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CAPE COD COLLABORATIVE
Employee benefits summary
418 Bumps River Road • Osterville, MA 02655
www.capecodcollaborative.org

BENEFIT ELIGIBILITY

Employees who regularly work 20+ hours per week are considered to be benefit-eligible.

EMPLOYER CONTRIBUTION

The Collaborative contributes 55% of the cost for health, dental and group life coverage. Employees are
responsible for 45% of the cost.

SECTION 125 CAFETERIA PLAN

Through the Collaborative’s Premium Only Plan, payroll deductions for health, dental and group life
insurance premiums are paid with pre-tax dollars. These pre-tax premiums are exempt from Federal,
State, and Medicare & FICA Taxes.

HEALTH AND DENTAL INSURANCE

The Collaborative offers health and dental coverage as a member of the Cape Cod Municipal Health
Group (http://ccmhg.com).

HEALTH INSURANCE OPTIONS (Individual, Single Parent/Single Child, Family)
HMO Plans
Blue Cross Blue Shield Network Blue HMO
Harvard Pilgrim HMO

HSA Qualified*High Deductible HMOs
Blue Cross Blue Shield Access Blue New England
Saver
Harvard Pilgrim Best Buy HSA HMO

DENTAL INSURANCE (Individual, Single Parent/Single Child, Family)
Delta Dental PPO Plus Premier

FLEXIBLE SPENDING ACCOUNT (FSA)

A Flexible Spending Account allows employees to set aside money through pre-tax payroll deductions,
which can be used for eligible health care costs and dependent care expenses. These accounts run on a
calendar year, with open enrollment occurring in December. New hires have thirty (30) days from date of
hire to enroll.

*HEALTH SAVINGS ACCOUNT (HSA)

Eligible employees who elect HSA Qualified HMO health plans will have an HSA account established
upon enrollment. The Collaborative will contribute one-half of the plan deductible to this account each
year ($1,000 for individual coverage, $2,000 for single parent/single child or family coverage). The
contributions are made in monthly increments of $100 or $200 over ten (10) months. Employees may
elect to contribute through pre-tax payroll deductions.
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GROUP LIFE, VOLUNTARY LIFE AND VOLUNTARY LONG-TERM DISABILITY
Offered through Boston Mutual Life Insurance Company
Group Life
Basic Term Life, AD&D
Employer 55% of premium,
Employee 45% of premium
Paid through pre-tax payroll
deductions

Voluntary Life
Additional Term Life, AD&D
Employee pays cost of coverage

Voluntary LTD
Long-term disability benefit
Employee pays cost of coverage

Paid through after-tax payroll
deductions

Paid through after-tax payroll
deductions

RETIREMENT PLANS

The Cape Cod Collaborative is a municipal employer. Collaborative employees are not covered by Social
Security. Employees hired after March 31, 1986 have Medicare protection. Collaborative payroll
deductions include Medicare, but not Social Security. The following retirement plans take the place of
Social Security:

Cape Cod Collaborative OBRA 457(b) Plan

Appropriate for part-time employees (less than 20 hours per week). Employees contribute 7.5% if gross
income, pre-tax, to an individual account established in their names.

Massachusetts State Board of Retirement (MSRB)

Full-time employees (who are not required to have Certification from the Department of Education for
their current position) are enrolled in the Massachusetts State Board of Retirement. Generally, the
employee contribution is 9% of gross income with an additional 2% calculated on income over $30,000.
These deductions are pre-tax for federal taxation, but post-tax for Massachusetts taxation.

Massachusetts Teachers Retirement System (MTRS)

Certified educators and administrators are enrolled in the MTRS. The required retirement deduction is
dependent on the date when the employee first enrolled in the system. Deductions are pre-tax for federal
taxation, but post-tax for Massachusetts taxation.

ADDITIONAL RETIREMENT SAVINGS OPTIONS – Deferred Compensation Plans
Cape Cod Collaborative 403(b) Plan

403(b) Plans provide valuable retirement savings options. Employees who wish to enroll first select an
authorized investment provider and an investment product. Upon establishment of an account, a “Salary
Reduction Agreement” is submitted to Human Resources, and pre-tax payroll deductions are established.

Cape Cod Collaborative 457(b) Deferred Compensation Plan

Employees may set aside retirement savings through pre-tax contributions to the Collaborative’s
voluntary 457(b) plan. Unlike the mandatory OBRA deduction, employees may elect to have their
retirement funds managed or may select their own investment options.

WORKERS COMPENSATION INSURANCE

The Collaborative provides coverage for medical and disability under Workers’ Compensation insurance
at no cost to employees. Employees must report a job-related injury immediately and complete a Notice
of Injury Form.

3

SECTION 125 PRE-TAX PREMIUM PROGRAM
MAKE THE MOST OF YOUR PAYCHECK
“It’s not what you earn, It’s what you keep that counts”
The Section 125 program is a tremendous opportunity for you to enhance your benefits package. Your employer
knows that this is a highly beneficial program and wants you to have the opportunity to participate in a Section 125
program.
The Premium Only Plan is the building block of the Section 125 Plan. It allows for certain employee paid group
insurance premiums (such as Health, Dental, Vision, Cancer, or Accident insurance premiums) if offered by your
employer to be paid with pre-tax dollars.
When you use pre-tax dollars, you will reduce your taxable income and have fewer taxes taken out of your
paycheck as these pre-taxed premiums are exempt from Federal, State, and Medicare & FICA Taxes. Under a
Section 125 program, you can actually have more spendable income.
Your employer wants you to fully understand the advantages of your Section 125 program. Following are the most
frequently asked questions about Section 125. This information will help you better understand how you can make
better use of your paycheck.
What is Section 125?
Section 125 is part of the Internal
Revenue Code that allows employees to
convert a taxable cash benefit (salary)
into non-taxable benefits.
Under a
Section 125 program, you may choose to
pay qualified benefit premiums before
any taxes are deducted from your
paycheck.
Is Section 125 legal?
Yes. Even though Section 125 may
sound “too good to be true”, the program
is legal and beneficial. The United
States Congress created Code Section
125 in an effort to make benefit
programs
more
affordable
for
employees.
Code Section 125 was
established in the Revenue Act of 1978.
What are pre-tax dollars?
Pre-tax dollars are the premiums you pay
for qualified benefits under your Section
125 program.
These premiums are
deducted from your gross earnings –
before taxes are taken out.

How can Section 125 work for me?
Your Section 125 program can make
your benefits plan more affordable.
You can pay for your qualified benefits
with pre-tax dollars. By paying for
qualified benefits before you pay taxes,
you actually lower your taxable
income, which means you pay less
taxes. Paying less taxes usually results
in more spendable income. When you
take advantage of your Section 125
program, you will actually get “more
for your money”.

Can I enroll in a Section 125 program
whenever I want to?
Your employers Section 125 plan is an
annual plan. You enroll initially in the
Section 125 plan during the eligible
enrollment period or during the plan
year if you experience a qualifying
event or change in family status.
Participation can continue each plan
year unless you opt out at the open
enrollment period.

What do I do to participate?
If you decide to enroll in the plan,
you will simply need to sign the
election form to indicate your
participation and approval to have
your premiums deducted on a pretaxed basis.
Do I have to participate?
No. You are under no obligation to
participate in a Section 125 program.
However, you are required to sign an
election form to indicate your choice.
Who is offering me this plan?
Your employer is offering this
Section 125 program and has
endorsed it to provide you with an
enhanced employee benefits package.
Who can I call if I have a question
about this plan?
Cafeteria
Plan
Advisors,
Inc
specializes in pre-tax plans and can be
reached at 781-848-9848. Additional
information is located on the web at:
www.cpa125.com

The Section 125 Program is a positive step toward making your benefits package more affordable. Your employer offers
this program and recommends that you take advantage of this opportunity to make the most of your paycheck.
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Updated 03/11/2020

2020-2021 Employee Portion of Benefits**
ADMIN
Pay Options Single

Network (HMO) Blue

Total
Premium
858.00

EE
Share
386.10

21 Weeks

26 Weeks

Coverage
through
August 31st*

Coverage
through
August 31st*

Coverage
through
August 31st*

21 + Lump Sum

38 Weeks

223.57

180.58

180.58

902.88

123.55

178.20

89.10

122.69

176.95

88.48

Lump sum
check
Deduction

Coverage
through
August 31st*

52 Weeks

coverage to
June 30th

Harvard Pilgrim (EPO)
BCBS-HSA Plan

852.00
718.00

383.40

222.01

179.31

179.31

896.57

323.10

187.09

151.11

151.11

755.56

103.39

149.12

74.56

HP-HSA Plan

672.00

302.40

175.10

141.43

141.43

707.15

96.77

139.57

69.78

40.00

18.00

10.42

8.42

8.42

42.09

5.76

8.31

4.15

1.70

0.77

0.44

0.35

0.35

1.77

0.24

0.35

0.18

Deduction

Deduction

Deduction

Deduction

Deduction

Dental
Boston Mutual (Employee Only)
Parent &
One Child

Total
Premium

EE
Share

Deduction

Deduction

Network (HMO) Blue

1,731.00

778.95

451.05

364.31

364.31

1,821.54

249.26

359.52

179.76

Harvard Pilgrim (EPO)
BCBS-HSA Plan

1,704.00
1,450.00

766.80

444.01

358.63

358.63

1,793.13

245.38

353.91

176.95

652.50

377.83

305.17

305.17

1,525.85

208.80

301.15

150.58

HP-HSA Plan

1,363.00

613.35

355.16

286.86

286.86

1,434.30

196.27

283.08

141.54

79.00

35.55

20.59

16.63

16.63

83.13

11.38

16.41

8.20

1.70

0.77

0.44

0.35

0.35

1.77

0.24

0.35

0.18

Deduction

Deduction

Deduction

Deduction

Deduction

600.10

484.69

484.69

2,423.46

331.63

478.32

239.16

328.18

Dental
Boston Mutual (Employee Only)
Family
Network (HMO) Blue

Total
Premium
2,303.00

EE
Share
1,036.35

Deduction

Deduction

Harvard Pilgrim (EPO)
BCBS-HSA Plan

2,279.00
1,927.00

1,025.55

593.84

479.64

479.64

2,398.21

473.33

236.67

867.15

502.12

405.56

405.56

2,027.80

277.49

400.22

200.11

HP-HSA Plan

1,810.00

814.50

471.63

380.94

380.94

1,904.68

260.64

375.92

187.96

103.00

46.35

26.84

21.68

21.68

108.39

14.83

21.39

10.70

1.70

0.77

0.44

0.35

0.35

1.77

0.24

0.35

0.18

Dental
Boston Mutual (Employee Only)

* Rates reflect a 8% estimated increase for July and August. The new plan year begins July 1st.
** All changes must be made during the open enrollment period; thereafter, changes can be made only for a qualifying event.
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26 Weeks

Plan Beneit Comparison FY21
These pages summarize the benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater
detail. Should any questions arise, the certificate(s) & riders will govern.
Effective 7 1 2020
BLUE CROSS BLUE SHIELD
HARVARD PILGRIM HEALTH CARE
Benefits
Network Blue HMO
HMO Blue New England Saver
HPHC HMO
HPHC Best Buy HMO
Deductible
$300 per member
$2,000 per Individual Plan
$300 per member
$2,000 per Individual Plan
$900 per family
$4,000 per SP/SC or Family
$900 per family
$4,000 per SP/SC or Family
Plan
Plan

Out‐of‐Pocket (OOP)
Maximum

Lifetime Benefit Maximum
6

Deductible applies to:
In‐patient admission; Out‐
patient surgery, ER, High Tech
Imaging (MRI, CT, PET) and
Diagnostic Tests & Procedures.
Does not apply to routine
office visits or pharmacy. Per
plan year (July 1 ‐ June 30) ‐
See plan document for full
details.

Deductible:
To be satisfied, the Covered in
Full, except prescription
copays and out‐of‐network
services. Per plan year (July 1 ‐
June 30). Single Parent/Single
Child (SP/SC) plan design is the
same as Family plan. Note ‐
The family plan Deductible
must be satisfied before the
plan begins to pay.
See plan document for full
details.

Medical:
$2,000 per member
$4,000 per family
Prescription:
$3,000 per member
$6,000 per family
Once your out‐of‐pocket
expenses for applicable
services reaches this amount,
you pay $0 for remainder of
plan year. NOTE: a separate
out‐of‐pocket maximum for
prescription co‐pays added
effective July 1, 2015 as
required by ACA (in‐network
only)

Medical & RX Combined:
$5,000 per member
$10,000 per family

Medical:
$2,000 per member
$4,000 per family
Prescription:
$3,000 per member
$6,000 per family
Single Parent/Single Child
Once your out‐of‐pocket
(SP/SC) Plan design is same as expenses for applicable
for Family plan.
services reaches this amount,
Once your out‐of‐pocket
you pay $0 for remainder of
expenses for applicable
plan year. NOTE: a separate
services reaches this amount, out‐of‐pocket maximum for
you pay $0 for the remainder prescription co‐pays added
of the plan year.
effective July 1, 2015 as
required by ACA (in‐network
only)

Medical & RX Combined:
$5,000 per member
$10,000 per family

None

None

None

Deductible applies to:
In‐patient admission; Out‐
patient surgery, ER, High Tech
Imaging (MRI, CT, PET) and
Diagnostic Tests & Procedures.
Does not apply to routine
office visits or pharmacy. Per
plan year (July 1 ‐ June 30) ‐
See plan document for full
details.

None

Deductible:
To be satisfied, the Covered in
Full, except prescription
copays and out‐of‐network
services. Per plan year (July 1 ‐
June 30). Single Parent/Single
Child (SP/SC) plan design is the
same as Family plan. Note ‐
The family plan Deductible
must be satisfied before the
plan begins to pay.
See plan document for full
details.

Single Parent/Single Child
(SP/SC) Plan design is same as
for Family plan.
Once your out‐of‐pocket
expenses for applicable
services reaches this amount,
you pay $0 for the remainder
of the plan year.

Plan Beneit Comparison FY21
These pages summarize the benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater
detail. Should any questions arise, the certificate(s) & riders will govern.
Effective 7 1 2020
BLUE CROSS BLUE SHIELD
HARVARD PILGRIM HEALTH CARE
Benefits
Network Blue HMO
HMO Blue New England Saver
HPHC HMO
HPHC Best Buy HMO
INPATIENT
YOU PAY
YOU PAY
YOU PAY
YOU PAY
General Hospital / Mental
$500 copay per admission
Deductible then Covered in
$500 copay per admission
Deductible then Covered in
Hospital / Substance Abuse
Full (CIF)
Full (CIF)
Facility (semi‐private room and
board and special services) ‐
Physicial Services
Nothing
Deductible then CIF
Nothing
Deductible then CIF
Skilled Nursing Facility

Deductible applies
Nothing to 100 days per
calendar year benefit
maximum

Deductible then CIF ‐
100 days per calendar year
benefit maximum

Deductible applies
Deductible ‐ then CIF
Limit to 100 days per Plan Year 100 days per calendar year
‐ $500 copayer admission
benefit maximum

Rehabilitation Hospital

Deductible applies
Nothing to 60 days per
calendar year benefit
maximum

Deductible then CIF ‐
60 days per calendar year
benefit maximum

Deductible applies
Nothing to 60 days per Plan
Year ‐ $500 copay per
admission

Deductible then CIF ‐
60 days per calendar year
benefit maximum

OUTPATIENT HOSPITAL
Emergency Room Visits for
Emergency or Accident Care

YOU PAY
Deductible applies
$100 copay
(waived if admitted or for
observation stay)
Deductible applies
$100 copay
(waived if admitted or for
observation stay)
Deductible applies
$250 copay

YOU PAY
Deductible then CIF

YOU PAY
Deductible applies
$100 copay
(waived if admitted)

YOU PAY
Deductible then CIF

Deductible then CIF

Deductible applies
$100 copay
(waived if admitted)

Deductible then CIF

Deductible then CIF

Deductible applies
$250 copay

Deductible then CIF

Deductible applies
Nothing

Deductible then CIF

Deductible then CIF

Deductible then CIF

Deductible applies
Nothing

Deductible then CIF

$0 copay

$0 copay

$0 copay

$0 copay

Deductible applies
$100 copay

Deductible then CIF

Deductible applies
$100 copay

Deductible then CIF

Emergency Room Visits for
Medical Care

Surgery
Radiation & Chemtherapy
Diagnostic X‐ray and Lab
Routine Colonoscopy
(without surgery)
High Cost Radiology
(MRI, CT & PET)
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Plan Beneit Comparison FY21
These pages summarize the benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater
detail. Should any questions arise, the certificate(s) & riders will govern.
Effective 7 1 2020
BLUE CROSS BLUE SHIELD
HARVARD PILGRIM HEALTH CARE
Benefits
Network Blue HMO
HMO Blue New England Saver
HPHC HMO
HPHC Best Buy HMO
Hemodialysis
Deductible applies
Deductible then CIF
Deductible applies
Deductible then CIF
$0 copay
$0 copay
Physical Therapy
$20 copay to 60 visits per
Deductible then CIF
Copay level 1: $20 copay per Deductible then CIF
calendar year
up to 60 visits per calendar
visit, 30 visits per Plan Year
up to 30 visits per calendar
year
year
PHYSICIAN'S OFFICE
YOU PAY
YOU PAY
YOU PAY
YOU PAY
Surgery
$20/$45 copay
Deductible then CIF
Copay level 1 Provider: $20
Deductible then CIF
copay per visit
Copay level 2 Provider: $45 per
visit
Adult Preventative Exam
Includes preventative lab tests As defined by the ACA
Includes preventative lab tests As defined by the ACA
$0 copay
CIF
$0 copay
CIF
PCP Medical Care / Mental
Health Care / Substance
Abuse Care
Well Child Care

$20 copay

Includes preventative lab tests As defined by the ACA
$0 copay
CIF

Includes preventative lab tests As defined by the ACA
$0 copay
CIF

Routine GYN Exam
(one per year, includes
preventative lab tests)
Routine Mammogram

$0 copay

CIF

$0 copay

CIF

$0 copay

CIF

$0 copay

CIF

Routine Vision Exam

$0 copay
once every 12 months
$45 copay

CIF
once every 12 months
Deductible then CIF

Limit one visit per Plan Year
No charge
Copay level 2: $45

CIF
one visit per year
Deductible then CIF

YOU PAY
Deductible then CIF

Nothing

Specialist Office Visit

OTHER OUTPATIENT
Visiting Nurse
Nothing
Home Health Care Deductible
Applies
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Deductible then CIF

YOU PAY

Copay level 1: $20 copay

YOU PAY

Deductible then CIF

YOU PAY
Deductible then CIF

Plan Beneit Comparison FY21
These pages summarize the benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater
detail. Should any questions arise, the certificate(s) & riders will govern.
Effective 7 1 2020
BLUE CROSS BLUE SHIELD
HARVARD PILGRIM HEALTH CARE
Benefits
Network Blue HMO
HMO Blue New England Saver
HPHC HMO
HPHC Best Buy HMO
Durable Medical Equipment Deductible applies
Deductible then CIF
Deductible applies
Deductible then CIF
After deductible, member pays
After deductible, member pays
20%, plan pays 80% with no
20% until member has paid
limit. Wigs are covered in full
$1,000 our of pocket, then
when needed as a result of any
plan pays in full. Wigs are
form of cancer, leukemia,
covered in full when needed as
alopecia areata, alopecia
a result of any form of cancer,
totalis, or permanent hair loss
leukemia, alopecia areata,
due to injury.
alopecia totalis, or permanent
hair loss due to injury.
Ambulance

Deductible then CIF

Routine Pediatric Dental

Deductible applies
Nothing
Nothing

Chiropractor Visits

All charges

Deductible then CIF

Prescription Drugs

Retail (30‐day supply)
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Nothing

Deductible applies
Nothing
Covered in full:
Preventative care for children
up to age 13.
2 visits per member per plan
year including exam, cleaning,
x‐rays, & flouride treatment
All charges

IMPORTANT NOTICE:
Deductible applies. Once
deductible is met, copays will
apply.
Note: drugs on the
preventative list are not
subject to the deductible. Lists
are available at
http://ccmhg.high‐deductible‐
hsa‐qualified‐health‐plans
Tier 1: $10 copay
Tier 2: $30 copay
Tier 3: $65 copay

Tier 1: $10 copay
Tier 2: $30 copay
Tier 3: $65 copay

Deductible then CIF
Covered in full:
Preventative care for children
up to age 13.
2 visits per member per plan
year including exam, cleaning,
x‐rays, & flouride treatment
Deductible then CIF
IMPORTANT NOTICE:
Deductible applies. Once
deductible is met, copays will
apply.
Note: drugs on the
preventative list are not
subject to the deductible. Lists
are available at
http://ccmhg.high‐deductible‐
hsa‐qualified‐health‐plans

Tier 1: $10 copay
Tier 2: $30 copay
Tier 3: $65 copay

Tier 1: $10 copay
Tier 2: $30 copay
Tier 3: $65 copay

Plan Beneit Comparison FY21
These pages summarize the benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater
detail. Should any questions arise, the certificate(s) & riders will govern.
Effective 7 1 2020
BLUE CROSS BLUE SHIELD
HARVARD PILGRIM HEALTH CARE
Benefits
Network Blue HMO
HMO Blue New England Saver
HPHC HMO
HPHC Best Buy HMO
Mail Order (90‐day supply)
Tier 1: $25 copay
Tier 1: $25 copay
Tier 1: $25 copay
Tier 1: $25 copay
Tier 2: $75 copay
Tier 2: $75 copay
Tier 2: $75 copay
Tier 2: $75 copay
Tier 3: $165 copay
Tier 3: $165 copay
Tier 3: $165 copay
Tier 3: $165 copay
Fitness Benefit
Up to $150 reimbursement
Up to $150 reimbursement
Up to $150 reimbursement per Up to $150 reimbursement per
toward membership or
toward membership or
calendar year. Must be an
calendar year. Must be an
exercise at a health club. See exercise classes at a health
active member of HPHC for at active member of HPHC for at
plan detail.
club. See plan details.
least 4 months and a member least 4 months and a member
of any qualified health &
of any qualified health &
Enroll in a qualified Weight
Enroll in a qualified Weight
fitness club for 4 consecutive fitness club for 4 consecutive
Watchers or hospital based
Watchers or hospital based
months.
months.
weight loss program and
weight loss program and
receive up to $150 per
receive up to $150 per
calendar year toward your
calendar year toward or
program fees.
program fees.
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.ccmhg.com. For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the
Glossary at bluecrossma.com/sbcglossary or call 1-800-782-3675 to request a copy.
Important Questions

Answers

What is the overall
deductible?

$300 member / $600 two-person /
$900 family.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, prenatal
care, prescription drugs, most
office visits, mental health visits,
and therapy visits.

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.
This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

No.

You don’t have to meet deductibles for specific services.

Are there other
deductibles for specific
services?

For medical benefits, $2,000
What is the out-of-pocket member / $4,000 family; and for
limit for this plan?
prescription drug benefits, $3,000
member / $6,000 family.
Premiums, balance-billing
What is not included in
charges, and health care this plan
the out-of-pocket limit?
doesn't cover.
Yes. See
bluecrossma.com/findadoctor or
Will you pay less if you
call the Member Service number
use a network provider?
on your ID card for a list of
network providers.
Do you need a referral to
Yes.
see a specialist?
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The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-ofpocket limit has been met.
Even though you pay these expenses, they don't count toward the out-of-pocket limit.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.
This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
referral before you see the specialist.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
Common
Medical Event

Services You May Need
Primary care visit to treat an injury or illness
Specialist visit

If you visit a health care
provider’s office or clinic

What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)
$20 / visit
Not covered
$45 / visit; Not
covered / chiropractor
Not covered
visit; $45 /
acupuncture visit

Preventive care/screening/immunization

No charge

Not covered

Diagnostic test (x-ray, blood work)

No charge

Not covered

$100

Not covered

If you have a test
Imaging (CT/PET scans, MRIs)

Generic drugs
If you need drugs to treat
Preferred brand drugs
your illness or condition
More information about
prescription drug coverage
is available at
Non-preferred brand drugs
bluecrossma.com/medicatio
ns
Specialty drugs
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$10 / retail supply or
$25 / designated retail
or mail order supply
$30 / retail supply or
$75 / designated retail
or mail order supply
$65 / retail supply or
$165 / designated
retail or mail order
supply
Applicable cost share
(generic, preferred,
non-preferred)

Limitations, Exceptions, & Other
Important Information
None
Limited to 12 acupuncture visits per
calendar year
GYN exam limited to one exam per
calendar year. You may have to pay
for services that aren't preventive. Ask
your provider if the services needed
are preventive. Then check what your
plan will pay for.
Deductible applies first; preauthorization required for certain
services
Deductible applies first; copayment
applies per category of test / day; preauthorization required for certain
services

Not covered
Not covered

Not covered

Not covered

Up to 30-day retail (90-day designated
retail or mail order) supply; cost share
may be waived for certain covered
drugs and supplies; pre-authorization
required for certain drugs

When obtained from a designated
specialty pharmacy; pre-authorization
required for certain drugs

Common
Medical Event

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance abuse services

Services You May Need

Facility fee (e.g., ambulatory surgery center)

$250 / admission

Not covered

Physician/surgeon fees

No charge

Not covered

Emergency room care

$100 / visit

$100 / visit

Emergency medical transportation

No charge

No charge

Urgent care

$45 / visit

$45 / visit

$500 / admission

Not covered

Physician/surgeon fees

No charge

Not covered

Outpatient services

$20 / visit

Not covered

$500 / admission

Not covered

No charge
No charge

Not covered
Not covered

$500 / admission

Not covered

Facility fee (e.g., hospital room)

Inpatient services
Office visits
Childbirth/delivery professional services

If you are pregnant
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What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)

Childbirth/delivery facility services

Limitations, Exceptions, & Other
Important Information
Deductible applies first; preauthorization required for certain
services
Deductible applies first; preauthorization required for certain
services
Deductible applies first, copayment
waived if admitted or for observation
stay
Deductible applies first
Out-of-network coverage limited to out
of service area
Deductible applies first; preauthorization required
Deductible applies first; preauthorization required
Pre-authorization required for certain
services
Deductible applies first; preauthorization required for certain
services
Deductible applies first except for
prenatal care; cost sharing does not
apply for preventive services;
maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound)

Common
Medical Event

If you need help recovering
or have other special health
needs

Services You May Need
Home health care

No charge

Not covered

Rehabilitation services

$20 / visit

Not covered

Habilitation services

$20 / visit

Not covered

Skilled nursing care

No charge

Not covered

20% coinsurance

Not covered

No charge

Not covered

No charge
Not covered

Not covered
Not covered

No charge

Not covered

Durable medical equipment
Hospice services

If your child needs dental or
eye care
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What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)

Children’s eye exam
Children’s glasses
Children’s dental check-up

Limitations, Exceptions, & Other
Important Information
Deductible applies first; preauthorization required
Limited to 60 visits per calendar year
(other than for autism, home health
care, and speech therapy); preauthorization required for certain
services
Rehabilitation therapy coverage limits
apply; cost share and coverage limits
waived for early intervention services
for eligible children; pre-authorization
required for certain services
Deductible applies first; limited to 100
days per calendar year; preauthorization required
Deductible applies first; cost share
waived for one breast pump per birth
Deductible applies first; preauthorization required for certain
services
Limited to one exam every 12 months
None
Limited to children under age 12
(every 6 months) and under age 18
with a cleft palate / cleft lip condition

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
• Children's glasses
• Dental care (Adult)
• Non-emergency care when traveling outside the U.S.
• Chiropractic care
• Long-term care
• Private-duty nursing
• Cosmetic surgery
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Acupuncture (12 visits per calendar year)
• Infertility treatment
• Weight loss programs ($150 per calendar year per
policy)
• Bariatric surgery
• Routine eye care - adult (one exam every 12
months)
• Hearing aids ($2,000 per ear every 36 months
for members age 21 or younger)
• Routine foot care (only for patients with systemic
circulatory disease)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
Does this plan provide Minimum Essential Coverage? [Yes]
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.
Does this plan meet the Minimum Value Standards? [Yes]
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

Managing Joe's Type 2 Diabetes

Mia’s Simple Fracture

(9 months of in-network pre-natal care and a hospital
delivery)

(a year of routine in-network care of a well-controlled
condition)

(in-network emergency room visit and follow-up care)

■The plan’s overall deductible
■Delivery fee copay
■Facility fee copay
■Diagnostic tests copay

■The plan’s overall deductible
■Specialist visit copay
■Primary care visit copay
■Diagnostic tests copay

■The plan’s overall deductible
■Specialist visit copay
■Emergency room copay
■Ambulance services copay

$300
$0
$500
$0

$300
$45
$20
$0

$300
$45
$100
$0

This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

Total Example Cost

Total Example Cost

In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Peg would pay is

$12,800

$300
$500
$0
$60
$860

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Joe would pay is

$7,400

$100
$1,700
$0
$60
$1,860

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2020 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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$1,900

$300
$300
$0
$0
$600

000362693 (03/20) LK
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MCC Compliance

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
158485MB
55-0647 (2/16)
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Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.
Blue Cross Blue Shield of Massachusetts provides:
• Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).
• Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.
If you need these services, call Member Service at the number on your ID card.
If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.
If you need help filing a grievance, the Civil Rights Coordinator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).
Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164264M
55-1487 (8/16)
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Massachusetts

The Harvard Pilgrim HMO
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered
Services

Coverage Period: 07/01/2020 — 06/30/2021
Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you
and the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called
the premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy
of the complete terms of coverage, www.harvardpilgrim.org/LGsampleEOC. For general definitions of common terms, such as
allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.
Important Questions

Answers

Why this matters

What is the overall
deductible?

$300 member/ $900 family
Benefits are administered on a Plan Year basis.

Are there services covered
before you meet your
deductible?

Yes: prescription drugs, outpatient mental health services,
preventive care, provider office visits, rehabilitation
services, habilitation services, routine eye exams, are
covered before you meet your deductibles.

Generally you must pay all the costs up to the deductible
amount before this plan begins to pay. If you have other
family members on the policy, they have to meet their own
individual deductible until the overall family deductible
amount has been met.
This plan covers some items and services even if you
haven’t yet met the deductible amount. But, a copayment
or coinsurance may apply.

Are there other
No.
deductibles for specific
services?
What is the out–of–pocket $2,000 member/ $4,000 family
limit for this plan?
Separate out-of-pocket limit applies to Pharmacy, see “If
you need drugs to treat your illness or condition”.
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You don’t have to meet deductibles for specific services

The out-of-pocket limit is the most you could pay in a year
of covered services. If you have other family members in
this plan, they have to meet their own out-of-pocket limit
until the overall family out-of-pocket limit has been met.

MD0000017036_J2,
RX0000013465_C4
,
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Important Questions

Answers

Why this matters

What is not included in
the out–of–pocket limit?
Will you pay less if you use
a network provider?

Prescription drugs, premiums, balance-billing charges,
and health care this plan doesn’t cover.

Even though you pay these expenses, they don’t count
toward the out–of–pocket limit.

Yes. See https://www.providerlookuponline.com/
harvardpilgrim/po7/Search.aspx or call 1-888-333-4742
for a list of preferred providers.

This plan uses a provider network. You will pay less if
you use a provider in the plan’s network. You will pay
the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference
between the provider’s charge and what your plan pays
(balance-billing). Be aware, your network provider
might use an out-of-network provider for some services
(such as lab work). Check with your provider before you
get services.
This plan will pay some or all of the costs to see a specialist
for covered services but only if you have a referral before
you see the specialist.

Do you need a referral to
see a specialist?

Yes, some exceptions apply.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay
Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions,
& Other Important
Information

If you visit a health care
provider’s office or clinic

Primary care visit to treat an
injury or illness

Level 1: $20 copay/visit;
deductible does not apply

Not covered

None

Specialist visit

Not covered
Level 1: $20 copay/visit;
deductible does not apply
Level 2: $45 copay/visit;
deductible does not apply
No charge; deductible does Not covered
not apply

None

Preventive care/
screening/
immunization

You may have to pay
for services that aren’t
preventive. Ask your
provider if the services
needed are preventive. Then
check what your plan will
pay for.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
What You Will Pay
Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions,
& Other Important
Information

If you have a test

Diagnostic test (x-ray,
blood work)

X-rays: No charge
Laboratory: No charge

Not covered

None

Imaging (CT/PET scans,
MRIs)
Generic drugs

$100 copay/procedure

Not covered

Cost sharing may vary for
certain imaging services.

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.harvardpilgrim.org/
2020Premium3T.

Prescription drug
Out-of-Pocket Maximum:.
$3,000 member/ $6,000
family

Preferred brand drugs

30-Day Retail Tier 2: $30 copay/prescription; deductible Some generic drugs are in
this tier.
does not apply
90-Day Mail Tier 2: $75 copay/prescription; deductible
does not apply

Non-preferred brand drugs

30-Day Retail Tier 3: $65 copay/prescription; deductible Same as above.
does not apply
90-Day Mail Tier 3: $165 copay/prescription; deductible
does not apply
All drugs are covered in Retail Pharmacy and Mail Order
Some drugs must be
Pharmacy Tiers 1 — 3
obtained through a Specialty
Pharmacy.
Not covered
None
$250 copay/visit

Specialty drugs

If you have outpatient
surgery

30-Day Retail Tier 1: $10 copay/prescription; deductible
does not apply
90-Day Mail Tier 1: $25 copay/prescription; deductible
does not apply

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

No charge

Not covered
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What You Will Pay

Limitations, Exceptions,
& Other Important
Information

Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

If you need immediate
medical attention

Emergency room care

$100 copay/visit

None

Emergency medical
transportation

No charge

None

Urgent care

Convenience care clinic:
$20 copay/visit; deductible
does not apply
Urgent care center:
$20 copay/visit; deductible
does not apply
Hospital urgent care
center:
$45 copay/visit; deductible
does not apply

Convenience care clinic:
Not Covered
Urgent care center
Not Covered
Hospital urgent care
center
Same As Participating
Provider

Services with
non-participating providers
are only covered outside of
the service area.

Facility fee (e.g., hospital
room)

$500 copay/admit

Not covered

None

Physician/surgeon fee

No charge

Not covered

If you have mental health,
behavioral health, or
substance abuse needs

Outpatient services

Level 1: $20 copay/visit;
deductible does not apply

Not covered

Inpatient services

$500 copay/admit

Not covered

If you are pregnant

Office visits

Level 1: $20 copay/visit;
deductible does not apply

Not covered

Childbirth/delivery
professional services

No charge

Not covered

Childbirth/delivery facility
services

$500 copay/admit

Not covered

If you have a hospital stay

Out-of-Network Provider
(You will pay the most)

None

Cost sharing does not
apply for preventive
services.
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What You Will Pay
Common Medical Event

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions,
& Other Important
Information

No charge

Not covered

None

Level 1: $20 copay/visit;
deductible does not apply

Not covered

Occupational therapy – 30
visits /Plan Year
Physical therapy – 30 visits
/Plan Year

Skilled nursing care

$500 copay/admit

Not covered

100 days/Plan Year

Durable medical
equipment

20% coinsurance of
Not covered
equipment cost to HPHC,
not to exceed a Member’s
total expense of $1,000/Plan
Year
No charge
Not covered

Services You May Need

If you need help recovering Home health care
or have other special
Rehabilitation services
health needs
Habilitation services

Hospice services
If your child needs dental
or eye care

Children’s eye exam
Children’s glasses

No charge; deductible does Not covered
not apply
Not covered
Not covered

Children’s dental check-up
– Up to age of 13

No charge; deductible does Not covered
not apply

None

For inpatient see “If you
have a hospital stay”.
1 exam/Plan Year
None
2 exams/Plan Year

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
• Acupuncture
• Long-Term (Custodial) Care
• Private-duty nursing
• Chiropractic Care
• Most Cosmetic Surgery
• Routine foot care
• Most Dental Care (Adult)
• Services that are not Medically Necessary
• Non-emergency care when traveling outside • Weight Loss Programs
the U.S.
Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for
these services.)
• Bariatric surgery

• Hearing Aids - $2,000/aid every 36 months,
for each impaired ear up to age 22

• Infertility Treatment
• Routine eye care (Adult) – 1 exam/Plan Year
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Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the U.S. Department of
Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal .
For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact:
HPHC Member Appeals-Member
Services Department
Harvard Pilgrim Health Care, Inc.
1600 Crown Colony Drive
Quincy, MA 02169
Telephone: 1-888-333-4742
Fax: 1-617-509-3085

Department of Labor’s Employee
Benefits Security Administration
1-866-444-3272
www.dol.gov/ebsa/healthreform

Health Care for All
30 Winter Street, Suite 1004
Boston, MA 02108
1-800-272-4232
http://www.hcfama.org/helpline

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an
exemption from the requirement that you have health coverage for that month.
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the
Marketplace.

Language Access Services:

————— To see examples of how this plan might cover costs for a sample medical situation, see the next page. —————

26

Page 6 of 7

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductible, copayment and coinsurance) and excluded services under the plan. Use this information to compare the
portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.
Peg is Having a Baby
(9 months of in-network pre-natal care
and a hospital delivery)
■ The plan’s overall
deductible

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a
well-controlled condition)

$300

■ Specialist copayment

$45

■ Hospital (facility)
copayment

$500

■ Other

$0

■ The plan’s overall
deductible
■ Specialist copayment
■ Hospital (facility)
copayment
■ Other

$300
$45
$500
$0

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)
$300
■ The plan’s overall
deductible
■ Specialist copayment

$45

■ Hospital (facility)
copayment

$500

■ Other

$0

This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services
like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

Total Example Cost

Total Example Cost

$12,731

In this example, Peg would pay:

$7,389

In this example, Joe would pay:

Cost Sharing

$1,925

In this example, Mia would pay:

Cost Sharing

Cost Sharing

Deductibles

$300

Deductibles

$130

Deductibles

$300

Copayments

$580
$0

Copayments
Coinsurance

$1,690
$0

Copayments
Coinsurance

$150
$40

Coinsurance
What isn’t covered
Limits or exclusions
The total Peg would pay
is

What isn’t covered
$0

$880

Limits or exclusions
The total Joe would pay is

What isn’t covered
$30

$1,850

Limits or exclusions
The total Mia would pay is

$0

$490

The plan would be responsible for the other costs of these EXAMPLE covered services.
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.ccmhg.com. For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the
Glossary at bluecrossma.com/sbcglossary or call 1-800-782-3675 to request a copy.
Important Questions
What is the overall
deductible?
Are there services
covered before you meet
your deductible?
Are there other
deductibles for specific
services?

Answers

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this plan
$2,000 individual contract /
begins to pay. If you have other family members on the policy, the overall family deductible must be met
$4,000 family contract.
before the plan begins to pay.
This plan covers some items and services even if you haven’t yet met the deductible amount. But a
Yes. Preventive care and prenatal copayment or coinsurance may apply. For example, this plan covers certain preventive services without
care.
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
No.

What is the out-of-pocket
$5,000 member / $10,000 family.
limit for this plan?
What is not included in
the out-of-pocket limit?
Will you pay less if you
use a network provider?
Do you need a referral to
see a specialist?
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Premiums, balance-billing
charges, and health care this plan
doesn't cover.
Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of
network providers.
No.

You don’t have to meet deductibles for specific services.
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-ofpocket limit has been met.
Even though you pay these expenses, they don't count toward the out-of-pocket limit.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.
You can see the specialist you choose without a referral.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
Common
Medical Event

Services You May Need
Primary care visit to treat an injury or illness
Specialist visit

If you visit a health care
provider’s office or clinic

What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)
No charge
Not covered
No charge; No charge
/ chiropractor visit; No
Not covered
charge / acupuncture
visit

Preventive care/screening/immunization

No charge

Not covered

Diagnostic test (x-ray, blood work)

No charge

Not covered

Imaging (CT/PET scans, MRIs)

No charge

Not covered

If you have a test

Generic drugs
If you need drugs to treat
Preferred brand drugs
your illness or condition
More information about
prescription drug coverage
is available at
Non-preferred brand drugs
bluecrossma.com/medicatio
ns
Specialty drugs
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$10 / retail supply or
$25 / designated retail
or mail order supply
$30 / retail supply or
$75 / designated retail
or mail order supply
$65 / retail supply or
$165 / designated
retail or mail order
supply
Applicable cost share
(generic, preferred,
non-preferred)

Not covered
Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information
Deductible applies first
Deductible applies first; limited to 12
acupuncture visits per calendar year
GYN exam limited to one exam per
calendar year. You may have to pay
for services that aren't preventive. Ask
your provider if the services needed
are preventive. Then check what your
plan will pay for.
Deductible applies first; preauthorization required for certain
services
Deductible applies first; preauthorization required for certain
services
Deductible applies first; up to 30-day
retail (90-day designated retail or mail
order) supply; cost share may be
waived for certain covered drugs and
supplies; pre-authorization required for
certain drugs
Deductible applies first; when obtained
from a designated specialty pharmacy;
pre-authorization required for certain
drugs

Common
Medical Event

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant
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Services You May Need

What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)

Facility fee (e.g., ambulatory surgery center)

No charge

Not covered

Physician/surgeon fees

No charge

Not covered

Emergency room care
Emergency medical transportation

No charge
No charge

No charge
No charge

Urgent care

No charge

No charge

Facility fee (e.g., hospital room)

No charge

Not covered

Physician/surgeon fees

No charge

Not covered

Outpatient services

No charge

Not covered

Inpatient services

No charge

Not covered

Office visits
Childbirth/delivery professional services

No charge
No charge

Not covered
Not covered

Childbirth/delivery facility services

No charge

Not covered

Limitations, Exceptions, & Other
Important Information
Deductible applies first; preauthorization required for certain
services
Deductible applies first; preauthorization required for certain
services
Deductible applies first
Deductible applies first
Deductible applies first; out-of-network
coverage limited to out of service area
Deductible applies first; preauthorization required
Deductible applies first; preauthorization required
Deductible applies first; preauthorization required for certain
services
Deductible applies first; preauthorization required for certain
services
Deductible applies first except for
prenatal care; cost sharing does not
apply for preventive services;
maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound)

Common
Medical Event

If you need help recovering
or have other special health
needs

If your child needs dental or
eye care
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Services You May Need

What You Will Pay
In-Network
Out-of-Network
(You will pay the
(You will pay the
least)
most)

Home health care

No charge

Not covered

Rehabilitation services

No charge

Not covered

Habilitation services

No charge

Not covered

Skilled nursing care

No charge

Not covered

Durable medical equipment

No charge

Not covered

Hospice services

No charge

Not covered

No charge
Not covered

Not covered
Not covered

No charge

Not covered

Children’s eye exam
Children’s glasses
Children’s dental check-up

Limitations, Exceptions, & Other
Important Information
Deductible applies first; preauthorization required
Deductible applies first; limited to 60
visits per calendar year (other than for
autism, home health care, and speech
therapy); pre-authorization required for
certain services
Deductible applies first; rehabilitation
therapy coverage limits apply;
coverage limits waived for early
intervention services for eligible
children; pre-authorization required for
certain services
Deductible applies first; limited to 100
days per calendar year; preauthorization required
Deductible applies first; cost share
waived for one breast pump per birth
Deductible applies first; preauthorization required for certain
services
Limited to one exam per calendar year
None
Limited to children under age 12
(every 6 months) and under age 18
with a cleft palate / cleft lip condition

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
• Children's glasses
• Dental care (Adult)
• Non-emergency care when traveling outside the U.S.
• Cosmetic surgery
• Long-term care
• Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Acupuncture (12 visits per calendar year)
• Hearing aids ($2,000 per ear every 36 months
• Routine foot care (only for patients with systemic
for members age 21 or younger)
circulatory disease)
• Bariatric surgery
• Infertility treatment
• Weight loss programs ($150 per calendar year per
• Chiropractic care
policy)
• Routine eye care - adult (one exam per calendar
year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
Does this plan provide Minimum Essential Coverage? [Yes]
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.
Does this plan meet the Minimum Value Standards? [Yes]
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

Managing Joe's Type 2 Diabetes

Mia’s Simple Fracture

(9 months of in-network pre-natal care and a hospital
delivery)

(a year of routine in-network care of a well-controlled
condition)

(in-network emergency room visit and follow-up care)

■The plan’s overall deductible
■Delivery fee copay
■Facility fee copay
■Diagnostic tests copay

■The plan’s overall deductible
■Specialist visit copay
■Primary care visit copay
■Diagnostic tests copay

■The plan’s overall deductible
■Specialist visit copay
■Emergency room copay
■Ambulance services copay

$2,000
$0
$0
$0

$2,000
$0
$0
$0

$2,000
$0
$0
$0

This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

Total Example Cost

Total Example Cost

In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Peg would pay is

$12,800

$2,000
$20
$0
$60
$2,080

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Joe would pay is

$7,400

$2,000
$1,200
$0
$60
$3,260

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2020 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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$1,900

$1,900
$0
$0
$0
$1,900

000362639 (03/20) LK
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MCC Compliance

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
158485MB
55-0647 (2/16)
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Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.
Blue Cross Blue Shield of Massachusetts provides:
• Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).
• Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.
If you need these services, call Member Service at the number on your ID card.
If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.
If you need help filing a grievance, the Civil Rights Coordinator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).
Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164264M
55-1487 (8/16)
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Massachusetts

The Harvard Pilgrim Best Buy HSA HMO
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered
Services

Coverage Period: 07/01/2020 — 06/30/2021
Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you
and the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called
the premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy
of the complete terms of coverage, www.harvardpilgrim.org/LGsampleEOC. For general definitions of common terms, such as
allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.
Important Questions

Answers

Why this matters

What is the overall
deductible?

Medical & Prescription Drug Deductible:
$2,000 member/ $4,000 family
Benefits are administered on a Plan Year basis.

Generally you must pay all the costs up to the deductible
amount before this plan begins to pay. If you have other
family members on the policy, the overall family deductible
must be met before the plan begins to pay.

Are there services covered
before you meet your
deductible?

Yes: preventive care, routine eye exams, are covered
before you meet your deductibles.
Certain preventive drugs will not apply to the prescription
drug deductible. For a list of those drugs please visit
www.harvardpilgrim.org/rx.

This plan covers some items and services even if you
haven’t yet met the deductible amount. But, a copayment
or coinsurance may apply.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services

What is the out–of–pocket $5,000 member/ $10,000 family
limit for this plan?
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The out-of-pocket limit is the most you could pay in a year
of covered services. If you have other family members in
this plan, they have to meet their own out-of-pocket limit
until the overall family out-of-pocket limit has been met.

MD0000017032_G2,
RX0000013610_C4
,
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Important Questions

Answers

Why this matters

What is not included in
the out–of–pocket limit?
Will you pay less if you use
a network provider?

Premiums, balance-billing charges, and health care this
plan doesn’t cover.

Even though you pay these expenses, they don’t count
toward the out–of–pocket limit.

Yes. See https://www.providerlookuponline.com/
harvardpilgrim/po7/Search.aspx or call 1-888-333-4742
for a list of preferred providers.

This plan uses a provider network. You will pay less if
you use a provider in the plan’s network. You will pay
the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference
between the provider’s charge and what your plan pays
(balance-billing). Be aware, your network provider
might use an out-of-network provider for some services
(such as lab work). Check with your provider before you
get services.
This plan will pay some or all of the costs to see a specialist
for covered services but only if you have a referral before
you see the specialist.

Do you need a referral to
see a specialist?

Yes, some exceptions apply.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay
Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions,
& Other Important
Information

If you visit a health care
provider’s office or clinic

Primary care visit to treat an
injury or illness

No charge

Not covered

None

Specialist visit

No charge
Not covered
No charge; deductible does Not covered
not apply

Preventive care/
screening/
immunization

If you have a test

Diagnostic test (x-ray,
blood work)

X-rays: No charge
Laboratory: No charge

Not covered

Imaging (CT/PET scans,
MRIs)

No charge

Not covered

None
You may have to pay
for services that aren’t
preventive. Ask your
provider if the services
needed are preventive. Then
check what your plan will
pay for.
None
Cost sharing may vary for
certain imaging services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
What You Will Pay

Limitations, Exceptions,
& Other Important
Information

Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.harvardpilgrim.org/
2020Premium3T.

Generic drugs

30-Day Retail Tier 1: $10 copay/prescription
90-Day Mail Tier 1: $25 copay/prescription

None

Preferred brand drugs

30-Day Retail Tier 2: $30 copay/prescription
90-Day Mail Tier 2: $75 copay/prescription

Some generic drugs are in
this tier.

Non-preferred brand drugs

30-Day Retail Tier 3: $65 copay/prescription
90-Day Mail Tier 3: $165 copay/prescription
All drugs are covered in Retail Pharmacy and Mail Order
Pharmacy Tiers 1 — 3

Same as above.

Specialty drugs

If you have outpatient
surgery
If you need immediate
medical attention

If you have a hospital stay

If you have mental health,
behavioral health, or
substance abuse needs

Out-of-Network Provider
(You will pay the most)

Facility fee (e.g., ambulatory
surgery center)

No charge

Not covered

Physician/surgeon fees

No charge

Not covered

Emergency room care
Emergency medical
transportation

No charge
No charge

Urgent care

Convenience care clinic:
No charge
Urgent care center:
No charge
Hospital urgent care
center:
No charge

Facility fee (e.g., hospital
room)

No charge

Convenience care clinic:
Not Covered
Urgent care center
Not Covered
Hospital urgent care
center
Same As Participating
Provider
Not covered

Physician/surgeon fee

No charge

Not covered

Outpatient services

No charge

Not covered

Inpatient services

No charge

Not covered

Some drugs must be
obtained through a Specialty
Pharmacy.
None

None
None
Services with
non-participating providers
are only covered outside of
the service area.

None

None
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What You Will Pay

Limitations, Exceptions,
& Other Important
Information

Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

If you are pregnant

Office visits

No charge

Not covered

Childbirth/delivery
professional services

No charge

Not covered

Childbirth/delivery facility
services

No charge

Not covered

No charge
No charge

Not covered
Not covered

None
Occupational therapy – 30
visits /Plan Year
Physical therapy – 30 visits
/Plan Year

Skilled nursing care

No charge

Not covered

100 days/Plan Year

Durable medical
equipment

No charge

Not covered

Wigs – $350/Plan Year

Hospice services

No charge

Not covered

For inpatient see “If you
have a hospital stay”.

Children’s eye exam

No charge; deductible does Not covered
not apply

1 exam/Plan Year

Children’s glasses
Children’s dental check-up
– Up to age of 13

Not covered
No charge

None

If you need help recovering Home health care
or have other special
Rehabilitation services
health needs
Habilitation services

If your child needs dental
or eye care

Not covered
Not covered

Cost sharing does not
apply for preventive
services.

2 exams/Plan Year

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
• Acupuncture

• Long-Term (Custodial) Care
• Most Cosmetic Surgery
• Most Dental Care (Adult)

• Private-duty nursing
• Routine foot care
• Services that are not Medically Necessary
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• Non-emergency care when traveling outside • Weight Loss Programs
the U.S.
Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for
these services.)
• Bariatric surgery
• Infertility Treatment
• Chiropractic Care - 20 visits/Plan Year
• Hearing Aids - $2,000/aid every 36 months, • Routine eye care (Adult) – 1 exam/Plan Year
for each impaired ear up to age 22
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the U.S. Department of
Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal .
For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact:
HPHC Member Appeals-Member
Services Department
Harvard Pilgrim Health Care, Inc.
1600 Crown Colony Drive
Quincy, MA 02169
Telephone: 1-888-333-4742
Fax: 1-617-509-3085

Department of Labor’s Employee
Benefits Security Administration
1-866-444-3272
www.dol.gov/ebsa/healthreform

Health Care for All
30 Winter Street, Suite 1004
Boston, MA 02108
1-800-272-4232
http://www.hcfama.org/helpline

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an
exemption from the requirement that you have health coverage for that month.
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the
Marketplace.

Language Access Services:

————— To see examples of how this plan might cover costs for a sample medical situation, see the next page. —————
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductible, copayment and coinsurance) and excluded services under the plan. Use this information to compare the
portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.
Peg is Having a Baby
(9 months of in-network pre-natal care
and a hospital delivery)
■ The plan’s overall
deductible

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a
well-controlled condition)

$2,000

■ The plan’s overall
deductible

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

$2,000

■ The plan’s overall
deductible

$2,000

■ Specialist

$0

■ Specialist

$0

■ Specialist

$0

■ Hospital (facility)

$0

■ Hospital (facility)

$0

■ Hospital (facility)

$0

■ Other

$0

■ Other

$0

■ Other

$0

This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services
like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

Total Example Cost

Total Example Cost

$12,731

In this example, Peg would pay:

$7,389

In this example, Joe would pay:

Cost Sharing

$1,925

In this example, Mia would pay:

Cost Sharing

Cost Sharing

Deductibles

$2,000

Deductibles

$2,000

Deductibles

$1,930

Copayments

$70

Copayments

$1,160

Copayments

$0

Coinsurance

$0

Coinsurance

$0

Coinsurance

$0

What isn’t covered
Limits or exclusions
The total Peg would pay
is

What isn’t covered
$0

$2,070

Limits or exclusions
The total Joe would pay is

What isn’t covered
$30

$3,190

Limits or exclusions
The total Mia would pay is

$0

$1,930

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Coverage Summary for
Cape Cod Municipal Group
Group #008318
Effective 7/1/2020
Deductible: $50 per individual / $100 per family. Deductible waived for Diagnostic and Preventive categories
Calendar Year Maximum: $1,000 per person.
Category / Procedure
Diagnostic
Comprehensive Evaluation
Periodic Oral Exam
Panoramic or Full Mouth X-rays
Bitewing X-rays
Single Tooth X-rays
Preventive
Teeth Cleaning
Fluoride Treatments
Space Maintainers
Sealants
Restorative
Silver Fillings
White Fillings (Front Teeth)
Inlays and White Fillings
(Back Teeth)

Qualifications

Co-insurance
In
Network
100%

Out of
Network*
100%

100%

100%

80%

80%

Once every 60 months.
Twice per calendar year.
Once every 60 months.
Twice per calendar year.
As needed.
Twice per calendar year.
Twice per calendar year for members under age 19.
Required due to the premature loss of teeth. For members under age 14 and not for the replacement of
primary or permanent anterior teeth.
Unrestored permanent molars, every 4 years per tooth for members through age 15. Sealants also covered
for members age 16 up to age 19 with a recent cavity and are at risk for decay.
Once every 24 months per surface per tooth.
Once every 24 months per surface per tooth.
Covered only for single surfaces. Once every 24 months per surface, per tooth, multi-surfaces will be
processed as a silver filling and the patient is responsible for the difference between the silver filling and
the Delta Dental negotiated fee for white fillings, where permitted by state law. In other states, the patient
may be responsible for paying up to the provider’s full submitted charge for white fillings.
Once per tooth.
Once every 24 months per tooth (on primary teeth only).

Protective Restorations
Stainless Steel Crowns
Oral Surgery
80%
Extractions
Once per tooth.
General Anesthesia
General Anesthesia and IV sedation allowed with covered surgical impacted teeth only (up to one hour).
Periodontics
80%
(on natural teeth only)
Periodontal Surgery
One surgical procedure per quadrant in 36 months.
Scaling and Root Planing
Once in 24 months, per quadrant. No more than 2 quadrants per date of service.
Periodontal Cleaning
Once every 3 months following active periodontal treatment. Not to be combined with preventive cleanings. 100%
Bone Grafts/GTR
No more than 2 teeth per quadrant per 36 months on natural teeth.
80%
Endodontics
80%
Root Canal Treatment
Once per tooth.
Root Canal Retreatment
Once per tooth after 24 months have elapsed from initial treatment
Vital Pulpotomy
Limited to deciduous teeth.
Prosthetic Maintenance
80%
Bridge or Denture Repair
Once per bridge/denture per 12 months, after 24 months of initial insertion.
Crown or Onlay Repair
Once per tooth per 12 months after 24 months of initial placement
Rebase or Reline of Dentures
Once per denture within 36 months.
Recement of Crowns &
Onlays, Bridges
Once per crown, onlay or bridge.
Emergency Dental Care
80%
Palliative Treatment
Three occurrences in 12 months.
Prosthodontics
50%
Dentures
Once within 60 months (age 16 and older).
Fixed Bridges
Once within 60 months (age 16 and older).
Implants (only in lieu of a
Endosteal Implant: Only when replacing one missing tooth and when adjacent teeth are healthy and do not
3-unit bridge)
require crowns. Once per 60 months per Implant. (Pre-estimate recommended).
Implant Abutments
Once per implant only when surgical implant is benefitted.
Major Restorative
50%
Crowns or Onlay
When teeth cannot be restored with regular fillings. Once within 60 months per tooth (age 12 and older).
Cast Posts/Buildups
Once per tooth per 60 months only benefitted to retain a crown.
Orthodontics: Covered at 50% of Maximum Plan Allowance charges to any age. $1,000 separate LIFETIME maximum.
Orthodontic treatment must be administered/ supervised by a licensed dentist.
Dependent Eligibility Eligible dependents are covered until the last day of the month of the member’s 26th birthday.
*Non-participating dentists may balance bill. Subscribers are responsible for the difference between the non-participating maximum plan allowance and the full fee charged by the dentist.
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80%

80%

100%
80%
80%

80%

80%
50%

50%

Additional Benefit Information
Deductible met in fourth quarter are carried over.
Deductible waived for periodontal cleanings.
This plan is eligible for Rollover Maximum: Rollover Max dollars do not apply to orthodontic services. To qualify for Rollover
Max, you must receive at least one cleaning or oral exam in the plan year. You must be enrolled for dental coverage before the
4th quarter of the calendar year and your paid claims must not exceed the maximum “threshold” amount
Your calendar year
maximum benefit amount.

$1,000

If your total yearly claims
don’t exceed this threshold
amount…
$500

Then you can roll over this
amount to use next year,
and beyond.
$350

Your accumulated rollover total
is capped at this amount.

$1,000

*Non-participating dentists may balance bill. Subscribers are responsible for the difference between the non-participating
maximum plan allowance and the full fee charged by the dentist
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Flexible Spending Benefits
Cape Cod Collaborative

One of the Few Gifts the IRS Gives!
Discover the benefit that SAVES YOU MONEY. This perk allows you
to set aside a portion of your pay—BEFORE TAXES—to cover out-ofpocket expenses in these categories:
◆

The PLAN YEAR is the date
of your qualifying event
through 12/31/2020

HEALTH CARE.*

Eligible expenses include: medical and prescription
co-pays, deductible expenses, non-cosmetic medical and dental services
services, orthodontics, prescription eyeglasses, contact
lenses, laser eye surgery, mental health services,
alternative health therapies (e.g. acupuncture,
chiropractic), and more
Max. Annual Health Election: $2,700.

Make Your
Money Go

Grace Period. Health Care FSA plan participants get an extra 75 days at the end of
the plan to incur new eligible expenses and
spend down any unused available balance.

HSA Ineligibility. If you or your spouse have a

UP
TO

30 %

It’s easy to join! Complete the
“New Hire / Change in Status
Flexible Spending Pre-Tax
Payroll Reduction” form and
return it to H. R.
within 30 days of your
Qualifying Event date.

Further!
depending on your
tax status

Health Savings Account (‘HSA'), you are NOT ELIGIBLE to
participate in the Health Care FSA plan.

Who’s Covered? You, your spouse, and dependents as defined by
the Internal Revenue Service (IRS), including children claimed on the
employee’s tax return and adult children to age 26.

◆

Enroll within 30 days of
your qualifying event

DEPENDENT CARE.**

For dependent children under age 13 and
dependents with special needs. Eligible expenses include daycare, preschool, before/after-school care, day camp during school breaks, and
elder daycare.
Max. Annual Dependent Care Election: $5,000. per family.

* Not all Health Care expenses are FSA-eligible, such as cosmetic procedures or products even if performed or
dispensed by a doctor (e.g. Botox, teeth whitening, veneers, etc.), couples/family counseling, general health/wellness
expenses (i.e., toothbrushes, non-prescription sunglasses, gym dues, etc.), and federally non-permissible products.
Vitamins, supplements, non-prescription/over-the-counter medications, etc., require a physician’s prescription to be FSAeligible. Some expenses, such as medical equipment and some services, may be FSA-eligible with a physician’s Letter of
Medical Necessity. You are advised to check on the eligibility of an item or service before incurring an expense. Visit
https://fsastore.com/FSA-Eligibility-List and search the “Eligible Products and Services List” for more info.
** Overnight camp, school tuition, extra-curricular and enrichment programs, etc., that aren’t daycare/childcare-based, are
not FSA-eligible; day camp is FSA-eligible when the program is utilized as a form of childcare in order for the
parent(s)/guardian(s) to be able to work.

Benefit Cards
Health Care FSA enrollees will
receive 2 cards to pay for
eligible expenses at most
medical facilities, dental offices,
optical shops, and
pharmacies for prescriptions.
Keep your cards!
They have a 5-year shelf life and will
reload each time you re-enroll
in the plan until they expire.

Track Your Account
and File Claims 24/7!
Log in to your employee portal via
our website (CPA125.com), or use
our app: CPA Flex Mobile.

Flexible Spending Plans administered by…
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HSAs ARE
AN EASY WIN

in today’s complex healthcare system

How an HSA works

An HSA paired with an HSA-qualified health plan allows you to make tax-free1
contributions to an account eligible for federal insurance.2 Balances earn tax-free
interest and can be used to pay for qualified medical expenses. HSA-qualified health
plans typically cost less than traditional plans and the money saved can be put into
your HSA.

HSAs empower savings:
•
•
•
•
•

Lower monthly health insurance premiums
Money put into your HSA is not taxed
You earn tax-free interest on HSA balances
HSA funds used for qualified medical expenses are not taxed
You can invest your HSA funds for increased tax-free earning potential3

HSA funds remain yours to grow

With an HSA, you own the account and all contributions. Unlike flexible spending
accounts (FSAs), the entire HSA balance rolls over each year and remains yours even
if you change health plans, retire or leave your employer.

You can win with an HSA

 SAs are never taxed at a federal income tax level when used appropriately for qualified medical expenses. Also, most states recognize HSA funds as tax-free with very few exceptions. Please consult a
H
tax advisor regarding your state’s specific rules.
Your HSA cash balance is held at an FDIC-insured or NCUA-insured institution and is eligible for federal deposit insurance, subject to applicable requirements and limitations.
3
Investments are subject to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the HealthEquity
investment platform is subject to the terms and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. Investing may not be suitable for everyone
51 before making any investments, review the fund’s prospectus.
and

1

2

2
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Regardless of your personal medical situation, an HSA can empower you to maximize
savings while building a reserve for the future. Contrary to what many may think,
healthy individuals aren’t the only users who benefit from an HSA.

HSAs: THE NEW
RETIREMENT
STRATEGY
Supplement your retirement

The average American couple will need $301,0001 to cover out-of-pocket health
care costs in retirement. An HSA can help fill this Medicare gap as well as dental,
hearing and vision expenses. Qualified medical expenses remain tax-free,2 even into
retirement. In addition, after age 65, you can use your HSA much like a 401(k) and
withdraw funds for any purpose.3

Invest4 your HSA to maximize
your tax-free earning potential

Once your account balance reaches a minimum threshold (based on your account
configuration determined by your employer or health plan), you can increase your earning
potential by investing any funds over that amount in mutual funds. A comprehensive
line-up of mutual funds is offered with options designed to fit your individual needs.

Take the guesswork out of
investing with Advisor™

(Powered by:
HealthEquity ADVISORS, LLC)

You can manage investments on your own or let Advisor 5 do all of the work. Advisor
powered by HealthEquity Advisors, LLC can provide web-based guidance designed
to diversify your portfolio and can even manage the trading of mutual funds for
you. Investment advice and portfolio management is based on your personal risk
preferences, age and financial goals. Additional fees apply.

Copyright © 2020 HealthEquity, Inc. All rights reserved.

For more information about investing with Advisor, visit:

HealthEquity.com/Advisor
The average American couple will need $301,000 to have a 90 percent chance of having enough money to cover out-of-pocket health care costs in retirement. Based on median prescription drug
expenses. Source: Employee Benefit Research Institute (https://www.ebri.org/publications/research-publications/issue-briefs/content/savings-medicare-beneficiaries-need-for-health-expenses-in-2019)
HSAs are never taxed at a federal income tax level when used appropriately for qualified medical expenses. Also, most states recognize HSA funds as tax-free with very few exceptions. Please consult a
tax advisor regarding your state’s specific rules.
3
After age 65, if you withdraw funds for any purpose other than qualified medical expenses, you will be subject to income taxes. Funds withdrawn for qualified medical expenses will remain tax-free.
4
Investments are subject to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the HealthEquity
investment platform is subject to the terms and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. Investing may not be suitable for everyone
and before making any investments, review the fund’s prospectus.
5
Investments available to HSA holders are subject to risk, including the possible loss of the principal invested and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. HealthEquity, Inc. does
not provide financial advice. HealthEquity Advisors, LLC™, a wholly owned subsidiary of HealthEquity, Inc. and an SEC-registered investment adviser, does provide web-based investment advice to HSA
holders that subscribe for its services (minimum thresholds and additional fees apply). HealthEquity Advisors, LLC also selects the mutual funds offered to HSA holders through the HealthEquity, Inc.
platform. Registration does not imply endorsement by any state or agency and does not imply a level of skill, education, or training. HSA holders making investments should review the applicable fund’s
52
prospectus.
Investment options and thresholds may vary and are subject to change. Consult your advisor or the IRS with any questions regarding investments or on filing your tax return.

1

2

3

GET STARTED WITH
AN HSA TODAY

1

Select an HSA-qualified
health plan

HSA eligibility

Enroll in an HSA-qualified plan. These plans typically cost less than
traditional plans and provide tax saving opportunities. HealthEquity will work
with your employer or health plan to automatically set up your account and
supply a HealthEquity® Visa® Health Account Card1 to conveniently pay for
eligible expenses.

2

Add money to your HSA

Fund your HSA through pre-tax payroll deductions or transfer money into
your account through the HealthEquity member portal. To take full advantage
of tax savings and to build a reserve for the future, consider maximizing your
contributions as set by the IRS:

To make tax-free2 contributions
to an HSA, the IRS requires that:
• you are covered by an HSAqualified health plan.
• you have no other health
coverage (such as other health
plan, Medicare, military health
benefits, medical FSAs).
• you cannot be claimed as
a dependent on another
person's tax return.

HSA CONTRIBUTION LIMITS

19

2019

FAMILY

$7,000

20

$3,550

20

FAMILY

$7,100

At age 55, an additional
$1,000 is allowed annually.

1

4

T his card is issued by The Bancorp Bank; member FDIC pursuant to a license from Visa U.S.A. Inc. Your card can be used everywhere Visa debit cards are accepted for qualified expenses. This card cannot
be used at ATMs and you cannot get cash back, and cannot be used at gas stations, restaurants, or other establishments not health related. See Cardholder Agreement for complete usage restrictions.
HSAs are never taxed at a federal income tax level when used appropriately for qualified medical expenses. Also, most states recognize HSA funds as tax-free with very few exceptions. Please consult
a53
tax advisor regarding your state’s specific rules.

2
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2019

$3,500

INDIVIDUAL

2020 2020

20

INDIVIDUAL

4

Your HSA earns tax-free1 interest. Maximize your tax-free earning potential by
investing HSA funds using the convenient online investment tool.2

Use your HSA for qualified
medical expenses
HSA funds can be used for a variety of qualified medical, dental
and vision expenses, including:

Copyright © 2020 HealthEquity, Inc. All rights reserved.

• Acupuncture
• Birth control
• Chiropractor
• Contact lenses
• Dental treatment
• Prescription eyeglasses
• Fertility enhancement
• Hearing aids
• Lab work
• Medical supplies

• Physical exams
• Prescriptions
• Orthodontia
• Radiology
• Stop-smoking programs
• Surgery (non-cosmetic)
• Therapy
• and more...

4000 1234 5678 9010
JOHN DOE

09/23

sample

3

Watch your HSA grow

You will receive a HealthEquity debit
card3 for easy access to your funds.

For an expanded list of qualified medical expenses, visit:

HealthEquity.com/qme

 SAs are never taxed at a federal income tax level when used appropriately for qualified medical expenses. Also, most states recognize HSA funds as tax-free with very few exceptions. Please consult
H
a tax advisor regarding your state’s specific rules.
Investments are subject to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the HealthEquity
investment platform is subject to the terms and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. Investing may not be suitable for everyone
and before making any investments, review the fund’s prospectus.
3
HealthEquity® Visa® Health Account Card is issued by The Bancorp Bank; member FDIC pursuant to a license from Visa U.S.A. Inc. Your card can be used everywhere Visa debit cards are accepted for qualified
expenses. This card cannot be used at ATMs and you cannot get cash back, and cannot be used at gas stations, restaurants, or other establishments not health related. See Cardholder Agreement for complete
54 restrictions.
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Cape Cod Collaborative OBRA Plan Features and
Highlights
Read these highlights to learn more about your Plan. If there
are any discrepancies between this document and the Plan
Document, the Plan Document will govern.

About the Governmental 457(b) Plan
A governmental 457(b) deferred compensation plan (457
Plan) is a retirement savings plan that allows eligible
employees to supplement any existing retirement and pension
benefits by saving and investing before-tax dollars through a
voluntary salary contribution. Contributions and any earnings
on contributions are tax-deferred until money is withdrawn.
Distributions are subject to ordinary income tax.

Rollovers
Only Plan Administrator approved balances from an eligible
governmental 457(b), 401(k), 403(b) or 401(a) plan or an
Individual Retirement Account (IRA) may be rolled over to
the Plan. Some plans may only allow rollovers from other
Governmental 457(b) plans. Distributions you receive prior to
age 59 1/2 may be subject to the 10% early withdrawal federal
tax penalty.

Withdrawals
Qualifying distribution events are as follows:
• Retirement

Eligibility Requirements
To enroll in the Plan, employees must meet the following criteria:

• Permanent disability
• Unforseeable emergency (as defined by the Internal
Revenue Code and if allowed by your Plan's provisions)

• Age 21 or older
• No service requirement
Eligible employees may enroll immediately.
Please contact your Plan Administrator for information regarding
excluded employees.

Enrollment
You may enroll by completing an Enrollment form and returning
it to your Plan Administrator.

Contribution Limits
Before-tax Contributions
Please see your Plan Administrator for the maximum amount
you can contribute.

• Severance of employment (as defined by the Internal
Revenue Code provisions)
• Attainment of age 70 1/2
• Death (your beneficiary receives your benefits)

Traditional Accounts and Matching
Contributions
Ordinary income tax will apply to each distribution. Distributions
received prior to age 59 1/2 from money sources other than
Governmental 457(b) money sources may also be assessed a
10% early withdrawal federal tax penalty. Refer to your Summary
Plan Description for more information about distributions.

Plan Fees

Investment Options¹

Distribution Fees

A wide array of core investment options are available through
your Plan. Each option is explained in further detail in your
Plan's fund sheets. Once you have enrolled, investment
option information is also available through the Web site at
empowermyretirement.com or call the Voice Response System
toll free at 1-888-672-7240. The Web site and the Voice
Response System are available to you 24 hours a day, 7 days
a week.²

The benefit disbursement fee is $0.00.

¹All information contained on the Web site, in prospectuses and other
investment option documents is offered in English. Please have this
information translated for your understanding.

Funds may impose redemption fees on certain transfers,
redemptions or exchanges.

²Access to the Voice Response System and the Web site may be
limited or unavailable during periods of peak demand, market volatility,
systems upgrades and maintenance, or other reasons. The account
owner is responsible for keeping the assigned PIN confidential. Please
contact a client service representative immediately if you suspect any
unauthorized use.

How do I get more information?

Transfers and Allocation Changes
Use your Personal Identification Number (PIN) and Username
to access the Web site or you can use your Social Security
number and PIN to access the Voice Response System. You
can move all or a portion of your existing balances between
investment options (subject to Plan rules) and change how your
payroll contributions are invested.
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Investment Option Fees
Each investment option has an investment management fee that
varies by investment option. These fees are deducted by each
investment option's management company before the daily price
or performance is calculated. Fees pay for trading of securities
within the investment option and other management expenses.

Visit the Web site at empowermyretirement.com or call the
Voice Response System, toll free at 1-888-672-7240 for more
information. The Web site provides information regarding your
Plan, as well as financial education information, financial
calculators and other tools to help you manage your account.
Securities, when offered, are offered through GWFS
Equities,
Inc.
and/or
other
broker
dealers.
GWFS
Equities,
Inc.
is
a
wholly
owned
subsidiary
of
Great-West Life & Annuity Insurance Company and an affiliate
of FASCore, LLC (FASCore Administrators, LLC in California)
and Great-West Life & Annuity Insurance Company of New York,
New York, New York. Empower Retirement refers to products and
services provided by Great-West Life & Annuity Insurance Company,
FASCore, LLC (FASCore Administrators, LLC in California),

NO_GRPG 75975/][GP22
DOC ID: 637002693)(
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Great-West Life & Annuity Insurance Company of New
York, New York, New York and their subsidiaries and
affiliates. Great-West Life & Annuity Insurance Company is not
licensed to conduct business in New York. Insurance products
and related services are sold in New York by its subsidiary,
Great-West Life & Annuity Insurance Company of New York. Other
products and services may be sold in New York by FASCore, LLC.
Representatives of GWFS Equities, Inc. are not registered investment
advisers and cannot offer financial, legal or tax advice. Please consult
with your financial planner, attorney and/or tax adviser as needed.
The Plan information contained in this document was provided by the
Plan's third party administrator. Empower Retirement is not responsible
for any content provided by the Plan's third party administrator.
©2015 Great-West Life & Annuity Insurance Company.
All rights reserved. Form# 340504-02PH PT# 214855 (01/2015)
Governmental 457(b)
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Cape Cod Collaborative Deferred Compensation Plan
Features and Highlights
Read these highlights to learn more about your Plan. If there
are any discrepancies between this document and the Plan
Document, the Plan Document will govern.

About the Governmental 457(b) Plan
A governmental 457(b) deferred compensation plan (457
Plan) is a retirement savings plan that allows eligible
employees to supplement any existing retirement and pension
benefits by saving and investing before-tax dollars through a
voluntary salary contribution. Contributions and any earnings
on contributions are tax-deferred until money is withdrawn.
Distributions are subject to ordinary income tax.

Eligibility Requirements
To enroll in the Plan, employees must meet the following criteria:
• Age 21 or older
• No service requirement

Response System are available to you 24 hours a day, 7 days
a week.²
¹All information contained on the Web site, in prospectuses and other
investment option documents is offered in English. Please have this
information translated for your understanding.
²Access to the Voice Response System and the Web site may be
limited or unavailable during periods of peak demand, market volatility,
systems upgrades and maintenance, or other reasons. The account
owner is responsible for keeping the assigned PIN confidential. Please
contact a client service representative immediately if you suspect any
unauthorized use.

Transfers and Allocation Changes
Use your Personal Identification Number (PIN) and Username
to access the Web site or you can use your Social Security
number and PIN to access the Voice Response System. You
can move all or a portion of your existing balances between
investment options (subject to Plan rules) and change how your
payroll contributions are invested.

Eligible employees may enroll immediately.

Rollovers

Please contact your Plan Administrator for information regarding
excluded employees.

Only Plan Administrator approved balances from an eligible
governmental 457(b), 401(k), 403(b) or 401(a) plan or an
Individual Retirement Account (IRA) may be rolled over to
the Plan. Some plans may only allow rollovers from other
Governmental 457(b) plans. Distributions you receive prior to
age 59 1/2 may be subject to the 10% early withdrawal federal
tax penalty.

Enrollment
You may enroll by completing an Enrollment form and returning
it to your Plan Administrator.

Contribution Limits

Withdrawals

Before Tax
In 2020, the Before Tax amount is between 1% and 100% of
your compensation or $19,500.00, whichever is less.
Special 457(b) catch-up contributions allow you for 3 years prior
to normal retirement age to contribute the lesser of:
• Twice the annual limit, or
• The basic annual limit plus the amount of basic limit not
used in prior years if not using age 50 or over catch-up
contributions.
Roth
The Roth option will give you the flexibility to designate all or
part of your Governmental 457(b) elective deferrals as Roth
contributions.
Roth contributions are made with after-tax dollars, as opposed to
the pre-tax dollars you contribute to a traditional Governmental
457(b). In other words, with the Roth option, you've already
paid taxes on money you contribute. With the traditional
Governmental 457(b), your contribution is made on a pre-tax
basis and you pay taxes only when you take a distribution.

Qualifying distribution events are as follows:
• Retirement
• Permanent disability
• Unforseeable emergency (as defined by the Internal
Revenue Code and if allowed by your Plan's provisions)
• Severance of employment (as defined by the Internal
Revenue Code provisions)
• Death (your beneficiary receives your benefits)

Traditional Accounts and Matching
Contributions
Ordinary income tax will apply to each distribution. Distributions
received prior to age 59 1/2 from money sources other than
Governmental 457(b) money sources may also be assessed a
10% early withdrawal federal tax penalty. Refer to your Summary
Plan Description for more information about distributions.

Plan Fees
Distribution Fees

Investment Options¹

The benefit disbursement fee is $0.00.

A wide array of core investment options are available through
your Plan. Each option is explained in further detail in your
Plan's fund sheets. Once you have enrolled, investment
option information is also available through the Web site at
empowermyretirement.com or call the Voice Response System
toll free at 1-888-672-7240. The Web site and the Voice

Investment Option Fees
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Each investment option has an investment management fee that
varies by investment option. These fees are deducted by each
investment option's management company before the daily price
or performance is calculated. Fees pay for trading of securities
within the investment option and other management expenses.
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Funds may impose redemption fees on certain transfers,
redemptions or exchanges.
®

Great-West SecureFoundation Guarantee Benefit Fee
The Great-West SecureFoundation® Guarantee Benefit fee
is in addition to the fees and expenses of the Plan.
For more important information regarding the Great-West
SecureFoundation® option, including product specifics and
fees, refer to the Great-West SecureFoundation® Summary
Disclosure Statement attached to the Enrollment form and
located on your Plan's Web site.

Empower Retirement Advisory Services
Your Plan offers a service called Empower Retirement Advisory
Services. You can have Advised Assets Group, LLC, a federally
registered investment advisor, manage your retirement account
for you. Or, if you prefer to manage your retirement account on
your own, you can use the Online Advice tool. These services
help create a personalized retirement strategy for you.
For more detailed information about these services, including
any applicable fees, visit your Plan's Web site at
empowermyretirement.com or call the Voice Response System,
toll free at 1-888-672-7240.

How do I get more information?
Visit the Web site at empowermyretirement.com or call the
Voice Response System, toll free at 1-888-672-7240 for more
information. The Web site provides information regarding your
Plan, as well as financial education information, financial
calculators and other tools to help you manage your account.
Securities, when offered, are offered through GWFS
Equities,
Inc.
and/or
other
broker
dealers.
GWFS
Equities,
Inc.
is
a
wholly
owned
subsidiary
of
Great-West Life & Annuity Insurance Company and an affiliate
of FASCore, LLC (FASCore Administrators, LLC in California)
and Great-West Life & Annuity Insurance Company of New York,
New York, New York. Empower Retirement refers to products and
services provided by Great-West Life & Annuity Insurance Company,
FASCore, LLC (FASCore Administrators, LLC in California),
Great-West Life & Annuity Insurance Company of New
York, New York, New York and their subsidiaries and
affiliates. Great-West Life & Annuity Insurance Company is not
licensed to conduct business in New York. Insurance products
and related services are sold in New York by its subsidiary,
Great-West Life & Annuity Insurance Company of New York. Other
products and services may be sold in New York by FASCore, LLC.
Online Advice and My Total RetirementTM are part of the Empower
Retirement Advisory Services suite of services offered by Advised
Assets Group, LLC, a registered investment adviser. Representatives
of GWFS Equities, Inc. are not registered investment advisers and
cannot offer financial, legal or tax advice. Please consult with your
financial planner, attorney and/or tax adviser as needed.
The Plan information contained in this document was provided by the
Plan's third party administrator. Empower Retirement is not responsible
for any content provided by the Plan's third party administrator.
©2015 Great-West Life & Annuity Insurance Company.
All rights reserved. Form# 340504-01PH PT# 214855 (01/2015)
Governmental 457(b)
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Cape Cod Collaborative
Initial Notice: Continuation Coverage Rights under COBRA
Introduction
You are receiving this notice because you are covered under a group health plan through the Cape Cod
Collaborative. This notice contains important information about your right to COBRA continuation
coverage, which is a temporary extension of coverage under the Plan. This notice generally explains
COBRA continuation coverage, when it may become available to you and your family, and what you
need to do to protect the right to receive it.
The right to COBRA continuation coverage was created by federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you
when you would otherwise lose your group health coverage. It can also become available to other
members of your family who are covered under the Plan when they would otherwise lose their group
health coverage. For additional information about your rights and obligations under the plan and under
federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.
What is COBRA Continuation Coverage?
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end
because of a life event known as a “qualifying event.” Specific qualifying events are listed later in this
notice. After a qualifying event, COBRA continuation coverage must be offered to each person who is a
“qualified beneficiary.” You, your spouse, and your dependent children could become qualified
beneficiaries if coverage under the Plan is lost because of the qualified event. Under the Plan, qualified
beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage.
If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan
because either one of the following qualifying events happens:
 Your hours of employment are reduced, or
 Your employment ends for any reason other than your gross misconduct.
If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage
under the Plan because any of the following qualifying events happens:
 Your spouse dies;
 Your spouse’s hours of employment are reduced;
 Your spouse’s employment ends for any reason other than his or her gross misconduct;
 Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
 You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan
because any of the following qualifying events happen:
 The parent-employee dies;
 The parent-employee’s hours of employment are reduced;
 The parent-employee’s employment ends for any reason other than his or her gross misconduct;
 The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
 The parents become divorced or legally separated; or
 The child stops being eligible for coverage under the plan as a “dependent child.”
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Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying
event. If a proceeding in bankruptcy is filed with respect to the Cape Cod Collaborative and that
bankruptcy results in the loss of coverage for any retired employee covered by the Plan, the retired
employee will become a qualified beneficiary with respect to the bankruptcy. The retired employee’s
spouse, surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy
results in the loss of their coverage under the Plan.
When is COBRA Coverage Available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan
Administrator has been notified that a qualifying event has occurred. When the qualifying event is the
end of employment or reduction of hours of employment, death of the employee, commencement of a
proceeding in bankruptcy with respect to the employer, or the employee’s becoming entitled to
Medicare benefits (under Part A, Part B, or both), the employer must notify the Plan Administrator of
the qualifying event.
You Must Give Notice of Some Qualifying Events
For other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within
60 days after the qualifying event occurs. You must provide this notice to:
Attn: Human Resources/Personnel
Cape Cod Collaborative
418 Bumps River Road
Osterville, MA 02655
How is COBRA Coverage Provided?
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an
independent right to elect COBRA continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage
on behalf of their children.
COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the
death of the employee, the employee’s becoming entitled to Medicare benefits (under Part A, Part B, or
both), your divorce or legal separation, or a dependent child’s losing eligibility as a dependent child,
COBRA continuation coverage lasts for up to a total of 36 months. When the qualifying event is the end
of employment or reduction of the employee’s hours of employment, and the employee became
entitled to Medicare benefits less than 18 months before the qualifying event, COBRA continuation
coverage for qualified beneficiaries other than the employee lasts until 36 months after the date of
Medicare entitlement. For example, if a covered employee becomes entitled to Medicare 8 months
before the date on which his employment terminates, COBRA continuation coverage for his spouse and
children can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months
after the date of the qualifying event (36 months minus 8 months). Otherwise, when the qualifying
event is the end of employment or reduction of the employee’s hours of employment, COBRA
continuation coverage generally lasts for only up to a total of 18 months. There are two ways in which
this 18-month period of COBRA continuation coverage can be extended.
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Disability extension of 18-month period of continuation coverage
If you or anyone in your family covered under the Plan is determined by the Social Security
Administration to be disabled and you notify the Plan Administrator in a timely fashion, you and
your entire family may be entitled to receive up to an additional 11 months of COBRA
continuation coverage, for a total maximum of 29 months. The disability would have to have
started at some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the 18-month period of continuation coverage. You must provide this
information to:
Cape Cod Collaborative
418 Bumps River Road
Osterville, MA 02655
Second qualifying event extension of 18-month period of continuation coverage
If your family experiences another qualifying event while receiving 18 months of COBRA
continuation coverage, the spouse and dependent children in your family can get up to 18
months of COBRA continuation coverage, for a maximum of 36 months, if notice of the second
qualifying event is properly given to the Plan. This extension may be available to the spouse and
any dependent children receiving continuation coverage if the employee or former employee
dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets divorced or
legally separated, or if the dependent child stops being eligible under the Plan as a dependent
child, but only if the event would have caused the spouse or dependent child to lose coverage
under the Plan had the first qualifying event not occurred.
If You Have Questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the
contact or contacts identified below. For more information about your rights under COBRA, the Health
Insurance Portability and Accountability Act (HIPAA), and other laws affecting group health plans,
contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits
Security Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa. (Addresses
and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)
Keep Your Plan Informed of Address Changes
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes
in the addresses of family members. You should also keep a copy, for your records, of any notices you
send to the Plan Administrator.
Cape Cod Collaborative
418 Bumps River Road
Osterville, MA 02655
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Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these
premium assistance programs but you may be able to buy individual insurance coverage through the Health Insurance
Marketplace. For more information, visit www.healthcare.gov
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program
that might help you pay the premiums for an employer-sponsored plan.
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined
eligible for premium assistance. If you have questions about enrolling in your employer plan, contact the
Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).
If you live in one of the following states, you may be eligible for assistance paying your employer health
plan premiums. The following list of states is current as of January 31, 2020. Contact your State for more
information on eligibility –

ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447

ALASKA – Medicaid
The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

ARKANSAS – Medicaid
Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

CALIFORNIA – Medicaid
Website:
https://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_co
nt.aspx
Phone: 1-800-541-5555
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COLORADO – Health First Colorado
(Colorado’s Medicaid Program) & Child
Health Plan Plus (CHP+)
Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/childhealth-plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay
711

FLORIDA – Medicaid
Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268

GEORGIA – Medicaid
Website: https://medicaid.georgia.gov/health-insurancepremium-payment-program-hipp
Phone: 678-564-1162 ext 2131

INDIANA – Medicaid
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone 1-800-403-0864

IOWA – Medicaid and CHIP (Hawki)
Medicaid Website:
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website:
http://dhs.iowa.gov/Hawki
Hawki Phone: 1-800-257-8563

KANSAS – Medicaid
Website: http://www.kdheks.gov/hcf/default.htm
Phone: 1-800-792-4884

NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633
Lincoln: 402-473-7000
Omaha: 402-595-1178

NEVADA – Medicaid
Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

KENTUCKY – Medicaid

NEW HAMPSHIRE – Medicaid

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov

Website: https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345,
ext 5218

KCHIP Website:
https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov

LOUISIANA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-6185488 (LaHIPP)

MAINE – Medicaid
Website: http://www.maine.gov/dhhs/ofi/publicassistance/index.html
Phone: 1-800-442-6003
TTY: Maine relay 711

MASSACHUSETTS – Medicaid and CHIP
Website:
http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840

MINNESOTA – Medicaid
Website:
https://mn.gov/dhs/people-we-serve/children-andfamilies/health-care/health-care-programs/programs-andservices/medical-assistance.jsp [Under ELIGIBILITY tab,
see “what if I have other health insurance?”]
Phone: 1-800-657-3739

MISSOURI – Medicaid
Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

MONTANA – Medicaid
Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
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NEW JERSEY – Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NEW YORK – Medicaid
Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831

NORTH CAROLINA – Medicaid
Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

NORTH DAKOTA – Medicaid
Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

OREGON – Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

PENNSYLVANIA – Medicaid

RHODE ISLAND – Medicaid and CHIP

Website:
https://www.dhs.pa.gov/providers/Providers/Pages/Medical
/HIPP-Program.aspx
Phone: 1-800-692-7462

SOUTH CAROLINA – Medicaid
Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA - Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS – Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493

UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

VERMONT– Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte
Share Line)

VIRGINIA – Medicaid and CHIP
Website: https://www.coverva.org/hipp/
Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-855-242-8282

WASHINGTON – Medicaid
Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

WEST VIRGINIA – Medicaid
Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN – Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-800-362-3002

WYOMING – Medicaid
Website: https://wyequalitycare.acs-inc.com/
Phone: 307-777-7531

To see if any other states have added a premium assistance program since January 31, 2020, or for more information on
special enrollment rights, contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department
notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA,
and displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless
it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no
person shall be subject to penalty for failing to comply with a collection of information if the collection of information does not
display a currently valid OMB control number. See 44 U.S.C. 3512.
The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security
Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718,
Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.
OMB Control Number 1210-0137 (expires 1/31/2023)
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New Health Insurance Marketplace Coverage
Options and Your Health Coverage

Form Approved
OMB No. 1210-0149
H[SLUHV5312020

PART A: General Information
ΈΙΖΟ͑ΜΖΪ͑ΡΒΣΥΤ͑ΠΗ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΔΒΣΖ͑ΝΒΨ͑ΥΒΜΖ͑ΖΗΗΖΔΥ͑ΚΟ͑ͣͥ͑͢͡͝ΥΙΖΣΖ͑ΨΚΝΝ͑ΓΖ͑Β͑ΟΖΨ͑ΨΒΪ͑ΥΠ͑ΓΦΪ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ:͑ΥΙΖ͑ΖΒΝΥΙ͑
ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅Π͑ΒΤΤΚΤΥ͑ΪΠΦ͑ΒΤ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΠΡΥΚΠΟΤ͑ΗΠΣ͑ΪΠΦ͑ΒΟΕ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͑͝ΥΙΚΤ͑ΟΠΥΚΔΖ͑ΡΣΠΧΚΕΖΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑
ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΥΙΖ͑ΟΖΨ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΖΞΡΝΠΪΞΖΟΥνΓΒΤΖΕ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟
͑

What is the Health Insurance Marketplace?
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΤ͑ΕΖΤΚΘΟΖΕ͑ΥΠ͑ΙΖΝΡ͑ΪΠΦ͑ΗΚΟΕ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΪΠΦΣ͑ΟΖΖΕΤ͑ΒΟΕ͑ΗΚΥΤ͑ΪΠΦΣ͑ΓΦΕΘΖΥ͑͟΅ΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΠΗΗΖΣΤ͓͑ΠΟΖ͞ΤΥΠΡ͑ΤΙΠΡΡΚΟΘ͓͑ΥΠ͑ΗΚΟΕ͑ΒΟΕ͑ΔΠΞΡΒΣΖ͑ΡΣΚΧΒΥΖ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΠΡΥΚΠΟΤ͑͟ΊΠΦ͑ΞΒΪ͑ΒΝΤΠ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΟΖΨ͑ΜΚΟΕ͑ΠΗ͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑ΣΚΘΙΥ͑ΒΨΒΪ͑͟ΡΖΟ͑ΖΟΣΠΝΝΞΖΟΥ͑ΗΠΣ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑
ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΓΖΘΚΟΤ͑ΚΟ͑ΔΥΠΓΖΣ͑ͣͤ͑͢͡ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΤΥΒΣΥΚΟΘ͑ΒΤ͑ΖΒΣΝΪ͑ΒΤ͑ͻΒΟΦΒΣΪ͑͑ͣͥ͑͢͢͟͝͡

Can I Save Money on my Health Insurance Premiums in the Marketplace?
ΊΠΦ͑ΞΒΪ͑ΦΒΝΚΗΪ͑ΥΠ͑ΤΒΧΖ͑ΞΠΟΖΪ͑ΒΟΕ͑ΝΠΨΖΣ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΓΦΥ͑ΠΟΝΪ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͝ΠΣ͑
ΠΗΗΖΣΤ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΕΠΖΤΟ͘Υ͑ΞΖΖΥ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟΅ΙΖ͑ΤΒΧΚΟΘΤ͑ΠΟ͑ΪΠΦΣ͑ΡΣΖΞΚΦΞ͑ΥΙΒΥ͑ΪΠΦ͘ΣΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑ΕΖΡΖΟΕΤ͑ΠΟ͑
ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͟

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
ΊΖΤ͑͟ͺΗ͑ΪΠΦ͑ΙΒΧΖ͑ΒΟ͑ΠΗΗΖΣ͑ΠΗ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΗΣΠΞ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͝ΪΠΦ͑ΨΚΝΝ͑ΟΠΥ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΞΒΪ͑ΨΚΤΙ͑ΥΠ͑ΖΟΣΠΝΝ͑ΚΟ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͘Τ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑͟ΠΨΖΧΖΣ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑
ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΠΣ͑Β͑ΣΖΕΦΔΥΚΠΟ͑ΚΟ͑ΔΖΣΥΒΚΟ͑ΔΠΤΥ͞ΤΙΒΣΚΟΘ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑
ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΒΥ͑ΒΝΝ͑ΠΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟ͺΗ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑Β͑ΡΝΒΟ͑ΗΣΠΞ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΨΠΦΝΕ͑ΔΠΧΖΣ͑ΪΠΦ͙͑ΒΟΕ͑ΟΠΥ͑ΒΟΪ͑ΠΥΙΖΣ͑ΞΖΞΓΖΣΤ͑ΠΗ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͚͑ΚΤ͑ΞΠΣΖ͑ΥΙΒΟ͖͑ͪͦ͑͟ΠΗ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑
ΚΟΔΠΞΖ͑ΗΠΣ͑ΥΙΖ͑ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΥΙΖ͑ΔΠΧΖΣΒΘΖ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΡΣΠΧΚΕΖΤ͑ΕΠΖΤ͑ΟΠΥ͑ΞΖΖΥ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͓͑ΤΥΒΟΕΒΣΕ͑ΤΖΥ͑ΓΪ͑ΥΙΖ͑
ͲΗΗΠΣΕΒΓΝΖ͑ʹΒΣΖ͑ͲΔΥ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑͟͢
͑
ͿΠΥΖͫ͑ͺΗ͑ΪΠΦ͑ΡΦΣΔΙΒΤΖ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟΤΥΖΒΕ͑ΠΗ͑ΒΔΔΖΡΥΚΟΘ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑͝ΥΙΖΟ͑ΪΠΦ͑ΞΒΪ͑ΝΠΤΖ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͙͑ΚΗ͑ΒΟΪ͚͑ΥΠ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͟ͲΝΤΠ͑͝ΥΙΚΤ͑ΖΞΡΝΠΪΖΣ͑
ΔΠΟΥΣΚΓΦΥΚΠΟ͑͞ΒΤ͑ΨΖΝΝ͑ΒΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΖ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͑ΥΠ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͞ΚΤ͑ΠΗΥΖΟ͑ΖΩΔΝΦΕΖΕ͑ΗΣΠΞ͑ΚΟΔΠΞΖ͑ΗΠΣ͑
ͷΖΕΖΣΒΝ͑ΒΟΕ͑΄ΥΒΥΖ͑ΚΟΔΠΞΖ͑ΥΒΩ͑ΡΦΣΡΠΤΖΤ͑͟ΊΠΦΣ͑ΡΒΪΞΖΟΥΤ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΣΖ͑ΞΒΕΖ͑ΠΟ͑ΒΟ͑ΒΗΥΖΣ͞
ΥΒΩ͑ΓΒΤΚΤ͑͟

͑
How Can I Get More Information?
ͷΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΡΝΖΒΤΖ͑ΔΙΖΔΜ͑ΪΠΦΣ͑ΤΦΞΞΒΣΪ͑ΡΝΒΟ͑ΕΖΤΔΣΚΡΥΚΠΟ͑ΠΣ͑
ΔΠΟΥΒΔΥ͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͟
Beth Deck, Human Resources/Personnel 508-420-6950 x 1122
͑
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΔΒΟ͑ΙΖΝΡ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΡΥΚΠΟΤ͑͝ΚΟΔΝΦΕΚΟΘ͑ΪΠΦΣ͑ΖΝΚΘΚΓΚΝΚΥΪ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΚΥΤ͑ΔΠΤΥ͑͟ΝΖΒΤΖ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΗΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͝ΚΟΔΝΦΕΚΟΘ͑ΒΟ͑ΠΟΝΚΟΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΙΖΒΝΥΙ͑
ΚΟΤΦΣΒΟΔΖ͑ΔΠΧΖΣΒΘΖ͑ΒΟΕ͑ΔΠΟΥΒΔΥ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΗΠΣ͑Β͑ΖΒΝΥΙ͑ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟ͑ΪΠΦΣ͑ΒΣΖΒ͑͟

͑͢ͲΟ͑ ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͑ ͓ΞΚΟΚΞΦΞ͑ ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ ΚΗ͑ ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑
ΓΪ͑ ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ ΟΠ͑ ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ ΤΦΔΙ͑ΔΠΤΥΤ͑͟
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PART B: Information About Health Coverage Offered by Your Employer
΅ΙΚΤ͑ΤΖΔΥΚΠΟ͑ΔΠΟΥΒΚΟΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΒΟΪ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΔΠΞΡΝΖΥΖ͑ΒΟ͑
ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΪΠΦ͑ΨΚΝΝ͑ΓΖ͑ΒΤΜΖΕ͑ΥΠ͑ΡΣΠΧΚΕΖ͑ΥΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͟΅ΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΚΤ͑ΟΦΞΓΖΣΖΕ͑
ΥΠ͑ΔΠΣΣΖΤΡΠΟΕ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑͟
3. Employer name

4. Employer Identification Number (EIN)

Cape Cod Collaborative

04-2566040

5. Employer address

6. Employer phone number

418 Bumps River Road

508-420-6950

7. City

Osterville

8. State

9. ZIP code

MA

02655

10. Who can we contact about employee health coverage at this job?

Beth Deck, Human Resources/Personnel
11. Phone number (if different from above)

͑

508-420-6950 x 1122

12. Email address

bdeck@capecodcollaborative.org

ΖΣΖ͑ΚΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΥΙΚΤ͑ΖΞΡΝΠΪΖΣͫ͑
x ͲΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΨΖ͑ΠΗΗΖΣ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΠͫ͑
■
ͲΝΝ͑ΖΞΡΝΠΪΖΖΤ͑͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑
͑
Offered to employees who regularly work 20 or more hours per week.
͑
͑
͑
͑
΄ΠΞΖ͑ΖΞΡΝΠΪΖΖΤ͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑͑
͑
͑
͑
͑
͑
x ΈΚΥΙ͑ΣΖΤΡΖΔΥ͑ΥΠ͑ΕΖΡΖΟΕΖΟΥΤͫ͑
ΈΖ͑ΕΠ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟ͶΝΚΘΚΓΝΖ͑ΕΖΡΖΟΕΖΟΥΤ͑ΒΣΖͫ͑
͑
Spouse and eligible dependent children
͑
͑
͑
ΈΖ͑ΕΠ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟
͑
ͺΗ͑ΔΙΖΔΜΖΕ͑͝ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΞΖΖΥΤ͑ΥΙΖ͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͑͝ΒΟΕ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΚΤ͑ΚΟΥΖΟΕΖΕ͑
ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΓΒΤΖΕ͑ΠΟ͑ΖΞΡΝΠΪΖΖ͑ΨΒΘΖΤ͑͟
͑
͛͛͑ ͶΧΖΟ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΚΟΥΖΟΕΤ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑
ΕΚΤΔΠΦΟΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΨΚΝΝ͑ΦΤΖ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͝ΒΝΠΟΘ͑ΨΚΥΙ͑ΠΥΙΖΣ͑ΗΒΔΥΠΣΤ͑͝
ΥΠ͑ΕΖΥΖΣΞΚΟΖ͑ΨΙΖΥΙΖΣ͑ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟ͺΗ͑͝ΗΠΣ͑ΖΩΒΞΡΝΖ͑͝ΪΠΦΣ͑ΨΒΘΖΤ͑ΧΒΣΪ͑ΗΣΠΞ͑
ΨΖΖΜ͑ΥΠ͑ΨΖΖΜ͙͑ΡΖΣΙΒΡΤ͑ΪΠΦ͑ΒΣΖ͑ΒΟ͑ΙΠΦΣΝΪ͑ΖΞΡΝΠΪΖΖ͑ΠΣ͑ΪΠΦ͑ΨΠΣΜ͑ΠΟ͑Β͑ΔΠΞΞΚΤΤΚΠΟ͑ΓΒΤΚΤ͚͑͝ΚΗ͑ΪΠΦ͑ΒΣΖ͑ΟΖΨΝΪ͑
ΖΞΡΝΠΪΖΕ͑ΞΚΕ͞ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΪΠΦ͑ΙΒΧΖ͑ΠΥΙΖΣ͑ΚΟΔΠΞΖ͑ΝΠΤΤΖΤ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΦΒΝΚΗΪ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟
͑
ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΤΙΠΡ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ ΨΚΝΝ͑ΘΦΚΕΖ͑ΪΠΦ͑ΥΙΣΠΦΘΙ͑ΥΙΖ ΡΣΠΔΖΤΤ͑͟ΖΣΖ͘Τ͑ΥΙΖ͑
ΖΞΡΝΠΪΖΣ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΪΠΦ͘ΝΝ͑ΖΟΥΖΣ͑ΨΙΖΟ͑ΪΠΦ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΥΠ͑ΗΚΟΕ͑ΠΦΥ͑ΚΗ͑ΪΠΦ͑ΔΒΟ͑ΘΖΥ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΠ͑ΝΠΨΖΣ͑ΪΠΦΣ͑
ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞΤ͑͟
͑
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΅ΙΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΓΖΝΠΨ͑ΔΠΣΣΖΤΡΠΟΕΤ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ͶΞΡΝΠΪΖΣ͑ʹΠΧΖΣΒΘΖ͑΅ΠΠΝ͑͑͟ʹΠΞΡΝΖΥΚΟΘ͑ΥΙΚΤ͑ΤΖΔΥΚΠΟ͑ΚΤ͑ΠΡΥΚΠΟΒΝ͑ΗΠΣ͑
ΖΞΡΝΠΪΖΣΤ͑͝ΓΦΥ͑ΨΚΝΝ͑ΙΖΝΡ͑ΖΟΤΦΣΖ͑ΖΞΡΝΠΪΖΖΤ͑ΦΟΕΖΣΤΥΒΟΕ͑ΥΙΖΚΣ͑ΔΠΧΖΣΒΘΖ͑ΔΙΠΚΔΖΤ͑͟
͑
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?
Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage?
(mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)
͑
14. Does the employer offer a health plan that meets the minimum value standard*?
■ Yes (Go to question 15)
No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
302.40
a. How much would the employee have to pay in premiums for this plan? $
■ Monthly
b. How often?
Weekly
Every 2 weeks
Twice a month
Quarterly
Yearly
ͺΗ͑ΥΙΖ͑ΡΝΒΟ͑ΪΖΒΣ͑ΨΚΝΝ͑ΖΟΕ͑ΤΠΠΟ͑ΒΟΕ͑ΪΠΦ͑ΜΟΠΨ͑ΥΙΒΥ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΡΝΒΟΤ͑ΠΗΗΖΣΖΕ͑ΨΚΝΝ͑ΔΙΒΟΘΖ͑͝ΘΠ͑ΥΠ͑ΦΖΤΥΚΠΟ͑ͧ͑͢͟ͺΗ͑ΪΠΦ͑ΕΠΟ͘Υ͑
ΜΟΠΨ͑͝΄΅͑ΒΟΕ͑ΣΖΥΦΣΟ͑ΗΠΣΞ͑ΥΠ͑ΖΞΡΝΠΪΖΖ͑͟
͑
16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly

Ͳ͑חΟ͑ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ΚΗ͑ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑ΓΪ͑
ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ΟΠ͑ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ΤΦΔΙ͑ΔΠΤΥΤ͙͑΄ΖΔΥΚΠΟ͑ͤͧͳ͙Δ͚͙͚͙ͣʹ͚͙ΚΚ͚͑ΠΗ͑ΥΙΖ͑ͺΟΥΖΣΟΒΝ͑ΖΧΖΟΦΖ͑ʹΠΕΖ͑ΠΗ͚͑ͪͩͧ͑͢
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Your Information. Your Rights. Our Responsibilities.
This notice describes how medical information about you may be used and disclosed and how you can get access
to this information. Please review it carefully.

Cape Cod Collaborative
Your Rights
You have the right to:
•
•
•
•
•
•
•
•

Get a copy of your health and claims records
Correct your health and claims records
Request confidential communication
Ask us to limit the information we share
Get a list of those with whom we’ve shared your information
Get a copy of this privacy notice
Choose someone to act for you
File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share information as we:
•
•
•

Answer coverage questions from your family and friends
Provide disaster relief
Market our services and sell your information

Our Uses and Disclosures
We may use and share your information as we:
•
•
•
•
•
•
•
•
•
•
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Help manage the health care treatment you receive
Run our organization
Pay for your health services
Administer your health plan
Help with public health and safety issues
Do research
Comply with the law
Respond to organ and tissue donation requests and work with a medical examiner or funeral director
Address workers’ compensation, law enforcement, and other government requests
Respond to lawsuits and legal actions

Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of
our responsibilities to help you.
Get a copy of health and claims records
• You can ask to see or get a copy of your health and claims records and other health information we have
about you. Ask us how to do this.
• We will provide a copy or a summary of your health and claims records, usually within 30 days of your
request. We may charge a reasonable, cost-based fee.
Ask us to correct health and claims records
• You can ask us to correct your health and claims records if you think they are incorrect or incomplete. Ask
us how to do this.
• We may say “no” to your request, but we’ll tell you why in writing within 60 days.
Request confidential communications
• You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a
different address.
• We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if we do
not.
Ask us to limit what we use or share
• You can ask us not to use or share certain health information for treatment, payment, or our operations.
• We are not required to agree to your request, and we may say “no” if it would affect your care.
Get a list of those with whom we’ve shared information
• You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to
the date you ask, who we shared it with, and why.
• We will include all the disclosures except for those about treatment, payment, and health care
operations, and certain other disclosures (such as any you asked us to make). We’ll provide one
accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within
12 months.
Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice
electronically. We will provide you with a paper copy promptly.
Choose someone to act for you
• If you have given someone medical power of attorney or if someone is your legal guardian, that person
can exercise your rights and make choices about your health information.
• We will make sure the person has this authority and can act for you before we take any action.
File a complaint if you feel your rights are violated
• You can complain if you feel we have violated your rights by contacting us using the information on page
1.
• You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by
sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or
visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.
• We will not retaliate against you for filing a complaint.
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Your Choices
For certain health information, you can tell us your choices about what we share. If you have a clear preference
for how we share your information in the situations described below, talk to us. Tell us what you want us to do,
and we will follow your instructions.
In these cases, you have both the right and choice to tell us to:
• Share information with your family, close friends, or others involved in payment for your care
• Share information in a disaster relief situation
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.
In these cases we never share your information unless you give us written permission:
• Marketing purposes
• Sale of your information

Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways.
Help manage the health care treatment you receive
We can use your health information and share it with professionals who are treating you.
Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange
additional services.
Run our organization
• We can use and disclose your information to run our organization and contact you when necessary.
• We are not allowed to use genetic information to decide whether we will give you coverage and the price
of that coverage. This does not apply to long term care plans.
Example: We use health information about you to develop better services for you.
Pay for your health services
We can use and disclose your health information as we pay for your health services.
Example: We share information about you with your dental plan to coordinate payment for your dental work.
Administer your plan
We may disclose your health information to your health plan sponsor for plan administration.
Example: Your company contracts with us to provide a health plan, and we provide your company with certain
statistics to explain the premiums we charge.

How else can we use or share your health information?
We are allowed or required to share your information in other ways – usually in ways that contribute to the public
good, such as public health and research. We have to meet many conditions in the law before we can share your
information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues
We can share health information about you for certain situations such as:
• Preventing disease
• Helping with product recalls
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• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone’s health or safety
Do research
We can use or share your information for health research.
Comply with the law
We will share information about you if state or federal laws require it, including with the Department of
Health and Human Services if it wants to see that we’re complying with federal privacy law.
Respond to organ and tissue donation requests and work with a medical examiner or funeral director
• We can share health information about you with organ procurement organizations.
• We can share health information with a coroner, medical examiner, or funeral director when an individual
dies.
Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
• For workers’ compensation claims
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
• For special government functions such as military, national security, and presidential protective services
Respond to lawsuits and legal actions
We can share health information about you in response to a court or administrative order, or in response to a
subpoena.

Our Responsibilities
•
•

We are required by law to maintain the privacy and security of your protected health information.
We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.
• We must follow the duties and privacy practices described in this notice and give you a copy of it.
• We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you change
your mind.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new
notice will be available upon request, on our web site, and we will mail a copy to you.

Other Instructions for Notice
Notice Date: July 1, 2020
Primary Contact:
Beth Deck, Human Resources/Personnel 508-420-6950 x 1122
Cape Cod Collaborative
418 Bumps River Road, Osterville, MA 02655
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SPECIAL ENROLLMENT NOTICE
If you are declining enrollment for yourself or your dependents (including your spouse)
because of other health insurance or group health plan coverage, you may be able to
enroll yourself and your dependents in this plan if you or your dependents lose
eligibility for that other coverage (or if the employer stops contributing toward your or
your dependents’ other coverage). However, you must request enrollment within 30
days after you or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).
In addition, if you have a new dependent as a result of marriage, birth, adoption, or
placement for adoption, you may be able to enroll yourself and your dependents.
However, you must request enrollment within 30 days after the marriage, birth,
adoption, or placement for adoption.
To request special enrollment or obtain more information, contact:
Beth Deck, Human Resources/Personnel
Cape Cod Collaborative
418 Bumps River Road
Osterville, MA 02655
508-420-6950 x 1122
bdeck@capecodcollaborative.org
WHCRA ANNUAL NOTICE
Your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides
benefits for mastectomy-related services including all stages of reconstruction and
surgery to achieve symmetry between the breasts, prostheses, and complications
resulting from a mastectomy, including lymphedema.
PATIENT PROTECTION DISCLOSURE
Health insurance plans offered by the Cape Cod Collaborative generally require the
designation of a primary care provider. You have the right to designate any primary care
provider who participates in the plan network and who is available to accept you. For
children, you may designate a pediatrician as the primary care provider.
You do not need prior authorization from your primary care physician in order to obtain
access to obstetrical or gynecological care from a health care professional in the plan’s
network who specializes in obstetrics or gynecology. The health care professional may,
however, be required to comply with certain procedures, including obtaining prior
authorization for certain services, following a pre-approved treatment plan, or
procedures for making referrals.
For information on how to select a primary care provider, please visit the website for the
plan provider of choice:
www.bluecrossma.com
www.harvardpilgrim.org
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What to do about Medicare –
Medicare Hospital Insurance (Part A) and Medical Insurance (Part B) provide coverage to you if
you are 65 years old or older and if you have worked enough quarters contributing to Social
Security. There is no cost for Part A, but you must contact your Social Security office to enroll.
If you would like Part B benefits, you have to apply for this coverage. There is a cost for Part B
which will either be deducted from your monthly Social Security check (if you are collecting
Social Security benefits) or billed to you at home.
It is not necessary for you or your spouse to enroll in Medicare Part B if you are covered by your
employer’s group health insurance plan. If you have chosen your group plan as your primary
insurance and decide not to enroll in Part B, please note the following Part B enrollment
information:
 If you decide to enroll in Part B later, the usual late enrollment penalty (10% higher
premium for every year you were eligible for Part B but did not enroll) will be waived as
long as you, or your spouse, continue to be covered under your group health plan.
 When you leave your group plan, you won’t have to wait for the normal Part B
enrollment period (January through March) to apply for Part B coverage. There is a
special seven-month enrollment period beginning when you leave your group plan. To
enroll, simply apply for Part B coverage at your Social Security Office.
Important: If you enroll in the first month of your special enrollment period, your
Medicare Part B coverage will begin on the first day of that month. If you enroll later
in your enrollment period, your Part B coverage will not begin until the first day of the
month following the date you enrolled.

When you have decided –
Please notify the Employee Benefits office when you, or your spouse, have decided which plan
you want as your primary insurance. You will be asked to confirm your decision by signing the
form provided to you.*
 If you, or your spouse, decide to carry your group health plan as your primary insurance,
please be sure to advise the hospital or physician (when you receive medical services)
that your group health plan is your primary insurance. If you are enrolled in Medicare,
you should also give your Medicare Health Insurance Claim Number and indicate that
Medicare will be the secondary insurance.
 If you, or your spouse, decide to carry Medicare as your primary insurance, they will be
removed from the group insurance plan and will need to convert to a non-group
Medicare supplement plan.
*Employees who are enrolled in Medicare are not eligible to contribute to an HSA account.
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Massachusetts Workers’ Compensation
Guide For Injured Workers
Esta guía está disponible en español en nuestro
sitio electrónico: www.mass.gov/dia
Este Guia está disponível em português no
nosso site: www.mass.gov/dia
Es manual sta skritu na Kriolu di Kabu Verdi prontu
pa bu uzu na website (pagina na interneti):
www.mass.gov/dia

本指南的中文版位於我們的網址:
www.mass.gov/dia
Có Hướng Dẫn này bằng tiếng Việt Nam tại mạng lưới của chúng tôi:
www.mass.gov/dia
W ap jwenn gid sa a ekri nan lang kreyòl sou sit entènèt nou an:
www.mass.gov/dia

eKalkarN_ENnaMenH
GacmanCaPasaExµrenAelIevbsayrbs;eyIg ³
www.mass.gov/dia

:يتوفر هذا الدليل باللغة العربية على موقعنا التالي على الويب
www.mass.gov/dia
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What Is Workers’ Compensation?
The Massachusetts Workers’ Compensation system is in place to make sure that workers are protected by insurance if they are
injured on the job or contract a work-related illness.
Under this system, all employers are required to provide Workers’ Compensation (WC) insurance coverage to all their
employees by Massachusetts General Laws Ch. 152, Sec. 25A. This insurance pays for any reasonable and necessary medical
treatment related to a job-related injury or illness, pays compensation for lost wages after the first five calendar days of full or
partial disability, and in some cases provides retraining for employees who qualify.
The Department of Industrial Accidents (DIA) is the agency responsible for administering the Workers' Compensation law in
Massachusetts.

What We Do
The DIA is primarily a court system responsible for resolving disputed Workers’ Compensation claims. Our Public Information staff
can answer your questions about Workers' Compensation benefits and let you know the correct procedures to follow to receive
these benefits. If your injury or illness claim is denied by the insurer or if you do not receive all the benefits you think you are
entitled to, the DIA’s Public Information staff is available to help guide you through the process.
It is important that you keep any documents your employer or its insurer sends you, as well as copies of any forms they have you
fill out for them. If you call our Public Information Office, have these forms available along with a pen or pencil and notepaper. It
might be helpful to write out your questions in advance so you don't forget to ask any questions you might have.
This pamphlet is a general overview of the process to follow if you have a work-related injury or illness. This guide provides
information about your responsibilities and those of your employer and your employer’s insurance company. The guide
will explain the Workers’ Compensation dispute process, and available benefits, including Lump Sum Settlements and Vocational
Rehabilitation Services. Many frequently asked questions can be found on our website at www.mass.gov/dia.
Please be advised that the information contained in this brochure is general in nature and is not intended as a substitute for legal
advice. Changes in the law or the specific facts of your case may result in legal interpretations, which are different than
presented here.

Do You Need An Attorney?
Half of all injured worker claims are not disputed by an insurer or employer. If your claim is disputed, it is strongly advised that
you seek legal counsel to protect your rights and interests, due to the complexity of the workers’ compensation law. The law
requires that the insurer pay the attorney’s fee if you win your case. In certain cases the insurer may reduce your payments to help
pay your attorney. If you lose, the attorney can charge you only for very specific expenses. You do not necessarily need an
attorney to file a claim, and you may represent yourself for any proceedings before the DIA. This is not recommended in most
cases.
Employees of the DIA are not allowed to make attorney referrals. The Massachusetts Bar Association can refer you to
attorneys who handle workers’ compensation cases. To reach the Massachusetts Bar Association attorney referral service, call (617)
654-0400 in the Boston area or toll free at (866) 627-7577, or visit www.massbar.org, and click on the “Need a Lawyer?” tab.

What Happens If You Have A Work-Related Injury Or Illness?
If you have a work-related injury or illness which results in lost work time of at least five full or partial days, your employer must file
the Employer’s First Report of Injury or Fatality (Form 101). One copy is filed with the DIA, a second with the employer’s Workers’
Compensation insurance company, and a third provided to you. The Form 101 must be filed within seven days (not including
Sundays and legal holidays) from the fifth day of lost time due to injury or illness. Once the insurance company receives the form
from your employer, they have 14 days to investigate the claim and determine whether to pay the claim or not.
IMPORTANT: If your employer does not send the Form 101 to the insurer within 30 days of your injury, report the injury in
writing to the insurance company yourself, or complete the DIA’s Employee’s Claim (Form 110) and send the insurer a copy of the
completed form. You can access, fill out, and print the form in the Forms and Publications section at www.mass.gov/dia.
Your employer is required to have a poster displayed in the workplace with the name and address of its Workers’
Compensation insurer and policy information. If your employer does not have this poster displayed and will not tell you the
name of its insurance company, the DIA’s Office of Insurance (617-626-5480 or 617-626-5481) will try to help you. If you suspect
your employer is not carrying insurance, call our Office of Investigations at (857) 321-7406.
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What Happens When The Insurer Decides To Pay The Claim?
If the insurer agrees to pay the claim, they will send you an Insurer’s Notification of Payment (Form 103).

When Will The Benefits or Checks Start?
You should start getting a check within three to four weeks after your injury or illness. You will receive compensation for lost wages
for any days you are disabled after the first five full or partial calendar days. You are not compensated for the first five days of
incapacity unless you are disabled for 21 calendar days or more.
The first 180 days after your initial injury are considered a “Pay-Without-Prejudice” period. This means the insurer may pay benefits
to you for up to 180 days without making a final decision on your case. Paying you during this period DOES NOT mean they
have accepted liability. During this initial period, the insurer may stop or reduce your payments by giving you seven days written
notice via an Insurer's Notification of Termination or Modification of Weekly Compensation During Payment-Without-Prejudice
Period (Form 106). The insurer must give the reasons for taking this action. If the insurer continues paying you past this period,
they will, in most cases, need permission from you or a judge to stop or reduce your benefits. If you receive a Form 106 and you
receive notification of termination of benefits, be sure to consult an attorney to discuss your rights and responsibilities.
The insurer may ask you to extend the initial 180-day “Pay-Without-Prejudice” period for up to a year, with your written consent,
on an Agreement To Extend 180 Day Payment-Without-Prejudice Period (Form 105). The DIA must approve the form. You should
make sure you are aware of all your rights before giving your consent or signing any other document.

What Happens When The Insurer Denies Your Claim?
If the insurer decides to deny your claim, they must send you by certified mail an Insurer’s Notification of Denial (Form 104),
including the reasons for denial and must inform you of your right to appeal. If you have questions about a denial or lack of
payment on these forms, contact the insurer’s claim representative. Their phone number will be listed on the form. If you have
hired an attorney, have the attorney call the claim representative about your denial. The claim representative cannot speak with
you about your claim once you retain an attorney.

What You Should Do When the Insurer Denies Your Claim, or You Do Not Receive All
Benefits You Are Entitled To
If an insurer denies your claim, you have the right to file a claim with the DIA. If you wish to file a claim with the DIA, legal
representation is strongly advised at this point in the process. Fully and accurately complete and submit an Employee’s
Claim (Form 110) to the DIA, which you can access from the “Forms and Publications” area at our website, www.mass.gov/dia
and at any DIA office. Do not send this form to the DIA unless you have received an Insurer’s Notification of Denial (Form 104), or
it’s been 30 or more calendar days from your injury or illness date, and you have not heard from the insurer.
• When filing the Form 110, be sure to attach copies of any medical evidence that supports your claim, including medical bills
and medical reports (do not attach x-rays, MRI’s, etc.) that document how your injury or illness is related to your work.
Submit the claim package to the DIA at the address printed on the top of the Form 110.
• You must also send a copy of the completed Form 110 to the insurer. We recommend that you keep a copy of this form for
your own files.
• Once the DIA receives your completed Form 110, you will be scheduled for a Conciliation within two weeks or so. This will
start the dispute process. You will be notified in writing of the date, time and location of this meeting.
Please Note: When you come to any DIA office for any proceeding, be sure to bring with you any communications the insurer or
the DIA has sent to you, along with any other relevant paperwork, especially the N otice of Proceeding telling you to com e

to the DI A.

The Dispute Process
1. Conciliation
The first stage of the Dispute Resolution process is initiated when the DIA receives either of the following forms:
1.
2.

Employee's Claim (Form 110), which is filed by an injured employee or their legal counsel against the Workers’
Compensation insurance carrier.

Insurer’s Complaint for Modification, Discontinuance or Recoupment of Compensation (Form 108), which is filed when an

insurance company requests permission to stop or change your benefits.
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Upon receiving either of these forms, an informal meeting will be automatically scheduled between you (or your legal
representative), the insurer’s attorney, and a conciliator from the DIA. This meeting, called a “Conciliation,” normally takes place
within 12 business days of filing a Form 110 or Form 108. At the Conciliation, an effort is made to reach a voluntary agreement
between you and the insurer. If a voluntary agreement cannot be reached, the status of your claim would remain the same as
before, and your case could be referred to one of our judges for a Conference.

2. Conference
The Conference is an informal legal proceeding before an Administrative Judge, and usually will take place between 8 - 12 weeks
from the date of the Conciliation. The judge learns about the case from presentations by both parties and the submission of
documents, such as medical reports, wage statements and affidavits from witnesses. Witnesses are not called. You or your attorney
indicates to the judge what the witnesses would have said.
At the Conference you need to show:
(A)

you were disabled;

(B)

the injury or illness was work related; and

(C)

That any disputed medical bills were for necessary treatment.

After the Conference the judge issues an order, either telling the insurer to pay your benefits or ruling that they are not required to
pay your benefits.
The Conference Order can be appealed by either party on an Appeal of a Conference Proceeding (Form 121). You have 14 days to
appeal from the date of the order. There is a fee to appeal the Conference Order if your appeal is based on a medical
issue. This fee pays for you to be evaluated by an impartial medical physician. This fee may be waived if you can prove you cannot
afford to pay the fee by filing an Affidavit of Indigence and Request for Waiver of Sec. 11A (2) Fees (Form 136). If either party
appeals the Conference Order, a formal hearing before the same judge will be scheduled.

3. Hearing
The Hearing is a formal legal proceeding. It is usually held before the same judge who presided at the Conference.
Massachusetts Rules of Evidence will apply and sworn testimony is taken. Witnesses are called and cross-examined by the opposing
party. A stenographer records the proceedings.
The judge will render a Hearing decision in which you will either be awarded benefits or not. The decision can be appealed to the
Reviewing Board by either party on an Appeal to Reviewing Board (Form 112). This appeal can only be made if the party contends
that the judge made an error of law in issuing their decision or during the Hearing. The appeal must be received within 30 days
from the date of the Hearing decision. There is an appeal fee equal to 30 percent of the State Average Weekly Wage in place at the
time of the appeal. The fee may be waived by filing an Affidavit in Support of Request for Waiver of Filing Fee Under Sec.11C (Form
112A).

4. The Industrial Accidents Reviewing Board
If one or both of the parties wishes to appeal the Hearing decision, that appeal is heard and decided by the Reviewing Board. This
board is comprised of six Administrative Law Judges, three of whom will examine the hearing transcripts. They may ask for
additional written legal briefs or oral arguments from the parties. The Reviewing Board can reverse or uphold the decision of the
Administrative Judge, or can determine that more work needs to be done, and remand (send back) the case to the Administrative
Judge for further finding. Either party may appeal Reviewing Board decisions to the Court of Appeals within 30 days of the
Reviewing Board decision.

5. Further Appeals
If one or both of the parties wishes to appeal the decision of the Reviewing Board, the appeal is heard by the Massachusetts Court
of Appeals.
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What Are The Workers’ Compensation Benefits?
Temporary Total Incapacity Benefits (§ 34)
Who Qualifies?
You qualify if your injury or illness leaves you unable to work – considering age, training, and experience – for 5 or more full or
partial days (the days don’t have to be consecutive).
What Are The Benefits?
Your benefits will be 60% of your gross (pre-tax, pre-benefits) average weekly wage. To determine your compensation, take the
sum of your total gross earnings, including overtime, bonuses, etc., for the 52 weeks prior to your date of injury and divide the sum
by 52 to compute your average weekly wage. (Note: If you were employed by your current employer for only a portion of the 52
weeks prior to injury or illness, divide the total gross earnings by the number of weeks of employment in the prior year, to
determine your average weekly wage.) Multiply your average weekly wage by 60% (.60) to find your approximate weekly
compensation under Sec. 34. The maximum that you can receive is the State's Average Weekly Wage (SAWW) at the time of your
injury.
For How Long?
You can receive these benefits for up to 156 weeks (3 years). Compensation begins on the sixth day of incapacity; you will not be
compensated for the first five days of incapacity unless you are disabled for 21 days or more. These days do not have to be
consecutive.

Partial Incapacity Benefits (§ 35)
Who Qualifies?
You qualify if you can still work but lose part of your earning capacity because of your injury or illness. This may include an injury
forcing you to change jobs at a lower pay rate, or an injury that requires you to work fewer hours.
What Are The Benefits?
The maximum compensation under Sec. 35 is up to 75% (.75) of what your weekly total temporary benefits would be. For
example, if you receive $440 a week as a total temporary benefit, the most you could receive if you collected partial benefits would
be $330 a week. ($440 x .75 = $330).
For How Long?
You can receive benefits for up to 260 weeks (5 years).

Permanent and Total Incapacity Benefits (§ 34A)
Who Qualifies?
You qualify if you are totally and permanently unable to do any kind of work as a result of a work-related injury or illness. You do
not have to exhaust your temporary benefits before applying for permanent benefits.
What Are The Benefits?
You will get two-thirds of your average weekly wage (or a minimum of 20% of the SAWW) based on the 52 weeks prior to your
injury, up to a maximum of the SAWW. You may also be entitled to annual Cost-Of-Living Adjustments (COLA).
For How Long?
You can receive benefits for as long as you are disabled.

Medical Benefits (§ 13 & § 30)
Who Qualifies?
You qualify if you suffer a work-related injury or illness that requires medical attention.
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What Are The Benefits?
You are entitled to adequate and reasonable medical care as a result of the injury or illness. You are also entitled to prescription
reimbursement and mileage reimbursement for travel to and from medical visits for your work-related injury or illness. For your first
visit to the doctor or hospital, your employer has the right to designate a healthcare provider within the employer’s preferred
provider arrangement. After that initial treatment, you have the right to choose your own healthcare providers. The insurer has the
right to send you periodically to see its doctor for an evaluation of your incapacity.
Once your claim has been reported to the insurance company, the insurer must issue you an insurance card with a claim number
and contact information on it. Give the claim number to your doctor so the doctor can bill the insurer directly and get pre-approval
for treatment of your injury or illness. If you do not get this card promptly after your injury or illness, contact the insurer and get
the number as most medical providers will not treat you without the claim number.
For How Long?
You can receive benefits for as long as medical and hospital services are required due to your injury or illness.

Permanent Loss of Function and Disfigurement Benefits (§ 36)
Who Qualifies?
You qualify if a work-related injury or illness results in a permanent loss of certain specific bodily functions, or if you suffer scarring
or disfigurement on your face, neck or hands.
What Are The Benefits?
You receive a one-time payment for your disfigurement and/or scarring. This benefit is paid in addition to other payments; for
example, medical bills, lost wages, etc. The amount paid depends on the location and severity of the disfigurement or function lost.
If you were injured or suffered an illness prior to December 24, 1991, you have slightly different benefits. Contact our Public
Information Office if you have any questions about these benefits. If you do not have an attorney, you may want to contact our
Conciliation Unit once the insurer has made an offer for your scarring and disfigurement and speak to a Conciliator. The Conciliator
can give you an idea of whether the offer falls within established guidelines.
For How Long?
You receive a one-time payment for your loss of body function, disfigurement and/or scarring.

Survivors’/Dependents’ Benefits (§ 31)
Who Qualifies?
You qualify if you are the spouse or child of an employee who has died as a result of a work-related injury or illness. Children are
eligible only if they are under age 18, are full-time students or are unable to work because of physical or mental disabilities.
What Are The Benefits?
Surviving spouses can receive weekly benefits equal to two-thirds of the deceased worker’s average weekly wage, up to the
maximum of the State’s Average Weekly Wage (SAWW) in place at the time of their injury or illness.
Surviving spouses become eligible for yearly cost of living adjustments two years after the date of the injury or illness.
If the spouse remarries, $60 a week is paid to each eligible child. The total weekly amount paid to dependent children cannot
exceed the amount the spouse had been receiving.
For How Long?
Surviving spouses can receive these benefits for as long as they remain dependent (as determined by a judge) and do not remarry.

Burial Expenses (§ 33)
Section 33. In all cases, the insurer shall pay the reasonable expenses of burial, not exceeding 8 times the average weekly wage in
the commonwealth as determined pursuant to subsection (a) of section 29 of chapter 151A.
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When Benefits May Be Stopped or Reduced
Your benefits may be stopped or reduced for several reasons. Examples of those reasons are:
• Benefits are ordered to be stopped by an Administrative Judge, Reviewing Board, higher court, or arbitrator.
• You have returned to work. The insurer must resume benefits if you leave work again due to the same injury within 28 days,
provided that the insurer has accepted or been assigned liability for your injury.
• The insurer has been given a medical report by your treating doctor or an impartial medical examiner stating that you are
capable of returning to work, and your employer has reported in writing that a suitable position is available for you that your
doctor has approved.
• You are requested to attend an evaluation by a DIA Vocational Rehabilitation Review Officer and you refuse to attend, or you
refuse to cooperate with the provision of vocational rehabilitation services.
• You are asked to go to the insurer’s doctor for evaluation, and you fail to attend.
• You are imprisoned after conviction for either a misdemeanor or felony.

Lump Sum Settlements
A lump sum settlement is a legal contract between you, the insurer, and in some cases your employer. A lump sum settlement
is one-time payment usually made in place of your weekly compensation checks. Be sure when accepting a settlement
that you are clear on your rights, and what you may be giving up, as you must carefully consider whether settling your case is in
your own best interest. Again, this is a critical time to seek legal advice. A lump sum is not given automatically; both you and the
insurance company must agree to it, and in most cases, it must be approved by an Administrative Judge at the DIA.
In receiving a lump sum settlement, you may still be eligible for Vocational Rehabilitation Services paid by the insurer. Discuss these
rights with a judge or your attorney prior to signing any agreement.
Visit our website at www.mass.gov/dia under “Department of Industrial Accidents Publications” to download a Lump Sum
Brochure.

Vocational Rehabilitation Services
The goal of vocational rehabilitation (VR) is to return you to work earning as close as possible to what you were earning prior to
your injury or illness, if not more. VR services cover all non-medical services that you may require to return to a suitable job.
Depending on your situation, services may include: evaluation of your capabilities, vocational testing and training, counseling or
guidance, workplace modifications, formal retraining, and job placement assistance.
If you receive a notice to meet with one of our VR Review Officers, you must attend this meeting. If you fail to come to this
meeting, your benefits can be discontinued. This meeting is to determine if you are suitable for services designed to help put
you back to work. If you refuse to take part in a rehabilitation program after being found suitable, your weekly benefits can be
reduced by the insurance company with the DIA’s permission. For more information, please visit our website at
www.mass.gov/dia or call our Public Information Office at (857) 321-7470 for a VR Brochure.

How to Verify Workers’ Compensation Coverage
The DIA provides a free web-based “Proof of Coverage” (POC) tool that can help verify whether an employer has a current
Workers’ Compensation policy. Although the POC tool is not designed to detect fraud, it may assist in determining whether fraud
exists. To access the POC tool, go to www.mass.gov/dia and click on the link to “Verify Workers’ Compensation Coverage.”
If after checking the POC tool you believe that an employer is not providing coverage, contact our Office of Investigations at (857)
321-7313 or toll free at 1-877-MASSAFE (627-7233). Or fill out a referral form online.

Frequently Asked Questions By Injured Workers
For “Frequently Asked Questions,” visit our website at www.mass.gov/dia.

Public Information
The procedures for filing a Workers' Compensation claim may be confusing. This brochure may answer basic questions. If you need
more information, call any of our regional offices or contact our Boston office; from within Massachusetts: (800) 323-3249. From
outside Massachusetts, call (857) 321-7470 and ask for Public Information. You can also visit www.mass.gov/dia.
TDD (teletype for the hard of hearing only): (800) 224-6196
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DIA Regional Offices
Boston
Lafayette City Center
2 Avenue de Lafayette
(617) 727-4900, (800) 323-3249
Fall River
1 Father DeValles Boulevard, 3rd Floor
Fall River, MA 02723
(508) 676-3406
Lawrence
354 Merrimack Street
Entrance C, Suite # 230
Lawrence, MA 01843
(978) 683-6420

Springfield
436 Dwight Street
Springfield, MA 01103
(413) 784-1133
Worcester
Mercantile Center
100 Front St., Suite 310
Worcester, MA 01608
(508) 753-2072

Commonwealth of Massachusetts
Executive Office of Labor and Workforce Development
Department of Industrial Accidents

YOUR GUIDE TO WORKERS’ COMPENSATION is published by the Massachusetts Department of Industrial Accidents, Lafayette City
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