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QUICK REFERENCE

Information Needed: Contact the Following:
Eligibility, Beneits, COBRA, Disability, or 
Life and Accidental Death and Dismemberment (AD&D) 
Claims

Fund Ofice (510) 633-0333 or 
Toll Free  (888) 547-2054

Claims:      
Indemnity Medical Plan      
Orthodontic Beneit  (Indemnity & Kaiser)      
Indemnity Hearing Aid Beneit

Claims Ofice - Direct  (925) 676-3828
Toll Free - In California  (800) 323-6661      
Toll Free - Outside California (800) 232-2527 
www.carpenterfunds.com

Contract Provider Program – In California 
(Indemnity Medical Plan)

Claims Ofice (925) 676-3828 or
Toll Free        (800) 323-6661 
www.anthem.com/ca

Contract Provider Program – Outside California 
(Indemnity Medical Plan)

BlueCard (800) 810-2583 
www.bluecares.com

Review Organization for Required Pre-Authorizations – In 
or Outside California 
(Indemnity Medical Plan)

Anthem Blue Cross (800) 274-7767 

Prescription Drug Beneits 
(Indemnity Medical Plan) 

Medco    (800) 939-7093  
www.medco.com  
Fund Ofice  (888) 547-2054 

Vision Service Plan 
(Indemnity Medical Plan)

(800) 877-7195
www.vsp.com

Kaiser Permanente (800) 464-4000
http://my.kp.org/ca/carpenterfunds/index.html

Delta Dental (Delta Preferred Option) (800) 765-6003                 
www.deltadentalca.org

PaciiCare Behavioral Health Member Assistance Program (877) 225-2267  
 www.liveandworkwell.com

 

Effective July 1, 2008



2 Plan B & Flat Rate Beneits

BENEFITs KaIsER INdEmNITy

Plan Selections A Health Maintenance Organization 
(HMO) that provides prepaid medical, 
drug, vision and hearing aid beneits to 
Participants enrolled in this Plan with a 
guaranteed payment of these beneits.  
Participants must live within the Service 
Areas.

The Indemnity Plan is a comprehensive 
beneit plan with an annual deductible 
and a limit on your annual out of pocket 
for covered expenses.  After the out of 
pocket limit is reached each year, the 
Plan will pay 100% of covered expenses 
for the remainder of the calendar year.

Phantom COB (Coordination of Ben-
eits)

Phantom COB  does not apply Phantom COB: If the participant’s spouse 
is employed and the employer offers in-
surance, the spouse must elect coverage.  
If he or she declines coverage, the Indem-
nity Plan will pay up to 20% of covered 
medical bills. The Fund will estimate the 
beneits of the other group plan at 80% of 
expenses incurred and will coordinate its 
beneits with the estimated beneits.

Annual Deductible None Calendar Year - Per person
PPO: $100        Non-PPO: $200  
Maximum deductible - Per family                      
PPO: $200        Non-PPO:  $400

Annual Out of Pocket Limits Limit on co-payments
Per person - $1,500                        
Per family -   $3,000

Out of Pocket Limits per Person
PPO:    $10,000 
Non-PPO:  $20,000 

Co-Payments Shown for each service Once annual deductible is satisied and 
until the out of pocket limit is met, the 
Plan pays:  PPO at 80% of contract rates 
and Non-PPO at 60% of C & R (Custom-
ary and Reasonable) for all beneits un-
less otherwise indicated.

Plan Lifetime Maximum None $2,000,000 

Choice of Physicians Members choose a Physician on staff at 
a Kaiser Permanente facility located in 
their service area.  Routine, preventive, 
and specialist care are provided at Kaiser 
Permanente facilities or by Kaiser con-
tract providers.

Members may use the provid-
ers of their choice; however                                                                                             
to receive maximum beneits, members 
must use PPO/contract providers. 

Hospital Services No Charge Inpatient: Subject to deductibles and 
out of pocket limits.  Hospital and 
physician beneits reduced by 25% 
if utilization review is not obtained.                                                                                           
Outpatient: Subject to deductibles and 
out of pocket limits.                                                         
PPO: 80%  Non-PPO: 60%

Please note:  This summary is a brief description of Carpenters Health and Welfare Plan beneits.  In all cases, the 
Plan Rules and Regulations, including any amendments, will be the basis for the payment of any beneits.
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Hospital Emergency Room $50 per visit, waived if admitted to hos-
pital.

Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

Physician Ofice Visits $20 per visit Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

Surgical Services No Charge Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

X-rays & Lab No Charge Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

Maternity Co-payments for physician visits, hospi-
tal and surgery apply.

Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

Sterilization Beneits Co-payment required Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

Ambulance No Charge Subject to deductibles and annual out of 
pocket limits.
PPO: paid at 80%
Non-PPO: paid at 80% C&R

PREvENTIvE CaRE

Adult Physical Exam
(Dependent Children NOT covered for 
physical exam)

$20 per visit The following beneits are subject to 
plan deductibles and are paid at 80% 
PPO or 60% Non-PPO: Adult physi-
cal limited to $250 each year.  Out of 
pocket limits do not apply to charg-
es in excess of the beneit limits.                                                                                            
Colonoscopy, Sigmoidoscopy, Mammo-
grams and PSA test covered at contract 
rates for PPO or C&R for Non-PPO, paid 
at 80% PPO, 60% Non-PPO. PSA cov-
ered for participants age 50 and over.    

Well Baby Care $5 per visit up to age two,  $20 per visit 
age two and over

Covered up to age two only, subject to 
deductible and out of pocket limits, paid 
at 80% PPO or 60% Non-PPO. 
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BENEFITs KaIsER INdEmNITy

Female Routine Exam $20 per visit See “Adult Physical Exam” above.  Exam 
limited to $250 in combination with adult 
physical exam each year.  Subject to de-
ductibles and out of pocket limits.  Ad-
ditional allowance for a pap smear.

Immunization 
(Dependent Children Only)

No Charge Subject to deductibles and annual out of 
pocket limits.
PPO: paid at 80%                       
Non-PPO: paid at 60%

Allergy Testing and Treatment $20 per visit, $3.00 per injection Subject to deductibles and annual out of 
pocket limits.                                                                          
PPO: paid at 80%                       
Non-PPO: paid at 60%

mENTal HEalTH BENEFITs

Inpatient, Partial and Day Treatment No charge, up to 45 days per calendar 
year.  Requires prior authorization.  Days 
are determined based on the following 
ratios: 
Inpatient treatment - 1 day; 
Residential treatment - 
70% of 1 day; 
Day treatment - 60% of 1 day  

Beneit provided by PaciiCare.  
In-Network - 90%,  no deductible.
Out-of-Network - 40% of C&R, no de-
ductible.  20 days maximum per calendar 
year (combined maximum for in-network 
and out-of-network).  
All services must be pre-authorized or no 
beneits will be payable.

Outpatient $20 per visit for individual, $10 per visit 
for group.  Limited to 20 visits per year.  
Requires prior authorization.  Days are 
determined based on the following ratios: 
Inpatient treatment - 1 day; Residential 
treatment - 70% of 1 day; Day treatment 
- 60% of 1 day

Beneit provided by PaciiCare.  
In-Network - $20 copay per visit    
Out-of-Network - 50% of C&R, no de-
ductible.  
20 visits maximum per calendar year 
(combined in-network and out-of-net-
work maximum)

Serious Mental Illness For Serious Mental Illness, there is no 
limit on the number of inpatient days or 
outpatient visits per year.  Serious Mental 
Illness diagnoses include:  Schizophre-
nia, Schizoaffective Disorder, Bipolar 
Disorder, Major Depressive Disorder, 
Panic Disorder, Obsessive-Compulsive 
Disorder, Pervasive Developmental Dis-
orders (Autism), Anorexia, Bulimia Ner-
vosa, Severe Emotional Disturbances of 
Children (SED) 

In-Network Inpatient - 90%, no deduct-
ible, unlimited days.             
In-Network Outpatient - $20 copay per vis-
it, unlimited visits. All treatment must be 
pre-authorized or no beneits are payable.                                                                                            
Out-of-Network - Not a covered ben-

eit
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alCoHol & CHEmICal dEPENdENCy TREaTmENT

PRovIdEd By PaCIFICaRE BEHavIoRal HEalTH

All levels of Chemical Dependency Care 
(including detoxiication)

In-Network Only - $0 copay, covered at 
100%.  Requires prior authorization.

In-Network - 100%, no deductible                                                                      
Out-of-Network -  50%, no deductible. 
All services must be pre-authorized or no 
beneits are payable. 

Annual Maximum $25,000 $25,000 

Lifetime Maximum $35,000 $35,000 

mEmBER assIsTaNCE PRogRam (maP) - 

PRovIdEd By PaCIFICaRE BEHavIoRal HEalTH

Counseling Sessions with a PBH network 
counselor

3 visits per incident at $0 copay (In-Net-
work) counseling and community re-
sources referrals  (Deductible does not 
apply)

3 visits per incident at $0 copay (In-Net-
work - Pre-authorization required), com-
munity resources referrals  (Deductible 
does not apply)

oTHER mEdICal sERvICEs

Home Health Care No Charge Subject to deductibles and annual out of 
pocket limits.                                                                                            
PPO: paid at 80%                       
Non-PPO: paid at 60%

Skilled Nursing Facilities No Charge;  Limited to 100 days per ben-
eit period.     

Subject to deductibles and annual out of 
pocket limits.
PPO: paid at 80%                       
Non-PPO: paid at 60%
Limited to 70 days per period of conine-
ment.  
Utilization review is recommended.

Short Term Therapy (Physical, Speech, 
Occupational)

$20 per visit Subject to deductibles and annual out of 
pocket limits.
PPO: paid at 80%                       
Non-PPO: paid at 60%

Chiropractic Self-referral; must use network provid-
ers.  $10 per visit, limited to 30 visits per 
year.

Beneit for Participant and Spouse only.   
Maximum payment of $25 per visit and 
20 visits per calendar year.  Subject to 
deductibles. Out of pocket limits do not 
apply to charges over plan maximums.  

Acupuncture Available with referral Maximum payment of $35 per visit and 
20 visits per calendar year.  Subject to 
deductibles. Out of pocket limits do not 
apply to charges over plan maximums.
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Podiatry $20 per visit Subject to deductibles and annual out of 
pocket limits. PPO: paid at 80%                    
Non-PPO: paid at 60%

Durable Medical Equipment No Charge Subject to deductibles and annual out of 
pocket limits. PPO: paid at 80%                    
Non-PPO: paid at 60%

vIsIoN BENEFITs

Vision Exam $20 per visit, must use Kaiser Optical Vision exam through Vision Service Sig-
nature Choice Plan every 12 months after 
$10 co-payment. 

Glasses and Contact Lenses Maximum allowance of $125 for glasses 
or contact lenses.  Beneit renews every 
24 months.

Covered through Vision Service Signa-
ture Choice Plan  after $25 co-payment 
for materials.  Provides one pair of lenses 
every 12 months and frames every 24 
months.  Necessary contact lenses paid 
in full.

PREsCRIPTIoN dRUgs

Retail Pharmacy $10 for generic drug                  
$30 for formulary brand drug
Prescriptions from Non-Kaiser providers 
(other than Dentists) are NOT covered.                                       
Maximum 100-day supply.

$10 for formulary generic drug            
Retail contract pharmacies only, unless 
there are none within 10 miles.
$10, PLUS cost difference between ge-
neric and brand for multi-source brand.        
$40 for single source formulary brand.     
$60 for non-formulary - Certain non-
formulary drugs are not covered without 
prior authorization.   30 day supply. 

Mail Order $10 for generic drug                 
$30 for formulary brand drug
Maximum 100-day supply.
Mail orders on reorder prescriptions only. 
Call your local Kaiser Pharmacy for fur-
ther details or see Kaiser’s website at  
http://my.kp.org/ca/carpenterfunds/in
dex.html   
Prescriptions from Non-Kaiser providers 
(other than Dentists) are NOT covered.    

$20 for formulary generic drug.      
$20 PLUS cost difference between ge-
neric and brand for multi-source brand.
$80 for single source formulary brand.       
$100 for non-formulary.  Certain non-
formulary drugs are not covered without 
prior authorization.  90-day supply.      

Hearing Exam & Hearing Aids $20 per visit;  $2,500 maximum for each 
hearing aid.  Hearing aids are provided 
every 36 months.

Maximum beneit limits:  100%, up to 
$800 maximum for each ear, including 
the exam only if the hearing aid(s) are 
obtained. Hearing aids provided every 3 
years. (Not subject to deductibles or out 
of pocket limits.)
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Coverage Areas See attached page for a zip code listing of 
covered areas.

PPO/Contract facilities available through-
out California and the U.S.  Call 1(800) 
323-6661 to verify contract providers in 
California, or 1 (800) 810-2583 for con-
tract providers outside California

Where to go for more information 1(800) 464-4000   
http://my.kp.org/ca/carpenterfunds/in
dex.html

Trust Fund Ofice 1(888)547-2054 or 
1(510) 633- 0333
http://www.carpenterfunds.com

  dENTal BENEFITs

FoR KaIsER & INdEmNITy PaRTICIPaNTs

In-Network:  Delta Dental Preferred Op-
tion (DPO)

Maximum - $2,500 per patient per calendar year 
Diagnostic & Preventive - 100% 
Contract Rate Basic Services - 80% Contract Rate
Crowns & Cast Restorations - 80% Contract Rate                                     
Prosthodontics - 80% Contract Rate  

Out of Network: Delta Premiere Maximum - $2,000 per patient per calendar year  
Diagnostic & Preventive - 100% Contract Rate  
Basic Services - 50% Contract Rate                    
Crowns & Cast Restorations - 50% Contract Rate                                     
Prosthodontics - 50% Contract Rate

Maximum The maximum beneit is $2,500 per year, reduced to $2,000 for services of Non-PPO 
dentists.  The above maximums are not separate maximums.

oRTHodoNTIC BENEFITs

Orthodontic Beneits for Dependent Chil-
dren

Beneits covered by Indemnity Medical Plan, not Delta Dental.  Plan pays 50% of cov-
ered charges to a maximum of $1,500 per dependent child to the age of 19.

dEFINITIoNs

Generic A drug identiied by its chemical name - an equivalent version of a brand name drug 
whose exclusive patent has expired.  

Multi-Source Brand A brand name drug that has a generic equivalent. 

Single Source Formulary Brand A brand name drug that has no generic equivalent and is placed on a list of preferred 
formulary drugs by the pharmacy beneit manager.  

Non-Formulary Drug A drug that is NOT on a list of preferred formulary drugs.  

C&R Customary and reasonable  

Phantom COB (Coordination of Beneits) If the participant’s spouse is employed and the employer offers insurance, the spouse 
must elect coverage.   
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KaIsER CovERagE 

aREa ZIP CodEs


