
 

 

DATE:  May 1, 2026 
 
TO: Plan Participants 
 
FROM: Board of Trustees 
 
SUBJECT: Fox Valley Laborers Health and Welfare Fund 
 Summary of Benefits and Coverage  
 
Enclosed is the Fox Valley Laborers Health and Welfare Fund Summary of 
Benefits and Coverage (SBC).  This document is being provided to you as part of 
the Affordable Care Act to help participants and their families understand your 
health coverage, as well as to understand common terms used by the health plan.  
Receipt of this document does not guarantee eligibility for benefits. 
 
The SBC is provided in a standard format and can only differ regarding specific 
plan benefits.  We hope the document will be a helpful resource by identifying the 
key provisions of the Fund’s health and welfare plan.  Due to space 
considerations, the document does not identify all of the rules governing benefits 
and coverage.  Please continue to refer to the January 2019 Edition of the 
Summary Plan Description booklet and subsequent Summary of Material 
Modifications for a complete statement of the Fund’s rules governing the benefits 
and coverage. 
 
The SBC provides three examples of services covered under the plan.  These 
examples help illustrate how deductibles, copays and coinsurance work under the 
plan.  There are three examples provided:  having a baby, managing Type 2 
diabetes, and treatment of a simple fracture.  Because each person’s care will be 
different, these examples are not intended to show exact costs.  Instead, the 
sample costs are based on national averages supplied by the U.S. Department of 
Health and Human Services and they are not specific to a certain geographic area 
or health plan. 
 
If you are not clear about any of the underlined terms used in the SBC, you can 
view the Uniform Glossary.  The Uniform Glossary is a separate document from 
the SBC and is available at https://www.healthcare.gov/sbc-glossary/ or you can 
call the Fund Office toll free at (866) 828-0900 to request a copy. 
 
If you have any questions, please do not hesitate to contact the Fund Office. 
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OFFICE

English ATTENTION: If you speak English, language assistance services, free of charge, are available to
you. Call 1 877 696 6775.

Arabic            :    .   
877-696-6775-1 

Chinese 1 877 696 6775

French ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1 877 696 6775.

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1 877 696 6775.

Greek

Gujarati
: , , , .

1 877 696 6775

Hindi

Italian ATTENZIONE: In caso la lingua parlata sia l’italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1 877 696 6775.

Korean
: , .

1 877 696 6775 .

Polish UWAGA: Je eli mówisz po polsku, mo esz skorzysta z bezp atnej pomocy j zykowej. Zadzwo
pod numer 1 877 696 6775.

Russian : ,
. 1 877 696 6775.

Spanish ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.
Llame al 1 877 696 6775.

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1 877 696 6775.

Urdu :
. 1 877 696 6775 .

Vietnamese CHÚ Ý: N u b n nói Ti ng Vi t, có các d ch v h tr ngôn ng mi n phí dành cho b n. G i s
1 877 696 6775.
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Sum
m

ary of Benefits and Coverage: 
 

Coverage Period: 06/01/2026 – 05/31/2027 
Fox Valley Laborers Health and W

elfare Fund 
 

Coverage for: 
| Plan Type: 1

of 7

The Sum
m

ary of Benefits and Coverage (SBC) docum
ent will help you choose a health plan. The SBC shows you how you and the plan would 

share the cost for covered health care services. NOTE: Inform
ation about the cost of this plan (called the prem

ium
) will be provided separately. 

This is only a sum
m

ary. 
-866-828-

-
-866-828-0900

 
 

Im
portant Questions 

Answers 
W

hy This Matters: 

W
hat is the overall 

deductible? 

$150
$400

D
.

Are there services 
covered before you m

eet 
your deductible? 

.
-

-

Are there other 
deductibles for specific 
services? 

$50 

.

 
 

W
hat is the out-of-pocket 

lim
it for this plan? 

$1,500
)

.
$3,000

-
-

W
hat is not included in 

the out-of-pocket lim
it? 

-
-

–
–

.

W
ill you pay less if you 

use a network provider? 
-800-

-
.

-
-

-
-

Do you need a referral to 
see a specialist? 

 
.
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-866-828-
-

-
-

–
–

copaym
ent

coinsurance
deductible

deductible

Com
m

on  
Medical Event 

Services You May Need 
W

hat You W
ill Pay 

Lim
itations, Exceptions, & Other Im

portant 
Inform

ation* 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the m

ost)  

If you visit a health 
care provider’s office 
or clinic 

33

/
/

If you have a test 
-

33
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-866-828-
-

-
-

–
–

Com
m

on  
Medical Event 

Services You May Need 
W

hat You W
ill Pay 

Lim
itations, Exceptions, & Other Im

portant 
Inform

ation* 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the m

ost)  

If you need drugs to 
treat your illness or 
condition 

prescription drug 
coverage

 

Retail-

Mail Order or 
Contracted Retail 
Pharm

acy-$

Retail–
/-/

-
-

90-
-

-
-

.

-
-

.

.

Retail-

Mail Order or 
Contracted Retail 
Pharm

acy-

I

Retail–
/-/

.

-

-

-

If you have outpatient 
surgery 

-
-

-
-

.
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-866-828-
-

-
-

–
–

Com
m

on  
Medical Event 

Services You May Need 
W

hat You W
ill Pay 

Lim
itations, Exceptions, & Other Im

portant 
Inform

ation* 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the m

ost)  

If you need im
m

ediate 
m

edical attention 

03

If you have a hospital 
stay 

3
Pr

.
-

-

-
-

-
-

.

3

If you need m
ental 

health, behavioral 
health, or substance 
abuse services 

3
-

--
-

-
-

.
3

If you are pregnant 

333

If you need help 
recovering or have 

3
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-866-828-
-

-
-

–
–

Com
m

on  
Medical Event 

Services You May Need 
W

hat You W
ill Pay 

Lim
itations, Exceptions, & Other Im

portant 
Inform

ation* 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the m

ost)  
other special health 
needs 

3

-

-

o

33

.
3

.

-

3
Co

If your child needs 
dental or eye care 
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-866-828-
-

-
-

–
–

Com
m

on  
Medical Event 

Services You May Need 
W

hat You W
ill Pay 

Lim
itations, Exceptions, & Other Im

portant 
Inform

ation* 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the m

ost)  

-

-

)
–

)

-

)
–

D
-

–
–$2

Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy or plan docum

ent for m
ore inform

ation and a list of any other excluded services.) 

-
-

 Other Covered Services (Lim
itations m

ay apply to these services. This isn’t a com
plete list. Please see your plan docum

ent.) 
-

-

Your Rights to Continue Coverage: 
-866-444-

.
.

-800-
-

Your Grievance and Appeals Rights: 

-866-828-
-866-444-

.
Does this plan provide Minim

um
 Essential Coverage?  Yes 

.
Does this plan m

eet the Minim
um

 Value Standards?  Yes 
.

Language Access Services: 
-866-828-0900.

––––––––––––––––––––––
.––––––––––––––––––––––
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plan

Peg is Having a Baby 
-

-
 

Mia’s Sim
ple Fracture 

-
-

 

Managing Joe’s Type 2 Diabetes 
-

well-

 
  

     
The plan’s overall deductible

$150
Specialist coinsurance 

10%
Hospital (facility) coinsurance 

10%
Othercoinsurance 

10%
 This EXAMPLE event includes services like:  

pre-

(

Total Exam
ple Cost 

$12,700 

In this exam
ple, Peg would pay: 

$150
$10

$1,200

$60
The total Peg would pay is 

$1,420 
 

  
The plan’s overall deductible

$150
Specialist coinsurance 

10%
Hospital (facility) coinsurance 

10%
Other (Rx) copaym

ents                            
 This EXAMPLE event includes services like:  

Total Exam
ple Cost 

$5,600 

In this exam
ple, Joe would pay: 

$150
$300
$200

$20
The total Joe would pay is 

$670 

 
The plan’s overall deductible

$150
Specialist coinsurance 

10%
Hospital (facility) coinsurance 

10%
Other coinsurance 

10%
 This EXAMPLE event includes services like:  

(x-

Total Exam
ple Cost 

$2,800 

In this exam
ple, Mia would pay: 

$150
$10

$300$0
The total Mia would pay is 

$460 

About these Coverage Exam
ples:

This is not a cost estim
ator. 

-

$8/$15/Rx     

–
–




