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SUMMARY OF BENEFITS FOR CERTAIN RETIREES ELIGIBLE FOR THE BASE PLAN 
 

PLEASE REVIEW YOUR RETIREMENT SPD AS THERE WILL BE SOME SIGNIFICANT CHANGES TO YOUR 
HEALTH CARE BENEFITS. 
 

Eligibility: 
You are eligible for this Navistar, Inc. Health Plan if you retired or will retire from International Motors, 
LLC* (“International”) with a benefit (except a deferred vested pension benefit) from one of the two 
following plans:   
 

♦ The RPSE Component of the Navistar, Inc. Salaried Employees Pension Plan No. 1, or 
 

♦ The RPSE Component of the Navistar, Inc. Salaried Employees Pension Plan No. 2.   
 
And, you are either first hired between July 2, 1993 and December 31, 1995 or you were hired prior to 
July 2, 1993, but were not a U.S. employee as of July 1, 1993 nor an employee with grow-in rights to one 
of the plans listed above as of July 1, 1993.   

 
Benefit Summary 

 2023 2024 2025 
Monthly Contribution 
     Plan 1 
     Plan 2 

 
$402.04 
$115.87 

 
$426.17 
$207.00 

 
$451.74 
$219.42 

Type of Plan Indemnity Indemnity Indemnity 
Deductible $1,149 per individual $1,218 per individual $1,291 per individual 

Out-of-Pocket Maximum  
 (includes deductible) 
    Plan 1 
     
    Plan 2 

 
 

$2,872 per individual 
 

$1,149 per individual 
 

 
 

$3,044 per individual 
 

$1,218 per individual 
 

 
 

$3,227 per individual 
 

$1,291 per individual 
 

Prescription Drug Co-pays 
         Retail    (30 Day Supply) 
            Generic 
            Brand/Formulary 
            Brand/Non-Formulary 
        
            Mail Order (90 Day Supply) 
           Generic 
           Brand/Formulary                                                                                                                                                      
           Brand/Non-Formulary 

   Specialty (30 Day Supply) 
   Specialty (90 Day Supply) 

 
 

$15 
25%( $35min $55max) 

65% coinsurance 
 
 

$30 
25%($60min $100max) 

65% coinsurance 
25%($100 max) 
25%($200 max) 

 
 

$15 
25%( $35min $55max) 

65% coinsurance 
 
 

$30 
25%($70min $110max) 

65% coinsurance 
25%($100 max) 
25%($200 max) 

 
 

$15 
25%( $35min $55max) 

65% coinsurance 
 
 

$30 
25%($70min $110max) 

65% coinsurance 
25%($100 max) 
25%($200 max) 

Dental 
Vision  
Hearing 

Not Covered 
Not Covered 
Not Covered 

Not Covered 
Not Covered 
Not Covered 

Not Covered 
Not Covered 
Not Covered 

 
International reserves the right to amend, modify or terminate this program and its benefit provisions.   
 
 
*International Motors, LLC is d/b/a as International Motors USA in Illinois, Missouri, New Jersey, Ohio, Texas, and Utah. 
 
 
 
Summary Plan Description: 
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The attached Summary Plan Description, entitled Your Retiree Health Benefit Program describes health 
care benefits under the Shy Base Plan.  Most of the provisions in this book apply to you, except as 
specifically listed below.   
Page that Doesn’t Apply  Section that Does Not Apply Change to What is Listed in SPD 
Introduction 
2 Your Retiree Health Benefit Program International reserves the right to 

amend, modify or terminate this program 
and its benefit provisions.   

3 and other pages as 
referenced through book 

 
Coordinated Care Program 

 

8 There are no longer designated providers 
for mammogram services 

 

11  Precertification will be handled by Aetna 
1-800-435-2969 

11  ValueRx and Express is now Caremark 
1-866-559-6851 or  
Silverscript 1-866-560-5136 (Medicare) 

12 Who is Eligible? See Eligibility paragraph above 
13 Alternative plans such as HMOs are not 

available 
 

13-14 Re-enrollment is not an option; you must 
elect coverage when 1st eligible and 
continue to pay the required premiums 
into the plan. 

 

17 You must elect coverage when 1st eligible.  
You may not re-enroll at a later date. 

 

18 Sponsored dependent coverage is not 
available. 

 

Plan 1 
22, 29 There are no longer designated providers 

for mammogram services 
 

43-48 HMO and Coordinated Care are not 
available 

Your plan is an indemnity plan only. 

68-69 There are no longer designated providers 
for mammogram services 

 

Plan 2 
95 There are no longer designated providers 

for mammogram services 
 

112 HMO options are not available  
Prescription Drug Plan 
128 ValueRx Services are now being provided by 

Caremark 1-866-559-6851 or Silverscript 
1-866-560-5136 (Medicare) 

133 Express Pharmacy Services are now being provided by 
Caremark 1-866-559-6851 or Silverscript 
1-866-560-5136 (Medicare) 

133  Add:  Generic Step Therapy Program 
133  Add:  Compound Drug Program 
General Information 
142 Transition rules do not apply  
143-148 Re-enrollment and billing is not an option Contributions must be deducted from 

pension check. 
149-150 Making changes to your coverage and 

pre-existing does not apply 
 

163 Health Benefit Plan Committee does not 
apply 

If you have an appeal or a disputed 
claim, this should be directed to the P&C 
Connection Network at (877) 353-5100. 

170 Administrative Information change as 
listed in next column 

Name:  The Navistar, Inc. Health Plan 
Number: 534 
Funding Medium:  From general assets 
of the corporation. 
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SUMMARY OF BENEFIT CLAIM AND APPEAL PROCEDURES 
EFFECTIVE FEBRUARY 1, 2004 

 
 

   
NS 

This summary of material modification explains the new rules that govern claim and appeal procedures 
under International Truck and Engine Corporation�s PPO and Indemnity (non-HMO) plans.  The 
Department of Labor amended Section 503 of the Employee Retirement Income Security Act of 1974 
(ERISA) and requires your plan to comply with these rules.  If you are enrolled in an HMO, consult your 
HMO for any applicable changes.  Please keep this summary with your Summary Plan Description for 
future reference.   
 
Initial Claims for Benefits 

Your claims for medical expense, vision care, dental care and hearing expense benefits should be 
submitted in writing to Aetna, P.O. Box 981109, El Paso, TX  79998-1109, on or before the second 
anniversary of the date incurred.  The phone number is 1-800-435-2969. 
 
Your claims for prescription drug benefits should be submitted in writing to Caremark, Inc., P.O. Box 
686005, San Antonio, TX  78268-6005, within ninety days of the date incurred.  The phone number is  
1-866-559-6851. 
 
Your claims for benefits under the Managed Behavioral Health Program should be submitted in writing to 
United Behavioral Health, P.O. Box 30755, Salt Lake City, UT  84130-0755, on or before the second 
anniversary of the date incurred.  The phone number is 1-800-977-7909.   
 
If you have elected an HMO, follow the claim review procedure provided in your certificate of coverage.   
 
Your claims for benefits should include any medical documentation necessary in order to review your 
claim.   
 
Notification of Benefit Determinations-Special Rules 

1. Urgent Care Claims.  You will be notified of the plan�s decision on your claim for urgent care, 

(whether adverse or not) as soon as possible, but not later than 72 hours after receipt of your 
claim by the plan, unless you fail to provide sufficient information to determine whether, or to 
what extent, benefits are covered or payable under the plan.  In the case of such a failure, you will 
be notified as soon as possible, but not later than 24 hours after receipt of your claim by the plan, 
of the specific information needed to complete your claim.  You will have at least 48 hours to 
provide the specified information.  You will be notified of the plan�s benefit determination as 

soon as possible, but not later the 48 hours after the plan�s receipt of the specified information, or, 

if earlier, the end of the period afforded you to provide the specified additional information.  If 
your claim is denied, you will be notified in the manner set forth below. 

2. Concurrent Care Claims.  If your plan has approved an ongoing course of treatment, any 
reduction or termination of such course of treatment shall be considered a denial of treatment.  
You will be notified in the manner set forth below of any denials of treatment at a time 
sufficiently in advance of the reduction or termination to allow you to appeal and obtain a 
determination on appeal of your denial.  If you request that your course of treatment be extended 
and it is a claim involving urgent care, you will be notified of the plan�s decision on your claim 
within 24 hours after receipt of the claim by the plan, provided that your claim is made to the plan 
at least 24 hours prior to the expiration of your original course of treatment.  If your claim is 
denied, whether your claim involves urgent care or not, you will be notified in the manner set 
forth below. 
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3. Pre-Service Claims.  You will be notified of the plan�s decision (whether adverse or not) on your 

pre-service claim not more than 15 days after receipt of your claim by the plan.  This period may 
be extended by the plan for up to 15 days, provided that the plan determines that such an 
extension is necessary due to matters beyond the control of the plan and notifies you, prior to the 
expiration of the initial 15-day period, of the circumstances requiring the extension of time and 
the date by which the plan expects to render a decision.  If such an extension is necessary due to 
your failure to submit information necessary to decide the claim, the notice of extension shall 
specifically describe the required information and you shall be afforded at least 45 days from the 
receipt of the notice within which to provide the specified information.  If your claim is denied, 
you will be notified in the manner set forth below. 

4. Failure to Follow Procedures in Filing a Pre-Service Claim.  If you fail to follow the plan�s 

procedures for filing a pre-service claim, you will be notified of the failure and of the plan�s 

procedures for filing a pre-service claim as soon as possible, but not later than 5 days (24 hours if 
your claim is an urgent care claim) following the failure.  This notification may be oral or in 
writing. 

5. Post-Service Claims.  You will be notified of the plan�s decision with respect to a post-service 
claim within 30 days of the receipt of your claim.  This period may be extended one time for up 
to 15 days, provided that the plan determines that such an extension is necessary due to matters 
beyond the control of the plan and notifies you, prior to the expiration of the initial 30-day period, 
of the circumstances requiring the extension of time and the date by which the plan expects to 
render a decision.  If such an extension is necessary due to your failure to submit the information 
necessary to decide the claim, the notice of extension shall specifically describe the required 
information and you shall be given at least 45 days from the receipt of the notice to provide the 
specified information.   

6. Authorized Representative.  An authorized representative may act on your behalf in filing claims 
and appeals.  The plan will determine whether a person is actually authorized to act as your 
representative.  However, if your claim is a claim for urgent care, a health care professional with 
knowledge of your medical condition shall be authorized to act on your behalf.  Contact your plan 
administrator for further details. 

Manner and Content of Your Notification of Benefits Determination 

1. Any notification of a benefits determination will be provided in writing or in electronic media 
(such as email) in a manner easily understood by a reasonable layperson.  Notification of urgent 
care claims may be provided orally with written or electronic notice furnished within 3 days of 
oral notice. 

2. If your claim for benefits is denied, your notice will: (i) state the specific reasons for your denial; 
(ii) state the specific plan provisions on which your denial was based; (iii) provide a description 
of any additional material or information necessary to you to perfect your claim and an 
explanation of why this material or information is necessary; (iv) include a description of the 
plan�s appeals process and the time limits applicable to such appeal, with a statement of your 

right to bring a civil action under section 502(a) of ERISA following a denial of your appeal; (v) 
if your denial was based on a medical necessity or experimental treatment or similar exclusion or 
limit, either an explanation of the scientific or clinical judgment for the determination, applying 
the terms of the plan to your medical circumstances, or a statement that such explanation will be 
provide free of charge at your request; and (vi) if your denial was based on an internal rule, 
protocol, guideline or similar criterion, such internal rule, protocol or criterion will be included or 
a statement that you may obtain a copy of such internal rule, guideline, etc. upon your request and 
free of charge will be included.  If your denial concerns an urgent care claim, your notification 
will provide you with a description of the plan�s expedited review process. 
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Appealing Your Denial 

You will be given the chance to file two appeals on your claim.  You must file your request for appeal in 
writing (unless special urgent care procedures apply).   
 
Your request for appeal of claims involving medical, vision, dental or hearing expenses should be sent to 
Aetna, P.O. Box 981109, El Paso, TX  79998-1109.  The phone number is 1-800-435-2969 and the fax 
number is 1-260-496-5461.   
 
Your request for appeal of claims involving prescription drugs should be sent to Caremark, Inc., Appeals 
Department, 2211 Sanders Road, Northbrook, IL  60062.  The phone number is 1-866-559-6851.   
 
Your request for appeal of claims involving Managed Behavioral Health Program should be sent to UBH 
Employers Division Appeals, P.O. Box 32040, Oakland, CA  94604.  The phone number is 1-800-888-
2998 x5182 and the fax number is 415/547-6259.   
 
Each level of appeal will provide you with a full and fair review which includes the following procedures: 

(i) At least 180 days to file your appeal (including your second appeal). 

(ii) The opportunity to submit written comments, documents, records and other materials 
relating to your claim for benefits for review upon appeal.  This information will be taken 
into account on appeal regardless of whether it was initially submitted with your claim. 

(iii) The opportunity for reasonable access to and copies of, at your request and free of 
charge, any documents, records or other information relevant to your claim. 

(iv) The review will not defer to any prior denial and will be conducted by a plan fiduciary 
who is neither the individual who made the initial denial (or denial upon appeal), nor the 
subordinate of such an individual. 

(v) If your denial was based on a medical judgment of any kind, a health care professional 
with appropriate experience and training in the areas relevant to your claim will be 
consulted in making your benefit decision upon appeal.  Such health care professional 
will not be any individual who was previously consulted with regard to your claim or a 
subordinate of that individual. 

(vi) Identify any medical or vocational experts who were consulted by the plan regarding 
your claim. 

(vii) If your claim involves urgent care, you will have the opportunity to use an expedited 
review process.  You will be able to file your request for appeal via telephone or via 
facsimile or other appropriate means.   

Benefit Decisions on Appeal-Special Rules 

1. Urgent Care Claims.  You will be notified of the decision on your urgent care appeal (both first 
and second) as soon as possible, but no later than 72 hours after the receipt of your request for 
appeal. 

2. Pre-Service Claims.  You will be notified of the decision on your pre-service appeal within 15 
days of the receipt by the plan of your request for appeal.  

3. Post-Service Claims.  You will be notified of the decision on your post-service claim within 30 
days of the receipt by the plan of your request for appeal.   
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Manner and Content of Your Notification of Benefits Determination on Appeal 

1. Any notification of benefits determination on appeal will be provided in writing or in electronic 
media (such as email). 

2. If your claim for benefits is denied, your notice will: (i) state the specific reasons for your denial; 
(ii) state the specific plan provisions on which your denial was based; (iii) provide a description 
of any additional material or information necessary to you to perfect your claim and an 
explanation of why this material or information is necessary; (iv) include a description of the 
plan�s voluntary appeals process, if any, and a statement of your right to bring a civil action under 
section 502(a) of ERISA following a denial of your appeal; (v) if your denial was based on a 
medical necessity or experimental treatment or similar exclusion or limit, either an explanation of 
the scientific or clinical judgment for the determination, applying the terms of the plan to your 
medical circumstances, or a statement that such explanation will be provide free of charge at your 
request; (vi) if your denial was based on an internal rule, protocol, guideline or similar criterion, 
such internal rule, protocol or criterion will be included or a statement that you may obtain a copy 
of such internal rule, guideline, etc. upon your request and free of charge will be included; and 
(vii) a statement as to the availability of voluntary dispute resolution mechanism.  If your denial 
concerns an urgent care claim, your notification will provide you with a description of the plan�s 

expedited review process. 

Definitions 

1. �Urgent care claim� means a claim for medical care with respect to which the application of large 
time periods could seriously jeopardize your life, health or ability to regain maximum function, or in 
the opinion of a physician, would subject you to severe pain that could not be adequately managed 
without the care that is the subject of the claim. 

 
2. �Pre-service claim� means any claim for a benefit with respect, which the terms of the plan condition 

receipt of the benefit on approval of the benefit in advance of obtaining medical care.  
 
3. �Post-service claim� means any claim for a benefit that is not a pre-service claim. 
 
Additional Voluntary Appeal Rights  

After you have exhausted your direct appeals, you may also appeal for a full and fair review by 
International Truck and Engine Corporation.  You do not, however, have to make this appeal before you 
can bring a civil action under Section 502(a) of ERISA, and if you bring such an action the plan waives 
any right to assert that you have failed to exhaust administrative remedies because you did not elect to 
summit the benefit dispute to this voluntary appeal.  Further, if you do make this voluntary appeal to the 
International Truck and Engine Corporation, the statute of limitations or other defense based on 
timeliness is tolled during the time that the voluntary appeal is pending.  A voluntary appeal will have no 
effect on your right to any other benefits under the plan.  Decisions on appeal will be made pursuant to 
the same time schedule as appeals heard by the plan, expect that pre-service claims shall be responded to 
in 30 days instead of 15 days, and post-service claims in 60 days instead of 30 days.  If special 
circumstances require an extension of time for processing, you will be notified in writing.  In that case, a 
decision will be made as soon as possible, but not later than 120 days after receiving your request for 
review.  The manner and content of notification on appeal will be similar to the notification on other 
appeals under the plan. 

You may appeal to International Truck and Engine Corporation, Employee/Retiree Information Center, 
Attn: Health Plan Specialist, P.O. Box 1097, Warrenville, IL  60555. The phone number is 1-877-353-
5100 and the fax number is 1-630-753-5125.  Your request must be in writing, except for urgent care 
appeals, and must be received within 60 days of the decision you received from the claim administrator.   
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