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UFCW Local 1000
Frequently Asked Questions for Kroger Health and Welfare

Q1l: What are the qualifications to earn eligibility under each Plan?

Al: Each Plan has different qualification requirements, see the breakdowns for each Plan outlined below.

Plan C
o Newly hired Variable Hour Employees may earn initia
day of the 4" II"#$%&"" &(1)*"+!(#$,
o Employees can earn and maintain Plan C coverage by working a minimum of 60 hours per month.
o Eligibility for Plan C is measured monthly. Employees earn coverage one month at a time.

|ll

part time” Plan C coverage as early as the 1"

Plan E for Variable Hour Employees

o Newly hired Variable Hour Employees may earn initial Plan E coverage as early as the 1st day of the 9th
month of employment.

o I"'#$%&"() *+,) '+-,) .,.[.+3) 0$+,) ) *%1'-+2") 3&) 4%-5.,2) +) ".,."6") %7)780 hours over a 6 month
measurement period.

o Initial Eligibility for Plan E is measured 6 Months from Hire Date for Variable Hour Employees.

o I"#$%"#&'(%#%)%(%*+& ,$-& .(/'&'& %08& 12/03-24& 252-+& 16*$)2-& ['4& 78-%(& 30%"#& *92& :*/"4
Periods.

o Employees can maintain Plan E coverage by working a minimum of 780 hours per Standard
Measurement Period.

Plan E for designated Full Time Employees
o Newly hired Full Time Employees may earn initial Plan E coverage the 1st day of the month following 60
days of employment.
o There are no minimum hours required for designated Full Time employees.
o I"#$%"#&'(%#%)%(%*+& ,$-& .(/'&'& %0& 12/03-24& 252-+& 16*$)2-& ['4& 78-%(& 30%"#& *92& :*/"4
"#3%&'(
o Aslong as an Employee is designated Full Time, they will earn ongoing eligibility.

"#3$%&

o Employees may earn initial Plan D coverage as early as the 1st day of the 13th month of employment.

o Employees can earn initial Plan D coverage by working a minimum of 720 hours over a 6 Month
Measurement Period or by working a minimum of 1,200 hours over a 12 month period.

o I"#SH%&'(&H)HHEHAS -.'I&%™0'H#1'23%14.35"-'3%.&#3.'$6%"'$63'78$6'2-"$6'-,'329&-+23"$:

o VUHEHHL T (DU, B L (/0008 237/14-354363-+ 1 7*$) 3-4 /"' 54 89-H(k 418" #i* - 3k ;*/"'5/-54<3/14-323"*
Periods.

o Employees can maintain Plan D coverage by working a minimum of 720 hours per Standard
Measurement Period.
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Plan B
o Employees may earn initial Plan B coverage as early as the 1st day of the 25th month of employment.

"HSHW&' (&H)H* HEHS+',-. &% 0'#1'23%14.35"-'3%.&#3.'$6%"'$63'77"5'2-"$6'-,'328&-+23"$9

o Employees can earn initial Plan B coverage by working a minimum of 192 !"#3$%& "'($& )& *& +",-1&
Measurement Period.

o Ongoing Eligibility for Plan B is measured every October and April using the Standard Measurement
Periods.

o I"'#$%&"() *+,) "+-,.+-,) /$+,) 0) *%1'2+3") 4&) Sorking a minimum of 192 hours per Standard
Measurement Period.

O

Plan A
o I"#$%&"()"*&)*+,)-,-.-*$)/$*,)0)1%2'+*3")*()*+3$&)*().4")5(.)6*&)%7).4")89.4)"%,.4)%7)"#$%&" ..

Initial Eligibility for Plan A is measured no earlier than the 22nd month of employment.

o Employees can earn initial Plan A coverage by working a minimum of 720 hours over a 6 Month
Measurement Period.

o Ongoing Eligibility for Plan A is measured every October and April using the Standard Measurement
"#3%&'(

o Employees can maintain Plan A coverage by working a minimum of 720 hours per Standard
Measurement Period.
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Q2: When does a member become eligible for Dental benefits?

A2: Once they have been employed for 13 months and working FT or after 24 consecutive months part time
work.

Q3: When can a member add dependents to their Plan?

A3: Plan E is the earliest Plan to offer dependent coverage, though the coverage is only available for
Dependent Children. Employees who are designated as Full Time can become eligible for Plan E the 1° day of
the month following 60 days of employment, and are able to add their eligible dependent children at that
time. Employees who are designated as Part Time would not be eligible for a plan with dependent coverage
until they have met the length of service and hours requirements to move into Plan E, Plan D or Plan A. Once
an employee meets the length of service and hours requirement for Plan D (12 months of employment) or
Plan A (24 months of employment) they will be eligible to add their spouse to their plan as well as their
dependent children.

Q4: How are Short Term Disability benefits paid?

A4: Payment is sent via a paper check, NEBA is not able to make a direct deposit into the member’s bank
account. Checks are mailed out every Friday for payment through the following Saturday. NEBA does not
determine the monetary amount a member receives while out on Short Term Disability. This is determination
was made by the Board of Trustees, who have provided a set rate on each classification. NEBA utilizes the
information on the Disability Claim Form, as well as the Tiered Classification sheet from the Collective
Bargaining Agreement to determine what level someone belongs in, which is what determines their weekly
rate.
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Q5: Who can submit an appeal?

A5: Written appeals can be submitted by both members and providers, however; the Board of Trustees does
not review appeals written from a provider. Members are able to call and place a verbal appeal over the
phone with a NEBA Customer Service Representative ONLY in cases where they were treated by an out-of-
network provider in an in-network facility. For example, if the member has an outpatient surgery performed
at an in-network hospital and labs are reviewed by an out-of-network pathologist, the member can call NEBA
to verbally appeal and NEBA will begin the settlement process with the provider.

Q6: Why does the member need to complete forms received from NEBA?

A6: There are multiple forms that may be sent to a member throughout the year for completion. Typically,
when these forms are sent the information on the form is needed before a claim that was received by NEBA
can be processed for payment. Following are examples of the forms sent and why the form is needed:

o Coordination of Benefits Verification Form: This form provides NEBA with updated information about
the member and their enrolled dependents. The form must be filed by the member on an annual basis
to ensure that claims for their dependents are processed. This form is used to collect other insurance
information so that NEBA ensures that benefits are being coordinated correctly in cases where
dependents may have more than one medical insurance plan.

o Accident/Injury Detail Form: This form may be requested from the member if NEBA receives a claim
"#$%&%"'&(J¥+hat could be related to an accident or injury. This form helps NEBA staff determine if
the member’s claim should be covered by UFCW Local 1000 and Kroger Dallas H&W Plan and if
additional information is needed.

o Subrogation and Restitution Agreement: T!"#$%&'($"#$)*+"),$"-$.-/$"-#0.-1)$2!))$0!))$(./$3)$0!"",$
party liability when a member/dependent sustains an accidental injury. This form must be completed
and returned in its entirety before any claims for the associated injury can be paid in order to protect
the subrogation rights of the Fund. Upon receipt of the completed form, NEBA sends all
documentation to the Fund’s Attorney for review and approval before payment is released on any
associated claims.

Q7: Does NEBA handle FMLA and Leave of Absence (LOA)?

A7: Leave of Absence and Family Medical Leave Act (FMLA) are both administered by the employer. Questions
regarding rules and qualifications for both should be directed to Kroger Human Resources or the member’s
store manager.

Q8: Can disability paperwork be submitted by a Store Manager?

A8: While a Store Manager can always submit a Short Term Disability claim form upon completion, we always
recommend that the employee never leave their form for anyone else to submit on their behalf. Our
recommendation is that they are with the Store Manager while the form is completed and take responsibility
to submit their documentation themselves to ensure that it is returned complete and timely.
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Q9: Does NEBA make the determination of whether or not a requested procedure is
medically necessary?

A9: No, NEBA does not have a physician on staff to make medical necessity determinations. The Fund is
contracted with an independent medical review company who reviews all submitted cases and provides all
medical reviews for the Fund. Pre-determinations are required for many outpatient procedures (including vein
and back procedures/surgeries) in order to ensure that the requested services are both medically necessary
and the appropriate standard of care. The medical review company will require that the least invasive course
of treatment be followed before more invasive treatment courses are considered medically necessary.

If a requested procedure is found to not be medically necessary, the procedure will be denied based on the
Fund’s medical necessity exclusion. This is why it is so important to ensure that this process is handled prior to
the procedure being performed, so that the member does not end up liable for the associated charges. If the
service is denied, neither the member nor NEBA can appeal to the medical review company. The member’s
physician who requested the procedure and provided medical records for the review is the only person that
the medical review company will work with on an appeal basis. The member’s doctor can appeal by
submitting additional medical records or requesting a “Peer to Peer” call with the review company physician.

Any inpatient services are pre-certified by CareAllies and all appeals should be handled between the member’s
physician and CareAllies.



