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IMPORTANT 

This document contains important information concerning Group Insurance 
Coverage and should be kept in a safe place.  This booklet supersedes and 
replaces all previous communication material. 

Although this booklet provides a general explanation of the group insurance 
program, it does not change or modify the terms of the insurance contracts.  
Every effort has been made to ensure that the information presented here is 
accurate.  If there is any conflict between this summary and the insurance 
contracts, the terms and conditions of the insurance contracts will govern.  All 
rights and benefits can be determined only by referring to the insurance 
contracts and the rules and regulations of the Trustees. 

The hourly costs shown in this booklet for the four Plan options are for illustrative 
purposes only. While the hourly costs were current at the date shown on the 
cover page, it is possible and likely that the hourly costs will increase in the 
future. Should the Board increase or decrease the hourly costs at a future date, 
the hourly rates adopted by the Board will apply regardless of the rates shown in 
this booklet,  

Member Assistance Program and Substance Abuse Assessments are governed 
by the Homewood Health Inc. Agreement and all other benefits (except Health 
Care Expense Option) are governed by Group Policy 38 B 00-1 (Life Benefit and 
Accidental Death & Dismemberment) and Policy 38 B 00-2 (Weekly Disability, 
Supplementary Health and Dental Care Benefits), issued by SSQ, Life Insurance 
Company Inc. to Laborers’ Health & Welfare Trust Fund of Western Canada.  
These documents are available for examination at the Fund Office. 

CHANGE OF ADDRESS 

If you have a change of address, it is important that you notify the Fund Office 
immediately by completing a new Registration Form. 



To All Eligible Participants: 

This booklet presents a summary description of your plan benefits and the 
Increased Coverage Options, provided by the Laborers’ Health & 
Welfare Trust Fund of Western Canada.  While it is our hope that you 
and your family will enjoy good health, it is comforting to know these 
benefits are available when you need them. 

This booklet explains how you become a Plan participant, describes the 
benefits that are provided and when you can receive them, tells you when 
Plan coverage ends, and lets you know your options for continuing Plan 
coverage.  We urge you to read it carefully so that you gain a thorough 
understanding of the benefits that are available to you.  Please share it 
with your family too, so that they will be aware of the benefits available to 
them.  The benefits described in this booklet are those in effect as of 
August 1, 2019.  They were current at the time of publication but can be 
changed at any time by the Board of Trustees. 

Although we have tried to explain the Benefit Plan in plain, straightforward 
language, you may still come across words and phrases that have special 
meanings in the Plan.  To help you understand them, we have included 
definitions of those terms.  In explaining the Plan in simple language, we 
have made every effort to be accurate.  However, if there is any conflict 
between this booklet and the Group Policies and Agreement, the Group 
Policies and Agreement will govern. 

Because of the ever-changing economic environment, the benefits 
provided in this booklet cannot be guaranteed for the future.  In order to 
protect the Fund, the Trustees have the right to amend, delete, add or 
change the Plan’s benefits and eligibility rules as they apply to all current 
and future members and retirees, including the right to add or delete 
benefits, monetary or otherwise, as circumstances may warrant. 

If at any time you have any questions about the benefits provided by the 
Fund or would like assistance in filing a claim, please do not hesitate to 
contact the Fund Office; a member of the staff will be pleased to assist 
you. 

Sincerely, 

Board of Trustees 
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ACTIVE MEMBERS COVERAGE SUMMARIES 

PLAN 1 SUMMARY  

BENEFIT DESCRIPTION 

Member Life Insurance $30,000 

Accidental Death and 
Dismemberment 

$15,000 

Weekly Disability 
 

$475 per week for 52 weeks of disability; payable from 1
st
 day of an Accident and 

8
th
 day of a Sickness; integrated with Employment Insurance sickness and accident 

benefits.  Upon retirement, benefits will cease. 

Supplementary Health  80% of prescription generic drugs up to annual maximum of $12,000 for single and 
$20,000 for family; maximum of one hearing aid per ear, reimbursement will be 
made for 80% of the first $750 of expenses plus 50% of the balance, with 
maximum reimbursement of $2,500 per hearing aid every 24 months; 80% of all 
other covered expenses; lifetime maximums of $30,000 private nursing, $100,000 
overall 

Vision 

Safety Glasses 

 
Eye Exams 

None 

100% reimbursement up to $400 for prescription safety glasses every 24 
consecutive months (members only) 

100% reimbursement up to $80 every 24 months. 

Member Assistance 
Program 

Short term counselling with a maximum of 6 hours per covered person per year; 
Substance Abuse Expert/Substance Abuse Professional Assessments (For 
Members Only) 

Dental Care 50% of Routine Services based on 2016 Dental Fee Schedules; $750 maximum 
benefit per person per calendar year 

Hour Bank Maximum of six (6) months of coverage 

Additional health and dental related expenses may be eligible for reimbursement from a member’s 
Health Care Expense Option (HCEO) account balance. 
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ACTIVE MEMBERS COVERAGE SUMMARIES 

PLAN 2 SUMMARY  

BENEFIT DESCRIPTION 

Member Life Insurance $75,000 

Dependent Life 
Insurance 

Spouse $20,000;  Each Child $16,000 

Accidental Death and 
Dismemberment 

$50,000 

Weekly Disability $475 per week for 52 weeks of disability; payable from 1
st
 day of an Accident and 

8
th
 day of a Sickness; integrated with Employment Insurance sickness and accident 

benefits. Upon retirement, benefits will cease. 

Supplementary Health  80% of prescription generic drugs up to annual maximum of $12,000 for single and 
$20,000 for family; maximum of one hearing aid per ear, reimbursement will be 
made for 80% of the first $750 of expenses plus 50% of the balance, with 
maximum reimbursement of $2,500 per hearing aid every 24 months; 80% of all 
other covered expenses; lifetime maximums of $30,000 private nursing, $100,000 
overall 

Vision Care 

 

Safety Glasses 

Eye Exam 

100% reimbursement for the purchase of prescription glasses or contact lenses up 
to a $500 maximum benefit per person every 24 consecutive months; 60% 
reimbursement of laser eye surgery with a $1,500 lifetime maximum  

100% reimbursement up to $400 for prescription safety glasses every 24 
consecutive months (members only) 

100% reimbursement up to $80 every 24 months 

Member Assistance 
Program 

Short term counselling with a maximum of 6 hours per covered person per year; 
Substance Abuse Expert/Substance Abuse Professional Assessments (For 
Members Only) 

Dental Care 100% of Routine Services; 50% of Major Restorative Services; based on 2016 
Dental Fee Schedules; $2,500 maximum benefit per person per calendar year for 
Routine and Major Restorative combined; 50% Orthodontia for dependent children 
and for adults, with $2,000 lifetime maximum benefit per person 

Hour Bank Maximum of six (6) months of coverage 

Additional health and dental related expenses may be eligible for reimbursement from a member’s 
Health Care Expense Option (HCEO) account balance. 
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ACTIVE MEMBERS COVERAGE SUMMARIES 

PLAN 3 SUMMARY  

BENEFIT DESCRIPTION 

Member Life Insurance $75,000 

Dependent Life 
Insurance 

Spouse $20,000; Each Child $16,000 

Accidental Death and 
Dismemberment 

$50,000 

Weekly Disability $475 per week for 52 weeks of disability; payable from 1
st
 day of an Accident and 

8
th
 day of a Sickness; integrated with Employment Insurance sickness and accident 

benefits. Upon retirement, benefits will cease. 

Supplementary Health  Semi-private hospital; 100% of prescription generic drugs up to annual maximum of 
$12,000 for single and $20,000 for family; maximum of one hearing aid per ear, 
reimbursement will be made for 80% of the first $750 of expenses plus 50% of the 
balance, with maximum reimbursement of $2,500 per  hearing aid every 24 
months; 80% of all other covered expenses; lifetime maximums of $30,000 private 
nursing, $100,000 overall 

Vision Care 

 

Safety Glasses 

Eye Exam 

100% reimbursement for the purchase of prescription glasses or contact lenses up 
to a $500 maximum benefit per person every 24 consecutive months; 60% 
reimbursement of laser eye surgery with a $1,500 lifetime maximum  

100% reimbursement up to $400 for prescription safety glasses every 24 
consecutive months (members only) 

100% reimbursement up to $80 every 24 months 

Member Assistance 
Program 

Short term counselling with a maximum of 6 hours covered person per year; 
Substance Abuse Expert/Substance Abuse Professional Assessments (For 
Members Only) 

Dental Care 100% of Routine Services; 50% of Major Restorative Services; based on 2016 
Dental Fee Schedules; $2,500 combined maximum benefit per person per calendar 
year for Routine and Major Restorative combined; 80% Orthodontia for dependent 
children, 50% for adults only, with $3,000 lifetime maximum benefit per person 

Hour Bank Maximum of six (6) months of coverage 

Additional health and dental related expenses may be eligible for reimbursement from a member’s 
Health Care Expense Option (HCEO) account balance. 
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RETIRED MEMBERS SUMMARY 

BENEFIT DESCRIPTION 

Member Life Insurance $5,000 

Member Assistance 
Program 

Short term counselling with a maximum of 6 hours per covered person per year 

 

 

 

 

 

UNION MEMBER BURIAL BENEFIT 

BENEFIT DESCRIPTION 

Burial Benefit Amount $5,000 
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ELIGIBILITY RULES – ACTIVE MEMBERS 

MEMBER ELIGIBILITY 

You may become eligible for coverage under the Plan if you: 

 reside in Canada,

 are a member of a Local Union which is participating in the Laborers’
Health & Welfare Trust Fund of Western Canada,

 are employed in Alberta, Saskatchewan or British Columbia,

 work for a contributing employer,

 have provincial healthcare, and

 work the required number of hours for eligibility as described later.

A contributing employer is any employer that is obligated or permitted to contribute to 
the Fund. 

DEPENDENT ELIGIBILITY 

Your eligible dependents are: 

1. Your spouse, where spouse means either:

(a) a person who, at of the time in question, is legally married to you, by virtue
of a religious or civil ceremony and has not been living separate and apart
from the member for more than 1 year;

(b) if there is no person to whom sub-clause (a) above applies, then a person
who is living with you at the time an expense is incurred, who is publicly
represented as your spouse, who has been living with you for at least one
continuous year and who meets the other conditions set out in this
subparagraph (b) being:

i) to establish that your spouse has been living with you for at least
one year, you must complete the Declaration of Common-Law
Spouse section on the reverse side of the Registration Form,
naming your spouse as a dependent. This form must then be on file
in the Fund Office for a period of one year before your common-law
spouse is eligible for benefits;

ii) if you have a spouse as defined in subparagraph (b) above, but that
person has not been registered with the Fund Office for at least one
year, you can have the Declaration of Common-Law Spouse signed
by a Commissioner of Oaths. This will eliminate the one year Fund
Office filing requirement and your spouse then becomes eligible for
benefits the date the form is received in the Fund Office; however,
your spousal relationship must still have existed for at least one
year before the claim expense was incurred;
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iii) to be valid, the Registration Form must be signed by you and
received by or filed with the Trustees or the Administrator; and

iv) you cannot include on the Registration Form more than one person
who is or may be a “spouse”. A designation by you of a new spouse
will only take effect on the later of the date that the Registration
Form is received by the Administrator and when there is no other
person who has been designated by you as a “spouse” within one
year preceding the date of the receipt of that designation of a new
spouse by the Administrator.

2. Your unmarried children under the age of 21 who are dependent upon you for
maintenance and support and are not employed on a regular and full-time basis;

3. Your unmarried children age 21 and over but under the age of 25 who are
dependent upon you for maintenance and support and are not employed on a
regular and full-time basis, and are attending school at an accredited college or
university on a full-time basis;

4. Your unmarried children over the age of 21 who are physically or mentally
incapable of self-support and became so while dependent upon you for
maintenance and support and while not employed on a regular and full-time
basis and while covered as a dependent under 2 or 3 above.

The word “children” means, in addition to your own or lawfully adopted child, any step-
child, or other child, who depends upon you for maintenance and support, and is not 
employed on a regular and full-time basis, and lives with you in a regular parent-child 
relationship. 

Children of your spouse must also be included on the Registration Form, and become 
eligible when your spouse does. 

EFFECTIVE DATE OF COVERAGE 

Coverage for you and your dependents will become effective on the date on which you 
qualify for coverage in accordance with the rules described in the following section – 
except that no payments are made for services rendered or costs incurred prior to that 
date. 

INITIAL ELIGIBILITY 

Hours you work for contributing employers, for which contributions have been received, 
will be credited to your hour bank account.  You become eligible for benefits after 
accumulating a minimum of 325 hours in at least two but not more than six consecutive 
months.  The month after you complete the required number of hours is a waiting 
period.  Coverage will begin on the first day of the month following the waiting period.  

Limited coverage may be available should a member die, or become disabled due to an 
accident, during this waiting period.  Contact the Fund Office for details. No benefit 
payments will be made for services received before that date.   
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If you are not actively at work or available for work on the date your coverage would 
normally become effective, coverage will begin on the next date you are actively at work 
or available for work for full pay. 

Here is an example of how the Plan’s initial eligibility rules work: 

John began work for a contributing employer in March and by the end of May, 
he had accumulated 400 hours in his hour bank account.  Since John met the 
325 hours requirement in at least two but not more than six consecutive 
months, the month of June was his waiting period.  John’s coverage started 
on July 1, the first of the month following the waiting period. 

CONTINUATION OF ELIGIBILITY 

After you meet the Plan’s initial eligibility requirements, all hours that you work for 
contributing employers are credited to your hour bank account.  For each month of 
coverage under the Plan, 135 hours will be deducted from your hour bank account.  You 
will be allowed to accumulate excess hours in your hour bank account up to a maximum 
of 810 hours (six months of coverage) for Plans 1, 2, and 3.  

In general, you continue to be eligible for Plan coverage as long as your hour bank 
account contains at least 135 hours of work credit.  See the Coverage Reinstatement 
section regarding forfeiture of hours. 

CONTINUATION OF ELIGIBILITY WHILE DISABLED 

If you are an eligible employee who becomes disabled and receives disability benefits 
from one of the sources listed below for at least two weeks in any calendar month, no 
deduction will be made from your hour bank account for Plan coverage for that month. 
In other words, even though your Plan coverage will continue, your hour bank account 
will be “frozen.”  For any one continuous period of disability, the maximum period that 
your Plan coverage will continue with your hour bank account “frozen” is twelve (12) 
consecutive months. 

The Plan will freeze your hour bank account if you are receiving: 

 Laborers’ Health & Welfare Trust Fund of Western Canada Weekly
Disability Benefits, or

 Employment Insurance (E.I.) Sickness and Accident benefits, or

 Workers’ Compensation benefits.

Any claims (Extended Health, Dental or Drug) related to your WCB injury/illness 
are not eligible through this plan. All expenses must be submitted to WCB.  

If you receive any of the above benefits, you must notify the Fund Office immediately of 
the duration of your disability so that your hour bank account may be frozen for the 
period, as described above.  Request for Freezing of Hours forms may be obtained at 
your Local Union office or the Fund Office. 
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TERMINATION OF ELIGIBILITY 

Plan coverage for you and your eligible dependents will end on the earliest of the 
following: 

 the end of the second month following the month in which work credits in
your hour bank account fall below 135 hours after deduction of 135 hours
for that month,

 the end of the month for which the required premium payment was made
on your behalf,

 the date you enter the armed forces on a full-time basis

 the date you no longer have provincial health care coverage, or

 the date the Plan terminates.

COVERAGE REINSTATEMENT 

If your eligibility for Plan coverage ends, you will again become eligible if your hour bank 
account shows a total of at least 135 hours within the four-calendar-month period after 
your eligibility ended.  Reinstatements will become effective on the first day of the 
second month following the month in which this requirement is met. 

Limited coverage may be available should a member die, or become disabled due to an 
accident, during this period.  Contact the Fund Office for details. 

FOR EXAMPLE: 

Bill lost eligibility for coverage in April when his hour bank account fell to 30 
hours of work credit.  He earned 40 hours of work credit in May and 73 hours 
of work credit in June.  At the end of June, Bill’s hour bank account had a total 
of 143 hours of work credit.  Bill’s Plan coverage was reinstated as of August 
1, the first day of the second month following the month in which his account 
reached at least 135 hours. 

If you do not accumulate at least 135 hours of work credit in your hour bank account 
within four calendar months after coverage ends, any work credit in your account at 
that time will be forfeited.  If you return to work for a contributing employer at a later 
time, you may become eligible for Plan coverage when you meet the Plan’s initial 
eligibility requirements described earlier. 

EXTENSION OF COVERAGE BY SELF-PAYMENT 

Self-payments are designed for members who have run out their hour bank and have 
no benefit coverage for the following month.  If your hour bank account falls below 135 
hours, you will receive a notice that your coverage will terminate.  Provided you are a 
member in good standing with the Union at the time your coverage terminates (and this 
is verified by your Local Union), you will be provided with a one-time option to continue 
your coverage by making self-payments on a month-to-month basis. 
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When you first become eligible to make a self-payment you will have two choices of 
coverage level: 

 to continue the coverage level you are currently covered for excluding 
coverage for Weekly Disability and the Health Care Expense Option, or 

 to continue coverage for the Core Benefits only excluding coverage for 
Weekly Disability. 

The amount of your self-payment is based on your coverage choice.  You will not be 
permitted to change your self-payment option once your first self-payment has been 
made. 

You may continue Plan coverage through self-payment for up to a maximum of six (6) 
consecutive months if you were eligible through hours prior to losing coverage under 
Plans 1, 2, and 3.  

WHEN SELF-PAYMENT IS DUE 

Self-payments are due in advance of the month for which coverage is desired; however, 
the following grace periods will be applied: 

 the first payment must be made by the last day of the month for which that 
self-payment applies, 

 second and subsequent self-payments must be made by the 7th calendar 
day of each month. 

All payments must be made on a continuous, uninterrupted basis.  If there is an 
interruption, you cannot re-start self-payments at a later date. 

Contact the Fund Office for further information about the amount of self-payment and 
other requirements that must be met. 

DECEASED MEMBERS – LENGTH OF DEPENDENT COVERAGE 

If you should die while your dependents are insured and you are eligible for coverage 
through your hour bank, Plan coverage applicable at the time of your death shall 
continue for your already insured dependents until the later of: 

 three calendar months immediately following the date of your death, or 

 the date your hour bank account runs out. 

EXTENSION OF CORE SUPPLEMENTARY HEALTH BENEFITS  

AND HOSPITAL BENEFITS DURING DISABILITY 

If you or one of your covered dependents are totally disabled on the date your coverage 
ends, the level of your Supplementary Health Benefits in effect at that time will be 
continued for the disabled person.  This extension of coverage will continue for the 
disabled person for as long as that disability continues, but not beyond: 

 12 months for Supplementary Health and 90 days for Hospital Benefits, 
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 the date the maximum benefit has been paid, or

 the date that person becomes covered under any other Group Plan,

whichever occurs first. 

To qualify for this extended coverage, totally disabled means: 

 for you, that you cannot, because of illness or injury, engage in your
regular occupation and you are not working for pay or profit

 for an insured dependent, that such person cannot, because of illness or
injury, engage in most of the normal activities of a person of the same age
and sex.

Payments will be made for pregnancy-related eligible expenses if you or your 
dependent are pregnant on the date coverage would normally end for a reason other 
than the termination of the plan. 

PARTICIPATION OF NON-BARGAINING EMPLOYEES

This Plan allows the following employees who reside in Canada to become eligible for 
coverage under the Plan: 

 a full-time salaried officer or employee of any applicable Local for whom
coverage under this Plan has been approved by the Trustees,

 an employee of the Trustees for whom coverage under this Plan has been
approved by them,

 an employee of certain other employers for whom coverage under this
Plan has been approved by the Trustees, or

 an employee of the Trustees of any jointly trusted benefit Fund, sponsored
or supported by a Union such as Training, Education or other similar Fund
established and maintained to benefit employees, for whom coverage
under this Plan has been approved by the Trustees.

Trustees of the Laborers’ Health & Welfare Trust Fund of Western Canada may also 
become eligible for benefits under this Plan. 

These employees may become and remain eligible provided they meet prescribed 
non-bargaining eligibility rules.  The Board of Trustees reserves the right to amend 
these rules at any time and to require proof that all conditions and requirements are 
being met.  Full information concerning participation of non-bargaining employees 
can be obtained by contacting the Fund Office. 
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ELIGIBILITY RULES – RETIRED MEMBERS PLAN 

MEMBER ELIGIBILITY 

To be eligible for benefits under the Retired Members Plan the member must meet all of 
the following requirements: 

He must be a member in good standing of a LIUNA Local (the “Union”) on the date he 
retires from employment with participating employers (the date of his retirement);  

1. He must have 10 continuous years as a member in good standing of the Union
on the date of his retirement;

2. He must have been working, or available for work, under the jurisdiction of the
Union for 12 continuous months as of the date of his retirement;

3. He must be in receipt of, or in the process of successfully applying for, a monthly
retirement benefit commencing on his date of retirement from the Laborers’
Pension Fund of Western Canada (the Pension Plan);

4. He must have 12 continuous months of coverage as a non-retired Member under
the Fund as of the date of his retirement; and

5. The Union office must verify that he meets requirements 1, 2, and 3 above, on
his date of retirement.

With respect to Number 4 above, members in receipt of a disability pension and 
members whose pension is commuted on their retirement date shall be eligible for the 
Retired Members Plan. 

If a member does not elect to participate in the Retired Members Plan within 30 
days of his effective date of coverage (as defined below), he will not be allowed to 
participate later. 

ELIGIBLE DEPENDENTS 

A Retired Member’s eligible dependents are: 

1. The Retired Member’s spouse, where spouse means:

(a) a person who, as of the time the expense is incurred, is legally married to
the Retired Member, or

(b) a person who is living with the Retired Member at the time an expense is
incurred and who is publicly represented as the Retired Member’s spouse,
and who has been living with the Retired Member for at least one
continuous year. To establish that the Retired Member’s spouse has been
living with the Retired Member for at least one year, the Retired Member
must complete the Declaration of Common-Law Spouse section on the
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reverse side of the Registration Form, naming the spouse as a dependent. 
This form must then be on file in the Fund Office for a period of one year 
before the Retired Member’s common-law spouse is eligible for benefits. 

If the Retired Member has a spouse, as defined above, but the spouse has not 
been registered with the Fund Office for at least one year, the Retired Member 
can have the Declaration of Common-Law Spouse signed by a Commissioner of 
Oaths. This will eliminate the one year Fund Office filing requirement and the 
spouse then becomes eligible for benefits the date the form is received in the 
Fund Office; however, the Retired Member’s spousal relationship must still have 
existed for at least one year before the expense was incurred. 

If more than one person qualifies as the Retired Member’s spouse, the person 
the Retired Member designates on the Registration Form as the spouse will be 
the person the Plan recognizes as the spouse. To be valid, the Registration Form 
must be signed by the Retired Member and received by or filed with the Trustees 
or the Administrator. In the absence of the designation, the Plan will consider the 
person qualified under (a) in the above definition to be the Retired Member’s 
spouse. 

2. The Retired Member’s unmarried children under the age of 21 who are
dependent upon the Retired Member for maintenance and support and are not
employed on a regular and full-time basis, and

3. The Retired Member’s unmarried children age 21 and over but under the age of
25 who are dependent upon the Retired Member for maintenance and support
and are not employed on a regular and full-time basis, and are attending school
at an accredited college or university on a full-time basis, and

4. The Retired Member’s unmarried children over the age of 21 who are physically
or mentally incapable of self-support and became so while dependent upon the
Retired Member for maintenance and support and while not employed on a
regular and full-time basis, and while covered as a dependent under 2 or 3
above.

The word “children” means, in addition to the Retired Member’s own or lawfully 
adopted child, any step-child, or other child, who depends upon the Retired 
Member for maintenance and support, and is not employed on a regular and full-
time basis, and lives with the Retired Member in a regular parent-child 
relationship. 

Children of the Retired Member’s spouse must also be included on the 
Registration Form, and become eligible when the Retired Member’s spouse 
does. 

If a dependent is confined for medical care or treatment in any institution or at 
home when coverage would normally start, the dependent will not be covered 
until given a final release by the doctor from all such confinement. However, this 
provision is not applicable to dependents who were covered as a non-retired 
Member’s dependents as of the last day of non-retired Member coverage. 



13 

No one will be eligible as a dependent while covered as a non-retired or Retired 
Member or while in military service. 

REQUIRED CONTRIBUTIONS 

Eligible Retired Members can become insured for Retired Members coverage by 
making monthly contributions at the required level and at the required time, as 
determined by the Board. The contributions are required on a monthly basis. Failure to 
make the required contributions within the time requirements will result in 
coverage under the Retired Members’ Benefit Plan being terminated, as provided 
for in the Termination of Eligibility provision below. 

When a Retiree initially becomes eligible to participate in the Retired Members Plan, the 
first payment for coverage must be made within 30 days of the effective date of 
coverage, as defined below. All subsequent payments for continued coverage must be 
made by the 15th day of the month for which coverage is applicable. 

EFFECTIVE DATE OF COVERAGE 

The effective date of coverage under this Plan for any eligible Retired Member who 
retires on or after the Effective Date of the Plan, is the first day of the month 
immediately following the month in which non-retired Member coverage by the 
Laborers’ Health & Welfare Trust Fund of Western Canada (the Fund) ceases. 

The effective date of coverage for Eligible Dependents is the effective date of coverage 
for the Retired Member, except where specified otherwise in Eligible Dependents (as 
defined earlier). 

TERMINATION OF ELIGIBILITY 

Coverage as a Retired Member under this Plan will cease upon the earliest of: 

1. The date the Retired Member ceases to be a member in good standing of the
Union;

2. The date the Retired Member ceases to make the required monthly Plan
contributions to the Fund Office;

3. The date coverage commences as a non-retired Member under the Fund, due to
the Retired Member’s re-employment with a participating employer;

4. The date the Retired Member is re-employed in the industry by a non-
participating employer;

5. The date the Retired Member reaches age 75;

6. The date of the Retired Member’s death.

Important:   If a Retired Member’s coverage terminates for any reason other than 
Number 3 above, his coverage cannot be reinstated. 
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As noted in Number 3 above, should a member become eligible for coverage as a 
Retired Member and subsequently become eligible as a non-retired Member under the 
Fund, his eligibility as a Retired Member will cease. If, after that, he terminates eligibility 
as a non-retired Member, he will again become eligible as a Retired Member provided 
he meets all of the Initial Eligibility rules, as set out in Section A (with respect to his date 
of re-retirement). Rule Number 3 of the Initial Eligibility rules will be adjusted to the 
number of months he was covered as a non-retired Member, if it was less than 12 
months. 

CHANGES IN ELIGIBILITY RULES 

The eligibility rules may be amended by the Board at any time without the necessity of 
prior notice being provided to those individuals affected thereby, including Retired 
Members covered by this Plan and those not yet eligible for coverage as of the effective 
date of any such amendment. 

The Board expressly reserves the right to terminate any or all of the benefits or 
coverage provided for Retired Members and their dependents, and expressly reserves 
the right to provide different benefits to Retired Members or dependents than the 
benefits being provided to other members, participants, dependents, or beneficiaries of 
the Plan. The Board also expressly reserves the right to change the amount of 
contributions required to be made by all Retired Members from time to time. 
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UNION MEMBER BURIAL BENEFIT 

The Union Member Burial Benefit amount is equal to $5,000. To be eligible for the 
Burial Benefit, the Union Member must meet all of the following requirements at the time 
of death: 

1. Be under the age of 65

2. Have been eligible for benefits under the Plan on or after January 1, 1990

3. Not be eligible for Life Insurance benefits under the Plan

4. Be a member in good standing with the Local Union; and

5. Be believed to have an estate valued at less than $25,000 as reflected by a
Statutory Declaration from the Business Manager of the Local Union where the
member is in good standing
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YOUR COVERAGE OPTIONS 

ACTIVE MEMBERS 

ELECTING YOUR LEVEL OF COVERAGE 

When you meet the Plan’s initial eligibility requirements, you must elect the coverage 
Option you want.  The level of coverage available to you depends upon your employer’s 
contribution rate.  The contribution rate that applies to you is printed on your enrollment 
form.  A summary of the coverage Options and the costs of the Options are also 
included on your enrolment form. 

You will automatically be enrolled in the highest level of coverage which is available at 
your contribution rate (this is called your default level).  If you do not want that level of 
coverage, you can elect a lower level of coverage and have the “surplus” contributions 
transferred to a Health Care Expense Option, set up in your name. 

WHEN THE COST IS LESS THAN YOUR EMPLOYER’S CONTRIBUTION RATE 

As shown in the prior example, if the coverage level you are enrolled in costs less than 
your employer’s contribution rate, the excess will be directed into a Health Care 
Expense Option, set up in your name.  You may use the amount in your Health Care 
Expense Option to pay for eligible health care expenses that are not reimbursed from 
any other source.  In this way, the full amount of the employer contributions made on 
your behalf is available to you to use for your health care expenses.  For more 
information on the Health Care Expense Option, see the description included later. 

HOW LONG YOUR ELECTION REMAINS IN EFFECT 

YOUR INITIAL ELECTION 

Your first election remains in effect from the date coverage begins until the next Plan re-
enrollment, at the call of the Board of Trustees. 

You will be advised of a Plan re-enrollment date and be provided with all of the 
necessary re-enrollment forms.  Any election you make remains in effect until the next 
Plan re-enrollment date, unless you have a qualified family status change, or a change 
in contribution rate, both of which are discussed below. 

FAMILY STATUS CHANGES 

You may change your coverage before the next Plan re-enrollment if you experience a 
family status change.  A family status change is: 

 adding a dependent through marriage, birth or adoption, or
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 losing a dependent though divorce, death, or a child losing dependent
status

 changes to a spouse’s eligibility for coverage under a different Plan

If you have a change in family status after your initial enrollment, you must contact the 
Fund Office within 30 days after this event in order to make a change in your Plan 
coverage. 

Once the Fund Office has received notification of your family status change, the Fund 
Office will forward a new Registration Form for you to complete.  Any change in your 
coverage will become effective the first of the month following receipt of your new 
Registration Form by the Fund Office. 

If you wait longer than 30 days to notify the Fund Office of a family status change, the 
next time you can change your Plan selection will be with the next Plan re-enrollment 
date. 

WHAT HAPPENS IF YOUR CONTRIBUTION RATE CHANGES 

The guidelines for a re-selection due to an increase or decrease in contribution rate are 
detailed below.  A re-selection as a result of an increase or decrease in contribution rate 
is only permitted once per year. 

CONTRIBUTION RATE INCREASES 

If your contribution rate increases during the year, you may be eligible for a change in 
your coverage.  However, you must satisfy a requalification period before you can re-
select your Plan at the higher contribution rate.  The requalification period to be 
permitted to re-select is the same as the initial eligibility rules – 325 hours in at least two 
(2) but not more than six (6) months.

Once the requalification eligibility requirements have been met, you will automatically be 
enrolled in the higher level of coverage available at your higher contribution rate, unless 
you elect a lower level of coverage.  All hours in your bank will provide coverage at your 
re-selected coverage level. 

When you are eligible to re-select, the Fund Office will forward a new Registration Form 
for you to complete.  You must return the Registration Form within 30 days. 

If you do not satisfy the requalification eligibility requirements to re-select your Plan, the 
additional contributions will be credited to your Health Care Expense Option.  Added 
Health Care Expense Option contributions will increase the dollars that are available to 
cover eligible expenses that are not reimbursed by another source.  If you do not have a 
Health Care Expense Option, then one will be started for you. 

CONTRIBUTION RATE DECREASES 

If your contribution rate decreases during the year, your Plan selection will remain in 
effect until your hour bank balance earned at your contribution rate runs out.  At the end 
of this period, your coverage level may change. 
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If your new contribution rate is not sufficient to maintain your current level of coverage, 
then your coverage level will be reduced. 

Before your hour bank runs out for your existing Plan selection, the Fund Office will 
forward a new Plan Registration Form for you to complete.  You must return the Plan 
Registration Form within 30 days. 

Any claims incurred before the effective date of a reduction in coverage level will remain 
eligible for payment (provided they would have been covered before the reduction). 
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MEMBER LIFE INSURANCE 

ACTIVE AND RETIRED MEMBERS 

BENEFITS 

The Life Insurance benefit is payable to your beneficiary in the event of your death from 
any cause at any time or place while you are insured under the Plan. Coverage 
terminates at age seventy-five (75). 

The Life Insurance benefit amount payable is: 

Plan 1 :  $30,000 

Plan 2 and 3 :  $75,000 

Retired Members :  $5,000 

If you are an Active member and you should die during the one month period 
immediately preceding the date your eligibility commences or is reinstated (that is, 
during the waiting period), a Life Insurance benefit will be paid to your beneficiary. 

The portion of premiums paid on your behalf for your level of Life Insurance coverage is 
considered to be a taxable amount.  A T4-A will be issued from the Plan. 

WHO CAN BE YOUR BENEFICIARY 

You may designate anyone you wish as beneficiary for your member Life Insurance 
benefit by filling in the information requested on your Registration Form.  Provincial 
legislation requires that the original document designating your beneficiary is required to 
be on file with the Administrator.  

You may change your beneficiary at any time (subject to the applicable laws of your 
province of residence) by completing a new Registration Form and submitting it to the 
Fund Office.  Any payment made in good faith to your estate or your estate’s 
representative, or to the person known by the Fund Office as the designated beneficiary 
at the time of payment, shall be full discharge of the liability of SSQ for the amount of 
such payment under this benefit. 

WAIVER OF PREMIUM FOR DISABILITY (NOT APPLICABLE TO RETIRED MEMBERS) 

If you become totally and permanently disabled while you are insured for Life Insurance 
coverage under the Plan, and before age 65, your Life Insurance will continue (even 
though you may lose eligibility for other benefits) for as long as you remain disabled, but 
not beyond your 65th birthday, subject to the following requirements: 

1. You must be totally disabled for at least nine (9) months, and

2. Medical evidence must show that your disability is total and permanent, and
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3. Written notice and proof of your disability must be given to the Insurance 
Company within 12 months following the date you cease active work due to 
disability.  Subsequent proofs of disability must be furnished each year 
thereafter. 

No increase in insurance may become effective during a period of disability. 

Totally and permanently disabled as used above means that due to illness or injury, you 
are, and will continue to be, unable to perform any occupation for which you are, or may 
reasonably become, fitted by training, education or experience. 

CONVERSION PRIVILEGE (NOT APPLICABLE TO RETIRED MEMBERS) 

If your Life Insurance coverage terminates, you may be eligible to convert the 
terminated amount to an individual life insurance policy without a medical examination 
or health questionnaire being required.  Contact the Fund Office for details concerning 
your eligibility to convert, as well as the type of policy you can convert to and the 
amount of coverage that you may convert. Written application together with the initial 
premium due must be submitted to SSQ within 31 days of the date your Life Insurance 
coverage terminates. 

EXTENDED BENEFITS (NOT APPLICABLE TO RETIRED MEMBERS) 

If you should die within 31 days of the date your Life Insurance coverage terminates, the 
amount you could have converted will be paid as a death benefit under this Plan even if 
you did not apply for conversion. 
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DEPENDENT LIFE INSURANCE 

ACTIVE MEMBERS 

BENEFITS

The Life Insurance benefit is payable to you in the event of the death of one of your 
eligible dependents from any cause, at any time or place, while insurance for that 
dependent is in force.  

The Life Insurance benefit amount payable is: 

Spouse Each Child 

Plan 2 or 3 $20,000 $16,000  

WAIVER OF PREMIUM FOR DISABILITY

If your Life Insurance is continued by reason of total and permanent disability as 
provided in the Life Insurance for Members section, the Life Insurance then in effect for 
your dependents will also be continued. 

CONVERSION OF DEPENDENTS’ INSURANCE

If Dependent Life Insurance for your spouse or one of your dependent children 
terminates because your Member Life Insurance terminates, or because of your death, 
or because the individual no longer meets the contractual definition of spouse or that of 
dependent child, the person whose insurance terminates may be eligible to convert to 
an individual life insurance policy without a medical examination or health questionnaire 
being required.  Contact the Fund Office for details concerning eligibility to convert, as 
well as the type of policy that can be converted to and the amount of coverage that can 
be converted.  Written application together with the initial premium due must be 
submitted to SSQ within 31 days of the date your spouse’s Life Insurance coverage 
terminates. 

EXTENDED BENEFITS

If your spouse or dependent child dies within 31 days of the date the individual’s 
Dependent Life Insurance terminated, the amount that could have been converted will 
be paid as a death benefit under this Plan even if the individual did not apply for 
conversion. 
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ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) 

ACTIVE MEMBERS 

BENEFITS 

If you sustain a bodily injury caused by an accident while insured, and if an insured loss 
occurs as a direct result within 365 days of the accident, an Accidental Death or 
Dismemberment (AD&D) benefit is payable. 

Based on the loss incurred, the following will be paid: 

Loss Plan 1 Plan 2 and 3 

Life $15,000 $50,000 

Paraplegia, Quadriplegia or Hemiplegia $30,000 $100,000 

Both hands or feet $15,000 $50,000 

Sight of both eyes $15,000 $50,000 

Speech and Hearing $15,000 $50,000 

One hand and one foot $15,000 $50,000 

One hand and the sight of one eye $15,000 $50,000 

One foot and the sight of one eye $15,000 $50,000 

One arm or one leg $11,250 $37,500 

One hand, one foot, sight of one eye, speech or 
hearing 

$10,000 $33,333 

Thumb and index finger of either hand $  5,000 $16,666 

Four fingers of either hand $  5,000 $16,666 

Hearing in one ear $  5,000 $16,666 

All toes of one foot $  3,750 $12,500 

Only one of the amounts, the largest applicable loss, is payable for all losses resulting 
from one accident. 

Payments for all losses will be made to you, except for loss of life which will be paid to 
your designated beneficiary. 

 “Loss” as used above means: 

 complete severance of a hand or a foot at or above the wrist or ankle joint
but below the elbow or knee joint;

 complete severance of an arm or a leg at or above the elbow or knee joint;
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 complete severance of thumb and fingers at or above the 
metacarpophalangeal joint; 

 complete severance of toes at or above the metatarsophalangeal joint; 

 irrecoverable loss of the entire sight in an eye; 

 the total and irrecoverable loss of the ability to speak; 

 the total and irrecoverable loss of the ability to hear; 

 for Quadriplegia, the permanent and irrecoverable paralysis of both upper 
and lower limbs; 

 for Paraplegia, the permanent and irrecoverable paralysis of both lower 
limbs; and 

 for Hemiplegia, the permanent and irrecoverable paralysis of upper and 
lower limbs of one side of the body. 

AD&D coverage under the Plan is subject to an Aggregate Limit of Indemnity of 
$4,000,000 for all losses resulting from any one aircraft accident.  This means that if an 
aircraft accident results in an accumulation of losses greater than $4,000,000, the 
amount payable for each insured person’s loss will be reduced proportionately.  The 
Plan will never pay more than $4,000,000 in benefits for death or loss resulting from one 
aircraft accident. 

DAY CARE BENEFIT 

In the event your death is as a direct result of an accident, a benefit is payable for the 
reasonable and necessary expenses actually incurred, subject to the lesser of a 
maximum of 5% of your Principal Sum or $5,000 for each year your Dependent Child 
described above is enrolled in a legally licensed Day Care Centre, but not to exceed 
four years, which must run consecutively with respect to any one Dependent Child. 

FAMILY TRANSPORTATION BENEFIT 

When, as a result of loss covered by this policy, you are confined as an inpatient in a 
hospital located from a point of not less than one hundred and fifty kilometers from your 
normal place of residence, the reasonable expenses actually incurred by all members of 
your immediate family for hotel accommodation and transportation by the most direct 
route to your location will be paid.  The coverage payable is not to exceed the 
aggregate amount of $10,000 for all such expenses. 

HOME ALTERATION AND VEHICLE MODIFICATION BENEFIT 

In the event you sustain the loss of, or loss of use of, both feet or both legs, or become 
quadriplegic, paraplegic or hemiplegic and subsequently require the use of a wheelchair 
to be ambulatory, the cost of alterations to your principal residence and/or the cost of 
modifications to one motor vehicle utilized by you will be paid. Such modifications must 
be approved by licensing authorities where required, for the purpose of making them 
wheelchair accessible, to a maximum of $10,000. 
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SPOUSAL OCCUPATIONAL TRAINING BENEFIT 

If your death is as a direct result of an accident sustained by you, the reasonable and 
necessary expenses incurred by your Spouse, to engage in a formal occupational 
training program in order to become specifically qualified for active employment in an 
occupation for which he/she would not otherwise have sufficient qualifications, will be 
paid.  This amount is not to exceed the aggregate amount of $10,000 for all such 
expenses that are actually incurred within three years from the date of your accident. 

REHABILITATION BENEFIT 

If injury requires that you undergo special training in order to be qualified to engage in a 
special occupation in which you would not have engaged, except for such injury the 
reasonable and necessary expense incurred for such training by you, within three years 
of the date of the accident, subject to a maximum amount of $10,000 as the result of 
any one accident, will be paid. 

REPATRIATION BENEFIT 

If injury results in your death within 365 days of the date of the accident, the actual 
expense incurred for preparing your body for burial or cremation, and the shipment of 
your body to your city of residence, will be made, subject to a maximum amount of 
$10,000. 

SPECIAL EDUCATION BENEFIT 

If injury results in your death, payment of 5% of your Principal Sum to a maximum of 
$5,000, in addition to all other benefits, will be made to your Dependent Child, who on 
the date of accident was enrolled as a full-time student in any institution of higher 
learning beyond the Secondary School level, but not to exceed four consecutive annual 
payments. 

WHEN AD&D COVERAGE ENDS 

In addition to the circumstances under which all Plan coverage ends, AD&D coverage 
ends when you reach age 70. 

EXTENDED BENEFITS 

If you should die during the one-month period immediately preceding the date your 
eligibility commences or is reinstated, that is, during the waiting period, and an accident 
is the sole cause of your death, an Accidental Death benefit will be paid to your 
beneficiary. 

If you should die during the 31-day period after your coverage terminates, and an 
accident is the sole cause of your death, an Accidental Death benefit will be paid to your 
beneficiary. 
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WHAT IS EXCLUDED FROM AD&D COVERAGE 

This Plan does not cover any loss: 

 resulting from suicide of self-inflicted injury,

 resulting from declared or undeclared war or any act of war,

 occurring while you are on full-time active service in the armed forces, or

 occurring while you are piloting or acting as a member of a crew in an aircraft,
unless the aircraft is certified and fixed-wing and is being used for personal
and/or recreational purposes. Personal and/or recreational purposes do not
include carrying passengers for hire, use in connection with acrobatic or stunt
flying, use in connection with crop dusting, hunting and other circumstances
outlined in detail in the Insurance Contract.

EXPOSURE AND DISAPPEARANCE 

Loss due to exposure will be deemed to be accidental if the exposure was a direct result 
of an accident. 

An Accidental Death benefit may be payable in the event of the disappearance of an 
insured person under circumstances indicating an accident, as detailed in the Insurance 
Contract. 

WHO CAN BE YOUR BENEFICIARY 

Your beneficiary for this benefit is the same person you named as beneficiary for your 
Member Life Insurance coverage.  To the extent permitted by provincial laws, you may 
change your beneficiary at any time by completing a new Registration Form and 
submitting it to the Fund Office.  The change will become effective on the date the Fund 
Office receives your new Registration Form. 
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WEEKLY DISABILITY BENEFIT 

ACTIVE MEMBERS 

 

You will be paid a benefit, if while insured for Weekly Disability coverage, you become 
disabled due to a non-occupational bodily injury or sickness that prevents you from 
performing work for a contributing employer for pay or profit. Coverage terminates upon 
retirement. 

The amount of benefit is $475 per week for Plans 1, 2 and 3. 

HOW TO START RECEIVING DISABILITY BENEFITS 

Be sure to apply to both the Fund Office and E.I. as soon as you become disabled.  If 
you do not qualify for Employment Insurance Weekly Accident and Sickness benefits or 
Workers’ Compensation benefits, contact the Fund Office immediately.  Disability claims 
must be reported to the Fund Office within 180 days after the date the disability began. 

WHEN WEEKLY DISABILITY BENEFITS ARE PAYABLE 

Weekly Disability benefit payments begin on the first day of disability caused by an 
accident and on the eighth day of disability caused by a sickness.  Benefit payments 
may continue for up to a maximum of 52 weeks, as long as you remain disabled and are 
under the continuous care of a physician. 

HOW WEEKLY DISABILITY BENEFITS COORDINATE WITH  
E.I.’S ACCIDENT AND SICKNESS BENEFITS 

If you are eligible for Accident and Sickness Benefits from Employment Insurance (E.I.), 
the Fund’s benefits will be suspended when E.I. benefits begin (not later than 14 days 
after the date your disability begins). 

If you are still disabled after using up all of your E.I. benefits (maximum 15 weeks), the 
Fund will resume benefit payments and will continue payments.  As long as you remain 
disabled and under a physician’s care, benefits will be paid up to a combined maximum 
of 52 weeks of payments, including the payments received from E.I. 

Successive periods of total disability that are separated by less than one week of full-
time employment or availability for full-time employment will be considered as one 
period of disability.  However, if your subsequent disability is caused by an injury or 
sickness entirely unrelated to the cause of the previous disability and it begins after you 
return to or are available for work, it will be considered as a separate disability. 

If any period of disability is classified as “recurrent” it will be treated as a continuation of 
the previous disability.  This is significant because any maximums which apply may 
already be used up and any waiting period may already be satisfied. 

 



27 

WHAT IS NOT COVERED 

Weekly Disability benefits are not payable for: 

 any day on which you are not under the care of a physician or surgeon; no
period of care shall be considered to have started until you have been
seen and treated personally by a physician or surgeon;

 a disability caused by self-inflicted injury or illness;

 a disability resulting from insurrection, war, service in the armed forces of
any country, or participation in a riot;

 a disability for which you are entitled to benefits under any Workers’
Compensation Act or Automobile Insurance Act;

 periods of disability when you are on vacation and receiving full pay;

 any period that you are undergoing cosmetic surgery or treatment, when
so classified by the insurance company, unless such surgery or treatment
is for accidental injury and began within 90 days of the accident causing
the injury; or

 any day you do any kind of work for pay or profit.

THIRD PARTY LIABILITY 

If you receive benefit payments under this Plan for loss of income for which there may 
be cause of action against a third party, you will be required to complete a 
Reimbursement Agreement.  This will enable SSQ to be reimbursed for any amount(s), 
including interest, you recover from a third party for loss of income, or medical or dental 
expenses which, together with any amount(s) paid or payable under any of the benefits 
of this Plan, would exceed the amount you would otherwise be entitled to as a result of 
your disability. 

When SSQ is notified of payment by a third party of any judgment or settlement, further 
disability payments under this Plan will be interrupted until the amount set out in the 
Reimbursement Agreement has been reimbursed. 

If a lump sum payment is made under judgment or settlement for loss of future income, 
no further disability benefits will be paid from this Plan until such time as the sum of the 
benefit payments otherwise payable equals the amount of such lump sum. 

EXTENSION OF BENEFITS 

If you are disabled on the date your coverage ends and that disability continues 
uninterrupted, Weekly Disability benefits will continue until the end of the benefit period 
under this Plan, or until your disability terminates, whichever occurs first. 
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SUPPLEMENTARY HEALTH BENEFITS  

ACTIVE MEMBERS AND THEIR DEPENDENTS 

BENEFITS 

The Supplementary Health Benefits help pay for certain medical services and supplies 
which are not covered by a provincial plan. 

ELIGIBLE EXPENSES – ALL PLANS 

The following services and supplies are covered by the Supplementary Health Benefits 
under all Plan Options and will be reimbursed at 80%, unless otherwise noted.  

To be eligible for payment, eligible expenses must be reasonable, customary and 
considered to be medically necessary by a physician. 

A service or supply is considered to be medically necessary if it is broadly accepted by 
the medical profession as effective, appropriate and essential in the diagnosis or 
treatment of a sickness or injury that is based on generally recognized and accepted 
standards of care. 

The Plan considers a physician to be a Doctor of Medicine (M.D.) duly licensed to 
practice medicine or any other practitioner recognized by the College of Physicians and 
Surgeons in the area in which the treatment is provided. 

The Plan considers a hospital to be an institution operated according to law for the 
inpatient medical care of sick, injured and chronically ill persons, has a staff of licensed 
doctors (M.D.) and 24-hour nursing service by Registered Nurses (R.N.), and in 
Canada, is approved for payment of the ward rate under the Provincial Health plan. 

 Nursing Care – Service of a Registered Nurse (R.N.), provided to a 

patient who is not confined to a hospital, up to a lifetime maximum benefit 
of $30,000.  If a R.N. is not available when needed, nursing services of a 
Registered Nursing Assistant or a Licensed Practical Nurse will be eligible. 

 The nurse providing care and the insured patient must not ordinarily reside 
in the same home.  Services of a nurse who is the spouse, child, brother, 
sister, or parent of the employee or the employee’s spouse will be 
ineligible. 

 Services of Practitioners – Up to $400 per person per type of 
practitioner is payable each calendar year for professional services 
provided by the following licensed, certified or registered practitioners 
when they are operating within their recognized fields.   

 Psychologist or physiotherapist. 

 Registered massage therapist on a doctor’s written 
recommendation 
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 Chiropractor or naturopath.  In addition, up to $25 per calendar year 
is payable for required x-rays provided by a chiropractor. 

 Services of a Christian Science healer authorized as such on the 
register maintained and published by the First Church of Christ, 
Scientist, Boston, Massachusetts, U.S.A. 

 Services of podiatrist, chiropodist and acupuncturist. Coverage is 
payable from first dollar. 

The practitioner providing care and the insured patient must not ordinarily 
reside in the same home.  Services of a practitioner who is the spouse, 
child, brother, sister, or parent of the employee or the employee’s spouse 
will be ineligible. 

 Ambulance Service provided by a licensed ground ambulance to and 
from a local hospital.  The Plan also covers up to one round trip per 
person each year for emergency transportation by means of a licensed 
ambulance, air-ambulance or by any other vehicle normally used for public 
transportation, to the nearest hospital in which the required treatment can 
be provided.  Prior approval of SSQ must be obtained.  Licensed ground 
ambulance service to and from the points of departure and arrival is also 
considered eligible. 

 Hospital Care (Within Canada) – For Plan 3 only. Hospital charges for 
out-patient medical or surgical treatment (excluding physician’s fees or 
special nurse’s fees, laboratory service, physiotherapy and similar 
therapeutic procedures, electrocardiogram and other diagnostic 
procedures, and electric shock therapy and other therapeutic procedures). 

Eligible expenses also include room, board and normal nursing care 
provided in a licensed convalescent hospital in Canada (for convalescent 
or chronic care, but excluding custodial care) for semi-private 
accommodations up to a maximum of 120 days per disability period.  To 
be covered, you must be admitted within seven days after being 
hospitalized for at least five consecutive days, and the confinement must 
be due to the same injury or sickness for which you were hospitalized. 

 Diagnostic Laboratory and X-Ray Expenses 

 Prescription Drugs – Charges for medically necessary drugs and 
medicines, including oral contraceptives prescribed by a licensed doctor 
(M.D.) or licensed dentist or other professional authorized by provincial 
legislation to prescribe drugs, and dispensed by a registered pharmacist 
or licensed doctor (M.D.), legally authorized to dispense such drugs, that 
regardless of their legal status are not normally obtainable except by a 
prescription from a licensed doctor (M.D.) or licensed dentist (except as 
noted below).  Any other charges by a physician, such as professional 
fees, are not covered. 

Coverage is provided based on generic drugs and medicines.  Full 
coverage of brand name drugs and medicines will only be provided if a 
generic equivalent does not exist.  If a generic drug does exist and a 
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brand name drug is purchased, you will be required to pay all expenses in 
excess of the full coverage amount of the generic equivalent. 

The level of drug coverage provided varies by Plan as follows: 

Plans 1 and 2:  80% coverage 

Plans 3:   100% coverage 

The Annual prescription drug maximum is $12,000 for a single member 
and $20,000 for a member with family coverage. 

 Drugs for the treatment of erectile dysfunction are limited to $500
per insured person per calendar year.

 Prescription and non-prescription smoking cessation products
limited to $400 per insured person for the first course of treatment,
and to 50% reimbursement up to $200 for the second course of
treatment.  No payment will be made for subsequent courses of
treatment.

 Drugs or medications for weight reduction are provided under
restricted circumstances and are limited to $1,000 per insured
person per lifetime.

 Vaccinations are not eligible for reimbursement.

Medical Supplies – The Plan provides 80% reimbursement for the following supplies, 
unless otherwise noted: 

 Rental or, at SSQ’s option, purchase of supplies, aids and
appliances such as the following:

- casts, plaster bandages, and surgical dressings,
- radium or cobalt or radioactive isotopes,
- blood or blood plasma,
- wheelchairs, hospital beds, iron lungs or kidney dialysis

equipment,
- surgical supplies,
- aids and appliances required because of an injury to organs

or body parts, provided such injury was sustained in an
accident which occurred while the patient was insured under
this Plan.

 Purchase of orthopedic shoes and boots, one pair per person per
calendar year, up to a maximum of $1,500 (not eligible for payment
unless prescribed by a medical doctor for a diagnosed physical
impairment. Medical doctors do not include doctors of chiropractic
or chiropodists).

 Purchase of orthotic devices which have been specifically designed
and fabricated for the covered individual, limited to one pair per
calendar year, up to a maximum of $300, when prescribed by a
medical doctor or podiatrist.
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 Purchase of one hearing aid per ear where reimbursement will be 
made for 80% of the first $750 of expenses, plus 50% of the 
balance, with a maximum reimbursement of $2,500 per hearing aid 
per person in any 24 consecutive months. 

 Charges Incurred for the treatment of plantar warts up to a maximum of 
$200 per calendar year. 

 Charges Incurred due to a licensed doctor’s (M.D.) fee to provide a note 
to explain an employee’s absence from work when required for the 
employee’s employer or to obtain disability benefits from the Fund. Eligible 
expenses are limited to $50 per note and $200 per calendar year. 

 Emergency Dental Treatment for the repair of damage resulting directly 
from an accidental injury to natural teeth or the area outside the mouth, 
provided the treatment is received within 12 months of the accident and 
you are still eligible for coverage.  Payment will be made based on the 
amount for the least expensive procedure which will provide a 
professionally adequate result. 

 Maternity Expenses – Expenses incurred for pregnancy will be 
considered in the same manner as expenses incurred for any other 
condition. 

VISION CARE – PLANS 2 AND 3 

 The Plan’s vision care benefit provides 100% reimbursement for the purchase of 
prescription glasses or contact lenses, up to a maximum benefit of $500 per 
person every 24 consecutive months. 

 No benefits are provided for non-prescription lenses, prescription sunglasses, 
and anti-reflective coatings.  Vision care expenses are eligible when prescribed 
by an ophthalmologist or an optometrist. 

 The vision care benefit also provides reimbursement of 60% of expenses 
incurred for laser eye surgery performed by a qualified ophthalmologist, up to a 
lifetime maximum benefit of $1,500 per person. 

 
Safety Glasses – All Plans 
100% reimbursement for the purchase of prescription safety glasses up to a maximum 
benefit of $400 per person every 24 consecutive months. This coverage is only 
available to Plan members and not to dependents. 
 
Eye Exams – All Plans 
The maximum benefit payable for eye examinations is limited to $80 per person every 
24 months with 100% reimbursement.  Where applicable, no payment can be made 
until the provincial plans have paid their yearly maximum. 
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HOSPITAL BENEFITS – PLAN 3  

For the room and board charges specified below, 80% reimbursement of reasonable 
and customary charges which are not paid by the Government hospital plan, when a 
sickness or accident requires you or your dependent to be confined in a hospital. 

If you or a covered dependent are confined in a licensed hospital, you will be 
reimbursed for: 

 Room and board charges in excess of ward accommodations, up to the 
level of semi-private accommodation, and 

 The daily co-insurance charge (if applicable). 

If you are confined in a private room, payment will be based on the hospital’s charge for 
semi-private room and board. 

CHARGES NOT COVERED UNDER SUPPLEMENTARY HEALTH BENEFITS 

Benefits are not payable for expenses incurred with respect to the following: 

 self-inflicted injuries or illness while sane or insane, 

 any injury or illness for which the insured person is entitled, in whole or in 
part, to indemnity or compensation under any Worker’s Compensation 
Act. 

 charges levied by a physician or dentist, or any other health practitioner, 
for time spent travelling, broken appointments, completion of claim forms, 
transportation costs, room rental charges or for advice given by telephone 
or other means of telecommunication, 

 cosmetic surgery or treatment (when determined as such by SSQ), unless 
the surgery or treatment is for accidental injuries and began within 90 days 
of an accident, and treatment is performed while the person is covered 
under this Benefit, 

 injury resulting directly or indirectly from insurrection, war, service in the 
armed forces of any country or participation in a riot, 

 services, treatments or supplies payable by, or covered only by a 
government plan.  (However, where permitted to do so by law, 
reimbursement of the amount of an eligible expense over and above what 
is or would be payable by a government plan will be considered.), 

 examinations required for the use of a third party, 

 travel for health reasons, 

 any charges for services, treatment or supplies for which there would be 
no charge except for the existence of insurance, 

 expenses incurred outside Canada for hospital charges for ward 
accommodation, hospital services or supplies furnished during hospital 
confinement, or physicians’ services which are incurred outside Canada 
on an elective basis or on the referral of a physician located in Canada, 
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 drugs, sera, injectables and supplies which are not approved by Health
and Welfare Canada (Food and Drugs) or are experimental or limited in
use whether or not so approved,

 drugs, sera, or injectable drugs, when administered in a hospital setting,
whether on an inpatient or outpatient basis, except as provided under
Travel Insurance.

 experimental medical procedures or treatment methods not approved by
the Canadian Medical Association or the appropriate medical specialty
society, and

 confinement in a hospital or institution which is a place for drug addicts or
alcoholics, a tuberculosis hospital or sanatorium, or a hospital or institution
for the mentally ill.
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MEMBER ASSISTANCE PROGRAM (MAP) 

Active and Retired Members and Their Dependents 

YOUR MEMBER ASSISTANCE PROGRAM 

From time to time we all face difficult or stressful events in our lives.  Most of the time, 
we handle these personal challenges fairly well.  Other times, our personal problems 
can become large enough that they begin to interfere with our effectiveness, happiness 
or safety, both at work and at home. 

Your Member Assistance Program (MAP) provides totally confidential, professional 
counselling for a broad range of personal and family problems.  While the program can 
be used for crisis intervention, the ideal time to use the program is before problems get 
out of hand. 

WHAT BENEFITS ARE AVAILABLE TO ME? 

you and your dependents can receive short term counselling to a maximum of 6 hours 
per family member per year from a professional counsellor either in person, over the 
phone, or through the internet site www.homewoodhealth.com. 

WHAT DOES THE PROGRAM OFFER? 

The MAP offers confidential, professional assessment, guidance, counselling (and 
referrals, when required) for personal difficulties such as: 

 emotional or physical problems 

 marital or family problems 

 stress 

 work-related problems 

 financial and legal difficulties 

 child and elder care 

 sexual harassment or abuse 

 alcohol or drug dependencies 

 gambling 

 bereavement 
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HOW DOES THE PROGRAM WORK? 

When you want to speak with someone, simply call the Homewood Health Inc. number 
listed below. Homewood Health Inc. staff will ask you for some basic registration 
information (to establish your eligibility for this benefit) and then help set up an initial 
appointment at a time and office location convenient for you.  An experienced 
psychologist or counsellor will help assess your concerns and aid you in developing 
practical solutions. 

WHO PROVIDES THE COUNSELLING? 

Counselling will be provided by a registered psychologist or counsellor in the 
Homewood Human Solutions network.  All Homewood Health Inc. counsellors have 
extensive experience helping individuals with their problems.  If longer-term counselling, 
hospital treatment, or specialized services (such as medical, legal or financial help) are 
required, your counsellor will arrange an appropriate referral and follow-up with you. 

WHAT ABOUT CONFIDENTIALITY? 

Homewood Health Inc. counsellors are required by law to maintain the strictest 
confidentiality.  No one who inquires about or receives service under this Plan will be 
identified to anyone without your written approval. 

WHO DO I CONTACT? 

To speak with someone confidentially, 24 hours a day, or to book an appointment, call 
the Homewood Health Inc. number nearest you. 

 

English 1-800-663-1142 

French 1-866-398-9505 

TTY (Hearing Impaired) 1-888-384-1152 

International (Collect) 1-604-689-1717 
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SUBSTANCE ABUSE ASSESSMENTS 

ACTIVE MEMBERS ONLY 

Through Homewood Health Inc., the Plan provides Substance Abuse Expert/Substance 
Professional Assessments (SAE/SAP Assessments) services to the standards outlined 
in the “Canadian Model for Providing a Safe Workplace Alcohol and Drug Guidelines 
and Work Rule” (Canadian Model). These SAE/SAP Assessments are available to 
Active members (but not to dependents) covered under the Laborers’ Health & Welfare 
Trust Fund of Western Canada at the time the Assessment is performed. The 
Assessment must be required for work related purposes, and the Assessment must not 
be available to the member under other circumstances. Coverage is provided on the 
following basis:  

 The member must be eligible for benefit coverage under the Benefit Plan
at the time the Assessment is performed.

 A maximum of four (4) Assessments per member per year will be
provided.

 The Assessment performed by Homewood Health will reflect either
harmful use, abuse, or dependency as noted below.

a) Harmful Use - Members who are assessed as this category will
receive no additional benefits than are otherwise provided under
the Plan.

b) Abuse - Members who are assessed as this category will be eligible
to receive up to 30 additional visits or counseling sessions through
Homewood Human Solutions. The member must be eligible for
benefit coverage under the Benefit Plan at the time the additional
sessions commence.

c) Dependency - Members who are assessed at this category will be
eligible to receive both of the following:

i) up to 30 additional visits or counseling sessions through
Homewood Human Solutions (the member must be eligible for
benefit coverage under the Benefit Plan at the time the
additional sessions commence), and

ii) access to an expedited admission to a treatment facility benefit,
with a limit of one per lifetime, as reflected below.

 Should a Homewood Health Substance Abuse Expert (SAE) or Substance
Abuse Professional (SAP) determine that it is clinically deemed
appropriate and necessary for a member to have immediate access to
treatment in an in-patient substance abuse facility, that is not immediately
available through government funded access, then Homewood Health will
work with the member to locate a facility that may provide accelerated
admission. The funding for this expedited admission will be provided by
the Trust Fund (through the Administrator) on the following basis:
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 The expense must be incurred for a facility approved by Homewood 
Health. 

 Treatment will only be provided to members on the approval and 
recommendation of an SAE or SAP with Homewood Health. 

 Authorization for expenses will be provided for only one course of in-
patient treatment per lifetime, subject to a maximum of $7,500. 

 The member must be eligible for benefit coverage under the Benefit Plan 
at the time of admission to a treatment facility. 
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DENTAL CARE BENEFITS 

ACTIVE MEMBERS AND THEIR DEPENDENTS 

BENEFITS 

Covered dental expenses are charges for services and supplies provided by or under 
the supervision of a licensed, certified or registered oral surgeon or dentist.  Eligible 
expenses are those which are recommended as necessary by a physician or dentist 

that are not in excess of the 2016 Suggested Dental Fee Schedule* in your province of 

residence.  Dental treatments are considered eligible if performed by a dentist or 
denturist who practices within the scope of his/her license. 

*”Suggested Dental Fee Schedule” means the Dental Association Fee Guide in your 

province of residence.  If your province of residence is Alberta, “Suggested Dental Fee 
Schedule” means the Insurance Industry Reimbursement Guide. 

DENTAL COVERAGE AT-A-GLANCE 

The following chart provides a quick overview of the level of coverage for these Options 
with dental. All reimbursements are based on 2016 Fee Schedules. 

 

Option What Is Covered? Maximum Benefit 

Plan 1  50% of Routine Services  $750 per person per calendar year 

Plan 2  100% of Routine Services and 50% 
of Major Restorative Services 

 50% of Orthodontia for dependent 
children and adults 

 $2,500 per person per calendar year 
 

 $2,000 per person per lifetime 

Plan 3   100% of Routine Services and 50%  
of Major Restorative Services 

 80% of Orthodontia for dependent 
children under age 19; 50% for 
adults 

 $2,500 per person per calendar year 
 

 $3,000 per person per lifetime 

 

TREATMENT PLAN 

A Treatment Plan is a plan of dental treatment (including X-rays, if required) showing 
the patient’s dental needs, a written description of the proposed treatment necessary in 
the professional judgment of the dentist, and the cost of the proposed treatment. 

If you want to learn the amount the Plan will pay before you receive treatment, you 
should file a Treatment Plan with the Fund Office.  Treatment Plans can be filed for any 
proposed dental treatment, but should definitely be filed when the total cost of the 
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proposed dental work is expected to exceed $500.  The Plan’s response to the 
Treatment Plan identifies coverage and limitations for specific services and clarifies 
insurance percentages, specific limits and Dental Fee Schedule allowances before 
dental treatment begins.  The Treatment Plan is not intended to limit you in your choice 
of dentist, to tell you or your dentist what treatment should be performed, to tell the 
dentist what fee to charge, or to guarantee reimbursement after coverage ends. 

ALTERNATE COURSE OF TREATMENT 

SSQ reserves the right to provide reimbursement for the least expensive method of 
treatment that would provide a professionally adequate result.  In cases where there are 
optional methods of dental treatment, benefits will be paid for the least expensive 
procedure consistent with proper dental care. 

COVERED ROUTINE SERVICES – ALL PLANS 

 oral examinations, prophylaxis (light scaling and polishing of teeth), and 
bite-wing X-rays, up to once every nine months, 

 full mouth series of X-rays, once every three years, 

 extractions and simple alveolectomy (incision into tooth socket) at time of 
tooth extraction, 

 topical application of an anti-cariogenic agent, 

 surgical extraction of impacted teeth, 

 surgical removal of tumours, cysts, neoplasms plus the incision and 
drainage of an abscess, 

 amalgam, silicate, acrylic, and composite restorations, 

 provision of space maintainers and prefabricated full coverage 
restorations of primary teeth, 

 diagnostic X-rays and laboratory procedures required in relation to dental 
surgery, 

 general anesthesia or conscious sedation required in connection with any 
covered dental service, 

 injection of antibiotic drugs by the attending dentist, 

 endodontic treatment (i.e., the treatment of diseases of the dental pulp), 

 periodontal treatment (i.e., the treatment of the tissues and bones 
supporting the teeth, including surgery, provisional splinting, and occlusal 
equilibration), 

 relining or rebasing of an existing denture, 

 creation of an initial denture, including adjustments to dentures during the 
six months following initial installation, 

 replacement of an existing denture, subject to the following limitations: 
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 if the existing denture was reimbursed under the Plan, it must be at 
least three years old and cannot be made serviceable, or 

 if the existing denture is temporary, only if it is replaced with a 
permanent denture and takes place within 12 months of when the 
temporary appliance was installed, and 

 addition of teeth to an existing denture (if the existing denture was 
reimbursed under the Plan, it must be at least three years old.) 

COVERED MAJOR RESTORATIVE SERVICES – PLANS 2 AND 3 

Plans 2 and 3 provide coverage for the following major restorative services: 

 dental implants, but coverage is limited to the lowest cost of appropriate 
alternate covered treatment (such as a bridge or crown), 

 inlays, onlays, gold fillings and crowns (including precision attachments for 
dentures), 

 repairing or recementing an existing crown or inlay, 

 repairing or cementing of an existing bridge, 

 creation of an initial bridge, 

 replacement of an existing bridge, only under the circumstances set out 
below 

 if the existing bridge is at least five years old and cannot be made 
serviceable, or 

 if the existing bridge is temporary and is replaced with a permanent 
bridge and takes place within 12 months of when the temporary 
appliance was installed, and 

 addition of teeth to an existing bridge if the existing bridge is at least five 
years old. 

COVERED ORTHODONTIC SERVICES – PLANS 2 AND 3 

Plans 2 and 3 provide coverage for orthodontia services for you and your covered 
dependents.  Eligible expenses are charges for an orthodontic procedure that: 

 is in an Orthodontic Treatment Plan that has been reviewed by the Fund 
Office before treatment has started and returned to the dentist showing 
estimated benefits, and 

 is required for the correction of malocclusion. 

An Orthodontic Treatment Plan is a report on a form satisfactory to SSQ that, among 
other things, describes the recommended treatment, gives the estimated charge, and is 
accompanied by cephalometric X-rays, study models and other supporting evidence.  
Monthly orthodontic fees cannot be paid in advance. Receipts must be submitted 
on a month to month basis. 
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CHARGES NOT COVERED UNDER DENTAL CARE BENEFITS 

Benefits are not payable for expenses incurred with respect to the following: 

 self-inflicted injuries or illness while sane or insane,

 any injury or illness for which the insured person is entitled, in whole or in
part, to indemnity or compensation under any Workers’ Compensation
Act,

 charges levied by a physician or dentist for time spent travelling, broken
appointments, completion of claim forms, transportation costs, room rental
charges or for advice given by telephone or other means of
telecommunication,

 cosmetic surgery or treatment (when determined as such by SSQ), unless
the surgery or treatment is for accidental injuries and began within 90 days
of an accident, and treatment is performed while the person is covered
under this Benefit,

 injury resulting directly or indirectly from insurrection, war, service in the
armed forces of any country or participation in a riot,

 services, treatments or supplies payable by, or covered only by, a
government plan.  (However, where permitted to do so by law,
reimbursement of the amount of an eligible expense over and above what
is or would be payable by a government plan will be considered.),

 examinations required for the use of a third party,

 dental treatment received from a dental or medical department maintained
by an employer, an association, or a labour union,

 replacement of an existing appliance which has been lost, mislaid or
stolen,

 services and supplies received for full mouth reconstruction, for a vertical
dimension correction or for a correction to temporomandibular joint
dysfunction,

 any charges for services, treatment or supplies for which there would be
no charge except for the existence of insurance,

 root canal therapy if the pulp chamber was opened prior to the date the
person became insured under this Benefit, and

 pit and fissure sealants.

EXTENSION OF DENTAL CARE BENEFITS 

In most cases no dental benefits are payable for expenses incurred after the date 
coverage ends, even if a Treatment Plan has been filed and benefits have been 
determined payable prior to the date coverage terminates.  However, dental benefits are 
payable if: 
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 an impression for a denture, bridge, crown or inlay was taken prior to the 
date coverage ended and the denture, bridge, crown or inlay was installed 
or modified within 60 days after coverage ended, 

 a tooth was prepared prior to the date coverage ended and the crown, 
bridge or gold restoration was installed within 60 days after coverage 
ended, 

 the insured person was to undergo root canal therapy and the pulp 
chamber was opened prior to the date coverage ended and treatment was 
received within 60 days after coverage ended, and 

 the insured person was to undergo orthodontic treatment and the initial 
orthodontic appliance was installed prior to the date coverage ended and 
treatment was received within three months after coverage ended. 
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HEALTH CARE EXPENSE OPTION  

ACTIVE MEMBERS 

If the total cost of your Plan election is a lower cost per hour than your negotiated hourly 
contribution rate, your excess contributions will be credited to a Heath Care Expense 
Option (HCEO) established in your name. 

GENERAL OVERVIEW OF THE HEALTH CARE EXPENSE OPTION 

Contributions directed to a Health Care Expense Option are set aside so that you may 
reimburse yourself for certain health-related expenses that are not covered by the 
Laborers’  Plan or by your Provincial Health Plan.  Generally, any expense that would 
be considered an allowable medical expense on your income tax return is eligible for 
reimbursement.  These include charges such as co-payment amounts, orthodontia, 
vision care, hearing aids and many other expenses. 

The money credited to your Health Care Expense Option is not taxed either when it is 
deposited or when you receive your reimbursement.  That means that you pay for your 
eligible expenses with pre-tax dollars.  Reimbursements you received from the HCEO 
do not have to be claimed as income for tax purposes.  On the other hand, expenses 
which are reimbursed from your HCEO cannot also be claimed as deductions on your 
tax return. 

FOR EXAMPLE: 

George participated in the Plan at the negotiated contribution rate of $1.20¢ 
per hour.  He was enrolled in Plan 1.  Therefore, he had 4¢ per hour surplus 
which was contributed to a Health Care Expense Option on his behalf.  If 
George worked 135 hours in the month of May, $5.40 would be deposited into 
his Health Care Expense Option account. 

On the other hand: 

Joseph participated in the Plan at the negotiated contribution rate of $2.20 per 
hour.  He was eligible to be enrolled in Plan 3.  Joseph decided that the 
coverage available under Plan 3 was all the coverage he needed.  Because 
Plan 3 has a total cost of $2.09 per hour, a 11¢ per hour surplus ($2.20 – 2.09 
= 11¢) was contributed to a Health Care Expense Option established in 
Joseph’s name.  If Joseph worked 100 hours in the month of June, $11.00 
would be deposited into his Health Care Expense Option account. 

George and Joseph may use the contributions in their Health Care Expense 
Option to reimburse themselves for eligible health-related expenses which are 
not covered under the plans for which they are eligible. 
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HOW THE HEALTH CARE EXPENSE OPTION WORKS

As mentioned, excess contributions are credited directly to your own Health Care 
Expense Option.  You cannot contribute directly to the account. 

When you have an eligible health care expense, you pay it.  Next, you submit your claim 
for reimbursement under any applicable insurance plan.  Any amount that is not paid by 
the insurance Plan can then be submitted for reimbursement from the Health Care 
Expense Option.  Reimbursements will be paid to you directly; they cannot be paid 
to providers of care. 

Health Care Expense Option claims can be submitted to the Fund Office at any time, 
however, reimbursement will only be processed on a monthly basis. 

WHAT HAPPENS TO BALANCES REMAINING IN THE OPTION

AT THE END OF THE PLAN YEAR 

Any balance remaining in your Health Care Expense Option after December 31 can be 
carried forward.  However, the Income Tax Act requires that no more than two years of 
contributions can be credited to the Plan at any time.  In addition, any balance 
remaining in your option when you lose eligibility is forfeited. 

FOR EXAMPLE: 

James had $100 in his Health Care Expense Option on December 31, 2018 
and submitted eligible claims totaling $60.  He received a reimbursement 
cheque for $60 and a $40 balance was carried forward to the next year. 

During the 2019 year, James had $120 credited to his Health Care Expense 
Option but had no eligible expenses to submit.  Only $120 will be carried 
forward to the 2020 Plan year.  The $40 cannot be carried forward a second 
time. 

ELIGIBLE EXPENSES 

The following is a sample list of expenses which may be reimbursed from your Health 
Care Expense Option account balance. 

Generally, any expense that would be considered an allowable medical expense on 
your income tax return is eligible for reimbursement.  Reimbursements can be made for 
expenses incurred on your behalf, or on behalf of your spouse or any dependent 
children, provided your dependents are listed as eligible on the Fund Office records. 

In addition to deductible and co-payment amounts, the expenses covered by the 
account could include the following items: 
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A visit to a Dentist, Pharmacist, Nurse, Optometrist or Medical Practitioner 
– the following are considered Medical Practitioners:

Osteopath  Psychoanalyst 

Chiropractor  Psychologist 

Naturopath Speech-Language Pathologist or Audiologist 

Registered Massage Therapist Occupational Therapist 

Therapeutist (or Therapist) Acupuncturist  

Physiotherapists  Dental Hygienist 

Chiropodist (or Podiatrist) Practical Nurse or Christian Science Nurse 

Christian Science Practitioner 

Prescribed Medical Device and Equipment 

 Wig

 Device or equipment designed
for use by someone suffering
from a severe chronic respiratory
ailment or a severe immune
system disregulation (does not
include an air conditioner,
humidifier, dehumidifier, heat
pump or heat or air exchanger)

 Device or equipment to pace or
monitor the heart of someone
who suffers from heart disease

 External breast prosthesis

 Device designed to be attached to an infant
diagnosed as being prone to sudden infant
death syndrome in order to sound an alarm if
the infant stops breathing

 Infusion pump, including disposable
peripherals

 Orthopedic shoe or boot or an insert for a
shoe

 Walking devices

 Air or Water Filter or Purifier

 Needle or Syringe

Miscellaneous Items 

 Products required because of
incontinence (i.e. adult diapers
and disposable briefs, catheters,
catheter trays, tubing)

 Eyeglasses (frames & lenses,
contact lens, laser eye surgery)

 Guide and hearing-ear dogs

 Drugs, medications and other
preparations or substances

 Dentures

 Rehabilitative therapy

 Premiums to private health services plan

 Cost of insulin and sugar-content test-
tapes/tablets for diabetics

 Birth control pills

 Facilities – including Nursing Homes

 Special Schools, Institutions or other places
for care of the handicapped

Please note that this is not a complete list of eligible expenses and may be subject to 
change if the Canada Revenue Agency guidelines for acceptable expenses for 
reimbursement from a Health Care Expense Option account are revised. 
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QUESTIONS AND ANSWERS 

HOW DO I BECOME COVERED UNDER THE PLAN? 

When you work for a contributing employer, that employer reports the hours you work to 
the Fund Office.  An hour bank reserve account is then established for you. 

You must complete and return, to the Fund Office, a “Registration Form”.  Blank 
Registration Forms are available at your Local Union office or the Fund Office. 

WHAT IS MY HOUR BANK ACCOUNT? 

This is an account kept by the Fund Office for each member who works for a 
contributing employer.  These employers report the numbers of hours worked by the 
member to the Fund Office.  The hours are placed in the member’s hour bank account. 

This is like a bank account with hours being deposited instead of dollars.  In order to 
pay for coverage, a member has hours deducted or withdrawn from his account. 

For example: If a member has 190 hours in his hour bank account at the beginning of 
the month, his account would operate as follows. 

Month 

Hour Bank Account 
Balance at Beginning 

of Month 
Hours Reported 

in Month* 
Hours Charged 
for Coverage 

Hour Bank 
Account 
Balance 

1 190 hrs. 136 hrs. 135 hrs. 191 hrs. 

2 191 185 135 241 

3 241 95 135 201 

4 201 Nil 135 66 

5 66 100 135 31 

6 31 135 135 31 

* These hours were worked in the previous month.  They are always reported a month late,
i.e., after the end of the month worked.

IS A MEDICAL EXAMINATION NECESSARY TO GET THIS INSURANCE? 

No.  All benefits for you and your dependents are available without any test of 
insurability. 
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WHEN DO MY DEPENDENTS RECEIVE COVERAGE UNDER THIS PLAN?

WHAT ARE THE BENEFITS FOR WHICH THEY QUALIFY? 

Your dependents can become covered for Supplementary Health, Member Assistance 
Program, Dependent Life and Dental Care benefits (if elected) at the same time you 
become eligible. 

WHAT HAPPENS IF I MOVE FROM ONE EMPLOYER IN THE INDUSTRY TO ANOTHER? 

If your new employer is required to make contributions, your hour bank account will 
continue to be credited with hours reported. Your benefits are portable within the 
industry in Alberta, Saskatchewan, and British Columbia. 

ONCE I AM COVERED, HOW DO I KNOW IF I HAVE SUFFICIENT HOURS IN  

MY HOUR BANK ACCOUNT TO PAY FOR MY COVERAGE IN FUTURE MONTHS? 

The Fund Office will have the latest hour bank reserve account balances for each 
eligible employee.  You are responsible for knowing what your hour bank account 
balance is at any time. 

DO I HAVE TO BE UNDER A DOCTOR’S CARE IN ORDER TO QUALIFY FOR WEEKLY

DISABILITY BENEFITS? 

Yes.  You must see a medical doctor as soon as possible if you have been injured or 
are sick enough to be unable to work.  If you delay going to a doctor, your claim could 
be refused, reduced or delayed for further investigation. 

DO I HAVE HEALTH CARE COVERAGE WHILE TRAVELLING OR VACATIONING

OUTSIDE OF MY PROVINCE OR COUNTRY? 

No, there is no travel coverage under this plan. 

WHAT CAN DENTISTS CHARGE FOR THE SERVICES THEY PROVIDE? 

Dentists may set their fees at any level they wish; however, reimbursement from the 
Fund is based on the applicable Suggested Dental Fee Schedule.  If you feel the 
difference between the Fee Schedule and the dentist’s fees is excessive, you should 
discuss this with your dentist prior to beginning treatment. 
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WHAT IS A TREATMENT PLAN? 

A Treatment Plan is a prepared statement by your dentist outlining the proposed 
treatment and the estimated cost.  If the Treatment Plan is submitted to the Fund Office 
before treatment begins, your eligibility status will be confirmed and you and your 
dentist will be informed in advance of the amount that will be eligible for payment by the 
Fund when the treatment has been completed. 

ARE THERE ANY EXCLUSIONS UNDER THE PLAN? 

Yes.  Not all types of expenses are covered.  If in doubt, contact the Fund Office. 
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COORDINATION OF BENEFITS 

AND HOW TO FILE A CLAIM 

COORDINATION OF BENEFITS 

This Plan includes a Coordination of Benefits provision.  If you or your dependents are 
covered under more than one Group Health or Dental plan, this Plan will coordinate 
payment of benefits with the other plan or plans under which the person is covered.  
This provision ensures that, while claims may be made under all plans, the total 
reimbursement will not exceed the actual expenses incurred. 

To coordinate payments, the insurance carrier must determine which plan pays first and 
which pays the difference. 

Under the Coordination of Benefits provision, the term plan includes medical and dental 
care benefits under a law or governmental program, group insurance or other coverage 
for a group of individuals, including student coverage obtained through an educational 
institution above the high school level. 

Benefits are coordinated with other plans as follows: 

 The plan that does not have a Coordination of Benefits provision pays
before the plan that does.

 The plan that covers the person as an employee or member pays before
the plan that covers that person as a dependent.

 When coordinating benefits for a covered dependent child, the plan
covering the parent with the earlier birthday (month and day) pays before
the plan covering the parent with a later birthday.

HOW TO FILE A CLAIM FOR REIMBURSEMENT 

To assist you in filing a claim with the Fund Office, you will find below a step-by-step 
outline of the procedures that you should follow. 

LIFE INSURANCE 

 Your beneficiary should notify the Fund Office immediately to obtain the
necessary claim form.

 An original death certificate should be submitted to the Fund Office as
soon as it can be obtained.

 The Life Insurance benefit will be paid as soon as possible after
satisfactory proof of death is furnished to the Fund Office.

 Written notice of claim must be made within 12 months after the date
of death.  Under the Disability Provision for Life Insurance,
satisfactory proof of disability must be submitted within 12 months
of the start of a disability and when requested thereafter.
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ACCIDENTAL DEATH AND DISMEMBERMENT 

 You or your beneficiary should notify the Fund Office immediately to
obtain the necessary claim form.

 An original Medical Examiner’s Report should be submitted to the Fund
Office as soon as it can be obtained.

 The Accidental Death and Dismemberment benefits will be paid as soon
as proof of such loss has been verified by the Fund Office.

 A claim for this benefit must be made within 12 months of the date of
loss.

WEEKLY DISABILITY 

 Apply to E.I. for Accident and Sickness benefits.

 Obtain a claim form from your Local Union office or the Fund Office.

 Complete in detail the employee’s portion of the Weekly Disability Benefits
Statement form and then have your doctor complete his or her portion.

 Mail the form directly to the Fund Office.

 Disability claims must be reported to the Fund Office within 180 days
of the start of a total disability.

HEALTH CARE EXPENSE OPTION 

 Complete a Health Care Expense Account Claim Form, available from the
Fund Office.

 Attach your original bill or receipt clearly indicating:

 the person receiving the service,

 the type of service or supply,

 the name and address of the person providing the service or
supply,

 the amount charged, and

 the date the service was provided.

 If you are submitting a request for expenses partially paid or not paid by
the Plan, be sure to include the “explanation of benefits” statement from
this Plan or any other plan for which you are eligible to receive
reimbursement (i.e., your spouse’s plan) explaining the non-payment or
partial payment.

 Submit the Claims Form and the supporting documentation, such as the
bill or receipt, to the Fund Office.  Keep a copy of everything you send to
the Fund Office for your own records.

 If you submit a request for reimbursement which is more than the amount
in your Health Care Expense account Option you will receive a cheque for
the amount in your Health Care Expense account Option.
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 Reimbursement from the Health Care Expense Option will be
processed on a monthly basis.

SUPPLEMENTARY HEALTH BENEFITS 

MEDICAL BENEFITS 

 Obtain from your Local Union office or the Fund Office an Extended
Health Care form.

 Using a separate form for each family member, itemize the bills for out-of-
pocket expenses, for covered services and supplies.

 Attach receipts, making sure the receipts include (where applicable) the
drug identification number, name of the medication, the date of purchase
and charge for each item.  Send the form to the Fund Office every 90 days
(monthly for major bills).  Drug store counter tapes are not acceptable.

PRESCRIPTION DRUG BENEFIT 

 If you are using your ClaimSecure drug card, provide your card to the
pharmacist.  You pay 20% of the remaining cost of each prescription for
Plan 1 and 2.  If you are enrolled in Plan 3, you will not need to pay the
20%.

 If you are not using your ClaimSecure drug card, you pay the full cost of
all prescriptions and submit a claim using a ClaimSecure Claims
Transmittal Form, available from the Fund Office.

HOSPITAL BENEFITS 

 Request the Hospital Admitting Clerk to complete a standard hospital
claim form.

 If you wish to have hospital payments paid directly to the hospital,
complete the “assignment” portion of the claim form.

 Send the completed form or have the hospital send the completed form to
the Fund Office.

VISION CARE EXPENSES 

 Obtain from your Local Union office or the Fund Office a Vision Care-
Statement of Claim form.

 Using a separate form for each family member, itemize the bills.

 Attach original paid receipts and send them directly to the Fund Office.
Photocopies and cash register tapes are not acceptable.
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DENTAL CARE EXPENSES 

 When you or your dependents have incurred covered dental expenses,
obtain a Dental Care Statement form from your Local Union office or the
Fund Office and have the dentist complete his or her portion.

 A separate claim form must be used for each individual.

 Complete your portion of the form and send it directly to the Fund Office.

 If you wish to have payments paid directly to the dentist, complete the
“Assignment” portion of the claim form.

 The Fund Office will issue a cheque for the approved expenses and mail
the cheque to you or your dentist, as is appropriate.

Note:  For all Supplementary Health and Dental Care Benefits, when your insurance 
terminates for any reason, written proof of claim must be given to the Administrator 
within 90 days of the date of termination of insurance.  Otherwise eligible expenses 
must be claimed WITHIN 12 MONTHS OF THE DATE THE EXPENSES WERE 
INCURRED. 

Be sure that you indicate your complete name and address on all correspondence sent 
to the Fund Office. 

SEND ALL COMPLETED CLAIM FORMS

TO THE FUND OFFICE 

Ellement Consulting Group
10154 108 St NW 

Edmonton, Alberta  T5J 1L3 
contact.us@ellement.ca

1-800-770-2998
780-453-2303

mailto:info@fasadmin.com



