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BEHIND 
THE  
SCENES

FROM THE EXECUTIVE DIRECTOR: 
As we quickly approach the end of 2022, I hope this has 
been a good, healthy and productive year for you and 
your family as the entertainment industry continues to 
recover from the COVID-19 pandemic.

The Boards of Trustees of the IATSE National Benefit 
Funds have been working to protect your health care 
coverage and retirement security, and this issue of Behind 
the Scenes is designed to ensure you have the latest 
information you need to make the best possible use of the 
benefits provided by the Funds in which you participate.

As you will read on page 2, Health Plan C CAPP 
rates will increase by $75 per quarter as of April 1, 2023 
for all plans except for Triple-S. In the current inflationary 
environment, this modest increase reflects the National 
Health and Welfare Fund’s careful fiscal management and 
close work with vendors to control costs. You will also 
find an article in this issue regarding the extension of the 
relaxed Health Plan C reentry rules for the January 2023 
coverage quarter, and a reminder that the Fund-provided 
no-cost COBRA coverage ends on December 31, 2022 
now that work in the entertainment industry has generally 
returned to pre-pandemic levels (see page 3).

On page 13, you can read about how the federal 
No Surprises Act protects you from “balance billing,” so 
you won’t face unexpected medical bills if you require 
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out-of-network emergency or air ambulance services, 
or if certain non-emergency services are performed by 
an out-of-network provider at an in-network facility. And 
on page 4, you’ll find an article about changes to the 
Health Plan C appeal rules that increase your flexibility by 
expanding the availability of the Fund’s One Free Pass and 
De Minimis rules. 

In addition, throughout these pages is important 
information about Health Plan C-MRP, the Retiree-Only 
MRP, the Annuity Fund, Pension Fund, Vacation Fund, your 
Employee Assistance Program and the CVS mobile app.

Lastly, please consider receiving your free annual flu shot 
and COVID-19 bivalent booster shot if you haven’t already 
done so. Both help prevent serious illness and help 
protect your family and co-workers throughout the winter.

On behalf of the Trustees and staff of the IATSE National 
Benefit Funds, I wish you a safe and joyous holiday 
season, and a very happy and healthy New Year.

Best wishes,

Anne J. Zeisler



Most Health Plan C CAPP Account Charges to 
Increase by $75 Per Quarter on April 1, 2023
The Board of Trustees of the IATSE National Health & 
Welfare Fund recently reviewed projections of the Fund’s 
benefit costs as compared to the current CAPP account 
charges for the six-month period beginning April 1, 2023. 
The Board determined that CAPP account charges 
for Plans C-1 Single, C-1 Family, C-2 Single, C-2 Family, 
C-3 Single, C-3 Family, C-4 Single, and C-4 Family will 
all increase by $75 per quarter effective April 1, 2023. 
However, the rates for Triple S will remain unchanged.
The $75 increase to the quarterly CAPP charges falls 
below the overall inflation rate. This is the result of the 
Fund’s careful fiscal management and close work with 
vendors to control costs. 
Keep in mind that the amount in your CAPP account 
available for the April 1st coverage quarter will include 
all employer contributions received by the Fund Office 
during November and December 2022 and January 
2023, as well as any unused CAPP funds in your account 
from employer contributions prior to that time.

Also remember that mid-November to December 15 is 
the Fund’s open enrollment period, so you can change 
your coverage option and/or or add eligible dependents 
for coverage starting January 1, 2023. Your enrollment 
form (and any required copayment) must be received by 
the Fund Office by December 15, 2022 for the January 1 
to March 31, 2023 coverage quarter. We encourage you 
to talk to your family and review all the coverage options 
available under Plan C and the costs of each option 
during the open enrollment period before you make 
your selection for 2023. 

Plan C-3, which costs less than Plan C-2, only covers 
in-network providers and has a deductible of $1,000 
per individual and $2,500 per family. Plan C-4, a high 
deductible health plan, may provide you with sufficient 
coverage depending on your needs or the needs of your 
family. As you consider your selection, it may be helpful 
to visit our website, www.iatsenbf.org, where you will 
find side-by-side benefit comparison outlines of the plan 
options, called “Benefits at a Glance.”
As you consider the coverage available through Plans 
C-1, C-2, C-3 and C-4, please note that if you have a 
CAPP account balance that exceeds the charge for 
two quarters of your enrollment choice, you can use 
the excess amounts for the reimbursement of certain 
medical expenses (Plan C-MRP), as detailed in the Plan’s 
Summary Plan Description booklet.
If the balance in your CAPP account is not sufficient to 
cover the CAPP charge for the coverage option of your 
choice, you can self-pay the difference. Please note that 
the fastest and easiest way to make a self-payment is 
through the Fund’s website via MasterCard or Visa. 
You won’t have to worry about mail delivery, and you 
will get an immediate payment confirmation.
We encourage you to check your CAPP account 
balance either on-line at www.iatsenbf.org, by e-mail 
at psc@iatsenbf.org or by calling the Fund Office toll 
free at 1-800-456-FUND (3863) before you make any 
selections or co-payments.
The current quarterly CAPP charges and the quarterly 
CAPP charges for the six-month period from April 1, 2023 
through September 30, 2023 are as follows:Plan C-1 has the highest CAPP 

charge. Many of the potential out-
of-pocket costs in the other options 
may be offset by the larger quarterly 
CAPP charges for Plan C-1. Plan C-2 
provides coverage to the largest 
number of participants and is the 
Fund’s first default plan for those 
who do not timely elect coverage. 

Plan C CAPP Account Charges
QUARTERLY COSTS TO YOU

Current CAPP Charge 
Effective 10-01-22

CAPP Charge to be 
Effective 04-01-23

PLAN C-1 Coverage 
Individual  
Family

 
$5,415 
$11,847

 
$5,490 
$11,922

PLAN C-2 Coverage 
Individual  
Family

 
$2,604 
$4,446

 
$2,679 
$4,521

PLAN C-3 Coverage 
Individual  
Family

 
$1,821 
$2,907

 
$1,896 
$2,982

PLAN C-4 Coverage 
Individual  
Family

 
$1,019 
$1,854

 
$1,094 
$1,929

Triple-S Coverage 
Individual  
Family

 
$777 

$1,734

 
$777 

$1,734

CAPP Account Charges to Increase April 1, 
2023 for Some Plans
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No-Cost COBRA Coverage Ends December 31, 2022 
And Relaxed Plan C Reentry Rules Extended 
Through March 31, 2023 
Recognizing that the return to pre-pandemic levels 
of employment was slower in some parts of the 
entertainment industry, the IATSE Health & Welfare 
Fund’s Board of Trustees took the following actions:

 • Extended Fund-provided no-cost COBRA 
coverage for one final quarter (October 1 through 
December 31, 2022), and

 • Extended relaxed Plan C reentry rules for the 
October 1 and January 1, 2023, coverage quarters 
for those who lost active coverage on May 31, 2021, 
due to the change to Fund-provided eligibility relief 
at that time.

The Board of Trustees is proud to have been able to 
provide significant relief to its participants during these 
unprecedented times. Since the beginning of the 
COVID-19 pandemic, the Fund has provided significant 
eligibility and COBRA premium relief, helping tens of 
thousands of participants and their families maintain 
their health coverage in the most uncertain of times. 
However, with work levels approaching those last 
seen in early 2020 and the majority of participants 
exhausting their COBRA eligibility period by the end 
of 2022, the Fund will no longer offer no-cost COBRA 
after December 31, 2022. 

Plan C Minimum Reentry Threshold 
and $150 Administrative Fee Are 
Waived through January 1, 2023 
Coverage Quarter
If you lost active coverage from Plan C on May 31, 
2021 because of the change to the Fund-provided 
eligibility relief at that time, the Board decided that, for 
the October 1, 2022 and January 1, 2023 coverage 
quarters, there is no minimum CAPP account balance 
required in order to enroll in Plan C at the optional level. 
In addition, the usual re-entry administrative fee of 
$150 has been waived for both optional and automatic 
enrollment for this group only for those quarters.

Accordingly, you may copay for coverage for the 
October 1, 2022 or January 1, 2023 coverage 
quarter (depending on when you re-enter active Plan 
coverage) regardless of your CAPP account balance. 

No-Cost COBRA Coverage Ends 
December 31, 2022: 
As noted, Fund-provided no-cost COBRA coverage 
has been extended for a final time through 
December 31, 2022 for those still receiving the no-
cost COBRA in Plan A or Plan C, up to the cost of C-2 
coverage (single or family, as applicable) for those 
enrolled in Plan C-1. Even though the 18-month COBRA 
period was scheduled to expire on November 30, 
2022 for those who started COBRA on June 1, 2021, 
the Fund is providing them with an additional month 
of COBRA coverage (through December 31, 2022), 
to avoid coverage disruptions and help facilitate a 
transition from no-cost COBRA to active coverage 
as of the beginning of the next quarter, on January 1, 
2023. As noted above, no-cost COBRA will no longer 
be offered as of January 1, 2023. 

Plan C Participants: Please remember to review 
and respond to the Quarterly Statement for the 
January 1, 2023 coverage quarter to enroll in your 
preferred Plan option. If your CAPP balance is at least 
$2,604 and you do not respond to the January 1, 2023 
quarterly statement, you will be automatically enrolled 
in active Plan C-2 single coverage in accordance 
with the Plan rules even if you are currently enrolled 
in family COBRA coverage. If you would like to enroll 
in family coverage instead of single coverage (or an 
option other than C-2), you will need to respond and 
make any required copayment for that coverage by 
the enrollment deadline. 

If you have any questions, please contact the 
Fund Office by emailing psc@iatsenbf.org or calling 
1-800-456-FUND.

No-Cost COBRA Coverage Ends & Plan C 
Reentry Rules Extended
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Plan C Appeal Rules Change To Increase 
Participants’ Flexibility
The IATSE National Health and Welfare Fund Board of 
Trustees has approved changes to the Plan C appeal 
rules that increase plan participants’ flexibility by 
expanding the availability of the Fund’s One Free Pass 
and De Minimis rules.
The new rules apply to participants who inadvertently 
miss a step in the enrollment process that causes an 
unintended loss of coverage or a “downgrade” to a 
less extensive and lower cost coverage option.
As a reminder, if you lose Plan C coverage or are 
downgraded to a lower option, you have the right 
to appeal the loss or downgrade to the Board of 
Trustees. You may also have the right to elect COBRA 
coverage, in which case the Fund will send you a 
notice explaining that option. (See page 3 for 
more information on the final extension of no-cost 
COBRA coverage.)
In some cases of inadvertent coverage loss or 
downgrade, you may be eligible for a One Free Pass 
or De Minimis rule, which means that if you appeal, 
your appeal will be granted. But even if you are 
not eligible for either of these options, you are still 
entitled to appeal, in which case your appeal will be 
considered based on the applicable Plan rules.

One Free Pass
If you are eligible, you may use the One Free Pass if 
you are enrolled in a Plan C option (C1, C2, C3, C4, 
Triple S, or MRP) and recently lost your existing Plan C 
coverage due to a downgrade or lapse. To do so, you:

 • Must appeal to the Fund Office within 90 days of the 
coverage change.

 • May only request reinstatement into the coverage 
you had immediately before the change, with 
one exception: For coverage starting January 1, 
you may make any change that is permitted at 
open enrollment (such as adding a dependent or 
upgrading your coverage).

 • Must have lost coverage/been downgraded for one 
of the following reasons:

 − You did not receive a Fund invoice or statement,
 − You made an incorrect coverage selection,
 − You forgot to make a payment or paid late (or 
payment was lost in the mail), or
 − You failed to submit annual proof of other 
coverage for MRP enrollment.

 • You must promptly make any required copayment 
once you are informed that your One Free Pass is 
approved.

If you appeal and request to use your One Free 
Pass, the Fund Office will notify you if your request is 
approved and when you need to make the required 
copayment (generally 15 business days from the date 
of the letter approving your appeal).
Changes to One Free Pass Eligibility Effective for 
Coverage Periods Starting on or after July 1, 2022: 

 • You will be eligible for One Free Pass if you have 
been enrolled in active coverage for at least 4 of the 
last 8 consecutive quarters immediately prior to your 
loss or change in coverage; and

 • You may use One Free Pass every 24 months 
(provided that you meet the additional requirements 
outlined above).

For previous periods, you must have been covered for 
8 consecutive quarters and could only use the One 
Free Pass every 36 months.

De Minimis Rule
Increase to De Minimis Rule Dollar Amount Effective 
for Coverage Periods Starting on or after July 1, 2022: 
For coverage quarters beginning July 1, 2022 or later, 
an appeal will be granted under the De Minimis rule 
if you fail to make timely payment and the amount 
due is less than $250. This change will help some 
participants avoid having to use their One Free Pass 
for this type of issue. For prior periods, only amounts 
below $100 fell under the De Minimis Rule. 
You must still appeal within 90 days of your loss/
change of coverage and must still promptly make the 
required copayment. If you appeal and the appeal 
is granted, the Fund Office will notify you and let 
you know when you need to make the required 
copayment (generally 15 business days from the date 
of the letter approving your appeal).

How to Appeal
Whether you are eligible for the One Free Pass, the 
De Minimis Rule, or want to appeal on some other 
basis, you must submit your appeal in writing to the 
Fund Office, by email to appeals@iatsenbf.org; or by 
mail to IATSE National Benefit Funds, 417 Fifth Ave, 
3rd Floor, NY, NY 10016, Attention: Appeals.
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Enrolling in the Plan C - Medical Reimbursement 
Program (MRP) as a Stand-Alone Option
During the 2023 Open Enrollment period, which ends 
December 15, 2022, please be aware of the following 
important information regarding enrollment in the  
Plan C - Medical Reimbursement Program (MRP):

 • If you want to participate in Plan C - MRP as a stand-
alone option for 2023, you must provide proof that 
you have employer- or union-sponsored group 
health coverage that meets the minimum value 
standards of the Patient Protection and Affordable 
Care Act (ACA) that will cover you in 2023.

 • If you want to submit MRP claims for your eligible 
spouse and/or dependent(s), you must sign and 
submit a certification affirming that your spouse and/
or dependent(s) are also covered by an employer- 
or union-sponsored group health plan that meets 
the ACA minimum value standards, if you are 
participating in Plan C-MRP as a stand-alone option.

 • To get reimbursed for claims from Plan C - MRP, you 
must submit your claims with a signed claim form 
each time you submit a claim. You can obtain a claim 
form on the Fund’s website, www.iatsenbf.org. You 
must include copies of all Explanation of Benefits 
(EOBs) from your employer- or union-sponsored 
group health plan relating to that claim.

To enroll in Plan C-MRP as a stand-alone option, you 
must send the required documents to the Fund Office 
by December 15, even if you have sent the information 
previously. Specifically, to participate in Plan C-MRP as a 
stand-alone option for 2023, you must provide:

1. A copy of the front and back of your identification 
card for your other employer- or union-sponsored 
group health plan that will cover you (and your 

family, if applicable) in 2023. The card must clearly 
state that it is group coverage;

   AND

2. If your coverage identification card does not clearly 
state that it is for a group health plan, you must 
provide the Fund Office with a statement from 
the insurance carrier or plan sponsor verifying 
that the coverage is a group health plan through 
employment;

   AND

3. You must sign and submit the certification statement 
affirming that your other coverage meets the 
minimum value standards of the ACA.

If you do not have a copy of your identification card by 
the December 15th enrollment deadline, please provide 
a letter from your employer or other group health plan 
sponsor confirming that you will be enrolled in the 
group health coverage as of January 1, 2023. You must 
then provide a copy of your identification card as soon 
as it is available. Please contact the Fund’s Participant 
Services Center via email or telephone if you have any 
questions—Email address: psc@iatsenbf.org; Phone 
Number: 800-456-3863

In addition, please note that participants in Plan 
C-MRP (as a stand-alone option) are charged an 
administrative fee of $60 per quarter.

Stand Alone Option - Plan C Medical 
Reimbursement Program (MRP)
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Take Charge of Your Annuity 
Account
Your IATSE Annuity Fund is a key component of your retirement 
security. To help you maximize its benefits, the Fund offers you the 
tools to view, analyze and manage your account from the convenience 
of your computer, tablet or smartphone—anytime, anywhere.

If you don’t already have an online account, here’s how to set it up:

 • Visit principal.com/login and select Create an account.

 • Register your information and secure your account access with 
two-factor authentication.

 • When you’re finished, log in.

Please note that if you have other Principal® accounts that you access 
online, you’re already registered and can use your existing username 
and password.

To manage your account through your smartphone or tablet, download 
the Principal® app at principal.com/OnTheGo. 

And to assist you in retirement planning, the Principal® Milestones tool 
provides resources and education on topics like budgeting, student 
loans, building emergency savings, and more. You can even prepare a 
will or another legal document at no cost through ARAG®. To use this 
tool, log in to your account and visit principal.com/Milestones. 

If you have questions, you can visit principal.com, or call 866-728-3357. 
Retirement specialists are available Monday through Friday from 8 a.m. 
to 10 p.m. ET. Your Contract/Plan ID Number is 338269.

For help with rollovers, distributions, withdrawals, or contributions if 
you’re eligible to make them, please contact the IATSE Annuity Fund 
office at 800-456-3863 or email annuity@iatsenbf.org.

Health Plan C 
CAPP Account 
Forfeiture 
Rules
CAPP accounts are for Plan 
participants who are working in 
covered employment in various 
segments of the entertainment 
industry. If there has been no 
activity in a CAPP account for 
eight (8) consecutive calendar 
quarters, the balance of the 
account will be forfeited at 
the end of the 8th calendar 
quarter to the general assets 
of the Health & Welfare Fund. 
These forfeitures help to offset 
administrative expenses for 
currently active participants. 
“Activity” in an account means 
that there has been coverage in 
an active Plan option (Plan A or 
Plan C-1, C-2, C-3, C-4 or Triple 
S), payment of a valid MRP claim, 
or an employer contribution 
to the account. Forfeiture 
determinations are made on a 
quarterly basis.
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Right to Request Pension Statement and Managing 
Your Pension
If you participate in the IATSE National Pension Fund, 
you have the right to receive a detailed statement of 
your earned pension credits and an estimate of your 
pension at retirement, and to find out whether you are 
vested. The amount you receive at retirement depends 
on the pension credits you earn and the employer 
contributions made to the Fund on your behalf. That’s 
why you should periodically check on your credits. 
To do so, please request a pension benefit statement 
and/or estimate in writing from the Fund Office. 
Requests must be made in writing and should be sent 
via email to pension@iatsenbf.org. You are entitled to 
one such statement every 12 months. 

If you’re already receiving your pension, please follow 
this important checklist:

 • Make sure the Fund Office has your current contact 
information, including your address and telephone 
number, so you’ll keep receiving your checks and 
other important information without interruption.

 • Return your annual Pension Verification Form to 
the Fund Office immediately if you haven’t already 
done so. Be sure to sign it and have it notarized. If 
we don’t receive it, your pension checks will be put 
on hold.

 • If you’re working while receiving your pension, you 
must notify the Fund Office about any work for which 
employer contributions are required to be made to 
the Fund.

 • Please keep your beneficiaries up to date. If changes 
are needed, you must notify the Fund Office in writing.

In addition, if you’re receiving a disability benefit, you 
must provide the Fund with annual proof that your 
disability continues.

Though not required, you should periodically review the 
taxes withheld from your pension check. To change the 
amount for any reason, please contact the Fund Office 
at (800) 456-3863 or pension@iatsenbf.org.

Know Your Rights as a Health & Welfare Fund 
Participant if You or a Covered Dependent is a 
Mastectomy Patient 
The Women’s Health and Cancer Rights Act of 1998 (WHCRA) includes important information for mastectomy 
patients who elect breast reconstruction in connection with a mastectomy. Under WHCRA, group health plans 
offering mastectomy coverage must also provide coverage for certain services relating to the mastectomy in a 
manner determined in consultation with the attending physician and the patient. Required coverage includes all 
stages of reconstruction of the breast on which the mastectomy was performed, surgery and reconstruction of the 
other breast to produce a symmetrical appearance, and prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. Coverage of breast reconstruction is subject to the same coinsurance and 
other Plan provisions as other benefits under the Plan.   

Your Privacy Matters 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) established standards to guarantee 
the privacy of personal health information. The intent of HIPAA is to make sure that certain health information that 
identifies (or could be used to identify) you is protected. This individually identifiable health information is known 
as “protected health information” (PHI). The IATSE National Health & Welfare Fund will only use or disclose your 
PHI to the extent necessary for treatment, payment, or plan operations/administration, or as otherwise permitted or 
required by law and in accordance with its policies. For details about the IATSE National Health & Welfare Fund’s 
policy, see our Privacy Notice on our website (www.iatsenbf.org) or request a copy from the Fund Office.

Know Your 
Rights
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Retiree-Only Medical Reimbursement Program 
(R-MRP) Plan
If you are enrolled in Medicare Parts A & B based 
on your age, or based on qualifying for Social 
Security Disability, you can enroll in the Retiree-
Only Medical Reimbursement Program (R-MRP) 
Plan to help with your out-of-pocket health care 
costs. Please be aware of the following important 
information:

 • You become eligible for the R-MRP Plan when 
you are enrolled in Medicare (Parts A & B), 
retire and have a balance remaining in your 
active Plan C CAPP account. Retired means that 
you are age 65 or you have a Social Security 
Disability Award and are not active as defined 
by the IATSE National Health & Welfare Fund. 
Active means that the Fund has received 
employer contributions on your behalf during 
an eligibility period (e.g., August - October for 
the coverage quarter beginning January) and 
your active CAPP account balance is equal to 
or greater than the cost of one quarter of Plan 
C-4 single coverage. That amount is currently 
$1,019 ($1,094 as of April 1, 2023). You are no 
longer ’active’ if your CAPP account balance is 
less than this amount or if you do not have any 
contributions made into your CAPP account 
during the eligibility quarter.

 • To enroll in the R-MRP Plan, you must submit 
a copy of your Medicare ID card to the Fund 
Office indicating you are enrolled in Medicare 
Parts A & B and, if you are not yet age 65, a 
copy of your Social Security Disability Award. 
If you wish to enroll your eligible dependents 
(your spouse and/or child) in the R-MRP Plan, 
you must provide the Fund Office with proof 
of dependent status (e.g., marriage certificate 
for your spouse or birth certificates for any 
dependent children you wish to enroll). Once 
you submit your Medicare ID card (and Disability 
Award, if applicable), you will be automatically 
enrolled in the R-MRP Plan unless you have 
been deemed active as described above. Note 
that if you are newly enrolled in Medicare and 
have not yet received your Medicare ID card, 
you can submit to the Fund other evidence of 
enrollment in both Parts A & B, such as a letter 
from Medicare confirming your enrollment.

 • Once you are enrolled in the R-MRP Plan, 
you can be reimbursed for IRS-approved 
medical expenses. Please refer to the MRP 
Guidebook that is available at www.iatsenbf.
org or contact the Fund Office to receive a copy. 
You can also refer to Internal Revenue Service 
(IRS) Publication 502 for a list of reimbursable 
expenses. The R-MRP Plan will reimburse you 
for qualified medical expenses up to the amount 
of your available account balance so long as 
your claim is filed with the Fund Office within 12 
months from the date of service. You must be 
enrolled in the R-MRP Plan both at the time you 
incur the expense and at the time you submit 
your claim. To be reimbursed for your spouse 
and/or dependent child’s expenses, he or she 
must have been enrolled in the R-MRP Plan both 
at the time the expense was incurred and at the 
time you submit the claim for reimbursement 
to the Fund. All necessary documentation 
must accompany your submission along with a 
completed and signed claim form.

Please note that you may not use your R-MRP 
balance to purchase active Plan C coverage (C-1, 
C-2, C-3, or C-4). Your R-MRP balance may never 
be transferred to an active Plan C CAPP account. 
If you wish to remain in Plan C-1, C-2, C-3, or C-4 
instead of participating in the R-MRP Plan, please 
contact the Fund Office. And remember that there 
is a quarterly administrative fee of $25 for each 
quarter that you are enrolled in the R-MRP Plan. 
This fee is automatically deducted from your 
R-MRP account balance during each quarter.  
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Recognizing 
depression 

These resources can help you recognize 
depression and find the treatment and 
support that’s right for you:  

Professional counseling 

Connect with a licensed professional 
counselor for confidential online or 
in-person sessions. You and your 
household members each receive 3 visits 
per issue per year.  

Educational podcasts 

Learn more by listening to brief, 
educational podcasts from our 
licensed professional counselors.  

Online support 

Search for “depression” on the website to 
read articles that can help you and your 
loved ones.  

Your EAP is here to help, 24/7  

There are multiple ways to find support: 

 Call 800-999-7222.

 Go to empireeap.com and enter your

company code: IATSE National.
EAP products are offered by Anthem Life Insurance Company. In New York, Anthem EAP products are offered by Anthem Life & Disability Insurance Company. In California, Anthem 
EAP products are offered by Blue Cross of California using the trade name Anthem Blue Cross. Anthem is a registered trademark. Use of the Anthem EAP website constitutes your 
agreement with our Terms of Use. 
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Depression is a serious health condition, which isn’t the 
same as occasionally feeling sad or discouraged. It lasts 
for long periods of time, and can affect the way you think 
and behave. Changes in sleep, appetite, energy, and focus 
are all common signs.  

If you or a loved one struggles with depression, your Employee Assistance 
Program (EAP) offers a wide range of support and resources available at no extra 
cost, including: 

 Screenings to help diagnose depression.

 Information on treating depression.

 Free confidential counseling, in-person or online.

 Referrals to support groups and treatment.

 Tips for helping a loved one who is experiencing depression.

Recognizing 
Depression
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1032055MUMENEAP VPOD BV 03/21 
63335036-141802529 

Take 10 minutes for you 
New podcasts support your mental health and emotional well-being 

Finding time for yourself is important for your physical, mental, and emotional health — but it can often be hard to do. To help 
you live a more balanced life, your Employee Assistance Program (EAP) now offers a podcast library that provides audio 
content on topics that might interest you. 

Each podcast is full of real-life tips from licensed professional counselors who offer encouragement and advice on mental 
health and wellness topics. The episodes are less than 10 minutes long, so it’s easy to fit one into your day — and you can 
listen at no cost.  

Discover podcasts focused on topics such as:  

 Building your resilience

 Caring for your mental health

 Eating disorders

 Leaning into relationships

 Overcoming addiction

 Parenting

 Recognizing depression

 Supporting caregivers

The EAP podcasts can help you navigate life’s issues with more confidence. 
They’re a quick way to find the encouragement you need. 

Visit our podcast library  

Go to empireeap.com and enter your 
company code IATSE National. 

Select Podcasts to find available episodes. 

EAP products are offered by Anthem Life Insurance Company. In New York, Anthem EAP products are offered by Anthem Life & Disability Insurance Company. In California, Anthem EAP products are offered by Blue Cross of California using the trade name Anthem Blue Cross. Anthem is 
a registered trademark. Use of the Anthem EAP website constitutes your agreement with our Terms of Use. 

New Podcasts Support Mental Health and 
Emotional Well-Being
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Consider Getting Vaccinated!

If you haven’t already done so, it is important that you consider receiving your annual flu shot and the 
COVID-19 bivalent booster shot, if you’re eligible. As a National Health & Welfare Fund participant, 
you are entitled to receive these vaccinations for free at 68,000 convenient locations throughout 
the country, including CVS Pharmacy®,1 the Fund’s prescription drug claims administrator. There is no 
copay. Just bring your prescription card and valid photo ID.

The flu shot can reduce your risk of getting sick and reduce doctor visits by 40% to 60%. That means 
you’re a lot less likely to become seriously ill or have to miss work due to illness. The COVID-19 
booster also significantly reduces the odds of becoming severely ill. 

Equally important, getting these vaccinations doesn’t just protect you. It protects your family, friends, 
neighbors and co-workers. The more people who are vaccinated, the less likely we are to experience 
a flu epidemic or another widespread COVID outbreak.

If you haven’t yet received your 2022-23 flu shot or your COVID-19 bivalent booster, go to 
your nearest CVS Pharmacy and get it today!

The Health & Welfare Fund also covers over-the-counter (OTC) at-home COVID-19 tests purchased on 
or after January 15, 2022, limited to eight per month per covered individual, without participant cost-
sharing, preauthorization, or medical management. CVS provides this coverage for Fund participants. 

You may submit claims to CVS for reimbursement for purchased OTC at-home COVID-19 tests 
through the Caremark.com portal. Reimbursement is limited to $12 per test (or the cost of the test, 
if lower). You may also obtain tests at participating CVS pharmacies at no up-front cost to you. This 
option is available only at CVS pharmacies (not including those at Target and Schnucks stores). 
You can also order tests for direct shipping to you from the CVS website or CVS mobile app. Visit 
www.caremark.com/covid19-otc for more information.

1  Vaccines are available when immunizing pharmacist is on duty, while supplies last. Most vaccines require a prescription 
(except for the flu shot and COVID-19 vaccines).
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Vacation Benefits 
Reminder
If you participate in the IATSE National Vacation 
Fund, it’s in your interest to keep track of your 
benefits to ensure you are being properly and 
fully credited for employer contributions made 
to the Fund on your behalf. To do so, please take 
the following three actions:

1. Verify your eligibility for benefits by going to 
our website at www.iatsenbf.org and accessing 
your personal dashboard. There, you can check 
your work history records and determine what 
amount, if any, your benefit should be.  

2. If your address has changed, please update it 
by going to our website, or contacting the Fund 
Office by email (PSC@iatsenbf.org) or  
by phone (800-456-FUND). 

3. Sign up for direct deposit—the best way to 
access your benefits.  

 • Go to www.iatsenbf.org/assets/Uploads/
Documents/Vacation-Fund-Direct-Deposit.pdf 
to print out the form, or request a copy from 
the Participant Services Center (email: 
PSC@iatsenbf.org, phone: 800-456-FUND). 

 • Once you complete the direct deposit form, 
you must return it to the Fund by mailing it to 
our offices at IATSE National Benefit Funds, 
417 Fifth Avenue, 3rd Floor, New York, NY 
10016-2204 or faxing it to the Fund Office at 
212-730-7706. Please contact the Participant 
Services Center if you need help.

 • All direct deposit forms need to be returned 
to the Fund Office by March 1st in order for 
it to apply to the distribution for that year 
(which generally occurs in the spring of 
each year).

Use Your Mobile App 
To Save Time Managing 
Your Prescriptions
The IATSE National Health & Welfare Plan’s prescription 
drug benefit manager, CVS/Caremark, offers a mobile 
app that enables you to manage your medication at your 
own time and convenience.

Through the mobile app, you can keep track of your 
prescriptions, and check for savings and more from 
your smartphone. It gives you a secure, simple way to 
manage your prescription benefits. You’ll find easy-to-
use tools that help you save time, get organized and stay 
on your path to better health. And it enables you to find 
a nearby pharmacy no matter where you are, as well as 
learn about your medication and get information you can 
trust day or night. 

Among the mobile app’s benefits, you can:

 • Keep an eye on drug costs and check for lower-cost 
alternatives that may save you money.

 • Order and track refills — even get timely refill 
reminders — so you never miss a dose.

 • Stay on top of order status so you know when to pick 
up your medication or watch for delivery by mail.

 • Access your Rx list, member ID cards and Rx history at 
your doctor’s office or anytime you need them.

To download the mobile app and for personalized 
support, visit Caremark.com (after your benefits begin).
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The No Surprises Act-Summary of Material 
Modifications
The Board of Trustees of the I.A.T.S.E. National Health and Welfare Fund is pleased to announce the 
following changes to the medical benefits provided to participants and their covered dependents, in 
accordance with the federal No Surprises Act, effective January 1, 2022. These changes apply to all Plan 
options - Plans A, C-1, C-2, C-3, C-4 and Triple S.

Background Regarding the Balance 
Billing Protections of the No 
Surprises Act
The No Surprises Act (the “Act”) is intended to protect 
medical patients from “balance billing” for Out-of-
Network Emergency Services, Out-of-Network air 
ambulance services, and certain Non-Emergency 
Services performed by an Out-of-Network provider 
at an In-Network facility (unless the patient gives 
“informed consent” under the Act’s rules) (collectively 
“No Surprise Services”). 

In general, balance billing occurs when you see a 
health care provider or visit a health care facility that 
is not in the Plan’s network, and you are charged the 
difference between what the Plan agreed to pay the 
provider or facility under its fee schedule, and the full 
amount charged for a service. This amount is likely 
more than In-Network costs for the same service and 
does not count toward the Plan’s annual out-of-pocket 
limit. “Surprise billing” is an unexpected balance bill 
that happens when you cannot control who is involved 
in your care—when you have an emergency, or when 
you schedule a visit at an In-Network facility but are 
unexpectedly treated by an Out-of-Network provider. 

As described in more detail in this notice, Health Plan 
participants and covered dependents who receive 
“No Surprise Services” (defined in the glossary) will 
be responsible for paying only their In-Network cost 

sharing for those services. In accordance with the 
Act, the provider is not permitted to balance bill the 
patient for No Surprise Services, and the Plan will only 
pay Out-of-Network providers for such No Surprise 
Services in accordance with the Plan’s fee schedule 
determined in accordance with the Act. Note, however, 
that receiving care from In-Network facilities and 
participating providers when possible is still likely 
to cost you less. To locate an Empire BlueCross and 
BlueShield In-Network medical provider, visit https://
www.empireblue.com/find-care/.

Capitalized terms used in this notice, such as “No 
Surprise Services” and “Emergency Services,” are 
defined in the Glossary at the end of this notice, or in 
the applicable SPD. 

BENEFIT CHANGES 
Emergency Services
As required by the Act, the Plan will cover Emergency 
Services (emergency care that qualifies as No 
Surprise Services), in accordance with the following 
requirements: 

 • No Prior Authorization Requirement. The services 
will be covered by the Plan without the need for 
any prior authorization determination, even if the 
Emergency Services are provided on an Out-of-
Network basis.
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 • Coverage Regardless of Network Status. The 
services will be covered by the Plan without regard 
to whether the health care provider or facility 
furnishing the Emergency Services is an In-Network 
provider or an In-Network emergency facility, as 
applicable.

 • Administrative Requirements/Limitations. The Plan 
will not impose any administrative requirement or 
limitation on Out-of-Network Emergency Services 
that is more restrictive than the requirements 
or limitations that apply to Emergency Services 
received from In-Network providers and In-Network 
emergency facilities.

 • Cost-Sharing Requirements. The Plan will not 
impose cost-sharing requirements on Out-of-
Network Emergency Services that are greater than 
the requirements that would apply if such services 
were provided by an In-Network provider or In-
Network emergency facility.

 • Cost-Sharing Calculations (Use of “Recognized 
Amount”). The Plan will calculate the participant 
cost-sharing requirement for Out-of-Network 
Emergency Services as if the total amount that would 
have been charged for such Emergency Services 
were equal to the Recognized Amount for the 
services.

 • Deductibles and Out-of-Pocket Maximums. The 
Plan will count cost-sharing payments you make 
with respect to Out-of-Network Emergency Services 
toward your in-network deductible and out-of-pocket 
limit in the same manner as those received from an 
In-Network provider. 

In light of the Act’s new rules, if you have an 
Emergency Medical Condition and get Emergency 
Services from an Out-of-Network provider or facility, 
the most the provider or facility may bill you is the 
Plan’s In-Network cost-sharing amount (such as 

copayments and coinsurance). You cannot be balance 
billed for these Emergency Services. This includes 
services you may get after you are in stable condition, 
unless you give written consent and give up your right 
not to be balanced billed for the post-stabilization 
services.

Non-Emergency Services Performed 
by an Out-of-Network Provider at an 
In-Network Facility
As required by the Act, the Plan will cover Non-
Emergency Services performed by an Out-of-Network 
provider at an In-Network Health Care Facility in 
accordance with the following requirements (to the 
extent that those Non-Emergency Services qualify as 
No Surprise Services):

 • Cost-Sharing Requirements. The Plan will impose 
a cost-sharing requirement that is no greater than 
the cost-sharing requirement that would apply if the 
Non-Emergency Services or related items had been 
furnished by an In-Network provider.

 • Cost-Sharing Calculations (Use of “Recognized 
Amount”). The Plan will calculate the cost-sharing 
requirements as if the total amount that would have 
been charged for the Non-Emergency Services and 
related items by such Out-of-Network provider were 
equal to the Recognized Amount for such items and 
services.

 • Deductibles and Out-of-Pocket Maximums. The 
Plan will count any cost-sharing payments you make 
toward any deductible and out-of-pocket limits 
applied under the Plan in the same manner as if 
such cost-sharing payments were made with respect 
to Non-Emergency Services and related items 
furnished by an In-Network provider. 
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 • Notice and Consent Exception. However, the 
Plan will cover Non-Emergency Services or related 
items performed by an Out-of-Network provider 
at an In-Network facility based on your Out-of-
Network coverage (i.e., at the Out-of-Network rate 
and rules) if:

 − At least 72 hours before the day of the 
appointment (or 3 hours in advance of services 
rendered in the case of a same-day appointment), 
you are provided with a written notice, as required 
by the Act, informing you: (i) that the provider is an 
Out-of-Network provider with respect to the Plan, 
(ii) of the good faith estimated charges for your 
treatment and any advance limitations that the 
Plan may put on your treatment, (iii) of the names 
of any In-Network providers at the facility who are 
able to treat you, and (iv) that you may elect to be 
referred to one of the In-Network providers listed; 
and 
 − You give informed consent to continued treatment 
by the Out-of-Network provider, acknowledging 
that you understand that continued treatment by 
the Out-of-Network provider may result in greater 
cost to you.

  This “notice and consent” exception does not 
apply to Ancillary Services or to items and services 
furnished because of unforeseen, urgent medical 
needs that arise at the time an item or service is 
furnished, regardless of whether the Out-of-Network 
provider satisfied the notice and consent criteria. 

In light of the Act’s new rules, the most that an Out-of-
Network provider may bill you for non-emergency No 
Surprise Services is the Plan’s In-Network cost-sharing 
amounts, unless you are provided with the above 
notice and you consent to the continued treatment, 
as described above. As noted above, the notice-
and consent exception does not apply to Ancillary 
Services (e.g., emergency medicine, anesthesia, 
pathology, radiology, laboratory, neonatology, assistant 
surgeon, hospitalist, or intensivist services). Such 
Out-of-Network providers who fail to comply with the 
Act’s notice and consent requirements (or where the 
notice-and-consent exception does not apply to those 
services) cannot balance bill you, and they may not ask 
you to give up your right to be protected from being 
balance billed after the fact. 

Out-of-Network Air Ambulance 
Services
As required by the Act, the Plan will cover Out-of-
Network air ambulance services (to the extent covered 
by the Plan) with a cost-sharing requirement that is no 
greater than the cost-sharing requirement that would 
apply if such services had been furnished by an In-
Network provider. In general, you cannot be balance 
billed for Out-of-Network air ambulance services. 

Continuing Care Patients 
If you are a Continuing Care Patient and the Plan 
terminates its In-Network contract with an In-Network 
provider or facility providing services to you, or your 
benefits are terminated because of a change in terms 
of the provider’s and/or facility’s participation in the 
Plan’s network, you will be:

 • Notified in a timely manner of the termination of the 
contract (or change in participation terms) and of 
your right to elect continued transitional care from 
the provider or facility; and 

 • Provided with ninety (90) days of continued 
coverage at the In-Network cost sharing to allow for 
a transition of care to a different In-Network provider.

External Review for No Surprise 
Services Claims
If your initial claim for benefits related to a No Surprise 
Service (e.g., an Emergency Service) has been denied 
(i.e., an adverse benefit determination), and you are 
dissatisfied with the outcome of the Plan’s internal 
claims and appeals process, you may be eligible for 
External Review of the determination. Please contact 
Empire BlueCross (or Triple S, if applicable) for a copy 
of the Plan’s External Review procedures for claims 
covered by the Act. 

Provider Directory
The Empire BlueCross and BlueShield and Triple S 
provider directories will be updated at least every 
ninety (90) days. If you inadvertently receive services 
from an Out-of-Network Provider based on inaccurate 
information in a provider directory that the provider is 
an In-Network Provider, services provided by that Out-
of-Network Provider will be covered as if the provider 
was an In-Network Provider to the extent required by 
the Act. 
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GLOSSARY
The following additional definitions apply for purposes 
of the changes described in this notice:

“Ancillary Services” mean the following: 

 • Items and services related to emergency medicine, 
anesthesiology, pathology, radiology, and 
neonatology, whether provided by a physician or 
non-physician practitioner;

 • Items and services provided by assistant surgeons, 
hospitalists, and intensivists;

 • Diagnostic services, including radiology and 
laboratory services; and

 • Items and services provided by an Out-of-Network/
nonparticipating provider if there is no In-Network/
participating provider who can furnish such item or 
service at such facility.

“Continuing Care Patient” means an individual who is: 

 • Receiving a course of treatment for a Serious and 
Complex Condition;

 • Scheduled to undergo non-elective surgery 
(including any post-operative care);

 • Pregnant and undergoing a course of treatment for 
the pregnancy; 

 • Determined to be terminally ill and receiving 
treatment for the illness; or 

 • Is undergoing a course of institutional or inpatient 
care from the provider or facility.

“Emergency Medical Condition” means a medical 
condition, including a mental health condition or 
substance use disorder, manifesting itself by acute 
symptoms of sufficient severity (including severe 
pain) such that a prudent layperson who possesses 
an average knowledge of health and medicine could 
reasonably expect the absence of immediate medical 
attention to result in: 

 • Serious impairment to bodily functions; or

 • Serious dysfunction of any bodily organ or part; or

 • Placing the health of an individual (or, with respect 
to a pregnant woman, her unborn child) in serious 
jeopardy.

“Emergency Services” means the following services, 
to the extent that those services qualify as No Surprise 
Services: 

 • An appropriate medical screening examination 
that is within the capability of the emergency 
department of a hospital or of an independent 
freestanding emergency department, as applicable, 
including Ancillary Services routinely available to the 
emergency department to evaluate such emergency 
medical condition; and

 • Within the capabilities of the staff and facilities 
available at the hospital or the independent 
freestanding emergency department, as applicable, 
such further medical examination and treatment as 
are required to stabilize the patient (regardless of 
the department of the hospital in which such further 
examination or treatment is furnished); and

 • Emergency services furnished by an Out-of-Network 
provider or Out-of-Network emergency facility 
(regardless of the department of the hospital in 
which such items or services are furnished) also 
includes post stabilization services (i.e., services after 
the patient is stabilized) and as part of outpatient 
observation or an inpatient or outpatient stay related 
to the emergency medical visit, until: 

 − The attending emergency physician or treating 
provider determines that the patient is able 
to travel using nonmedical transportation or 
nonemergency medical transportation to an 
available participating provider or facility located 
within a reasonable travel distance; and 
 − The patient is supplied with written notice, as 
required by the Act, that the provider is an Out-of-
Network provider with respect to the Plan, of the 
good faith estimated charges for the treatment 
and any advance limitations that the Plan may put 
on the treatment, of the names of any In-Network 
providers at the facility who are able to treat 
the patient, and that the patient may elect to be 
referred to one of the In-Network providers listed; 
and
 − The patient gives informed consent to continued 
treatment by the Out-of-Network provider, 
acknowledging that the patient understands 
that continued treatment by the Out-of-Network 
provider may result in greater cost to the patient.
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“Health Care Facility” (for Non-Emergency Services) 
means each of following: 

 • A hospital (as defined in section 1861(e) of the Social 
Security Act); 

 • A hospital outpatient department; 

 • A critical access hospital (as defined in section 
1861(mm)(1) of the Social Security Act); and 

 • An ambulatory surgical center (as described in 
section 1833(i)(1)(A) of the Social Security Act).

“No Surprise Services” means the following services, 
to the extent that those services are both covered 
under the Plan and subject to the Act’s rules: 

 • Out-of-Network Emergency Services;

 • Out-of-Network air ambulance services; 

 • Non-emergency Ancillary Services for 
anesthesiology, pathology, radiology, neonatology, 
and diagnostics, when performed by an Out-of-
Network provider at an In-Network health care 
facility; and 

 • Other Out-of-Network Non-Emergency Services 
performed by an Out-of-Network provider at an In-
Network health care facility with respect to which the 
provider does not comply with the Act’s notice and 
consent requirements. 

“Qualifying Payment Amount” or “QPA” generally 
means the median contracted rates of the Plan for the 
item or service in the geographic region, calculated in 
accordance with 29 CFR 2590.716-6(c). 

“Recognized Amount” means (in order of priority) one 
of the following:

 • An amount determined by an applicable All-Payer 
Model Agreement under section 1115A of the Social 
Security Act; 

 • An amount determined by a specified state law; or

 • The lesser of the amount billed by the provider or 
facility or the QPA.

For air ambulance services furnished by Out-of-
Network providers, Recognized Amount is the lesser 
of the amount billed by the provider or facility or  
the QPA.

“Serious and Complex Condition” means one of the 
following:

 • In the case of an acute illness, a condition that is 
serious enough to require specialized medical 
treatment to avoid the reasonable possibility of 
death or permanent disability; or 

 • In the case of a chronic illness or condition, a 
condition that is:

 − Life-threatening, degenerative, potentially 
disabling, or congenital; and
 − Requires specialized medical care over a 
prolonged period of time.

If you have any questions about these changes, or 
about any aspect of the Plan, please contact the Fund 
Office by calling (212) 580-9092 or (800) 456-FUND 
(3863), or emailing the Participant Services Center at 
PSC@iatsenbf.org.

You should take the time to read this notice 
carefully and share it with your family. It is 
very important that you retain this notice; it is 
intended to serve as a Summary of Material 
Modifications (“SMM”) to the Plan rules. Your 
Summary Plan Description (“SPD”) booklet has 
a pocket on the back cover for keeping such 
notices handy. While every effort has been 
made to make this SMM as complete and as 
accurate as possible, it does not restate the 
existing terms and provisions of the Plan other 
than the specific terms and provisions it is 
modifying. If any conflict should arise between 
this summary and the terms of the SPDs (other 
than with respect to the specific terms and 
provisions this summary is modifying), or if any 
point is not discussed in this summary or is only 
partially discussed, the terms of the SPDs will 
govern in all cases. 
 
The Board of Trustees (or its duly authorized 
designee) reserves the right, in its sole and 
absolute discretion, to interpret and decide all 
matters under the Plan. The Board also reserves 
the right, in its sole and absolute discretion, 
to amend, modify or terminate the Plan or any 
benefits provided under the Plan (or qualification 
for such benefits), in whole or in part, at any time 
and for any reason.
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I.A.T.S.E. National Pension Fund
Note: The 2021 Annual Funding Notice for the I.A.T.S.E. 
National Pension Fund (mailed in April 2022) replaces the 
Summary Annual Report disclosure requirement for this 
Fund. Please contact the Fund office if you need a copy of 
the 2021 Annual Funding Notice.

I.A.T.S.E. National Health & 
Welfare Fund
This is a summary of the annual report of the I.A.T.S.E. 
National Health & Welfare Fund, EIN 23-7333434, Plan 
No. 501, health plan, for period January 1, 2021 through 
December 31, 2021. The annual report has been filed with 
the Employee Benefits Security Administration, as required 
under the Employee Retirement Income Security Act of 1974 
(ERISA). 
The Board of Trustees of the I.A.T.S.E. National Health & 
Welfare Fund has committed itself to pay certain claims 
incurred under the terms of the plan. 

Insurance Information
The plan has contracts with Davis Vision, Inc., Empire 
Healthchoice Assurance Inc, Metropolitan Life Insurance 
Company and Triple S Salud, Inc. to pay health, vision, life 
insurance, temporary disability, prescription drug, stop 
loss, PPO, indemnity and major med, teleconsulta, organ 
& tissue transplant claims incurred under the terms of the 
plan. The total premiums paid for the plan year ending 
December 31, 2021 were $5,604,312. 

Basic Financial Statement
The value of plan assets, after subtracting liabilities of the 
plan, was $850,291,163 as of December 31, 2021, compared 
to $702,195,550 as of January 1, 2021. During the plan 
year the plan experienced an increase in its net assets of 
$148,095,613. This increase includes unrealized appreciation 
and depreciation in the value of plan assets; that is, the 
difference between the value of the plan’s assets at the end 
of the year and the value of the assets at the beginning of the 
year or the cost of assets acquired during the year. During 
the plan year, the plan had total income of $439,318,823, 
including employer contributions of $378,034,155, employee 
contributions of $6,044,964, earnings from investments of 
$40,542,553, and other income of $14,697,151. 

Plan expenses were $291,223,210. These expenses included 
$12,025,440 in administrative expenses, and $279,197,770 in 
benefits paid to participants and beneficiaries. 

Your Rights To Additional Information
You have the right to receive a copy of the full annual report, 
or any part thereof, on request. The items listed below are 
included in that report: 

1. an accountant’s report;

2. financial information;

3. information on payments to service providers;

4. assets held for investment;

5. insurance information, including sales commissions paid 
by insurance carriers;

6. information regarding any common or collective trusts, 
pooled separate accounts, master trusts or 103-12 
investment entities in which the plan participates; 

To obtain a copy of the full annual report, or any part thereof, 
write or call the office of the Board of Trustees, I.A.T.S.E. 
National Health & Welfare Fund at 417 Fifth Avenue, 3rd 
Floor, New York, NY 10016-2204, or by telephone at (212) 
580-9092. The charge to cover copying costs will be $15.50 
for the full annual report, or $0.25 per page for any part 
thereof. 

I.A.T.S.E. National Vacation Fund
This is a summary of the annual report of the I.A.T.S.E. 
National Vacation Fund, EIN 23-7345994, Plan No. 501, 
vacation plan, for period January 1, 2021 through December 
31, 2021. The annual report has been filed with the Employee 
Benefits Security Administration, as required under the 
Employee Retirement Income Security Act of 1974 (ERISA). 

Basic Financial Statement
The value of plan assets, after subtracting liabilities of the 
plan, was $1,447,664 as of December 31, 2021, compared 
to $1,189,395 as of January 1, 2021. During the plan year 
the plan experienced an increase in its net assets of 
$258,269. This increase includes unrealized appreciation 
and depreciation in the value of plan assets; that is, the 
difference between the value of the plan’s assets at the 
end of the year and the value of the assets at the beginning 
of the year or the cost of assets acquired during the 
year. During the plan year, the plan had total income of 
$1,526,903, including employer contributions of $1,526,240, 
and earnings from investments of $663. 

Plan expenses were $1,268,634. These expenses included 
$222,246 in administrative expenses, and $1,046,388 in 
benefits paid to participants and beneficiaries. 

Your Rights To Additional Information
You have the right to receive a copy of the full annual report, 
or any part thereof, on request. The items listed below are 
included in that report: 

1. an accountant’s report;

2. financial information;

3. information on payments to service providers;

4. assets held for investment;

To obtain a copy of the full annual report, or any part thereof, 
write or call the office of Board of Trustees, I.A.T.S.E. National 
Vacation Fund at 417 Fifth Avenue, 3rd Floor, New York, NY 
10016-2204, or by telephone at (212) 580-9092. The charge 
to cover copying costs will be $5.50 for the full annual 
report, or $0.25 per page for any part thereof.

Summary Annual Reports
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I.A.T.S.E. Annuity Fund
This is a summary of the annual report for the I.A.T.S.E. 
Annuity Fund, EIN 13-3088691, Plan No. 001, for period 
January 1, 2021 through December 31, 2021. The annual 
report has been filed with the Employee Benefits Security 
Administration, as required under the Employee Retirement 
Income Security Act of 1974 (ERISA). 

Basic Financial Statement
Benefits under the plan are provided by a trust fund. Plan 
expenses were $63,529,596. These expenses included 
$5,845,684 in administrative expenses, and $57,683,912 
in benefits paid to participants and beneficiaries. A total of 
84,053 persons were participants in or beneficiaries of the 
plan at the end of the plan year, although not all of these 
persons had yet earned the right to receive benefits. 
The value of plan assets, after subtracting liabilities of 
the plan, was $1,222,095,167 as of December 31, 2021, 
compared to $1,080,076,349 as of January 1, 2021. During 
the plan year the plan experienced an increase in its net 
assets of $142,018,818. This increase includes unrealized 
appreciation and depreciation in the value of plan assets; 
that is, the difference between the value of the plan’s 
assets at the end of the year and the value of the assets 
at the beginning of the year or the cost of assets acquired 
during the year. The plan had total income of $205,548,414, 
including employer contributions of $74,754,445, employee 
contributions of $6,974,555, rollover income of $1,090,152, 
and earnings from investments of $122,729,262. 

Your Rights To Additional Information
You have the right to receive a copy of the full annual report, 
or any part thereof, on request. The items listed below are 
included in that report: 

1. an accountant’s report;

2. financial information;

3. information on payments to service providers;

4. assets held for investment;

5. fiduciary information, including non-exempt transactions 
between the plan and parties-in-interest (that is, persons 
who have certain relationships with the plan);

6. information regarding any common or collective trusts, 
pooled separate accounts, master trusts or 103-12 
investment entities in which the plan participates; 

To obtain a copy of the full annual report, or any part thereof, 
write or call the office of Board of Trustees, I.A.T.S.E. Annuity 
Fund at 417 Fifth Avenue, 3rd Floor, New York, NY 10016-
2204, or by telephone at (212) 580-9092. The charge to 
cover copying costs will be $8.50 for the full annual report, 
or $0.25 per page for any part thereof. 

Other Information
You also have the right to receive from the Fund Office, on 
request and at no charge, a statement of the assets and 
liabilities of the plan and accompanying notes, or a 
statement of income and expenses of the plan and 
accompanying notes, or both. If you request a copy of the 
full annual report, these two statements and accompanying 
notes will be included as part of that report. The charges to 
cover copying costs given above do not include a charge 
for the copying of these portions of the report because 
these portions are furnished without charge.
You also have the legally protected right to examine the 
annual report at the main office of the Funds at 417 Fifth 
Avenue, 3rd Floor, New York, NY 10016 and at the U.S. 
Department of Labor in Washington, D.C., or to obtain a 
copy from the U.S. Department of Labor upon payment of 
copying costs. Requests to the Department should be 
addressed to: Public Disclosure Room, Room N-1513, 
Employee Benefits Security Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., 
Washington, D.C. 20210.

Board of Trustees
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417 Fifth Avenue, 3rd Floor,  
New York, NY 10016-2204

www.iatsenbf.org

 • For participant services assistance, psc@iatsenbf.org
 • For assistance with appeals, appeals@iatsenbf.org
 • For assistance with Annuity Fund matters,  
annuity@iatsenbf.org

 • For assistance with claims matters, claims@iatsenbf.org
 • For assistance with pension matters, pension@iatsenbf.org 
 • For assistance with contract matters, contracts@iatsenbf.org

Administration

IATSE National Benefit Funds  
2023 Holiday Schedule

Key Email Addresses for  
Communicating with the Funds:

SUPPORTING CAST
Here’s a list of the organizations that support and administer 
our programs. You can find contact information in the  
summary plan descriptions or link to any of their websites 
through ours (www.iatsenbf.org).
HOSPITAL AND HEALTH 
Empire Blue Cross Blue Shield 
Triple-S
PRESCRIPTION DRUG 
CVS Health
VISION 
Davis Vision
DENTAL 
Delta Dental 
A.S.O./S.I.D.S.

MEDICAL REIMBURSEMENT 
PROGRAM (PLAN C-MRP 
AND R-MRP) 
The Fund Office
PHYSICAL EXAM AND 
HEARING AID BENEFIT 
A.S.O./S.I.D.S.
LIFE INSURANCE 
MetLife
ANNUITY 
Principal

New Year’s Day  January 1 
Martin Luther  January 16  
King Jr. Day 
Presidents’ Day February 20
Good Friday April 7
Memorial Day May 29
Independence Day  July 4th 

Labor Day September 4
Columbus Day October 9
Veterans Day November 11
Thanksgiving November 23
Day after  November 24 
Thanksgiving 
Christmas  December 25

At the Fund Office, we welcome your questions or requests for 
information. There are a number of ways to reach us.

How You Can Reach Us

IN PERSON — Please contact us 
to make an appointment if you 
want to visit our office on the third 
floor of 417 Fifth Avenue in New 
York, We are in the office and 
making an appointment with us 
in advance will ensure our staff is 
available to support your needs .
Masks and other safety 
requirements will need to be met.

CALL US — In New York, the 
number is 212-580-9092.  
The toll-free number is  
1-800-456-FUND (3863).

SEND AN EMAIL to the Participant 
Services Center (PSC@iatsenbf.org).

SEND US A FAX —  
Our main  
fax number  212-787-3607
Benefits  212-730-7706
Contracts &  
Contributions  212-792-8322
Finance  212-792-8321
Pension  212-792-8323
Executive Director  212-792-8320

http://www.iatsenbf.org
mailto:psc%40iatsenbf.org?subject=
mailto:appeals%40iatsenbf.org?subject=
mailto:annuity%40iatsenbf.org?subject=
mailto:claims%40iatsenbf.org?subject=
mailto:pension%40iatsenbf.org?subject=
mailto:contracts%40iatsenbf.org?subject=
http://www.iatsenbf.org
mailto:psc%40iatsenbf.org?subject=
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