
1When participating in the medical program, an employer MUST choose one of the four 
Basic Group Life with AD&D plans for employee.
2Due to carrier contracts, employers offering Health Net Silver HMO Plans may NOT 
offer any other Health Net HMO Plan or Health Net EOA Plan.

1When participating in the medical program, an employer MUST choose one of the four 
Basic Group Life with AD&D plans for employee.
2Due to carrier contracts, employers offering Health Net Silver HMO Plans may NOT 
offer any other Health Net HMO Plan or Health Net EOA Plan.
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Now, Therefore, the parties hereby agree as follows:
1. The Company is a member firm of the Printing Industries of America Inc.

2. The Company wishes to offer its “eligible” employees (as deemed by the Trust) coverage under the employee benefit plans (the 
“Plans”) selected by Company and offered by the Trust.

3. The Company shall participate in the Trust pursuant to the Amended and Restated Agreement and Declaration of the Trust of Printing 
Industries Benefit Trust.

4. The Company shall contribute to the Trust an amount equal to/or greater than 50% of the cost of coverage under the least expensive 
of the Plans for all “employees eligible” to participate under the terms of the Plans (“eligible employees” as deemed by the Trust).

5. The Company shall give each eligible employee the opportunity to elect coverage under any of the plan options selected by the company 
and to elect coverage for his or her spouse and/or children who are eligible under the plan; provided, that the cost of coverage to the 
extent that it exceeds the amount the company contributes on behalf of each eligible employee, pursuant to paragraph 2 above, shall be 
paid by the eligible employee.

6. That Company shall remit to the Trust by the 10th day of each month the total contributions required under the plan for the month.

7. The Company shall review the statement received from the Trust each month to verify that the coverage set forth therein for each 
eligible employee is correct and shall report any corrections to the Trust within 20 days following receipt of such statement.

8. Failure to remit to the Trust the contributions required under the plan when due will cause the termination of coverage under the Plan 
for all eligible employees of the Company and their spouses and children. In any such event, the Trust shall further be entitled to take 
any appropriate legal action, including, but not limited to, action to recover all amounts due, interest thereon and expenses incurred, 
including reasonable attorneys’ fees, and coverage will not be reinstated.

9. The undersigned may voluntarily terminate its participation in the Trust thirty days after receipt by the Trust of written notice thereof.

10. Terminations are effective at the end of the month in which the employee was terminated.

11. This Agreement supersedes any prior agreements between the parties related to the subject matter of this Agreement.

IN WITNESS WHEREOF the parties have executed this agreement as of the date below.

The Trust: Printing Industries Benefit Trust

By: Title:                                 Date:

The Company:

By: Title:                                 Date:

2010 Member Participation Agreement
and Group Information

Company Selected Options (check all applicable options):

Waiting Period for Future Hires:
(the first of a month following 1, 2 or 3 months)

COBRA Administrator?     ❑ PIBT     ❑ SELF

Company Name: (the “Company”)
This Company Participation agreement is made and entered into by the Company and Printing 
Industries Benefit Trust (the “Trust”) and agree with all the information and facts stated herein:

General Information:

Requested Effective Date: (1st of next month)

Address:

City: State: Zip:

Phone: Fax:

Website:

Association Member #: OR ❑ Application Pending Approval

PIBT #: (if applicable) FEIN#:

Number of Employees: Number of Eligible Employees:

Number of COBRA or CAL COBRA Participants:

Employer Contribution for:  Employee               %         Dependent:       %

Authorized Company Representative:

Name: Title:

Phone: Fax:

Email:

(please complete all information in order to avoid delays)

Group Medical

Life Insurance

Voluntary Products

Chiropractic

Vision

Dental

Employee Assistance 
Program

Executive Benefit Option

2010 health care benefits for 
PIA members of California:

CUSTOMER SERVICE ISSUES
FOR PINC, PIASC & PIASD MEMBERS:
Contact your team member listed below 800.449.4898
 Companies
 beginning Team (leader) Extension Email
 with letter:
  

  Anna Acuna 240 anna@piasc.org
  Sandra Bonilla 258 sandra@piasc.org
  Denise Holguin 239 denise@piasc.org

  Mario Geraci 227 mario@piasc.org
  Olga Cuellar 250 olga@piasc.org
  Carlos Sanmiguel 239 carlos@piasc.org

  COBRA Department      
  For COBRA related questions call (323) 728-9500 and ask 
  for the COBRA Department
  
    Major Accounts      
  Evie Bañaga 224 evie@piasc.org
  Jessica Munguia 225 jessica@piasc.org

Supplies: Fax requests to 323.722.7386

Enrollment Forms: Download at our website: www.piasc.org/pages/pincforms.html

Submitting Completed Enrollment Forms: Fax to 323.722.7386

Making Selections
EMPLOYERS: Complete and return the PIBT “2010 Member Participation 
Agreement” (see inside back cover).

Things to consider when selecting or adding a program:

• Choose carefully – Plan options can only be added or changed during open 
enrollment each year.

• Limit your choices – This allows for easy communication of employee       
enrollment each year.

• Employee residential location – Some HMO plans are limited to certain zip code 
regions. You may need to consider an alternate PPO plan for these situations.

• Avoid adverse selection – Plan options are considered employee benefits and 
are to be funded on an equal basis. The employer is required to fund 50% of the 
employee’s premium of the least expensive plan types selected from each 
category. In turn, the employee may pay for any difference in premium if a more 
expensive plan is selected.

• Employees are entitled to make changes to their plan options and/or add 
dependents only during open enrollment (except for Lifestyle Changes).

Need Help? Who to Call

PRINTING INDUSTRIES
BENEFIT TRUST
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A-D
E-M

N-P
Q-Z

Health Net EOA   ❑ Standard 10    ❑ Value 10    ❑ Value 20
                                      ❑ Standard 30     ❑ Value 30

Basic Group Life with AD&D1

❑  $5,000 No Additional Charge w/Medical

❑  $10,000    ❑  $15,000    ❑  $20,000

POS Plans

Blue Shield POS   ❑  Added Advantage          Health Net POS   ❑  20     

PPO Plans

Blue Shield Spectrum ❑ Zero Ded.    ❑ 250 Premier    ❑ 250 Standard
 ❑ 500 Premier    ❑ 500 Standard    ❑ 500 Value
 ❑ 1000   ❑ 1000 Value   ❑ 1500 Value   ❑ 3000
Blue Shield Savings   ❑ 2250   ❑ 2500    
Health Net PPO   ❑ Standard 20   ❑ Value 20    ❑ Standard 30  
          ❑ Value 30   ❑ Standard 40  ❑ Value 40  ❑ Value HSA 2500  
          ❑ Value HSA 3500  ❑  HSA Value 4500

EOA Plans

HMO Plans

CIGNA Healthplan HMO   ❑  20/40      ❑  30/50
Blue Shield Access+ HMO ❑ 5   ❑ 10  ❑ 15   ❑ 20   ❑ 25   ❑ 30  ❑ 40 
Blue Shield Active Choice   ❑ 750 SG     ❑ 500 SG
Health Net HMO  ❑ Standard 20  ❑ Value 20  ❑ Standard 40  ❑ Value 40
Health Net Silver HMO ❑ Standard 30  ❑ Value 30  ❑ Standard 40  ❑ Value 40
Kaiser HMO   ❑ 5     ❑ 10     ❑ 15     ❑  20     ❑  25     ❑  30     ❑  40
Kaiser Deductible HMO ❑  500/10      ❑  500/20/20%      ❑  1000/20  
  ❑  1500/100%       ❑   2000/30
Kaiser Hospital Deductible HMO  ❑  500/20/10%   ❑  1000/30   

Dental Plans

❑ Humana DPO Indemnity Plan

❑ Blue Shield DMO Plan 252

❑ CIGNA Dental DMO F1-06

❑ SafeGuard / MetLife Dental DMO SGX-225

Western Dental ❑ DMO 7750    OR       ❑ DMO 7740  

Vision Plans

Vision Service Plan     ❑ VSP I   OR    ❑ VSP II

❑ Vision Indemnity            ❑ Eye Med Access Plan B

Chiropractic

❑ Landmark Advantage with Acupuncture    OR

❑ Landmark Basic without Acupuncture

Mental Health

❑ EAP      

Custom Plan Choices

❑ _____________________________________________________

Major Accounts
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