
LAKEMARY CENTER 
FIRST NOTICE OF COBRA  

*VERY IMPORTANT NOTICE* 
 

** CONTINUATION COVERAGE RIGHTS UNDER COBRA** 
 

Introduction 
 
You are receiving this notice because you have recently become covered under a group health 
plan, with HUMANA.  This notice contains important information about your right to COBRA 
continuation coverage, which is a temporary extension of coverage under HUMANA.  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 a 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 HUMANA when they 
would otherwise lose their group health coverage.  For additional information about your rights 
and obligations under HUMANA and under federal law, you should review the HUMANA 
Summary Plan Description or contact the Plan Administrator.   
 
You may have other options available to you when you lose group health coverage.  For 
example, you may be eligible to buy an individual plan through the Health Insurance 
Marketplace.  By enrolling in coverage through the Marketplace, you may qualify for lower costs 
on your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 
30-day special enrollment period for another group health plan for which you are eligible (such 
as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.   
 
What is COBRA Continuation Coverage? 
 
COBRA continuation coverage is a continuation of HUMANA 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 HUMANA is lost because of the 
qualifying event.  Under HUMANA, 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 
HUMANA 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. 
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If you are the spouse of an employee, you will become a qualified beneficiary if you lose your 
coverage under HUMANA 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 
HUMANA because any of the following qualifying events happens: 

 
• 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.” 

 
When is COBRA Coverage Available? 
 
HUMANA 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 the 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: Jennifer Tewes, Lakemary Center, 100 Lakemary Dr., Paola, KS 66071. 
 
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.   
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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.   
 
Disability extension of 18-month period of continuation coverage 
 
If you or anyone in your family covered under HUMANA 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.   
 
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 
additional months of COBRA continuation coverage, for a maximum of 36 months, if notice of 
the second qualifying event is properly given to HUMANA.  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 
HUMANA as a dependent child, but only if the event would have caused the spouse or 
dependent child to lose coverage under HUMANA had the first qualifying event not occurred. 
 
Are there other coverage options besides COBRA Continuation Coverage? 
 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options 
for you and your family through the Health Insurance Marketplace, Medicaid, or other group 
health plan coverage options (such as a spouse’s plan) through what is called a “special 
enrollment period.”   Some of these options may cost less than COBRA continuation coverage.   
You can learn more about many of these options at www.healthcare.gov. 
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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 the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient 
Protection and Affordable Care Act, 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 www.dol.gov/ebsa.  (Addresses and phone 
numbers of Regional and District EBSA Offices are available through EBSA’s website.)  For 
more information about the Marketplace, visit www.HealthCare.gov.   
 
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. 
 
Plan Contact Information 
 
Jennifer Tewes, Lakemary Center, 100 Lakemary Dr. Paola, KS 66-71, 913-557-4000.  
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SBC0072W110620141328 

HUMANA INSURANCE COMPANY: KS LEHD D/C 14 Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Individual + Family | Plan Type: PPO-HDHP

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or

plan document at www.humana.com or by calling 1-866-4ASSIST (427-7478).

Important Questions Answers Why this Matters:

What is the overall

deductible?

Network:

$3,000 Individual / $6,000 Family

Non-Network:

$9,000 Individual / $18,000 Family

Doesn't apply to preventive services.

Co-insurance and co-payments don't

count toward the deductible

You must pay all the costs up to the deductible amount before this plan begins to

pay for covered services you use. Check your policy or plan document to see

when the deductible starts over (usually, but not always, January 1st). See the 

meet the deductible.

chart starting on page 2 for how much you pay for covered services after you 

Are there other

deductibles for specific

services?

No. You don't have to meet deductibles for specific services, but see the chart 

starting on page 2 for other costs for services this plan covers.

Is there an out-of-pocket 

limit on my expenses

Yes. For Network providers

$3,000 Individual / $6,000 Family

For Non-Network providers

$11,500 Individual / $23,000 Family

The out-of-pocket limit is the most you could pay during a coverage period

(usually one year) for your share of the cost of covered services. This limit helps

you plan for health care expenses.

What is not included in

the out-of-pocket limit?

Premiums, Balance-billed charges, Health

care this plan doesn't cover, Penalties,

Non-network transplant,

Out-of-network Co-Insurance

Even though you pay these expenses, they don't count toward the out-of-pocket 

limit.

Is there an overall annual

limit on what the plan

pays?

No.

specific covered services, such as office visits.

The chart starting on page 2 describes any limits on what the plan will pay for  

Does this plan use a

network of providers?

If you use a network doctor or other health care  provider, this plan will pay some

or all of the costs of covered services. Be aware, your network doctor or hospital

may use a non-network provider for some services. Plans use the term network , 

preferred, or participating for providers in their network. See the chart starting 

on page 2 for how this plan pays different kinds of  providers.

Do I need a referral to

see a specialist?

No. You can see the specialist you choose without permission from this plan.
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Are there services this

plan doesn't cover?

Yes.

or plan document for additional information about   excluded services .

Some of the services this plan doesn't cover are listed on page 6. See your policy 

• Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you

haven't met your deductible.

• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the 

allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the 

allowed amount is $1,000, you may have to pay the $500 difference. (This is called  balance billing .)

• This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you visit a health

care provider's office

or clinic

Primary care visit to treat an

injury or illness

No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

Specialist visit No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

Other practitioner office visit Chiropractor

Exam:

No charge after

deductible

Chiropractor

Exam:

30% coinsurance

––––––––––––––––none––––––––––––––––

Preventive care / screening /

immunization

No charge 30% coinsurance limited coverage for preventive care

If you have a test

Diagnostic test (x-ray, blood

work)

No charge after

deductible

30% coinsurance Cost share may vary based on where service is performed

Imaging (CT/PET scans,

MRIs)

No charge after

deductible

30% coinsurance Cost share may vary based on where service is performed

Preauthorization may be required - if not obtained,

penalty will be 50%
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Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you need drugs to

treat your illness or

condition

More information

about prescription 

drug coverage is

available at

www.humana.com.

Generic and brand-name drugs No charge after

deductible

(Retail)

No charge after

deductible (Mail

Order)

30% coinsurance

(Retail)

30% coinsurance

(Mail Order)

30 day supply

Preauthorization may be required - if not obtained,

penalty will be 100% for certain prescription drugs

(Retail)

90 day supply

Preauthorization may be required - if not obtained,

penalty will be 100% for certain prescription drugs

(Mail Order)

If you have

outpatient surgery

Facility fee (e.g., ambulatory

surgery center)

No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Physician/surgeon fees No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

If you need

immediate medical

attention

Emergency room services No charge after

deductible

No charge after

deductible

––––––––––––––––none––––––––––––––––

Emergency medical

transportation

No charge after

deductible

No charge after

deductible

––––––––––––––––none––––––––––––––––

Urgent care No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

If you have a hospital

stay

Facility fee (e.g., hospital room) No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Physician/surgeon fee No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

If you have mental

health, behavioral

health, or substance

abuse needs

Mental/Behavioral health

outpatient services

No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

Mental/Behavioral health

inpatient services

No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Substance use disorder

outpatient services

No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

Substance use disorder

inpatient services

No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%
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Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you are pregnant

Prenatal and postnatal care No charge after

deductible

30% coinsurance ––––––––––––––––none––––––––––––––––

Delivery and all inpatient

services

No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

If you need help

recovering or have

other special health

needs

Home health care No charge after

deductible

30% coinsurance 60 visit limit per cal yr/plan yr

Preauthorization may be required - if not obtained,

penalty will be 50%

Rehabilitation services Rehabilitation:

No charge after

deductible

Therapy: No

charge after

deductible

Rehabilitation:

30% coinsurance

Therapy: 30%

coinsurance

30 PT,OT,ST,CT, AT visit limit per year includes

manips & adjustments

For non-network, 10 PT,OT,CT,ST,AT visits per year

includes manips & adjustments

Any limits for Habilitation services and Rehabilitation

services are combined.

Habilitation services Habilitation: No

charge after

deductible

Therapy: No

charge after

deductible

Habilitation: 30%

coinsurance

Therapy: 30%

coinsurance

30 PT,OT,ST,CT, AT visit limit per year includes

manips & adjustments

For non-network, 10 PT,OT,CT,ST,AT visits per year

includes manips & adjustments

Any limits for Habilitation services and Rehabilitation

services are combined.

Skilled nursing care No charge after

deductible

30% coinsurance 60 day limit per cal yr/plan yr

Preauthorization may be required - if not obtained,

penalty will be 50%

Durable medical equipment No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50% for durable medical equipment $750

and over

Hospice service No charge after

deductible

30% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

If your child needs

dental or eye care

Eye exam Not Covered Not Covered ––––––––––––––––none––––––––––––––––

Glasses Not Covered Not Covered ––––––––––––––––none––––––––––––––––

Dental check-up Not Covered Not Covered ––––––––––––––––none––––––––––––––––
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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 • Hearing Aids • Private Duty Nursing except during a home

health care visit, 100 visits every year

• Bariatric surgery • Infertility treatment • Routine eye care (Adult)

• Cosmetic surgery, unless to correct a

functional impairment

• Long-term care • Routine foot care

• Dental care (Adult), unless for dental injury of

a sound natural tooth

• Non Emergent Care received from foreign

providers

• Weight loss programs

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.) 

• Chiropractic care - spinal manipulations are

covered

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay

while covered under the plan. Other limitations on your rights to continue coverage may also apply. 

For more information on your rights to continue coverage, contact the plan at 1-866-4ASSIST (427-7478). You may also contact your state insurance

department, 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. 

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact:

Humana, Inc.: www.humana.com or 1-866-4ASSIST (427-7478)

Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

Insurance Department, 420 S.W. 9th Street, Topeka, KS 66612, Phone: 785-296-3071 or 800-432-2484 or, TTY/TDD: 877-235-3151

Additionally, a consumer assistance program can help you file your appeal. Contact the Insurance Department, Consumer Assistance Division, 420 S.W. 9th

Street, Topeka, KS 66612, Website: http://www.ksinsurance.org, Email: CAP@ksinsurance.org, Phone: 800-432-2484 or 785-296-3071
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Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does

provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This plan

or policy does provide minimum essential coverage.

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-866-4ASSIST (427-7478)

–––––––––––––––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:

These examples show how this plan might cover

medical care in given situations. Use these examples

to see, in general, how much financial protection a

sample patient might get if they are covered under

different plans. 

This is

not a cost

estimator.  

Don't use these examples to

estimate your actual costs

under this plan. The actual

care you receive will be

different from these examples,

and the cost of that care will

also be different.

See the next page for

important information about

these examples.

Having a baby

(normal delivery)

n Amount owed to providers: $7,540

n Plan pays $4,540

n Patient pays $3,000

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total $7,540

Patient pays:

Deductibles $3,000

Copays $0

Coinsurance $0

Limits or exclusions $0

Total $3,000

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

n Amount owed to providers: $5,400

n Plan pays $2,380

n Patient pays $3,020

Sample care costs:

Prescriptions $2,900

Medical Equipment and

Supplies

$1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total $5,400

Patient pays:

Deductibles $3,000

Copays $0

Coinsurance $0

Limits or exclusions $20

Total $3,020
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Questions and answers about the Coverage Examples:

What are some of the

assumptions behind the

Coverage Examples?

• Costs don't include premiums.

• Sample care costs are based on national 

averages supplied by the U.S. Department of

Health and Human Services, and aren't

specific to a particular geographic area or

health plan.

• The patient's condition was not an  excluded

or preexisting condition.

• All services and treatments started and ended

in the same coverage period.

• There are no other medical expenses for any

member covered under this plan.

• Out-of-pocket expenses are based

only on treating the condition in

the example.

• The patient received all care from network  

providers. If the patient had received care

from non-network providers, costs would

have been higher.

What does a Coverage

Example show? 

For each treatment situation, the Coverage

Example helps you see how deductibles, 

copayments, and coinsurance can add up. It

also helps you see what expenses might be left

up to you to pay because the service or

treatment isn't covered or payment is limited. 

Does the Coverage Example

predict my own care needs? 

ûNo. Treatments shown are just examples.

The care you would receive for this

condition could be different based on your

doctor's advice, your age, how serious your

condition is, and many other factors.

Does the Coverage Example

predict my future expenses? 

ûNo. Coverage Examples are not cost

estimators. You can't use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers 

charge, and the reimbursement your health

plan allows. 

Can I use Coverage Examples to

compare plans? 

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you'll

find the same Coverage Examples. When

you compare plans, check the "Patient Pays"

box in each example. The smaller that

number, the more coverage the plan

provides. 

Are there other costs I should

consider when comparing plans? 

üYes. An important cost is the premium you

pay. Generally, the lower your premium, 

the more you'll pay in out-of-pocket costs,

such as copayments, deductibles, and 

coinsurance. You should also consider

contributions to accounts such as health

savings accounts (HSAs), flexible spending

arrangements (FSAs) or health

reimbursement accounts (HRAs) that help

you pay out-of-pocket expenses. 
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SBC0072W110620141215 

HUMANA INSURANCE COMPANY: KS LG PPO 14 Coverage Period: Beginning on or after 01/01/2015

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Individual + Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or

plan document at www.humana.com or by calling 1-866-4ASSIST (427-7478).

Important Questions Answers Why this Matters:

What is the overall

deductible?

Network:

$2,500 Individual / $5,000 Family

Non-Network:

$7,500 Individual / $15,000 Family

Doesn't apply to prescription drugs and

preventive services.

Co-insurance and co-payments don't

count toward the deductible

You must pay all the costs up to the deductible amount before this plan begins to

pay for covered services you use. Check your policy or plan document to see

when the deductible starts over (usually, but not always, January 1st). See the 

meet the deductible.

chart starting on page 2 for how much you pay for covered services after you 

Are there other

deductibles for specific

services?

Prescription drug coverage

Network:

$ Individual / $ Family

Non-Network:

$ Individual / $ Family

You must pay all of the costs for these services up to the specific  deductible 

amount before this plan begins to pay for these services.

Is there an out-of-pocket 

limit on my expenses

Yes. For Network providers

$6,250 Individual / $12,500 Family

For Non-Network providers

$18,000 Individual / $36,000 Family

The out-of-pocket limit is the most you could pay during a coverage period

(usually one year) for your share of the cost of covered services. This limit helps

you plan for health care expenses.

What is not included in

the out-of-pocket limit?

Premiums, Balance-billed charges, Health

care this plan doesn't cover, Penalties,

Non-network transplant,

Out-of-network Co-Insurance,

prescription drugs, specialty drugs

Even though you pay these expenses, they don't count toward the out-of-pocket 

limit.

Is there an overall annual

limit on what the plan

pays?

No.

specific covered services, such as office visits.

The chart starting on page 2 describes any limits on what the plan will pay for  
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Does this plan use a

network of providers?

If you use a network doctor or other health care  provider, this plan will pay some

or all of the costs of covered services. Be aware, your network doctor or hospital

may use a non-network provider for some services. Plans use the term network , 

preferred, or participating for providers in their network. See the chart starting 

on page 2 for how this plan pays different kinds of  providers.

Do I need a referral to

see a specialist?

No. You can see the specialist you choose without permission from this plan.

Are there services this

plan doesn't cover?

Yes.

or plan document for additional information about   excluded services .

Some of the services this plan doesn't cover are listed on page 6. See your policy 

• Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you

haven't met your deductible.

• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the 

allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the 

allowed amount is $1,000, you may have to pay the $500 difference. (This is called  balance billing .)

• This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you visit a health

care provider's office

or clinic

Primary care visit to treat an

injury or illness

$20 copay/visit 30% coinsurance ––––––––––––––––none––––––––––––––––

Specialist visit $35 copay/visit 30% coinsurance ––––––––––––––––none––––––––––––––––

Other practitioner office visit Chiropractor

Exam:

$35 copay/visit

Chiropractor

Exam:

30% coinsurance

––––––––––––––––none––––––––––––––––

Preventive care / screening /

immunization

No charge 30% coinsurance limited coverage for preventive care

If you have a test

Diagnostic test (x-ray, blood

work)

No charge after

deductible

30% coinsurance Cost share may vary based on where service is performed

Imaging (CT/PET scans,

MRIs)

20% coinsurance 50% coinsurance Cost share may vary based on where service is performed

Preauthorization may be required - if not obtained,

penalty will be 50%
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Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you need drugs to

treat your illness or

condition

More information

about prescription 

drug coverage is

available at

www.humana.com.

Level 1 - Lowest cost generic

and brand-name drugs

$15 copay

(Retail)

$30 copay (Mail

Order)

30% coinsurance

(Retail)

30% coinsurance

(Mail Order)

30 day supply

Preauthorization may be required - if not obtained,

penalty will be 100% for certain prescription drugs

(Retail)

90 day supply

Preauthorization may be required - if not obtained,

penalty will be 100% for certain prescription drugs

(Mail Order)

Level 2 - Higher cost generic

and brand-name drugs

$35 copay

(Retail)

$70 copay (Mail

Order)

See Level 1 for

Non-Network

benefit

Level 3 - Generic and

brand-name drugs with higher

cost than Level 2

$55 copay

(Retail)

$110 copay (Mail

Order)

See Level 1 for

Non-Network

benefit

Level 4 - Highest cost drugs 25% coinsurance

(Retail)

25% coinsurance

(Mail Order)

See Level 1 for

Non-Network

benefit

Specialty drugs 35% coinsurance 50% coinsurance 25% coinsurance when filled via a preferred network

specialty pharmacy

Preauthorization may be required - if not obtained,

penalty will be 100% for certain prescription drugs

If you have

outpatient surgery

Facility fee (e.g., ambulatory

surgery center)

20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Physician/surgeon fees 20% coinsurance 50% coinsurance ––––––––––––––––none––––––––––––––––

If you need

immediate medical

attention

Emergency room services $150 copay/visit $150 copay/visit Copayment waived if admitted

Emergency medical

transportation

20% coinsurance 20% coinsurance ––––––––––––––––none––––––––––––––––

Urgent care $75 copay/visit 30% coinsurance ––––––––––––––––none––––––––––––––––

If you have a hospital

stay

Facility fee (e.g., hospital room) 20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Physician/surgeon fee 20% coinsurance 50% coinsurance ––––––––––––––––none––––––––––––––––
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Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If you have mental

health, behavioral

health, or substance

abuse needs

Mental/Behavioral health

outpatient services

$20 copay/visit 30% coinsurance ––––––––––––––––none––––––––––––––––

Mental/Behavioral health

inpatient services

20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

Substance use disorder

outpatient services

$20 copay/visit 30% coinsurance ––––––––––––––––none––––––––––––––––

Substance use disorder

inpatient services

20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

If you are pregnant

Prenatal and postnatal care 20% coinsurance 50% coinsurance ––––––––––––––––none––––––––––––––––

Delivery and all inpatient

services

20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%

If you need help

recovering or have

other special health

needs

Home health care 20% coinsurance 50% coinsurance 60 visit limit per cal yr/plan yr

Preauthorization may be required - if not obtained,

penalty will be 50%

Rehabilitation services Rehabilitation:

$35 copay/visit

Therapy: $35

copay/visit

Rehabilitation:

30% coinsurance

Therapy: 30%

coinsurance

30 PT,OT,ST,CT, AT visit limit per year includes

manips & adjustments

For non-network, 10 PT,OT,CT,ST,AT visits per year

includes manips & adjustments

Any limits for Habilitation services and Rehabilitation

services are combined.

Habilitation services Habilitation: $35

copay/visit

Therapy: $35

copay/visit

Habilitation: 30%

coinsurance

Therapy: 30%

coinsurance

30 PT,OT,ST,CT, AT visit limit per year includes

manips & adjustments

For non-network, 10 PT,OT,CT,ST,AT visits per year

includes manips & adjustments

Any limits for Habilitation services and Rehabilitation

services are combined.

Skilled nursing care 20% coinsurance 50% coinsurance 60 day limit per cal yr/plan yr

Preauthorization may be required - if not obtained,

penalty will be 50%

Durable medical equipment 20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50% for durable medical equipment $750

and over

Hospice service 20% coinsurance 50% coinsurance Preauthorization may be required - if not obtained,

penalty will be 50%
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Common

Medical Event
Services You May Need

Your Cost If

You Use a

Network

Provider

Your Cost if

You Use a

Non-Network

Provider

Limitations & Exceptions

If your child needs

dental or eye care

Eye exam Not Covered Not Covered ––––––––––––––––none––––––––––––––––

Glasses Not Covered Not Covered ––––––––––––––––none––––––––––––––––

Dental check-up Not Covered Not Covered ––––––––––––––––none––––––––––––––––

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 • Hearing Aids • Private Duty Nursing except during a home

health care visit, 100 visits every year

• Bariatric surgery • Infertility treatment • Routine eye care (Adult)

• Cosmetic surgery, unless to correct a

functional impairment

• Long-term care • Routine foot care

• Dental care (Adult), unless for dental injury of

a sound natural tooth

• Non Emergent Care received from foreign

providers

• Weight loss programs

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.) 

• Chiropractic care - spinal manipulations are

covered

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay

while covered under the plan. Other limitations on your rights to continue coverage may also apply. 

For more information on your rights to continue coverage, contact the plan at 1-866-4ASSIST (427-7478). You may also contact your state insurance

department, 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. 
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Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact:

Humana, Inc.: www.humana.com or 1-866-4ASSIST (427-7478)

Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

Insurance Department, 420 S.W. 9th Street, Topeka, KS 66612, Phone: 785-296-3071 or 800-432-2484 or, TTY/TDD: 877-235-3151

Additionally, a consumer assistance program can help you file your appeal. Contact the Insurance Department, Consumer Assistance Division, 420 S.W. 9th

Street, Topeka, KS 66612, Website: http://www.ksinsurance.org, Email: CAP@ksinsurance.org, Phone: 800-432-2484 or 785-296-3071

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does

provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This plan

or policy does provide minimum essential coverage.

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-866-4ASSIST (427-7478)

–––––––––––––––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:

These examples show how this plan might cover

medical care in given situations. Use these examples

to see, in general, how much financial protection a

sample patient might get if they are covered under

different plans. 

This is

not a cost

estimator.  

Don't use these examples to

estimate your actual costs

under this plan. The actual

care you receive will be

different from these examples,

and the cost of that care will

also be different.

See the next page for

important information about

these examples.

Having a baby

(normal delivery)

n Amount owed to providers: $7,540

n Plan pays $4,190

n Patient pays $3,350

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total $7,540

Patient pays:

Deductibles $2,500

Copays $50

Coinsurance $800

Limits or exclusions $0

Total $3,350

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

n Amount owed to providers: $5,400

n Plan pays $3,780

n Patient pays $1,620

Sample care costs:

Prescriptions $2,900

Medical Equipment and

Supplies

$1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total $5,400

Patient pays:

Deductibles $0

Copays $1,600

Coinsurance $0

Limits or exclusions $20

Total $1,620



Questions: Call 1-866-4ASSIST (427-7478) or visit us at www.humana.com

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view

the Glossary at www.dol.gov/ebsa/healthreform or call 1-866-4ASSIST (427-7478) to request a copy. 8 of 8

Questions and answers about the Coverage Examples:

What are some of the

assumptions behind the

Coverage Examples?

• Costs don't include premiums.

• Sample care costs are based on national 

averages supplied by the U.S. Department of

Health and Human Services, and aren't

specific to a particular geographic area or

health plan.

• The patient's condition was not an  excluded

or preexisting condition.

• All services and treatments started and ended

in the same coverage period.

• There are no other medical expenses for any

member covered under this plan.

• Out-of-pocket expenses are based

only on treating the condition in

the example.

• The patient received all care from network  

providers. If the patient had received care

from non-network providers, costs would

have been higher.

What does a Coverage

Example show? 

For each treatment situation, the Coverage

Example helps you see how deductibles, 

copayments, and coinsurance can add up. It

also helps you see what expenses might be left

up to you to pay because the service or

treatment isn't covered or payment is limited. 

Does the Coverage Example

predict my own care needs? 

ûNo. Treatments shown are just examples.

The care you would receive for this

condition could be different based on your

doctor's advice, your age, how serious your

condition is, and many other factors.

Does the Coverage Example

predict my future expenses? 

ûNo. Coverage Examples are not cost

estimators. You can't use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers 

charge, and the reimbursement your health

plan allows. 

Can I use Coverage Examples to

compare plans? 

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you'll

find the same Coverage Examples. When

you compare plans, check the "Patient Pays"

box in each example. The smaller that

number, the more coverage the plan

provides. 

Are there other costs I should

consider when comparing plans? 

üYes. An important cost is the premium you

pay. Generally, the lower your premium, 

the more you'll pay in out-of-pocket costs,

such as copayments, deductibles, and 

coinsurance. You should also consider

contributions to accounts such as health

savings accounts (HSAs), flexible spending

arrangements (FSAs) or health

reimbursement accounts (HRAs) that help

you pay out-of-pocket expenses. 



 
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 [insert “30 days” or any longer period that applies under the plan] after your 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 [insert “30 
days” or any longer period that applies under the plan] after the marriage, birth, adoption, or placement 
for adoption. 
 

 
NOTICE OF OPPORTUNITY TO ENROLL IN CONNECTION WITH 

EXTENSION OF DEPENDENT COVERAGE TO AGE 26 
The interim final regulations extending dependent coverage to age 26 provide transitional relief for a child 
whose coverage ended, or who was denied coverage (or was not eligible for coverage) under a group 
health plan or health insurance coverage because, under the terms of the plan or coverage, the availability 
of dependent coverage of children ended before the attainment of age 26. The regulations require a plan 
or issuer to give such a child an opportunity to enroll that continues for at least 30 days (including written 
notice of the opportunity to enroll), regardless of whether the plan or coverage offers an open enrollment 
period and regardless of when any open enrollment period might otherwise occur. This enrollment 
opportunity (including the written notice) must be provided not later than the first day of the first plan year 
beginning on or after September 23, 2010. The notice may be included with other enrollment materials 
that a plan distributes, provided the statement is prominent. Enrollment must be effective as of the first 
day of the first plan year beginning on or after September 23, 2010.  
 

 
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT (MHPAEA) 

Under federal law, annual or lifetime dollar limits on mental health/substance use benefits can be no lower 
than any such dollar limits for medical and surgical benefits offered by a group health plan or health 
insurance issuer offering coverage in connection with a group health plan.  The law generally requires 
parity, or equivalence, of mental health benefits with medical/surgical benefits, with respect to the 
application of aggregate lifetime and annual dollar limits under a group health plan and applies to all 
financial requirements (i.e., deductibles, copayments, coinsurance, and out-of-pocket expenses) and to all 
treatment limitations. Please note that there is a small employer exemption. MHPA does not apply to any 
group health plan or coverage of any employer who employed an average of between 2 and 50 employees 
on business days during the preceding calendar year, and who employs at least 2 employees on the first 
day of the plan year. There is also an increased cost exemption. MHPA does not apply to a group health 
plan or group health insurance coverage if the application of the parity provisions results in an increase in 
the cost under the plan or coverage of at least one percent. 
 

 
 
 



NEWBORNS’ ACT DISCLOSURE 
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for 
any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law 
generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the 
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In 
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from 
the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 
 

 
WHCRA NOTICE 

 
Do you know that 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?  
 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the 
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related 
benefits, coverage will be provided in a manner determined in consultation with the attending physician 
and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was performed; 
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 
• Prostheses; and 
• Treatment of physical complications of the mastectomy, including lymphedema. 

These benefits will be provided subject to the same deductibles and coinsurance applicable to other 
medical and surgical benefits provided under this plan. 
 

 
NOTICE OF OPPORTUNITY TO ENROLL 
IN CONNECTION WITH LIFETIME LIMITS 

Plans and issuers are required to give written notice that the lifetime limit on the dollar value of all benefits 
no longer applies and that an individual, if covered, is once again eligible for benefits under the plan. 
Additionally, if the individual is not enrolled in the plan or health insurance coverage, or if an enrolled 
individual is eligible for but not enrolled in any benefit package under the plan or health insurance 
coverage, then the plan or issuer must also give such an individual an opportunity to enroll that continues 
for at least 30 days (including written notice of the opportunity to enroll). The notices and enrollment 
opportunity must be provided beginning not later than the first day of the first plan year beginning on or 
after September 23, 2010. For individuals who enroll under this opportunity, coverage must take effect not 
later than the first day of the first plan year beginning on or after September 23, 2010. 
 

 
WELLNESS PROGRAM DISCLOSURE 

If it is unreasonably difficult due to a medical condition for you to achieve the standards for the reward 
under this program, or if it medically inadvisable for you to attempt to achieve the standards for the reward 
under this program, call us and we will work with you to develop another way to qualify for the reward. 



Notice of Special Enrollment 
Rights

(The Health Insurance Portability and 
Accountability Act, HIPAA ) of 1996 

Employee Notice 
Taking Advantage Of Special Enrollment Opportunities 
Special enrollment allows individuals who previously declined health coverage 
to enroll for coverage.  Special enrollment rights arise regardless of a plan’s 
open enrollment period. 

There are two types of special enrollment – 

1. Upon loss of eligibility for other coverage and upon certain life events. Under the first, 
employees and dependents who decline coverage due to other health coverage and then 
lose eligibility or lose employer contributions have special enrollment rights. For instance, 
an employee turns down health benefits for herself and her family because the family 
already has coverage through her spouse’s plan. Coverage under the spouse’s plan 
ceases. That employee then can request enrollment in her own company’s plan for herself 
and her dependents. 

2. Under the second, employees, spouses, and new dependents are permitted to special 
enroll because of marriage, birth, adoption, or placement for adoption. For both types, 
the employee must request enrollment within 30 days of the loss of coverage or life event 
triggering the special enrollment. 

Typical Questions About Special Enrollment 
What are some examples of events that can trigger a loss of eligibility 
for coverage? 

Loss of eligibility for coverage may occur when: 
Divorce or legal separation results in you losing your spouse’s health 
insurance;
A young dependent, because of age, work, or school status, is no longer a 
covered "dependent" under a parent’s plan; 
Your spouse’s death leaves you without coverage under his or her plan; 
Your spouse’s employment ends, as does coverage under his employer’s 
health plan; 
Your employer reduces your work hours to the point where you are no longer 
covered by the health plan; 



Your plan decides it will no longer offer coverage to a certain group of 
individuals (for example, those who work part time); 
You no longer live or work in the HMO’s service area; 
You have a health claim that would meet or exceed the plan's lifetime limit on 
all benefits. 
These should give you some idea of the types of situations that may entitle you to 
a special enrollment right. 

How long do I have to request special enrollment? 
The employee or dependent must request enrollment within 30 days after losing eligibility 
for coverage or after a marriage, birth, adoption, or placement for adoption. 

After I request special enrollment, how long will I wait for coverage? 
It depends on what triggers your right to special enrollment. Those taking advantage of 
special enrollment as a result of a birth, adoption, or placement for adoption begin 
coverage no later than the day of the event. 

For special enrollment due to marriage or loss of eligibility for other coverage, your new 
coverage will begin on the first day of the first month after the plan receives the 
enrollment request. If the plan receives the request on January 3, for example, coverage 
would begin on February 1. 

What happens if a special enrollee has a preexisting condition? 
A preexisting condition exclusion cannot apply to a special enrollee for longer than 12 
months. As with those who signed up with the plan at the first opportunity, a special 
enrollee can show creditable coverage and reduce or eliminate the maximum preexisting 
condition exclusion period. A newborn, an adopted child, or a child placed for adoption 
cannot have a preexisting condition exclusion, as long as the child is enrolled in health 
coverage within 30 days of the event, without a subsequent significant break in coverage. 

Where do I find out more about special enrollment in my plan? 
A description of special enrollment rights should be included in the plan materials you 
received when initially offered the opportunity to enroll. 

What coverage will I get when I take advantage of a special enrollment 
opportunity?
Special enrollees must be offered the same benefits that would be available if you are 
enrolling for the first time. Special enrollees cannot be required to pay more for the same 
coverage and cannot have longer preexisting condition exclusion periods. 

A preexisting condition exclusion cannot apply to a special enrollee for longer than 90 days, for 
groups in Kansas, or 12 months, for groups in Missouri.  As with those who signed up with the 
plan at the first opportunity, a special enrollee can show creditable coverage and reduce, or 
eliminate, the maximum preexisting condition exclusion period.  *Please note the preexisting 
condition exclusion period does not apply to children under age 19.

For special enrollment due to marriage or loss of eligibility for other coverage, your new 
coverage may begin on the first day of the first month following the event, however some 
carriers may make the coverage effective on the day of the event.  



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 are eligible for health coverage 
from your employer, your State may have a premium assistance program that can help pay for 
coverage.  These States use funds from their Medicaid or CHIP programs to help people who are 
eligible for these programs, but also have access to health insurance through their employer. If you 
or your children are not eligible for Medicaid or CHIP, you will not be eligible for these premium 
assistance programs.  
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed 
below, you can 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, you can contact your State 
Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to 
apply.  If you qualify, you can ask the State if it has a program that might help you pay the 
premiums for an employer-sponsored plan.   
 
Once it is determined that you or your dependents are eligible for premium assistance under 
Medicaid or CHIP,  as well as eligible under your employer plan, your employer must permit you to 
enroll in your employer plan if you are not 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, you can contact 
the Department of Labor electronically at www.askebsa.dol.gov or by calling toll-free 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 July 31, 2013.  
You should contact your State for further information on eligibility – 
 

ALABAMA – Medicaid COLORADO – Medicaid  
 

Website: http://www.medicaid.alabama.gov 
 

Phone: 1-855-692-5447 
 

 
Medicaid Website: http://www.colorado.gov/ 
 

Medicaid Phone (In state): 1-800-866-3513 
Medicaid Phone (Out of state): 1-800-221-3943 
 
 

ALASKA – Medicaid 
 

Website: http://health.hss.state.ak.us/dpa/programs/medicaid/ 
 

Phone (Outside of Anchorage): 1-888-318-8890 
 

Phone (Anchorage): 907-269-6529 
 

ARIZONA – CHIP FLORIDA – Medicaid 
 

Website: http://www.azahcccs.gov/applicants 
 
 

Phone (Outside of Maricopa County): 1-877-764-5437 
Phone (Maricopa County): 602-417-5437 
 
 
 
 

 

Website: https://www.flmedicaidtplrecovery.com/ 
 

Phone: 1-877-357-3268 
 

GEORGIA – Medicaid 
 

Website: http://dch.georgia.gov/   
Click on Programs, then Medicaid, then Health Insurance 
Premium Payment (HIPP) 
 

Phone: 1-800-869-1150 

http://www.askebsa.dol.gov/
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IDAHO – Medicaid and CHIP MONTANA – Medicaid 
 

Medicaid Website: www.accesstohealthinsurance.idaho.gov 
 

Medicaid Phone: 1-800-926-2588 
 

CHIP Website: www.medicaid.idaho.gov 
 

CHIP Phone: 1-800-926-2588 
 

 

Website: http://medicaidprovider.hhs.mt.gov/clientpages/ 
clientindex.shtml 
 

Phone: 1-800-694-3084 
 
 

INDIANA – Medicaid NEBRASKA – Medicaid 
 

Website: http://www.in.gov/fssa 
 

Phone: 1-800-889-9949 
 

 

Website: www.ACCESSNebraska.ne.gov 
 

Phone: 1-800-383-4278 
 
 

IOWA – Medicaid NEVADA – Medicaid  
 

Website: www.dhs.state.ia.us/hipp/ 
 

Phone: 1-888-346-9562 
 

 

Medicaid Website:  http://dwss.nv.gov/ 
 

Medicaid Phone:  1-800-992-0900 
 
 KANSAS – Medicaid 

 

Website: http://www.kdheks.gov/hcf/ 
 

Phone: 1-800-792-4884 
 

KENTUCKY – Medicaid NEW HAMPSHIRE – Medicaid 
 

Website: http://chfs.ky.gov/dms/default.htm 
 

Phone: 1-800-635-2570 
 

 

Website: 
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf 
 

Phone: 603-271-5218 

LOUISIANA – Medicaid NEW JERSEY – Medicaid and CHIP 
 

Website: http://www.lahipp.dhh.louisiana.gov 
 

Phone: 1-888-695-2447 
 

 

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 
 

 

MAINE – Medicaid 
 

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 
 
Phone: 1-800-977-6740 
   TTY 1-800-977-6741 
 

MASSACHUSETTS – Medicaid and CHIP NEW YORK – Medicaid 
 

Website: http://www.mass.gov/MassHealth 
 

Phone: 1-800-462-1120 
 
 

 

Website: http://www.nyhealth.gov/health_care/medicaid/ 
 

Phone: 1-800-541-2831 
 

MINNESOTA – Medicaid NORTH CAROLINA – Medicaid  
 

Website: http://www.dhs.state.mn.us/ 
 

    Click on Health Care, then Medical Assistance 
 

Phone: 1-800-657-3629 
 
 

 

Website:  http://www.ncdhhs.gov/dma 
 

Phone:  919-855-4100 

MISSOURI – Medicaid NORTH DAKOTA – Medicaid 
 

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
 

Phone: 573-751-2005 
 
 

 

Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid/ 
 

Phone: 1-800-755-2604 
 

http://www.accesstohealthinsurance.idaho.gov/
http://www.medicaid.idaho.gov/
http://dhhs.ne.gov/medicaid/Pages/med_kidsconx.aspx
http://dwss.nv.gov/
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OKLAHOMA – Medicaid and CHIP UTAH – Medicaid and CHIP  

 

Website: http://www.insureoklahoma.org 
 

Phone: 1-888-365-3742 
 

Website: http://health.utah.gov/upp 
 

Phone: 1-866-435-7414 
 

OREGON – Medicaid and CHIP VERMONT– Medicaid 

 

 
Website: http://www.oregonhealthykids.gov 
               http://www.hijossaludablesoregon.gov 
 
Phone: 1-800-699-9075 
 

 

Website: http://www.greenmountaincare.org/ 
 

Phone: 1-800-250-8427 
 

PENNSYLVANIA – Medicaid VIRGINIA – Medicaid and CHIP 
 

Website: http://www.dpw.state.pa.us/hipp 
Phone: 1-800-692-7462 
 

 

Medicaid Website:  http://www.dmas.virginia.gov/rcp-
HIPP.htm   

Medicaid Phone:  1-800-432-5924 
 

CHIP Website: http://www.famis.org/ 
 

CHIP Phone: 1-866-873-2647 
 

RHODE ISLAND – Medicaid WASHINGTON – Medicaid 
 

Website: www.ohhs.ri.gov 
 

Phone: 401-462-5300 
 

 
 

Website: http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm 
 

Phone:  1-800-562-3022 ext. 15473 

SOUTH CAROLINA – Medicaid WEST VIRGINIA – Medicaid 
 

Website: http://www.scdhhs.gov 
 

Phone: 1-888-549-0820 
 

 

Website:  www.dhhr.wv.gov/bms/  

Phone:  1-877-598-5820, HMS Third Party Liability 
 

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

 

Website: http://www.badgercareplus.org/pubs/p-10095.htm 
 

Phone: 1-800-362-3002 
 

TEXAS – Medicaid WYOMING – Medicaid 
 

Website: https://www.gethipptexas.com/ 
 

Phone: 1-800-440-0493 

 

Website: http://health.wyo.gov/healthcarefin/equalitycare 
 

Phone: 307-777-7531 
 

 
To see if any more States have added a premium assistance program since July 31, 2013, or for 
more information on special enrollment rights, you can contact either: 
 
U.S. Department of Labor  U.S. Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/ebsa  www.cms.hhs.gov                                            
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565  
 
OMB Control Number 1210-0137 (expires 10/31/2016) 

http://www.dol.gov/ebsa
http://www.cms.hhs.gov/


Important Notice from LAKEMARY CENTER About Your Prescription Drug 
Coverage and Medicare  

 
Please read this notice carefully and keep it where you can find it. This notice has information about your current 
prescription drug coverage with LAKEMARY CENTER and about your options under Medicare’s prescription drug 
coverage.  This information can help you decide whether or not you want to join a Medicare drug plan. If you are 
considering joining, you should compare your current coverage, including which drugs are covered at what cost, 
with the coverage and costs of the plans offering Medicare prescription drug coverage in your area. Information on 
where you can get help to make decisions about your prescription drug coverage is at the end of this notice 

There are two important things you need to know about your current coverage and Medicare’s 
prescription drug coverage:  
 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You 
can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage 
Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide 
at least a standard level of coverage set by Medicare. Some plans may also offer more coverage 
for a higher monthly premium.  
 
2. LAKEMARY CENTER has determined that the prescription drug coverage offered by the 
HUMANA is, on average for all plan participants, expected to pay out as much as standard 
Medicare prescription drug coverage pays and is therefore considered Creditable Coverage.  
Because your existing coverage is Creditable Coverage, you can keep this coverage and not pay a 
higher premium (a penalty) if you later decide to join a Medicare drug plan.  
 
 
When Can You Join A Medicare Drug Plan?  
You can join a Medicare drug plan when you first become eligible for Medicare and each year from 
November 15

th

 through December 31
st

.  
 
However, if you lose your current creditable prescription drug coverage, through no fault of your own, you 
will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.  
 
What Happens To Your Current Coverage If You Decide to Join A Medicare Drug 
Plan?  
If you decide to join a Medicare drug plan, your current LAKEMARY CENTER coverage will be affected. 
(e.g., for those individuals who elect Part D coverage, coverage under the entity’s plan will end for the 
individual and all covered dependents, etc.). See pages 7- 9 of the CMS Disclosure of Creditable 
Coverage To Medicare Part D Eligible Individuals Guidance (available at 
http://www.cms.hhs.gov/CreditableCoverage/), which outlines the prescription drug plan 
provisions/options that Medicare eligible individuals may have available to them when they become 
eligible for Medicare Part D.]  
 
If you do decide to join a Medicare drug plan and drop your current LAKEMARY CENTER coverage, be 
aware that you and your dependents will not be able to get this coverage back.  
 
 

CMS Form 10182-CC             Updated October 1, 2014 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid MB control number. The 
valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated to average 8 hours per 
response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection.  
If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
 



Important Notice from LAKEMARY CENTER About Your Prescription Drug 
Coverage and Medicare  

 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?  
You should also know that if you drop or lose your current coverage with LAKEMARY CENTER and don’t 
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a 
higher premium (a penalty) to join a Medicare drug plan later.  
 
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly 
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every month 
that you did not have that coverage. For example, if you go nineteen months without creditable coverage, 
your premium may consistently be at least 19% higher than the Medicare base beneficiary premium. You 
may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug 
coverage. In addition, you may have to wait until the following November to join.  
 
For More Information About This Notice Or Your Current Prescription Drug 
Coverage…  
Contact the person listed below for further information. NOTE: You’ll get this notice each year. You will 
also get it before the next period you can join a Medicare drug plan, and if this coverage through 
LAKEMARY CENTER changes. You also may request a copy of this notice at any time.  
 
For More Information About Your Options Under Medicare Prescription Drug 
Coverage…  
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & 
You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be 
contacted directly by Medicare drug plans.  
 
For more information about Medicare prescription drug coverage:  
• Visit www.medicare.gov  
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of 
 the “Medicare & You” handbook for their telephone number) for personalized help  
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.  
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is 
available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, 
or call them at 1-800-772-1213 (TTY 1-800-325-0778).  
 
Remember:  Keep this Creditable Coverage notice.  If you decide to join one of the Medicare drug 
plans, you may be required to provide a copy of this notice when you join to show whether or not you 
have maintained creditable coverage and, therefore, whether or not you are required to pay a higher 
premium (a penalty).  
 
Date: November 14, 2014   Name or Entity/Sender:   Heritage Companies 

Contact:   Mike Sanders  – Agent  Phone #:   816-322-6350/800-686-7260 

Web:   http://www.heritagebenefit.com  Address: 7926 E. 171st St., Belton, MO 64012  
CMS Form 10182-CC             Updated October 1, 2014 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid MB control number. The 
valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated to average 8 hours per 
response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection.  
If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
 

http://www.medicare.gov/
http://www.socialsecurity.gov/
http://www.heritagebenefit.com/
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