Response to Request for Information

The Jamaica Central Labour Organisation (JCLQ) is the instrumentality of a
number of sovereign nation states, all of which are located in the West Indies. Each of
those member states belong o the Regional Labour Board, whose function is to
formulate labor policy and seek to protect citizens of the West Indies while they are
employed in the United States under the H-2A or H-2B Visa program. The Jamaica
Central Labour Organisation is a not-for-profit organization that provides a number of
social welfare services to West Indian workers. With respect to the H-2A category of
workers, all of the workers come from Jamaica. You have specifically made inquiry with
respect to deductions taken to pay for a non-work related health insurance plan which is
know as the Caribbean Workers Voluntary Employee Benefit Association (CWVEBA); a
savings/wage deduction which was to be held in a fax escrow account to pay U.S.
federal or state income taxes that may become due for tax year 2010; and the 1% of
gross wages deducted and paid by Jamaican H-2A workers for social security benefits
known in Jamaica as the National Insurance Scheme.

. Health Insurance Deduction

CWVEBA was established to provide medical insurance for non-work related
injury or iliness for temporary foreign workers while they are employed in the United
States. The election to participate is made by the worker prior to the time they travel
from Jamaica to their place of employment. The election to participate is made in
writing. Health care coverage is provided from the point in time the worker arrives in the

United States, to the point in time the worker leaves the United States.” Coverage is

' There is a provision for extension of coverage for treatment in Jamaica.



provided for all non-work related injury and/or iliness. The Plan does not provide
coverage for preventive medical services. Each worker receives the attached booklet
that describes the Plan and Program. The Program provides for a deductible in the
amount of $100.00 U.S.

Prior to the creation of CWVEBA, which occurred in 1993, various employers
offered non-work related health care coverage to its employees. The need for non-work
related health care came in response to the concerns of a number of local communities
that would provide medical and surgical services, and would receive no compensation
from the effected worker. Neither the JCLO, nor any employer, derives any benefit from
this health insurance plan, nor is the plan owned in whole or in part by the petitioner or
the JCLO. The JCLO is the Plan Administrator and since August 1, 2010, the Plan
Administrator has waived the collection of any claims for administration expense
allowed under the Plan’s rules and regulations. Workers currently have deducted from
their wages $20.00 per week as a premium. The plan is an ERISA Voluntary Employee
Benefit Association.

Attached hereto is the Summary Plan Description and other information that is
given to each worker who participates in the CWVEBA.

1. Deductions to be held in a tax escrow account.

Approximately 18 months ago, a number of Jamaican H-2A workers received
notices from the Internal Revenue Service that they were required to file a form 1040NR
and pay any federal income tax which may be due as a resuit of their employment in the
United States. This request was a substantial departure from prior practice and the

interpretation of the U.S. Jamaican Tax Treaty. The JCLO, on behalf of the effected



workers, commenced a dialog with responsible officials of the Department of Internal
Revenue Service, and a plan to bring H-2A workers into compliance with federal tax law
and regulation has been the subject of on-going discussions. In recent months, the
JCLO proposed to the Department of Internal Revenue Service that it would underfake,
if specifically authorized by the effected workers, that it would obtain the worker's IRS
tax form 1099, tax form 1040NR, and pay the tax that may be due. In order to pay that
tax which may be due the worker would have had to authorize the establishment of an
individual escrow account. The escrow account would be thereafter utilized and
whatever monies remained in the escrow account would be remitted to the worker. The
JCLO undertook to provide this service without payment of any tax preparer's fees or
other like fees. As of this date, the JCLO has not heard from the Department of internal
Revenue Service as to whether it has approved such a plan, and how it might deal with
taxes that might be due and owing for tax year 2009.

Accordingly, no tax escrow accounts have been authorized or created. Any
savings deduction voluntarily taken from a worker's wages has been deposited in that
worker's savings account in Jamaica, and is currently available to that worker or the
worker's family in Jamaica.

111, National Insurance Scheme.

Jamaican H-2A workers do not contribute nor are they paid US Social Security
benefits. The Jamaican National Insurance Scheme (NIS) was authorized and operates
under the Jamaica National Insurance Act of 1966. Jamaican citizens working in the
United States can contribute to the Insurance Scheme. Jamaican workers in Canada

likewise contribute to the Scheme.



The NIS is a social security plan that provides an income to persons who fall into
several different categories:

a. Old age pension. Men qualify at age 65; women qualify at age 60.

b. Disability (Invalid) Pension payments are payable to persons who are
seriously injured and unable to work. This payment can continue for the
life of the recipient.

c. Funeral Grant, (death benefit) for the contributor and or his or her spouse.

d. Special childrens’ allowance and orphan allowances.

The specifics of this act can be found at www.moj.gov.jm .

No part of this deduction is retained by the JCLO, and the entire deduction is

transmitted in the workers name to the Government of Jamaica.
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L INTRODUCTION

The Caribbean Workers® Voluntary Employees’ Beneficiary Association
(the Association) is an organization established to berefit workers wha currently
are sponsored by participating Caribbean countries to work in the United States of
America (ihe United States) under the Visa Programs described below. On
December 31, 1992, the Association put inte effect the H-2A and H-2B Voluntary
Hmployees’ Beneficiary Association Health and Welfare Plan, which has been
renamed as the Caribbean Workers’ Voluntary Employees”  Beneficiary
Association Health and Welfare Plan (the Plan). The Association is the Plan
Sponsor. The Emplover Identification Number that was assigned to the Plan
Sponsor is 52-1801184. You can contact the Plan Sponsor by calling (202) 667-
6190 or by writing;

Caribbean Warkers® Voluntary Employees’ Beneficiary Association
YB1Z R Street, N.W.

P.O. Box 53272

Temple Heights P.O.

Washington, D.C. 20009

As a member of the Association, you are automatically a participant in the
Plan. The Plan is an employee welfare benefit plan which provides life benefits;
benefits in the event of accidental death, dismemberment or accident and sickness;
and benefits for hospital, surgical, medical and drug and medicine expenses. The
Plan Number that has been assigned to the Plan is 501.

Members' contributions to the Plan are held in 2 trust fund. The trast fund
was created by the Grantors, who are the Permanent Secretary-Ministry of
Labour, Jamaica, who is 2 member of the Regional Labour Beard, and another
member of the Regional Labour Board. The Trustees of the trust fund have been
elected by the members. The elected Trustees are the Permanent Secretary-
Ministry of Labour, Jamaica and another menber of the Regional Labour Board.
The individuals who hold these positions will continue to be the Trustees unless
the members of the Association elect others as Trustees, or until they cease to be
members of the Regional Labour Board. You can contact the Trustees by calling
(202) 667-6190 or by writing:

Trustees, Caribbean Workers” Voluntary Employees” Beneficiary
Association Trust

1812 R Street, NW.

P.O. Box 53272

Temple Heights P.O.




Washington, D.C. 20009

The Trustees appoint the Plan Administrator. The Plan Administrator serves
at the pleasure of the Trustees. The Plan is administered by contract with the
tamaica Central Labour Organisation (3 ACLOY. As the Plan Adminisfrator,
JACLO has the responsibility for making the rates under which the Plan is run,
and for secing that the Plan is administered in a way that is fair to all members.
You can contact the Plan Admimstrator by calling (202) 667-6190 or by writing:

Jamaica Central Labour Organisation
1812 R Sireet, N.W.

P.0. Box 53272

Temple Heights P.O.

Wagshington, D.C. 20009

The moembers may elect a Membership Cominittee.  Any Membership
Commitiee must consist of five Members wiio are elected by all of the Members,
If a Membership Commitiee is properly clected, it will oversee the activities of the
Trustees and the Plan Administrator.

This pian description will inform you of the main provisions of the Flan
and tell you when you may cxpect henotits. 1€ you have any questions after you
read this plan description, the Plan Administrator shouid be contacted.



1. JOINING THE PLAN

A. Whe Can Be a Member

You are a member of the Association and the Plan if you are recruited from
participating Caribbean countries to work in the United States under 2 “Visa
Program’” while under the supervision of (bui not in the employ of) the Jamaica
Central Labour Organization. Upon yoeur written request, the Plan will issue you a
wrilten statement regarding your membership (including whether any employer
you identify is approved along with the employer’s address}.

B. Visa Program

A “Visa Program” is one that allows individuals from participating
countries to work lawfully in the United States. Visa Program includes H2-A and
H2-B visas, but excludes United States citizenship and “green-card” status (i.e.,
the status of having been lawfully accorded the privilege of residing in the United
Siates as an immigrant in accordance with its immigration laws). The Trustees
determine which categories of other visas under the laws of the United States
qualify as Visa Programs and which countries may participate in the Program.

¢ How To Become a Member and Continue as a Member

If you are eligibie for membership, vou become a member of the
Association when you arrive in the United States, Shortly before or shortly after
your arrival, you will be given a contribusion authorization form. In order fo
continue your membership in the Association after being given this form, you
must agree {0 make contributions to the Plan by signing the form. By gigning this
form, you authorize your employer to deduct the required -contribution amount
from your wages. Your empioyer will then pay the coniribution to the Plaa for
you.

D, When Membership Ends
. Your membership in the Association ends automatically when you:

{1} refuse or fail to sign a contribution authorization form;

(2) are no jonger employed by an approved employer under a Visa
Program;

(3} leave the United States;

{4 give the Plan Admiaistrator written notice of your decision to end
¥ your membership; or




{5)  stop making contributions.

In general, when your membership ends, so does your eligibility to receive
benefrts. Sections V, VII, VIII, IX, X and XI of this description contain
information on extension of coverage beyond the end of your membership if you
are “totally disabled”. “Totally disabled” means having a condition which makes
you unable to perform any and every duty of your job. Section X1V describes
your rights to elect to continue coverage after vour membership ends, if you
remain in the United States.



[1I. REQUIRED CONTRIBUTIONS

As indicated in Section I, you will be given & contribution authorization
form. in order to continue vour membership in the Association, you must agree to
malke contributions to the Plan by signing the contribution authorization form. By
signing this form, you &llow your employer fo deduct the required contribution
amount from your wages. Your employer will then pay the contribution to the
Plan for you. Your contribution ang the contributions of the other members are
necessary to provide the benefits under the Plan.

The amoun: of the necessary contribution may be adjusted by the Plan
Adminisirator with the consent of any Membership Committee. As of the date of
this plan description, the required contribution is $20.00 weekly.

Y ou must make contributions beginning with the week during which you
sign a contribution authorization form. Contributions must continue to be made
until you are no longer 2 member. You must contribute the entire $20.60 for any
week during which you are a member for any one or move days.

You will not receive any refunds of your contributions fo the Plan when
your membership ends.

Subject to the approval of any Membership Commitiee, the Plan
Administrator determines the amount of contributions necessary Lo maintain the
Plan on a sound financial basis. Al} contributions by members are paid into the
trust fund. Contributions by members are used {o provide benefits to the members
and their beneficiaries, and to pay the Plan’s administrative expenses. Benefits
may be paid directly from the trust fund, or the Trustees may authorize insurance
coverage.

The accounting year of the Plan {the Plan Year) begins on October 1 and
ends on September 30. Plan records are kept on that basis.




V. BENEFITS GENERALLY

A Benefit May Not Exceed Expenses

You are not entitled to hospital henefits, surgical expense benefits, medical
expense benefits or drug and medicine expense benefits in an amount that exceeds
your actual hospital, surgical, medical and/or drug and medicine expenses.

B. Benefits May Not Exceed Reasonable and Customary Charges

Huospital benefits, surgical expense benefits, medical expense benefits and
drug and medicine expense benefits are limited to reasonable and customary
charges and fees. “Reasonable and customary™ is defined m the Plan and you
should check with the Plan Administrator for the specific definition. The amount
of a charge or fee is reasonable and customary if it is equal o or less than the
amount charged by others in the same area for the same service. If your expenses
for treatment, services or supplies are greater (han reasonable and customary
charges, benefits will not be paid for all of your expenses.

C. Benefits May Not Be Paid For Expenses That Ave Not Medically Necessary

Hespital benefits, surgical expense benefits, medical expense benefits and
drug and medicine expense benefits are limited to charges and fees that are
medically necessary. “Medically necessary expenses” is defined in the Plan and
you should check with the Plan Administrator for the specific definition. A charge
or fee 15 medically necessary if a physician determines that the charges or fees are
required for the proper treatment of injury or sickness.

Certain expenses are never considered medically necessary. Dental work or
treatment is nol medically necessary unless it results from an injury to your
natural teeth that happens while you are off the job. Similarly, the expenses for
the fitting of glasses or hearing aids are not medically necessary. ‘

D, Exclusions

Certain types of surgical or medical care, services, supplies or ireatment
{referred to as “Treatments™) are excluded. If you have one of these Treatments,
you will receive no benefits from the Plan. These excluded Treatments include:

e Confinement in an institution where the confinement is provided free of
charge

e Treatment provided free of charge

¢ Treatment by a physician who is employed by any local, state or federal
government agency



o Treatment that is determined by the Plan Administrator in its absolute
discretion as (1} cxperimental in pature, of (2) employed for purposes other
than to diagnose and treal nonoccupational sickness or nonoccupational
injury. Examples are preventative medical examinations, mammogzaphy,
pap smear, colonoscopy, contraceptive management, oral contraceptives,
contraceptive devices, abortion, Depo-Provera, fertility/infertility treatment,
sexual dysfunction, all dental and eye exams, eye glasses, contact lenses,
cosmetic procedures or drugs, weight-loss drugs or treatment, organ
transplants, knee and hip replacements.

e Treatmenl for self-inflicted injurics or illnesses

e Chiropractic Treatments

o Any Pre-Existing Condition, as described below

e Physiotherapy scssions in excess of the maximum of ten sessions

No benefits of any type will be paid under the Plan for any injury or
sickness that is sel{ inflicted or any death that s as a result of suicide. No benefits
of any fype will be paid under the Plan for any sickness or illness that is
occupational. “Occupational” means any injury, illness, or sickness that either did
arise out of and in the course of any employment for wage oOr profit or with
respect fo which you are entitled to benefits under any workers’ compensation law
or similar legislation.

E.  Pre-Existing Conditions

A Pre-Existing Condition is any condition tregardiess of its cause) for
which medica} advice, diagnosis, care, or treatment was recommended or received
within six months prior to your becoming a Member. No benefits will be paid for
a Pre-Buisting Condition until twelve months after you hecome a Member,
Medical advice, diagnosis, care, or treatment that was recommended or received
with respect to the Pre-Existing Condition during the twelve-month period will
not be covered.

The twelve-month period described above will be shortened by the period
of any “Creditable Coverage” that you had prior to becoming 2 Member.
Creditable Coverage is coverage under any group health plan, health insurance
coverage, Medicaid, Medicare, or other health plan described in the Plan
document. However, Creditshle Coverage will generally be disregarded for any
periods preceding & 63-day period in which you had no Creditable Coverage. So,




a 63-day break in Creditable Coverage can resul in a longer period during which
Pre-Existing Conditions are excluded.

F Geographic Limitations
No benefits may be paid for any injury or sickness that occurs outside the
United States.

G.  Benefits Limited 1o Trust Fund

This Plan is funded by member contributions, which are paid info the trust
fund, As indicated, all Plan benefits are paid from the trust fund. Benefits under
this Plan are therefore limited to the amount of money available in the trust fund.

H. Lifetime Maximum Benefit

No more than $180,000 in Plan benefits will be paid to any one Member.
This Himit applies on a lifetime basis. The limit does NOT apply on a year by year
basis and does NOT appiy to each injury or accident. The limit applies to total
benefits paid, no matter when or why benefits ate paid.

The limit applies to ail types of Plan benefits in the aggregate. It does not
apply on a benefit by benefit basis. Por example, if a Member receives $50,000 in
hospital and surgical expense benefits, $25,000 in medical expense benefits, and
$25 000 of drug and medicine expense benefits, no additional henefits of any kind
will be paid to that Member.

L Deductible

You are responsible for paying all expenses otherwise covered under the
Medical Expense Benefit or Drug and Medical Supply Benefit up to a cash
deductible of $100.00. The responsibility for this deductible must be satisfied
separately and independently for each calendar year or part thereof while
employed in the United States.

J Third-Party Recovery

If you recover any judgment, insurance, settiements or other funds {a
“Recovery”’) from a third party for any illness, injury, or death covered by this
Plan, then the Recovery will become the property of the Plan to the extent it has
andfor will pay benefits attributable to the iliness, injury, or death. The following
provisions govern the Plan’s right of recovery:

¢ The right extends to third parties and to the covered person's insurer and
any other insurer that covers imjuries sustained by the covered person;

¢ The plan may utilize all possible remedies, both legal and equitable,
including subrogaiion, restitution, constructive trust, and equitable lien, to



recover funds;

The plan may offset future benefits to the extent required 1o provide for full
recovery,

Recovery may be made from any funds paid and from any and all sources,
including judgment, setilement, and INSUrance;

The plan will have the right of first recovery, and recovery may be sought
from any full or partial Tecovery, notwithstanding the fact that the covered
person has not been made whole; and

Attorney’s fees and all other litigation expenses are the sole responsibility
of the covered person.



V. LIFE BENEFITS

A, Eligibility for Benefits

If you die while you are a memher of this Plan, the Plan will pay life
benefits to your named beneficiary or peneficiaries. Life benefits also may be pald
if you die within one year after your coverage ended because you have become
totally disabled and, while you continued to be disabled, your death results from
the condition that made you totally disabled (see Section C. bejow).

B.  Amount of Benefits

After proof of your death has been given to the Plan Administrator, life
benefits in the amowti of $7,500 shall be paid to your named beneficiary or
peneficiaries. If no named beneficiary is lving at the time of your death, the
$7,500 shall be paid: to your husband ar wife or, if none, to your children or, if
none, 1o your parents or, if none, to your estate,

¢ Extension of Coverage

If your membership ends because you become totally disabled, part of your
life benefits coverage may be extended for one year. This extended coverage will
continue only for so long as you remain fotally disabled from the gondition which
caused the termination of your coverage under the Plan. During this time, you
may have to submit to physical examinations to prove hat you remain totally
disabied. These examinations will be paid for by the Plan. If you die as a result of
the injury or sickness which caused you to be fotally disabled and your death
ocours within one year after the termination of coverage, the life benefits
described in B. above will be paid as indicated.




VI. ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS

A, Eligibility for Benefits

Accidental death and dismemberment benefits may be paid if an accident
causes you to lose your life, one or both hands or feet, sight of one or both eyes,
or a thumb, finger or toe. These benefits will be paid only il the loss occurs
within thirteen (13) weeks after the acoident and bodily injury occur. Benefits are
also paid for partial loss of & thumb, finger or toe.

B, Schedule of Benefits

After proof of your death due to aceidental bodily injuries has been given io
the Plan Administrator, a benefit of $7,500 shall be paid to your named
beneficiary or beneficiaries. If no named beneficiary is living at the time of your
death, the amount shall be paid: to your husband or wife or, if nene, to your
children or, if nong, to your parents or, if none, to your estate.

The amounts payable under this Section, for accidental bodily injuries that
do pot result in your death, will be determined as follows:

Amount of Benefit That May be Paid Bodily Injury or Injuries Suffered

$7.560 The total loss of: both hands; both feet;
one hand and one foot; one fool and
sight of one eye; or sight of both eyes

$3,750 The total loss of one hand, one foot, or
sight of one eye

$1,500 The total loss of a thumb or an index
finger

750 The total loss of any other finger or a
{oe

$750 The partiai loss of a thumb or an index
finger

$§375 The partial Toss of any other finger or a
toe

Please note that the total loss of a hand or foot means severance at or above the
wrist or ankle.

o Limitations and Exclusions
The maximum amount that can be paid under this coverage is $7,500.

i1




If you have more than one loss as the result of one accident, onky one
benefit may be paid. The one benefit paid will be for the loss for which the
highest amount may be paid.

Ne benefit may be paid under this coverage for loss resulting from war or

act of war, military service of pelice duty. No benefit will be paid under this
coverage for loss if the loss occurs as you commit or fry to commit a felony.

12



VII. ACCIDENT AND SICKNESS BENEFITS

A Eligibility jor Benefits

You may receive Plan benefits if you have a condition which makes you
umable to perform any and every duly of your job. You will not receive benefits if
the condition which makes you unable to work arises fram your employment.
Benefits will not be paid if you are receiving workers’ compensation. Benefits are
payable only if you must visit or receive visiis from a physician every fourteen
(14} days because you are totally disabled. You may have io submit to physical
examinations to prove that you remain totally disabled. The cost of any physical
examinations will be paid by the Plan,

B.  Benefits and Limiiations

After proof is given to the Plan Administrator, $20.00 per day may be paid
to you. These payments may be made for as many as thirteen (13) weeks for each
period of disability. If you are totally disabled due to sickness, however, benefits
will not be paid before you have heen sick for six (6) days. If you are disabled for
two or more periods of time, these periods of time generally will be treated as a
single period of disability. Two or more periods of disability will not be treated as
a single period if they are separated by a return to full-time employment for two
weeks or they are due to unrelated causes,

C. Extension of Coverage

It is possible that you wili returs to your home Caribbean country while
you arc eligible to receive accident and sickness benelits as described in A. above.
In this case, you will receive benefits of $10.00 per day for the remainder of the
thirteen (13} week period.

13
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Vi1, HOSPITAL BENEFITS

A Eligihility for Renefits

Y ou may receive benefits if you are in a hospitai of infirmary hecause of a
cickness of injury which did not arise from and duwing employment. These
benefits cover charges for room and hoard and for service charges. Renefits will
be paid only for a period of confinement oF for services which are recommended
and approved bya physician.

B Benefits and Limitations

After proof 18 given to the Plan Administratar, benefits may be paid tor
reasonable and customary charges for room and board while you stay iD 2 hospital
or infirmary.

Benefits may also be paid for reasonable and customary charges (other than
for room and hoard) as hospital service benefits while you stay in a hospital oF

infirmary. Hospital service benefits include charges made by a physician OF
registered anesthetist for anesthetics and administering anesthetics.

These benefiss will only be paid for expenses that aré medically necessary
and result from an injury oF sickmess that 0eCULs within the United States.

. Exclusions
Ne benefits are payable pnder this COVEIaEL for: professional, surgical and
medical cares non-medical pm’scmal services; of private duty nuTSINE (other than

skilled home pursing care rccommc—mded by a physician following hospital or
infirmary confinement).

p.  Exiension of Caverage

This coverage may pe temporarily extended i your membership ends
hecause you becomne totaily disabled due to a condition which did not arise from
and during employment. Benefits may be extended for up 1o thirteen (13) weeks
after youx employment ends, if you remain totally disabled. The benefits
described in B. above will be paid, if you incur covered expenses within this
thirteen. {13) week period and {he expenses resuls from the injury Of sickness
which caused you 1o be totally disabled.




[%. SURGICAL EXPENSE BENEFITS

A, Eligihility for Benefits

Benefits may be paid for surgical expenses if you have surgical operation.
These benefits will be paid only if the surgical operation(s) is necessary because of
a sickness or injury which did not arise from and during employment.

B. Amount of Benefits

After proof has been given to the Plan Administrator, surgical expense
benefits may be paid to you in an amount equal to your actual reasonable,
customary and medically necessary expenses for surgical fees. Benefits may be
paid only for expenses that result from an injury or sickness that occurs within the
United States.

C. Limitations and Exclusions

Benefits may be paid only for surgical procecures performed by a surgeon
or physician licensed to render medical services or perform surgery in accordance
with local law,

If more than one surgical procedure is performed through the same incision,
benefits will not be paid in an amount greater than the cost of the more expensive
procedure.

D). Extension of Coverage

This coverage may be temporarily extended if your membership ends
because you become totally disabled due to 2 condition which did not arise from
and during employment. Benefits may be extended for up to thirteen (13) weeks
after your employment ends, if you remain totally disabled. The benefits
descriped in B. above will be paid, if you incur covered expenses within thig
thirteer: {13} week period and the expenses result from the mjury or sickness
which caused vou to be totally disabled.

15




X, MEDICAL EXPENSE BENEFITS

A Eligibility for Benefiis

Benetits may be paid for medica] expenses i you visit or receive visits from
a physician for medical treatment of a sickness or injury which did not arise from
and during emplovment,

B dmount of Benefits

After proof is given to the Plan Admisistrator, your reasonable and
cuslomary acteal expenses for medical fees charged to you by a physician may bhe
paid as medical expense benefits. These benefits will be paid only if your expenses
were medicaily necessary and result from ar injury or sickness that occurs within
the United States.

C Exclusions

If you visit or receive a visit from a physician, no benefits will be paid for
the covered medical expenses below the cash deductible payable by you. No
benefits will be paid for immunizations, allergy testing or desensitizing, unless
you had to be immunized, tested or desensitized due to accident bodily injury or
unless required by public health officials.

Do Exiension of ‘Coverage

This coverage may he temporarily extended if your membership ends
because you become totaily disabled due 1o a condition which did not arise from
and during employment. Bepefils may be extended for up to thirteen (13) weeks
after your employment ends, if you remain totally disabled, The Dbenefits
described in B. above will be paid, if you incur covered expenses within this
thirteen (13) week period and the expenses result from the injury or sickness
which caused you to be totally disabled.



XL DRUG AND MEDICAL SUPPLY EXPENSE BENEFITS

A Eligibility for Benefits

Benefity may be paid if you have expenses for drugs or medical supplies
prescribed by a physician as a result of an injury or sickness which did not arise
from and during employment. In order for this benefit to be paid to vou, you may
have to ask the provider of the drugs or medical supplies to make information,
such as copies of your prescription, available o the Plan Adminisirator,

B, Amount of Benefits

After proof is given to the Plan Administrator, the reasonable and
customary actual expenses for drugs or medical supplies prescribed by a physician
may be paid as drug and medjcal supply expense benefits. These benefits will be
paid only if vour drug and meadical suppiy expenses were medically necessary and
result from an injury or sickness that oceurs within the United States,

C Exclusion

Benefits for covered expenses under this Section will not mclude the
amount of the cash deductible payabie by you.

D, Exiension of Co verage

This coverage may be temporarily extended if vour membership ends
because you become lotaily disabled due to 2 condition which did not arise from
and during employment, Benefits may be extended for up to thirteen (13) weeks
after your employment ends If you remain totally disabled. The benefits described
in B. above will be paid if you incur covered expenses within this thirteen (13)
week period and the expenses result from the injury or sickness which caused vou
to be totally disabled.
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XII. ELECTIONS AND CLAIMS PROCEDURE

4. Making and Changing Elecfions

Any eleciions or choices you may make under the Plan, or any changes in
your elections (for exampie, choosing or changing your beneficiary), must be
made in writing on the forms provided by the Plan Administrator.

B. Claims Procedure

The Trustees may appoint a Claims Administralor 10 serve at their pleasure.
i appointed, a Claims Administrator will handle benefit payments. fno Claims
Administrator is appointed, the Plan Administrator will handle benefit payments.
As of the date of this plan description, the Plan Administrator will handie benefit
PAYINETHS.

To claim any henefit under the Plan, you or your beneficiary must submit
written proof of your claim to the Plan Administrator. If the Plan Administrator
does not provide a claim form within fifteen (15) days of your request for a form,
you should send written proof of the event that makes you aligible for benefits.
You should fully explain the occurrence, character and extent of the event that
makes vou eligible for benefits,

There arc time limits for submitting claims. You should send your claim for
benefits within ninety {90) days of the date the expenses were incurred.

. Payment of Benefils

Benefits will be paid from the Plan as you gatablish written proof of claim
for the benefils. Benefits may be paid by the Plan Administrator directly to the
hospital, infirmary, physician or other person or persons to whom you owe
money. At its option, the Plan Administrator may pay benefits to you.

For the protection of your inierests and those of your bencficiary or
beneficiaries, your benefits under the Plan generally cannot be assigned to anyone
else, nor are your benefits subject to attachment. This means thaf you cannot name
someone {o receive your benefits instead of you, and your creditors have no right
to claim your benefits in payment of your debts.
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Do Revigw of Denied Claims
If you (or in the event of your death, vour beneficiary) believe that benefits

Plan Administrator. You may appoint a representative, at Your own cost, to act an
your behalf. The Plan Administrator will decide whether to grant or deny the
claim. The Plan will foliow the provisions of section 2560.503-1 of the
Department of Lahor regulations in reviewing the claim under this Paragraph D
and censidering any appeals under the foilowing Paragraph E,

If the claim ig denied, the claiment wil] receive a written notice stating why
the claim was denied. The notice will be provided to the claimant according to the
following timeline:

(1) Life and Accidenta) Death and Dismemberment Benefits

Generally, notive will be provided within 90 days after filing your claim.
The Plan Administrator may take up 1o an additional 50 days to make a decision if
the situation warrants an extension and writien notice is provided to you,

() Accident and Sickness Benefits

Generally, notice will bo provided within 45 days after filing your claim,
The Plan Administrator may take up to an additional 30 or 60 days to make a
decision if the situation WBITAnts an extension and written notice is provided to
you.

3
Benefiis

The timing of notice depends on whether your claim is an Urgent Claim
(one where lack of Immediate treatment could imperil life or health or result in
severe pain} or a Non-Urgent Claim {one that is not an Urgent Claim),

Hospital. Surgical Medical, and Drug and Medical Supply Expense

For an Urgent Claim, notice will be provided within 72 hours after the Plan
Adminisirator receives your claim, provided that you provide all the information

necessary 1o make a decision. If al] the information is not provided, then the Plan
will nedify you of this fact within 24 hours after it receives your claim. You will
then have 48 hours to provide the information, and a decision wil! be made within
48 hours of the Plan’s receipt of this information (but in no event later than 48

hours after the deadline for You to.provide the additional mformation).

For a Non-Urgent Claim, notice will be provided within 30 days after the
Plan Administrator receives your claim. The Plap Adminisirator may take up to
an additional 15 days to make decision if the situation warrants an extension and
written notice is provided to you. If the extension is caused by your failure to
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provide information, then the Plan Administrator will notify you and give you at
least 45 days to provide the information,

In all cases where your claim is denied, the potice will describe the specific
reason ot reasons for the denial, refer to the specific Plan provisions on which the
denial is based, describe any additional material or information necessary for vou
to appeal the denial (along with explanation of why such material or information
1s necessary), and describe the Plan’s review procedures and the time limits
applicable o such procedures, including the expedited procedures for reviewing
an Urgent Claim and a staiement of your right to bring a civil action under section
502(z) of ERISA following a denial on review. Additional disclosures will be
made i the denial does not relate to Life Benefits or Accidental Deaily or
Dismemberment Benefits. in those cases, you will be notified if an internal rule,
guidelme, protocol, or other similar criterion was relied upon in making the
denial. You will also be provided either the specific rule, guideline, protocol, or
other similar criterion, or a statement that such a rule, guideline, protocol, or
other similar eriterion was relied upon in making the denial and that a copy of
such rule, guideline, protocol, or other criterion will be provided free of charge to
you upon reguest. [{ the denial is based on a medical necessity or experimental
treatment or similar exclusion or limit, you will be provided either an explanation
of the scientific or clinical judgment for the determination, applying the terms of
the Plan to your medical circumslances, or & statement that such explanation will
be provided free of charge upon request,

E. Appeal of Denied Claims

You will be given an opportunity to appeal your denied claim, You or your
representative will be permitied to review Plan decuments that relate to your
claim, and to submit written comments to the Plan Administrator. Your claim will
then be reviewed by the Plan Administrator at a hearing. You or your
representative may be present at the hearing, For Life Benefits, Accidental Death
and Dismemberment Benefits, and Aceident and Sickness Benefits, this request
must be made in writing within 60 days afler you receive notice that your claim
has been denied. For all other benefits (Hospital Benefits; Surgical Expense
Benefits; Medical Expense Benefits; Drug and Medical Supply Expense Benefits),
the deadline is 180 days after you receive this notice. In addition, for these other
benefits the appeal will be conducted by a party that did not make the initial
denial and no deference wili be given 10 the initial denial. The review will (when
necessary) take into account the medical Jjudgment of a health care professional,
who will be ideniified whether or not the professional’s judgment was relied upof
in making the determination on review.
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if your appeal is denied, you will receive a written nofice stating why your
claim was denied. The notice will be provided to you according to the foljowing
timeline:

{1} Life and Accidental Death and Dismemberment Benefits

Generally, notice wiill be provided within 60 days after filing your appeal.
The Plan Administrator may tzke up to an additional 60 days to make a decision if
the situation warrants an extension and written notice is provided to you.

(2} Accident and Sickness Benefits

Generaliy, notice will he provided within 45 days after filing vour appeal.
The Plan Administrator may take up to an additional 45 days to make a decision if
the situation warrants an extension and writlen notice is provided to you.

(33 Hospital, Surgical, Medical, and Drug and Medical Supply Expense
Benefits

For an Urgent Claim, notice will be provided within 72 hours after the Plan
Administrator receives your appeal,

For a Non-Urgent Claim, notice will be provided within 60 days after the
Plan Administrator receives your claim.

If your appeal is denied, the Plan Administrator will give you a written
notice including: {a) the specific reason or reasons for the denial; {¢) reference to
the speeific Plan provisions on which the benefit determination is based; (c) a
statement that you are entitied to receive, Upon request and free of charge,
reasonable access to, and copies of, all relevant docwments; and (d)and a
statement of your right to bring an action under section 502(a) of the ERISA.

Additional disclosures will be made if the denial does not relate to Life
Benefits or Accidenta) Death or Dismemberment Benefits. In those cases, you will
be notified if an internal rule, guideline, protocol, ar other similar crilerion was
refied upon in making the denial, You will also be provided either the specific
rule, puideline, protocol, or other similar criterion, ar z statement that such a ruje,
guideline, protocol, or other similar criterion was relied upon in making the denial
and that a copy of such rule, guideline, protocol, or other criterion will be
provided free of charge to you upon request. If the denial is based on a medical
RECessity or experimental treatment or similar exclusion or Hrnit, vou will be
provided either an explanation of the scientific or clinical Judgment for the
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You and the Plan may have other voluntary alternative dispute resolution
options, such as mediation. One way to find out what may be available is to
contact your focal U.S. Department of Labor Office and your State insurance
regufatory agency.
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XII. PLAN AMENDMENT AND TERMINATION

it is the intention of the Plan Sponsor to continge the Plan indeﬁnite]y, but,
at some time in the future, it may be Neeessary or desirable to amend (change) or
SVeN 1o terminate (end) the Play The Plan may be amended at any time in writing

by the Trustees, The Trustees aiso have the right to terminate the Plan, in whele
Or in part,

The amendment and/ar termination of the Plan may nol resull in any part of
the trust fund being used for purposes other than providing bepefits ang paying
administrative expenses.

Iminated, any money remaining in the trusi fund afier

If the Plan is te
payment of benefits and expenses will be used to provide life, accident, sickness
or other benefits 1o members.
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XIV. CONTINUATION COVERAGE

A Eligibility

Your membership in the Association and in the Plan ends when you
terminate your emplovment. At that time vou will be given the opportunity to
elect continualion coverage under the Plun. 1If you were dismissed for gross
misconduct, however, you o not have the right to eiect continuation coverage. If
you elect continuation coverage, you will not be 2 member, but you will have
coverage that is the same as the coverage provided to members, Because the Plan
only covers injury and sickness that occur in the United States, your continued
coverage will only cover injury and sickness that occur in the Unite@ States,

B. Election and Payment of Premivms

In order to have centinuation coverage, you must make your election within
sixty (60) days after your coverage ends or within sixty (606) days after you
receive notice that you can elect to continue your coverage. To receive the
continued coverage you mast pay premivms. Your premium will be 162% of the
contribution that other members are paying to the Plan. If you were disabled
within the meaning of the Social Security Act at the time your coverage ended,
after eighteen (18) months you wiil pay 150% of the contribution other members
are paying to the Plan. Your first premium payment will be due no later than
forty-five (45) days after you clect continuation coverage. If your premiums are
not timely paid, your continuation coverage will end.

C. When Continuation Coverage Regins and Ends

Continuation coverage begins on the date on which your employment ends.
Coenlinuation coverage ends on the earliest of the following dates:

(1}  eighteen (18) months after the date on which your employment ended
(twenty-nine (29) months if you were disabled within the meaning of the Social
Security Act at the time your coverage ended);

(2} the date on which your employer ceases to provide any group health
plan to any employee;

{3)  the date you fail to pay any premium when due;
(4)  the date on which you are covered under another group health plan
which does not contain exclusions or limitations with respect to any preexisting

condition; or

{5} the datec you become entitled to Medicare benefits,
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XV. YOUR RIGHTS UNDER THE PLAN

The following information about your rights under the Plan is required (o
be included in this description by federal law and regulations.

As a participant in the Plan you are entitled to certain rights and protections
under the Employee Retirement Income Security Act of 1974 {ERISA). ERISA
provides that all plan participants shall be entitled to:

A Receive Information About Your Plan and Benefits

Examine, without charge, at the plan administrator’s office and at other
specified locations, such as worksites and union hails, all documents govemning the
plan, including msurance contracts and collective bargaining agreements, and a
copy of the fatest annual repert (Form 5500 Series) filed by the plan with the 1.8,
Department of Labor and available ai the Public Disclosure Room of the
Employee Benefit Security Adminisiration.

Obtain, upen written request to the plan administrator, copies of documents
governing the operation of the plan, inciuding insurance contracts and coliective
bargaining agreements, and copies of the latest annual report {Form 5500 Series)
and updated summary plan description. The administrator may make a reasonable
charge for the copies.

Receive a summary of the plan’s annual financial report. The plan
administrator is required by law to furnish each participant with a copy of this
summary annual report.

B. Continue Group Health Plan Coverage

Continue health care coverage for yourself if there is a loss of coverage
under the plan as a result of a qualifying event. You will have to pay for such
coverage. Review this summary plan description and the documents governing the
plan on the rules governing your COBRA continuation coverage rights.

Reduction or elimination of exclusionary periods of coverage for
precxisting conditions under your group health plan, if you have creditable
coverage from another plan. You should be provided a certificate of creditahle
coverage, free of charge, from your group health plan or health insurance issuer
when you lose coverage under the plan, when you become entitled to elect
COBRA continuation coverage, when your COBRA continuation coverage ceases,
if you request it before josing coverage, or if you request it up to 24 months after
losing coverage. Without evidence of creditable coverage, you may be subjectto a
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preexisting condition exclusion for 12 months (18 months for late enroilees) after
your enroliment date in your coverage,

C. Prudent Actions by Plan Fiduciaries

In additien to creating rights for plan participants ERISA imposes duties
upon the peopie who are responsible for the operation of the employee benefit
plan. The people who operate your plas, called “fiduciaries” of the plan, have
duty to do so prudently and in the interest of you and other plan participants. No
one, including your employer or any other person, may end your employment or
otherwise discriminate against you in any way to prevent you from obtaining a
benefit or exercising your rights under ERISA, .

D, Other Rights

Group health plans and health insurance issuers generally may not, under
Federal law, restrict benefits for any hospital length of stay in connection with
childbirth for the mother or rewborn child to Jess 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 newbors's attending
provider, after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and
issuers may not, under Federal law, require that a provider obtain authorization
from the plan or the insurance issuer for prescribing z length of stay not in excess
of 48 hours (or 96 hours).

Because the Plan does not provide medicai benefits to dependents, the Plan
cannot be subject to any qualified medical child support orders {QOMCSOs).

Title [T of the Health Insurance Portabikity and Accountability Act of 1996
(“HIPAA”) imposes numerous requirements on health plans concerning the use
and disclosure of individual health information, This information, known as
protected health information, includes virtually all individually identifiable healti
information held by the Plan - whether received in writing, in an electronic
medium, or as an oral sommurnication. Your privacy rights under Title 11 of
HIPAA will be protected to the extent required in accordance with the terms
found in the Plan.

E. Enforce Your Rights

If your claim for a benefit is denied or ignored, in whole or in part, you
have a right to know why this was done, to obtain copies of documents relating (o
the decision without charge, and to appeal any denial, all within certain time
schedules,
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Under ERISA, there are steps you can take to enforce the above rights. For
nstance, if you request a copy of plan documents or the latest annual report from
the plan and do not receive them within 30 days, you may file suit in a Pederal
court. In such a case, the court may require the plan administrator to provide the
materials and pay you up to $110 a day until you receive the materials, unless the
materials were not sent because of reasons beyond the control of the administrator,
If you have a claim for benefiis which 15 denied or ignored, in whole or in part,
you may file suit in a state or Federal court. If it showld happen that plan
fiduciaries misuse the plan’s money, or if you are discriminated against for
asserting your rights, you nmay seek assistance from the U.S. Department of
Labor, or you may file suit in a Federal court. The court will decide wha 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. [f you lose, the court may order you to
pay these costs and fees, for exaimple, if it finds your claim is frivolous.

F. Assistance with Your Questions

If you have any questions about your plan, yoa should contact the plan
administrator. If you have any questions aboul this statement or about your righis
under ERISA, or if you need assistance in obtaining documents from the plan
adminisiralor, you should cantact the nearest office of the Employee Benefit
Security Administration, U5, Depariment of Labor, listed in your telephone
directory or the Division of Technical Assistanee and Inquiries, Employee Benefit
Security Administration, 1.8, Department of Labor, 200 Constitution Avenue
N.W., Washington, D.C. 20210. You may also obtain certain publications about
your rights and responsibilities under ERISA by calling the publications hotline of
the Employee Benefit Security Administration,

G, Agent jor Service of ‘Legal Process

The JACLO Chief Liaison Officer, currently Barbara DaCosta, is the agent
for service of legal process and may be served at 1812 R Street, N.W., P.O. Box
33272, Temple Heights P.O., Washington, D.C. 20006, Legal process may aiso be
served upon the Trustees,
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XVL PLAN PROVISIONS WILL CONTROL

This is a summary plan description of the Plan; it is not the Plan or a
substitute for the Plan, The Plan itself is a much longer, much more detailed
document which is written in legal terms. This description explains how the Plan
works in g format we hope you find easy to follow and handy to use, Because this
isonly a description of the Plan, however, misundersiandings can occur. In the
case of any conflict between any statement in this descripticn and the actua] terms
of the Plan, the terms of the Plan take precedence. 1f you have any questions
about the Plan after reading this plan description, please contact the Plan
Administrator for help.

The Plap Administrator has the duty and the authority to make factuaj

finding and to Interpret the provisiong of the Plan in the event of ambiguity or
inconsistency.
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To:  Participants

From: Plan Administrator
Dater March 16, 2010

SUMMARY ANNUAL REPORT FOR
CARIBBEAN WORKERS®' VOLUNTARY EMPLOYERES’ BENEFICIARY
ASSDCIATION HEALTH AND WELFARE PLAN

This is a summary of the annual report of the Caribbean Workers' Voluntary Employees’ Beneficiary Asscciation
Health and Welfare Plan, EIN No. 52-1801184 for the period from October 1, 2008 to September 30, 2609, The
annual report has been filed with the Internal Revenue Service as required under the Employee Retirement
Income Security Act of 1974 (ERISA).

. BASIC FINANCIAL STATEMENT
The value of plan assets, aller subiracting liabilities of the plan, was $4,085,957 as of September 30, 2009,
compared to $3,404,440 as of October 1, 2008. During the plap yenr, the plan experienced an increase in its net
nssets of $681,5 18, During the plan year, the plan had total income of $2,098,893 includiag member coniributions
of $2,054,824 and earnings from investments of $44,069. Plan expenses were $1,417,375. These expenses
included $164,909 in administrative expenses, 31,236,794 in bensfits paid to participants nnd beneficiaries, and
$13,672 in other expenses.

YOUR RIGHTS TO ADDITIONAL INFORMATION
You have (e right to receive a copy of the full annual report or any part thercof, on request. The items listed
betow are included in that report:

1. An accountant’s report;
2. Assets held for investiment; and
3. Fiduciary information.

To obtain a copy of the full annual report, or any part thereof, write or call the office of the Jamaica Central
Labour Organisation (formerly West Indies Central Labour Organisation) which is the Plan Administrator, at
1812 R Street, N.W., Temple Heights P.O., Box 53272, Washington, D.C. 20009, ((202)) 667-6190). The charge
to cover copying cost will be $1.00 for the full annual report, or $0.10 per page for any past thereof.

You also have the right to receive from the Plan Administrator, on request and at no charge, a statement of the
assets and linbilities of the plan and accompanying notes, or a sinfenent of income and expenses of the plan

and aceompanying notes, or both. ¥ you request a copy of the full annual report from the Plan Administrator,
these two statements and accompanying notes, will be included as part of that report. The charge to cover
copying costs given above does not include a charge for the copying of thess portions of the report because these
portions are furnished without charge,

You aiso have the legally protected right to examine the annual report at the main office of the pian, 1812 R
Street, N.W., Temnple Heights P.0., Box 53272, Washington, D.C. 20009, in the offices of your emnployer ten days
after making a writlen request to the Plan Administrator, and at the U.S. Departinent of Labor in Washingten,
D.C. or to obtain a copy from the U.S. Department of Labor upon payment of copying costs. Requests to the
Department of Labor shouid be addressed to Public Disclosure Room, N4677, Pension and Welfare Begefit
Pragrams, U.S. Department of Labor, 200 Constitution Avenne, N.W., Washington, D.C. 20210,



