
 
 

SUMMARY PLAN DESCRIPTION 
OCCUPATIONAL INJURY BENEFIT PLAN 

FOR THE EMPLOYEES OF 
«Employer Name» 

 
* * * * * * * * * * 

 
 

State of Texas Effective «Effective_Date» 

 
 
[[Employer Name]] (and any Participating Employers identified in the benefits schedule) is pleased to 
announce the adoption of the Occupational Injury Employee Benefit Plan (“Plan”) for the exclusive benefit 
of employees of the Company who are in covered classes and whose principal place of employment is in 
the State of Texas.  The Plan provides medical care for accidental, work related on-the-job injuries and 
salary continuance benefits for periods of disability resulting from accidental, work related on-the-job 
injuries.   

 
The following Summary Plan Description is intended to generally explain and give an overview of the 
various benefits offered by the Plan and the terms and conditions under which benefits will be payable.  A 
more detailed description of benefits, exclusions, and requirements is contained in the Occupational Injury 
Employee Benefit Plan.  If there is a discrepancy between the Plan and this Summary Plan Description, the 
Plan controls.   

 
 
 
 
 
  
 
 
 
 

PARA LOS EMPLEADOS QUE HABLAN ESPANOL  

PARA LOS EMPLEADOS QUE HABLAN ESPAÑOL:  ESTE RESUMEN 
DESCRIPTIVO DEL PLAN DE BENEFICIOS SOBRE LESION PARA EL 
TRABAJADOR CONTIENE UN RESUMEN EN INGLES DE LOS DERECHOS Y 
BENIFICIOS DEL PLAN DE [EMPLOYER NAME]. SI TIENE DIFICULTAD 
ENTENDIENDO ALGUNA PARTE DE ESTE RESUMEN, LE PUEDE ASSISTIR 
SU SUPERVISOR DURANTE LAS HORAS DE TRABAJO.  TAMBIEN PUEDE 
CONTACTAR [COMPANY CONTACT PERSON], TELEPHONO: [TELEPHONE 
NUMBER FOR COMPANY CONTACT PERSON] O LLAMANDO AL NUMERO 
DE TELEFONO QUE SE ENCUENTRA EN LA PAGINA DE CONTENIDO DE 
EL PRESENTE RESUMEN. PUEDE SER ATENDIDO DURANTE LA SEMANA
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Answers to Common Questions About the Occupational Injury 
Benefit Plan 

 
What is an Occupational Injury Benefit Plan? 
 
«Employer Name» (the “Company”) has adopted an Occupational Injury Benefit Plan to 
provide benefits to its employees who are injured on the job.  This program is not part of the 
workers’ compensation system.  For numerous reasons, including high costs and inefficiency in 
that system, «Employer Name» has chosen to provide benefits to injured employees under the 
Plan.  We want to be able to provide the best health care providers possible.  We feel that the 
plan provides a better option for employees.   
 
What can I expect if I have an on-the-job injury? 
 
If you are injured in the scope of your employment with the Company, you automatically become 
eligible for benefits under the Plan.  The Plan pays medical expenses, wages for time lost from 
work and even a death and dismemberment benefit.  The cost of these benefits are paid by the 
Company; there is no expense to you. 
 
What should I do if I am injured on the job? 
 
All accidents at work –whether you think you are injured or not-- must be reported immediately.  
Your supervisor will then complete an incident report and you may be asked to complete a report 
as well.  If you do not report the incident immediately, and at the very latest by the end of your 
shift, you will not be eligible for benefits under the plan.  So, whether you think you are hurt or 
not, report all accidents and incidents.   
 
If medical treatment is necessary, you will be directed to go to an approved medical provider for 
treatment.  The Plan only provides medical benefits for medical providers that have been approved 
in advance.  Thus, be sure that you are getting treatment from a doctor that has been approved or 
you may be responsible for those costs yourself.  Your supervisor or the human resources 
department can direct you.  And of course, if it is an emergency, call 911. 
 
Is this the same as my health insurance? 
 
No.  Health insurance benefits generally apply to non-work related matters.  This Plan applies only 
to injuries to employees of the Company who are injured while working for the Company. 
 
When does this Plan take effect? 
 
The plan takes effect on «Effective_Date». 
 
What do I have to do in order to make a Claim? 
 
The steps are simple and you will be assisted in the process.  The most important thing is to report 
all incidents and accidents immediately, regardless of whether you think you are hurt and 
regardless if you think your condition is minor or will improve.  Often people just want to “sleep 
on it,” but the condition worsens.  Not only can failing to immediately seek treatment cause a 
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condition to get worse, but the delay in reporting the incident will result in benefits being denied 
by the Plan.  That is why we say:  Report all incidents and accidents regardless of whether you 
think you are hurt. 
 
1.  Report the incident immediately to your manager or the manager on duty.  This must be 

done no later than the end of your shift.  Failure to report may result in your claim being 
denied.    

 
2.  Follow the written reporting requirements.  If necessary, your supervisor will assist you.   

You will be asked to complete an accident report or assist a manager in completing a report 
of the incident.  After receiving any needed medical treatment, you may also be asked to 
complete a safety report.  All incidents are taken seriously and the Company wants to 
prevent future incidents.   Benefits are paid on a no-fault basis and we want to prevent 
future incidents. 

 
3. Seek treatment by a medical provider that has been approved by the Plan.  Your supervisor 

or human resources department will give you the name of an approved provider that can 
assist you.  Do not just assume that any doctor will be satisfactory; the plan will not pay 
for medical treatment for non-approved medical providers.  There is an exception for 
emergency treatment.   For emergencies, dial 911. 

 
4. You may be required to submit to a drug and alcohol test after a job related accident or 

injury.   
 
5.  You must follow the approved healthcare provider’s instructions.  Failure to follow the 

approved healthcare provider’s orders may lead to suspension of benefits under the Plan.  
If a Provider releases you to return to work, either full duty or light duty, you must report 
to work at the Company. 

 
6.  You must keep your medical appointments.  If you cannot make an appointment, you must 

contact the provider and let them know you cannot make the appointment.    You must also 
notify the human resources department of any changed or unkept appointments.  If you fail 
to keep appointments or fail to follow the provider’s recommendations or directions, your 
benefits under the Plan may be denied. 

 
7.  You must keep in contact with the Company for benefits to continue.  We want to know 

how you are doing, when you will return to work and what your limitations might be.  At 
least once each week you must contact the Company to provide an update regarding your 
treatment status.  The human resources department will arrange a time and a day for your 
weekly call-in.  We want you to get well and get you back to work.  If you do not keep us 
informed of your status, benefits can be denied. 
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SUMMARY PLAN DESCRIPTION 
<<EMPLOYER NAME>> 

OCCUPATIONAL INJURY BENEFIT PLAN 
 
 The following Summary Plan Description is intended to generally explain and give an overview of 
the various benefits offered by the Company’s Occupational Injury Employee Benefit Plan and the terms 
and conditions under which benefits will be payable.  A more detailed description of benefits, exclusions, 
and requirements is contained in the Occupational Injury Employee Benefit Plan.  If there is a discrepancy 
between the Plan and the Summary, the Plan controls.  
  

WHAT THE PLAN COVERS 
The maximum of all possible benefits under this Plan (including, but not limited to, Accident Medical 
Expense Benefits, Accident Weekly Indemnity Benefits, Accidental Death and Dismemberment Benefits) 
payable to a Participant or on his behalf shall not exceed the amount specified for a particular benefits as 
stated in the Benefits Schedule and are subject to all sublimits, restrictions and accumulation periods stated 
in the Benefits Schedule.  The combined aggregate of all possible benefits under this Plan (including, but 
not limited to Accident Medical Expense Benefits, Accident Weekly Indemnity Benefits, Accidental Death 
and Dismemberment Benefits) regardless of the number of Participants or Injuries shall not exceed the 
aggregate amount stated in the Benefits Schedule.     
 
Accidental Death and Dismemberment Benefit.    A Participant is eligible for Accidental Death and 
Dismemberment Benefit for those specific Covered Losses identified in the table below that result 
directly, and from no other cause, Injury that results from an Accident while the Participant is covered by 
this Plan and acting within his or her Scope of Employment and in Active Service with the Company. The 
maximum benefit payable is a multiple of thee Participant’s Base Salary or the Principal Sum, whichever 
is less, as is identified in the Benefits Schedule.  Any Covered Loss identified below must take place 
within 52 weeks of a covered Accident which caused the Injury.   
 

TABLE OF COVERED LOSSES 

Covered Loss                      Benefit Payable 
Loss of Life ....................................................................................................................... The Principal Sum 
Loss of Both Hands ........................................................................................................... The Principal Sum 
Loss of Both Feet .............................................................................................................. The Principal Sum 
Loss of Sight of Both Eyes ............................................................................................... The Principal Sum 
Loss of One Hand and One Foot ....................................................................................... The Principal Sum 
Loss of One Hand and Sight of One Eye .......................................................................... The Principal Sum 
Loss of One Foot and Sight of One Eye ........................................................................... The Principal Sum 
Loss of Speech and Hearing in Both Ears ......................................................................... The Principal Sum 
Loss of Use of Both Arms ................................................................................................ The Principal Sum 
Loss of Use of Both Legs .................................................................................................. The Principal Sum 
Loss of Use of One Arm and One Leg ...................................................... Three-Fourths The Principal Sum 
Loss of One Hand ............................................................................................. One-Half The Principal Sum 
Loss of One Foot ............................................................................................... One-Half The Principal Sum 
Loss of Sight of One Eye .................................................................................. One-Half The Principal Sum 
Loss of Speech .................................................................................................. One-Half The Principal Sum 
Loss of Hearing in Both Ears ............................................................................ One-Half The Principal Sum 
Loss of Use of One Arm or One Leg ................................................................ One-Half The Principal Sum 
 

If more than one Covered Loss results from the same Injury or Accident, only one amount, the 
largest, will be payable.  In no event will the total of all benefits payable on the life of the Participant under 
the Accidental Death and Dismemberment Benefit provision exceed the Principal Sum which applies to 
that Participant. 

As used in this section, the following terms are defined as indicated: 
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"Loss of Life” means death caused by Injury which takes place within 52 weeks of an Accident 
covered under this Plan.   

"Loss" means, with regard to: 
(1) hands and feet, the actual physical separation of a hand at or above the wrist, or complete 

and permanent severance of all four fingers; or the actual physical separation of a foot at 
or above the ankle; 

(2) speech, hearing and/or sight, the entire and irrecoverable loss thereof or diminution of 
vision to 20/200 or less with corrected lenses. 

"Loss" with regard to Loss of Use means the total loss of use including, movement or total feeling 
in the arm (including the hand) and/or leg (including the foot) provided the loss of use is continuous for 12 
(twelve) consecutive months.  This loss must be determined by a Physician to be complete and 
irrecoverable. 

Extension of Benefits: If the Participant’s participation in this Plan ends due to termination of the 
Plan, or if the Participant’s employment ends, benefits will be extended solely for an Accident which caused 
a Covered Loss, as if the Participant’s benefits would have otherwise remained in-force. In no event will 
benefits be paid in excess of the applicable maximums or other limitations shown in the Schedule of 
Benefits. 

Benefits under this section are subject to all definitions, conditions, limitations and exclusions 
stated in this Plan. In no event will benefits be paid in excess of the applicable maximums, limits and 
accumulation periods shown in the Schedule of Benefits.  
 
Accident Weekly Indemnity Benefits  A Participant is eligible for Accident Weekly Indemnity Benefits 
if: (a) the Participant is Totally Disabled due to an Injury sustained within the Scope of Employment while 
in Active Service that is a direct result of, and from no other cause other than a covered Accident once the 
Elimination Period identified in the Benefits Schedule is met; and, (1) the Participant becomes Totally 
Disabled within 30 days of the date of the Accident which resulted in the Participant becoming Totally 
Disabled; (2) this Plan is in force as to the Participant at the time of the Accident;  (3) the Participant is 
Totally Disabled and under the regular care and treatment of a Physician; and (4) proof is provided 
indicating the Participant is continuously Totally Disabled. 

If all of the above conditions are met, the Plan will pay (after any applicable Elimination Period 
has been completed) the Accident Weekly Indemnity Benefit as shown in the Schedule of Benefits.    If the 
Participant it not Totally Disabled for an entire week, the Plan will pay one-seventh of the benefit for each 
day the Participant is Totally Disabled beyond the Elimination Period. 

The Accident Weekly Indemnity Benefit will not be paid beyond the date: 
(1) a benefit has been paid for the Maximum Number of Weeks shown on the Schedule of 

Benefits; 
(2) of the Participant's death; 
(3) the Participant no longer qualifies as being Totally Disabled; or 
(4) the Participant returns to acting within their Scope of Employment. 
The Plan Administrator or Third Party Administrator may require the Participant to submit proof, 

on a periodic basis, of being Totally Disabled on a continuous and uninterrupted basis.  This may be done 
as often as considered necessary and reasonable.  Failure to submit the requested proof will cause us to 
terminate the benefit until the proof is received. 

Benefits During Rehabilitation:  An Participant may attempt to return to acting within their Scope 
of Employment, while Totally Disabled, provided the Participant works no more than 17.5 hours per week.  
In that event, the amount of the Accident Weekly Indemnity Benefit will be reduced so that the amount of 
the benefit payable, when combined with any earnings the Participant receives while attempting to return 
to acting within their Scope of Employment, does not exceed 100% of his weekly Base Salary (just prior 
to Total Disability).  These benefits during rehabilitation (1) will be payable on behalf of the Participant for 
an initial 3 month period while such status continues; and (2) may be extended for additional 3 month 
periods, up to a maximum of 12 months in any one period of Total Disability. 

Extension of Benefits:  If the Participant’s Accident Weekly Indemnity Benefits cease due to 
termination of the Plan, or if the Participant’s employment ends involuntarily, Accident Weekly 
Indemnity Benefits will be extended, solely for an Accident which resulted in the Participant becoming 
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Totally Disabled, as if the Participant’s benefits would have otherwise remained in-force. Benefits will be 
extended until the earliest of: 

a) the date benefits would have ended if this Plan had otherwise remained in-force; or 
b) the date the Participant is no longer Totally Disabled.   
Benefits under this section are subject to all definitions, conditions, limitations and exclusions stated in 

this Plan. In no event will benefits be paid in excess of the applicable maximums, limits and accumulation 
periods shown in the Schedule of Benefits. 

“Injury,” for purposes of this section is deemed to include Cumulative Trauma, Occupational Disease 
and Occupational Hernia.  All Cumulative Traumas, Occupational Diseases or Occupational Hernia 
suffered by any one Participant are deemed to be a single Cumulative Trauma, Occupational Disease or 
Occupational Hernia.  Benefits for Cumulative Trauma, Occupational Disease and Occupational Hernia are 
subject to all applicable waiting periods and maximums shown in the Schedule of Benefits. 
 
Accident Medical Expense Benefits  A Participant is eligible for Accident Medical Expense Benefits for 
Covered Expenses that result directly, and from no other cause, Injury that results from an Accident while 
the Participant is covered by this Plan and acting within his or her Scope of Employment and in Active 
Service with the Company and so long as the first Covered Charge is incurred within 30 days of the Injury.  
Accident Medical Expense Benefits are only payable for Usual and Customary charges incurred for the 
Medically Necessary care of a Participant.   

Benefits will be paid provided that: 
 (1) inpatient Covered Charges for any Injury are incurred within the Accumulation Period 

shown on the Schedule of Benefts; and 
(2) outpatient Covered Charges for any Injury are incurred within the Accumulation Period 

shown on the Schedule of Benefits.   
As used in this section, “Covered Charges” additionally means those charges actually incurred by 

the Participant for Inpatient or Outpatient medical care and treatment, as described below.  The medical 
care and treatment must be ordered by a Physician and must be Medically Necessary.  In no event will the 
Plan pay a charge which is in excess of the Usual, Reasonable and Customary charge for the medical care 
of treatment.  Covered Charges shall be deemed to have been incurred on the date on which the medical 
care or treatment was rendered.  The Covered Charges that will be considered eligible for payment are: 

(1) Hospital charges for semi-private room and board; 
(2) charges for use of an operating room; 
(3) fees for Physicians and surgeons (including oral surgeons); 
(4) charges for a licensed graduate nurse; 
(5) charges for appliances, artificial limbs and emergency ground ambulance service; 
(6) charges for medical or surgical treatment, services, supplies, prescription drugs and any 

other Medically Necessary service. 
(7) charges for care received in an Extended Care Facility for Inpatient Services which 

follow a period of Hospital confinement of at least 5 (five) days, provided the 
Participant’s Physician certifies that the confinement in the Extended Care Facility results 
from the need for further and indefinite medical care and We determine such confinement 
is Medically Necessary. 

(8) charges for dental care, treatment, or replacement of sound whole natural teeth, provided 
the care is recommended and given by a dentist operating within the scope of his license. 

Pre-Admission Certification:  The Plan Administrator or Third Party Administrator must approve 
any proposed: (1) non-emergency Hospital admission and Physician's treatment plan; or (2) emergency 
Hospital admission.  The request must be made: (1) by the Participant or the Participant’s Physician (2) at 
least 3 days prior to a non-emergency admission; and (3) if admission is for Emergency Care: (a) within 24 
hours after it occurs; (b) on the first business day after admission on a weekend or legal holiday; (c) the 
earliest reasonable time thereafter. 

The Plan Administrator or Third Party Administrator: (1) may consult with the Physician to: (a) 
determine a valid need for the Hospital stay; (b) set the medically needed length of stay; and/or (c) consider 
the use of alternate health care; and (2) will then either agree or disagree with the Physician's plan of 
treatment.  If it agrees with that plan, it will so certify in writing and the Participant will have complied 
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with the certification requirements.  If it does not, the Participant will be notified that he or she is not in 
compliance with the certification requirements. 

If the Participant must stay in the Hospital longer than the Plan Administrator or Third Party 
Administrator has authorized, his Physician must notify the Plan Administrator or Third Party 
Administrator before the authorized days have been used.  Any extended stay must be approved by the Plan 
Administrator or Third Party Administrator. 

If Pre-Admission Certification is not obtained for any reason, as may be required herein, benefits 
otherwise payable will not be paid for the first $500 or 50% of Covered Charges, whichever is the lesser 
amount during the stay. 

Extension of Benefits:  If the Participant’s participation in this Plan ends due to termination of the 
Plan, or if the Participant’s employment ends, Accident Medical Benefits will be extended solely for an 
Injury which resulted in Covered Charges as if the Participant’s eligibility would have otherwise remained 
in force. 

Benefits under this section are subject to all definitions, conditions, limitations and exclusions 
stated in this Plan. In no event will benefits be paid in excess of the applicable maximums, limits and 
accumulation periods shown in the Schedule of Benefits. 

“Injury,” for purposes of this section is deemed to include Cumulative Trauma, Occupational 
Disease and Occupational Hernia.  All Cumulative Traumas, Occupational Diseases or Occupational Hernia 
suffered by any one Participant are deemed to be a single Cumulative Trauma, Occupational Disease or 
Occupational Hernia.  Benefits for Cumulative Trauma, Occupational Disease and Occupational Hernia are 
subject to all applicable waiting periods and maximums shown in the Schedule of Benefits. 

 
 
 GENERAL INFORMATION 
 The Company (and any Affiliated Employers which adopt this plan) has adopted an employee 
benefit plan ("Plan") for the exclusive benefit of certain employees of the Company whose principal place 
of employment is in the State of Texas. The Plan provides payment for certain medical care, salary 
continuance, and death and dismemberment benefits arising from Accidental Injury to Participants within 
the course and Scope of Employment.    The benefits set forth below are “excepted benefits” under the 
terms of certain statutes, including without limitation, the Public Health Service Act (42 U.S.C. § 300gg-
91) and the Health Insurance Portability and Accountability Act of 1996 (sec. 706(c)). Participants and Plan 
beneficiaries may receive from the Plan Administrator, upon written request, information as to whether a 
particular employer is a sponsor of the plan and, if the employer is a plan sponsor, the sponsor's address.   
 The Company has rejected coverage for its Texas employees under the Texas Worker's 
Compensation Act and hereby adopts this Plan effective as of the Effective Date stated in the Benefits 
Schedule attached hereto, to provide the benefits as set forth herein for Accidents taking place on or after 
this Effective Date.  The Plan document shall govern in all cases as to eligibility and benefits, including 
limitations and exclusions.  Provision of benefits to a Participant pursuant to this Plan shall not constitute 
an admission of liability on the part of the Company for the Accident.  If there is a discrepancy between the 
Plan and this Summary Plan Description, the Plan controls.   
 

CLAIM PROCEDURE 
 Every Participant is eligible to receive benefits under this Plan.  However, initial receipt and 
continuing receipt of benefits is contingent upon compliance with the terms and conditions of this Plan.  
A Participant who fails to comply with the conditions and requirements herein shall not be entitled to 
receive or continue to receive benefits. 
 Reporting.  A Participant must immediately report any Accident to his Supervisor or designee.  The 
Participant must report every Accident, regardless of the nature or severity.  Failure to immediately report 
an Accident may subject the Participant to disciplinary action up to and including termination and denial 
of benefits. 
 Drug Screen.  Upon reporting an Accident, a drug screen may be requested as required by the 
Company's policies and procedures.  Failure of a Participant to submit to a drug screen upon request will 
result in a denial of benefits under this Plan. 



Page 7    GAPP I SPD 010917 
 

 

 

 Medical Treatment.  The Participant's treatment and care will be conducted as follows:  The 
Participant may be sent to an approved Provider.  Participant may be required to accept referral to an 
approved Provider so that the cost of treatment for the Accident will be maintained by the Company.  In 
addition, the Company reserves the right to require that a Participant undergo an initial and subsequent 
evaluation by an authorized Provider prior to allowing the Participant to return to work after an Accident. 
 Second Opinion.  The Plan may require a second or additional medical opinions relating to any 
Accident.  Failure of a Participant to submit to a second opinion upon request may result in denial of benefits 
under this Plan. 
 Weekly Contact.  A Participant must contact the Human Resource Department or Safety Department 
at the facility's office weekly while receiving benefits to report on his progress and expected recovery time.  
Failure to do so will cause the Participant's entitlement to continuing benefits under this Plan to be 
discontinued. 
 Social Security.  If the Participant receives or is entitled to receive Social Security disability benefits 
for the same period of time for which salary continuance benefits are payable hereunder, the weekly benefit 
provided hereunder will be reduced by the total amount of such Social Security disability benefits. 
 Failure to Return to Work.  If, after treatment, whether emergency or long term, the authorized 
Provider releases the Participant to return to work, whether at full capacity, part-time, or light duty, and the 
Participant fails to return to work, all medical payments and salary continuance benefits will immediately 
cease. 
 Termination.  Upon Participant's voluntary separation of employment with the Company, 
termination for cause, or incarceration, all Accident Weekly Indemnity Benefits shall cease. 
 Claim Submission and Response.  When a benefit is due, the Participant should submit his claim 
to the person or office designated by the Plan Administrator to receive claims.  Under normal circumstances, 
a final decision shall be made as to a claim within 15 days after receipt of the claim.  If the claim is for 
urgent care, a final decision shall be made as to the claim within 72 hours after receipt of the claim.  If a 
claim is denied during the claims period, the Plan Administrator or Third Party Administrator must notify 
the Participant in writing.  The denial must include the specific reasons for it, the Plan provisions upon 
which the denial is based, and the claims review procedure.  If no action is taken during the claims period, 
the claim is treated as if it were denied on the last day of the claims period. 
 Notice of Denial.  In the event that a claim for benefits is to be denied in whole or in part, then the 
Plan Administrator or Third Party Administrator shall provide the Participant or the Participant's 
representative with written or electronic notification of the Plan's adverse determination.  The notice of 
denial shall contain the following: 
  (a) the specific reason for the adverse determination; 
  (b) reference the specific Plan provisions (including any internal rules, guidelines, 

protocols, criteria, etc.) on which the determination is based; 
  (c) a description of any additional material or information necessary for the Participant to 

perfect the claim for appeal and an explanation of why that material or information is 
necessary; 

  (d) a description of the Plan's review procedures and the time limits applicable to those 
procedures; 

  (e) a statement of the Participant's right to bring a civil action under section 502(a) of 
ERISA following an adverse benefit determination upon review; and 

  (f) in the case of an adverse benefit determination involving a claim for urgent care, a 
description of the expedited review process applicable to urgent claims. 

 If the notice of denial of a claim for benefits relates to a claim involving urgent care, the notice may 
be provided to the Participant or the Participant's representative orally, provided that a written or electronic 
notification is furnished to the Participant or the Participant's representative no later than three days after 
the oral notification.   
 Timing of the Notice of Denial.  The deadline for providing the notice of a claims denial depends 
on the type of claim being denied and the reason the claim is being denied, as set forth below. 
 If the claim is being denied because the Participant or the Participant's representative did not follow 
the Plan's procedure for submitting the claim, the Plan Administrator or the Third Party Administrator must 
notify the Participant or the Participant's representative of the correct procedure within five days after the 
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claim is received.  Exception for Urgent Care:  If the claim is for urgent care, the notification must be given 
within 24 hours after the claim is received. 
 If the claim is being denied because the Participant or the Participant's representative followed Plan 
procedures but did not submit sufficient information for the Plan Administrator or the Third Party 
Administrator to determine whether the claim is covered or payable by the Plan, the Plan Administrator or 
Third  Party Administrator shall notify the Participant or the Participant's representative of the additional 
information needed within five days after receipt of the claim, and the Participant or the Participant's 
representative shall be given 45 days after the date the notice is received to provide the missing information.  
The Plan Administrator or the Third Party Administrator shall then review the additional information and 
notify the Participant or the Participant's representative within 15 days after the additional information is 
received of the Plan's determination with regard to the claim.  If no additional information is received during 
the 45-day response period, the Plan Administrator or the Third Party Administrator shall send a notice of 
claim denial within 15 days after the end of the 45-day period.  Exception for Urgent Care: If the claim is 
for urgent care, the Plan Administrator or the Third Party Administrator shall notify the Participant or the 
Participant's representative of the additional information needed within 24 hours after the claim is received, 
and the Participant or the Participant's representative shall be given 48 hours to provide the missing 
information.  The Plan Administrator or the Third Party Administrator shall then review the additional 
information and notify the Participant or the Participant's representative within 48 hours after the additional 
information is received of the Plan's determination with regard to the claim.  If no additional information is 
received during the 48-hour response period, the Plan Administrator or the Third Party Administrator shall 
provide a notice of denial of the claim within 48 hours after the end of the response period. 
 If the Participant or the Participant's representative has followed Plan procedures and has submitted 
sufficient information for a determination to be made, but the Plan Administrator or the Third Party 
Administrator has determined that the claim is to be denied, then the deadline for the Plan Administrator or 
the Third Party Administrator to provide the notice of denial is 15 days after the receipt of the claim.  
Exception for Urgent Care:  If the claim being denied is for urgent care, then the deadline for providing the 
notice of denial is 72 hours after receipt of the claim. 
 When a Claim is Received.  The Plan will be deemed to have received a claim for benefits if a claim 
or a Participant's representative makes a written communication, except in the case of urgent care, in which 
case the claim may be communicated orally, reasonably calculated to bring a request for a claim to the 
attention of the Plan Administrator or the Third Party Administrator. 
 Manner of Giving Notice.  Notice given in writing shall either be sent by first class mail or by hand 
delivery.  Notice may only be given electronically (that is, by email) if the Plan Administrator or the Third 
Party Administrator insures that the message is received by using the return-receipt electronic mail feature 
and if the Participant is advised in the text of the notice of the Participant's right to receive, free of charge 
a paper copy of the notice. 
 Definition of Claim Involving Urgent Care.  "Urgent care" means medical care or treatment with 
respect to which the application of the periods for making non-urgent care determinations:  (i) could 
seriously jeopardize the life or health of the Participant or the ability of the Participant to regain maximum 
function; or, (ii) would, in the opinion of a physician familiar with the Participant's medical condition, 
subject the Participant to severe pain that cannot be adequately managed without the care or treatment.  
Whether a claim should be treated as an "urgent care" claim can either be determined by a physician with 
knowledge of the Participant's medical condition or by an individual acting on behalf of the Plan, provided 
that individual applies the judgment of a reasonable individual who is not a trained health professional. 
 Appeal Procedure.  Once an initial denial is issued, the Plan Administrator and Third Party 
Administrator shall not give any further consideration to the claim.  The Participant may then appeal the 
initial claim denial.  If a claim has been denied, the Participant or the Participant’s representative has the 
right to appeal the denial to the Review Committee, as described below. 
 Right to Reconsideration.  Within 180 days after the date of the notice of denial is received, the 
Participant, or the Participant’s representative, may request further review of the original claim by filing a 
written request for reconsideration with the Review Committee of the Company addressed to “Occupational 
Injury Benefit Plan Review Committee” at the address shown in the Benefits Schedule by hand delivery or 
first class mail.  Exception for Urgent Care:  If an appeal relates to an urgent care claim, the appeal may be 
verbal.   
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 Right to Submit Comments.  Within 180 days after the date the notice of denial is received, in 
addition to having the original claim reviewed, the Participant or the Participant’s representative may also 
submit written comments, documents, records, and other information related to the claim, even if the 
Participant had not previously submitted those documents or information. 

Right to Review Documents.  During the period that a claim is being reconsidered, the Participant 
or the Participant’s representative may have access to and copies of all documents, records, and other 
information relevant to the claim that has been denied. 
 Decision by Review Committee  The Review Committee shall notify the Participant or the 
Participant’s representative of the Review Committee’s findings within 30 days after receipt of the request 
for review of the claim.  Exception for Urgent Care: If the claim being reviewed involves urgent care, the 
Review Committee shall notify the Participant or the Participant’s representative of the Review Committee’s 
finding within 72 hours after receipt of the request for review.  When an appeal of medical or disability 
benefits involves medical judgment, the Review Committee shall consult with a medical or vocational expert 
with relevant experience and shall disclose the identity of the expert. There shall be no de novo review by an 
arbitrator or court of any decision by the Review Committee and any review shall be limited to determining 
whether the decision was so arbitrary and capricious so as to be an abuse of discretion.   
 Contents of the Review Committee 's Notification.  If, upon review, the claim is again denied, the 
Review Committee shall provide a written notice of the denial containing: 
  (a) the specific reasons for the adverse determination; 
  (b) reference to the specific Plan provisions (including any internal rules, guidelines, 

protocols, criteria, etc.) on which the benefit determination is based; 
  (c) a statement that the Participant is entitled to receive, upon request, reasonable access 

to and copies of, all documents and records relevant to the review of the claim, 
including any reports, and the identities, of any experts whose advice was obtained; 

  (d) a statement of the Participant's right to bring civil action under section 502(a) of ERISA 
following an adverse arbitration of the benefit determination. 

 Right to Bring Civil Action.  If the appeal of the original decision is denied upon review the 
Participant shall have the right to bring a civil action against the Plan under section 502(a) of the Employee 
Retirement Income Security Act of 1974 (ERISA).   
 Exhaustion of Administrative Remedies.  No legal action may be brought by the Participant with 
respect to benefits until and unless the aforementioned claims procedure has been exhausted.   
 

AMENDMENT AND TERMINATION 
 Amendment.  The Sponsor has the sole right to amend this Plan.  An amendment may be made by 
(i) a certified resolution or consent of the Sponsor, or (ii) by an instrument in writing executed by the 
appropriate officer of the Sponsor.  The amendment must describe the nature of the amendment and its 
effective date. 
 Termination.   The Sponsor may terminate this Plan by executing a notice of termination specifying 
the date of termination.  Likewise, this Plan shall automatically terminate if there is a general assignment 
to or for the benefit of the creditors of the Sponsor.  This Plan shall also terminate upon any action by the 
Company or an insurance carrier to cancel, non-renew, or otherwise fail to renew an occupational injury 
insurance policy that was purchased in conjunction with the adoption of this Plan document. Any 
amendment or termination to the Plan, however, shall not affect the benefits available to an existing claim. 

FUNDING OF PLAN 
 The Plan is funded by the general assets of the Company.  The Company may obtain insurance to 
provide funds to the Company to pay for any or all of the benefits called for under this Plan.  Any such 
insurance contract or proceeds shall be owned by the Company, and shall not be considered an asset of the 
Plan.  If such insurance coverage terminates or for any reason is not available to the Company, benefits 
under this Plan shall terminate or not be payable.  The Company has no obligation to establish a fund or 
trust for the payment of benefits under this Plan.  The Plan Administrator is not required to give bond for 
the performance of its duties unless required by a law that cannot be waived.  Any payments paid to a 
Participant, whether funded by insurance or not, shall not be considered a collateral source.  The Company 
is entitled to a credit or offset for any such payments, whether the source of the funds is general Company 
assets or insurance procured by the Company.  
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ADOPTION OF PLAN BY AFFILIATES 

An affiliated company or entity, with the approval of the Sponsor, may adopt this Plan by agreeing 
in writing to be bound by the terms, conditions, and limitations in this Plan.  Such a company shall be 
considered an Affiliated Employer in this Plan.  The Sponsor shall not be liable for any obligations under 
the Plan of an adopting affiliated company or entity and an adopting affiliated corporation shall not be liable 
for any obligations of the Sponsor under this Plan.  
 

ADMINISTRATION OF THIS PLAN 
 A Plan Administrator shall administer this Plan.  A Third Party Administrator may be appointed by 
the Plan Administrator to administer the day-to-day operation of the Plan.  The Plan Administrator has the 
exclusive responsibility for the general administration of the Plan. The Plan Administrator shall make 
available to each Participant for his examination those records, documents, and other data required under 
ERISA, but only at reasonable times during business hours.  No Participant has the right to examine any 
data or records reflecting information pertaining to any other Participant.  The Plan Administrator is not 
required to make any other data or records available other than those required by ERISA. 

 
COORDINATION OF BENEFITS 

 If a Participant is covered under one or more other plans including, but not limited to, automobile 
or health insurance, the benefits payable for expenses under this Plan incurred in a calendar year will be 
reduced by the amount of any benefits payable by such other plan so that the total benefits paid with respect 
to any one Accident or Accident will not exceed 100% of the expenses incurred.  The Plan Administrator 
will determine which plan is the primary plan that will pay its benefits first according to the following rules.  
When only one of the plans has a coordination of benefits provision, then the plan without such a provision 
will be the primary plan.  If both plans have such a provision, the plan under which the Participant is covered 
as an Employee will be the primary plan.  If both of the foregoing rules do not establish which plan is the 
primary plan, then the plan that has covered the person for the longer period of time will be the primary 
plan. 
 

HEALTH CARE PROVIDERS 
 The Company may designate one or more medical providers to administer medical treatment to 
Participants (hereinafter referred to as "Provider" or "Providers"), and the Company may change Providers 
at any time.  At a Participant's request, any health care provider that has not been designated as a Provider 
may be approved by the Company, the Plan Administrator, or by a Third Party Administrator who is 
retained by the Company to administer claims arising under this Plan ("Third Party Administrator") prior 
to the time a Participant incurs an expense that is payable or reimbursable under the Plan.  A Provider may 
provide treatment to a Participant only when the Participant submits to the Provider at the time of treatment 
the physician's authorization and report form provided by and available from the Plan Administrator.  
Notwithstanding the foregoing, a medical provider that has not been designated as a Provider may be 
utilized to provide emergency medical treatment if an injury occurs when the Participant is not at his regular 
place of employment or if an emergency vehicle takes the injured Participant to a health care provider that 
has not been designated as a Provider.  Any continued medical treatment after emergency medical 
treatment, however, shall be administered by a designated Provider.  Except as provided above, benefits 
shall not be paid under this Plan for treatment received from a health care provider that has not been 
designated as a Provider in accordance with this Plan. 
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Appendix A 
 

EMPLOYER NAME 
 Occupational Injury Benefit Plan  
 Benefits Schedule (GAPP I) 
 
General Information 
 
1. Employer Name, address and telephone number:    
2. Federal Tax Identification Number:   
3. Name and telephone number of contact person for Participant questions: 
4. Name and address of agent for service of legal process: 
5. Plan number:  
6. Third Party Administrator:  North American Benefits Company (800) 537-4565 
7. Effective Date of Plan:  ___________ 
8. Aggregate Limit of Liability:  $3,000,000  
9. Eligible Class(es):                                                              Definition(s): 

 
All Eligible Full-Time Employees of the  
Company over age 14: Full-time employees are those employees working 

30 hours per week, or for the number of hours the 
Company requires for an employee to be full-time, 
but in no event less than 17.5 hours per week. 

 
All Eligible Part-Time Employees of the  
Company over age 14: Part-Time employees are those employees working 

less than 17.5 hours per week  
 
ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT: 
 

Principal Sum:      $100,000 
 
Maximum Benefit Payable is 10 times the Participant’s Base Salary or the Principal Sum, 
whichever is less 
 

ACCIDENT MEDICAL EXPENSE BENEFIT: 
 

Maximum Benefit:     [$300,000/500,000/750,000/1,000,000] 
 

Inpatient Accumulation Period:     110 weeks 
 
Outpatient Accumulation Period:    110 weeks 
  
Maximum Benefit Payable for Cumulative Trauma and Occupational Disease:  Covered 
same as any other benefit 

 
Maximum Benefit Payable for Occupational Hernia:  $25,000 

 
Pre-Admission Certification:      Required 

 
ACCIDENT WEEKLY INDEMNITY BENEFIT: 
 

Weekly Benefit Limit: 70% of weekly Base Salary, up to $600 per week 
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Elimination Period:     7 days 

 
Maximum Number of Weeks:   110 weeks 
 
Maximum Number of Weeks Payable for Cumulative Trauma and Occupational      
Disease:   12 weeks 

 
Maximum Number of Weeks Payable for Occupational Hernia:  6 Weeks 
 
Elimination Period for Cumulative Trauma and Occupational, and Occupational  
Hernia:  180 days 

 
Important Notice:  All benefits are subject to the terms and conditions of the Official Plan 
Document.  Please see the Official Plan Document for other benefit limitations and exclusions. 
 

 



Page 13    GAPP I SPD 010917 
 

 

 

Appendix B 
 

DEFINITIONS 
 

Accident: means an external event which caused an Injury and which is violent, unforeseen, unintended, 
unplanned, occurring by chance and which is not due to any fault or misconduct of the Participant and 
which occurs at a specific identifiable time and place.  An Accident must take place during the Plan Year. 
With respect to Cumulative Trauma, Occupational Disease or Occupational Hernia, the date of the Accident 
is deemed to be the date on which the Participant last performed the activities causing such condition.   
Affiliated Employer: means a company or entity which has adopted this Plan in accordance with Article 
VIII of the Plan. 
Active Service: means a Participant is either 1) actively at work performing all regular duties either at his 
or her employer's place of business or someplace the Company requires him or her to be; or 2) actively at 
work performing restricted or modified duty work at the direction of the Company in the course of his or 
her Scope of Employment. 
Benefit Period or Accumulation Period: means the maximum period of time, as shown on the Schedule 
of Benefits, in which Covered Charges under the Accident Medical Benefit must be incurred.     
Aggregate Limit of Benefits: means the maximum amount this Plan will pay as a result of all Accidents 
and Injuries to all Participants regardless of the number of Occurrences, Accidents Injuries or Participants 
involved.  The Aggregate Limit of Benefits is stated in the Benefit Schedule. 
Base Salary: means a combination of the Participant's regular annual pay at the time of Injury and, if 
applicable, an average annual amount of additional compensation (commissions, bonuses, overtime and 
any other compensation ultimately reported as income to the Internal Revenue Service), which the 
Participant has received. For Salaried Employees regular annual pay is the Participant’s actual salary for a 
12-month period. For Non-Salaried Employees who have worked for more than one year, regular annual 
pay is the total amount of earnings, excluding additional compensation, which the Participant has received 
in the previous 12 months.  For Non-Salaried Employees who have worked for less than one year, regular 
annual pay is the amount actually earned by the Employee, excluding additional compensation, since the 
date of hire.      For all Participants, average annual amounts of additional compensation will be calculated 
based on length of employment. If the Participant has been employed by the Company for three or more 
years prior to the date of loss, all additional compensation paid over the prior three years will be averaged 
in order to determine an average annual amount of additional compensation.  If the Participant has been 
employed by the Company for less than three years prior to the date of loss, an average annual amount of 
additional compensation will be calculated by determining the total amount of additional compensation 
paid to the Participant since the date of hire.  That amount will then be divided by the period of weeks 
beginning with the date of hire and ending with the last week the Participant worked and then multiplying 
that number by 52.    
Beneficiary: means the person designated by the Participant to the Company in writing to whom loss of 
life benefits will be paid under this Plan. 
Benefit Schedule or Schedule of Benefits: is the schedule of benefits and limitations to which this Plan 
refers and is attached as Schedule A.  It is part of this Plan and is incorporated herein by reference. 
Company is the employer listed in Schedule A of the Benefits Schedule and is the Plan Administrator of 
this Plan. 
Covered Expense: means expenses actually incurred by or on behalf of a Participant for Medically 
Necessary treatment, services and supplies that result directly from an Injury that resulting from an Accident 
that are otherwise covered by this Plan, and from no other cause. A Covered Expense is deemed to be 
incurred on the date such treatment, service or supply, that gave rise to the expense or the charge, was 
rendered or obtained.  A Covered Expense shall never exceed the Usual, Reasonable Customary charge for 
a service, treatment or supply. 
Cumulative Trauma means damage to the physical structure of a Participant’s body resulting from 
repetitious physically traumatic activities that occur solely while the Participant is performing the duties of 
his or her regular job. Cumulative Trauma includes repetitive motion disorders, overuse disorders and 
Carpal Tunnel Syndrome.  
Crew Member: means any person who has any duties aboard an aircraft. 
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Effective Date: means the date This Plan becomes effective as stated in the Benefits Schedule. 
Elimination Period: means the number of continuous days after an Injury has occurred during which the 
Participant is continuously Totally Disabled, but for which no benefits are payable under this Plan.  The 
Elimination Period is stated the Benefits Schedule. 
Emergency Care: means bona fide emergency medical services provided after the sudden onset of a 
medical condition resulting from an Injury manifesting itself by acute symptoms of sufficient severity, 
including severe pain, such that the absence of immediate medical attention could reasonably expect to 
result in: (1) placing the patient's health in serious jeopardy; (2) serious impairment to bodily function; or 
(3) serious dysfunction of a bodily organ or part. 
ERISA: means the federal Employee Retirement Income Security Act of 1974, as amended, ("ERISA"). 
Full Time Employee:  are those employees working 30 hours per week, or for the number of hours the 
Company requires for an employee to be full-time, but in no event less than 17.5 hours per week. 
Extended Care Facility: means an institution devoted to providing medical, nursing, or custodial care for 
an individual over a prolonged period, such as during the course of a chronic disease or the rehabilitation 
phase after an acute illness. 
Hospital: means a licensed general medical and surgical institution that: (1) has Inpatient Services for sick 
and injured persons; (2) charges for its services; (3) is supervised by a staff of Physicians; (4) has 24-hour 
per day nursing service by registered nurses (R.N.'s); (5) has organized facilities for diagnosis and major 
surgery, either on site or available elsewhere under formal agreement; and (6) is not, other than in a minor 
way: (a) a place for rest, or the aged; (b) a place for treating alcoholics, drug addicts, or the mentally ill; or 
(c) a nursing or convalescent home. 
Hospital Intensive Care: means confinement in that section or portion of a Hospital established for 
critically injured persons, which has full-time nurses or other skilled Hospital employees in constant 
attendance; equipment for treating the critically injured person, and direct supervision of a full-time 
Physician or intensive care committee of the medical staff.  
Injury, Injuries: means an identifiable physical bodily injury to the physical structure of the body of a 
Participant which: (1) is sustained solely due to an Accident; and (2) occurs while the Participant is covered 
under this Plan; and, (3) arises solely out of or in the course of the Participant’s regular occupation or 
performing an alternative occupation at the request and direction of the Company and is within the 
Participant’s Scope of Employment in Active Service.  
Inpatient: means a person who is provided and charged for at least one day's room and board by a Hospital. 
Inpatient Services: mean services which include: (1) Hospital room and board, but not more than the 
average semi-private room rate charged by the Hospital for each day of Hospital confinement, except that 
for Hospital Intensive Care, not more than twice the average semi-private room rate charged by the Hospital 
for each day of such confinement and for not more than a maximum of 15 days for all Injuries due to any 
one Accident; and (2) Medically Necessary Hospital services and supplies used for the care and treatment 
of Inpatients.  This does not include personal comfort services such as radio, television, telephone, barber 
and beauty services. 
Intoxicated: means the state in which a Participant will be presumed to be if the level of alcohol in his 
blood meets or exceeds the amount at which a person is presumed to be under the influence of alcohol or 
intoxicating substance under the law of the locale in which the Injury occurs.  With regard to illegal 
substances, if a Participant tests positive for any illegal intoxicating substance in any amount, he will be 
deemed Intoxicated for purposes of this Plan. 
Medically Necessary: means that a service or supply is necessary and appropriate for the diagnosis or 
treatment of an Injury based on generally accepted current medical practice, as determined by the Plan 
Administrator or Third Party Administrator.   A service or supply will not be considered Medically 
Necessary if: (1) it is provided only as a convenience to the Participant or provider; (2) it is not appropriate 
treatment for the Participant's diagnosis or symptoms; (3) it exceeds in scope, duration or intensity that 
level of care which is needed to provide safe, adequate and appropriate diagnosis or treatment; or (4) it is 
part of a plan of treatment that is experimental, unproven or related to a research protocol.  The fact that 
any particular Physician may prescribe, order, recommend or approve a service or supply does not, of itself, 
make the service or supply Medically Necessary. 
Non-Salaried Employee:  means an employee whose regular pay is a pre-determined amount computed 
on any basis other than annually, such as per hour, per day, per week, per season, etc. 
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Occupational Disease means a disease that is caused solely from performance of a Participant’s regular 
duties of his or her job and causes damage or harm to the physical structure of the body. It includes other 
diseases or infections that naturally result from the work-related disease. It does not include ordinary 
diseases to which the general public is exposed outside the Participant’s regular duties of his or her job.   
Occupational Hernia is and must arise solely out of and in the Participant Scope of  Employment during 
Active Service and: 1) have sudden onset; 2) cause sudden pain; 3) exhibit sudden swelling; 4) result 
from a direct Injury; and 5) not result from a condition which previously existed .  
Occupational Injury Benefit Plan or Plan:  means this welfare benefit plan and any amendments thereto. 
Outpatient Services: means services that are received at a Hospital, clinic or doctor's office by a person 
without such person being an Inpatient.   
Participant: means a person who is a Salaried Employee or a Non-Salaried Employee, acting within their 
Scope of Employment for the Company, who is a member of an Eligible Class as defined on the Schedule 
of Benefits and who is employed by the Company at one of its Texas locations.  A Participant must be 
identified by the Company as an employee on the Company’s most recent TWC Tax Employer's Quarterly 
Report (Form C-3) filed with the Texas Workforce Commission.  An employee must be over the age of 14 
at the time of any Injury or Accident in order to be eligible for any benefits under this Plan. A Participant 
must be acting within his or her Scope of Employment at the time and place of the Accident causing the 
Injury. Under no circumstances shall the term Participant include a leased employee, a temporary employee, 
an independent contractor, or a third-party agent. 
Part-Time Employees: are those employees working less than 17.5 hours per week. 
Partial Hospitalization: means treatment in a Hospital, but not requiring 24-hour supervision.  
Period(s) of Total Disability: means the period of time the Participant is continuously Totally Disabled. 
New periods must be separated by return to acting within their Scope of Employment for at least: (1) two 
weeks in a row, if due to the same or related causes; or (2) one day, if due to different causes. 
Physician or Provider: means a licensed practitioner of the healing arts who is acting within the lawful 
scope of his or her license either as a doctor of medicine or a doctor of osteopathy, who has been approved 
to provide treatment to an Participant by the Plan Administrator or Third Party Administrator, and who is 
not a member of the immediate family of the Participant whose loss is the basis of claim under this Plan. 
Plan Year: means the period ending 12 months from the Effective Date stated in Item No. 6 of the Benefits 
Schedule.  
Pre-Admission Certification: means a program whereby prior to incurring Covered Charges due to 
Hospital admission (other than an admission for Emergency Care), the Participant or his Physician must 
obtain authorization to incur such charges from the Administrator. 
Related Disabilities: mean disabilities due to the same or related cause. 
Review Committee: means the individual or individuals appointed by the Company to make 
determinations upon appeal of benefit claims under this Plan on behalf of the Company and any Affiliated 
Employer.  The Plan Administrator cannot serve as a member of the Review Committee and no individual 
who is a subordinate of the Plan Administrator can serve on the Review Committee. 
Salaried Employee:  means an employee whose regular pay is a predetermined annual amount (e.g. 
$15,000 per year), without regard to the frequency with which it is actually paid. 
Scope of Employment: means an activity of any kind or character that involves the furtherance of the 
Company’s business, trade or profession at the Company’s regular workplace(s) or while temporarily away 
from the regular workplace in furtherance of the Company’s business, trade or profession, not to exceed 7 
days.  Scope of employment does not include a Participant's transportation to and from their regular 
workplace. 
Third Party Administrator: means an agent appointed or retained by the Company to process claims 
under the Plan.  The Company may change the company or agent serving in this capacity from time to time 
at its sole discretion. 
Totally Disabled: means that the Participant, due to Injury, is unable to perform the material and substantial 
duties of his job.  In addition, the Participant must be under the continuing care of a Physician. 
Usual, Reasonable and Customary Charge: means a charge which is not more than is charged when there 
is no insurance; and is not more than the prevailing charge in the locality for a like service or supply.  A 
like service is one of the same nature and duration, requiring the same skill and performed by one of similar 
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training and experience.  A like supply is one which is the same or substantially equivalent.  Locality is the 
city or town where the service or supply is obtained, if it is large enough so that a representative cross-
section of like services or supplies can be obtained.  In large cities, it may be a section(s) of the city, if the 
above criteria can be met.  In smaller urban or rural areas, it may have to be expanded to include surrounding 
areas to meet the criteria. 
We, Us or Our: mean the Company. 
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Appendix C 

 
LIMATIONS AND EXCLUSIONS 

 
The following are excluded from eligibility under the Plan.  Notwithstanding anything to the contrary 
stated in this Plan, no benefits will be provided under this Plan for any Injury, loss or claim caused 
directly or indirectly by, or resulting from: 

(1) suicide, attempted suicide, or intentionally self-inflicted injury, while sane or insane; 
(2) committing or attempting to commit an assault or felony, or being engaged in an illegal 
occupation; 
(3) war or act of war, whether declared or undeclared, while participating in the military; 
(4) participation in: (a) the military, naval, or air forces of any country at war, declared or 
undeclared; or (b) a riot, rebellion, insurrection, or any act incident to any of these (as used in this 
exclusion, the term (i) "participation" means to take an active part in common with others; and (ii) "riot" 
means any use of or the threat to use force or violence by three or more persons without the authority of 
law); 
(5) disease, bodily or mental infirmity, functional nervous or emotional disorders and which are not 

the result of an Injury, or medical or surgical treatment or diagnostic procedures for any of these 
except for Cumulative Trauma and Occupational Disease as otherwise provided in the Plan; 
 

(6) hernia, except for Occupational Hernia as otherwise provided in the Plan.; 
(7) ptomaine or bacterial infection, other than pyogenic or bacterial infection occurring as a 
consequence of an accidental cut or wound; 
(8) with regard to aircraft, accidents from boarding, alighting from, or being on any aircraft (a) 
owned, operated or leased by the Participant, a member of his household, or his own employer (does not 
apply if an employer has elected to insure Aircraft Covered Hazards, as shown on the Schedule of 
Benefits); (b) which is rocket propelled; (c) being used for aerobatics, racing or an endurance test, crop 
dusting, seeding, fertilization or spraying, fighting a fire, any exploration, pipe or power line patrol, the 
pursuit of animals or birds, aerial photography, banner towing or skywriting, or any test or experimental 
cause; (d) when a special permit or waiver from the proper authority has to be issued; (e) while the 
Participant is operating, learning to operate, or serving as a Crew Member thereof; (f) while being 
operated by or for or under the direction of any military authority, other than transport type aircraft 
operated by the Military Airlift Transport Services (MATS) or its successor organization of the United 
States or similar air service of this or any other country; 
(9) the Participant being Intoxicated; 
(10) the Participant's taking of any detectable amount of any narcotic, barbiturate, or hallucinatory 
drug, unless administered on the advice of a Physician and taken in accordance with the prescribed 
dosage; 
(11) the Participant practicing for, or participating in, organized competitive athletic events, other than 
those related to social functions given by the Company or Affiliated Employer; 
(12) driving in any race or speed contest or while testing any vehicle on a track or speedway; 
(13) commuting to and from work; 
(14) any loss for which the Participant received or claimed benefits from any Workers’ Compensation 
Act or similar law; and 
(15) any charges for medical care furnished by any of the following persons:  the Participant, the 
Participant’s spouse, parent, child, grandparent, brother, sister, parent-in-law, or other person residing in 
the Participant’s home. 
(16)  any Injury or physical condition of the body that existed prior to the effective date of this Plan. 
(17) any Injury or Accident that took place or that existed prior to the Effective Date or after the 
termination date under this Plan. 
(18) any amount in excess of the various limits shown in the Schedule of Benefits. 
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(19) any Injury or Accident to a  Participant or employee of the Company working at a location 
outside of Texas for a period of more than thirty calendar days. 
(20) No benefits under this Plan will be paid to any employees of the Company who are under 14 
years of age. 
(21) Liability arising out of employment relationships including, without limitation, claims for any 
type of discrimination, discharge, coercion, criticism, demotion, reassignment, discipline, defamation, 
harassment, humiliation, sexual harassment, claims arising under the U.S. Americans with Disabilities 
Act, claims arising out of the Texas Labor Code, and all other claims affecting or arising out of the 
employment relationship whether arising out of state or federal statutes or regulations or the common law.  
(22)  Exposure to the following: 

a. asbestos, asbestos fibers or asbestos containing products; 
b. silicon or silica; 
c. mold, microbes or fungus; or 
d. the hazardous properties, including radioactive, toxic or explosive properties, of Nuclear 
Material 

(23) Fees associated with missed or cancelled Provider appointments. 
(24) Heart attack or stroke unless proximately caused by and arising out of an Accident. 
(25) Medical Expenses incurred outside the United States, except that emergency medical care for 
Injury to Participants who have traveled temporarily out of the United States while in the Scope of 
Employment is excepted from this exclusion. 
(26) Any pre-existing condition. 
(27) An act of a third person intended to injure the Participant because of personal reasons and not 
directed at the Participant as an employee of the Company or because of his or her employment with the 
Company; 
(28) An act of God, 
(29) Injuries, Accidents or charges which took place prior to the Effective Date or after the Plan is 
terminated. 
 
In addition to the above exclusions, this Plan does not cover any charges for care and treatment that is not 
Medically Necessary or which is experimental in nature.  This includes care and treatment that is:  

(1) not medically proven to be effective treatment for the condition; or  
(2) conducted for research purposes.   
The Plan will use the Council of Medical Specialties (part of the American Medical 
Association (AMA)), the Food and Drug Administration (FDA), and other broadly 
accepted local and national sources to determine if the care or treatment is either not 
Medically Necessary or experimental in nature, as defined above. 

 
SUSPENSION OF BENEFITS 
 
 A Participant's entitlement to continuing benefits under this Plan may be forfeited, suspended, or 
discontinued if the Participant fails to comply with or satisfy any of the requirements or provisions of this 
Plan.  Without limiting the foregoing, and by way of example only, a Participant shall not be entitled to 
benefits under this Plan if: 
 
  (a) the Accident or alleged Accident is (i) not an Accident covered by this Plan, (ii) 

determined to be intentional or feigned, or (iii) determined to be an attempt to defraud; 
  (b) the Accident is not reported immediately to the Supervisor or designee; 
  (c) the Participant utilizes a health care provider other than an authorized Provider; 
  (d) the Participant fails to follow the treatment and advice prescribed by the Provider; 
  (e) the Participant does not obtain treatment within 30 days of an on-the-job-injury; 
  (f) the Participant refuses or fails to obtain a second opinion prior to surgery, if requested 

to do so; 
  (g) the Participant fails to give the Company a weekly progress report by contacting the 

Company once each week while receiving benefits; 
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  (h) the Participant fails to report to his Supervisor for work immediately upon being 
released in whole or in part by the Provider to return to work; 

  (i) the Participant was under the influence of drugs or alcohol at the time of the Accident; 
  (j) the Accident was caused by horseplay, scuffling, fighting, altercation, or other 

inappropriate behavior; 
  (k) the Participant fails to execute immediately upon request a medical authorization for 

release of medical records to the Third Party Administrator; 
  (l) the injury resulted from an intentional or willful act of the Participant or of another; 
  (m) at the time of the injury, the Participant was in violation of state, federal, or local law; 
  (n) the Participant tests positive for drugs or alcohol; 
  (o) the Accident arises from or is aggravated by a Pre-Existing Condition;  
  (p) the Participant becomes employed by another employer while receiving benefits under 

this Plan; 
  (q) the Participant fails to provide a complete statement, affidavit, or deposition upon 

request concerning the incident that the Participant believes resulted in an injury; 
  (r) the Participant was untruthful in regard to any aspect of the required information 

supplied as part of the employment process including, without limitation, information 
as to physical or mental abilities to perform the job; and  

  (s) the Participant refuses to submit to drug and/or alcohol testing. 
  (t) If a Provider determines that a Participant has reached Maximum Medical 

Improvement. 
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Appendix D 

 
SUBROGATION 

 
This provision shall apply to all benefits provided under any section of the Plan.  A covered employee may 
incur medical or other charges related to injuries or illness caused by the act or omission of another person; 
or Another Party may be liable or legally responsible for payment of charges incurred in connection with 
the injuries or illness.  If so, the covered employee may have a claim against that other person or Another 
Party for payment of the medical expenses or other charges.  In that event, the Plan will be Subrogated to 
all rights the covered employee may have against that other person or Another Party and will be entitled to 
Reimbursement.  In addition, the Plan shall have the first lien against any Recovery to the extent of benefits 
paid or to be paid and expenses incurred by the Plan in enforcing this provision.  The Plan’s first lien 
supersedes any right that the covered employee may have to be “made whole.”  In other words, the Plan is 
entitled to the right of first Reimbursement out of any Recovery the covered employee procures or may be 
entitled to procure regardless of whether the covered employee has received compensation for any of his 
damages or expenses, including any of his attorneys’ fees or costs.  Additionally, the Plan’s right of first 
Reimbursement will not be reduced for any reason, including attorneys’ fees, costs, comparative 
negligence, limits or collectability or responsibility, or otherwise.  As a condition to receiving benefits 
under the Plan, the covered employee agrees that acceptance of benefits is constructive notice of this 
provision. 

The covered employee must: 
a. Execute and deliver a Subrogation and Reimbursement Agreement; 
b. Authorize the Plan to sue, compromise and settle in the covered employee’s name to the 

extent of the amount of medical or other benefits paid for the injuries or illness under the 
Plan and the expenses incurred by the Plan in collecting this amount, and assign to the Plan 
the covered employee’s rights to Recovery when this provision applies; 

c. Immediate Reimbursement of Plan, out of any Recovery made from Another Party, 100% 
of the amount of medical or other benefits paid for the injuries or illness under the Plan and 
expenses (including attorneys’ fees and costs of suit, regardless of an action’s outcome) 
incurred by the Plan in collecting this amount (without reduction for attorneys’ fees, costs, 
comparative negligence, limits of collectability or responsibility, or otherwise); 

d. Notify the Plan in writing of any proposed settlement and obtain the Plan’s written consent 
before signing any release or agreeing to any settlement; and 

e. Cooperate fully with the Plan in its exercise of its rights under this provision, do nothing 
that would interfere with or diminish those rights and furnish any information required by 
the Plan. 

When a right of recovery exists, and as a condition to any payment by the Plan (including payment 
of future benefits for other illnesses or injuries), the covered employee will execute and deliver all 
required instruments and papers, including a Subrogation and Reimbursement Agreement provided 
by the Plan, as well as doing and providing whatever else is needed, to secure the Plan’s rights of 
Subrogation and Reimbursement, before any medical or other benefits will be paid by the Plan for 
the injuries or illness.  If the Plan pays any medical or other benefits for the injuries or illness before 
these papers are signed, the Plan still will be entitled to Subrogation and Reimbursement.  In 
addition, the covered employee will do nothing to prejudice the Plan’s right to Subrogation and 
Reimbursement and acknowledges that the Plan precludes operation of the made-whole and 
common-fund doctrines. 
The Plan Administrator has maximum discretion to interpret the terms of this provision and to make 
changes as it deems necessary. 
Amount Subject to Subrogation or Reimbursement.  Any amounts recovered will be subject to 
Subrogation or Reimbursement.  In no case will the amount subject to Subrogation or 
Reimbursement exceed the amount of medical or other benefits paid for the injuries or illness under 
the Plan and the expenses incurred by the Plan in collecting this amount.  The Plan has a right to 
recover in full, without reduction for attorneys’ fees, costs, comparative negligence, limits of 
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collectability or responsibility, or otherwise, even if the covered employee does not receive full 
compensation for all of his charges and expenses. 
Definitions Applicable to this Section.  The following terms used in this section are defined as 
follows: 
a. Another Party shall mean any individual or organization, other than the Plan, who is liable 

or legally responsible to pay expenses, compensation or damages in connection with a 
covered employee’s injuries or illness.  “Another Party” shall include the party or parties 
who caused the injuries or illness; the insurer, guarantor or other indemnifier of the party 
or parties who caused the injuries or illness; a covered employee’s own insurer, such as 
uninsured, underinsured, medical payments, no-fault, homeowner’s, renter’s or any other 
liability insurer; a workers’ compensation insurer; and any other individual or organization 
that is liable or legally responsible for payment in connection with the injuries or illness. 

b. Recovery shall mean any and all monies paid to the covered employee by way of judgment, 
settlement or otherwise (no matter how those monies may be characterized, designated or 
allocated) to compensate for any losses caused by, or in connection with, the injuries or 
illness.  Any Recovery shall be deemed to apply, first, for Reimbursement. 

c. Subrogation shall mean the Plan’s right to pursue the covered employee’s claims for 
medical or other charges paid by the Plan against Another Party. 

d. Reimbursement shall mean repayment to the Plan for medical or other benefits that it has 
paid toward care and treatment of the injury or illness and for the expenses incurred by the 
Plan in collecting this benefit amount. 

When a Covered Employee Retains an Attorney.  If the covered employee retains an attorney, that 
attorney must sign the Subrogation and Reimbursement Agreement as a condition to any payment 
of benefits and as a condition to any payment of future benefits for other illnesses or injuries.  
Additionally, the covered employee’s attorney must recognize and consent to the fact that the Plan 
precludes the operation of the “made-whole” and “common fund” doctrines, and the attorney must 
agree not to assert either doctrine in his pursuit of Recovery.  The Plan will neither pay the covered 
employee’s attorneys’ fees and costs associated with the recovery of funds, nor reduce its 
reimbursement pro rata for the payment of the covered employee’s attorneys’ fees and costs.  
Attorneys’ fees will be payable from the Recovery only after the Plan has received full 
Reimbursement. 
A covered employee or his attorney who receives any Recovery (whether by judgment, settlement, 
compromise, or otherwise) has an absolute obligation to immediately tender the Recovery to the 
Plan under the terms of this provision.  A covered employee or his attorney who receives any such 
Recovery and does not immediately tender the Recovery to the Plan will be deemed to hold the 
Recovery in constructive trust for the Plan, because the covered employee or his attorney is not the 
rightful owner of the Recovery and should not be in possession of the Recovery until the Plan has 
been fully reimbursed. 
When the Covered Employee is a Minor or is Deceased.  These provisions apply to the parents, 
trustee, guardian or other representative of a minor covered employee and to the heir or personal 
representative of the estate of a deceased covered employee, regardless of applicable law and 
whether or not the minor’s representative has access or control of the Recovery. 
When a Covered Employee Does Not Comply.  When a covered employee does not comply with 
the provisions of this section, the Plan Administrator shall have the authority, in its sole discretion, 
to deny payment of any claims for benefits by the covered employee and to deny or reduce future 
benefits payable (including payment of future benefits for other injuries or illnesses) under the Plan 
by the amount due as Reimbursement to the Plan.  The Plan Administrator may also, in its sole 
discretion, deny or reduce future benefits (including future benefits for other injuries or illnesses) 
under any other group benefit plan maintained by the Sponsor.  The reductions will equal the 
amount of the required Reimbursement.  If the Plan must bring an action against a covered 
employee to enforce this provision, then that covered employee agrees to pay the Plan’s attorneys’ 
fees and costs, regardless of the action’s outcome.  
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Appendix E 

 
STATEMENT OF ERISA RIGHTS 

 
 As a participant in the Plan you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be 
entitled to:  
 
 Receive Information About Your Plan and Benefits.   Examine, without charge, at the plan 
administrator's office and at other specified locations, such as worksites and union halls, all documents 
governing the plan, including insurance contracts and collective bargaining agreements, and a copy of the 
latest annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and available 
at the Public Disclosure Room of the Pension and Welfare Benefit Administration. You are entitled to 
obtain, upon written request to the plan administrator, copies of documents governing the operation of the 
plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual 
report (Form 5500 Series), if applicable, and updated summary plan description. The administrator may 
make a reasonable charge for the copies.  
  
 Prudent Actions by Plan Fiduciaries.  In addition to creating rights for plan participants ERISA 
imposes duties upon the people who are responsible for the operation of the employee benefit plan. The 
people who operate your plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the 
interest of you and other plan participants and beneficiaries. No one, including your employer, your union, 
or any other person, may fire you or otherwise discriminate against you in any way to prevent you from 
obtaining a welfare benefit or exercising your rights under ERISA.  
 
 Enforce Your Rights.  If your claim for a welfare benefit is denied or ignored, in whole or in part, 
you have a right to know why this was done, to obtain copies of documents relating to the decision without 
charge, and to appeal any denial, all within certain time schedules. Under ERISA, there are steps you can 
take to enforce the above rights. For instance, if you request a copy of plan documents or the latest annual 
report from the plan and do not receive them within 30 days, you may file suit in a Federal court. In such a 
case, the court may require the plan administrator to provide the materials and pay you up to $110 a day 
until you receive the materials, unless the materials were not sent because of reasons beyond the control of 
the administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may 
file suit in a state or Federal court. In addition, if you disagree with the plan's decision or lack thereof 
concerning the qualified status of a domestic relations order or a medical child support order, you may file 
suit in Federal court. If it should happen that plan fiduciaries misuse the plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, 
or you may file suit in a Federal court. The court will decide who should pay court costs and legal fees. If 
you are successful the court may order the person you have sued to pay these costs and fees. If you lose, 
the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.  
 
 Assistance with Your Questions.  If you have any questions about your plan, you should contact 
the plan administrator. If you have any questions about this statement or about your rights under ERISA, 
or if you need assistance in obtaining documents from the plan administrator, you should contact the 
nearest office of the Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in 
your telephone directory or the Division of Technical Assistance and Inquiries, Pension and Welfare 
Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 
20210. You may also obtain certain publications about your rights and responsibilities under ERISA by 
calling the publications hotline of the Pension and Welfare Benefits Administration. 
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Appendix F 
 

EMPLOYEE ACKNOWLEDGEMENT 
 

I acknowledge that I have received and read The «Empoyer Name» Occupational Injury Benefit 
Plan Summary Plan Description and, in consideration of my participation in the «Employer 
Name» Occupational Injury Benefit Plan and my eligibility to receive its benefits, I hereby agree 
to abide by the terms of the Plan and related insurance contract, if any. I certify that I have been 
advised that the Company does not carry Workers Compensation Insurance.  Therefore, as 
consideration for my eligibility to participate under this Occupational Injury Benefit Plan, I am 
not eligible for benefits under the statutory workers' compensation systems of Texas or any other 
state.  Additionally, I understand that receipt of this Summary does not constitute an employment 
contract nor does payment of any benefit(s) hereunder constitute an admission of liability on the 
part of the Company.  
 
 

Employee Name (printed): 
 
 _____________________  
  
Signature:   
 
___________________________________  
 
Address: 
 
_____________________________________  
 
  
  
 
Date Signed:  ________________________________ 


