Health Trust Fund follows a series of COB pro-
visions. COB affects the medical, prescription drug  (including 
drugs received through the Mail-Order Program) and vision 
benefits summarized in this SPD). The Rules for determin-
ing which plan is primary are described on page 27. If you are 
enrolled in an HMO, your HMO will provide information on 
any applicable COB provisions.

COB operates so that one of the plans (the primary plan) pays 
benefits first, as if the other plan (called the “secondary plan”) 
did not exist. The secondary plan may then pay additional 
benefits. 

If you’re covered by two plans, and the other plan does not 
have a COB provision, the other plan will be primary and this 
plan will pay second. If both plans have COB rules, the rules 
below will apply.

What the Fund Pays (How it Performs COB)
When it is the Primary Plan

When the Fund pays first (is “primary”), it will pay, up to 
100% of “allowable expenses”, less any copays, deductibles, 
coinsurance, provisions and up to any limits.

A COB Example when the Fund is Primary and 
Treatment Is Received From A Non-Network 
Provider 

You go to a non-network provider and are billed $6,000 for 
a procedure for which the Fund has an MRC of $5,350. You 
would be reimbursed $3,500 ($5350 minus the $350 annual 
deductible times 70%). Your responsibility would be 30% of 
$5,000, or $1,500, , plus the $350 deductible amount, plus 
$650 (the amount by which the physician’s charge exceeded 
the MRC of $5,350, for a total of $2,500). Your secondary 
insurer would generally (depending on the plan of benefits it 
provides) pay up to 100% of what was not reimbursed by the 
Fund.

A Network COB Example When the Fund is  
Primary

You go to a network physician for an office visit. You need 
only to remit your copay to the provider and the Fund reim-
burses the provider in accordance with CIGNA’s agreement 
with that provider. Your secondary insurer may reimburse you 
for your copay.

What the Fund Pays When it is the Secondary 
Plan

When the Fund pays second, it will pay, with respect to the 
total benefits under each claim submitted for payment, up to 
100% of “allowable expenses,” minus whatever payments were 
actually made by the plan (or plans) that paid first, but never 
more than the Fund would have paid had it been primary. 
More information on the definition of an allowable expense 
is provided in the Key Definitions section of this book that 
begins on page 12.

An Out-of-Network COB Example 

For example, let’s assume that you became eligible for the 
SAG-Producers Health Fund (the “SAG Fund”), which would 
should have been your primary health care plan but you did 
not enroll with the SAG Fund and then enrolled with the 
Fund instead. (See below for the rules as to when another plan 
would be primary). You got to an out-of-network provider 
and are billed $6,000 for a procedure. Let’s further assume the 
Fund has a MRC for that procedure of $5,350. We therefore 
calculate the amount we would have reimbursed you, had we 
been primary. That amount is $3,500 ($5,350 minus the $350 
annual deductible, times 70%). Your responsibility would 
have been 30% of $5,000, or $1,500, plus the $350 deduct-
ible amount, plus $650 (the amount by which the physician’s 
charge exceeded the MRC of $5,350) for a total of $2,500. 

If the SAG’s Fund had the same benefits as the Fund, and you 
actually had enrolled in the SAG Fund, your out-of-pocket 
expenses under the SAG Fund would have been the same 
$2,500 under that plan (and the SAG Fund would have paid 
$3,500).  In such a case, we, as the secondary provider, would 
pay the lesser of $3,500 (our maximum liability had we been 
the primary plan) and 100% of the actual cost to you, less 
any amount by which the charges exceeded up to the MRC 
and less the deductible. In this example, the amount would 
be $1,500 ($2,500 minus the $650 by which the physician’s 
charges exceed the MRC, minus the Equity-League $350 
deductible). If the SAG Fund’s MRC is greater than the Fund’s 
MRC, the Fund will use the SAG Fund’s charge in performing 
our coordination reimbursement calculation (if ours is greater, 
we will use ours). However, we never pay more than a) what 
we would have paid had we been the primary insurer b) 100% 
of what the other plan paid, or c) your actual out-of-pocket 
expense. 

A Network COB Example 

If you use a Network provider with the Fund, we will perform 
our COB calculation so that we will pay the lesser of what 
we would have been paid had we been primary, and 100% of 
the amount paid by the primary plan, but no more than your 
actual cost. We will reimburse you for any deductible you may 
have paid under the primary plan (e.g., if you were out-of-
network there) up to the amount we would have paid if we 
were primary. 
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General COB Determination 
(Determing Which Plan is 
Primary)
For those who are covered as employees only, or both as 
employees and dependents (in addition to the entertainment 
industry rules presented above), certain universally accepted 
COB rules apply, except for certain governmental benefits 
(e.g., Medicare and Military Health Benefits — some of which 
are discussed elsewhere in this SPD).

 
COB Determination for Those Covered as 
Employees

When you are covered as an employee under any plan, the  
following COB rules apply:

1.	 Employee coverage is primary to coverage as a  
dependent

2.	 Active employee coverage is primary to coverage as a 
non-active employee (e.g., retiree, COBRA) and 

3.	 The plan that has covered an active employee longer 
is primary when the employee is active under two (2) 
plans 

COB Determination for Those Covered Only as 
Dependents

If you are covered only as a dependent and are covered by 
more than one plan, the following rules apply:

1.	 If  all such coverage is attributable to only one em-
ployee, whichever plan is primary for the employee is 
primary for the dependent as well.

 2.	 If a dependent child’s coverage is attributable to em-
ployees who are married (and not legally separated) 
or domestic partners, the following rules apply, in the 
order shown:

a.	 The plan of the parent whose birth day falls 
earlier in the year is primary (e.g., February 3 is 
primary over March 1, the year of birth does not 
matter), but 

b.	 If both parents have the same birth date, the plan 
of the parent who has had coverage longer is 
primary.

3.	 If a dependent child’s parents are divorced or legally 
separated and the divorce decree/separation agree-
ment or QMCSO (Qualified Medical Child Support 
Order) specifies a parent who is responsible for health 
coverage, the plan of the parent who is specified in 
such a decree, agreement or order is primary.

4.	 If the parents of a child are divorced/legally separated 
and responsibility for child health coverage is not 
legally specified in the decree, agreement or QMCSO:

a.	 The plan of the parent with custody is primary, 

b.	 The plan of the spouse of the parent with custody 
is secondary, 

c.	 The plan of the non-custodial parent is next, and,

d.	 The plan of the spouse of the non-custodial par-
ent is last.

5.	 If the parents of a child are divorced/legally separated 
and custody is joint, the plan of the parent whose plan 
has been in effect longer is primary. 

  WARNING!

Special COB Rules Apply for Individuals Who 
are Eligible Under Other Entertainment Industry 
Health Plans — You Could Receive Only a 
Fraction of Your Benefits if You Fail to Enroll in 
Your “Primary” Entertainment Industry Plan

Employees in the entertainment industry are often eligible 
for more than one benefit plan. In order to facilitate benefit 
coordination among such plans, a number of them, including 
the Fund, have adopted similar coordination rules. These rules 
work as follows:

If you would have primary coverage under other entertain-
ment industry health plans (e.g., qualified first for one of 
those plans such as the SAG Fund), but have failed to enroll 
and/or pay the premium required by the other entertainment 
industry health plan, the Fund will process your claims as if 
you were covered under the other entertainment industry 
health plan and will only pay benefits on a secondary basis. 
For example, if you qualify for coverage under the SAG Fund 
before you qualify for coverage under the Fund, the SAG 
Fund will be your primary plan, and the Fund will provide 
you with secondary coverage, regardless of whether you 
paid the premium and/or enrolled in the SAG Fund (it is our 
understanding that the AFTRA health plan follows a similar 
practice). 

The Fund will determine what would have been paid for pri-
mary coverage by calculating what the Fund would have paid 
as primary payer and will then process the claim as second-
ary payer See page 26 for more details on what the Fund pays 
when it is secondary. You will be responsible for the amount 
you would have been reimbursed by the primary plan had you 
enrolled and/or paid the premium.

If you qualify for coverage under both the Fund and another 
entertainment industry health plan on the same day, the order 
of coverage will be determined as follows:

1.	 Participants whose birthdays fall in the first half of the 
year (January through June) will be primary under 
the other entertainment industry health plan and 
secondary under the Fund; and
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IMPORTANT REMINDER! To receive all the benefits 
available to you, you should file a claim under each plan 
that covers the patient for the medical expenses that 
were incurred. However, anyone who claims benefits 
through the Fund must provide the Fund with all the 

information it needs to apply the COB rules. 

2.	 Participants whose birthdays fall in the second half 
of the year (July through December) will be primary 
under the Fund and secondary under the other enter-
tainment industry health plan. 

Please call the Fund Office to find out which entertainment 
industry health plans participate in this COB program. 

Those who incur claims abroad are subject to the Fund’s COB 
rules, with the Plan’s responsibility determined on the basis 
of the currency exchange rate at the time the service was 
rendered.

Administration of COB

In order to administer the COB provisions, the Fund reserves 
the right to exchange information with other plans involved 
in paying claims; require that you or your health care provider 
furnish any necessary information; reimburse any plan that 
made payments this Fund should have made; and recover any 
overpayment from your hospital, physician, dentist or other 
health care provider, other insurance company, you or your 
dependent. 

If the Fund should have paid benefits that were paid by any 
other plan, it may pay the party the amount the Board (or its 
designee) determines to be proper under the COB provision. 
Any amounts so paid will be considered to be Fund benefits, 
and the Fund will be fully discharged from any liability it may 
have to the extent of such payment. 

Please note that the coordination of medical benefits is deter-
mined and administered by CIGNA, not the Fund.
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Health Coverage for  
Participants With Medicare
Medicare Eligibility 
Medicare consists of three parts: Part A, which provides 
hospital benefits, Part B, which provides medical benefits and 
Part D which provides prescription drug benefits (there is also 
a Part “C” alternative to Parts A and B, coverage by a Medicare 
approved insurer, such as an HMO or a PPO. Most of these 
Part C insurers offer Part D coverage as well, but if they don’t, 
participants in Part C plans can obtain Part D coverage from 
another Medicare approved Part D provider). Parts A, B and 
D require you to pay a deductible before they pay benefits. 
You are also required to pay a premium for Part B coverage 
and most Part D coverage (Part D coverage is available only 
through providers approved by Medicare it is not available 
directly from Medicare). You (and your dependents) may 
become eligible for Medicare upon turning 65, after the first 
18 months of end-stage renal disease (“ESRD”), or if you have 
been deemed totally and permanently disabled by the Social 
Security Administration (“SSA”). What you’ll find here is an 
explanation of what happens to your medical benefits under 
the Fund when you become eligible for Medicare. For more 
information on Medicare, please refer to www.medicare.gov, or 
contact the Fund Office.

COB* with Medicare 
Here’s how your Medicare eligibility is linked to your eligibility 
for Fund benefits. 

1.	 If you’re still eligible for Fund benefits through em-
ployment and become eligible for Medicare as a result 
of turning age 65, you are eligible for Medicare even 
though you are still working. If you are covered by 
the Fund through employment, you will continue to 
be eligible for the same benefits as any other partici-
pant. The Fund will generally remain the primary 
payer of your medical benefits and Medicare (if you 
have signed up for it) will be secondary. This means 
that after the Fund pays its benefits, you can submit 
a claim to Medicare for amounts not covered by the 
Fund. (A covered spouse will be treated the same way 
upon turning 65.) However, you also have the option 
of electing to either stop participating in the Fund, 
in which case Medicare would be your only health 
insurance, or not enrolling in Medicare, in which case 
the Fund would provide your only health coverage. 
Remember that if the Fund should be primary and 
you do not enroll in it, and Medicare discovers this, 
they may try to reimburse you as if you had taken 
Fund coverage, that is with Medicare as the secondary 
payer, even if that is incorrect.

2.	 If you’re not eligible for Fund benefits through 
employment and become eligible for Medicare as 
a result of turning age 65, and you no longer have 
Fund coverage through employment, Medicare will 
be your primary coverage, and you should sign up for 
it as soon as you’re eligible. However, you also may 
have the option (if you satisfy the Fund’s eligibility 
requirements, see page xx) of self-paying for second-
ary coverage through the Fund’s Medicare Supple-
mental Plan, which is provided through CIGNA. (If 
you are eligible for Medicare because you have been 
diagnosed with ESRD or are totally and permanently 
disabled, you would also be eligible for the Medicare 
Supplemental Plan.) If you sign up for the Medicare 
Supplemental Plan, you will be eligible for Out-of-
Network medical benefits only. However, you will 
have both Network and Out-of-Network prescription 
drug and vision coverage. Once Medicare has paid 
its benefit, the unpaid portion of an expense can be 
submitted under the Medicare Supplemental Plan. 
(The total benefits paid under both Medicare and 
the Medicare Supplemental Plan cannot exceed the 
expense incurred.) In addition, your benefits from 
the Fund will be calculated as if you are enrolled for 
Medicare for both Part A and Part B, even if you 
haven’t, so be sure to sign up for Medicare as soon 
as you’re eligible. If you do not enroll in Medicare 
(either Part A or Part B), the Fund’s Medicare Supple-
mental Plan will not reimburse you for any amount 
that would have been covered by Medicare had you 
enrolled.

3.	 If you’re eligible for Fund benefits through employ-
ment and become entitled to Medicare because of 
ESRD:  If, while in coverage as a result of employ-
ment, an eligible individual under the Fund becomes 
entitled to Medicare because of ESRD, this Plan pays 
first and Medicare pays second for 30 months starting 

the earlier of the month in which Medicare ESRD 
coverage begins; or the first month in which the 
individual receives a kidney transplant.  Then, start-
ing with the 31st month after the individual becomes 
entitled to Medicare, Medicare pays first and this Plan 
pays second.

Rules governing the coordination of Medicare are complex, 
and this is only a very brief overview. You should contact the 
Fund Office at 1-212-869-9380 or 1-800-344-5220 (outside 
NYC) if you need additional information. 

* See definition of COB on page 12.
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What Secondary Coverage does 
the Fund Provide for Those 
Eligible for Medicare?
If you sign up for the Fund’s Medicare Supplemental Plan, 
you will be eligible for medical benefits Out-of-Network only.  
However, you will have both Network and Out of Network 
prescription drug and vision coverage.  Once Medicare has 
paid its benefit, the unpaid portion of the expense can be 
submitted under the Fund’s Medicare Supplemental Plan. If 
Medicare benefits are exhausted the Fund will revert to paying 
at its standard out-of-network benefit level.

Network benefits are not available under the medical portion 
of the Fund’s Medicare Supplemental Plan because Medicare 
does not allow participation in preferred provider organiza-
tions like the Open Access Plus network. (Medicare sets the 
fees paid to doctors and other providers under the Medicare 
program and will not recognize arrangements negotiated by 
the PPO.) 

If you are enrolled in Medicare Parts A and B, you 
may also have the option of electing Medicare Part C 
(Medicare+Choice, also known as Medicare Advantage), 
which provides an HMO alternative to the “fee for service” 
coverage provided by Parts A and B. Whether Part C coverage 
is available in your area depends on whether an HMO offers 
it (not all HMOs do). Note that if you elect Part C coverage, 
you will not be eligible to participate in the Fund’s Medicare 
Supplemental Plan. 

If You are Covered by the Fund and Enter Into a 
Medicare Private Contract

Under the law a Medicare participant is entitled to enter into 
a Medicare private contract with certain health care practitio-
ners under which you agree that no claim will be submitted 
to or paid by Medicare or health care services and/or supplies 
furnished by that health care practitioner. If you enter into 
such a contract the Fund will NOT pay any benefits for any 
health care services and/or supplies the Medicare participant 
receives pursuant to such contract.

1.	 Whenever the Fund is secondary to Medicare, the 
Fund will assume the amount payable under:

2.	 Part A of Medicare has been paid by Medicare, even 
for a person who did not apply for Medicare if that 
person is eligible for Part A without paying a  
premium; 

3.	 Part B of Medicare has been paid by Medicare, even 
for a person who is entitled to be enrolled in Part B, 
but is not enrolled in Part B; and/or 

4.	 A person is considered eligible for Medicare on the 
earliest date any coverage under Medicare could 
become effective. 

Other health care resources once you reach 65. Unfortunately, 
negotiating the health care system doesn’t get any easier as you 

get older. The resources available through the Actors’ Equity 
Association and the AFL-CIO can help you locate health 
insurance and health care once you reach age 65. Another 
resource for Medicare-eligible participants is American As-
sociation of Retired Persons (“AARP”). You can reach AARP 
through their toll-free number, 1-888-OUR-AARP (687-
2277), or their Website, www.aarphealthcare.com. The website 
has a useful tool that helps identify the key features of stan-
dard Medicare supplement plans and which of those plans are 
available in your state. 

Expenses for Which a Third  
Party May Be Liable (Subrogation)
The Fund has the right, whether by subrogation or reimburse-
ment, or any other equitable or legal relief available under 
state or federal law, to recover from you, your dependents or 
any other person or trust in possession of such monies sought 
by the Fund, all benefits paid by the Fund on you or your 
dependents’ right or behalf for injuries or disabilities that you 
or your dependents have suffered as a result of the negligence 
or wrongdoing of others for which you receive a “Recovery.”  
Recovery includes without limitation any amount awarded 
to or received by way of court judgment, arbitration award, 
settlement or any other arrangement, from any source, includ-
ing but not limited to any third party or third party insurer, 
or from your uninsured or underinsured motorist, home 
owners or other insurance coverage, related to the illness or 
injury, without reduction for any attorneys’ fees paid or owed 
by you or on your behalf, and without regard to whether you 
or your dependent have been “made whole” by the Recov-
ery.  Accordingly, the Fund does not recognize the “Make 
Whole Doctrine.”  The Recovery includes any and all amounts 
regardless of whether or not any portion thereof is designated 
for medical expenses.  The Recovery also includes all monies 
received regardless of how held, and includes monies directly 
received by the Participant or eligible dependent, as well as 
any monies held in any account or trust on their behalf, such 
as an attorney-client trust account.

If you and/or your dependents are injured as a result of the 
negligence or other wrongful acts of a third party and you/
your dependents apply to the Fund for benefits and receive 
such benefits, the Fund shall then have a first-priority lien on 
any Recovery for the full amount of the benefits that are paid 
to you and/or your dependents.  The Fund shall recover the 
full amount of benefits paid without regard to any claim of 
fault on the part of you or your dependents, whether under 
comparative negligence or otherwise, but no more than your 
Recovery.  In addition, in the event you and/or your depen-
dents fail to seek to recover any monies from the third party 
that caused the injuries, the Fund shall be subrogated to your 
right of recovery against that third party or any other source.  
You and your eligible dependents are responsible for all ex-
penses incurred to obtain payment for third parties, including 
attorney fees, which amounts will not reduce the amount due 
to the Fund as restitution.  Accordingly, the Fund expressly 



31

rejects the “Common Fund” doctrine with respect to the pay-
ment of attorney fees.

 You may be required to sign an agreement prior to benefits 
being paid as follows:

If you or your dependent’s injury or illness was, in any way, 
caused by a third party who may be legally liable or respon-
sible for the injury or illness, no benefits will be payable nor 
paid under any coverage of the Fund unless you contractually 
agree in writing, in a form satisfactory to the Fund, to do all of 
the following: 

1.	 Provide the Fund with a written notice of any claim 
made against the third party for damages as a result of 
the injury or illness; 

2.	 Agree to reimburse the Fund for benefits paid by 
the Fund from any Recovery when the Recovery is 
obtained from or on behalf of the third party or the 
insurer of the third party or from your own uninsured 
or underinsured motorist, homeowners or other 
insurance coverage;

3.	 Ensure that any Recovery is kept separate from and 
not co-mingled with any other funds and agree in 
writing that the portion of any Recovery required to 
satisfy the lien of the Fund is held in trust for the sole 
benefit of the Fund until such time as it is conveyed to 
the Fund; 

4.	 Execute a lien in favor of the Fund for the full amount 
of the Recovery that is due for benefits paid by the 
Fund;

5.	 Periodically respond to information requests regard-
ing the status of the claim against the third party, and 
notify the Fund, in writing, within ten (10) days after 
any Recovery has been obtained;

6.	 Direct any legal counsel retained by you or any other 
person acting on your behalf to hold that portion of 
the Recovery to which the Fund is entitled in trust for 
the sole benefit of the Fund and to comply with and 
facilitate the reimbursement to the Fund of the mon-
ies owed to it (as described and defined below);

7.	 Assign, upon the Fund’s request, any right or cause of 
action to the Fund;

8.	 Fully cooperate with the Plan Administrator in all 
respects in the Fund’s enforcement of its equitable 
(or other) rights to restitution and keep the Fund 
informed of any important developments in your  
action;

9.	 Not settle, without the prior written consent of the 
Plan Administrator, any claim that you or your 
eligible dependents may have against a third party, 
including an insurance carrier or any other source; 

10.	 Agree to the entry of judgment against you and, if ap-
plicable, your dependent, in any court for the amount 
of benefits paid on your behalf with respect to the 

illness or injury to the extent of any recovery or pro-
ceeds that were not turned over as required and for 
the costs of such collection, including but not limited 
to the Fund’s attorney fees and costs; and

11.	 Take all other action as may be necessary to protect 
the interests of the Fund.

If you or your dependent fails to comply with any of the afore-
mentioned requirements, no benefits will be paid with respect 
to the injury or illness. If benefits have already been paid, they 
may be recouped by the Fund.

Should you seek to recover any monies from any third party 
that caused your injuries, it is the Fund’s rule that you must 
give notice of same to the Fund Office within ten (10) days 
after either you or your attorney first attempts to recover said 
monies, and if litigation is commenced, you are required to 
give notice to the Fund of any pretrial conferences within five 
(5) days of the same. Representatives of the Fund reserve the 
right to attend such pretrial conference. 

The Fund’s lien is contractual and is a lien on the proceeds of 
any compromise, settlement, judgment and/or verdict received 
from either the third party or his/her insurance carrier or any 
other source. By applying for and receiving benefits from the 
Fund in such third-party situations, you must reimburse the 
Fund the full amount of the benefits that are paid to you and/
or your dependents from the proceeds of any such com-
promise, settlement, judgment and/or verdict, to the extent 
permitted by law. By applying for benefits, you agree that the 
proceeds of any Recovery, if paid directly to you, will be held 
by you separate from and not commingled with any other 
funds, in constructive trust for the Fund. 

By accepting benefits, you agree that the proceeds of any 
Recovery paid to any other person or entity other than you, 
including but not limited to, a trust, an attorney or any agent 
thereof, shall be held by such other person, entity or trust in 
constructive trust for the Fund. The Fund reserves the right to 
seek recovery from such person, entity or trust and to name 
such person, entity or trust as a defendant in any litigation 
arising out of the Fund’s subrogation or restitution rights. By 
applying for benefits, you agree that, any lien the Fund may 
seek will not be reduced by any attorney fees, court costs or 
disbursements that you might incur in your action to recover 
from the third party, and these expenses may not be used 
to offset your obligation to reimburse the Fund for the full 
amount of the lien. Further, you agree that any Recovery will 
not be reduced by and is not subject to the application of the 
“Common Fund” doctrine theory for the recovery of attorney 
fees. 

Remember, the Fund does not require you to seek any re-
covery whatsoever against the third party, and if you do not 
receive any recovery from the party, you are not obligated in 
any way to reimburse the Fund for any of the benefits that you 
applied for and accepted.  However, the Fund is entitled to 
obtain restitution of any amounts owed to it either from any 
funds   received by you or your eligible dependents, regardless 
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of whether you or your eligible dependents have been fully in-
demnified for losses sustained at the hands of the third party.  
In addition, in the event that you do not pursue any and all 
third parties and responsible sources, the Fund is authorized 
to pursue, sue, compromise or settle (at the Board’s discre-
tion) any such claims on your behalf and you agree to execute 
any and all documents necessary to pursue said claims and, 
furthermore, to fully cooperate with the Fund in the prosecu-
tion of such claims.  In accordance with this authority, a Fund 
representative may commence or intervene in any proceed-
ing or take any other necessary action to protect or exercise 
the Fund’s equitable (or other) right to obtain restitution.  To 
this end, by participating in the Fund, you and your eligible 
dependents acknowledge and agree to the terms of the Fund’s 
equitable (or other) rights to full restitution. You and your eli-
gible dependents also agree that you are required to cooperate 
in providing and obtaining all applicable documents requested 
by the Plan Administrator, including the signing of any docu-
ments or agreements necessary for the Fund to obtain full 
restitution.

In the event you fail to notify the Fund as provided for above, 
and/or fail to reimburse the Fund as provided for above, the 
Fund reserves the right, in addition to all other remedies 
available to it by law or equity, to withhold any other monies 
that might be due you from the Fund for either past or future 
claims, until such time as the Fund’s lien is discharged. 

Any amounts received from a third party or other source by 
judgment, settlement, or otherwise must be applied first to 
reimburse the Fund for the amount of medical expenses paid 
on behalf of a participant or dependent. The Fund’s lien is a 
lien of first priority. Where the recovery from the third party 
or other source is partial or incomplete, the Fund’s right to 
reimbursement takes priority over the participant’s or de-
pendent’s right of recovery, regardless of whether or not the 
participant or dependent has been made whole for his or her 
injuries or losses. 

The benefits under this plan are secondary to any coverage 
under no-fault or similar insurance.
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VISION PLAN 
Vision Plan Summary
A Vision Care benefit provided through Davis Vision, Inc. is 
automatically provided to anyone who is covered under the 
CIGNA Plan or an HMO. Under the Fund, you have a choice 
of using Network providers or going to any licensed provider 
that you wish. However, the benefits for Network and Out-of-
Network care are different. 

Network 

When you go to an optical provider in the Davis Vision 
network, the Fund covers the full cost of an eye exam every 
12 months, and eyeglasses and select frames once every 24 
months. There is a $25 copay for covered contact lenses pur-
chased through a Davis Vision provider. 

Out-of-Network 

If you go to an optical provider outside the Davis Vision net-
work, the same kinds of products and services are covered, but 
the Fund pays up to the comparable amount it would reim-
burse a Network provider in the same geographic area for the 
same service, except that for contact lenses that are considered 
medically necessary the maximum reimbursement is $225.  
Non-Ñetwork providers may not accept these amounts as pay-
ment in full and you will be responsible to pay any additional 
amount.  

How The Vision Plan Works — 
MORE DETAIL
Eligible Fund participants and dependents also participate in 
the Vision Care Plan, which is administered by Davis Vision Inc. 

How the Plan Works: The Vision Care Plan covers a wide 
range of vision related services and products. While you can 
go to any optical provider, you generally pay less when you use 
a provider in the Davis Vision network. 

To locate a Davis Vision network provider near you, call 
1-800-999-5431 or visit the Davis Vision Website,  
www.davisvision.com. 

Network Benefits 
To use a Davis Vision Network provider, call the provider to 
schedule an appointment and identify yourself as a participant 
in the Fund (this applies to covered dependents as well). Here’s 
how your expenses are covered when you use an Network 
provider. 

Eye Exams: A free professional eye examination, including 
dilation if indicated, once every 12 months. 

Frames: Any Fashion, Designer or Premier level frame 
from Davis Vision’s Network will be covered in full every 24 
months. (anyone under age 18 will have eyeglasses covered 

once every 12 months). A $100.00 credit, plus 20% in excess 
of the $100.00, will also be available for any frames selected 
outside of the Davis Vision Frame Collection within a network 
provider’s office. Participants will be responsible for any 
amount in excess of $100.00.

Eyeglass Lenses. The following lenses are provided free once 
every 24 months: 

 1.	 plastic or glass single-vision, bifocal or trifocal lenses 
in any prescription range; 

 2.	 glass gray no. 3 prescription lenses; 

 3.	 oversize lenses; 

 4.	 post-cataract (lenticular) lenses; 

 5.	 fashion, sun or gradient-tinted plastic lenses; 

 6.	 polycarbonate (impact resistant) lenses; 

 7.	 ultraviolet (UV) coating; and/or 

8.	 blended invisible bifocals.

Eyeglass Lens Coatings. Ultraviolet and scratch coatings are 
provided to you at no cost. In addition, participants are able to 
purchase the following:

1.	 $30.00 for intermediate vision lenses;

2.	 $35.00 for standard anti-reflective coating (60.00). 
Premium ARC is $48.00 and Ultra ARC is $60.00;

3.	 $55.00 for high-index (thinner and lighter) lenses;

4.	 $65.00 for plastic photosensitive lenses; and/or

5.	 $75.00 for polarized lenses.

Contact Lenses. The Fund provides coverage for standard, 
daily-wear, disposable or planned replacement types of contact 
lenses in lieu of eyeglasses, once every 24 months (anyone un-
der age 18 will have contact lenses covered every 12 months). 
Contact lenses from Davis Vision’s Contact Lens Collection 
will be covered in full at a co-pay of $25.00. This also includes 
your evaluation, fitting and follow up care. If you select con-
tact lenses outside of the Davis Vision Collection, a $115.00 
credit, plus a 15% discount in excess of this amount, will be 
applied towards the purchase, in addition to the evaluation, 
fitting, and any follow-up care. This Network credit allowance 
will also apply at participating retail locations. Participants will 
also be responsible for any amount above $115.00. Medically 
necessary contact lenses will be covered in full, with prior ap-
proval. The copay is $25.00. A mail-order replacement contact 
lens service, LENS 123, is also available. Call 1-800-536-7123 
for more information on this convenient, cost-saving service. 

If You Go to an Out-of-Network 
Vision Provider 
If you go to an optical provider outside the Davis Vision 
network, the same kinds of products and services are covered 
(e.g., eye exams once per year and glasses or contacts once 
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every two years) but the Fund pays only up to  the “Benefit 
Level” for each covered service. The Benefit Level, which var-
ies with the product or service, is comparable to the amount 
that a Network provider in the same geographic area would be 
reimbursed for the same service, except that the reimburse-
ment for contact lenses that are considered medically neces-
sary the maximum reimbursement is $225. 

Out-of-Network providers may, and often do, charge more 
than the Benefit Level, and you will be responsible for any 
charges above the Benefit Level. In addition, if you go to a pro-
vider that is not part of the Davis Vision Inc. network, you pay 
the full cost of the items you purchase, then submit a claim for 
reimbursement. You also do not receive the Davis warranty, 
described below, and cannot use LENS 123 for contact lens 
replacements.

Information About Low Vision Services 

You and your covered dependents are entitled to a compre-
hensive low vision evaluation once every five (5) years and low 
vision aids up to the plan maximum. Up to four (4) follow-up 
care visits will be covered during the five (5) year period. 

Information About Laser Vision Correction 
Services 

Davis Vision provides you and your eligible dependents with 
the opportunity to receive Laser Vision Correction Services at 
discounts of up to 25% off a participating provider’s normal 
charges, or 5% off any advertised special (please note that 
some providers have flat fees equivalent to these discounts). 
Please check the discount available to you with the participat-
ing provider. For more information, please visit us at  
www.davisvision.com or call 1-800·999-5431. 

LENS 123 Replacement Contact Lenses by 
Mail 

Free membership and access to a mail order replacement 
contact lens service. LENS 123, provides a fast and convenient 
way to purchase replacement contact lenses at significant sav-
ings.

For more information, please call 1-800-LENS-123 (1-800-
536-7123) or visit the LENS 123 Website at www.Lens123.com.

Warranty Information 

One-year eyeglass breakage warranty included at no addition-
al cost on eyeglasses purchased from a Davis provider.

All Davis network eyeglasses come with a breakage warranty 
for repair or replacement of the frame and/or lenses for a 
period of one (1) year from the date of delivery. The warranty 
applies to all Network eyeglasses, i.e. spectacle lenses, Davis 
Vision Collection frames and national retailer frames (where 
our exclusive Collection is not displayed). 

You can get claim forms from the Fund Office, download them 
from the Fund’s Website (www.equityleague.org) or by calling 
Davis Vision Customer Service toll-free at 1-800-999-5431. 
Claims should be submitted to Davis Vision at this address: 

Vision Care Processing Unit 
P.O. Box 1525 

Latham, NY 12110

Vision Expenses — Ineligible
The Vision Care Plan does not cover the following expenses, 
even through the Davis Network:

 1.	 Medical treatment of eye disease or injury (some such 
treatments may be covered under the medical benefit 
plan);

 2.	 Vision therapy;

 3.	 Replacement of lost or stolen eyewear;

 4.	 Special lens designs or coatings, other than those 
described in this section;

 5.	 Non-prescription (plano) lenses;

 6.	 Contact lenses and eyeglasses in the same benefit 
cycle (e.g., 24 month benefit period);

 7.	 Two pairs of eyeglasses instead of bifocals; and/or

 8.	 Services not performed by a licensed optometrist or 
optician. 
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VOLUNTARY SELF-PAY DENTAL 
BENEFITS
Dental Plan Summary
Dental coverage is offered as a voluntary, self-pay benefit, 
provided only if you pay the entire cost of the coverage you 
elect. Individual and family coverage are available in a Dental 
HMO (“DHMO”) or a Dental PPO (“DPPO”), both insured by 
CIGNA.

 
CIGNA Dental HMO (DHMO) 

If you choose the DHMO, coverage is provided only for those 
services listed on CIGNA’s Patient Charge Schedule and only 
for treatment by a dentist participating in the CIGNA DHMO 
network. Many basic and preventive services are provided at 
no cost to you; others have a fixed copay. The DHMO gener-
ally has significantly lower premiums than the DPPO. There 
is no annual limit on covered expenses, but coverage for some 
major services can be lower or higher than under the DPPOs.

 
CIGNA Dental PPO (DPPO)

If you choose the DPPO, you may use either Network or 
Out-of-Network providers. However, your out-of-pocket costs 
will be less when your care is rendered by a dental provider in 
CIGNA’s DPPO network. There is an Annual Limit of $2,000 
and a $1,500 Lifetime Limit on orthodontic procedures.

Dental Benefits in Detail
If you want dental coverage, you can enroll in either the  
CIGNA DPPO or the CIGNA DHMO, both of which are  
offered on a voluntary, self-pay basis. 

If you want to enroll for self-pay dental coverage, you must 
submit a separate enrollment form and pay the entire cost of 
the coverage you elect. If you buy voluntary dental coverage, 
you can also extend it to your eligible dependents (as defined 
on pages 44 and 45) when you first enroll or at open enroll-
ment. If you enroll, the Fund Office will send you detailed 
information about your coverage. (Benefits for residents of 
different states may vary because of the requirements of state 
laws.) The information you receive will explain which services 
are covered, as well as those that are not covered; cost-sharing 
provisions, including annual deductibles, coinsurance and 
copays; applicable limits on certain benefits; how to claim 
benefits; and the procedure to follow in the event your claim 
for benefits is denied.  However, as noted above, if you dropped 
dental coverage in the prior twelve months you will need to 
pay for dental coverage for that period before you can enroll. 

What you will find here is a brief overview of self-pay dental 
coverage provisions. More information is available through the 
Fund Office, at 1-212-869-9380 or 1-800-344-5220 (outside NYC). 

Eligibility for the Self-Pay  
Dental Plan 

You become eligible for self-pay dental coverage at the same 
time you qualify for regular Fund health coverage; that is, once 
you complete the number of weeks of covered employment 
required for either six months or 12 months of Fund cover-
age. (See page 40 for more information.) If you sign up for 
self-pay dental benefits as soon as you qualify, you won’t have 
to continue to meet the covered employment requirements 
on an ongoing basis, as you do for regular Fund coverage. As 
long as you pay your required dental coverage premiums on 
time, your dental coverage continues, even if your other Fund 
benefits don’t. 

When you enroll for dental coverage, you enroll with the 
understanding that dental coverage is provided on an annual 
basis. If you enroll for dental coverage and withdraw (e.g., 
cease paying premiums for dental coverage during the year) 
before the end of the calendar year you will forfeit the right to 
continue coverage the following January 1, unless you pay the 
premiums that were due from the time you withdrew until the 
end of that calendar year. 

For example, let’s assume you elected coverage for calendar 
year 2011 and paid premiums from January through March, 
then stopped paying premiums for the balance of the (2011) 
calendar year. If you applied at open enrollment for coverage 
commencing in calendar year 2012, you would not be per-
mitted to enroll, unless you paid the premium for the April – 
December 2011 period first.

An application for dental coverage can be found online at 
www.equityleague.org by clicking on the “Health” tab and then 
the “Health Forms” link.

 
Family Dental Coverage

You can extend your voluntary, self pay dental coverage to 
your eligible family members as long as they meet the defini-
tion of “eligible dependent” as explained on pages 44 and 45.  
If you elect it, you pay the full cost of family coverage. 

 
Enrolling for Self-pay Dental Coverage

Once you’re eligible, the Fund Office will inform you, in writ-
ing, when your coverage can take effect. To sign up for cover-
age, you can download a self-pay dental enrollment form 
from our website, www.equityleague.org. Go to the Health 
section and click on Dental Enrollment Form. 

Indicate which of the two optional plans you want; you must 
complete the enrollment form, then return your form and 
your initial quarterly payment to the Fund Office by the 
deadline indicated in the information packet. If you are en-
rolling in the DHMO, you must select a primary dental  
care provider.
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Dental annual enrollment is held in the fall each year;  if you 
don’t sign up when you’re first eligible, your next opportu-
nity to do so will be the following November, in which case 
your coverage would start on the first of the following year. 
You could also sign up the next time you’re eligible for Fund 
benefits through employer-paid coverage.  However, as noted 
above, if you dropped dental coverage in the prior twelve 
months, you will need to pay for dental coverage for that pe-
riod before you can enroll.  

Self-pay quarterly dental premiums are subject to change 
each January 1. For the current premium rates, log on to our 
Website, www.equityleague.org, and click on CIGNA Self-Pay 
Dental Information in the Health section. 

 
Switching  Dental Coverage

If you sign up for a self-pay dental coverage option and want 
to switch to the other option, you would have to wait until the 
next fall open enrollment period. The only exception would be 
if you were going on tour for nine months or more. Contact 
the Fund Office at 1-212-869-9380 or 1-800-344-5220 (outside 
NYC) for more information. 

IMPORTANT REMINDER! If you enroll for voluntary, self-
pay dental coverage, be sure to read the information 

you get from the Fund Office for important information 
about your benefits.

More Detail Regarding the 
Two Types of Self-Pay Dental 
Coverage Available 
You have two choices for voluntary, self-pay dental coverage: 
the CIGNA DPPO and the CIGNA DHMO.

 
The CIGNA DPPO

Under the DPPO, how your eligible dental expenses are reim-
bursed depends on whether your care is rendered by a dentist 
in CIGNA’s DPPO network. When you use a CIGNA DPPO 
dentist, your care is considered Network, and reimbursed at a 
higher level. Covered dental treatment rendered by a provider 
who is not in CIGNA’s DPPO network is considered Out-of-
Network care, and subject to higher cost-sharing thresholds. 
You can see both Network and Out-of-Network dentists for 
your care, but only eligible expenses are reimbursable. See 
page xx for more information.

The CIGNA DHMO 

The DHMO is the dental equivalent of an HMO, in that you 
are limited to using providers in the CIGNA DHMO network 
exclusively. There is no coverage if you see a dentist who is not 
in the CIGNA DHMO network. And while the DHMO covers 
essentially the same services as the DPPO, only services listed 
on its schedule of benefits are eligible for reimbursement. 
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If you have enrolled with mycigna, you can log on to get information at mycigna.com.  You can also get information via cigna.com, 
or 1800-CIGNA24 (1-800-244-6224). 

For more information on the CIGNA DHMO, call the Fund Office (1-212-869-9380 or 1-800-344-5220 outside NYC) or go to our 
website (www.equityleague.org) and click on CIGNA DHMO Overview in the Health section. 

Network Out-of-Network

Annual Deductible None None

Preventive and Diagnostic Services (exams, 
cleanings, x-rays, fluoride applications, 
sealants, space maintainers, emergency care 
to relieve pain and histopathologic exams)

100%
60% of reasonable and customary 
MRCs

Basic Restorative Services (fillings, root 
canals, osseous surgery, extractions, 
customary charges periodontal scaling and 
root planing, denture adjustments and repairs, 
oral surgery anesthetics, repairs to crowns,  
inlays, and bridges, surgical extractions of 
impacted teeth)

80%
60% of reasonable and customary 
charges

Major Restorative Services (crowns, 
dentures, bridges, prosthetics over implants)

50%
40% of reasonable and customary 
charges

Orthodontia 50% (up to lifetime maximum of 
$1,500)

40% of reasonable and customary 
charges (up to lifetime maximum of 
$1,500)

Annual Maximum on Benefits Payable $2,000 $2,000

Summary of the CIGNA DHMO 
Benefits 
The DHMO covers essentially the same services as the DPPO 
but, in almost every case, at a higher level. It also covers cer-
tain services the DPPO does not cover (orthodontia for adults, 
for example). The DHMO covers many dental services in full, 
with no copay required. When a copay is required, all you pay 
is a low preset fee for your care. There are no deductibles to 
meet, no claims to file, no reasonable and customary limits, 
no coinsurance and no annual limit on what the DHMO will 
pay toward your eligible dental expenses. DHMO benefits are 
paid according to a Patient Charge Schedule, which is subject 
to change. To see the current Patient Charge Schedule, go to 
www.equityleague.org. You may also call the Fund Office at 

1-212-869-9380 or 1-800-344-5220 (outside NYC) for a copy. 
Keep in mind that if you receive treatment from a dental pro-
vider who is not in CIGNA’s DHMO, those expenses will not 
be covered. Also note that the specific coverage available to 
you under the DHMO may vary depending on where you live; 
you should review the material you get from the Fund Office 
to confirm which services are covered, and which are not. 

To be considered for reimbursement under either the CIGNA 
DPPO or DHMO dental plans, a dental service must be an eli-
gible expense, which means it must be provided or performed 
by a dentist (or, for some treatments such as teeth cleaning, by 
a licensed dental hygienist working under a dentist’s supervi-
sion) and be for reasonably necessary dental care. Your CIGNA 
material will have more information about eligible expenses. 

Summary of the CIGNA Dental PPO Benefits 
The following chart compares how some common covered expenses are reimbursed under the Network and Out-of-Network 
portions of the CIGNA DPPO. Note that all applicable deductibles and maximums cross-accumulate between Network and Out-
of-Network benefits. (For example, benefits paid under both the Network and Out-of-Network parts of the plan count toward 
the overall $2,000 limit on annual benefits for each covered person.) For more details, visit our Website, www.equityleague.org, or 
contact the Fund Office at 1-212-869-9380 or 1-800-344-5220 (outside NYC). 
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The Supplemental Workers’ 
Compensation Plan
Supplemental Workers’ 
Compensation Plan (SWC) 
SWC benefits are in addition to benefits payable under state 
Workers’ Compensation laws. You become covered under the 
SWC plan as soon as you begin working in covered employ-
ment. There are different classes of SWC benefits, based on 
how you sustained your injury or became ill. 

Class I 

Class I benefits are payable if the illness or injury does not 
result from performing in extraordinary risk as defined in the 
collective bargaining agreement or by the bargaining parties. 

Class II 

Class II benefits are payable if your job requires you to per-
form in extraordinary risk as defined by the applicable CBA. 

More Detail About the SWC Plan 
The SWC Plan replaces part of your income if you get sick or 
injured while performing. In order to collect SWC benefits, 
you must be working under an Actors’ Equity Association 
contract that requires contributions to the Fund for SWC on 
your behalf, you must stop that work due to a work-related 
disability, and you must apply for and be eligible for state 
Workers’ Compensation benefits.

Class I Benefits 
A Class I benefit is the lesser of 75% of your weekly salary, or 
56.25% of the current production contract minimum weekly 
salary at the time of injury/illness, less any amount payable 
under the applicable Workers’ Compensation or occupational 
disease laws. 

Class II Benefits 
Performers injured while performing in “extraordinary risk” 
as defined above capacity are called Class II Category per-
formers. 

How the benefit is calculated. Class II benefits are calcu-
lated differently before and after the season or show closes.

 1.	 Until the season or show closes. Until the date the 
season or show closes, the benefit is the lesser of 100% 
of your weekly salary or 75% of the production con-

tract minimum weekly salary at the time of injury/
illness, less any amount payable under the applicable 
Workers’ Compensation or occupational disease laws.

 2.	 After the season or show closes. After the season or 
show closes, the benefit is the lesser of 75% of your 
weekly salary or 56.25% of the production contract 
minimum weekly salary, less any amount payable 
under the applicable Workers’ Compensation or oc-
cupational disease laws. 

Definition of Disability — SWC 
During the first 104 weeks, you will be considered disabled if 
you are unable to perform your usual occupation (e.g., acting, 
singing or dancing). After the 104th week, you will eligible 
for SWC benefits for up to three (3) more years, only if the 
Trustees determine you are disabled and unable to work in 
any occupation for which you are reasonably qualified. You 
may not receive benefits for more than five years for the same 
injury under any circumstances.

Eligibility for SWC Benefits

You become eligible for SWC coverage as soon as you com-
mence covered employment. Your coverage ends when your 
covered employment ends.

How to File an SWC Claim 
There are two things you need to remember to do before you 
file for SWC Plan benefits: (1) you must notify your employer, 
and (2) you must make sure a claim has been filed under state 
Workers’ Compensation law. Then you may file a claim for 
supplemental benefits from this Plan. Also see page 56 for 
important information on the claims process. 

Notifying Your Employer. If you become sick or injured on 
the job, report the incident to your stage manager immediate-
ly. You should report any work-related illness or injury, even 
if you do not incur any medical bills or miss any time from 
work. Be sure your employer completes a written Workers’ 
Compensation report that explains how you were hurt on the 
job, and that you obtain the name and address of the insur-
ance company carrying the employer’s Workers’ Compensa-
tion policy, or the name of the employer’s insurance broker.

IMPORTANT REMINDER! SWC Plan benefits are 
reduced by any amount payable by your state Workers’ 

Compensation benefit. The benefit payable depends 
on whether you are considered a Class I or Class II 

performer, as follows. 

IMPORTANT REMINDER! Even though time and salary 
loss may not occur, a record of the injury or sickness 
should be on file in your employer’s place of business, 
since that’s where bills and reports will be sent if you 

need medical attention at a later date. 
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IMPORTANT REMINDER! DO NOT USE YOUR PERSONAL 
HEALTH INSURANCE COVERAGE FOR THE TREATMENT 

OF WORK-RELATED ILLNESS OR INJURIES!  
On-the-job illnesses and injuries are not considered 

eligible expenses under medical plans, so if you become 
ill or injured on the job, do not file a claim with CIGNA 

(or other insurance carrier). See the “Claims and 
Appeals Procedures” section starting on page 54  
for other important information about the SWC  

Plan claims procedures. 

Filing a Claim for Benefits. The claims process is explained 
separately and in detail in the Actors’ Equity Association’s 
“Work-Related Injury Checklist” (which is available from any 
Actors’ Equity Association office, through the Fund Office, 
or from the Fund’s Website, www.equityleague.org). Here is a 
summary of those rules.

 1.	 Immediately report the work-related illness or injury 
to your stage manager.

 2.	 Get a SWC Plan claim form (available from the Fund 
Office or from any Actors’ Equity Association office).

 3.	 Get the name and address of your employer’s Work-
ers’ Compensation carrier, and give it to your  
physician.

 4.	 Once you and your attending physician have com-
pleted your claim form, submit it to the Actors’ Equity 
Association office.

 5.	 Provide the Actors’ Equity Association office with 
copies of all benefit checks and accompanying Expla-
nations of Benefits (EOBs). (This last step is required 
because SWC Plan benefits are adjusted to reflect 
your Workers’ Compensation benefits.) 

The SWC Plan is a “self-insured” plan, which means the 
Fund has not purchased insurance coverage to guarantee the 
payment of this benefit. The money used to pay SWC Plan 
benefits comes directly out of the assets of the Fund. 

Taxability of SWC Benefits 
Benefits paid through the SWC Plan are considered taxable 
wages and, as such, subject to voluntary federal income tax 
withholding. Therefore, you will get an IRS Form W-4S, Re-
quest for Federal Income Tax Withholding From Federal Sick 
Pay. You may elect or decline voluntary federal tax withhold-
ing on benefits paid. If the Form W-4S is not returned to the 
Fund Office, no federal taxes will be withheld. For information 
on state tax withholding, please contact the Fund Office. The 
benefit is subject to Social Security and Medicare taxes for the 
first six (6) months of the benefit, and your share of these taxes 
will be deducted from the payment. At the end of the calendar 
year, the total of all payments made to you that year by the 
SWC benefit will be reported to you and the IRS on Form W-2.

Exclusions and Limitations Under the SWC Plan 

The SWC Plan does not cover loss of time from work due to a 
suicide attempt, whether while sane or insane; an act of war, 
whether declared or undeclared; or air travel, unless you are 
traveling as a passenger (and not as a pilot or crew member) 
during necessary travel time. 
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ELIGIBILITY For, AND  
PARTICIPATION IN, EMPLOYEE 
MEDICAL/VISION BENEFITS
How Initial or Reinstated 
Eligibility is Determined 
If you work in covered employment for at least 12 weeks in a 
12 month “accumulation period” (any 12 month period end-
ing with the last Sunday in a calendar quarter), you earn eli-
gibility for medical/vision coverage. That coverage begins one 
quarter later (i.e., you satisfy a 3 month “waiting period”). For 
example, if you accumulate 12 weeks of covered employment 
during the 12 months ending on the last Sunday in December 
of a given year, you will be eligible for coverage beginning on 
April 1 the following year. If you worked at least 12, but less 
than 20 weeks, you earn six (6) months of coverage eligibility. 
If you work 20 weeks or more, you earn a full 12 months of 
coverage eligibility.

If you don’t have at least 12 weeks of covered employment in 
an accumulation period ending with a calendar quarter, you 
won’t be eligible for Fund participation. However, your work 
history will continue to be examined at the end of each calen-
dar quarter until you are eligible for coverage. 

An Example of When Benefits Begin 

Suppose you have 20 weeks of covered employment in the 
eligibility period starting Sunday, January 3, of year 2010 
and ending Sunday, December 26, 2010. Since you had 20 
weeks in covered employment, you are eligible for benefits 
for 12 months of coverage beginning April 1, 2011 and end-
ing March 31, 2012. If you work at least 20 weeks in covered 
employment between the week ending on Sunday, January 2, 
2011 and Sunday December 25, 2011, you will be eligible for 
another 12 months of benefits beginning on April 1, 2012 and 
ending March 31, 2013.

In this example, if you had less than 20 weeks, but at least 12 
weeks of covered employment in the January 3, 2010–Decem-
ber 26, 2010 accumulation period, you would instead have six 
(6)months of coverage starting April 1, 2011, and your next 
look back period would be ending June 26, 2011, and would 
determine if you were eligible for continuing coverage starting 
October 1, 2011. 

 
Health Fund Eligibility Periods

Accumulation                    Period Waiting Period Benefit Period
Work Weeks in 
the 12 Months 

Starting the First  
Sunday in

Counting from  
 
to Last Sunday in

Three months
Begin each 
Calendar Quarter 

October September October-December January 1

January December January-March April 1

April March April-June July 1

July June August-September October 1

Please note that Special eligibility rules may apply for staff (employees of the Union, Fund and Broadway League), and 
British and Australian actors employed under agreements with Actors’ Equity Association. Contact the Fund Office for 
more information.
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The Same Week Can Only be Used to Earn 
Coverage One Time

If you earn six (6) months of coverage, your eligibility will be 
tested again six (6) months later. As a result, some of the weeks 
included in the 12 month period examined will also fall into 
the quarters that enabled you to earn the six (6) months of 
coverage you enjoyed. In such a case, any weeks that were used 
to make you eligible for the six (6) months of coverage can 
never be counted again. 

For example, let’s assume you earned six (6) months of cover-
age beginning on April 1, 2011 because you had 19 weeks of 
covered employment during the 2010 calendar year. Let’s as-
sume that all of those weeks fell into the last six months of that 
year (i.e., between July 1 and December 31 of 2010). When 
your eligibility for the quarter beginning on October 1, 2011 
is tested, the period used will begin on or about July 1, 2010 
and end on or about June 30, 2011 (depending on the days of 
the work week). In this case, 12 of the weeks you earned dur-
ing the July 1 through December 31 period will be excluded, 
because you already used them to earn the coverage that 
commenced on April 1, 2011. Those weeks cannot be used 
a second time, but the other seven (7) weeks earned during 
that period can be used.  Therefore, if you worked at least five 
(5) weeks between January 1, 2011 and June 30 2011, you will 
earn at least six (6) months of additional coverage beginning 
on October 1, 2011.   

How Weeks that Span Two Quarters are Placed 
into a Particular Quarter

Work weeks of covered employment always include, and end 
on, a Sunday. In contrast, calendar quarters can end on any 
day of the week. When a calendar quarter ends on any day 
other than a Sunday, it means that at least one day of that week 
will fall into the next quarter and at least one day will fall into 
the quarter that just ended. 

For example, the calendar quarter ending on December 31, 
may fall on a Thursday, which means the week that began 
Monday, December 28 has four (4) days that fall into the 
quarter ending on December 31 and three (3) days that fall 
into the following quarter, which begins on January 1. In order 
to decide where to place a given week that has a least a day in 
two (2) different calendar quarters, the Fund uses one of the 
following two (2) rules. 

The default rule is to place the week in the quarter in which 
it ends. However, the participant has the option of having it 
applied to the prior quarter. In order to use the quarter in 
such a way, the participant needs to inform the Fund Office 
by the end of the quarter (December 31 in this example). If 
the participant does not so inform the Fund Office, the default 
method of allocating the week will be used and, as a result, the 
week will count toward the quarter in which it ends. 

Eligibility Does Not Constitute 
Coverage — You Must Also Make 
A timely $100 Contribution
When you first become eligible for medical vision coverage 
we’ll notify you. While you may  have worked the 
weeks needed to become eligible for employee cover-
age, you will not actually be covered unless you make 
a $100 quarterly contribution to the Fund on a timely basis. 
The Fund does not require that you complete complicated 
forms in order to obtain the coverage that you are eligible for, 
but it does require that you make a $100 contribution on a 
timely basis in order for your coverage to begin (and contin-
ue). The chart below shows annual contribution due dates for 
the $100 quarterly contribution.

While the $100 payment helps to keep the Fund financially 
sound, it constitutes only a very small portion of what cover-
age actually costs the Fund. But the payment also constitutes a 
way for you to signify that you wish to enact the coverage you 
have become eligible for. Why is this important? Because you 
may not wish to activate coverage for a number of reasons. 
For example, you may want to forgo coverage altogether 
because you have secured it through another source such as 
that of your spouse’s employer-sponsored coverage. Or you 
may want to defer coverage so that you can use your weeks 
at a later date, when some other coverage you may have is no 
longer available. Or you may want to forgo six (6) months of 
coverage because you expect you’ll earn 12 months of cover-
age by the end of next quarter. While we do not encourage 
this because we have seen many instances in which employees 
believed they would earn additional weeks but that did not 
come to pass (e.g., an illness or injury prevented work for a 
time, or a show closed earlier than expected), you nonetheless 
have a right to make such a choice. 

If the Fund does not receive your $100 contribution on a 
timely basis for the first quarter in which you qualify (or 
re-qualify for coverage), the plan will assume that you do not 
wish to have coverage for the Benefit Period in question. The 
decision you make regarding you payment can have far reach-
ing implications. For instance, you may not change your mind 
and begin paying for coverage the next quarter, unless you 
earned coverage eligibility for that quarter on the basis of the 
following accumulation period, or satisfy one of the special 
enrollment rules discussed on page 45. 

For example, if you do not pay your premium by December 
31, 2010 for at least the first quarter of 12 months of coverage 
you were offered, beginning on January 1, 2011, you will be 
forfeiting an entire year’s coverage, unless you re-qualify in a 
succeeding accumulation period. To continue the example, 
let us assume you worked for 12 weeks in the last quarter of 
2009, eight (8) weeks in the first quarter of 2010 and had no 
covered employment during the second and third quarters 
of 2010. If you decline coverage on January 1, 2011, you will 
not be permitted to pay for coverage beginning on April 1, 
because you declined the offer to pay for the first quarter for 
which you earned eligibility and you will not qualify for cover-
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age again when your weeks are tested after calendar year 2010 
has finished, because the 12 weeks you worked in 2009 will no 
longer be available when the accumulation period that fell in 
calendar year 2010 is examined. Even if you work 12 consecu-
tive weeks in the first quarter of 2011, you will not be offered 
coverage again until July 1, 2011, because that accumulation 

period will not be considered until the test for coverage begin-
ning on July1 is performed. Therefore, it is very important that 
you make your coverage decision carefully.  

The table below shows the $100 quarterly premium contribu-
tion schedule — please note the premium due dates as they 
are critical to assuring that you do not lose coverage. 

Contribution Due Dates For the $100 Contribution for Employee Only Coverage*

Quarter 
Beginning On

Due Date for 
Your Contribution

Last Date to 
Assure Timely 
Coverage  

Last Date to 
Pay and Avoid a 
Penalty 

Last Date for 
Coverage to be 
Activated With a 
Major Penalty

January 1
December 1 of the 
preceding year

December 15 of the 
preceding year

December 31 of the 
preceding year

January 31

April 1 March 1 March 15 March 31 May 1

July 1 June 1 June 15 June 30 July 31

October 1 September 1 September 15 September 30 October 31

*Very Important Note: All of the above due dates are for actual receipt of a valid payment.(e.g. not a “bad check”). 

It does not matter when your payment was mailed or oth-
erwise transmitted to the Fund Office. Payment must be re-
ceived by the Fund Office by the applicable deadline set forth 
above.  Therefore you should consider paying on line through 
the Fund’s Website, www.equityleague.org, or sending by a 
method that guarantees delivery.

The reason for an initial “Due Date” (shown in Column Two 
above) being one month before coverage begins is to 
assure that coverage is in place in our records well 
before the start of coverage. 

The “Last Date to Assure Timely Coverage” means that if 
we receive your payment by that date we assure that CIGNA’s 

records will reflect coverage accurately when you 
present your ID card at the doctor’s office, pharmacy 
or hospital. If your payment is received after that date, 

we cannot assure that your ID card will not be rejected by a 
provider as of the first day coverage begins (e.g., if you pay 
after December 15 and present your card to your physician an 
January 1, the doctor may well say that you have no cover-
age — this will eventually be rectified if payment is received 
before the last date by which coverage may be activated (with 
a major penalty) for the quarter at issue, but you may well be 
turned away from treatment until the records are corrected).  

The “Last Date to Pay and Avoid a Penalty” is the last date 
that payment can be received without your incurring a late 
penalty. A payment made at this late date will still 
mean that your coverage will not be reflected in 
CIGNA’s records when you present your ID card to a 
health care provider (CIGNA’s records will not be accurate 
until about two (2) weeks after we received payment), but 
coverage will be secured.

Finally, The “Last Date that Coverage can be Activated With 
a Major Penalty” is the last date on which you can secure 
coverage at all, but with two major penalties. First, you will be 
required to pay an extra $100. In addition, your coverage will 
not begin until the day payment is received, so you will 
have lost some coverage to which you had been eli-
gible. In addition, it will still take about two (2) weeks 
for coverage to be reflected in CIGNA’s records, though it 
will be backdated to the date that payment was received. Any 
payment received more than 31 days after the coverage period 
begins will not be accepted under any circumstances. Your 
opportunity for coverage will be irrevocably lost. You will not 
be offered coverage again unless your work weeks earn you 
eligibility once again.
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Special Rule For Those  
Who Are Covered By  
Employment And Earn Only 
six Months Of New Coverage
The Fund does permit those who have been covered by 
employment and who earn continuing coverage for six (6) 
months to postpone coverage for one quarter and elect  
COBRA like coverage, but they must pay the full cost of such 
coverage. This is typically elected only when a participant 
expects to accumulate 20 weeks of work during the next ac-
cumulation period. In the subsequent quarter, if you do not 
qualify for a year of coverage you will not be permitted to 
continue COBRA like coverage.

A Warning About declining 
Employee Health Coverage 
— Through Equity-League or 
Elsewhere
If we do not receive your $100 contribution on a timely basis 
for the first quarter in which you qualify for health coverage 
(or re-qualify), the Fund will assume that you do not wish to 
have coverage for the Benefit Period in question (the period 
for which you have earned benefit eligibility). Remember that 
the decision you make regarding your payment can have far 
reaching implications. For instance, you may not change your 
mind and begin paying for coverage the next quarter, unless 
you earned coverage eligibility anew for that quarter, on the 
basis of weeks worked during the accumulation period for 
coverage that begins that quarter, or you fall into a Special 
Enrollment situation, described below on page 45. 

For example, if you do not pay your premium by December 
31, of 2010 for at least the first quarter of 12 months of cover-
age you were offered, beginning on January 1, 2011, you will 
be forgoing an entire year’s coverage, unless you re-qualify in a 
succeeding accumulation period. To continue the example, let 
us assume you worked for 12 weeks in the last quarter of 2009, 
for eight (8) weeks in the first quarter of 2010 and had no 
covered employment during the second and third quarters of 
2010. If you decline coverage on January 1, 2011, you will not 
be permitted to pay for coverage beginning on April 1 because 
you declined the offer to pay for the first quarter for which you 
earned eligibility and you will not qualify for coverage again 
when your work weeks are tested after calendar year 2010 has 
finished. This is because the 12 weeks you worked in 2009 
will no longer be available when the accumulation period 
that fell in calendar year 2010 is examined. Even if you work 
12 consecutive weeks in the first quarter of 2011, you will not 
be offered coverage again until July 1, 2011, because the 12 
month accumulation period ending in the first quarter of 2011 
will not be considered until the test for coverage beginning on 

July 1, 2011 is performed. Therefore, it is very important that 
you carefully consider the implications of foregoing coverage 
before making a decision to proceed that way.   

We see instances all the time where someone does not pay for 
coverage because they believe that earning additional weeks 
is guaranteed, only to discover later that an unexpected show 
closing, or a sudden illness, prevent that anticipated future 
work. But there is another reason to be very careful about 
coverage as an employee— the COB “trap.”

COB With Other Employers — The Wrong Enrollment 
Decision Can Lead To Minimal Coverage – The Fund (like 
many other group health plans), coordinates benefits with 
other employment-based coverage in the following way. We 
determine which plan is “primary” and which is “secondary,” 
on the basis of the Fund’s rules (which are generally based on 
well established insurance industry rules), and then pay ap-
propriately (primary or secondary) on the basis of those rules. 
If the Fund is  primary, it pays benefits first, on the basis of its 
benefit plan; then the other plan pays the balance of what was 
unpaid by the primary plan. This balance is generally attribut-
able to things like deductibles, coinsurance, plan limits and 
the like, subject to certain limitations. If the reverse is true 
(the Fund is secondary), we pay what the other plan did not, 
subject to certain limits. 

But the primary/secondary rule is used even if you never took 
coverage with the plan that  should have been primary. One of 
the major rules of who is primary and who is secondary has to 
do with which coverage became “available” (you were eligible 
for) first. If you became eligible for another group health plan 
within the entertainment industry before you became eli-
gible for coverage under the Fund, we will pay as secondary, 
whether you took the coverage you qualified for earlier or not. 
That means if the other plan would have paid 80% of a claim, 
we’ll only pay 20%, whether you actually have that coverage 
or not! The reverse is true as well. If you had the opportunity 
to take coverage with the Fund and did not, many other plans 
will pay as secondary even though you didn’t take coverage 
with the Fund.  See page 26 above for more information on 
COB rules.

Why does such a policy exist? For one thing, it helps to ar-
bitrate differences between plans about which is primary. In 
addition, it helps to protect the plans with the lowest contribu-
tions and best benefits from being selected simply because the 
contributions are lower and benefits better, even if another 
source of benefits was available. Remember that plan costs are 
driven in part by the number of participants. If a plan received 
more than its fair (random) share of participants who have 
primary coverage, the plan that was selected most often would 
have its costs driven up disproportionately, hurting all of those 
who are covered. Using the “who offered coverage first” rule, 
helps to assure that each plan assumes its fair share of primary 
coverage when two or more plan options exist. 
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Becoming Eligibile After a Gap 
in Covered Employment 
If your coverage ends for any reason, you can become eligible 
again by completing at least 12 weeks of covered employment 
within one of the 12-month look back periods that ends in a 
calendar quarter. 

Voluntary Self-Pay Health  
Coverage for Your Dependents 
You can elect to enroll your eligible dependents for medical, 
vision and dental coverage. If you elect dependent coverage, 
you are required to pay the applicable premium for dependent 
coverage. Also note that you will lose dependent coverage if 
you fail to make a payment when due. If both of a child’s par-
ents are eligible for employee coverage from the Fund and one 
of those parents elects coverage for that child, reduced rates 
apply for that coverage. Contact the Fund Office for current 
dependent care rates.

For Health Fund Purposes, Your Eligible  
Dependents Include: 

1.	 Your spouse to whom you are legally married under 
the laws of the state in which you reside, to the extent 
not otherwise prohibited by federal law (note that 
the Fund considers same-sex spouses as domestic 
partners);

2.	 Your dependent children until the end of the month 
in which they reach age 26, regardless of whether the 
child has access to health insurance coverage through 
an employer or is a student, married or unmarried, a 
tax dependent of the participants, or any other factor 
than the relationship between the parent and child; 

3.	 Your unmarried disabled children of any age (if the 
child became disabled while covered by us before 
19 as your dependent).  If, however, your dependent 
child’s disability occurs after reaching age 19, he or 
she can still qualify under the Fund for health cover-
age until the last month of his or her 26th birthday; 
and/or 

4.	 A domestic partner. (Also see “Domestic Partner 
Coverage” on page 45 for more information. See page 
13 for the definition of “domestic partner”). 

Your dependents are eligible for coverage when you first 
become eligible (or when they first become your dependent, if 

later). For dependent coverage to be in effect, you must 
complete an enrollment card and pay the applicable 
premium. If you do not enroll them at the same time as 

your coverage starts, you will need to wait until open enroll-
ment to enroll them, unless you fall under one of the Special 
Enrollment situations, described below.

When you enroll a dependent, you should be prepared to 
provide proof of dependent status for example: a marriage cer-
tificate, birth certificate, certification of student status, proof 
of residence and/or proof of financial dependency. Please be 
sure to notify the Fund Office when there is any change in 
dependent status.

When Does Coverage Start for Existing Dependents? Provided 
that the Fund receives timely payment and the necessary 
enrollment information, your dependents’ coverage will start 
when your coverage starts.  

When Does Coverage Start for New Dependents?  In order 
to cover a new dependent before open enrollment you must 
inform the Fund Office and provide proof of the new depen-
dent within 31 days of the marriage, or birth or adoption of 
the child.   You will also be required to pay any additional 
premium required.  Provided the Fund receives such timely 
proof and any required payment, coverage will begin the first 
of the month following receipt of such proof and pay-
ment. Children born to a parent who is covered by the 
Fund are covered automatically for a period of 30 days 
from their birth. In order to continue coverage beyond 
the 30 days, an application for dependent child coverage, and 
any applicable premium required for that coverage, must be 
received by the Fund Office within 31 days of the birth of the 
child.  If you do not enroll a new dependent within 31 days, 
you will then need to wait until open enrollment to add them 
to your coverage.

ANNUAL Open Enrollment for 
Employee Medical/Vision, Depen-
dent Medical/Vision and Dental 
Coverage
Once your medical/vision or dental coverage has started, 
if you want to change coverage (e.g., from CIGNA Plan to 
HMO, DHMO to DPPO, change the status of a dependent), 
you may do so during an annual “open enrollment” period, 
held each November, with coverage being effective 
January 1 of the following year. If you do not enroll 
yourself or your dependents when first eligible, you 
will normally have to wait for up to a full year, until the next 
open enrollment period, unless you earn medical/vision eli-
gibility again, or qualify under a special enrollment situation. 
A notice regarding the Open Enrollment is sent to all of those 
who are eligible each October.
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Special Enrollment Situations 
You may be able to enroll yourself and/or your dependents 
outside the annual open enrollment period, or reinstate your 
coverage for a portion of a period you had previously earned 
eligibility but failed to pay the required $100 premium on the 
first quarter of eligibility, if any of the following situations 
apply.

1.	 You get married, enter into a domestic partnership 
or have a child (by birth, adoption or placement for 
adoption) after you are first eligible. However, you 
must apply for this coverage within 31 days of the 
event. Coverage can begin on the first day of the 
month in which the Fund office receives notice of the 
dependent, or it can begin the first day of the  
following month.

2.	 You become eligible for Fund coverage through cov-
ered employment while you were covered through 
self-pay, in which case dependent coverage will be 
effective the same date as yours, provided you timely 
enroll and pay for dependent coverage.

3.	 You declined to pay the required quarterly premium 
or declined to enroll your dependents because you or 
your dependent was covered under another medi-
cal plan, and you (or your dependent(s)) lose that 
coverage.  You must apply for coverage within 31 
days of the loss of coverage.  Loss of coverage means 
you or your dependent loses coverage under a health 
plan for any of the following reasons: termination of 
employment; reduction in hours worked; your spouse 
dies; you and your spouse divorce or legally separate; 
your dependent loses dependent status; because you 
move out of an HMO service area, your coverage ter-
minates and no other group coverage is available; you 
or your dependent’s plan stops offering coverage to a 
group of similarly situated individuals; you or your 
dependent incurs a claim that would meet or exceed a 
lifetime limit on all benefits; your or your dependent’s 
employer stops contributing toward coverage; the 
other coverage was COBRA continuation and you or 
your dependent reaches the maximum length of time 
for COBRA continuation; or the other plan termi-
nates.  Loss of coverage does not include failure to pay 
premiums on a timely basis, termination of coverage 
for cause (such as making a fraudulent claim), or you 
or your dependent voluntarily dropping coverage.

4.	 You are required to provide dependent coverage 
through a Qualified Medical Child Support Order 
(QMCSO).

5.	 You and your dependents may also enroll in the Fund 
if you (or your dependents) have coverage through 
Medicaid or a state Children’s Health Insurance 
Program (CHIP) and you (or your dependents) lose 
eligibility for that coverage.  However, you must re-
quest enrollment within 60 days after the Medicaid or 
CHIP coverage ends. If you make your request on a 

timely basis, coverage can begin on the first day of the 
month following the month in which Medicaid/CHIP 
coverage ended, or the first day of the month in which 
you received notice of the coverage loss.

6.	 You and your dependents may also enroll in the Fund 
if you (or your dependents) become eligible for a pre-
mium assistance program through Medicaid or CHIP.  
However, you must request enrollment within 60 days 
after you (or your dependents) are determined to be 
eligible for such assistance.

A further discussion regarding “Life Events” that can affect 
coverage eligibility for you and for your dependents appears 
on Page 71.

Qualified Medical Child  
Support Order (QMCSO) 
A QMCSO is an order issued by a state court or agency that 
requires an employee to provide coverage under a group 
health plan to a child. A QMCSO usually results from a di-
vorce or legal separation. Whenever such an order is received, 
its qualified status is determined in accordance with QMCSO 
procedures adopted by the Fund. (You can get a copy of these 
procedures free of charge by contacting the Fund Office, 
1-212-869-9380, 1-800-344-5220.) 

You can make a change in dependent coverage by completing 
the form found at the Fund’s website www.equityleague.org, by 
clicking on the “Health” tab and then the “Health Forms” link.

Domestic Partner Coverage 
The Fund defines domestic partners as follows:

Two adults (both of whom are 18 years or older) of the same 
or opposite sex, neither of whom is married* (to anyone other 
than the domestic partner) who:

1.	 Either:

a.	 Resided with each other for six months prior to 
the application for benefits and who intend to 
live continuously with each other indefinitely, or 

b.	 Were legally married in a state or country legal-
izing same-sex marriage; 

2.	 Are not related by blood closer than the law 		
would permit by marriage; 

3.	 Are financially dependent on each other; 

4.	 Have an exclusive close and committed relationship 
with each other; 

5.	 Have not terminated the domestic partnership; and

6.	 If eligible under (1)(a) above, and living in a state or 
municipality providing for the registration of domestic 
partnerships, have registered as domestic partners.

* You are considered married if you are legally separated.
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Procedure for Verifying Domestic Partner Status

You must satisfy the following requirements in order to cover 
a domestic partner under the Fund’s Medical and/or Vision 
Plan. 

A participant who seeks domestic partner coverage is required 
to submit a) an affidavit attesting to the domestic partner sta-
tus, and b) either a domestic registration or marriage license,  
or a declaration of financial interdependence with two (2) 
items of proof from the following list: 

1.	 Proof of a joint bank account; 

2.	 Proof of a joint lease/mortgage of mutual residence; 

3.	 Joint billing statements of residential utilities (e.g., 
utility, Internet or telephone bills); 

4.	 Joint insurance documents (e.g., property, life or auto-
mobile insurance contracts); 

5.	 Joint credit card accounts; 

6.	 Joint loan agreements; 

7.	 Joint car ownership;

8.	 Other titles or deeds that are jointly held; and/or

9.	 Other proof that would be sufficient to establish 
financial interdependence in the circumstances of a 
particular case.

(A sample affidavit and declaration is available on the Fund’s 
website.) In addition, those who live in states or municipalities 
offering a domestic partner registry will be required to show 
proof that they have registered as domestic partners.

Proof of the ongoing nature of the domestic partnership may 
be requested annually. 

If a Domestic Partnership Ends

If you are providing Fund coverage for a domestic partner 
and your domestic partnership ends for any reason, you must 
immediately file a written notice of dissolution of the domes-
tic partnership with the Fund. You can re-apply for domestic 
partner coverage for a new domestic partner, but except in the 
case of a court-granted divorce, you must wait one year fol-
lowing the date your previous domestic partnership ended. 

Tax implications. The Fund cannot be responsible for any tax 
or other financial effects of domestic partner health benefits 
coverage. All or part of domestic partner health benefits cov-
erage may be considered taxable income under federal and/or 
state tax rules unless you self-pay for the coverage. If you are 
eligible for domestic partner coverage, you and your domestic 
partner should consult with a personal tax advisor on the tax 
implications of such coverage. 
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When Health Fund “Health  
Coverage Ends” for you or your 
dependents 

Your Coverage. Your Fund coverage normally ends on the 
earliest of the following events: 

1.	 You fail to meet any of the Fund’s eligibility  
requirements; 

2.	 The date the Fund or any benefit plan it offers  
terminates; 

3.	 The date you fail to pay premiums owed for your 
coverage; or

 4.	 The date the Fund is amended to terminate  
coverage for your employment category. 

Dependent coverage. If your dependents are enrolled for 
Health Fund coverage, their coverage will normally end on the 
earliest of the following: 

1.	 The date the Fund terminates; 

2.	 The date you are no longer eligible (for any reason, 
including your death); 

3.	 The date the Fund is amended to terminate coverage 
for a category to which the dependent belongs; 

4.	 The date the dependent no longer meets the defini-
tion of a “dependent” under the Fund; or 

5.	 The date premium payments on behalf of the  
       dependent end. 

If your dependents’ coverage ends because you failed to pay 
the premium when due, or within 31 days of termination, 
coverage can be reinstated only by meeting one of the qualify-
ing events listed in the “Voluntary Self-Pay Health Coverage 
for Your Dependents” section on page 44 If you die while you 
are covered, your covered dependents will continue coverage 
only until the end of the month in which you died or coverage 
continues as long as you have paid for coverage. 

COBRA, HIPAA and Other Informa-
tion You Should Know if Your 
or Your Dependents’ Medical/
Vision or Dental Coverage Ends 
Involuntarily
Here’s important information about your options if you or 
your covered dependent’s lose Fund coverage. These options 
include the following: 

1.	 The right to buy a temporary extension of health care 
coverage under the Consolidated Omnibus Budget 
Reconciliation Act, the federal law known as 
“COBRA;” 

2.	 The right available to individuals with at least 10  
years of vesting service under the Equity-League 
Pension Fund to self-pay Fund coverage after COBRA 
coverage is exhausted; 

Also see page 53 for information about the Actors’ Fund’s Art-
ists’ Health Insurance Resource Center (“AHIRC”) and other 
health-related services. 

Self-Pay Coverage Under COBRA 

The Consolidated Omnibus Budget Reconciliation Act of 
1985, as amended (“COBRA”), requires that the Fund offer 
you, your spouse and other eligible dependents the opportu-
nity for a temporary continuation of health care coverage at 
group rates in certain instances where your coverage would 
otherwise end (called “qualifying events”). You, your spouse 
and other eligible dependents covered under the Plan when a 
qualifying event occurs are known as “qualified beneficiaries.” 
(Domestic partners are not entitled to COBRA coverage by 
law, but the Plan offers coverage that is similar to COBRA 
coverage to such domestic partners). 

Continued coverage under COBRA applies to certain of the 
health care benefits described in this SPD. You don’t have to 
prove good health to get COBRA coverage, but you are re-
quired to pay the full cost of coverage for both you and/or any 
covered dependents. However, from time to time, individual 
States and/or the Federal government have provided subsidies 
for COBRA coverage to those who meet certain tests. For the 
most up-to-date information on this issue, please read your 
COBRA notice carefully and/or visit our web-site.

Domestic Partners: The Fund offers self-pay coverage under 
the same rules as COBRA to Domestic Partners on the same 
basis as if they were spouses. Please note that under current 
law, Domestic Partners (including same sex spouses) are not 
“spouses” under federal law and, thus, are not eligible for  
COBRA and may not be entitled to certain subsidies for  
COBRA coverage.

COBRA benefits are the same as those covering people who 
are not on continuation coverage. You should also keep in 
mind that each individual entitled to COBRA coverage as the 
result of a qualifying event has a right to make his or her own 
election of COBRA coverage. (For example, your spouse can 
elect COBRA coverage even if you do not.) 

Qualifying COBRA Events: The following chart shows when 
you and your eligible dependents would qualify for contin-
ued COBRA coverage, as well as the number of months your 
COBRA coverage could be continued. You will note from the 
qualifying events listed in the table below that failure to pay a 
premium on a timely basis is not a COBRA qualifying event, 
so does not entitle you to COBRA coverage.
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*If you die while covered, dependent COBRA coverage will not be triggered until the end of the period for which you 
have paid for your own coverage, if your dependents pay the necessary premiums for coverage during this period. For 
instance, if you paid for coverage for January 2012 through March 2012 and died on January 31, your dependents could 
continue coverage through March 31 before beginning their 36 months of COBRA coverage, if they pay the required 
premiums for the months of February and March of 2012.

If you and your eligible dependents are eligible for COBRA 
coverage because your employment terminated or your 
working hours are reduced, you may be eligible to extend 
the COBRA coverage for up to 11 months beyond the initial 
18-month period. COBRA coverage is available for up to 29 
months from the date of the initial qualifying event if you 
or any qualified beneficiary is determined by the SSA to be 
disabled. The disability would have had to have started some 
time before the 60th day of COBRA continuation coverage 
and must last at least until the end of the 18-month period of 
continuation coverage. The additional 11 months is available 
to employees and enrolled dependents if notice of such dis-
ability is provided in writing to the Fund Office within 60 days 
after the latest of: (a) the date of the SSA’s determination of 
disability; (b) the date of the initial qualifying event; or (c) the 
date of the loss of coverage due to the initial qualifying event 
and written notice must be provided before the end of the 
initial 18-month COBRA continuation period.

Newborn Children. If you have a newborn child, adopt a 
child, or have a child placed with you for adoption 

while your continued coverage under COBRA is in 
effect, you may add the child to your coverage. To add 

coverage for the child, you must notify the Fund Office 
within 31 days of the child’s birth, adoption or placement 

for adoption. The maximum period of coverage for the child 
will be measured from the same date as for other qualified 
beneficiaries with respect to the same qualifying event, and 
not from the date of the child’s birth, adoption or placement 
for adoption. 

Second Qualifying Events. If your covered dependents expe-
rience an additional qualifying event while COBRA cover-
age is in force, they may be eligible for an additional period 
of continuation coverage, not to exceed a total of 36 months 
from the date of the first qualifying event. For example, if you 
did not work enough weeks to continue to receive benefits 
into the next benefit period, you and your covered dependents 
may be eligible for 18 months of continued coverage. During 
this 18-month period, if you die (a second qualifying event), 
your covered dependents may be eligible for an additional 
period of continuation coverage. However, the two periods of 
coverage combined may not exceed a total of 36 months from 
the date of the first qualifying event (your termination). This 
extension may be available if you die, get divorced, become 
entitled to Medicare benefits (under Parts A or B or both) or 
if your dependent child stops being eligible under the Plan 
as a dependent child. To be eligible for this second qualifying 
extension of benefits, you must notify the Plan within 60 days 
after the second qualifying event occurs. 

QUALIFYING COBRA EVENTS

If You Lose Coverage 
Because:

These People Would	Be 
Eligible:

For COBRA Coverage
Up To:

Your employment terminates*
You, Your spouse, your other 
eligible dependents

18 months

Your working hours are reduced
You Your spouse, your other eligible 
dependents

18 months

You die*
Your spouse, your other eligible 
dependents

36 months

You divorce
Your spouse, your other eligible 
dependents

36 months

Your domestic partnership 
terminates

Your domestic partner 36 months

Your dependent children no longer 
qualify an eligible dependents 

Your eligible dependent children 36 months

You become entitled to Medicare 
benefits less than 18 months before 
the qualifying event

Your spouse, your other eligible 
dependents

36 months from the date of your 
entitlement to Medicare
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Notice of COBRA Eligibility. Your employer must notify the 
Fund Office of your death no later than 60 days after a 

loss of coverage due to this event. However, your fam-
ily should also notify the Fund Office if such an event 

occurs, in order to avoid confusion as to your status. 
You or your eligible dependents are responsible for informing 
the Fund Office of a divorce, or a child’s losing dependent sta-
tus under the Fund within 60 days of the later of: the date of 
the qualifying event or the date of the loss of coverage due to 
the qualifying event. If you do not notify the Fund by the end 
of that period, your dependents will not be entitled to COBRA 
continuation coverage. The Fund must notify you and/or your 
covered dependents of your right to COBRA continuation 
coverage within 14 days after it receives notice or becomes 
aware that a qualifying event has occurred. 

Deadline for COBRA Election

Once the Fund Office mails notice of your eligibility for  
COBRA to you, you will have 60 days to elect COBRA 
coverage — measured from the date coverage would 
otherwise end or, if later, the date the COBRA notice 

is sent to you. If you do not make an election within that 
60-day period, you will irrevocably lose your right to COBRA 
coverage. However, if you choose to make an early election, 
your payment will be due 45 days from the date you make that 
election, or the 30th day after the first of the month of COBRA 
coverage, whichever is later. 

Procedures for Providing Notice to the Fund 

You (or your eligible dependents) must give the Fund Office 
written notice as soon as possible, but no later than the 
applicable deadline given above, under these circum-
stances: 

1.	 Divorce or legal separation; 

2.	 A child is no longer a dependent; 

3.	 A second qualifying event that entitles an eligible 
dependent to additional COBRA coverage; 

4.	 A dependent is determined to be disabled by the SSA; 
or

5.	 A dependent who had been disabled under Social 
Security receives notice that he or she is no longer 
considered disabled. 

Send your notice to: Fund Office Equity-League Health Trust 
Fund, 165 West 46th Street, 14th Floor New York, NY 10036-2582. 

Be sure to include the following in your notice: 

1.	 Your name; 

2.	 The name(s) of your eligible dependent(s), including 
your spouse; 

3.	 Your Social Security number and the Social Security 
number(s) of your eligible dependent(s) 

4.	 Your address;

5.	 The nature and date of the event you are reporting to 
the Fund;

6.	 If the event is a divorce or legal separation, a copy of 
the divorce decree or written proof of legal separa-
tion; 

7.	 If you are requesting a disability extension, the name 
of the person who has been determined disabled by 
the SSA, the date of such determination, and a copy 
of the disability determination letter; and

8.	 If you are reporting a second qualifying event, the 
name of the qualified beneficiary(ies), the date of the 
second qualifying event and other applicable proof 
of the second qualifying event (for example, a copy 
of the divorce decree if the divorce constitutes the 
second qualifying event). 

Paying for COBRA Coverage — Meeting Payment 
Deadlines Is Critical 

You have to pay the full cost of continued coverage under 
COBRA plus a 2% administrative fee. If you are eligible for 29 
months of continued coverage due to disability, you must pay 
150% of the full cost of continued coverage during the 19th to 
29th months of coverage. If you are a New York resident, you 
may be eligible to receive a subsidy from New York State for 
a portion of the cost of your COBRA coverage. Contact the 
Fund Office for more details about this program. 

The following rules apply in making your COBRA payments. 
1.	 Initial payment. You should make your first payment 

when you file your COBRA election form, that is, 
within 60 days from the date your Fund cover-
age would otherwise end (or, if later, within 60 
days of the date the Fund sent you the COBRA 
notice). In no event may your payment be 
made later than 45 days from the date you mail your 
signed election form to the Fund Office, or the 30th 
day after the first of the month of COBRA coverage, 
whichever is later. Your first check should cover the 
period from the date your group coverage ended (and 
COBRA coverage began) through the date you make 
your first payment. 

2.	 Ongoing payments. All subsequent payments are due 
on a quarterly basis, but can be made on the 
first day of each month for that month’s cover-
age (for example, by June 1 for June coverage). 

The Fund Office does not send monthly bills for COBRA 
coverage and it is your responsibility to see that your pay-
ment is received by the Fund Office by the applicable due 
date. In no event may your payment be made more than 31 
days after the due date or your coverage will terminate.  If you 
do pay after the first of the month for coverage that month, 
you risk going to a provider and having that provider deny 
treatment, because CIGNA’s records will show that you are 
not covered (this will occur for up to 15 days after your pay-
ment is actually received). So we encourage you to pay your 
premiums by the due date.
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COBRA Premiums: COBRA premiums are generally re-
viewed at least once a year and are subject to change. 
You will be notified by the Fund Office if the amount 
of your monthly payment changes. You should also be 

aware that if benefits change for active employees, your 
coverage will change as well. 

When COBRA Coverage Ends 

Your COBRA coverage will end for any of the following  
reasons: 

1.	 You have used up your COBRA extension (i.e., you 
continued coverage for the maximum 18-, 29- or 
36-month period, as applicable). 

2.	 The Fund stops providing health care coverage. (If the 
coverage is replaced, you may be continued under the 
new coverage.) 

3.	 You did not timely pay your premium (or completely 
failed to pay your premium), in which case your  
COBRA coverage will end on the last day of the 
month for which premiums were paid. 

4.	 You become covered under another group health plan 
that does not exclude coverage for pre-existing condi-
tions or the pre-existing conditions exclusion does 
not apply to you. 

5.	 You are continuing coverage during the 19th to 29th 
months of a disability, and the SSA deems you no lon-
ger disabled. Your coverage will end as of the month 
that begins 30 days after the determination that you 
are no longer disabled. You are required to notify the 
Fund Office in writing within 30 days of any such 
final determination. 

6.	 You or a covered dependent becomes entitled to 
Medicare. 

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

You will be obligated to repay the Fund for all costs the Fund 
incurs in connection with your coverage beyond the period 
identified above. 

Once your COBRA coverage ends, it cannot be reinstated. 
There are no exceptions to this rule. 

Questions concerning the Fund or your COBRA continuation 
coverage rights should be addressed to the Fund Office at the 
address and phone number on page 77. For more information 
about your rights under ERISA, including COBRA, HIPAA 
and other laws affecting group health plans, contact the 
nearest Regional or District Office of the U.S. Department of 
Labor’s Employee Benefits Security Administration (EBSA) in 
your area or visit the EBSA Website at www.dol.gov/ebsa.  
(Addresses and phone numbers of Regional and District 
EBSA Offices are available through EBSA’s website.) 

You may contact the Fund Office for more information about 
COBRA continuation coverage at: Equity-League Health Trust 
Fund 165 West 46th Street, 14th Floor New York, NY 10036-
2582, 1-212-869-9380 or 1-800-344-5220.

In order to protect your family’s rights, you should keep the 
Fund Office informed of any changes in the addresses of fam-
ily members. You should also keep a copy, for your records, of 
any notices you send to the Fund Office. 

Special Fund Self-Pay Program After COBRA 

If you have 10 years of vesting service* in the Equity-League 
Pension Fund (subject to any applicable break in service 
rules), you can continue to pay for health care coverage imme-
diately after your COBRA coverage ends (two or more weeks 
of covered employment in one calendar year equals a year 
of vesting service). However, if you do not continue coverage 
immediately after COBRA coverage ends, or you stop pay-
ing for Fund coverage at any time, you will not be eligible for 
coverage again unless you satisfy the eligibility requirements 
described in “How Eligibility Is Determined.” 

* Under the Pension Fund’s “two-for-one” rule, the 
first three times a participant works at least 20 weeks 
in a calendar year count as two years for vesting 
purposes. 

If you are eligible to self-pay, you may also enroll your 
eligible dependents.  The same time rules apply as 
for active coverage; that is, if you do not enroll your 
dependents when they are first eligible for coverage, you 
must wait for open enrollment, unless you satisfy a Special 
Enrollment exception.  If you die while on self-pay, your en-
rolled dependents may continue in coverage until the end of 
the month in which you died, but then their coverage through 
the Fund will end. 

Women’s Health and Cancer 
Rights Act of 1998 
This notice is provided to you in accordance with the require-
ments of the Women’s Health and Cancer Rights Act of 1998. 

If the Fund provides medical and surgical benefits in connec-
tion with a mastectomy, the Fund will also provide benefits 
for certain reconstructive surgery. In particular, the Fund will 
provide, to a participant or beneficiary receiving or claim-
ing benefits in connection with a mastectomy and who elects 
breast reconstruction in connection with such mastectomy, 
coverage for the following: 

1.	 All stages of reconstruction of the breast on which the 
mastectomy has been performed; 

2.	 Surgery and reconstruction of the other breast to 
produce a symmetrical appearance; and/or

3.	 Prostheses and physical complications associated 
with all stages of mastectomy, including lymphedemas, 
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in a manner determined in consultation between the 
attending physician and the patient. To the extent 
permitted by applicable law, this coverage is subject 
to applicable copays, referral requirements, annual 
deductibles and coinsurance provisions that may ap-
ply under the Fund. If you have any questions, please 
contact the Fund Office.  

Newborns’ and Mothers’ Health 
Protection Act of 1996 
The Fund may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the 
mother or the newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean 
section. However, federal law generally does not prohibit the 
mother’s or newborn’s attending provider or physician, after 
consulting with the mother, from discharging the mother 
or her newborn child earlier than 48 hours (or 96 hours, as 
applicable). In any case, the Fund may not, under federal law, 
require that a provider obtain authorization from CIGNA for 
prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

Your Rights Under the Health 
Insurance Portability and 
Accountability Act of 1996 
(HIPAA) 
If your Health Fund coverage ends, you and/or your depen-

dents are entitled by law to, and will be provided with, 
a “Certificate of Creditable Coverage.” Certificates of 
Creditable Coverage indicate the period of time you 

and/or your dependents were covered under the Fund 
(including COBRA coverage), as well as certain additional 
information required by law. The Certificate of Creditable 
Coverage may be necessary if you and/or your dependents 
become eligible for coverage under another group health 
plan, or if you buy a health insurance policy within 63 days 
after your coverage under the Fund ends (including COBRA 
coverage). The Certificate of Creditable Coverage is necessary 
because it may reduce any exclusion for preexisting coverage 
periods that may apply to you and/or your dependents under 
the new group health plan or health insurance policy. 

The Certificate of Creditable Coverage will be provided to you, 
upon request, up to 24 months after your Fund coverage ends; 
when you are entitled to elect COBRA; when your coverage 
terminates, even if you are not entitled to COBRA; or when 
your COBRA coverage ends. You should hold on to these  
Certificates of Creditable Coverage as proof of prior coverage 
for your new health plan. For more information, call the Fund 
Office, 1-212-869-8530, or 1-800-344-5220 (outside New York 
City). 

Military Leave 
If you enter military service, you will be provided continua-
tion and reinstatement rights under the Uniformed Services 
Employment and Reemployment Rights Act of 1994 (USER-
RA). USERRA protects employees who leave for and return 
from active duty in the uniformed services (including the 
Army, Navy, Air Force, Marines, Coast Guard, National Disas-
ter Medical Service, the reserves of the armed forces and the 
commissioned corps of the Public Health Service). If you elect 
continuation coverage under USERRA, you and any eligible 
dependents covered under this Plan when your leave began 
may continue coverage for up to 24 months.

If you are on active duty for 31 days or less, you (and your 
eligible dependents covered under the Fund when your leave 
began) will continue to receive the health care coverage that 
you would otherwise have received under the Fund.  If, how-
ever, you are on active duty for more than 31 days, you can 
continue coverage for yourself (and your eligible dependents 
covered under the Fund when your leave began) for up to 24 
months by paying the applicable COBRA rate for such cover-
age.  Payment under USERRA and termination of coverage 
for nonpayment of USERRA work just like COBRA coverage 
(described above).

In addition, you and your dependents may be eligible for 
heath care coverage under TRICARE (the Department of  
Defense’s health care program for uniform service members 
and their families).  This Fund coordinates benefits with 
TRICARE with the Fund paying first and TRICARE paying 
second.

If you are called to active duty, you must notify the Fund  
Office in writing as soon as possible but no later than 60 days 
after the date on which you will lose coverage due to the call 
to active duty, unless it is impossible or unreasonable to give 
such notice. Once the Fund Office receives notice that you 
have been called to active duty, you will be offered the right to 
elect USERRA coverage for yourself and any eligible depen-
dents covered under the Plan on the day your leave started. 
Unlike COBRA coverage, if you do not elect USERRA for your 
dependents, they cannot elect it separately.

When you are discharged (not less than honorably) from the 
uniformed services, your full eligibility will be reinstated on 
the day you return to work with a employer contributing to 
this Fund, provided that you return to employment within:

1.	 90 days from the date of discharge, if the period was 
more than 180 days, or

2.	 14 days from the date of discharge, if the period of 
service was at least 31 days but less than 180 days, or

3.	 On the next regularly scheduled working day follow-
ing discharge (plus travel time and an additional eight 
(8) hours) if the period of service was less than 31 days.
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Family and Medical Leaves of 
Absence
The Family and Medical Leave Act (“FMLA”) allows you to 
take up to 12 weeks of unpaid leave during any 12-month 
period due to:

1.	 he birth, adoption, or placement with you for adop-
tion of a child;

2.	 To provide care for a spouse, child, or parent who is 
seriously ill; or

3.	 Your own serious illness.

You are generally eligible for a leave under the FMLA if you:

1.	 Have worked for the same Contributing Employer 
for at least 12 months;

2.	 Have worked at least 1,250 hours over the previous 12 
months; and

3.	 Work at a location where at least 50 employees are 
employed by the Contributing Employer within 75 
miles.

If you qualify for FMLA leave, your employer may be obli-
gated to continue to contribute to the Fund on your behalf.  
The Fund will accept such contributions and treat such work 
as covered employment provided: 

1.	 Your leave was properly granted under the FMLA,

2.	 Your employer makes the required notification to the 
Fund, and

3.	 Your employer makes the required contributions.  

Of course, any changes in the Fund’s terms, rules or practices 
that go into effect while you are away on leave apply to you 
and your dependents, the same as to active employees and 
their dependents. Call your employer to determine whether 
you are eligible for FMLA leave.  Call the Fund Office regard-
ing coverage during FMLA leave.

If you do not return to work after the end of your FMLA leave, 
you may eligible to continue coverage under COBRA (see 
page 47).

Genetic Information  
Non-Discrimination Act (GINA)
Effective June 1, 2009, GINA prohibits discrimination by 
group health plans such as the Fund against an individual 
based on the individual’s genetic information. Group health 
plans and health insurance issuers generally may not request, 
require or purchase genetic information for underwriting 
purposes, and may not collect genetic information about an 
individual before the individual is enrolled or covered. Pursu-
ant to the applicable requirements of GINA, the Fund is also 
prohibited from setting premium and contribution rates for 
the group on the basis of genetic information of an individual 
enrolled in the Fund.  

GINA requires the HIPAA Privacy regulations to be amended, 
effective May 21, 2009, to treat genetic information as pro-
tected health information. GINA prohibits the use of genetic 
information for underwriting purposes and makes the defini-
tions of genetic information and underwriting consistent with GINA.

Important Government  
Notice REgarding the Plan’s 
Grandfathered Plan Status
The Board believes that the Fund is a “grandfathered plan” as 
such term is defined under the Affordable Care Act.  As per-
mitted by the Affordable Care Act, a grandfathered health plan 
can preserve certain basic health coverage that was already 
in effect when the Affordable Care Act was enacted. Being a 
grandfathered health plan means that the medical coverage 
that you have elected under the plan may not include certain 
consumer protections of the Affordable Care Act that apply 
to other group health plans, for example, the requirement for 
the provision of preventive health services without any cost 
sharing (i.e., copayments, coinsurance, deductibles).  However, 
grandfathered health plans must comply with certain other 
consumer protections in the Affordable Care Act, for example, 
the elimination of lifetime limits on benefits and extension 
of coverage to dependents until age 26.  Questions regarding 
which protections apply and which protections do not apply 
to a grandfathered health plan and what might cause a plan to 
change from grandfathered health plan status can be directed 
to the Plan Administrator during normal business hours at: 
1-212-869-8530, or 1-800-344-5220 (outside New York City).  
You may also contact the Department of Labor at 1-866- 
444–3272 or www.dol.gov/ebsa/healthreform. This website has 
a table summarizing which protections do and do not apply to 
grandfathered plans.

Important Notice Regarding Annual Dollar  
Limits 

In accordance with applicable law, none of the annual dollar 
limits set forth in this Fund shall apply to “essential health 
benefits” as such term is defined under Section 1302(b) of 
the Affordable Care Act.  The law defines “essential health 
benefits” to include, at a minimum, items and services covered 
within certain categories including emergency services, hos-
pitalization, prescription drugs, rehabilitative and habilitative 
services and devices, and laboratory services, but currently 
provides little further information.  Accordingly, a determina-
tion as to whether a benefit constitutes an “essential health 
benefit” will be based on a good faith interpretation by the 
Plan Administrator of the guidance available as of the date 
on which the determination is made.  Additional informa-
tion regarding the specific application of these rules may be 
furnished in a future communication as regulatory and other 
guidance governing the law is issued by the government.
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Important Notice Regarding Termination of  
Health Care Coverage for Cause, Including Fraud 
or Intentional Misrepresentation

As always, the Fund reserves the right to terminate cover-
age for you and /or your dependent(s) if you and/or your 
dependent(s) are otherwise determined to be ineligible for 
coverage.  Pursuant to the Affordable Care Act, the coverage 
will not be rescinded retroactively (as opposed to prospective-
ly) except in certain instances, such as failure to pay premiums 
or you or your covered dependent(s) commits fraud or inten-
tional misrepresentation (for example, in enrollment materi-
als, a claim or appeal for benefits or in response to a question 
from the Plan Administrator or its delegates).  In such cases of 
fraud or intentional misrepresentation, your coverage may be 
rescinded retroactively upon 30 days notice.  Failure to inform 
the Fund Office that you are or, your dependent is, covered 
under another group health plan or other material informa-
tion (such as that you become divorced from your covered 
spouse) or knowingly providing false information to obtain 
coverage for an ineligible dependent are examples of actions 
that constitute fraud or intentional misrepresentation.

No Liability for Practice of 
Medicine
The Fund and the Trustees, or any of their designees are not 
engaged in the practice of medicine, nor do any of them have 
any control over any diagnosis, treatment, care or lack thereof, 
or any health care services provided or delivered to you by any 
health care provider.  Neither the Fund, the Trustees, nor any 
of their designees will have any liability whatsoever for any 
loss or injury caused to you by any provider by reason of neg-
ligence, by failure to provide care or treatment, or otherwise.

THE Fund Office is Here to  
Help You With Your Benefit 
Questions 
If you have any questions about eligibility for Health Fund 
benefits, please call the Fund Office during normal business 
hours, or visit our website (www.equityleague.org) at any time 
day or night. 

Other Health-Related Services 
Available to You 
Even though they aren’t provided under the Equity- League 
Health Trust Fund, here are some health care resources avail-
able through the Actors’ Fund and the AFL-CIO you should 
know about. 

Artists’ Health Insurance Resource Center 
(AHIRC) of the Actors’ Fund

The AHIRC provides an array of helpful services, including 
the following: 

1.	 Help finding affordable health insurance and health 
care coverage nationwide through its website, www.
ahirc.org; 

2.	 Telephone or in-person counseling at its offices in 
New York and Los Angeles; and, 

3.	 Monthly health insurance workshops on both coasts 
for the uninsured and union members about to lose 
their insurance. 

To speak with a counselor or to get information on monthly 
workshops, call the Resource Center in New York at  
1-212-221-7300, or in Los Angeles at 1-323-933-9244.

You can also find a wealth of information about obtaining 
health insurance and health care on the Actors’ Fund and 
AHIRC Websites: www.actorsfund.org and www.ahirc.org.

Al Hirschfeld Free Health Clinic 

The Al Hirschfeld Free Health Clinic in New York City pro-
vides free health care to uninsured and underinsured mem-
bers of the entertainment community. For more information 
on the Clinic, please call 1-212-489-1939. 

Social Services

The Actors’ Fund’s Social Services address the needs of the 
entertainment professional through an individual case-man-
agement approach. Counseling and support services for enter-
tainment professionals who are coping with significant health 
problems are available, including linkage to community-based 
organizations, as well as emergency financial aid for the pay-
ment of health insurance premiums and medical bills. 

The Phyllis Newman Women’s Health Initiative identifies and 
addresses important health issues for women in the entertain-
ment community. For more information on The Actors’ Fund’s 
Social Services and the Phyllis Newman Women’s Health 
Initiative, please call 1-212-221-7301 in New York or  
1-323-933-9244 in Los Angeles. 

AFL-CIO Resources

The AFL-CIO’s “Union Plus” Program offers discounts on 
prescription drugs, and vision and other types of medical  
care. For more information on these programs, log on to  
www.unionplus.org, or call them toll-free at 1-800-452-9425. 
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Claims Filing procedures 
and Appeals
This section describes the Fund’s formal procedures for filing 
claims for benefits. It also describes the procedures to follow 
if you wish to appeal a claim that has been entirely or partially 
denied. Important terms relating to claims and appeals are 
defined here instead of other “Key Medical Benefits Terms, 
Definitions and Benefit Elaborations” sections. 

For CIGNA plan or CIGNA Dental benefit-related concerns 
that involve a person, a service, the quality of care or contrac-
tual benefits, you should start with Member Services. You are 
encouraged to contact CIGNA at its toll-free number, 1-800-
244-6224, or write to CIGNA at the address that appears on 
the back of your Benefit Identification Card or on the expla-
nation of benefits or claim form. Customer Service will do 
its best to resolve your issues. If CIGNA needs more time to 
review or investigate a complaint of (1) a denial of, or failure 
to pay, for a referral, or (2) a determination as to whether a 
benefit is covered under the Fund, CIGNA will get back to you 
on the same day.

Concerns regarding the quality of care, choice of or access to 
providers, or provider network adequacy will be forwarded to 
CIGNA’s Quality Management Staff for review. CIGNA will 
provide written acknowledgement of your concern within 15 
days, with the appropriate resolution information to follow in 
a timely manner. 

Authorized Representatives 
Most actions involving claims and appeals can be taken either 
by you or by an authorized representative you have previ-
ously designated to act on your behalf. The form you’ll need 
to designate an authorized representative is available through 
the Fund Office. The Fund can request additional information 
to verify that this person is authorized to act on your behalf. 
A health care professional with knowledge of your medical 
condition may act as an authorized representative in connec-
tion with an Urgent Care Claim (defined below) without your 
having to complete the authorization form. 

Definition of a Claim
A claim for benefits is a request for Fund benefits made in 
accordance with the Fund’s reasonable claims procedures, in-
cluding filing a claim (where necessary). The claims procedure 
varies depending upon the specific benefit you are requesting. 
A specific written request for eligibility relating to a particular 
period will be treated as a claim under the procedures. When 
the procedure requires that you file a claim for benefits offered 
under this Fund, you must submit a completed claim form. 
The following are not considered claims for benefits:

 1.	 Simple inquiries about the Fund’s provisions that are 
unrelated to any specific benefit claim.

 2.	 A request for prior approval of a benefit that does not 
require prior approval by the Fund.

 3.	 Presenting a prescription to a pharmacy that exer-
cises no discretion on behalf of the Fund. The claims 
procedure varies depending on:

 4.	 The type of benefit you’re claiming. If you have to file 
a claim, it must be filed with the appropriate organi-
zation listed later in these procedures (for example, 
CIGNA, an HMO, or the Fund Office). You can get a 
claim form through the Fund Office or from the ap-
plicable organization

 5.	 What type of claim you’re filing. The different types of 
claims are described below. 

Types of Claims
The claims procedures for HMO benefits, Medical Plan bene-
fits (including prescription drug benefits), Vision Plan benefits 
and SWC Plan benefits will vary depending on whether your 
claim is for a Pre-Service Claim, an Urgent Care Claim, a 
Concurrent Care Claim, a Post-Service Claim, a SWC Claim, 
or an Eligibility Claim. Read the following sections carefully 
to determine which procedure is applicable to your request 
for benefits. This information about the types of claims is 
provided as general guidance in accordance with current 
U.S. Department of Labor (DOL) regulations. There may be 
other, more specific information in materials you receive from 
CIGNA or your HMO. 

For specific information on the type of claim or if you have 
any questions on these procedures, contact the Fund Office, 
CIGNA, your HMO or the organization responsible for mak-
ing the claims determination (the “applicable organization”). 

Pre-Service Claims 

A Pre-Service Claim is a claim for a benefit for which the 
Fund requires approval of the benefit (in whole or in part) 
before medical treatment is received. Certain medical care 
requires precertification in order to be covered, regardless of 
whether you are in the  CIGNA plan or an HMO. You must 
follow the Pre-Service rules in order to be eligible for CIGNA 
plan or HMO benefits. In general, these pre-certifications will 
determine the medical necessity of a particular service or 
supply. 

If you are enrolled in an HMO, the requirements of any 
precertification program are outlined in your HMO member 
handbook. In order to file a Pre-Service Claim, an Urgent 
Claim or a Concurrent Claim (discussed below), contact your 
HMO at the number on your ID card. 

The CIGNA plan includes preadmission certification (“PAC”) 
and continued stay review (“CSR”). Under the require-
ments of the program, there is a $250 penalty if you fail 
to certify a scheduled hospital stay before the admis-
sion or, in the case of emergency, within 48 hours of 
your admission. 

To file a Pre-Service Claim for CIGNA benefits, call 
1-800-CIGNA24 or 1-800-244-6224. 



55

Urgent Care Claims 

An Urgent Care Claim is any claim for medical care (includ-
ing prescription drugs) for which the application of the time 
periods for making Pre-Service Claim determinations could 
seriously jeopardize the life or health of the claimant, or the 
ability of the claimant to regain maximum function. Medical 
care would also be considered an Urgent Care Claim if, in the 
opinion of a physician with knowledge of the claimant’s medi-
cal condition, delaying treatment would subject the claimant 
to severe pain that could not be adequately managed without 
the care or treatment that is the subject of the claim. 

Whether your claim is an Urgent Care Claim is determined 
by the applicable organization, applying the judgment of 
a prudent layperson with an average knowledge of health 
and medicine. Alternatively, any claim that a physician with 
knowledge of your medical condition determines is an Urgent 
Care Claim, within the meaning described above, will also be 
treated as an Urgent Care Claim. 

Claims involving Urgent Care may be submitted by telephone 
to the organization responsible for administering the particu-
lar benefit you are requesting. (See “Submitting Claims” on 
page 56 for names and telephone numbers, or check the back 
of your ID card.) 

Concurrent Care Claims

A Concurrent Care Claim is a claim that is reconsidered after 
an initial approval was made and results in a reduction, termi-
nation or extension of a benefit. (An example of this type of 
claim would be an inpatient hospital stay originally certified 
for five (5) days that is reviewed at three (3) days to determine 
if the full five (5) days is appropriate.) In this situation, a deci-
sion to reduce, terminate or extend treatment is made concur-
rently with the provision of treatment. A reconsideration of a 
benefit with respect to a Concurrent Care Claim that involves 
the termination or reduction of a benefit will be made by the 
applicable organization as soon as possible, but in any event 
early enough to allow the claimant to have an appeal decided 
before the benefit is reduced or terminated. 

Post-Service Claims

A Post-Service Claim is a claim that is not a Pre-Service Claim 
(for example, a claim submitted for payment after health ser-
vices and treatment have been obtained). 

When and How Post-Service Claims Must be 
Filed

A Post-Service Claim should be filed within the time 
frames for each benefit in the section called “Submit-
ting Claims.” Failure to file within the time required 

will invalidate or reduce a claim unless you show proof 
that it was not reasonably possible for you to file the claim 
within such time.

Claims When You Go to a Network Provider or 
Are in an HMO

If you receive care from a Network provider under the CIGNA 
plan or from your HMO, you do not have to submit a claim. 

Here’s what to do if you receive treatment from an Out-of-
Network provider and need to submit a claim.

 1.	 Get a claim form from the Fund Office and complete 
the employee’s portion of the form (including your 
name and Social Security number, the patient’s name, 
and the patient’s date of birth).

 2.	 Have your physician complete the Attending Physi-
cian’s Statement section of the claim (including date 
of service, CPT-4 code or hospital services, ICD-9 
(the diagnosis code), billed charge, number of units 
(for anesthesia and certain other claims), federal 
taxpayer identification number (TIN) of the provider, 
billing name and address and, if treatment is due to 
accident, accident details). Alternatively, your physi-
cian can submit a completed HCFA 1500 or UB 92 
universal health insurance claim form, or submit a 
HIPAA-compliant electronic claim.

 3.	 Attach any other itemized hospital bills or doctor’s 
statements that describe the services rendered.

 4.	 Check the claim form to be certain that all applicable 
portions of the form are completed and that you have 
submitted all itemized bills. By doing so, you will 
speed the processing of your claim. Incomplete claim 
forms will be returned to you for completion, result-
ing in delayed payment of eligible expenses.

 5.	 Mail any further bills or statements for services 
covered by the Fund to the applicable organization as 
soon as you receive them. 

Eligibility Claims 

An Eligibility Claim is a specific request for you or a depen-
dent to be covered by the Fund for a particular period of time.  
You do not have to fill out any claim forms to make an eligibil-
ity claim. However, you must provide the Fund Office with a 
written description of the facts surrounding your claim so that 
your claim can be properly reviewed.
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Submitting Claims 
Your claim will be considered to have been filed as soon as 
it is received by the organization responsible for the initial 
determination on the claim. See below for where to submit 
your claims. 

CIGNA Plan Network Claims

If you are enrolled in the CIGNA plan , you are generally not 
required to file a claim in order to be reimbursed for care 
rendered by CIGNA Network providers, since those claims are 
submitted directly to CIGNA by the Network provider. 

Out-of-Network Claims 

If you need to submit a claim for care received from Out-
of-Network providers, file your claims with CIGNA at the 
address that appears on the back of your ID Card. 

For claim and/or appeal submission, please follow the  
instructions on the back of your ID card.  You may also visit 
www.cigna.com or www.mycigna.com to download any appli-
cable forms or call 1-800-244-6224.

If you have lost your ID card, please visit www.mycigna.com 
to print a temporary version and request a new one, or call 
1-800-244-6224.

You must submit your claim within 12 months of the 
date charges are incurred. (The claim will not be reim-
bursed if it is submitted later unless you show written 

proof that you submitted the claim as soon as was reasonably 
possible.) 

HMO Claims  

If you are enrolled in an HMO, you are generally not required 
to file a claim for benefits. However, if you do need to file a 
claim, you can do so by contacting your HMO at the address 
and phone number listed on your ID card and/or shown in 
your HMO material. Your HMO material will also describe 
the claims filing deadlines and procedures. 

Please note that HMOs are subject to the regulations that 
apply to such entities in their respective states and that those 
requirements may lead to different rules and coverage than is 
provided under the CIGNA plan. 

Prescription Drug Benefits Claims

When you present a prescription to a pharmacy to be filled 
under the terms of this Fund, that request is not considered a 
claim under these procedures. However, if your request for a 
prescription is denied in whole or in part, you may file a claim 
under these procedures. 

If you have a prescription filled at an Out-of-Network phar-
macy, you should file a claim for reimbursement with CIGNA 
at the address shown on the back of your ID Card.

Your claim must be submitted within 12 months of the 
date charges are incurred. If the claim is not submit-
ted on time, the claim will not be reimbursed unless it 
is shown that written proof of loss was given as soon as was 
reasonably possible. 

Vision Plan Benefits Claims  

If you receive services from a Davis Vision provider, you are 
not required to submit a claim form. 

If you receive services from a provider who is not in the Davis 
network, you must submit a claim for reimbursement to: 

Davis Vision Inc. 
Vision Care Processing Unit 

P.O. Box 1525 
Latham NY 12110 

1-800-999-5431

Claims must be submitted within two years of the date charges 
are incurred. 

Vision Care Plan claim forms are available through the Fund 
Office. 

SWC Plan Claims

See page 38 for what to submit along with your claim, then 
send it to: 

Equity-League Health Trust Fund 
165 West 46th Street, 14th Floor 

New York, NY 10036-2582 
In NYC: 1-212-869-9380 Outside NYC: 1-800-344-5220

Claims for SWC need to be filed within 12 months 
from the date of your Workers’ Compensation award. 
You can get a claim form for a SWC benefit through 
the Fund Office or from any Actors’ Equity Association 
office. You must complete the form in its entirety and attach a 
statement from your physician. 

Eligibility Claims 

Submit claims for Eligibility under the Fund to the Fund  
Office at:

Equity-League Health Trust Fund 
165 West 46th Street, 14th Floor 

New York, NY 10036-2582 
In NYC: 1-212-869-9380 Outside NYC: 1-800-344-5220

Eligibility claims must be filed within 90 days of the 
start of the period for which you are claiming coverage.
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Notification of Claim 
Determination
Pre-Service Claims

For properly filed Pre-Service Claims, you and/or your health 
care provider will be notified of a decision within 15 days from 
receipt of the claim unless additional time is needed. The re-
sponse time may be extended up to 15 days if necessary due to 
matters beyond the control of GIGNA, and you are notified of 
the circumstances requiring the extension of time and the date 
by which a decision is expected to be rendered. 

If an extension is needed because the applicable organization 
needs additional information from you, the extension notice 
will specify the information needed. In that case, you and/or 
your doctor will have 45 days from receipt of the notification 
to supply the additional information. If the information is not 
provided within that time, your claim will be denied. Dur-
ing the period in which you are allowed to supply additional 
information, the normal period for making a decision on the 
claim will be suspended. The deadline is suspended from the 
date of the extension notice until either 45 days from your 
receipt of the notice or the date you respond to the request 
(whichever is earlier). The applicable organization then has 
15 days to make a decision on a Pre-Service Claim and notify 
you of the determination. If your claim is either entirely or 
partially denied, you have the right to appeal the denial of 
your Pre-Service Claim. See the following sections on appeals 
procedures for more information. 

Note that in the event you improperly file a Pre-Service Claim, 
the organization responsible for making the claims determina-
tion will notify you of the proper procedures to be followed 
in filing a claim as soon as possible, but not later than five (5) 
days after receipt of the claim. This notification may be oral, 
unless you (or your representative) request a written notifica-
tion. You will only receive notification of a procedural failure 
if your claim is received by the organization responsible for 
making the claim determination and it includes your name, 
your specific medical condition or symptom, and a specific 
treatment, service or product for which approval is requested. 
Unless the claim is properly refiled, it will not constitute a 
claim.

Urgent Care Claims

For a properly filed request for precertification of an Urgent 
Care Claim, the notification deadlines are different from 
those for Pre-Service Claims. The applicable organization will 
respond to you and/or your doctor with a determination by 
telephone as soon as possible, taking into account the medical 
exigencies, but not later than 48 hours after the organization 
receives the claim. The determination will also be confirmed 
in writing or electronically within three (3) days. 

If an Urgent Care Claim is received without sufficient infor-
mation to determine whether or to what extent benefits are 
covered or payable, the organization responsible for making 
the decision will notify you and/or your doctor as soon as pos-
sible, but not later than 24 hours after it receives the claim, of 

the specific information necessary to complete the claim. No-
tice of the decision will be provided within 48 hours after the 
specified information is received, or at the end of the period 
given for you to provide this information, whichever is earlier. 
If you and/or your doctor don’t provide the specified informa-
tion within 48 hours, your claim will be denied. 

If your claim is entirely or partially denied, you have the right 
to appeal the denial of your Urgent Care Claim. See the fol-
lowing sections on appeals procedures for more information. 

If you improperly file an Urgent Care Claim, the organization 
will notify you and/or the provider of the proper procedures 
to be followed in filing a claim as soon as possible but not later 
than 24 hours after receipt of the claim. You (or your represen-
tative) must provide the specific information within 48 hours 
after receiving the notice. Unless the claim is properly refiled, 
it will not constitute a claim. 

Concurrent Care Claims

With regard to a Concurrent Care Claim, any request by a 
claimant to extend approved treatment will be acted upon 
within 24 hours of receipt of the claim, provided it is received 
at least 24 hours before the expiration of the approved treat-
ment. All other Concurrent Care Claim determinations, such 
as one involving a reduction of treatment, will be decided 
sufficiently in advance of the reduction so as to allow you to 
appeal the determination. If your claim is entirely or par-
tially denied, you have the right to appeal the denial of your 
Concurrent Care Claim. See the following sections on appeals 
procedures for more information. 

Post-Service Claims (including Eligibility Claims)

For all Post-Service Claims (including Eligibility Claims) 
other than SWC claims, you will ordinarily be notified of 
the decision within 30 days from receipt of the claim by the 
organization responsible for making the claims determination. 
This period may be extended once for up to 15 days if the ex-
tension is necessary due to matters beyond the control of the 
organization responsible for making the claims determination. 
If an extension is necessary, you will be notified before the 
end of the initial 30-day period of the circumstances requiring 
the extension of time and the date by which the organization 
expects to render a decision. If an extension is needed because 
you must supply additional information, the extension notice 
will specify the information required. You have 45 days from 
receipt of the notification to supply the additional informa-
tion; otherwise, your claim will be denied. During the period 
in which you are allowed to supply additional information, 
the normal period for making a decision on the claim will be 
suspended. The deadline is suspended from the date of the 
extension notice until either 45 days from your receipt of the 
notice or until the date you respond to the request (whichever 
is earlier). The applicable organization then has 15 days to 
make a decision on a Post-Service Claim and notify you of the 
determination. 
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For SWC Claims, the Fund will make a decision on the claim 
and notify you of the decision within 45 days. If the Fund re-
quires an extension of time due to matters beyond the control 
of the Fund, the Fund will notify you of the reason for the de-
lay and when the decision will be made. This notification will 
occur before the expiration of the 45-day period. A decision 
will be made within 30 days of the time the Fund notifies you 
of the delay. The period for making a decision may be delayed 
an additional 30 days, provided you are notified prior to the 
expiration of the first 30-day extension period of the circum-
stances requiring the extension and the date as of which the 
Fund expects to render a decision. 

If an extension is needed because the Fund needs additional 
information from you, the extension notice will specify the 
information needed. In that case you will have 45 days from 
the receipt of the notification to supply the additional infor-
mation. If the information is not provided within that time, 
your claim will be denied. During the period in which you are 
allowed to supply additional information, the normal period 
for making a decision on the claim will be suspended. The 
deadline is suspended from the date of the extension notice 
until either 45 days from your receipt of notice or until the 
date you respond to the request (whichever is earlier). Once 
you respond to the Fund’s request for the information, you 
will be notified of the Fund’s decision on the claim within 30 
days. 

Written notice of decision. When a claim is denied you will re-
ceive a written notice of a denial (whether it’s denied in whole 
or in part). This notice will provide the following information:

 1.	 The specific reason(s) for the determination;

 2.	 Reference to the specific Fund provision(s) on which 
the determination was based;

 3.	 A description and explanation of any additional 
information necessary to perfect the claim;

 4.	 A description of the appeal procedures and applicable 
time limits;

 5.	 A statement of your right to bring a civil action under 
ERISA Section 502(a) following an adverse benefit 
determination on review;

 6.	 f an internal rule, guideline or protocol was relied 
upon in deciding your claim, you will receive either a 
copy of the rule or a statement that it is available upon 
request at no charge;

 7.	 If the determination was based on the absence of 
medical necessity, or because the treatment was ex-
perimental or investigational or otherwise considered 
an ineligible expense, you will receive an explanation 
of the scientific or clinical judgment for the determi-
nation, applying the terms of the Fund to your claim, 
or a statement that it is available upon request at no 
charge; and

8.	 For Urgent Care Claims, the notice will describe the 
expedited review process applicable to Urgent Care 
Claims. For Urgent Care Claims, the required deter-
mination may be provided orally and followed with 
written notification. 

For Pre-Service, Urgent or Concurrent Care Claims, you will 
receive notice of the determination even when the claim is 
approved. 
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Appeals Procedures and 
Request for Review of Denied 
Claim 
If your claim is wholly or partially denied, or if you disagree 
with the decision made on a claim, you may ask for a review. 
The Fund maintains a mandatory appeals process, which 
varies depending on the type of claim you are appealing, the 
nature of the benefit involved (e.g., medical or vision) and the 
organization to which you are making your appeal. The Fund 
also offers a voluntary level of review for CIGNA and HMO 
benefits after you have exhausted all other mandatory appeals, 
as described in this section. 

The following levels of review are provided under the Fund.

 1.	 The Fund maintains a one-level appeals process for 
Vision Claims, SWC Claims and Eligibility Claims 
and such appeals are made to the Trustees of the 
Fund.

 2.	 The Fund maintains a two-level appeal process for 
CIGNA plan and HMO claims. These are referred to 
as “level one” and “level two” appeals. Both of these 
levels of appeal are handled by CIGNA (your HMO if 
you are covered by an HMO).

 3.	 For CIGNA plan and HMO claims, there is also a 
voluntary third level of appeal to the Trustees of the 
Fund, but only of level one and two appeals made to 
CIGNA/HMO that have been denied.

The one-level appeal process for Vision Claims, SWC Claims, 
and Eligibility Claims work in the same way as the Voluntary 
third level of appeal of CIGNA and HMO Claims, as these are 
all Appeals to the Fund. The process of appealing to the Trust-
ees is covered later in this document. The process of appealing 
to CIGNA or your HMO is more common, so is covered first.

Where and When to Direct a 
Claims Appeal
Claims Appeals Under the CIGNA PLAN

If you wish to file an appeal regarding CIGNA plan medical or 
prescription drug benefits, the following applies. 

Appeals should be made to CIGNA HealthCare at the address 
below within 365 days after you receive a denial notice. You 

should state the reason why you feel your appeal should 
be approved and include any information support-
ing the appeal. Appeals may be made orally by calling 

CIGNA HealthCare at 1-800-244-6224 Monday through 
Friday during normal business hours and asking to be con-
nected to the National Appeal Unit. Written appeals should be 
sent to: 

CIGNA Health Care Inc. 
National Appeals Unit (NAU) 

P.O. Box 188011 
Chattanooga, TN 37422

CIGNA will acknowledge your appeal in writing within five 
(5) working days after it has received the appeal. This ac-
knowledgement will include the name, address and telephone 
number of the person designated to respond to your appeal 
and will indicate what information, if any, must be provided. 

For hospital and medical claims, CIGNA maintains a two-step 
appeals procedure (“level one” and “level two”) and, depend-
ing on the nature of the appeal, classifies appeals as either 
“Grievance and Appeals of Administrative and Other Mat-
ters” or “Appeal of Utilization Review Decisions.” All appeals 
should be directed to the address and phone number above. 
For Prescription Drug Claims Appeals the process works in 
the same way, except that CIGNA does not classify appeals 
into the “Grievances and Appeals” versus “Appeal of Utiliza-
tion Review” Categories.

For appeals that are not approved by CIGNA, there is also a 
voluntary third level of appeal before the Board. There is a de-
scription of this procedure starting in the section of this book 
entitled, “Appeals to the Trustees.”

HMO Appeals 

If you have coverage through an HMO instead of the CIGNA 
plan, your HMO is responsible for hearing appeals. You 
should follow the procedures on the back of your ID card 
or in your member handbook for the address. The appeals 
procedures and timing of notification will be included in your 
Explanation of Benefits (EOB) as well as in your HMO mem-
ber materials. These procedures may or may not be similar to 
the ones under the CIGNA plan, described above. 

Appeals to the Trustees 
Vision, SWC and Eligibility Appeals, As Well 
As Third Level Appeals of CIGNA/HMO Claims 
Decisions

The Fund maintains only a one-level appeals process for 
Vision, SWC Claims and Eligibility Claims. The Fund 
also maintains a third level appeals process for second 
level appeals that have been denied by CIGNA/HMO. 
Appeals of either of these kinds should be made to the Ad-
ministrative Committee of the Board within 180 days of the 
initial claims determination. Appeals should be submitted to: 

Board of Trustees, Administrative Committee 
c/o Executive Director 

Equity-League Health Trust Fund 
165 West 46th  Street, 14th  Floor 

New York, NY 10036-2582 
In NYC: 1-212-869-9380 Outside NYC: 1-800-344-5220

Appeals can also be e-mailed to: appeals@equityleague.org.
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Appeal Procedures — Review 
Process 
In connection with your appeal, you have the right to review 
documents relevant to your claim. A document, record or 
other information is considered relevant if it was relied upon 
by the applicable organization in making the decision; it was 
submitted, considered, or generated (regardless of whether 
it was relied upon); it demonstrates compliance with the 
organization’s administrative processes for ensuring consistent 
decision-making; or it constitutes a statement of Fund policy 
regarding the denied treatment or service. 

Upon request, you will be provided with the identification of 
medical or vocational experts (if any) who gave advice on your 
claim, without regard to whether their advice was relied upon 
in deciding your claim. 

Who reviews your claim. Your claim will be reviewed by a per-
son at a higher level of management than the one who origi-
nally denied the claim. The reviewer will not give deference to 
the initial adverse benefit determination, and the decision will 
be made on the basis of the record, including such additional 
documents and comments that may be submitted by you. If 
your claim was denied on the basis of a medical judgment 
(such as a determination that the treatment or service was not 
medically necessary, or was investigational or experimental), 
a health care professional who has appropriate training and 
experience in the same or a similar specialty will review your 
case. 

In the case of CIGNA level two appeals, the appeal is con-
ducted by CIGNA’s Administrative Appeal Committee, made 
up of at least three (3) persons, and no one involved in the 
prior decisions may vote on this committee. In the case of 
level two appeals involving medical necessity or clinical ap-
propriateness, CIGNA’s Administrative Appeal Committee 
will consult with at least one physician reviewer in the same 
or a similar medical specialty as the care under consideration. 
You may address this committee in person or by conference 
call. HMO’s generally follow similar procedures, but you can 
learn about a particular HMO’s procedures by contacting that 
HMO directly.

Appeals Procedures — Timing of 
Notice of Decision on Appeal
All CIGNA Plan Claims Appeals 

You will receive a notice of decision on a level one or level 
two review within 30 days after CIGNA receives a level one or 
level two appeal (within 15 days if the appeal relates to a Pre-
Service Claim). 

If more information is needed to make the determination, 
CIGNA will notify you in writing to request an extension 
of up to 15 days and will specify any additional information 
needed to complete the review. You are not obligated to grant 
CIGNA an extension. 

If you are dissatisfied with the outcome of your first appeal, 
and you file a level two appeal with CIGNA (within 365 calen-
dar days from the date on the letter denying your first appeal), 
you will receive a notice of the decision on appeal within 30 
days (within 15 days if the appeal relates to a Pre-Service 
Claim). In cases where CIGNA’s Administrative Appeal 
Committee needs additional time and/or information, it may 
request an extension, which you are not required to grant. 

IF YOUR LEVEL ONE OR LEVEL TWO APPEAL  
INVOLVES AN URGENT CARE CLAIM, you may request 
an expedited review, in which case you will receive a response 
within the time frames described below for Urgent Care 
Claims. 

Urgent and Concurrent Care Claims You will receive notice of 
a decision within 48 hours after CIGNA receives all the neces-
sary information, but in no event later than 72 hours after 
the appeal is received. The notice will be given orally with a 
written notice transmitted within two (2) working days of the 
decision. 

HMO Claims Appeals  

The timing of notification of claims appeals will be included 
on your Explanation of Benefits (EOB) as well as the member 
material provided by your HMO. 

Vision, SWC Claims, Eligibility Claims and Third 
Level CIGNA/HMO Appeals 

The Administrative Committee of the Board will make 
a determination on your appeal at the next regularly 
scheduled meeting of the Administrative Committee 
following the Fund’s receipt of your request for review of 
your claim. However, if your request for a review is received 
by the Fund within 30 days before the date of such meeting, 
the benefit determination on appeal will be made by the Ad-
ministrative Committee no later than the date of the second 
meeting following the Fund’s receipt of the request for review. 
If special circumstances require a further extension of time for 
processing, your benefit determination will be rendered not 
later than the third meeting of the Administrative Committee. 
If such an extension is required, the Fund shall, not later than 
the commencement of the extension, provide you with written 
notice of the extension, describing the special circumstances 
and the date as of which your benefit determination will be 
made.  
You will receive a notice of decision on review within five (5) 
days of the Administrative Committee making the benefit 
determination. 
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Appeal Procedures — Notice of 
Decision on Review
The decision on any review of your claim will be given to you 
in writing. The notice of a denial of a claim on review will 
state:

 1.	 The specific reason(s) for the determination;

 2.	 Reference to the specific Fund provision(s) on which 
the determination was based;

 3.	 A statement that you are entitled to receive reasonable 
access to and copies of all documents relevant to your 
claim, upon request and free of charge;

 4.	 A statement describing available voluntary appeal 
procedures and your right to obtain information 
about these procedures;

 5.	 A statement of your right to bring a civil action under 
ERISA Section 502(a) following an adverse benefit 
determination on review;

 6.	 If an internal rule, guideline or protocol was relied 
upon by the Fund, you will receive either a copy of the 
rule or a statement that it is available upon request at 
no charge;

 7.	 If the determination was based on the absence of 
medical necessity, or because the treatment was ex-
perimental or investigational, or other similar exclu-
sion, you will receive an explanation of the scientific 
or clinical judgment for the determination, applying 
the terms of the Fund to your claim, or a statement 
that it is available upon request at no charge; and 

 8.	 A statement that you and the Fund may have other 
voluntary alternative dispute resolution options, such 
as mediation. 

Additional Information on 
Voluntary Appeals to the 
Trustees of CIGNA or HMO claims
The third level of appeal to the Trustees of adverse determina-
tions by Cigna or an HMO is completely voluntary.

1.	 If you choose not to make a voluntary third level 
appeal to the Trustees of the Fund, the Fund will not 
assert a failure to exhaust administrative remedies 
where you or your authorized representative elects 
to pursue a claim in court rather than through the 
voluntary level of appeal.

 2.	 Where you or your authorized representative choose 
to pursue a claim in court after completing the 
voluntary appeal, the Fund agrees that any statute of 
limitations applicable to your claim in court will be 
tolled (suspended) during the period of the voluntary 
appeals process.

 3.	 The voluntary level of appeal is available only after 
you (or your representative) have pursued the ap-
propriate mandatory appeals process required by the 
Fund, as indicated above.

 4.	 Upon your request, the Fund will provide you (or 
your representative) with sufficient information 
to make an informed judgment about whether to 
submit a claim through the voluntary appeals process, 
including specific information regarding the process 
for selecting a decision-maker and any circumstances 
that may affect the impartiality of the decision-maker. 

The Fund will not impose fees or costs on you (or your repre-
sentative) should you choose to invoke the optional appeals 
process. 

For Urgent Care and applicable Concurrent Care voluntary 
appeals, the Administrative Committee, or its designee, will 
review your appeal and notify you within 72 hours after  
receipt of your initial claim. 

For required Pre-Service and applicable Concurrent Care 
coverage determinations, the Administrative Committee’s, or 
its designee’s, review will be completed and you will be noti-
fied of its decision within 15 days after receipt of your request 
for review. 

For Post-Service and applicable Concurrent Care appeals, the 
Administrative Committee’s review will be completed no later 
than the date of the Administrative Committee’s meeting that 
immediately follows your request for review. However, if your 
request for review is filed within 30 days before such meeting, 
a benefit determination will be made no later than the date 
of the second meeting following the Fund’s receipt of your 
request for review. If special circumstances require a further 
extension of time, you will be notified of the extension and the 
date as of which the benefit determination will be made. You 
will receive a notice of decision on review within five days of 
the Administrative Committee making the benefit determination. 

If you have any questions, please call the Fund Office. 

Frequently Asked Questions 
(FAQ) Regarding Appeals
In this section of this book we provide some answers to fre-
quently asked questions regarding appeals. However, should 
any of these answers conflict with those in the previous sec-
tion, the language in the previous section takes priority.

How can I appeal?
If you have been denied coverage by the Fund, you must first 
make a written request for coverage to the Executive Director.  
You may send it to the Executive Director at the Fund Of-
fice by traditional mail, e-mail or fax.  The time limit is listed 
above under “Eligibility Claims” on page 56. We also recom-
mend that you keep proof of the date that you submitted your 
request.  For example, you should retain a copy of the email or 
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fax confirmation page, or certified mail receipt with regard to 
the delivery of such a request.  Upon receipt of your request, 
the Executive Director will review it to determine whether it 
can be approved by him, based on the merits, and any proof 
attached to your request and the applicable plan rules and 
policies of the Fund.  If the Executive Director approves your 
request, there is nothing further you need to do.  You will be 
informed in writing when your coverage will start.  However, 
the Fund Office is required to strictly enforce the existing 
benefits, rules and procedures of the Funds, so the Executive 
Director will not typically be permitted to grant your request 
if it requires the waiver of existing benefits, policies or proce-
dures of the Funds. 

If your requested is denied, you must appeal in writing and 
should include any information you wish the Trustees to 
consider.   As described above, you must make such appeals 
within 180 days of the date the Fund denied your request 
for coverage.  You may also ask (in writing) that your initial 
request to the Executive Director be forwarded to the Trust-
ees as your appeal.  The Executive Director will forward your 
appeal to the Administrative Committee.  The procedure for 
SWC benefits is the same.  For all other benefits, you must 
appeal to the provider of those benefits (Cigna, Davis Vision, 
or the HMO).

Appeals directly from second level appeals denied by Cigna 
or an HMO or of vision claims denied by Davis Vision: An 
appeal to the Health Fund from a final appeal by Cigna or 
your HMO or claim denial by Davis Vision will go directly to 
the Administrative Committee; you do not have to first make a 
request to the Executive Director and await his decision.  You 
should mail, fax or email your appeal to the Fund Office. 

Can I present my appeal in person?
All appeals are presented to the Administrative Commit-
tee without any identifying information as to the appellant/
participant who is the subject of the appeal.  This redaction 
procedure ensures that each appeal is considered solely on 
its merits; and affords the surest way of providing for an 
impartial decision with respect to the appeal.  For the same 
reason, appellants are not permitted to appear or argue their 
appeal before the Administrative Committee. Instead, as part 
of the appeal process, appellants are encouraged to present 
their cases in a written format with supporting documents for 
consideration (there are no limitations placed on the length of 
written submissions). 

How likely is it that my appeal will be granted?
Each appeal is considered on its own merits, and in the 
context of applicable plan rules, prior appeals and benefit 
interpretations. Consequently, it is impossible to predict the 
outcome of an appeal. But certain kinds of appeals are more 
likely to be granted than others, such as appeals that relate to 
extenuating circumstances versus appeals based upon over-
turning an existing or longstanding plan rule or policy.

For instance, proof (such as receipt of mailing) that the 
required copayment to the Health Fund was made well in ad-
vance of the applicable deadline could be a basis for granting 
coverage, even though the Fund Office’s records did not reflect 
that actual payment was timely received. 

In contrast, appellants who have argued they are “on the road” 
and, as a result, did not receive their bill for premium pay-
ments to the Health Fund, have not been successful with their 
appeals for the acceptance of late premium payments. The 
Administrative Committee regards being on the road as very 
much part of an actor’s life and, therefore, does not view it as 
an extenuating circumstance.  Instead, the expectation is that 
actors who are traveling will make the necessary arrangements 
to receive their mail and timely pay their Health Fund premi-
ums.  We also note that the Health Fund premiums may be 
paid automatically by the Actors Federal Credit Union, subject 
to your authorization.  Also, if you provide the Fund Office 
with your up-to-date contact information, it can send email 
and text message reminders of the premium payment. 

As mentioned above, appeals which would require a change in 
plan benefits cannot be granted.   Although occasionally the 
Trustees may change plan benefits, they would first need to 
consider the cost and feasibility of any change.  For example, 
an appellant requested that 2 unused weeks of work from a 
prior year be used, in combination with 10 weeks from the 
current year, to earn coverage under the Health Fund, which 
requires at least 12 weeks of work for six (6) months of cover-
age (20 weeks for a full year of coverage). The appeal was de-
nied because the appellant had clearly not earned the requisite 
work weeks during any of the defined accumulation periods 
set forth under the SPD to the Health Fund. 

The Trustees did not agree to change the eligibility rules of 
Health Fund at that time.  Generally speaking, the Health 
Fund operates on the basis of stable rules that permit financial 
projections to be made and financial security to be assured. If 
an appellant was permitted to secure coverage with less than 
the requisite weeks of work, then all others who were similarly 
situated could have the expectation of receiving a similar ben-
efit improvement.  For obvious reasons, such an improvement 
was not contemplated by the Health Fund and could signifi-
cantly impact its financial stability — particularly without 
corresponding contribution increases or benefit reductions or 
changes in some other area.  For these reasons, appeals of this 
nature are routinely not granted by the Administrative  
Committee.

When and how will I find out whether my appeal 
was granted?
A letter providing the results of your appeal will be mailed to 
you within five (5) calendar days of the meeting of the Admin-
istrative Committee. This letter inform you of such decision, 
the reason(s) for that decision and describe any additional 
steps that you make take with respect to this matter including, 
but not limited to, your right to bring a civil action under Sec-
tion 502(a) of the Employee Retirement Income Security Act 
of 1974, as amended (“ERISA”).
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What happens if my appeal is successful?
If your appeal is granted, generally speaking, every effort will 
be made to put you in the position you would have been in 
had your claim not been denied in the first instance.  For ex-
ample, if you were denied health coverage on January 1, 2011, 
and your appeal was granted on April 1, 2011, coverage would 
typically be backdated to January 1st. 

What if my Appeal was denied?
Generally speaking, a decision by the Administrative Com-
mittee regarding an appeal is final. There are no additional 
appeals that can be made after such determination.  If material 
new facts not available at the time of the appeal was con-
sidered by the Administrative Committee are subsequently 
discovered by you, a new appeal may be made, subject to 
the applicable deadlines.  In the absence of any new material 
information, an appeal will not be heard again.  After you have 
completely exhausted your rights under the Fund’s appeal 
procedures, as mentioned above, you have the right to bring a 
civil action under Section 502(a) of the ERISA.  

Should I buy other health coverage if I’m waiting for 
my appeal for health coverage to be heard?
Everyone’s circumstances are different and it is impossible to 
give general advice in this area, but you should be aware of 
the risks of going uncovered for an extended period. Apart 
from the obvious risk of not having coverage when you need 
it, there are several other risks that you are exposed to if you 
let coverage lapse. First, if you are offered COBRA coverage 
and do not take that coverage within the time limits described 
in your enrollment offer, you will irrevocably lose the right to 
that coverage, unless you first earn coverage through employ-
ment again. Second, if you are not covered for at least 63 days, 
after losing health coverage you may be subject to pre-existing 
condition limitations if you do subsequently secure coverage 
elsewhere. Consequently, allowing coverage to lapse is a very 
serious decision. 

Who are the Trustees?
By law, half the Trustees for the Fund are appointed by the 
Union (Actors’ Equity Association) and the other half are 
appointed by the employers who make contributions to the 
Funds. Therefore, if an appeal is denied, it is not because “your 
Union did not support you” but rather because the Trustees, 
who agree to serve only with the overall benefit of all plan 
participants in mind, have made a decision on the basis of the 
law and the nature, policies and procedures of the Fund in 
question.  The Fund is a separate legal entity from the Union.  
The Trustees receive no compensation from the Fund for their 
services as Trustees.

Is there any charge to me for making an appeal?
The Fund will not impose fees or costs on you (or your repre-
sentative) should you choose to invoke the optional appeals 
process. 

Limitation on When a Lawsuit May Be Started 

You may not start a lawsuit to get benefits until after you have 
completed the mandatory claims and appeal procedures and a 
final decision has been reached on review, or until the appro-
priate time frame described above has elapsed since you filed 
a request for review and you have not received a final decision 
or notice that an extension will be necessary to reach a final 
decision. No lawsuit may be started more than three (3) years 
after the end of the year in which services of any type (includ-
ing, without limitation, medical, hospital, prescription drug, 
dental, and vision) were provided (or requested). If the claim 
is for SWC benefits, no lawsuit may be started more than three 
years after the start of the disability. 

Other Important  
Information You Should 
Know
Fund Change or Termination 
The Trustees intend to continue the benefits described in this 
SPD indefinitely. However, the Trustees reserve the right, in 
their sole and absolute discretion, to terminate the Fund in 
whole or in part at any time; to modify or amend the Fund in 
whole or in part; and to change or discontinue the type and 
amounts of benefits offered by the Fund and the eligibility 
rules for extended or accumulated eligibility (even if extended 
eligibility has already accumulated) for participants (including 
retirees) and their beneficiaries. 

You should also know the following about the benefits and 
eligibility rules for active, retired, or disabled Health Fund 
participants:

 1.	 They are not guaranteed.

 2.	 They may be changed or discontinued by the Board.

 3.	 They are subject to the rules and regulations adopted 
by the Board.

 4.	 They are subject to the Agreement and Declaration of 
Trust that establishes and governs Fund operations.

 5.	 They are subject to the provisions of any group insur-
ance policies purchased by the Trustees. 

The nature and amount of Fund benefits are always subject 
to the actual terms of the Fund as it exists at the time a claim 
occurs. 
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HIPAA Privacy Rights and 
Protected Health Information 
The Health Insurance Portability and Accountability Act of 
1996 (HIPAA) gives you certain rights with respect to your 
health information, and it also imposes certain obligations on 
the Fund as a group health plan. The following describes the 
ways your health information is protected under HIPAA when 
that health information is disclosed to or used or disclosed 
by the Board in its capacity as the sponsor of the Fund. These 
rules do not apply to any disability, death or other non-health 
benefits provided under the Fund. 

As a covered entity under HIPAA, the Fund is required both 
to maintain the privacy of your protected health information 
(PHI) and to provide you with information about both its 
obligations and your rights concerning your PHI. The  
text of the Fund’s HIPAA Privacy Notice (as well as a  
summary of that notice) is posted on the Fund’s Website,  
www.equityleague.org. You can also get copies of these ma-
terials by contacting the Fund Office. Other covered entities 
under HIPAA, such as doctors, pharmacies, hospitals and 
insurers, will provide you with copies of their own privacy 
notices. The statement that follows is not intended and cannot 
be considered to be the Fund’s Notice of Privacy Practices. 

Your PHI is information about you, including demographic 
information that:

 1.	 Is created or received by the Fund, or by your health 
care provider or a health care clearinghouse (and is 
not related to your non-health benefits under the 
Fund, e.g., disability);

 2.	 Relates to your past, present, or future physical or 
mental condition;

 3.	 Relates to the provision of health care to you;

 4.	 Relates to the past, present, or future payment for the 
provision of health care to you; and

 5.	 Identifies you in some manner. 

Since the Fund is required to keep your PHI confidential, 
before the Fund can disclose any of your health information to 
the Board as the sponsor of the Fund, the Board must agree to 
keep your PHI confidential. In addition, the Board must agree 
to handle your protected health information in a way that 
enables the Fund to comply with HIPAA. Toward that end, 
the Board has adopted the following procedures in connection 
with PHI received from, or on behalf of, the Fund.

 1.	 The Board understands that the Fund will only 
disclose your PHI to the Board for the Board’s use in 
Fund administrative functions and such disclosures 
explained in the Notice of Privacy Practices distrib-
uted to you by the Fund. In all cases, the Board will 
receive only the minimum necessary amount of PHI 
necessary for the Board to perform Fund administra-
tive functions. Such Fund administrative functions 
may include assisting participants in filing claims 
for benefits under the Fund, or filing an appeal of 
a denied claim. The Board may also receive PHI as 

necessary for the Board to perform its fiduciary and 
administrative duties as required by ERISA.

2.	 The Board will not use or disclose your PHI for any 
reason other than for the Fund’s administrative func-
tions, as otherwise expressly permitted in this policy, 
as required by law, or if the Board has your written 
authorization.

 3.	 The Board will not use or disclose PHI for employ-
ment related actions or decisions or in connection 
with any pension or other employee benefit plan 
sponsored by the Board, unless it receives your ex-
press written authorization.

 4.	 If the Board discloses to any of its agents or subcon-
tractors any of your PHI that it receives from the 
Fund, the Board will require the agent or subcon-
tractor to agree to the same restrictions that govern 
the Board’s use or disclosure of your PHI under this 
policy.

 5.	 The Board will promptly report to the Fund’s Privacy 
Officer if it becomes aware of any use or disclosure of 
your PHI that is inconsistent with the uses and disclo-
sures allowed under this policy.

 6.	 The Board will allow you or the Fund to inspect and 
copy your PHI that is in its custody and control to 
the extent required of the Fund under HIPAA. (You 
should review the Notice of Privacy Practices to learn 
more about your rights to receive copies of your 
health information maintained by the Fund.)

 7.	 The Board will make your PHI available to you, or to 
the Fund, in order to allow you or the Fund to amend 
the information, to the extent required under HIPAA, 
and the Board will incorporate any such amend-
ments that the Fund has accepted in accordance with 
HIPAA. (You should review the Notice of Privacy 
Practices to learn more about your rights to request 
an amendment to your PHI maintained by the Fund.)

 8.	 The Board will keep a written record of certain types 
of disclosures that it makes, if any, of your PHI for 
reasons other than for your medical treatment, pay-
ment for that medical treatment, or health care opera-
tions, or with your written permission. This written 
disclosure record will include those types of disclo-
sures made during at least the previous six years. The 
Board will make this disclosure record available to the 
Fund so that the Fund can provide you, upon request, 
with a copy of that list of disclosures. (You should 
review the Notice of Privacy Practices to learn more 
about your rights to request a log of certain types of 
disclosures of your PHI made by the Fund.) 

9.	 The Board will make available its internal practices, 
books and records relating to its use and disclosure 
of PHI that it receives in its capacity as the sponsor of 
the Fund to the Secretary of the U.S. Department of 
Health and Human Services to determine the Fund’s 
compliance with HIPAA.
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 10.	 The Board will, if feasible, return or destroy all PHI 
received from the Fund in whatever form or me-
dium (including in any electronic medium under the 
Board’s custody or control) when PHI is no longer 
needed for the Fund administration functions for 
which the disclosure was made, and the Board will 
retain no copies. This includes all copies of any data 
or compilations derived from, and allowing identifica-
tion of you or your beneficiary who is the subject of, 
the PHI. If it is not feasible to return or destroy all of 
the PHI, the Board will limit the use or disclosure of 
any PHI it cannot feasibly return or destroy to those 
purposes that make the return or destruction of the 
information infeasible.

 11.	 The following categories of employees under the 
control of the Board are the only employees who may 
obtain PHI in the course of performing the duties of 
their job with or on behalf the Board: the Executive 
Director, the Director of Operations,  the Fund’s IT 
personnel, and all other Fund staff routinely respon-
sible for administration of Fund eligibility and claims 
for the Fund. Additionally, the individual Trustees 
may receive health information from the Fund in the 
course of hearing appeals or handling other Fund 
administration functions. These employees and the 
individual Trustees will be permitted to have access 
to and use the PHI only to perform the Fund admin-
istration functions that the Board provides for the 
Fund.

 12.	 Additionally, the individual Trustees will be permit-
ted to have access to and use your PHI, but only to 
perform the Fund’s administrative functions that 
the Board provides for the Fund as described in this 
policy.

 13.	 If any of these employees, workforce or individual 
Trustees use or disclose your PHI in violation of 
HIPAA and the rules set forth in this policy, those 
employees and workforce or Trustees will be subject 
to disciplinary action and sanctions, up to and includ-
ing the possibility of termination of employment or 
affiliation with the Board. If the Board becomes aware 
of any such violations, it will promptly report the vio-
lation to the Fund’s Privacy Officer and will cooper-
ate with the Fund to correct the violation, to impose 
appropriate sanctions and to mitigate any harmful 
effects on you. 

There are also some special rules under HIPAA related to 
“electronic health information.” Electronic health information 
is generally PHI that is transmitted by, or maintained in, elec-
tronic media. “Electronic media” includes electronic storage 
media, including memory devices in a computer (such as hard 
drives) and removable or transportable digital media (such 
as magnetic tapes or disks, optical disks and digital memory 
cards). It also includes transmission media used to exchange 
information already in electronic storage media, such as the 

Internet, an extranet (which uses Internet technology to link 
a business with information accessible only to some parties), 
leased lines, dial-up lines, private networks and the physi-
cal movement of removable/transportable electronic storage 
media. 

Please be advised that, as required by HIPAA, the Board has 
taken action with respect to the implementation of security 
measures (as defined in 45 Code of Federal Regulations  
§164.304) for electronic PHI. Specifically, the Board:

 1.	 Has implemented administrative, physical and tech-
nical safeguards that reasonably and appropriately 
protect the confidentiality, integrity and availability of 
the electronic PHI that it creates, receives, maintains 
or transmits on behalf of the Fund;

 2.	 Ensures that the adequate separation required to ex-
ist between the Fund and the Board is supported by 
reasonable and appropriate administrative, physical 
and technical safeguards in its information systems;

 3.	 Ensures that any agent, including a subcontractor, to 
whom it provides electronic PHI, agrees to imple-
ment reasonable and appropriate security measures to 
protect that information;

 4.	 Reports to the Fund if it becomes aware of any at-
tempted or successful unauthorized access, use, dis-
closure, modification or destruction of information or 
interference with system operations in its information 
system; and

 5.	 Complies with any other requirements that the Sec-
retary of the U.S. Department of Health and Human 
Services may require from time to time with respect 
to electronic PHI by the issuance of additional regula-
tions or other guidance pursuant to HIPAA. 

Collective Bargaining 
Agreement/Contributing 
Employers 
The Fund is established and maintained in accordance with 
one or more collective bargaining agreements (“CBAs” or 
“agreements”). A copy of any such agreement(s) may be 
obtained upon written request to the Fund Office, and is 
available for examination during normal business hours at 
the Fund Office. In addition, a complete list of bargaining 
units participating in the Fund may be obtained upon written 
request to the Fund Office and is available for examination 
by covered persons and beneficiaries during normal busi-
ness hours at the Fund Office. The Fund Office may charge a 
reasonable amount for copies. 

Participants and their beneficiaries may also receive from the 
Fund Office, upon written request, information as to whether 
a particular employer or employee organization is participat-
ing in the Fund and, if the employer or employee organization 
is participating, its address. 
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Fund Interpretation 
The Board and/or its duly authorized designee(s) has the 
exclusive right, power, and authority, in its sole and absolute 
discretion, to administer, apply and interpret the Fund, includ-
ing this book, the Trust Agreement and any other Fund docu-
ments, and to decide all matters arising in connection with 
the operation or administration of the Fund or Trust. Without 
limiting the generality of the foregoing, the Board and/or its 
duly authorized designee(s) shall have the sole and absolute 
discretionary authority to do the following:

1.	 Take all actions and make all decisions with respect to 
the eligibility for, and the amount of, benefits payable 
under the Fund;

2.	 Formulate, interpret and apply rules, regulations and 
policies necessary to administer the Fund in accor-
dance with the terms of the Fund;

 3.	 Decide questions, including legal or factual questions, 
relating to the calculation and payment of benefits 
under the Fund;

 4.	 Resolve and/or clarify any ambiguities, inconsisten-
cies and omissions arising under the Fund, including 
this book, the Trust Agreement or other Fund  
documents;

 5.	 Process and approve or deny benefit claims; and/or 

 6.	 Determine the standard of proof required in any case. 

All determinations and interpretations made by the Board 
and/or its duly authorized designee(s) are final and binding 
upon all participants, beneficiaries and any other individuals 
claiming benefits under the Fund. The Board may delegate any 
other such duties or powers as it deems necessary to carry out 
the administration of the Fund. 

Severability
If any provision of this SPD is held invalid, unenforceable 
or inconsistent with any law, regulation or requirement, its 
invalidity, unenforceability or inconsistency will not affect any 
other provision of the SPD, and the SPD shall be construed 
and enforced as if such provision were not a part of the SPD.

Construction of Terms
Words of gender shall include persons and entities of any 
gender, the plural shall include the singular and the singular 
shall include the plural.  Section headings exist for reference 
purposes only and shall not be construed as part of the SPD.

Applicable Law
The Fund shall be construed and enforced according to the 
laws of the State of New York to the extent not preempted by 
ERISA and any other applicable federal law.

No Vested Interest
Except for the right to receive any benefit payable under the 
Fund in regard to a previously incurred claim, no person shall 
have any right, title, or interest in or to the assets of any Con-
tributing Employer because of the Fund.

Assignment of Plan Benefits
Your right to receive any benefit or reimbursement under the 
Fund is not alienable by you by assignment or any other meth-
od of transfer and is not be subject to being taken by your 
creditors by any process whatsoever, and any attempt to cause 
such right to be so subjected will not be recognized, except 
to such extent as may be required by law.  You cannot pledge 
benefits owed to you for the purpose of obtaining a loan.   
Accordingly, benefits are not subject to any creditor’s claim or 
to legal process by any creditor of any covered individual, ex-
cept under a QMCSO and to the extent as may be required by 
law.  For more information on QMCSO, please refer to page 45.  

Your Rights Under ERISA
Your Rights Under the 
Employee Retirement Income 
Security Act of 1974 (“ERISA”) 
As a participant in the Equity-League Health Trust Fund, you 
are entitled to certain rights and protections under ERISA, 
which provides that all Fund participants shall be entitled to 
the following: 

Receive Information About Your Plan and 
Benefits

 1.	 Examine, without charge, at the Fund office and at 
other specified locations, such as work locations 
and union halls, all documents governing the Fund, 
including insurance contracts, collective bargaining 
agreements, detailed annual reports, an updated sum-
mary plan description and a copy of the latest annual 
report (Form 5500 series) filed by the Fund with 
the Department of Labor and available at the Public 
Disclosure Room of the Employee Benefits Security 
Administration.

 2.	 Obtain copies of all Fund documents and other Fund 
information on written request to the Plan Adminis-
trator. The Plan Administrator may make a reasonable 
charge for the copies.

 3.	 Receive a summary of the Fund’s annual financial 
report. The Plan Administrator is required by law to 
furnish each participant with a copy of this summary 
annual report. 
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Continue Group Health Plan Coverage

 1.	 Continue health coverage for yourself, spouse or 
dependents if there is a loss of coverage under the 
Fund as a result of a “qualifying event.” You or your 
dependents may have to pay for such coverage. The 
Fund recommends that you review this SPD and the 
documents governing the Fund on the rules govern-
ing your COBRA continuation coverage rights.

 2.	 Reduction or elimination of exclusionary periods 
of coverage for pre-existing conditions under your 
group health plan. You should be provided a certifi-
cate of creditable coverage, free of charge, from your 
group health plan or insurance issuer when you lose 
coverage under the Fund, when you become entitled 
to elect COBRA continuation coverage, if you request 
it before losing coverage, or if you request it up to 24 
months after losing coverage. Without evidence of 
creditable coverage, you may be subject to a pre-ex-
isting condition exclusion for 12 months (18 months 
for later enrollees) after your enrollment date in your 
coverage. 

Plan Fiduciaries 

In addition to creating rights for Fund participants, ERISA 
imposes duties upon the people who are responsible for the 
operation of the Fund. The people who operate the Fund, 
called “fiduciaries” of the Fund, have a duty to do so prudently 
and in the interest of you and other Fund participants and 
beneficiaries. No one, including your employer, your union, 
or any other person, may fire you or discriminate against you 
in any way to prevent you from obtaining a welfare benefit or 
exercising your rights under ERISA. 

Enforcing Your Rights 

If your claim for a welfare benefit is denied in whole or in part 
you have the 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. You have 
the right to have the Fund review and reconsider your claim. 

Under ERISA, there are steps you can take to enforce the 
above rights. For instance, if you request materials from the 
Fund, such as Fund documents and annual reports, 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 Admin-
istrator 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. 
In addition, if you disagree with the Fund’s decision or lack 
thereof concerning the qualified status of a domestic relations 
order or a medical child support order, you may file suit in a 
federal court. If it should happen that Fund fiduciaries misuse 

the Fund’s 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 Health Fund benefits, 
you should contact the Plan Administrator. If you have any 
questions about this statement or about your rights under 
ERISA, you should call the nearest Office of the Employee 
Benefits Security Administration, U.S. Department of Labor, 
at the number listed in your telephone directory. You may also 
write to them at: 

Division of Technical Assistance and Inquiries 
Employee Benefits Security Administration 

U.S. Department of Labor 
200 Constitution Avenue, N.W. 

Washington, DC 20210

You can also get certain publications about your rights and  
responsibilities under ERISA by calling the publications 
hotline of the Employee Benefits Security Administration at 
1-800-998-7542 or visit its website at www.dol.gov/ebsa. 

Plan Facts
The following information will help you properly identify your 
Plan if you have any questions about your benefits. 

Official Name of Fund 
Equity-League Health Trust Fund 

Employer Identification Number 13-6092981 
Plan Number 501 

Plan Year June 1–May 31

Type of Plan Welfare health plan providing group comprehen-
sive medical, prescription drug, vision and SWC benefits.

Funding: The Fund maintains a trust that includes all em-
ployer contributions and, in some cases, employee contribu-
tions, and investment income from which all benefits and 
administrative expenses of the Fund are paid.  The amount 
of the employer contributions and the employees on whose 
behalf contributions are made are determined in accordance 
with the provisions of the applicable collective bargaining or 
other written agreements.  The collective bargaining or other 
written agreements set forth the conditions under which em-
ployers are required to contribute to the Fund and the rate(s) 
of contributions.  The Fund Office will provide to participants 
and beneficiaries, upon written request and as required by law, 
information as to whether a particular employer is contribut-
ing to the Fund on behalf of employees.  Copies of such agree-
ments may be obtained upon written request to the Fund  
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Office and are available for examination during normal busi-
ness hours at the Fund Office.  The Fund may charge a reason-
able amount for such copies.

Trust Contributions to the Fund are held in a trust pursuant 
to the Trust Agreement entered into between Actors’ Equity 
Association and The Broadway League (formerly the League 
of American Theatres and Producers, Inc.). 

Plan Administrator: The Equity-League Health Trust Fund is 
administered by a joint Board of Trustees composed of six (6) 
Union Trustees, six (6) Employer Trustees and Deputy Trust-
ees, whose names appear in this book. The office of the Board 
of Trustees may be contacted at:

Board of Trustees of the Equity-League Health Trust Fund 
165 West 46th Street, 14th Floor 

New York, NY 10036-2582

Plan Sponsor: The Equity-League Health Trust Fund is spon-
sored by the joint Board of Trustees. The office of the Board of 
Trustees may be contacted at: Board of Trustees of the Equity-
League Health Trust Fund 165 West 46th Street, 14th Floor 
New York, NY 10036-2582. 

Trustees 
Board of Trustees of the Equity-League Health Trust Fund 

165 West 46th Street, 14th Floor 
New York, NY 10036-2582

Participating Employers: The Equity-League Health Trust 
Fund will provide you, upon written request, with informa-
tion as to whether a particular employer is contributing to 
the Fund on behalf of employees working under a collective 
bargaining agreement, as well as the address of such employer. 
Additionally, a complete list of employers sponsoring the Fund 
may be obtained upon written request to the Fund Office and 
is available for examination at the Fund Office. 

Agent for Service of Legal Process 
Board of Trustees of the Equity-League Health Trust Fund 

165 West 46th Street, 14th Floor 
New York, NY 10036-2582

Legal process may also be served on any individual Trustee or 
the Executive Director. 

Executive Director 
Arthur J. Drechsler 

Equity-League Health Trust Fund 
165 West 46th Street, 14th Floor 

New York, NY 10036-2582

Other Administrative and 
Funding Information
This section provides important information about the parties 
involved in providing and administering Fund benefits. You 
may want to refer to this section for information if a question 
arises concerning a particular benefit. 

CIGNA Plan

Hospital and medical benefits under the medical portion of 
the CIGNA plan are self-insured by the Fund, which guaran-
tees the payment of benefits. The Fund pays CIGNA fees for 
providing claims administration, network access and medical 
management services. 

Prescription drug benefits are also self-insured by the Fund. 
The Fund has contracted with CIGNA to administer the pro-
gram. In addition to forwarding to CIGNA amounts required 
to pay Fund benefits, the Fund also pays CIGNA an adminis-
trative fee. 

For CIGNA’s mailing address, check the back of your ID card. 
You may also reach CIGNA at: 1-800-CIGNA24 (1-800-244-
6224) or www.cigna.com. 

Health Maintenance 
Organizations 
Benefits under health maintenance organizations (HMOs) are 
guaranteed by each HMO that has a contract with the Fund. 
The HMO pays for or provides all covered services to Fund 
participants, and the Fund pays premiums to the HMO to pro-
vide these benefits. Contact information should be provided 
by the HMO. If you have any difficulty reaching your HMO, 
please contact the Fund Office.

Self-Pay Dental Benefits 
Self-pay dental benefits are insured by CIGNA. Participants 
who elect dental coverage pay all premiums required to pro-
vide these benefits; no portion of the cost of this coverage is 
provided through the Fund. CIGNA can be contacted at the 
following addresses:  

For the PPO Plan: 
CIGNA HealthCare 

P.O. Box 188037 
Chattanooga, TN 37422-8037 

1-800-244-6224 www.cigna.com

For the DHMO Plan: 
CIGNA HealthCare 

P.O. Box 188046 
Chattanooga, TN 37422-8037 

1-800-244-6224 www.cigna.com
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Vision Care Plan 
Vision care benefits are self-insured by the Fund. The Fund 
has contracted with Davis Vision Inc. to provide claims and 
other administrative services. The Fund pays Davis Vision Inc. 
a fee for these administrative services, in addition to forward-
ing to it the amounts required to pay Fund benefits. Davis 
Vision Inc. can be contacted at the following address: 

Davis Vision 
Capital Region Health Park, Suite 301 

711 Troy-Schenectady Road 
Latham, NY 12110 

www.davisvision.com 
1-800-999-5431

SWC Plan 
The SWC benefit is self-insured by the Fund. Actors’ Equity 
Association and handles all claims and other administrative 
services on behalf of the Fund. You can contact Actors’ Equity 
at the following address: 

Actors’ Equity Association 
165 West 46th Street, 15th Floor 

New York, NY 10036
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KEEP IN CONTACT
It is your responsibility to be aware of the rules of the Fund. 
Unfortunately, we see benefit disasters in the Fund Office 
every day. Coverage being cancelled for lack of a timely 
premium payment and opportunities to enroll in coverage 
lost are just two examples.  The Fund offers many options for 
maintaining communication with you regarding critical mat-
ters that can affect your benefits, such as our web-site, regular 
mail, e-mail and text messaging. But none of those options 
work if we do not have your most up-to-date contact informa-
tion. Please remember that when your contact information 
changes in any way, you should inform the Fund Office im-
mediately. In this regard, it is also your responsibility to notify 
the Fund Office immediately if any of the following occurs:

1.	 Change of address, e-mail or cell phone number,
2.	 Marriage, divorce, or legal separation,
3.	 Birth or adoption of a child,
4.	 You become financially responsible for a step-child,
5.	 You or your spouse has other coverage or health 

insurance including TRICARE,

6.	 You or your dependents are involved in an accident 
for which you may file benefit claims,

7.	 You or your spouse becomes eligible for Medicare,
8.	 You retire, or
9.	 If your unmarried dependent child is or becomes 

incapable of sustaining employment by reason of 
mental retardation or physical handicap prior to his 
or her 19th birthday.

In addition, your spouse or other family member must notify 
the Fund Office in the event of your death.

As a reminder, you need to inform the Fund Office separately 
even if you have updated your information with Actors’ 
Equity Association, since the Fund is a separate legal entity.  
If changing all of your contact information is too burdensome 
because of many changes or temporary situations, please at 
least update the communication channel that you are most 
likely to use.    



71

LIFE EVENTS AFFECTING 
HEALTH BENEFITS 
(e.g., Birth, Death, Disability, 
Marriage, Divorce, Children 
Growing Up, Relocation) 
Many of life’s events can have an important impact on your 
benefits. Here are five common categories of events that can 
affect benefits, along with some advice on how to deal with 
them.

 
You Move, Go on the Road, or Otherwise 
Change Your Contact Information
Permanent Moves

Moving, for many of us, is an exciting experience, associated 
with the thrill of living in a new environment and exploring 
new opportunities. In other cases, it involves accommodations 
to changing conditions in our lives. Regardless of the circum-
stances, it is critical that you let the Fund know where you can 
be reached, by mail and e-mail, so that important materials, 
such as benefit notices and your health contribution bill and 
late premium reminders can reach you on a timely basis.

On the Road 

Going on the road often represents the fulfillment of one of 
the dreams associated with being in the theater. But being on 
the road can place your health and other benefits in jeopardy 
if you do not take steps to assure that you either: a) make all 
health benefit contributions that will be required by you dur-
ing your time on the road before you leave, or, b) establish a 
clear and reliable means for contacting you by mail, e-mail or 
text message on a timely basis, so that you can receive benefits 
materials and other information while you are away. Having 
your mail forwarded, or changing your mailing address, may 
not be practical if your location on the road, or the duration 
of your stay, is uncertain. Fortunately, e-mail and text messag-
ing offer reasonably reliable alternatives to regular mail for the 
traveler. However, this only works if your contact information 
is up to date. Make sure we have your latest contact informa-
tion in our database, as that information is what the Fund 
Office relies on to make contact with you. 

If you are or will be receiving maintenance prescription drugs 
while you are on the road, CIGNA’s Mail-Order Program can 
keep up with you. You simply need to provide them informa-
tion on where to send your drug order (this will not affect the 
permanent contact information you have on file with the Fund 
Office).  

Changes in Contact Information (e.g., Phone 
Number or E-mail Address) 

Changes in contact information changes of any kind need to 
be communicated to us as soon as possible, so that we will 

always have the most current and accurate information. You 
can lose one or more of your benefits in a very short period 
of time (depending on the circumstances) if we are unable to 
contact you.  

You Add or Lose Dependents, or 
They Reach Age 26 or 65
Among the most memorable and joyous days in most people’s 
lives are those in which a new member is added to your fam-
ily. Marriage, birth, adoption and assuming guardianship, or 
formalizing a relationship with a domestic partner, can all lead 
to the addition of a “dependent” who is eligible for benefits 
through you. In the world of benefits a dependent is not nec-
essarily someone who depends on you for support, but rather 
a person who bears a specific legal relationship to you in 
terms of benefit eligibility.  For example, under the Fund, your 
spouse/domestic partner and children are generally eligible 
for health benefits if you are, so long as the full premium for 
their coverage is paid on a timely basis. The table below shows 
the rights of your dependents to benefits under the Fund. 

Spouse Domestic  
Partner

Child or 
Legal Ward 
to age 26

 
Health 

 
Coverage 
is available 
on a fully 
self-pay 

basis

 
Coverage is available 

on a fully self-pay 
basis once the 

partner has lived 
with you for at least 
six (6) months and 

meets other criteria 
(see page 45)

 
Coverage is 

available on a 
fully self-pay 

basis

When a dependent spouse or domestic partner reaches the 
age of 65, he or she will be eligible for Medicare. Therefore, the 
benefits described in the Medicare section of this book will 
apply.

Adding a Dependent 

When you welcome a new family member, through 
marriage, birth, adoption, or becoming a guardian, 
your new dependent may be eligible for benefits. If 
you are eligible for health benefits through employment, your 
newly acquired dependent may obtain coverage by complet-
ing an Enrollment Form and paying the premium required 
for such coverage. Coverage becomes effective on the first day 
of the calendar month following the month in which your 
dependent was added (except for newborn children that are 
enrolled on a timely basis, which are covered from their dates 
of birth). That dependent must apply for coverage within 
31 days of becoming a dependent or he/she may not enroll 
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in the health plan until the next open enrollment period 
(November for a January effective date of coverage, if you are 
covered by employment for health benefits at that time). 

Losing a Dependent Through 
Divorce, Death, A Child/
Ward Reaching Age 26 or the 
Dissolution of a Domestic 
Partnership 

Divorce 

A divorce can make your former spouse ineligible for benefits, 
unless there is a QMCSO that requires you to provide health 
benefits to your ex-spouse. In the absence of a QMCSO, your 
ex-spouse would not be eligible for benefits from the Fund as 
your dependent, except for the right under COBRA to pay for 
coverage. See page 45.

Dissolution of a Domestic Partnership 

If your Domestic Partnership dissolves, and your former 
partner was covered for health benefits at the time the dissolu-
tion took place, he/she will be given the option of paying for 
COBRA-like benefits.   However, other than COBRA-like ben-
efits, your former partner will not be entitled to any benefits 
from the Fund as your dependent.

Disability — Your or Your 
Dependent Becomes Disabled
A disability can be devastating to you and/or your dependents. 
If you become disabled, it can threaten your income, and ben-
efit eligibility for you and your dependents. Your disability can 
be temporary and related to work. It can be temporary but not 
connected with your employment. Finally, your disability can 
be total and permanent in nature. These three scenarios each 
have different impacts on your benefits. 

You Become Temporarily Disabled for Non-Work 
Related Reasons 

If you become temporarily and/or partially disabled for rea-
sons not related to your work in the theater, you may become 
eligible for certain short-term disability benefits that must be 
provided by employers in certain states (e.g., NY). However, 
most states do not require that such benefits be provided by 
employers. Therefore, if you become disabled your income 
from the theater ceases, as do any contributions to the Fund. 
You will continue to be eligible for any health coverage earned 
through employment prior to your disability. If your eligibil-
ity for health coverage ends because you ceased working, you 
will be offered COBRA coverage. Any dependents who were 
covered will become eligible for COBRA as well. 

You Become Temporarily Disabled on the Job 

If you become disabled as a result of your work in the theater, 
all states in the United States provide some form of Worker’s 
Compensation benefits, which vary by state. In addition, you 
may be eligible for SWC benefits provided by the Fund. You 
must apply for such benefits by completing an SWC form. The 
impact of your disability on your health benefits will be the 
same as if you become disabled off the job. Therefore, if you 
become disabled, your income from the theater ceases, as do 
any contributions to the Fund. You will continue to be eligible 
for any health coverage earned through employment prior to 
your disability. If your eligibility for health coverage through 
ends because you ceased working, you will be offered COBRA 
coverage. Any dependents who were covered will become 
eligible for COBRA as well.  

You Become Permanently and Totally Disabled

You may become eligible for certain benefits if you become 
totally and permanently disabled.  If you are totally disabled 
while you are covered by the Fund, COBRA coverage is  
available for up to 29 months from the date of initial  
COBRA qualifying event if you or any qualified dependent is 
determined by the SSA to be disabled (you may also become 
eligible for Medicare coverage). To qualify for the COBRA  
disability extension such a disability would have to have 
started before the 60th day of COBRA continuation coverage 
and last until the end of the 18 month period of continuation 
coverage. Notice of such a disability must be provided to the 
Fund Office within 60 days of the latest of: 1) the date SSA  
determines you are disabled, 2) the date of the initial qualify-
ing event, and 3) the date of the loss of coverage due to the 
initial qualifying event.  

Your Dependent Child Becomes Disabled 

If you have a dependent child who becomes disabled and in-
capable of self-sustaining employment before reaching the age 
of 19, that child can qualify under the Fund for health 
coverage that lasts as long as your does, and in some 
cases longer, as per COBRA rules. If, however, your dis-
abled child’s disability occurs after reaching age 19, he or 
she can still qualify under the Fund for health coverage until 
the last month of his or her 26th birthday.  Written evidence of 
the child’s handicap must be sent to the Fund Office within 31 
days of the age when coverage would usually end, and when 
requested by the Fund Office thereafter.  

You Leave Covered Employment 
You Retire 

If you retire from the theater, you will be eligible to continue 
health coverage you have earned through employment on 
a self-pay basis under COBRA rules. You may be able to 
continue coverage even longer if your years of service in the 
theater are sufficient. See “Special Fund Self-pay Program 
After COBRA” on page 50.
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You Leave Covered Employment for Other 
Employment Where Benefits are Available  

Many actors find employment outside the theatre, such as 
in film or on television. In such instances, you may be able 
to qualify for health or pension benefits in those industries. 
Alternatively, you may become employed outside of acting 
but in an environment where benefits are available to you. In 
such cases, you’ll probably want to try to assure that there will 
be no gap in benefits. Depending the facts and circumstances, 
you may wish to continue health coverage with the Fund 
through COBRA, if that is available. 

You Leave Covered Employment with No 
Benefits Available from Other Sources 

If you were covered for health benefits before your employ-
ment ended, you’ll want to consider whether COBRA cover-
age makes sense for you (in some situations COBRA will be 
your best alternative but in others individual health benefits 
may be a better value. If you are 59½ or older, you may wish to 
begin withdrawing amounts from any 401(k) account you may 
have. If you are age 60, you may be able to begin collecting 
pension benefits as well. 

You Reach the End of Your Life 
or You Become Terminally Ill 
If you should become terminally ill, benefits may be the last 
thing on your mind, but the Fund offers a number of benefits 
that can defray your expenses in dealing with such an illness 
and help relieve you of at least some of your worries. If you be-
come unable to work and have earned health coverage prior to 
that, you will be eligible for continued health coverage under 
COBRA. Remember that the Fund does cover Hospice care in 
CIGNA approved programs.

Benefits Available to Your Dependents After Your 
Death

If you pre-decease any of your dependents, they will have to 
struggle with the grief of such a loss. But they may also have 
to face changes in their financial situations. But if they were 
covered by the Fund at the time of your death, help may avail-
able to them. 

Health Benefits for Dependents of Deceased 
Participants in the Fund 

If you had health benefits earned through employment prior 
to your death and covered your dependents, your dependents’ 
coverage will end as of the end of the month of your death. 
However, they will be entitled to elect and pay for 36 months 
of COBRA benefits after your death. If you and your depen-
dents were already on COBRA at the time of your death, your 
dependents will be entitled to 36 months of COBRA cover-
age reduced by the number of months they were on COBRA 
before your death. Vested beyond COBRA benefits earned by 
you do not apply to your dependents, so their coverage will 
end as of the end of the month of your death and no COBRA 
extension is available. 
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CriTical Due Dates — Don’t Jeopardize Your Coverage 
CRITICAL PREMIUM DUE DATES
Health insurance coverage is critical, yet every month, quarter and year, plan participants lose coverage for which they are eligible 
because they fail to pay their premiums when they are due. There are two critical dates to remember in this connection. Remem-
ber that all the dates shown below are due dates for actual receipt of payment. It does not matter when your payment is mailed or 
otherwise transmitted to the Fund Office or the Fund’s Lockbox, it must reach us by the due dates shown.

Due Dates For The $100 Quarterly Premium For Employee Coverage
The table below shows the annual premium contribution schedule. 

Quarter 
Beginning On

Due Date 
for Your 

Contribution

Last Date to 
Assure Timely 

Coverage  

Last Date for 
Penalty Avoidance

Last Date for 
Coverage to be 
Activated with a 
Major Penalty

January 1
December 1 of  
the prior year

December 15 of  
the prior year

December 31 of  
the prior year

January 31

April 1 March 1 March 15 March 31 May 1

July 1 June 1 June 15 June 30 July 31

October 1 September 1 September 15 September 30 October 31

For more complete information on the above premium due dates please see page 40.

Premium Due Dates For All Other Coverage
COBRA, COBRA-like Benefits For Those with 10 Years of Vested Service, Medicare Supplemental Coverage, Dental Coverage and 
Dependent Coverage Premiums are due the first of the month for that month’s/quarter’s coverage and if the premium is not paid 
within 31 days of its due date, coverage will be irrevocably lost (until and unless it is re-earned).

Help Us Remind You That Your $100 Payment Is Due, Have the Credit 
Union Pay Your $100, Or Pay in Advance to Avoid Losing Coverage
Remember that, in addition to mailing a bill and reminder notice to your mailing address, we can remind you of your $100 pay-
ment via e-mail and text message, if we have your up-to-date contact information (in the case of text messages you must give us 
permission because such messages can have a cost from your wireless carrier — there is no charge from the Fund Office).  To 
activate text message notices, just send and e-mail authorizing us to contact you via text message to textme@equityleague.org and 
include you cell phone number (we’ll then send a secure e-mail back to you, requesting you to verify our identity). Once you re-
spond to that e-mail you will be all set to receive automatic reminders that your quarterly premiums are due (please note that these 
reminders are generic in nature so will be sent whether or not you have already paid your premium for that quarter).

You can also authorize the Actors Federal Credit Union (AFCU) to make a payment for you, or pay for the full number of quarters 
for which you have already earned eligibility (you must apply to the AFCU for this service).
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OTHER CRITICAL DUE DATES THAT CAN RESULT IN LOSS OF  
COVERAGE
There are a number of critical due dates that, if ignored, can lead to a loss of coverage or a sever financial penalty. The table that  
follows summarized a number of the most important ones.

Nature of Deadline (wherever a deadline begins with 
“CIGNA” it applies only to those enrolled in the CIGNA 
medical, prescription drug or dental plans — if you are 
covered for medical care and prescription drugs by an 
HMO, the HMO’s rules apply to you)

Date/Time of 
Deadline

Penalty for Missing 
Deadline

CIGNA Pre-admission Certification: Pertains to all non-emergency 
admissions to medical treatment facilities, such as hospitals and 
substance abuse treatment facilities (CIGNA must be notified of 
emergency admissions within 48 hours of the admission)

Prior to admission (non-
emergencies) or within 
48 hours of admission 
(for emergency 
admissions)

$250 additional deductible is 
assessed in addition to any 
regular plan deductible — an 
inappropriate admission 
may not be covered at all

Refund of an Overpayment: If you overpay the Fund, you may be able 
to recover the overpayment for a strictly limited period

12 months from the date 
of the overpayment

Any overpayment, regardless 
of its size, will not be 
refunded

Refund of a Pre-Payment: If you have already paid for coverage and 
wish to cancel that coverage and receive a refund

The day before that 
coverage period was to 
begin (e.g., December 
31 for coverage that is 
to begin on January 1 of 
the following year)

Any pre-payment will not be 
refunded

Coordination of Benefits Penalty: You must elect the first health 
coverage for which you become eligible as an employee (or, if you are a 
dependent, the first health coverage for which you become eligible as a 
dependent), even if that coverage is more expensive and/or has poorer 
benefits than those provided by the Fund (see page X). If you were 
eligible for other coverage before you became eligible for coverage 
by the Fund, the Fund will function as the secondary insurer (pay only 
the benefits the primary insurer did pay, or would have paid had you 
actually taken the primary coverage)

As soon you as you 
become eligible for 
employee coverage 
(dependent coverage 
if you are not eligible 
for coverage through 
employment).

Fund benefits are 
“secondary”(e.g., we might 
pay 20%  of the cost, if the 
plan you were eligible for 
would have paid 80% if you 
were covered, even though 
you don’t actually have that 
coverage)

Dependent Enrollment: Your existing dependents will become eligible 
for self-pay dependent coverage as soon as you become eligible (if they 
are not your dependents at that time, they will become eligible within 
31 days of when they become your dependents)

The day before your 
coverage begins (for 
current dependents), 
within 31 days of when 
they become eligible 
dependents if that is 
later.

Your dependents will have 
to wait for coverage until at 
least January of the following 
year (if you remain eligible at 
that time) or when you next 
become eligible

CIGNA Dental Enrollment: You will be offered self-pay dental coverage 
you and any dependents you may have when you  
become eligible for medical coverage 

The day before your 
coverage begins (for 
current dependents), 
within 31 days of when 
they become eligible 
dependents if that is 
later.

You and any dependents will 
have to wait at least until 
January of the following year 
(if you are eligible at that 
time).

Open Enrollment Deadline: If you declined dental coverage for 
yourself and/or your dependents, or you declined medical coverage for 
your dependent(s), you have an opportunity to enroll for such coverage 
in November of each year (if you are still eligible for such coverage)

An election form 
for these optional 
coverages, and payment 
for them, must be 
received by the Fund 
Office by November 30th

You (your dependents as 
applicable) will have to 
wait until the next open 
enrollment period (if you 
are still eligible) or when you 
earn coverage again
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Nature of Deadline (wherever a deadline begins with 
“CIGNA” it applies only to those enrolled in the CIGNA 
medical, prescription drug or dental plans — if you are 
covered for medical care and prescription drugs by an 
HMO, the HMO’s rules apply to you)

Date/Time of 
Deadline

Penalty for Missing 
Deadline

Special Enrollment: When you/your dependents declined coverage 
because you/they had coverage elsewhere and that coverage is lost, 
and you are eligible for coverage by the Fund by virtue of having 
accumulated the requisite work weeks.

Application and payment 
for coverage must be 
made within 31 days 
of the loss of other 
coverage

You/your dependent(s) will 
have to wait for the later of: 
the next open enrollment 
period, or, you next period of 
eligibility

COBRA Election Deadline: You/your dependents, must elect COBRA 
coverage on a timely basis 

60 days from the later 
of the date the Fund 
Office mails your COBRA 
eligibility notice, or, 
the day when you lose 
coverage 

Loss of COBRA eligibility

COBRA Deadline for Notice of a Loss of a Depdendent: You/your 
eligible dependent(s) are responsible for notifying the Fund Office 
of: a divorce, a child’s losing dependent status under the Fund, the 
occurrence of a second qualifying event that entitles a dependent to 
additional COBRA coverage, a dependent who is determined eligible 
by the SSA, or when a dependent who has been disabled under SSA 
receives notice he/she is no longer considered disabled 

Within 60 days of the 
later of: a) the date of 
the qualifying event, or, 
b) the date coverage 
should end due to the 
qualifying event

Eligibility for COBRA 
coverage for your 
dependents will be lost

Special Fund Self-Pay Program After COBRA: If you have 10 years 
of vesting service under the Equity-League Pension Fund (subject to 
any break in service rules) you can continue your health coverage 
immediately after your COBRA coverage ends (your dependents can 
continue their coverage as well, until the end of the month of your 
death)

Premium payments must 
be kept up to date as 
per the premium due 
date schedule presented 
earlier in this SPD

Loss of coverage occurs 
as soon as any premium is 
not paid timely (coverage is 
available again only if you 
earn such coverage through 
employment

Creditable Coverage Deadline: If you lose coverage by the Fund, the 
Fund will provide you with a Certificate of Creditable Coverage, which 
proves that you had such coverage and documents the date such 
coverage was lost 

You have 63 days from 
the loss of coverage 
to obtain coverage 
elsewhere

If you do not obtain such 
coverage elsewhere, you may 
be subject to pre-existing 
coverage limitations by any 
new insurer

Submitting Claims: You must submit claims for out-of-network services 
and SWC benefits on a timely basis 

Within 12 months of 
the date charges were 
incurred (in the case of 
SWC, 12 months from 
the date of your WC 
award)

Any CIGNA claim will not 
be reimbursed (unless you 
show written proof the claim 
was submitted as soon a 
was reasonably possible) – 
late SWC claims will not be 
reimbursed

CIGNA Appeals of Claim Denials must be submitted on a timely basis 
(first and second level appeals)

365 days from the date 
you receive a denial 
notice

Your appeal will not be 
granted

Appeals to the Trustees (for Vision and SWC claims, eligibility claims 
and third level appeals of CIGNA/HMO denials) 

Within 180 days of 
the initial claims 
determination

Your appeal will not be heard 
by the Trustees

Dependent Disability: If your dependent child becomes disabled and 
is incapable of self-sustaining employment before reaching the age of 
19, that child can qualify for coverage under the Fund for as long as 
yours lasts (if the disability occurred after 19, he/she can still qualify 
under the Fund for health coverage until the last month of his/her 26th 
birthday)

Written evidence of the 
child’s disability must 
be sent to the Fund 
Office within 31 days of 
the age when coverage 
would usually end (and as 
requested by the Fund 
Office thereafter)

The opportunity for  this 
special coverage will be 
forfeited  
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Contacting the Equity-League Fund Office

Benefit Related Questions or  
Suggestions regarding

401(k) Fund:	 401k@equityleague.org 
Health Fund:	 health@equityleague.org 
Pension Fund:  	 pension@equityleague.org

 
General questions or suggestions  
not specific to a particular Fund or benefit:

ELFoffice@equityleague.org 

 
Employer Contributions and Collections 

Accountsreceivable@equityleague.org

 
Problems or Suggestions Regarding Our Website

Webmaster@equityleague.org

 
Privacy Issues or Concerns

Privacyofficer@equityleague.org

 
Complaints and Appeals

appeals@equityleague.org

 
Arranging for Text Message Reminders Regarding 
$100 Quarterly Premiums Due

textme@equityleague.org

Protect Your Personal Information When You  
Transmit it to the Fund Office

According to HIPAA (Health Insurance Portability and  
Accountability Act), the Fund may not transmit or access PHI 
(Protected Health Information) insecurely. Due to Federal 
Privacy Regulations, we cannot respond to a request via email 
if it contains a particpant’s PHI. An example of a request in-
volving PHI would be a question like, “I will have the required 
number of weeks by the last week of July. What Benefit Period 
will I be able to use my health insurance?” If you have such a 
question (one involving your personal information, such as 
your work history or Social Security number), you should call 
the Fund Office directly in order for Equity-League to provide 
you this information. You can also arrange for the transmis-
sion of secure e-mails to the Fund Office by requesting a 
secure e-mail account by calling the Fund Office or sending an 
e-mail to elfoffice@equityleague.org. If you have a general ques-
tion that does not involve personal PHI, and pertains to the 
overall requirements under the health plan, such as “Is there 
a deductible that must be satisfied for the prescription drug 
plan?”, we can answer those via email.

If you have a request that involves your personal PHI, please 
feel free to call, write, stop in at our office, or send us a fax.

 
We are located at:

165 W. 46th Street – 14th Floor 
New York, NY 10036

Phone 1-212-869-9380    
Toll Free (Outside NYC) 1-800.344-5220 
Fax:  Accounts Receivable 1-212-398-2826;  
Health 1-212-869-3323;   
Retirement 1-212-869-1824

Office Hours (Eastern Time – Mondays through Fridays, 
except Holidays) 

9:30 AM to 5:30 PM for walk-in service (live telephone sup-
port available until 7 PM)
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TThere are two basic kinds of forms that are used by the 
Health Fund: claim forms and change forms. Claim forms are 
used for non-network providers (when you use network pro-
viders they bill CIGNA or Davis Vision directly, so you do not 
have to file a claim) or to file a Supplemental Workers’ Com-
pensation (SWC) claim. Change forms are used when you are 
making a change to your coverage (e.g., adding  a coverage for 
you or your dependent(s)). Here is a brief description of some 
common forms. Most of the forms are available online, and all 
can be obtained by calling, writing or visiting the Fund Office.

Claim Forms
When you use non-network providers (i.e., go out-of-net-
work) a claim will need to be filed with CIGNA (your HMO if 
you are covered by an HMO that permits any out-of-network 
claims) or Davis Vision. Some providers will file claims for 
you if you assign them authority to do so, but many providers 
will require you to complete and file your own form. There are 
separate claims forms for CIGNA Medical, CIGNA Dental , 
CIGNA Prescription Drug and Davis Vision claims. In addi-
tion, all SWC claims must be made by completing a special 
SWC claim form. 

Change Forms
The Fund has a number of forms that are used to make cover-
age changes. The forms that are used most frequently are:

Dependent Coverage Form

This form is used to add, delete or change the coverage of your 
dependents. In order to make such changes, you’ll need to 
provide the dependent’s name, date of birth, SS# and relation 
to you. You will also be asked to attach the appropriate birth or 
marriage certificates. Dependents can only be added at specific 
times and those times are explained beginning on page 44 of 
this book.

Important Forms For Using, Or Making Changes To, Your 
Health Coverage

Dental Enrollment Form

This form is used to enroll you and/or your dependents in 
the CIGNA DHMO or DPPO plan (the CIGNA DHMO is 
referred to as the “CIGNA Dental Care” plan on the form). If 
you chose the DHMO, you must declare your first and second 
choices for the dental office that will serve as your primary 
care dentist.  That step is not necessary if you are enrolling in 
the Dental PPO plan. 

Domestic Partner Affidavit and Declaration of 
Financial Interdependence Forms

These forms are used to name someone as a domestic partner. 
They need to be completed in full and notarized. Once this 
has been done, they are submitted along with the Dependent 
Coverage Form to establish coverage.

If the state or municipality in which you reside provides for 
the registering of Domestic Partners, you must register with 
such state or municipality and also attach a copy of the regis-
tration to the Domestic Partner Affidavit. If you submit proof 
of Domestic Partner registration, or a certificate of marriage 
(from a jurisdiction legalizing same-sex marriage), you do not 
need to submit the Declaration of Financial Interdependence, 
or further proof of financial interdependence.

HMO Enrollment Forms

The HMO enrollment form is completed when a participant 
who lives in an HMO service area becomes eligible for cover-
age, or during the annual Open Enrollment held during the 
month of November of each year for an effective date of  
January 1 of the following year.
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$100 Contribution  41

Also Appeals-OAP Medical Claims  59

A
Abortions  4, 12

Acupuncture  12

Adding a Dependent  71

administration of blood for the purpose 
of general improvement  10

AFL-CIO Resources  53

AIDS (HIV)  7

Alcohol and Drug Abuse  5

Al Hirschfeld Free Health Clinic  53

All CIGNA Plan Claims Appeals  60

Allowable Expense  12

Alzheimer’s disease  7

Ambulance  4

Ambulance Service  12

amniocentesis  8

anabolic steroids  24

An Ineligible Person or Entity Provides 
Care  9

Annual Deductible  3

ANNUAL Open Enrollment  44

Annual Out-of-Pocket Maximum  3

Appeal Procedures — Notice of 
Decision on Review  61

Appeal Procedures — Review Process  
60

Appeals Procedures  59

Also “Claims Appeals” and “Claim 
Denials”  59

Also Claim appeals and Claim denials  
59

armed forces  10

artificial aids  9

Artists’ Health Insurance Resource 
Center (AHIRC)  53

Assistance With High Mail- Order Drug 
Copays  22

Assistance With Your Questions  67

B
balance billing  2

bandages  8

Bariatric Surgery  12

BECOMING ELIGIBILE AFTER A GAP 
IN COVERed employment  44

Benefits Available to Your Dependents 
After Your Death  73

biological  24

borderline intellectual functioning  10

breast reconstruction and breast 
prostheses  8

C
Cancer  7

Case Management  6

Certain Treatments for Fertility  10

Changes in Contact Information  71

Children  12

Chiropractic and Rehabilitation Therapy  
1

Chiropractic Care  12

Chiropractic treatment, or other therapy  
8

CIGNA  7

CIGNA DHMO  36

CIGNA Member Services  3

Claims Appeals Under the CIGNA Plan  
60

Also appeals - CIGNA Medical Claims  
59

Claims Filing procedures and Appeals  
54

Clinical Trials  8

COBRA  47

COBRA Coverage Ends  50

COBRA Premiums  50

COB With Other Employers — The 
Wrong Enrollment Decision Can 
Lead to Minimal Coverage  43

collection or donation of blood or blood 
products  10

Collective Bargaining Agreement/ 
Contributing Employers  65

Concurrent Care Claims  55

Also Claims - Concurrent Care  57

consumable medical supplies  8

Contribution Due Dates For the $100 
Contribution  42

convalescent care  9

Coordination of Benefit Determination 
for Those Covered as Employees  
27

Coordination of Benefit Determination 
for Those Covered Only as 
Dependents  27

COORDINATION OF BENEFITS(COB)  
26

copay  1

Copay Per Visit  3

Copays for Prescription Drugs  21

cosmetic surgery or therapy  8

Cost of the Care is Not Reasonable or 
Exceeds Plan Limits  10

counseling  9

Covered Employment  13

Covered Prescription Drugs  23

CPT code  6

custodial and/or maintenance care  9

Custodial and/or Maintenance Care  13

custodial care  10

Custodial/Maintenance Care  8

D
Deadline For COBRA Election

also COBRA - election deadline  49

Also COBRA-Election deadline  49

Definition of a Claim  54

DENTAL BENEFITS  34

DENTAL BENEFITS IN DETAIL  35

Dental Care  4

Dental HMO (DHMO)  34

dental, or hearing expenses, unless 
otherwise noted in this book  9

DENTAL PLAN summary  34

Dental PPO  36

Dental PPO (DPPO)  35

Detailed Look At the OAP  2

Diabetic Services and Supplies  13

Disabled Child  13

Dissolution of a Domestic Partnership  
72

Divorce  72

Domestic Partner Coverage  45

Domestic Partners  13

Domestic Partnership Ends  46

drugs consumed, where they are 
dispensed  24

Due Dates For The $100 Quarterly 
Premium  74

Durable Medical Equipment  13

Index
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E
education, special education or job 

training  8

Eligibility Claims  55

Eligibility Does Not Constitute 
Coverage  41

ELIGIBILITY FOR  40

Eligibility for Supplemental Workers 
Compensation Benefits  38

Eligibility for the Self-Pay Dental Plan  
35

Eligible Dependents  44

Emergency Care  14

Emergency Room Copay Per Visit  3

Emergency Room (ER) of Hospital  4

Emergency Treatment in Urgent Care 
or Other Outpatient Facility  4

EMPLOYEE MEDICAL/VISION 
BENEFITS  40

Enrolling for Self-pay Dental Coverage  
35

erectile dysfunction  8

Exclusions and Limitations Under the 
SWC Plan  39

Expenses Are (Or Should Be) Covered 
Elsewhere  10

experimental drugs  8•24

eye surgery or treatment mainly to 
correct refractive errors  8

F
Family Dental Coverage  35

Family Planning Services  14

find a participating doctor, hospital  2

Finding a Network Provider  2

FlexPay  23

Free-standing Surgical Facility  14

Fund Change or Termination  63

Fund Interpretation  66

G

Generic  21

Generic Drugs  23

Genetic Information Non-Discrimination 
Act (GINA)  52

genetic testing and therapy  8

glucose test strips  23

growth hormones  24

H
Health Benefits For Dependents Of 

Deceased Participants In The Fund  
73

Health Coverage Ends  47

Health Coverage for Your Dependents  
44

Health Fund Eligibility Periods  40

HEALTH MAINTENANCE 
ORGANIZATIONS (HMOS)  25

Healthy Babies  7

Heart conditions  7

Help Us Remind You That Your $100 
Payment Is Due  74

Help you with your benefit questions  
53

HIPAA  47, 51

HIPAA Privacy Rights  64

HMO Appeals  60

HMO Claims  56

Also Claims HMO  56

HMO Claims Appeals  60

Also Appeals - HMO Claims  60

Home Health Care  1, 4

Home Health Care Services  14

Hospice  1, 4

Hospice Care  14

Hospice Care Program  15

Hospice Facility  15

Hospital  15

Hospital Confinement  15

Hospital Inpatient  3

How Initial or Reinstated Eligibility Is 
Determined  40

How to File aN SWC  Claim  38

How Weeks That Span Two Quarters 
Are Placed Into A Particular Quarter  
41

How Your Eligible Medical Expenses 
Are Reimbursed  3

I
immunization agents  24

immunizations  8

implantable contraceptive devices  23

Ineligible Medical Expenses  7

Infertility Services  16

Infertility Treatments  4

injectable drugs  23

In-Network Services (through CIGNA’s 
“Open Access Plus”  1

Inpatient Services at Other Health Care 
Facilities  4

insulin needles and syringes  23

investigational and experimental drugs  
10

IQ testing  10

IV therapy  7

K
KEEP IN CONTACT  70

Key MEDICAL BeNEFIT Terms,  
Definitions and Benefit Elaborations  
12

Kidney failure  7

L
Lab Services  16

Laser Vision  34

LENS 123 Replacement Contact 
Lenses by Mail  34

Lifetime Maximum  3

Low Vision Services  34

M
mail-order pharmacy  22

MAIL ORDER PHARMACY  22

maintenance drugs  21

MAINTENANCE DRUGS  22

Mammogram Coverage  19

Mandatory Generic Program  21

Mandatory Mail Order Program  21

Maternity Care  16

maximum reimbursable charge (MRC)  
1, 6

Medically Necessary  16

medical provider who is a family 
member  9

medical reports  9

Medicare Eligibility  29

membership costs  9

mental and nervous disorders  7

Mental Health Residential Treatment  
17

Mental Health Services  5•16

Mental Health & Substance Abuse  1

Military Leave  51

Multiple Sclerosis  7
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N
Network Advantage  2

Newborn children

also COBRA newborn children  48

Also COBRA Newborn Children  48

Newborns  7

Newborns’ and Mothers’ Health 
Protection Act of 1996  51

New Drugs  23

noninjectable prescription drugs  10

nonmedical ancillary services  9

Non-Participating  1

Non-Participating Pharmacy  21

not approved by the Food and Drug 
Administration (FDA)  24

Notice of COBRA eligibility

also COBRA - notice of eligibility  49

Also COBRA-Notice of eligibility  49

Notification of Claim Determination

Also Claims Determination  57

Also Claims determinations  57

not licensed  10

Not Medically Necessary or 
Experimental  8

Nurse  17

nutritional formulas  9

Nutritional Formulas  17

O
obesity treatment  8

Obstructive Pulmonary Disease 
(Emphysema)  7

occupational problems  10

occupational/recreational therapy for 
age-related cognitive decline  10

Official Name of Fund  67

On the Road  71

OPEN ACCESS MEDICAL PLAN 
Administered by CIGNA  1

Open Access Plan (OAP)  1

oral contraceptives or contraceptive 
devices  23

oral infertility drugs  24

oral or injectable insulin  23

Organ Transplant  4

Organ Transplants  17

orthognathic treatment  8

Out-of-Network  1, 5

Out-of-Network Claims  56

Out-of-Network Services  1

Out of Pocket Drug Cost Cap  21

Outpatient Private Duty Nursing  4•17

Outpatient Short Term Rehabilitation 
Therapy  4

OVERVIEW OF SPECIFIC CIGNA 
PENALTIES AND LIMITATIONS  1

P
Participating providers  1

Participating Providers  2

participating Rx PRIME pharmacy  22

PARTICIPATION IN  40

Permanent Moves  71

personal or comfort  9

Physical Therapy  17

Physician  17

Physician’s Office -  Certain Preventive 
Care  3

Physician’s Office — Outpatient 
Surgery  3

Physician’s Office — Regular Care  3

Plan Administrator  68

Plan Facts  67

Plan Year  67

Post-Service Claims  55

Also Claims - Post Service  57

Preadmission Certification  6

pre-admission certification penalty  6

Preadmission Certification- Penalty For 
Failing to Pre-Certify  1

Pre-Admission Testing  17

Preferred  21

Premium Due Dates For All Other 
Coverage  74

prenatal vitamins  23

Prescription Drug Benefits Claims  56

Also Claims prescription drugs  56

also claims - prescriptions drugs  56

Prescription Drug Benefits - In Detail  
22

prescription vitamins  24

Pre-Service Claims  54

also claims - pre-service  54

Also Claims pre-service  54

Preventive Care  17

Prosthesis  4

Prosthetics  17

Protected Health Information  64

psychological testing  10

Q
Qualified Medical Child Support Orders 

(QMCSO)  45

QUALIFYING COBRA EVENTS

also qualifying for COBRA  48

Also qualifying for COBRA  48

R
Reconstructive Surgery — see 

“Surgery”  18

Refunds and Overpayments  19

Rehabilitation therapy  7

routine foot care  9

Rx PRIME Pharmacy  22

S
Second qualifying events

also COBRA second qualifying events  
48

Also COBRA Second qualifying events  
48

Second Surgical Opinions  18

Self-pay Program After COBRA

Also COBRA-Self-Pay after  50

Short Term Rehabilitation Therapy  18

Sickness  18

Skilled Nursing Care Facility  1

smoking cessation products  24

Social Services  53

Special COB Rules Apply for 
Individuals Who Are Eligible Under 
Other Entertainment Industry Health 
Plans  27

Special Enrollment Situations  45

speech therapy  8

Speech therapy  9

Stroke  7

Submitting Claims

claims - submitting  56

Claims Submitting  56

Substance Abuse Residential 
Treatment Center  19

Substance Abuse Services  18

Summary of the CIGNA Dental PPO 
Benefits  37
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Summary of the CIGNA DHMO Benefits  
37

Supplemental Workers’ Compensation 
Plan

Also Claims Supplemental Workers 
Compn Claims  56

Supplemental Workers’ Compensation 
Plan Claims

 Also Claims - Supplemental Workers 
Compensation  56

SUPPLEMENTAL WORKERS’ 
COMPENSATION PLAN (SWC)  38

Surgery  19

Switching  Dental Coverage  36

T
Taxability of SWC Benefits  39

Tel-Drug  22

Tel-Drug Mail Order  21

Temporomandibular Joint Disorder 
(TMJ)  4

Terminally Ill  19

The OAP In-Network Claims  56

transportation  9

transsexual surgery  8

Treatment Wouldn’t Have Been 
Provided In the Absence of Plan 
Coverage or is Illegal  10

tretinoin  23

Types of Claims  54

also claims - types of  54

U
ultrasound  8

Urgent Care  19

Urgent Care Claims  55, 57

also claims - urgent care  55

Also Claims-urgent care  55

Urgent Care Claims  57

V
Vision Care Services  9

Vision Expenses-  Ineligible  34

VISION PLAN  33

Vision Plan Benefits Claims  56

vocational or religious counseling  10

Voluntary Self-Pay  44

W
Warning About Forgoing Employee 

Health Coverage  43

Well-Woman Care  19

Wigs  4

Women’s Health and Cancer Rights Act 
of 1998  50

Y
You Become Permanently and Totally 

Disabled  72

You Become Temporarily Disabled for 
Non-Work Related Reasons  72

You Become Temporarily Disabled On 
The Job  72

YOU LEAVE COVERED 
EMPLOYMENT  72

You Leave Covered Employment For 
Other Employment  73

You Leave Covered Employment With 
No Benefits Available From Other 
Sources  73

Your Dependent Child Becomes 
Disabled  72

YOU REACH THE END OF 
YOUR LIFE OR You Become 
Terminally Ill  73

You Retire  72

Your Rights Under ERISA  66

Your Rights Under the Health Insurance 
Portability and Accountability Act of 
1996  51
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