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February 2017



Bookkeeping Department:

Jackie Ellinger, Supervisor

Staff:
Debbie McCowen
Pam Matherly
Brittany Karanovich

Telephone:  812-232-4384 or Toll Free:  877-299-7099



HOW DO I BECOME ELIGIBLE FOR BENEFITS
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Worked 150 Hours Worked 150 Hours

Worked 125 Hours Worked 175 Hours

1. YOU MUST WORK 4 CONSECUTIVE MONTHS
2. YOU MUST WORK A TOTAL OF 400 HOURS 

DURING THE 4 CONSECUTIVE MONTHS

 DID I WORK 4 CONSECUTIVE MONTHS?  YES!!! 
 DID I WORK A TOTAL OF 400 HOURS?      YES!!!

600 hours worked
 DO I QUALIFY FOR BENEFITS? YES!!!

YOUR BENEFITS WOULD BEGIN SEPTEMBER 1ST



HOW DO I BECOME ELIGIBLE FOR BENEFITS
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Worked 125 Hours Worked 125 Hours

Worked 100 Hours Worked 25 Hours

1. YOU MUST WORK 4 CONSECUTIVE MONTHS
2. YOU MUST WORK A TOTAL OF 400 HOURS 

DURING THE 4 CONSECUTIVE MONTHS

 DID I WORK 4 CONSECUTIVE MONTHS?  YES 
 DID I WORK A TOTAL OF 400 HOURS?      NO
375 hours worked
 DO I QUALIFY FOR BENEFITS? NO



HOW DO I REMAIN ELIGIBLE?

Continued Eligibility 

Once you are eligible, coverage continues on a period-by-period basis. The Plan looks at four-month 

periods, known as Contribution Periods and Eligibility Periods. You are eligible for coverage during 

an Eligibility Period if you have at least: 

 400 Credited Hours for the corresponding Contribution Period (as shown below); or 

 1,200 Credited Hours (known as “bank hours”) in the last three Contribution Periods (a one-year 

period).  

2014

Eligibility Period 400 Hours Needed  OR 1200 Hours Needed

4-1-2017 to 7-31-2017 11-1-2016 to 2-28-2017 3-1-2016 to 2-28-2017

8-1-2017 to 11-30-2017 3-1-2017 to 6-30-2017 7-1-2016 to 6-30-2017

12-1-2017 to 3-31-2017 7-1-2017 to 10-31-2017 11-1-2016 to 10-31-2017



ELIGIBILITY PERIOD…..I RECEIVED A BILL….WHAT SHOULD I DO???

HEALTH & WELFARE RECIPROCITY AGREEMENT

Request and Authorization for Transfer of Contributions

_______________________ ______________________________
Participant Name (Please print) Social Security Number

I request and authorize that the Board of Trustees of the Local ________ Health and Welfare Fund to transfer to my Home Health and Welfare Fund all contributions made on my behalf to its Fund hereafter 
and within six months prior to the date this authorization request is received by the Fund, unless and until this authorization is revoked in writing.  In support of this request, I state as follows:

1.  I am a member of IUOE Local No ___ and my Union Registration No. is____________.

2..  My Home Health and Welfare Fund is ___________________________________.

3. I understand that, upon approval of my request to transfer, I cannot later request that any contributions which may be transferred to my Home Fund be transferred back to the transferring Fund.

4.  I understand that, upon approval of my request to transfer contributions, me and my dependents' eligibility for benefits and all other participant rights shall be determined exclusively by the terms of my 
Home Fund’s plan and rules, and not by the terms of the transferring Fund’s plan and rules.

5.  By making this request, I waive and release, on behalf of myself and my dependents, any and all claims against both Funds and their fiduciaries relating to whether the transfer of contributions is in my or 
their best interests.
Telephone

__________________________________________ _______________________________________
Signature Date

__________________________________________ _______________________________________
Address City, State, Zip

__________________________________________
Telephone



BENEFIT PERIOD…….I RECEIVED A BILL…..WHAT SHOULD I DO???

XYZ Excavating               8/01/2016 – 8/07/2016                    1234

JOHN DOE

123-45-6789
Total Hours Worked: 40 723.20
Regular Overtime: 0 .00
Federal Withholding: 209.00
Social Security: 63.75
Medicare 14.91
IN Withholding: 34.96
IN County Tax: 9.25

CHECK STUBS

1. Company Name 2. Work Dates

3a. Employee name 4. Number of 
hours worked

3b. Employee SS#
*The above must be included for the Fund to process your paystubs.



Claims Department:

Dawn Kasemeyer, Assistant Administrator & Claims Supervisor
Staff:
Katricia Helton
Jenny Vauters
Jamie Bunch
Ashley Lee
Kathy McCowen

Telephone:  812-232-4384 or Toll Free:  877-299-3699



NEW MEMBER 
INFORMATION CARD

• Members to complete and sign 
front and back

• Designate a beneficiary in the 
event of your death

• List legal spouse and legal 
dependents.

• Include birthdate and social 
security number



IMPORTANT CHANGES

 MARRIAGE:  Marriage Certificate
 DIVORCE:  Divorce Decree
 BENEFICIARY CHANGES:  Updated Information Card
 ADDRESS CHANGES:  Complete Change of Address Form available online at 

www.midcentral.org or mail change of address in writing signed by the member to the 
Fund office.

 NEW DEPENDENTS:  Please provide a copy of the birth certificate.  
 Step Children generally require additional documentation such as divorce decree for 

determining eligibility and coordination of benefits, etc.
 OTHER INSURANCE COVERAGE:  Provide HIPAA Certificate and/Copy of other Benefit 

Card, Prescription Card, Dental Card or any other applicable coverage.
 MEDICARE:  Provide a copy of Medicare Card for you and any dependents who receive 

Medicare, regardless of age.  If you have been awarded Social Security Disability, please 
provide a copy of the Award Letter stating the date of entitlement.  

http://www.midcentral.org/


Claim Form:

• The Fund requests a claim form at 
the beginning of each calendar 
year.

• Based on diagnosis, such as 
indication of an accident

• A claim for a new dependent
• A claim for a spouse.  

Please make sure the claim form is 
completed in full.  Don’t forget to sign 
and date.




