CMTA-IAM JOINT RETIREE HEALTH & WELFARE PLAN

4160 DUBLIN BOULEVARD SUITE 400 e DUBLIN, CA 94568-7756
TELEPHONE (866) 889-7313  FAX (925) 588-7121
WWW.AITRUSTFUNDS.ORG

RETIREE ENROLLMENT FORM

LAST NAME FIRST NAME M. SOCIAL SECURITY NUMBER
MAILING ADDRESS (STREET OR P. O. BOX) SEX (M/F) DATE OF BIRTH
CITY STATE ZIP TELEPHONE NUMBER
( )
MARITAL STATUS DATE OF ARE YOU ELIGIBLE FOR MEDICARE? | | AM ELECTING COVERAGE FOR:
MARRIAGE/DIVORCE O YES, ATTACH COPY OF CARD 0 SINGLE PARTY [SELF]
OSINGLE O DIVORCED O NO 0 2-PARTY [SELF + 1]
O MARRIED 0O WIDOWED O FAMILY [SELF + 2 OR MORE]

SEE THE FOLLOWING INSERTS FOR MEDICAL & PRESCRIPTION DRUG OR PRESCRIPTION DRUG ONLY COVERAGE OPTIONS AND RATES.

MEDICAL SELECTION

NON-MEDICARE MEDICARE
CALIFORNIA CALIFORNIA
0 KAISER PERMANENTE O KAISER PERMANENTE (HMO)
" HMO 1$10 COPAY PLAN
I DHMO 1$10 COPAY PLAN PLUS DENTAL & HEARING AID
0 UNITED HEALTHCARE 1$20 COPAY PLAN
" HMO 11$20 COPAY PLAN PLUS DENTAL & HEARING AID
O HEALTH NET HAWAII
OREGON I HMO KAISER PERMANENTE (HMO)
0 KAISER PERMANENTE (HMO) OREGON
O UNITED HEALTHCARE KAISER PERMANENTE (HMO)
" HMO WASHINGTON
1 PPO KAISER PERMANENTE (HMO)
PERSONAL & DEPENDENT INFORMATION
FULL NAME RELATION** | SEX DATE OF BIRTH SOCIAL SECURITY # HMO PHYSICIAN/PMG#
PARTICIPANT
SPOUSE
DEPENDENT
DEPENDENT

**RELATION — SPOUSE, SON, DAUGHTER, STEPSON, STEPDAUGHTER, OTHER

HEALTH MAINTENANCE ORGANIZATION (HMO) SERVICE AGREEMENT OR PREFERRED PROVIDER PLAN REGULATIONS, WHICHEVER
APPLIES. | UNDERSTAND THAT THE SERVICE AGREEMENT PROVIDES THAT ALL CLAIMS, INCLUDING MEDICAL MALPRACTICE CLAIMS,
WHICH ARISE BECAUSE | OR SOMEONE WITH A RELATIONSHIP TO ME, BELIEVED THAT SOME CONDUCT IN, OR ARISING FROM MY
RELATIONSHIP WITH THE HMO, HMO HOSPITALS, OR THE HMO MEDICAL GROUP, AS A MEMBER OR AS A PATIENT, HAS CAUSED ANY
HARM, MUST BE SUBMITTED TO BINDING ARBITRATION INSTEAD OF COURT TRIAL.

KAISER PERMANENTE HEALTH PLAN ARBITRATION AGREEMENT: | UNDERSTAND THAT (EXCEPT FOR SMALL CLAIMS COURT CASES, CLAIMS SUBJECT
TO A MEDICARE APPEALS PROCEDURE, AND IF MY GROUP MUST COMPLY WITH ERISA, CERTAIN BENEFIT-RELATED DISPUTES) ANY DISPUTE BETWEEN
MYSELF, MY HEIRS, OR OTHER ASSOCIATED PARTIES ON THE ONE HAND AND HEALTH PLAN, ITS HEALTH CARE PROVIDERS, OR OTHER ASSOCIATED
PARTIES ON THE OTHER HAND, FOR ALLEGED VIOLATION OF ANY DUTY ARISING OUT OF OR RELATED TO MEMBERSHIP IN HEALTH PLAN, INCLUDING
ANY CLAIM FOR MEDICAL OR HOSPITAL MALPRACTICE, FOR PREMISES LIABILITY, OR RELATING TO THE COVERAGE FOR, OR DELIVERY OF, SERVICES
OR ITEMS, IRRESPECTIVE OF LEGAL THEORY, MUST BE DECIDED BY BINDING ARBITRATION UNDER CALIFORNIA LAW AND NOT BY LAWSUIT OR RESORT
TO COURT PROCESS, EXCEPT AS APPLICABLE LAW PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. | AGREE TO GIVE UP MY RIGHT

TO A JURY TRIAL AND ACCEPT THE USE OF BINDING ARBITRATION. | UNDERSTAND THAT THE FULL ARBITRATION PROVISION IS CONTAINED IN THE
EVIDENCE OF COVERAGE.

SIGNATURE DATE
THIS FORM MUST BE SIGNED TO PROCESS YOUR ENROLLMENT SELECTION

TRUST FUND USE ONLY

PURCHASER ID ENROLLMENT UNIT EFFECTIVE DATE



http://www.aitrustfunds.org/

e ANY CHANGE IN PLAN WILL TAKE EFFECT ON THE FIRST OF THE MONTH FOLLOWING RECEIPT OF
YOUR APPLICATION OR UPON MEETING THE ELIGIBILITY REQUIREMENTS FOR THAT PLAN.

e MEDICARE SUPPLEMENTAL FORMS ARE REQUIRED FOR ALL MEMBERS ENROLLING IN MEDICARE
PLANS. PLEASE CONTACT THE TRUST FUND ADMINISTRATION OFFICE AT THE NUMBER LISTED
ABOVE SHOULD YOU REQUIRE COPIES OF THESE FORMS. YOU MUST REMAIN ENROLLED IN
MEDICARE PARTS A AND B IN ORDER TO REMAIN ELIGIBLE FOR MEDICARE SUPPLEMENT PLANS.

e ITIS YOUR RESPONSIBILITY TO NOTIFY THE FUND SHOULD THE ENROLLMENT OR MEDICARE
STATUS OF ANY MEMBER OF YOUR PLAN CHANGE.

SIGN UP TODAY TO HAVE YOUR RETIREE SELF-PAYMENTS MADE BY AUTOMATIC PAYMENT!

THE BOARD OF TRUSTEES OF THE CMTA-IAM JOINT RETIREE HEALTH & WELFARE PLAN IS PLEASED TO
ANNOUNCE THAT YOU CAN NOW SIGN UP TO HAVE YOUR MONTHLY RETIREE SELF-PAYMENTS MADE
BY AUTOMATIC PAYMENT FROM YOUR CHECKING OR SAVINGS ACCOUNT.

THE BENEFITS OF AUTOMATIC PAYMENTS AND “HOW TO SIGN UP” ARE SHOWN BELOW AND CONTACT
THE TRUST FUND OFFICE FOR THE AUTHORIZATION FOR.

THE AUTOMATIC PAYMENT BENEFITS ARE:

e RELIABLE, SECURE, ACCURATE AND CONFIDENTIAL.

e QUICK AND EASY TO SET UP WITH NO ADDITIONAL COST TO YOU.

e YOU NEVER NEED TO WORRY ABOUT YOUR RETIREE HEALTH CARE COVERAGE LAPSING DUE
TO LATE OR NON-PAYMENT.

e NO MORE MONTHLY COUPONS AND NO POSTAGE COSTS.

GETTING STARTED:

e COMPLETE THE AUTHORIZATION FORM ON THE REVERSE SIDE.
RETURN COMPLETED AUTHORIZATION FORM TO THE CMTA-IAM JOINT RETIREE H&W TRUST
FUND OFFICE

e |FYOU SELECT A CHECKING ACCOUNT FOR YOUR AUTOMATIC PAYMENT, ENCLOSE A VOIDED
CHECK ALONG WITH THE SIGNED AUTHORIZATION FORM.

WHEN WILL IT BECOME EFFECTIVE?

e THERE ISUP TO A 60-DAY PROCESSING TIME TO IMPLEMENT AUTOMATIC PAYMENTS. THE
TRUST FUND OFFICE WILL ACKNOWLEDGE RECEIPT OF YOUR AUTHORIZATION FORM, CONFIRM
THE DEBIT AMOUNT AND THE FIRST AUTOMATIC PAYMENT TRANSACTION DATE FOR YOUR
RECORDS.

CAN | ELECT THIS AUTOMATIC PAYMENT AT A LATER DATE?

e YES! IF YOU DO NOT ELECT THE AUTOMATIC PAYMENT OPTION AT THIS TIME, YOU CAN
SUBMIT THE FORM AT A LATER DATE. IF YOU NEED A NEW FORM, PLEASE CONTACT THE
TRUST FUND OFFICE AND A NEW ONE WILL BE SENT TO YOU.

QUESTIONS?

THE BILLING AND ELIGIBILITY PARTICIPANT ASSISTANCE UNIT AT THE TRUST FUND OFFICE IS
AVAILABLE TO ASSIST YOU. THE LOCAL AND TOLL-FREE TELEPHONE NUMBERS ARE SHOWN ABOVE.

Rev. 1/2021
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