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P.O. Box 4080  
Lisle, IL, 60532 

 

 
 
 
 
 
 
Date:  October  2025    
 
To: All Retirees and Surviving Spouses in the Navistar, Inc. Retiree Medical Plan 
 
Subject:           Details regarding the premiums, deductibles, out-of-pocket  

maximums and prescription drug co-payments for the year 2026 
 
 

Under the Settlement Agreement, the monthly contributions or “premiums” that you must pay to 
participate in the Health Benefit program are required to change each year.  Factors that are taken into 
account are inflation and Plan experience.  In addition, the deductibles and out-of-pocket maximums 
for retirees and surviving spouses are scheduled to increase by 6% each year. 
 
As you may recall, the Settlement Agreement established a Supplemental Trust that is governed by a 
Committee of five individuals, all of whom are independent from the Company.  The Trust was initially 
funded by the contribution of approximately 25.6 million shares of Navistar International Corporation’s 
Class B Common Stock.  The Trust subsequently sold all of that stock and has used some of the 
proceeds to provide additional benefits to plan members and has reinvested the remainder in other 
investments.  In addition to income from such investments, the Trust may also receive profit sharing 
payments from the Company based on a formula described in the Settlement Agreement.   
 
For 2026, the Navistar, Inc. Supplemental Benefit Committee has decided to use funds in the Trust to 
buy down, and in some cases eliminate, increases in health care premiums, deductibles, and out-of-
pocket maximums for retirees.  This action by the Supplemental Trust Committee reduces those cost-
sharing items that retirees would otherwise be obligated to pay.  The Supplemental Trust Committee 
has also decided to use funds in the Trust to reduce the prescription drug co-payments that retirees 
would otherwise be obligated to pay.  
 
Starting in 1999, the Supplemental Trust began providing dental, vision and hearing aid coverage to 
plan members and, starting September 19, 2000, it began restoring up to $5,000 of the life insurance 
coverage for retired employees that had been reduced under the Settlement Agreement.  It will continue 
those benefits for 2026. 
 

The January 1, 2026, premiums and out-of-pocket deductibles and maximums are detailed in the charts 
that follow.  The tables show the scheduled amounts for premiums, deductibles, out-of-pocket maximums 
and drug co-payments and how the actions of the Supplemental Trust Committee have reduced your share 
of the health care costs.  We will keep you informed of any changes.  
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DEDUCTIBLES 
 

 
Year 

(Medicare &  
Non-Medicare) 

 
Actual 

 
Year 

(Medicare &  
Non-Medicare) 

 
Actual 

1993 $ 200.00 $ 200.00 2010 $539.00 $ 400.00 
1994 $ 212.00 $ 200.00 2011 $571.00 $ 400.00 
1995 $ 225.00 $ 200.00 2012 $606.00 $ 400.00 
1996 $ 238.00 $ 200.00 2013 $642.00 $ 400.00 
1997 $ 252.00 $ 214.00 2014 $681.00 $ 400.00 
1998 $ 267.00 $ 0 2015 $721.00 $ 400.00 
1999 $ 284.00 $ 0 2016 $765.00 $ 400.00 
2000 $ 301.00 $ 0 2017 $811.00 $ 600.00 
2001 $ 319.00 $ 0 2018 $859.00 $ 859 Medicare 

$600.00 Non-Medicare 
2002 $ 338.00 $ 0 2019 $910.00 $910 Medicare 

$600.00 Non-Medicare 
2003 $ 358.00 $ 0 2020 $964.00 $ 600.00 
2004 $ 380.00 $ 200.00 2021 $1,022.00 $ 600.00 
2005 
2006 
2007 

$ 403.00 
$ 427.00 
$ 453.00 

$ 200.00 
$ 200.00 
$ 200.00 

2022 
2023 
2024 

$1,084.00 
$1,149.00 
$1,218.00 

$      0.00 
$      0.00 
$      0.00 

2008 
2009 

$ 480.00 
$ 509.00 

$ 200.00 
$ 200.00 

2025 
2026 

$1,291.00 
$1,368.00 

$      0.00 
$      0.00 

OUT-OF-POCKET MAXIMUMS 
 
 

Year 

Scheduled Out-of-
Pocket Maximum 

(Non-Medicare Only) 

 
 

Actual 

 
 

Year 

Scheduled Out-of-
Pocket Maximum 

(Non-Medicare Only) 

 
 

Actual 
1993 $500.00 $500.00 2010 $1,346.00 $522.00 
1994 $530.00 $500.00 2011 $1,427.00 $522.00 
1995 $562.00 $500.00 2012 $1,513.00 $722.00 
1996 $596.00 $500.00 2013 $1,604.00 $722.00 
1997 $632.00 $536.00 2014 $1,700.00 $722.00 
1998 $670.00 $322.00 2015 $1,801.00 $722.00 
1999 $709.00 $322.00 2016 $1,910.00 $722.00 
2000 $752.00 $322.00 2017 $2,025.00 $1,000.00 
2001  $797.00 $322.00 2018 $2,147.00 $1,000.00 
2002 $845.00 $322.00 2019 $2,275.00 $1,000.00 
2003 $896.00 $322.00 2020 $2,411.00 $1,000.00 
2004 $949.00 $522.00 2021 $2,556.00 $1,000.00 
2005 $1,006.00 $522.00 2022 $2,709.00 $   400.00 
2006 $1,066.00 $522.00 2023 $2,872.00 $   400.00 
2007 $1,130.00 $522.00 2024 $3,044.00 $   400.00 
2008 
2009 

$1,198.00 
$1,270.00 

$522.00 
$522.00 

2025 
2026 

$3,227.00 
$3,420.00 

$   400.00 
$   400.00 
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HEALTH CARE PREMIUMS 
Year Scheduled Premiums Actual 

 Plan 1 
Non-Medicare 

Plan 2 
Medicare 

Plan 1 
Non-Medicare 

Plan 2 
Medicare 

1995 $53.25 $25.86 $53.25 $25.86 
1996 $64.45 $31.30 $53.25 $25.86 
1997 $66.99 $32.53 $55.79 $27.09 
1998 $61.64 $29.94 $50.00 $25.00 
1999 $56.60 $27.49 $50.00 $25.00 
2000 $60.73 $29.50 $50.00 $25.00 
2001 $66.94 $32.51 $50.00 $25.00 
2002 $81.36 $39.52 $50.00 $25.00 
2003 $83.36 $40.49 $50.00 $25.00 
2004 $92.22 $44.79 $50.00 $25.00 
2005 $106.17 $51.57 $50.00 $25.00 
2006 $108.40 $52.65 $50.00 $25.00 
2007 $104.82 $50.91 $50.00 $25.00 
2008 $117.34 $56.99 $50.00 $25.00 
2009 $125.37 $60.90 $50.00 $25.00 
2010 $128.96 $62.64 $54.00 $27.00 
2011 
2012 
2013 
2014 
2015 
2016 
2017 
2018 
2019 
2020 
2021 
2022 
2023 

2024-2026 

$131.64 
$71.01 
$126.58 
$190.85 
$137.53 
$189.14 
$213.65 
$205.07 
$214.15 
$207.20 
$196.03 
$  73.62 
$    9.37 
$    0.00 

$63.94 
$34.49 
$61.48 
$92.70 
$66.80 
$91.87 
$103.77 
  $99.60 
$104.02 
$100.64 
$  95.21 
$  35.76 
$    4.55 
$    0.00 

$56.68 
$40.68 
$51.62 
$71.62 
$62.57 
$71.62 
$71.62 
$71.62 
$71.62 
$71.62 
$71.62 
$  5.00 
$  5.00 
$  0.00 

$28.30 
$20.30 
$25.84 
$35.84 
$31.16 
$35.84 
$35.84 
$22.26 
$22.26 
$22.26 
$22.26 
$  5.00 
$  4.55 
$  0.00 

DRUG CO-PAYS—RETAIL (PHARMACIES) PER 30 DAY SUPPLY 
Year Generic Co-pay Brand Co-pay 

7/1/1993 - 6/30/1995 $ 8.00 $ 18.00 
7/1/1995 - 12/31/95 $ 6.00 $ 16.00 
1996 through 1999 $ 5.00 $ 15.00 
2000 through 2003 $ 2.00 $   5.00 
2004 through 2025 $ 5.00 $ 12.00 

2026 $ 5.00 $ 12.00 
DRUG CO-PAYS—MAIL ORDER  

Year Generic Co-pay Brand Co-pay 
   

7/1/1993 - 6/30/1995 $ 7.00 * $ 7.00 * 
7/1/1995 - 12/31/95 $ 5.00 * $ 5.00 * 
1996 through 1999 $ 4.00 * $ 4.00 * 

*  For years 1993 through 1999, the amounts shown were the co-pays per each 30-
day supply.  Therefore, for those years, the co-pays for a 90-day supply were three 

times the amounts shown for a 30-day supply. 
2000 through 2003  $ 0 $ 0 

 2004 - 2026  
For up to a 90-day supply 

$ 4.00 $ 7.00 
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OFFICE VISIT DEDUCTIBLE 
 

In July 2005, a physician office service benefit was added under the Shy Medical Plan 1 in order to 
provide you with access to discounts when seeking treatment from Aetna PPO network providers.     
 
To accomplish this, physician office services (i.e., services performed in an office setting other than x-
ray and lab charges) with a date of service on or after July 1, 2005, which were formerly not covered, 
became subject to a separate calendar year deductible.  This deductible was $1,500 for 2005 and 2006.  
This deductible applies separately to each member in the plan.   After 2006, this deductible is subject 
to change based upon the current medical trend.  The following chart outlines the deductible: 
 

Year Actual 
7/1/2005 $ 1,500.00 
1/1/2006 $ 1,500.00 
1/1/2007 $ 1,620.00 
1/1/2008 $ 1,798.00 
1/1/2009 $ 1,996.00 
1/1/2010 $ 2,255.00 
1/1/2011 
1/1/2012 
1/1/2013 
1/1/2014 
1/1/2015 
1/1/2016 
1/1/2017 
1/1/2018 
1/1/2019 
1/1/2020 
1/1/2021 
1/1/2022 
1/1/2023 
1/1/2024 
1/1/2025 
1/1/2026 

$ 2,559.00 
$ 2,848.00 
$ 3,130.00 
$ 3,466.00 
$ 3,826.00 
$ 4,163.00 
$ 4,529.00 
$ 4,928.00 
$ 5,312.00 
$ 5,726.00 
$ 6,173.00 
$ 6,654.00 
$ 7,173.00 
$ 7,711.00 
$ 8,289.00 
$8,737.00 

 
 
After the applicable calendar year deductible has been met per member, a per member co-insurance 
expense of 50% for network physicians or a per member co-insurance expense of 80% of the 
reasonable and customary charge for out-of-network physicians will apply. Your out-of-pocket expenses 
that are applied toward meeting this deductible and co-insurance expense (1) will only apply to physician 
office service expenses performed in an office setting (excluding any x-ray and lab charges and other 
health care services, such as surgery, outpatient or inpatient fees), and (2) will not count towards your 
general annual deductible, co-payment maximum, or out-of-pocket maximum under the plan. 
 

 
If you have relatives or residents of your household who do not qualify as regular dependents, but are 
dependent on you for more than one-half of their support as defined by the Internal Revenue Service, 
they may be eligible for coverage as sponsored dependents.  The premium for sponsored dependent 
coverage is the full cost of the plan. The full cost of Plan 1 (non-Medicare) for the year 2026 is $1,058.44 
per month. The full cost of Plan 2 (Medicare) for 2026 is $260.76    per month. You may add sponsored 
dependents to your coverage as long as you enroll them within 31 days after they become eligible for 
coverage and you pay the full premium cost; otherwise, you may enroll sponsored dependents during 
the annual enrollment period designated by the Company. The annual enrollment period for the year 
2026 coverage is November 10 - November 17, 2025.  Please call Navistar’s P&C Connection 
Network at 1-877-353-5100. 
 









SUMMARY OF BENEFIT CLAIM AND APPEAL PROCEDURES 
EFFECTIVE NOVEMBER 1, 2002, AS AMENDED NOVEMBER 15, 2006 

 
 

   
SHY 

This Summary of Material Modification explains the new rules that govern claim and appeal procedures 
under the PPO and Indemnity coverage options offered under the International Truck and Engine 
Corporation Retiree Health Benefit Program (the �Plan�), negotiated as part of the settlement reached in 
Shy v. Navistar; except that this Summary of Material Modification does not apply to or modify the 
benefit options made available under the retiree supplemental benefit program under the Plan, as 
administered by the Supplemental Benefit Committee.  These rules are intended to comply with Section 
503 of the Employee Retirement Income Security Act of 1974, as amended (�ERISA�) and apply to 
initial claims for benefits under the Plan made on or after November 15, 2006.  If you are enrolled in an 
HMO coverage option offered under the Plan, please consult your HMO or HMO booklet for the rules 
that govern claim and appeal procedures under the Plan.  Please keep this summary with your Summary 
Plan Description for future reference.   
 
Initial Claims for Benefits 

Your claims related to eligibility to participate in the Plan should be submitted in writing to International 
Truck and Engine Corporation, Attn: Employee/Retiree Information Center/Health Plan Specialist, P.O. 
Box 1097, Warrenville, IL  60555.  The phone number is 1-877-353-5100. 

Your claims under the Plan for medical expense benefits should be submitted in writing to Aetna, Attn: 
National Account CRT, P.O. Box 14463, Lexington, KY  40512.  The phone number is 1-800-435-2969.   
 
Your claims under the Plan for prescription drug benefits should be submitted in writing to Caremark, 
Inc., P.O. Box 686005, San Antonio, TX  78268-6005. The phone number is 1-866-559-6851. 

Claims must be submitted no later than one year following the date of service.  Failure to file the 
claim within the one-year timeframe will not invalidate claims where it is shown that it was not 
reasonably possible or not practicable to file within such time.  Your claim for benefits under the Plan 
should include any documentation (including relevant medical documentation) necessary in order to 
review your claim.     

Notification of Benefit Determination � 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 the Plan has approved coverage for an ongoing course of treatment to 
be provided over a period of time or number of treatments, any reduction or termination of such 
course of treatment (other than by Plan amendment or termination) before the end of such period 
of time or number of treatments 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 before the benefit is reduced or terminated.  If you request that your course of treatment be 
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extended beyond the period of time or number of treatments and it is a claim involving urgent 
care, you will be notified of the Plan�s decision (whether adverse or not) 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 prescribed 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. 

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.  In the event that a period of time is extended 
due to a failure to submit information necessary to decide your claim, the period of making the 
benefit determination shall be tolled from the date on which the notification of the extension is 
sent to you until the date on which you respond to the request for additional information. 

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, unless 
you request written notification. 

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.  In the event that a period of time is extended due to a failure to submit 
information necessary to decide your claim, the period of making the benefit determination shall 
be tolled from the date on which the notification of the extension is sent to you until the date on 
which you respond to the request for additional information. 

6. Authorized Representative.  An authorized representative may act on your behalf in filing a claim 
and/or appeal under the Plan.  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 Benefit Determination 

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

2. If your claim for benefits is denied, in whole or in part, your notice will: (i) state the specific 
reasons for your denial; (ii) state the specific Plan provisions on which your denial was based; 
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(iii) provide a description of any additional material or information necessary for 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 provided free of charge upon your request; (vi) if your denial was based 
on an internal rule, protocol, guideline, or other similar criterion, such internal rule, protocol, or 
other similar criterion will be included or a statement that you may obtain a copy of such internal 
rule, guideline, protocol, or other similar criterion upon your request and free of charge will be 
included; and (vii) if your denial concerns an urgent care claim, your notification will provide you 
with a description of the Plan�s expedited review process. 

Appealing Your Denial 

If your claim for benefits under the Plan was denied, in whole or in part, you will be given the chance to 
file an appeal on your claim. However, you must make your appeal within one year of the date you 
receive the notice of claim denial.  Failure to timely file your appeal will result in both your notice 
of claim denial being upheld and you being deemed to have exhausted your administrative remedies 
(other than your right to file a voluntary appeal, as described below) available under the Plan�s 

claims procedures.  If a claim is denied under Plan 2 because Medicare did not cover the expense, you 
cannot appeal the denial unless Medicare reverses their initial denial of payment.  You must timely file 
your request for appeal in writing (unless you request an expedited appeal of an urgent care claim, in 
which case the appeal may be submitted orally or in writing).   
 
Request for Appeal 
Your request for appeal related to eligibility to participate in the Plan should be submitted to International 
Truck and Engine Corporation, Attn: Employee/Retiree Information Center/Manager, Healthcare, P.O. 
Box 1097, Warrenville, IL  60555.   

Your request for appeal of claims involving medical expense benefits should be sent to Aetna, Attn:  
National Account CRT, P.O. Box 14463, Lexington, KY  40512.  
 
Your request for appeal of claims involving prescription drugs should be sent to Caremark, Inc., Appeals 
Department, MC109, P.O. Box 52084, Phoenix, Arizona 85072-2084or fax to 1-866-689-3092.  The 
phone number is 1-866-559-6851.   
 
Your appeal will provide you with a full and fair review which includes the following procedures: 

(i) 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. 

(ii) 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. 

(iii) 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. 

(iv) 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 
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will not be any individual who was previously consulted with regard to your claim or a 
subordinate of that individual. 

(v) Identify any medical or vocational experts whose advice was obtained in connection with 
your claim denial, without regard to whether the advice was relied upon in making the 
claim denial. 

(vi) 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, facsimile 
or other available similarly expeditious method.   

Benefit Decisions on Appeal � Special Rules 

1. Urgent Care Claims.  You will be notified of the decision on your urgent care appeal 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 30 
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 60 
days of the receipt by the Plan of your request for appeal.   

Manner and Content of Your Notification of Benefit Determination on Appeal 

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

2. If your claim for benefits on appeal 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) include a 
statement that you are entitled to receive, upon request and free of charge, reasonable access to, 
and copies of, all documents, records, and other information relevant to your claim for benefits; 
(iv) include a statement describing the Plan�s voluntary appeals process and your right to obtain 
sufficient information about such procedures for you to make an informed judgment about 
whether to submit a benefit dispute to the voluntary level of appeal, 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 
provided free of charge upon your request; (vi) if your denial was based on an internal rule, 
protocol, guideline, or other similar criterion, such internal rule, protocol, or other similar 
criterion will be included or a statement that you may obtain a copy of such internal rule, 
guideline, protocol, or other similar criterion upon your request and free of charge will be 
included; and (vii) a statement as to the availability of any voluntary dispute resolution 
mechanism.  

Definitions 

1. �Urgent care claim� means a claim for medical care with respect to which the application of large 
time periods for making non-urgent care determinations 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 under the Plan with respect to which the terms of 

the Plan condition receipt of the benefit, in whole or in part, on approval of the benefit in advance of 
obtaining medical care.  
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3. �Post-service claim� means any claim for a benefit under the Plan that is not a pre-service claim. 
 

Additional Voluntary Appeal Rights  

After you have exhausted your required appeal (as described above), you may also file a voluntary appeal 
to the Health Benefit Plan Committee.  You do not, however, have to file a voluntary 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 
submit the benefit dispute to this voluntary appeal procedure.  Further, if you do make a voluntary appeal, 
the statute of limitations or other defense based on timeliness is tolled during the time that the voluntary 
appeal(s) is pending.  A voluntary appeal will have no effect on your right to any other benefits under the 
Plan and no fees or costs are imposed on you as part of a voluntary appeal.  Decisions on voluntary appeal 
will be made pursuant to the same time schedule as appeals heard by the Plan.  However, 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 of benefit determination on voluntary appeal will be 
similar to the notification on other appeals under the Plan. 

You may submit your voluntary appeal to the Health Benefit Plan Committee, c/o International Truck and 
Engine Corporation, 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 appeal to the Health Benefit Plan Committee must be in writing 
(except for urgent care appeals) and should include a Health Benefit Appeal Request Form (attached).  
For additional information regarding the Health Benefit Plan Committee and the voluntary appeal 
procedure, please refer to the Plan�s Summary Plan Description. 
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