
 

 
1 

 
3991110, 2, 063840.0002 

BRICKLAYERS LOCAL 8 WELFARE FUND 
 

 

HEALTH REIMBURSEMENT ARRANGEMENT  

FOR  

DENTAL AND VISION BENEFITS 
 

 

OVERVIEW 
 

PURPOSE OF PLAN 

 

This Plan, commonly known as an HRA or Health Reimbursement Arrangement provides a 

yearly benefit amount for reimbursement of eligible dental and vision expenses incurred by 

eligible employees, their spouses and dependents.  Neither the value of the coverage, nor the 

amounts paid from eligible employees' HRA accounts is subject to income taxation.   

Reimbursements are paid for by the Bricklayers Local 8 Welfare Fund. Your HRA account is 

not insured by the Pension Benefit Guaranty Corporation (PBGC), an agency of the federal 

government; the PBGC generally requires or provides insurance for certain pension plans only. 

 

PLAN CHANGES 

 

The Plan Sponsor has the exclusive right, at any time or times, to amend the Plan, retroactively 

or otherwise, to any extent and in any manner that it may deem advisable.  

 

QUESTIONS REGARDING BENEFITS 

 

Questions concerning your HRA benefits should be directed to the Fund Administrator; no 

one else is authorized to answer your questions, and you should not rely on any information 

that is furnished by anyone else. 

 

PLAN TERMINATION 

 

While the Trustees of the Bricklayers Local 8 Welfare Fund intend to continue the Plan 

indefinitely, it reserves the right in its sole discretion to terminate the Plan at any time and for 

any reason.  The Trustees make no promise to continue Plan benefits in the future and rights to 

future benefits do not vest. In particular, neither termination of employment nor retirement 

can result in the right to continued benefits under the Plan except as expressly provided. 
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DETAILS OF DENTAL AND VISION HRA 

 

Name of Plan: Bricklayers Local 8 Dental and Vision HRA 

Claims Administrator: 

Lifetime Benefits Solutions 

Claims Department 

Lifetime Benefit Solutions 

PO Box 21951 

Eagan, MN 55121 

Web Site:  www.lifetimebenefitsolutions.com 

Main Telephone #: (585) 273-7100 

Plan Sponsor and Plan 

Administrator Name and Address: 

 

 

Board of Trustees, 

BAC Local 8 Welfare Fund 

701 West State St. 

Ithaca, NY 14850 

P: 607.272.3853 

 

*All administrative and legal notices should be directed 

to Ashley Tilebein, Fund Administrator at the above 

address. 

 

Type of Plan: Self-insured plan providing dental and vision benefits  

 

Administration of Plan: As the plan administrator the Trustees contract with a 

claims administrator to provide administrative 

services, including claims processing, payment of 

benefits, and contracting with providers for direct 

payments, where applicable.  

  

Funding of Plan: Benefits are paid from the general assets of the Fund  

 

Plan Year: January 1st - December 31st  
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PARTICIPATION 
 

ELIGIBLE/INELIGIBLE CLASSIFICATIONS 

 

You will be an Eligible Employee and able to join the HRA Plan if you are an eligible participant in the 

Fund’s health plan. 

 

If you are a Participant in the HRA Plan, you may also be reimbursed for eligible Dental and Vision 

Care Expenses incurred by your Spouse and Dependents. 

 

WHEN COVERAGE TERMINATES 

 

If you cease to be an Eligible Employee (for example you die, retire, terminate employment, or 

lose eligibility under the Plan), your participation in the Plan will end, unless you elect COBRA 

coverage as described below.  

 

Upon termination, your HRA account will be forfeited (except you elect COBRA as provided 

below). To obtain reimbursement for claims incurred before coverage ends, you (or your 

estate) must file a claim within 120 days following the date coverage terminates. 

 

However, if you are rehired within 30 days after your termination, your HRA Account balance 

will be reinstated. 

 

COBRA CONTINUATION 

 

To the extent required by COBRA, you and your spouse and dependents, may continue 

coverage if coverage terminates because of a COBRA qualifying event. A qualified individual 

will be given the opportunity to continue (on a self-pay basis) the same coverage the qualified 

individual had the day before the qualifying event for the periods prescribed by COBRA 

(subject to all conditions and limitations under COBRA). The Plan Administrator will notify 

each person who is eligible for COBRA continuation coverage. 

 

HRA BENEFITS 
 

YOUR HRA ACCOUNT 

 

The Plan Administrator will maintain an HRA account on your behalf.  Amounts credited to 

your account for a Plan Year (including the dates as of which these amounts will be credited) 

are determined by the Fund and communicated to all participants as part of the Plan's 

enrollment communications. The benefits currently available are set forth in Appendix A to 

this SPD. Eligible expenses incurred during the Plan Year for which a timely reimbursement 

request is submitted will be reimbursed up to the balance of your HRA account as of the date 

the expense is submitted for reimbursement. 
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Any monies left in your HRA account at the end of the Plan Year will be forfeited. 

Obviously, qualifying expenses that you incur late in the Plan Year for which you seek 

reimbursement after the end of such Plan Year will be paid first before any amount is 

forfeited. You must submit claims no later than 120 days after the end of the Plan Year.  

 

CHILD PREVENTATIVE SERVICES 

 

If your HRA account is exhausted during the Plan Year, the Plan will still reimburse preventative 

dental services for your children if the expense is incurred before the child reaches age 19. (See  

Reimbursement Procedure, below.) Preventative services include exams, cleanings, x-rays, and 

sealants. For this purpose, your children include a natural child, stepchild, foster child, adopted 

child, or a child placed with you for adoption. 

 

HOW BENEFITS ARE PAID 

 

The HRA account maintained on your behalf is an unfunded account used by the Plan 

Administrator to keep track of the amounts available for reimbursement of eligible expenses.  

Your account is credited with the Fund’s contributions and debited whenever a claim is paid 

(or reimbursed).  Please note that your HRA account is not "funded" (i.e., the Plan 

Administrator will not establish a separate bank or investment account to hold your 

contributions).  

 

ELIGIBLE EXPENSES 

 

DENTAL & VISION HRA 

 

Eligible expenses are expenses incurred by you, or your spouse or dependents for dental and 

vision care.  A list of some of the health care expenses that may (and may not) be reimbursed 

from your HRA is available from the Fund Administrator and is also included in the packet 

containing your initial HRA debit card. 

 

 REIMBURSEMENT REQUIREMENTS 

 

In order to be reimbursable, an eligible health care expense must meet all of the following 

requirements: 
 

- The expense must be for medical care as defined in Section 213(d) of the Internal Revenue 

Code  and is not eligible for reimbursement under any other plan.  
 

- The eligible expense must be incurred by yourself, your Spouse or one of your 

Dependents (see definition of Spouse and Dependent, below).  Expenses incurred by 

anyone else are not subject to reimbursement. 
 

- The expense is not paid or reimbursed from any source other than through this Plan. 
 

- The expense must be incurred during the Plan Year while your coverage is in effect. 
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- You must apply for reimbursement no later than 120 days following the last day of the Plan 

Year. 

 

Note the following: 

 

- A claim is incurred when the services provided are rendered and not when you are billed or 

pay for the services. 

 

- If you prepay for health care services that will not be rendered until the following year, you 

cannot claim expenses for those services until that following year.  If an eligible health care 

service will be rendered over a period of time beyond the end of the current year, the cost of 

the services will be pro-rated by month and reimbursement paid only for that portion of the 

expense attributable to the service rendered in the current year, regardless of when you pay 

the provider.  This limitation applies most often in the case of orthodontia services, but it 

may apply in other circumstances where treatment programs extend beyond one year. 

 

WHO IS YOUR "SPOUSE" 

 

Your Spouse is the person to whom you are legally married under applicable state law. 

Expenses incurred by your domestic partner are not eligible for reimbursement unless 

your domestic partner qualifies as qualifying relative (see definition of Dependent). 

 

WHO IS A "DEPENDENT" 

 

A person is a "Dependent" if he or she is a qualifying child, or qualifying relative. 

 

A child is a qualifying child if he or she meets all of the following requirements: 

 

- The  individual  is  your  child,  grandchild,  brother,   sister,  step-brother, or  step-sister   

(or  a descendant  of your brother, sister, step-brother, or step-sister). 

 

- The individual is a U.S. citizen, national, or resident of the U.S., Mexico or Canada. 

 

- The individual lives with you in your principal residence and has lived with you for 

more than one-half of the year. 

 

- As of December 31st of the year in which the eligible expense is incurred, the individual is 

under 26 years of age or if the child is permanently and totally disabled regardless of age. 

 

A person is a qualifying relative if he or she meets all of the following requirements: 

 

- The person  is your child or grandchild,  your brother,  sister,  step-brother or step-

sister, your father  or mother,  or grandparent or great-grandparent, your step-father or 

step-mother, a son or daughter  of your brother  or sister, a brother  or sister of your 

father or mother, a son-in-law, daughter-in-law, father-in-law, mother-in-law, brother-
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in-law, or sister-in-law or any other individual (except for your spouse) who lives with 

you and is a member of your household. 
 

- The individual is a U.S. citizen, national, or resident of the U.S., Mexico or Canada. 

 

- You provide over one-half of the individual's support for the calendar year. 

 

- The person is not your qualifying child or the qualifying child of any other person for that 

year. 

 

There are special rules for divorced parents. Please contact the Plan Administrator if you have 

questions concerning these rules. 

 

For the purposes of these rules, the term child includes your step-son (or step-daughter), an 

eligible foster child and an adopted child (including a child placed with you for legal 

adoption). 

 

 

REIMBURSEMENT PROCEDURE 
 

PAPER CLAIMS 

 

You may apply for reimbursement by submitting an application in writing to the Claims 

Administrator in such form as the Claims Administrator may prescribe setting forth: 

 

- the person or persons on whose behalf eligible expenses have been incurred; 

 

- the nature and date of the expense incurred; 

 

- the amount of the requested reimbursement; and 

 

- A statement that the expense incurred has not otherwise been reimbursed and is not 

reimbursable through any other source. 

 

No claim for reimbursement may be made unless and until the aggregate claims for 

reimbursement total at least $30, although there is an exception made for the final reimbursement 

claim for a Plan Year.  

 

The application  must be accompanied by bills, invoices, or other statements from an 

independent third party showing that expenses has been incurred and showing the amount of 

the expense, together with any additional documentation that the Claims Administrator may 

request. 

 

Within 30 days after receipt by the Claims Administrator of a reimbursement claim, the 

Fund will reimburse you for the expense (if the Claims Administrator approves the claim), 

or the Claims Administrator will notify you that your claim has been denied. This time period 
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may be extended for an additional 15 days for matters beyond the control of the Claims 

Administrator, including in cases where a reimbursement claim is incomplete. The Claims 

Administrator will provide written notice of any extension, including the reasons for the 

extension, and will allow you 45 days in which to complete an incomplete reimbursement 

claim. 

 

ELECTRONIC PAYMENT 

 

If available, eligible expenses may be reimbursed through debit or credit cards and other 

electronic media, under procedures implemented by the Plan Administrator. 

 

CLAIMS DENIED 

 

For reimbursement claims that are denied, see the appeals procedure set forth in the section 

titled "Disputed Claims Procedure". 

 

 

LEAVES OF ABSENCE 
 

FMLA LEAVES OF ABSENCE 

 

If you take a leave of absence while your HRA coverage is in effect, your coverage will 

continue on the same terms and conditions as if you were still an active employee to the extent 

required by FMLA.  For example, if this HRA is linked to your participation in you’re the 

Fund’s medical insurance plan, your right to continue participation in this Plan will be subject 

to your continued participation in the medical insurance plan during your FMLA leave. 

 

UNIFORMED SERVICE UNDER USERRA 

 

Continued participation in the Plan is permitted under certain conditions when you are serving 

in the United States military after having been a participant in this Plan. Additional 

information is available from the Plan Administrator. 

 

TERMINATION OF COVERAGE 

 

If you do not return from a leave of absence, your coverage will be terminated. You may, 

however, be eligible to continue coverage through COBRA.
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DISPUTED CLAIMS PROCEDURES 
 

Any person who believes he or she is being denied any rights or benefits under the Plan, is 

required to file a claim in writing with the Claims Administrator. 

 

NOTICE OF DENIED CLAIM 

 

If your claim is denied in whole or in part, you will be notified in writing by the Claims 

Administrator within 30 days of the date the Claims Administrator received your claim. This 

time period may be extended for an additional 15 days for matters beyond the control of the 

Claims Administrator, including in cases where a claim is incomplete. The Claims 

Administrator will provide written notice of any extension, including the reasons for the 

extension and the date by which a decision by the Claims Administrator is expected to be 

made. Where a claim is incomplete, the extension notice will also specifically describe the 

required information, will allow you 45 days from receipt of the notice in which to provide the 

specified information, and will suspend the time for a decision on your claim until the 

specified information is provided. 

 

Notification of a denied claim will set out: 

 

- the specific reason or reasons for the denial; 

 

- the specific plan provision on which the denial is based; 

 

- a description of any additional material or information necessary  for you to validate 

the claim and an explanation of why such material or information is necessary; 

 

- appropriate information o n  the steps to be taken if you wish to appeal the 

Administrator’s decision, including your right to submit written comments and have them 

considered, your right to review (upon request and at no charge) relevant documents and 

other information, and your right to file suit under ERISA (where applicable) with respect 

to any adverse determination after appeal of your claim. 

 

APPEAL OF DENIED CLAIM 

 

If your claim is denied in whole or part, you (or your authorized representative) may request 

review upon written application to the Claims Administrator. Your appeal must be made in 

writing within 180 days of your receipt of the notice that the claim was denied. If you do not 

appeal on time, you will lose the right to appeal the denial and the right to file suit in court. 

Your written appeal should state the reasons that you feel your claim should not have been 

denied. It should include any additional facts and/or documents that you feel support your 

claim. You will have the opportunity to ask additional questions and make written comments, 

and you may review (upon request and at no charge) documents and other information 

relevant to your appeal. 

 

Your appeal should be sent to: Lifetime Benefit Solutions Reimbursement Account 

Appeals, PO Box 211001, Eagan, MN 55121. 
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Your appeal will be reviewed and decided by the Claims Administrator or other entity 

designated in the plan in a reasonable time not later than 60 days after the Claims 

Administrator receives your request for review. The Claims Administrator may, in its discretion, 

hold a hearing on the denied claim. Any medical expert consulted in connection with your 

appeal will be different from and not subordinate to any expert consulted in connection with 

the initial claim denial. The identity of a medical expert consulted in connection with your 

appeal will be provided.   

 

 

If the decision on review affirms the initial denial of your claim, you will be furnished with a 

notice of adverse benefit determination on review setting forth: 

 

- The specific reason(s) for the decision on review; 

 

- The specific plan provision(s) on which the decision is based. 

 

- A statement of your right to review (upon request and at no charge) relevant documents and 

other information; 

 

- If an internal “rule, guideline, protocol or other similar criterion” is relied on in making the 

decision on review, a description of the specific rule, guideline, protocol or other similar 

criterion or a statement that such a rule, guideline, protocol or other similar criterion was 

relied on and that a copy of such rule, guideline, protocol or other criterion will be provided 

free of charge to you upon request. 

 

Upon receipt of a final adverse benefit determination, you will have four months following receipt 

to request an external review of the claim. This external review will be conducted by an 

independent review organization in accordance with federal guidance. 

 

 

HIPPAA PRIVACY RIGHTS 
 

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

  

Except for certain permitted uses and disclosures, the Privacy Rules issued by the federal 

government prohibits the HRA Plan from using or disclosing certain health information about 

you that is created or received by the HRA Plan without your written authorization. For 

additional information about your privacy rights, please either refer to the HRA Plan’s Privacy 

Notice or contact the HRA Plan’s Privacy Official.  

If you wish to authorize the HRA Plan to use or disclose your PHI in a manner that is not 

otherwise permitted, you must submit a signed and completed authorization form to the HRA 

Plan. You may request a copy of the authorization form from Human Resources.  

 

PERMITTED USES AND DISCLOSURES 
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The HRA Plan is permitted under the Privacy Rule to use or disclose your PHI without your 

authorization only for purposes related to:  

- Health care treatment;  

- Payment for health care;  

- Health care operations; and  

- Other specifically permitted exceptions, such as disclosures to assist disaster relief, 

disclosures to lessen serious health or safety threats, or disclosures to business associates.  

 

DISCLOSURES TO THE PLAN SPONSOR 

  

After the Plan Sponsor has certified to the HRA Plan that it is in compliance with the Privacy 

Rule, the HRA Plan may disclose PHI to the Plan Sponsor without your authorization to the 

extent that the PHI is necessary for the Plan Sponsor to perform HRA Plan administration 

functions. The HRA Plan may not disclose any more PHI to the Plan Sponsor than is necessary 

for the Plan Sponsor to fulfill its administration functions, and the HRA Plan may not disclose 

PHI to the Plan Sponsor for purposes of any employment-related actions or in connection with 

any other employee benefit provided by the Plan Sponsor.  

 

 

To the extent that your PHI is disclosed to the Plan Sponsor, the Plan Sponsor will:  

- Not use or further disclose PHI, except as permitted or required by the Plan document, or 

as required by law;  

- Ensure that any agent, including any subcontractor, to whom the Plan Sponsor provides 

PHI or certain electronic media received from the Plan, agree to the restrictions, 

conditions, and security measures of that apply to the Plan Sponsor with respect to PHI;  

- Not use or disclosure PHI for employment-related actions or decisions unless authorized 

by you;  

- Not use or disclose PHI in connection with any other benefit or employee benefit plan 

provided by the Plan Sponsor unless authorized by you;  

- Report to the HRA Plan’s Privacy Officer any misuse or improper disclosure of PHI;  

- Make PHI available in accordance with the requirements of the Privacy Rule;  

- Make PHI available to you for amendment and incorporate any amendments to PHI in 

accordance with the requirements of the Privacy Rule;  

- Make available to you the information required to provide an accounting of disclosures in 

accordance with the requirements of the Privacy Rule;  

- Make internal practices, books and records relating to the Plan Sponsor’s use and 

disclosure of PHI available to the Secretary of Health and Human Services for the 

purposes of determining the HRA Plan’s compliance with HIPAA; and  

- If feasible, return or destroy all PHI received from the HRA Plan that the Plan Sponsor 

still maintains in any form, and retain no copies of the PHI, when the PHI is no longer 

needed for the purpose for which the disclosure was made  

 

The Plan Sponsor may only disclose your PHI or certain electronic PHI to the following Plan 

Sponsor employees and may only do so to the extent that the Plan Sponsor’s employees perform 

HRA Plan Administration functions:  

- The Privacy Official  

- Employees in the Plan Sponsor’s Human Resources Department  
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- Employees in the Plan Sponsor’s Office of General Counsel; and  

- Any other class of employees designated in writing by the Privacy Official.  

 

If an employee of the Plan Sponsor does not comply with the requirements of the Privacy Rule, 

then the Plan Sponsor may apply appropriate sanctions to the employee in order to ensure 

compliance with the Privacy Rule. If you become aware of any inappropriate use or improper 

disclosure of PHI, contact the Privacy Official immediately. 
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APPENDIX A 

BENEFITS FOR 2021 

 

 

 

Health Reimbursement Arrangement of $800 per individual, plus preventative services for 

children to age 19 


