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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 taxes. 
 
HEALTH AND DENTAL INSURANCE 
The Collaborative offers health and dental coverage as a member of the Cape Cod Municipal Health 
Group (https://ccmhg.com/). Their website contains a wealth of information for employees, including 
plan information, Rx formularies, the Diabetes Care Rewards program, MyTelemedicine, and Wellness 
programs. 
 
HEALTH INSURANCE OPTIONS (Individual, Single Parent/Single Child, Family) 

HMO Plans HSA Qualified* High-Deductible HMO 
Plans 

Blue Cross Blue Shield Network Blue HMO Blue Cross Blue Shield Access Blue New England 
Saver 

Harvard Pilgrim HMO 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 November. 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. 
 
GROUP LIFE, VOLUNTARY LIFE AND VOLUNTARY LONG-TERM DISABILITY 
Offered through Boston Mutual Life Insurance Company 

Group Life Voluntary Life Voluntary LTD 
Basic Term Life, AD&D Additional Term Life, AD&D Long-term Disability Benefit 
Employer pays 55% of premium Employee pays full premium Employee pays full premium 
Paid through pre-tax payroll 
deductions 

Paid through after-tax payroll 
deductions 

Paid through after-tax payroll 
deductions 
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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. Some Collaborative employees may be impacted by 
the Windfall Elimination Provision. For further information, please visit Social Security’s website: 
https://www.ssa.gov/benefits/retirement/planner/wep.html.  
 
In lieu of Social Security, Collaborative employees enroll in the following: 
 
Cape Cod Collaborative OBRA 457(b) Plan 
An OBRA account is appropriate for part-time employees who work less than 20 hours per week. The 
employee contributes 7.5% of gross income, pre-tax, to an individual account established in their name. 
 
Massachusetts State Employees’ Retirement System (MSERS) 
(https://www.mass.gov/orgs/massachusetts-state-retirement-board) 
Employees who regularly work 20+ hours per week are enrolled in the MSERS. The MSERS is a 
contributory defined benefit retirement system, or pension plan. Retirement payouts are based on a set 
formula which considers age, salary, and years of service. You are vested (eligible to receive a retirement 
allowance) if you have at least 10 years of service. 
 
Generally, the employee contribution is 9% of gross income with an additional 2% calculated on income 
over $30,000. Payroll deductions are pre-tax for federal taxation, but post-tax for Massachusetts 
taxation. 
 
Massachusetts Teachers Retirement System (MTRS) 
(https://mtrs.state.ma.us/) 
Certified educators and administrators are enrolled in the MTRS. The required payroll deduction is 
dependent upon the date when the employee is first entered into the system. Payroll 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 a valuable retirement savings option. Employees who wish to enroll first select an 
authorized investment provider and an investment product. Upon establishment of an account, a “salary 
reduction notice” is submitted to Human Resources and pre-tax payroll deductions are established. The 
Collaborative’s 403(b) Plan is administered by TSA Consulting Group. Additional information, including 
the list of Authorized Investment Providers and forms, can be found on their website: 
https://www.tsacg.com/individual/plan-sponsor/massachusetts/cape-cod-collaborative/.  
 
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 plan offered to part-time employees, employees who 
contribute to the voluntary plan may elect to have their retirement funds managed or may select their 
own investment options. 
 
 
WORKERS COMPENSATION INSURANCE 
Workers’ Compensation insurance provides coverage to employees who get injured or sick from a work-
related cause. There is no cost to employees. This coverage covers medical costs and can help pay for lost 
wages. Any injury occurring on the job must be reported to the supervisor immediately. 
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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 pre-
taxed 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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New Health Insurance Marketplace Coverage    
Options and Your Health Coverage

PART A: General Information 
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health 

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 

information about the new Marketplace and employmentbased health coverage offered by your employer. 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014. 

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for 

a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household income 

for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 

Affordable Care Act, you may be eligible for a tax credit.1 

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 

Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax 

basis. 

How Can I Get More Information? 

For more information about your coverage offered by your employer, please check your summary plan description or 

contact                                                                                                                                                         

. 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 

Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 

insurance coverage and contact information for a Health Insurance Marketplace in your area. 

1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by 

the plan is no less than 60 percent of such costs. 

Form Approved
OMB No. 1210-0149  
(expires 6-30-2023) 
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PART B: Information About Health Coverage Offered by Your Employer 
This section contains information about any health coverage offered by your employer. If you decide to complete an 

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to 

correspond to the Marketplace application. 

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

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

11. Phone number (if different from above) 12. Email address

Here is some basic information about health coverage offered by this employer: 

• As your employer, we offer a health plan to:

All employees.  Eligible employees are: 

Some employees. Eligible employees are: 

• With respect to dependents:

We do offer coverage. Eligible dependents are: 

We do not offer coverage. 

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be 

affordable, based on employee wages. 

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount 

through the Marketplace. The Marketplace will use your household income, along with other factors, to 

determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to 

week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed 

mid-year, or if you have other income losses, you may still qualify for a premium discount. 

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the 

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your 

monthly premiums. 
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The information below corresponds to the Marketplace Employer Coverage Tool.  Completing this section is optional for 

employers, but will help ensure employees understand their coverage choices. 

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. 
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 

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't 

know, STOP and return form to employee. 

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 

• An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the 

plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986) 
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Updated 04/16/2021

2021-2022 Employee Portion of Benefits**

Pay Options - 21 Weeks 26 Weeks 21 + Lump Sum 38 Weeks 26 Weeks 52 Weeks

 Single Total
Premium

EE
Share

Coverage 
through 

August 31st*

Coverage 
through 

August 31st*

Coverage 
through 

August 31st*

Lump sum 
check 

Deduction

Coverage 
through 

August 31st*

Network Blue HMO 884.00        397.80        230.35        186.05        186.05                930.24         127.30 183.60        91.80          
HPHC HMO 869.00        391.05        226.44        182.89        182.89                914.46         125.14 180.48        90.24          
HMO New England Saver (BCBS)         740.00 333.00        192.82        155.74        155.74                778.71         106.56 153.69        76.85          
HPHC Best Buy HMO         685.00 308.25        178.49        144.17        144.17                720.83           98.64 142.27        71.13          
Dental           40.00 18.00          10.42          8.42            8.42                      42.09             5.76 8.31            4.15            
Boston Mutual (Employee Only)             1.70 0.77            0.44            0.35            0.35                        1.77             0.24 0.35            0.18            

 Parent & 
One Child  

Total
Premium

EE
Share Deduction Deduction Deduction Deduction Deduction Deduction Deduction

Network Blue HMO 1,783.00     802.35        464.60        375.25        375.25             1,876.26         256.75 370.32        185.16        
HPHC HMO 1,738.00     782.10        452.87        365.78        365.78             1,828.91         250.27 360.97        180.48        
HMO New England Saver (BCBS)      1,494.00 672.30        389.29        314.43        314.43             1,572.15         215.14 310.29        155.15        
HPHC Best Buy HMO      1,390.00 625.50        362.19        292.54        292.54             1,462.71         200.16 288.69        144.35        
Dental           79.00 35.55          20.59          16.63          16.63                    83.13           11.38 16.41          8.20            
Boston Mutual (Employee Only)             1.70 0.77            0.44            0.35            0.35                        1.77             0.24 0.35            0.18            

 Family Total
Premium

EE
Share Deduction Deduction Deduction Deduction Deduction Deduction Deduction

Network Blue HMO 2,372.00     1,067.40     618.08        499.21        499.21             2,496.07         341.57 492.65        246.32        
HPHC HMO 2,325.00     1,046.25     605.83        489.32        489.32             2,446.62         334.80 482.88        241.44        
HMO New England Saver (BCBS)      1,985.00 893.25        517.23        417.77        417.77             2,088.83         285.84 412.27        206.13        
HPHC Best Buy HMO      1,846.00 830.70        481.01        388.51        388.51             1,942.56         265.82 383.40        191.70        
Dental         103.00 46.35          26.84          21.68          21.68                  108.39           14.83 21.39          10.70          
Boston Mutual (Employee Only)             1.70 0.77            0.44            0.35            0.35                        1.77             0.24 0.35            0.18            

* Rates reflect a 8% estimated increase for July and August.  The new plan year begins July 1st.
There will be a one-month premium holiday, occurring in December 2021. In April 2022, a reconciliation will take place once rates are set for FY23. Any overage will be refunded.
** All changes must be made during the open enrollment period; thereafter, changes can be made only for a qualifying event.

ADMIN

coverage to
June 30th
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Cape Cod Municipal Healh Group Plan Benefit Comparison FY22

Effective 7/1/2021
CIF = Covered in Full

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO
Harvard Pilgrim Best Buy HSA 

HMO
Deductible  $300 per member

$900 per family
$2,000 per Individual Plan
$4,000 per Family Plan

$300 per member
$900 per family

$2,000 per Individual Plan
$4,000 per Family Plan

Applies to:
In‐patient admission, Out‐
patient surger, ER, High Tech 
imaging (MRI, CT & PET) and 
diagnostic tests & procedures. 
Does not apply to routine 
office visits pr pharmacy. Per 
plan year (July 1 ‐ June 30) ‐ 
See plan document for full 
details.

Deductible to be satisfied, then 
Covered in Full except 
prescription co‐pays and out‐of‐
network services. Per plan year 
(July 1 ‐ June 30) ‐ Single 
Parent/Single Child 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.

Applies to:
In‐patient admission, Out‐
patient surger, ER, High Tech 
imaging (MRI, CT & PET) and 
diagnostic tests & procedures. 
Does not apply to routine 
office visits pr pharmacy. Per 
plan year (July 1 ‐ June 30) ‐ 
See plan document for full 
details.

Deductible to be satisfied, then 
Covered in Full except 
prescription co‐pays and out‐of‐
network services. Per plan year 
(July 1 ‐ June 30) ‐ Single 
Parent/Single Child 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.

Out‐of‐Pocket (OOP)
Maximum

Medical: 
$2,000 per member
$4,000 per family
Prescription:
$3,000 per member
$6,000 per family

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

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

OOP Maximum:
Once your out‐of‐pocket 
expenses for applicable 
services reaches this amount, 
you pay $0 for remainder of 
plan year.

OOP Maximum:
Once your out‐of‐pocket 
expenses for applicable 
services reaches this amount, 
you pay $0 for the remainder 
of the plan year.

OOP Maximum:
Once your out‐of‐pocket 
expenses for applicable 
services reaches this amount, 
you pay $0 for remainder of 
plan year.

OOP Maximum:
Once your out‐of‐pocket 
expenses for applicable 
services reaches this amount, 
you pay $0 for the remainder 
of the plan year.

Lifetime Benefit Maximum None None None None

Blue Cross Blue Shield Harvard Pilgrim Health Care

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater 
detail. Sould any questions arise, the certificate(s) & riders will govern.
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Cape Cod Municipal Healh Group Plan Benefit Comparison FY22

Effective 7/1/2021
CIF = Covered in Full

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO
Harvard Pilgrim Best Buy HSA 

HMO

Blue Cross Blue Shield Harvard Pilgrim Health Care

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater 
detail. Sould any questions arise, the certificate(s) & riders will govern.

In‐Patient You Pay You Pay You Pay You Pay
General Hospital / Mental 
Hospital / Substance Abuse 
Facility (semi‐private room & 
board, and special services) 
Deductible Applies

$500 co‐pay per admission Deductible, then Covered in 
Full (CIF)

$500 co‐pay per admission Deductible, then Covered in 
Full (CIF)

Physician Services
Nothing Deductible, then Covered in 

Full (CIF)
Nothing Deductible, then Covered in 

Full (CIF)

Skilled Nursing Facility

Deductible applies. Nothing to 
100 days per calendar year 
benefit maximum.

Deductible, then Covered in 
Full (CIF) ‐ 100 days per 
calendar year benefit 
maximum

Deductible applies. Limit to 100 
days per Plan Year ‐ $500 co‐
pay per admission.

Deductible, then Covered in 
Full (CIF) ‐ 100 days per 
calendar year benefit 
maximum

Rehabilitation Hospital

Deductible applies. Nothing to 
60 days per calendar year 
benefit maximum

Deductible, then Covered in 
Full (CIF) ‐ 60 days per calendar 
year benefit maximum

Deductible applies. Nothing to 
60 days per calendar year 
benefit maximum ‐ $500 co‐
pay per admission

Deductible, then Covered in 
Full (CIF) ‐ 60 days per calendar 
year benefit maximum

Out‐Patient Hospital You Pay You Pay You Pay You Pay

Emergency Room visits for 
Emergency or Accident Care

Deductible applies. 
$100 co‐pay (waived if 
admitted or for observation 
stay)

Deductible, then Covered in 
Full (CIF)

Deductible applies.
$100 co‐pay (waived if 
admitted)

Deductible, then Covered in 
Full (CIF)

Emergency Room Visits for 
Medical Care

Deductible applies. 
$100 co‐pay (waived if 
admitted or for observation 
stay)

Deductible, then Covered in 
Full (CIF)

Deductible applies. 
$100 co‐pay (waived if 
admitted)

Deductible, then Covered in 
Full (CIF)

Surgery
Deductible applies.
$250 co‐pay

Deductible, then Covered in 
Full (CIF)

Deductible applies.
$250 co‐pay

Deductible, then Covered in 
Full (CIF)
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Cape Cod Municipal Healh Group Plan Benefit Comparison FY22

Effective 7/1/2021
CIF = Covered in Full

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO
Harvard Pilgrim Best Buy HSA 

HMO

Blue Cross Blue Shield Harvard Pilgrim Health Care

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater 
detail. Sould any questions arise, the certificate(s) & riders will govern.

Radiation and Chemotherapy
Deductible applies Deductible, then Covered in 

Full (CIF)
Nothing Deductible, then Covered in 

Full (CIF)

Diagnostic X‐ray and Lab
Nothing Deductible, then Covered in 

Full (CIF)
Nothing Deductible, then Covered in 

Full (CIF)
Routine Colonoscopy
(without surgery)

$0 co‐pay $0 co‐pay $0 co‐pay $0 co‐pay

High Cost Radiology
(MRI, CT, PET)

Deductible applies
$100 co‐pay

Deductible, then Covered in 
Full (CIF)

Deductible applies
$100 co‐pay

Deductible, then Covered in 
Full (CIF)

Hemodialysis
Deductible applies
$0 co‐pay

Deductible, then Covered in 
Full (CIF)

Deductible applies
$0 co‐pay

Deductible, then Covered in 
Full (CIF)

Physical Therapy
$20 co‐pay to 60 visits per 
calendar year

Deductible, then Covered in 
Full (CIF) ‐ up to 60 visits per 
calendar year

Deductible applies
Co‐pay level 1: $20 co‐pay per 
visit, 30 visits per Plan Year

Deductible, then Covered in 
Full (CIF) ‐ up to 30 visits per 
Plan Year

Physicians Office You Pay You Pay You Pay You Pay

Surgery

No deductible
$20/$35 co‐pay

Deductible, then Covered in 
Full (CIF)

co‐pay Level I provider:
$20 co‐pay per visit
co‐pay Level 2 provider:
$35 per visit

Deductible, then Covered in 
Full (CIF)

Adult Preventative Exam
Includes preventative lab tests
$0 co‐pay

CIF Includes preventative lab tests
$0 co‐pay

CIF

PCP Medical Care / Mental 
Health Care / Substance Abuse 
Care

$20 co‐pay Deductible, then Covered in 
Full (CIF)

Co‐pay Leve I: $20 co‐pay Deductible, then Covered in 
Full (CIF)

Well Child Care

Includes preventative lab tests
$0 co‐pay

CIF Includes preventative lab tests
$0 co‐pay (including routine 
physical exams, immunications, 
school, camp, sports)

CIF
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Cape Cod Municipal Healh Group Plan Benefit Comparison FY22

Effective 7/1/2021
CIF = Covered in Full

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO
Harvard Pilgrim Best Buy HSA 

HMO

Blue Cross Blue Shield Harvard Pilgrim Health Care

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater 
detail. Sould any questions arise, the certificate(s) & riders will govern.

Routine GYN Exam
(one per calendar year)

Includes preventative lab tests
$0 co‐pay

CIF Includes preventative lab tests
$0 co‐pay

CIF

Routine Mammogram $0 co‐pay CIF $0 co‐pay CIF

Routine Vision Exam
$0 co‐pay (once every 12 
months)

CIF (once every 12 months) Limited 1 visit per Plan Year ‐ 
No charge

CIF (one visit per Plan Year)

Specialist Office Visit
$45 co‐pay Deductible, then Covered in 

Full (CIF)
Co‐pay Level 2: $45 co‐pay Deductible, then Covered in 

Full (CIF)
Other Outpatient You Pay You Pay You Pay You Pay
Visiting Nurse
Home Health Care
Deductible Applies

Nothing Deductible then Covered in Full 
(CIF)

Nothing Deductible then Covered in Full 
(CIF)

Durable Medical Equipment

After deductible, member pays 
20%, plan pays 80% with no 
limit. Wigs are covered in full 
when needed as a result of any 
form of cancer, leukemia, 
alopecia areata, alopecia 
totalis, or permanent hair loss 
due to injury.

Deductible then Covered in Full 
(CIF)

After deductible, member pays 
20% until member has paid 
$1,000 out of pocket, then plan 
pays in full. Wigs are covered in 
full when needed as a result of 
any form of cancer, leukemia, 
alopecia areata, alopecia 
totalis, or permanent hair loss 
due to injury.

Deductible then Covered in Full 
(CIF)

Ambulence
Deductible applies
Nothing

Deductible then Covered in Full 
(CIF)

Deductible applies
Nothing

Deductible then Covered in Full 
(CIF)

Routine Pedicatric Dental

Nothing Nothing Nothing Deductible then Covered in Full 
(CIF): Preventative care for 
children up to age 13. 2 visits 
per member per Plan Year 
including exam, cleaning, x‐
rays, & flouride treatment13



Cape Cod Municipal Healh Group Plan Benefit Comparison FY22

Effective 7/1/2021
CIF = Covered in Full

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO
Harvard Pilgrim Best Buy HSA 

HMO

Blue Cross Blue Shield Harvard Pilgrim Health Care

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater 
detail. Sould any questions arise, the certificate(s) & riders will govern.

Chiropractor Visits
All charges Deductible then Covered in Full 

(CIF)
All charges Deductible then Covered in Full 

(CIF)

Prescription Drugs

Retail: (30‐day supply)
Tier 1: $10 co‐pay
Tier 2: $30 co‐pay
Tier 3: $65 co‐pay
Mail Order: (90‐day supply)
Tier 1: $25 co‐pay
Tier 2: $75 co‐pay
Tier 3: $165 co‐pay

Retail: (30‐day supply)
Tier 1: $10 co‐pay
Tier 2: $30 co‐pay
Tier 3: $65 co‐pay
Mail Order: (90‐day supply)
Tier 1: $25 co‐pay
Tier 2: $75 co‐pay
Tier 3: $165 co‐pay
Note: Drugs on preventative 
list are not subject to the 
deductible. The lists are 
available at: 
https://ccmhg.com/high‐
deductible‐hsa‐qualified‐health‐
plans/ 

Retail: (30‐day supply)
Tier 1: $10 co‐pay
Tier 2: $30 co‐pay
Tier 3: $65 co‐pay
Mail Order: (90‐day supply)
Tier 1: $25 co‐pay
Tier 2: $75 co‐pay
Tier 3: $165 co‐pay

Retail: (30‐day supply)
Tier 1: $10 co‐pay
Tier 2: $30 co‐pay
Tier 3: $65 co‐pay
Mail Order: (90‐day supply)
Tier 1: $25 co‐pay
Tier 2: $75 co‐pay
Tier 3: $165 co‐pay
Note: Drugs on preventative 
list are not subject to the 
deductible. The lists are 
available at: 
https://ccmhg.com/high‐
deductible‐hsa‐qualified‐health‐
plans/

Fitness Benefit

Up to $150 reimbursement 
toward membership or 
exercise classes at a health 
club; and virtual fitness. See 
plan details.

Enroll in a qualified Weight 
Watchers or hospital based 
weight loss program and 
receive up to $150 per 
calendar year toward your 
program fees.

Up to $150 reimbursement 
toward membership or 
exercise classes at a health 
club; and virtual fitness. See 
plan details.

Enroll in a qualified Weight 
Watchers or hospital based 
weight loss program and 
receive up to $150 per 
calendar year toward your 
program fees.

Up to $150 reimbursement per 
calendar year. Must be an 
active member of HPHC for at 
least 4 months and a member 
of any qualified health & 
fitness club for 4 consecutive 
months.

Up to $150 reimbursement per 
calendar year. Must be an 
active member of HPHC for at 
least 4 months and a member 
of any qualified health & 
fitness club for 4 consecutive 
months.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 07/01/2021 
Network Blue® $300 Deductible:       Cape Cod Municipal Health Group Coverage for: Individual, Two-Person, and Family | Plan Type: Managed 
 

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 Why This Matters: 

What is the overall 
deductible? 

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

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. 

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. 

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/. 

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

For medical benefits, $2,000 
member / $4,000 family; and for 
prescription drug benefits, $3,000 
member / $6,000 family. 

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-of-
pocket limit has been met. 

What is not included in 
the out-of-pocket limit? 

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. 

Will you pay less if you 
use a network provider? 

Yes. See 
bluecrossma.com/findadoctor or 
call the Member Service number 
on your ID card for a list of network 
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. 

Do you need a referral to 
see a specialist? Yes. 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. 
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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 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

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

Primary care visit to treat an injury or illness $20 / visit Not covered None 

Specialist visit 
$45 / visit; Not 

covered / 
chiropractor visit; $45 

/ acupuncture visit 
Not covered Limited to 12 acupuncture visits per 

calendar year 

Preventive care/screening/immunization No charge Not covered 

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. 

If you have a test 

Diagnostic test (x-ray, blood work) No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

Imaging (CT/PET scans, MRIs) $100 Not covered 
Deductible applies first; copayment 

applies per category of test / day; pre-
authorization required for certain 

services 
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Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug coverage 
is available at 
bluecrossma.com/medicati
ons 

Generic drugs 
$10 / retail supply or 

$25 / designated 
retail or mail order 

supply 
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 

Preferred brand drugs 
$30 / retail supply or 

$75 / designated 
retail or mail order 

supply 
Not covered 

Non-preferred brand drugs 
$65 / retail supply or 
$165 / designated 
retail or mail order 

supply 
Not covered 

Specialty drugs 
Applicable cost share 
(generic, preferred, 

non-preferred) 
Not covered 

When obtained from a designated 
specialty pharmacy; pre-authorization 

required for certain drugs 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory surgery center) $250 / admission Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

Physician/surgeon fees No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

If you need immediate 
medical attention 

Emergency room care $100 / visit $100 / visit 
Deductible applies first; copayment 

waived if admitted or for observation 
stay 

Emergency medical transportation No charge No charge Deductible applies first 

Urgent care $45 / visit $45 / visit Out-of-network coverage limited to out 
of service area 

If you have a hospital stay 
Facility fee (e.g., hospital room) $500 / admission Not covered Deductible applies first; pre-

authorization required 

Physician/surgeon fees No charge Not covered Deductible applies first; pre-
authorization required 
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Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

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

Outpatient services $20 / visit Not covered Pre-authorization required for certain 
services 

Inpatient services $500 / admission Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

If you are pregnant 

Office visits No charge Not covered 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) 

Childbirth/delivery professional services No charge Not covered 

Childbirth/delivery facility services $500 / admission Not covered 

If you need help recovering 
or have other special health 
needs 

Home health care No charge Not covered Deductible applies first; pre-
authorization required 

Rehabilitation services $20 / visit Not covered 

Limited to 60 visits per calendar year 
(other than for autism, home health 

care, and speech therapy); pre-
authorization required for certain 

services 

Habilitation services $20 / visit Not covered 

Rehabilitation therapy coverage limits 
apply; cost share and coverage limits 
waived for early intervention services 
for eligible children; pre-authorization 

required for certain services 

Skilled nursing care No charge Not covered 
Deductible applies first; limited to 100 

days per calendar year; pre-
authorization required 

Durable medical equipment 20% coinsurance Not covered Deductible applies first; cost share 
waived for one breast pump per birth 

Hospice services No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

18



Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

If your child needs dental 
or eye care 

Children’s eye exam No charge Not covered Limited to one exam every 12 months 
Children’s glasses Not covered Not covered None 

Children’s dental check-up No charge Not covered 
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 
• Chiropractic care 
• Cosmetic surgery 

• Dental care (Adult) 
• Long-term care  
• Non-emergency care when traveling outside the U.S 

• 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) 
• Bariatric surgery 
• Hearing aids ($2,000 per ear every 36 months for 

members age 21 or younger) 

• Infertility treatment 
• Routine eye care - adult (one exam every 12 

months) 
• Routine foot care (only for patients with systemic 

circulatory disease) 

• Weight loss programs ($150 per calendar year per 
policy) 
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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 on how 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. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
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 prenatal 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 $300    ■The plan’s overall deductible $300    ■The plan’s overall deductible $300  
■Delivery fee copay $0   ■Specialist visit copay $45    ■Specialist visit copay $45  
■Facility fee copay $500    ■Primary care visit copay $20    ■Emergency room copay $100  
■Diagnostic tests copay $0   ■Diagnostic tests copay $0   ■Ambulance services copay $0 

          

This EXAMPLE event includes services like:   This EXAMPLE event includes services like:   This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)   Primary care physician office visits (including   Emergency room care (including medical supplies) 
Childbirth/Delivery Professional Services   disease education)   Diagnostic test (x-ray) 
Childbirth/Delivery Facility Services   Diagnostic tests (blood work)   Durable medical equipment (crutches) 
Diagnostic tests (ultrasounds and blood work)   Prescription drugs    Rehabilitation services (physical therapy) 
Specialist visit (anesthesia)   Durable medical equipment (glucose meter)     
          

Total Example Cost $12,700   Total Example Cost $5,600   Total Example Cost $2,800  
         

In this example, Peg would pay:   In this example, Joe would pay:  In this example, Mia would pay: 
Cost Sharing   Cost Sharing  Cost Sharing 

Deductibles $300   Deductibles $100  Deductibles $300 
Copayments $500   Copayments $1,200  Copayments $300 
Coinsurance $0   Coinsurance $0  Coinsurance $0 

What isn't covered   What isn't covered  What isn't covered 
Limits or exclusions $60   Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $860   The total Joe would pay is $1,320  The total Mia would pay is $600 
                

  
 

 

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

® Registered Marks of the Blue Cross and Blue Shield Association. © 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 

000841171 (03/21) LC 
Page 7 of 7 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: on or after 07/01/2021 
Access Blue New England Saver:                    Cape Cod Municipal Health Group Coverage for: Individual and Family | Plan Type: Managed 
 

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 Why This Matters: 

What is the overall 
deductible? 

$2,000 individual contract / $4,000 
family contract. 

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 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 and prenatal 
care. 

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/. 

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? $5,000 member / $10,000 family. 

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-of-
pocket limit has been met. 

What is not included in 
the out-of-pocket limit? 

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. 

Will you pay less if you 
use a network provider? 

Yes. See 
bluecrossma.com/findadoctor or 
call the Member Service number 
on your ID card for a list of network 
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. 

Do you need a referral to 
see a specialist? No. You can see the specialist you choose without a referral. 
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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 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

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

Primary care visit to treat an injury or illness No charge Not covered Deductible applies first 

Specialist visit 
No charge; No 

charge / chiropractor 
visit; No charge / 
acupuncture visit 

Not covered Deductible applies first; limited to 12 
acupuncture visits per calendar year 

Preventive care/screening/immunization No charge Not covered 

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. 

If you have a test 

Diagnostic test (x-ray, blood work) No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

Imaging (CT/PET scans, MRIs) No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 
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Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug coverage 
is available at 
bluecrossma.com/medicati
ons 

Generic drugs 
$10 / retail supply or 

$25 / designated 
retail or mail order 

supply 
Not covered 

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 

Preferred brand drugs 
$30 / retail supply or 

$75 / designated 
retail or mail order 

supply 
Not covered 

Non-preferred brand drugs 
$65 / retail supply or 
$165 / designated 
retail or mail order 

supply 
Not covered 

Specialty drugs 
Applicable cost share 
(generic, preferred, 

non-preferred) 
Not covered 

Deductible applies first; when 
obtained from a designated specialty 
pharmacy; pre-authorization required 

for certain drugs 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory surgery center) No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

Physician/surgeon fees No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

If you need immediate 
medical attention 

Emergency room care No charge No charge Deductible applies first 
Emergency medical transportation No charge No charge Deductible applies first 

Urgent care No charge No charge 
Deductible applies first; out-of-

network coverage limited to out of 
service area 

If you have a hospital stay 
Facility fee (e.g., hospital room) No charge Not covered Deductible applies first; pre-

authorization required 

Physician/surgeon fees No charge Not covered Deductible applies first; pre-
authorization required 
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Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

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

Outpatient services No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

Inpatient services No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

If you are pregnant 

Office visits No charge Not covered 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) 

Childbirth/delivery professional services No charge Not covered 

Childbirth/delivery facility services No charge Not covered 
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Common Medical Event Services You May Need 
What You Will Pay 

Limitations, Exceptions, & Other 
Important Information 

In-Network 
(You will pay the 

least) 

Out-of-Network  
(You will pay the 

most)  

If you need help recovering 
or have other special health 
needs 

Home health care No charge Not covered Deductible applies first; pre-
authorization required 

Rehabilitation services No charge Not covered 

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 

Habilitation services No charge Not covered 

Deductible applies first; rehabilitation 
therapy coverage limits apply; 

coverage limits waived for early 
intervention services for eligible 

children; pre-authorization required for 
certain services 

Skilled nursing care No charge Not covered 
Deductible applies first; limited to 100 

days per calendar year; pre-
authorization required 

Durable medical equipment No charge Not covered Deductible applies first; cost share 
waived for one breast pump per birth 

Hospice services No charge Not covered 
Deductible applies first; pre-

authorization required for certain 
services 

If your child needs dental 
or eye care 

Children’s eye exam No charge Not covered Limited to one exam per calendar 
year 

Children’s glasses Not covered Not covered None 

Children’s dental check-up No charge Not covered 
Limited to children under age 12 

(every 6 months) and under age 18 
with a cleft palate / cleft lip condition 

 

26



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 
• Cosmetic surgery 
• Dental care (Adult) 

• Long-term care  
• Non-emergency care when traveling outside the 

U.S. 

• 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) 
• Bariatric surgery 
• Chiropractic care 
• Hearing aids ($2,000 per ear every 36 months for 

members age 21 or younger) 

• Infertility treatment 
• Routine eye care - adult (one exam per calendar 

year) 
• Routine foot care (only for patients with systemic 

circulatory disease) 

• Weight loss programs ($150 per calendar year per 
policy) 
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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 on how 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. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
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 prenatal 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 $2,000    ■The plan’s overall deductible $2,000    ■The plan’s overall deductible $2,000  
■Delivery fee copay $0   ■Specialist visit copay $0   ■Specialist visit copay $0 
■Facility fee copay $0   ■Primary care visit copay $0   ■Emergency room copay $0 
■Diagnostic tests copay $0   ■Diagnostic tests copay $0   ■Ambulance services copay $0 

          

This EXAMPLE event includes services like:   This EXAMPLE event includes services like:   This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)   Primary care physician office visits (including   Emergency room care (including medical supplies) 
Childbirth/Delivery Professional Services   disease education)   Diagnostic test (x-ray) 
Childbirth/Delivery Facility Services   Diagnostic tests (blood work)   Durable medical equipment (crutches) 
Diagnostic tests (ultrasounds and blood work)   Prescription drugs    Rehabilitation services (physical therapy) 
Specialist visit (anesthesia)   Durable medical equipment (glucose meter)     
          

Total Example Cost $12,700   Total Example Cost $5,600   Total Example Cost $2,800  
         

In this example, Peg would pay:   In this example, Joe would pay:  In this example, Mia would pay: 
Cost Sharing   Cost Sharing  Cost Sharing 

Deductibles $2,000    Deductibles $2,000   Deductibles $2,000  
Copayments $10    Copayments $700   Copayments $0  
Coinsurance $0    Coinsurance $0   Coinsurance $0  

What isn't covered   What isn't covered  What isn't covered 
Limits or exclusions $60    Limits or exclusions $20   Limits or exclusions $0  
The total Peg would pay is $2,070    The total Joe would pay is $2,720   The total Mia would pay is $2,000  
                

  
 

 

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

® Registered Marks of the Blue Cross and Blue Shield Association. © 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 
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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: 07/01/2021 — 06/30/2022
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.

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.

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.

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/

Are there other
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services

What is the out–of–pocket
limit for this plan?

$2,000 member/ $4,000 family
Separate out-of-pocket limit applies to Pharmacy, see “If
you need drugs to treat your illness or condition”.

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.
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Important Questions Answers Why this matters
What is not included in
the out–of–pocket limit?

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.

Will you pay less if you use
a network provider?

Yes. See https://www.harvardpilgrim.org/public/
find-a-provider 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.

Do you need a referral to
see a specialist?

Yes, some exceptions apply. 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.

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

Primary care visit to treat an
injury or illness

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

Not covered None

Specialist visit Level 1: $20 copay/visit;
deductible does not apply
Level 2: $45 copay/visit;
deductible does not apply

Not covered None

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

Preventive care/
screening/
immunization

No charge; deductible does
not apply

Not covered 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.

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

Diagnostic test (x-ray,
blood work)

X-rays: No charge
Laboratory: No charge

Not covered NoneIf you have a test

Imaging (CT/PET scans,
MRIs)

$100 copay/procedure Not covered Cost sharing may vary for
certain imaging services.

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

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

Preferred brand drugs 30-Day Retail Tier 2: $30 copay/prescription; deductible
does not apply
90-Day Mail Tier 2: $75 copay/prescription; deductible
does not apply

Some generic drugs are in
this tier.

Non-preferred brand drugs 30-Day Retail Tier 3: $65 copay/prescription; deductible
does not apply
90-Day Mail Tier 3: $165 copay/prescription; deductible
does not apply

Same as above.

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.harvardpilgrim.org/
2021Premium3T.

Specialty drugs All drugs are covered in Retail Pharmacy and Mail Order
Pharmacy Tiers 1 — 3

Some drugs must be
obtained through a Specialty
Pharmacy.

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

$250 copay/visit Not coveredIf you have outpatient
surgery

Physician/surgeon fees No charge Not covered

None

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

Emergency room care $100 copay/visit None

Emergency medical
transportation

No charge None

If you need immediate
medical attention

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 coveredIf you have a hospital stay

Physician/surgeon fee No charge Not covered

None

Outpatient services $20 copay/visit; deductible
does not apply

Not coveredIf you have mental health,
behavioral health, or
substance abuse needs Inpatient services $500 copay/admit Not covered

None

Office visits $20 copay/visit; deductible
does not apply

Not covered

Childbirth/delivery
professional services

No charge Not covered

If you are pregnant

Childbirth/delivery facility
services

$500 copay/admit Not covered

Cost sharing does not
apply for preventive
services.

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

Home health care No charge Not covered None
Rehabilitation services
Habilitation services

Physical Therapy:
$20 copay/visit; deductible
does not apply
Occupational Therapy:
$20 copay/visit; deductible
does not apply
Speech Therapy:
$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
equipment cost to HPHC,
not to exceed a Member’s
total expense of $1,000/Plan
Year

Not covered None

If you need help recovering
or have other special
health needs

Hospice services No charge Not covered For inpatient see “If you
have a hospital stay”.

Children’s eye exam No charge; deductible does
not apply

Not covered 1 exam/Plan Year

Children’s glasses Not covered Not covered None

If your child needs dental
or eye care

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

No charge; deductible does
not apply

Not covered 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

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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• Chiropractic Care • Non-emergency care when traveling outside
the U.S.

• 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.)
• 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

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 theHealth Insurance Marketplace. For more information about theMarketplace, 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 on how 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
Minimum Essential Coverage generally includes plans, health insurance available through theMarketplace or other individual market policies,
Medicare, Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types ofMinimum Essential Coverage, you may not
be eligible for the premium tax credit.
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.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Language Access Services:

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

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

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

well-controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)
■ The plan’s overall
deductible

$300 ■ The plan’s overall
deductible

$300 ■ The plan’s overall
deductible

$300

■ Specialist copayment $45 ■ Specialist copayment $45 ■ Specialist copayment $45

■ Hospital (facility)
copayment

$500 ■ Hospital (facility)
copayment

$500 ■ Hospital (facility)
copayment

$500

■ 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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $300 Deductibles $100 Deductibles $300
Copayments $600 Copayments $1,200 Copayments $300
Coinsurance $0 Coinsurance $0 Coinsurance $50

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay
is

$900 The total Joe would pay is $1,300 The total Mia would pay is $650

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

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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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: 07/01/2021 — 06/30/2022
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. 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/

Are there other
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services

What is the out–of–pocket
limit for this plan?

$5,000 member/ $10,000 family 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.
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Important Questions Answers Why this matters
What is not included in
the out–of–pocket limit?

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.

Will you pay less if you use
a network provider?

Yes. See https://www.harvardpilgrim.org/public/
find-a-provider 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.

Do you need a referral to
see a specialist?

Yes, some exceptions apply. 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.

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

Primary care visit to treat an
injury or illness

No charge Not covered None

Specialist visit No charge Not covered None

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

Preventive care/
screening/
immunization

No charge; deductible does
not apply

Not covered 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.

Diagnostic test (x-ray,
blood work)

X-rays: No charge
Laboratory: No charge

Not covered NoneIf you have a test

Imaging (CT/PET scans,
MRIs)

No charge Not covered Cost sharing may vary for
certain imaging services.

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

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

Same as above.

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.harvardpilgrim.org/
2021Premium3T.

Specialty drugs All drugs are covered in Retail Pharmacy and Mail Order
Pharmacy Tiers 1 — 3

Some drugs must be
obtained through a Specialty
Pharmacy.

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

No charge Not coveredIf you have outpatient
surgery

Physician/surgeon fees No charge Not covered

None

Emergency room care No charge None
Emergency medical
transportation

No charge None
If you need immediate
medical attention

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

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)

No charge Not coveredIf you have a hospital stay

Physician/surgeon fee No charge Not covered

None

Outpatient services No charge Not coveredIf you have mental health,
behavioral health, or
substance abuse needs

Inpatient services No charge Not covered
None

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

Office visits No charge Not covered

Childbirth/delivery
professional services

No charge Not covered
If you are pregnant

Childbirth/delivery facility
services

No charge Not covered

Cost sharing does not
apply for preventive
services.

Home health care No charge Not covered None
Rehabilitation services
Habilitation services

Physical Therapy:
No charge
Occupational Therapy:
No charge
Speech Therapy:
No charge

Not covered 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

If you need help recovering
or have other special
health needs

Hospice services No charge Not covered For inpatient see “If you
have a hospital stay”.

Children’s eye exam No charge; deductible does
not apply

Not covered 1 exam/Plan Year

Children’s glasses Not covered Not covered None

If your child needs dental
or eye care

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

No charge Not covered 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

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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• Non-emergency care when traveling outside
the U.S.

• 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.)
• Bariatric surgery • Chiropractic Care - 20 visits/Plan Year

• 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

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 theHealth Insurance Marketplace. For more information about theMarketplace, 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 on how 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
Minimum Essential Coverage generally includes plans, health insurance available through theMarketplace or other individual market policies,
Medicare, Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types ofMinimum Essential Coverage, you may not
be eligible for the premium tax credit.
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.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Language Access Services:

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

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

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

well-controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)
■ The plan’s overall
deductible

$2,000 ■ The plan’s overall
deductible

$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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,000 Deductibles $2,000 Deductibles $2,000
Copayments $50 Copayments $700 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay
is

$2,050 The total Joe would pay is $2,700 The total Mia would pay is $2,000

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

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Deductible: $50 per individual / $100 per family. Deductible waived for Diagnostic and Preventive categories  

Calendar Year Maximum: $1,000 per person. Co-insurance 

 Category / Procedure Qualifications In 
Network 

Out of 
Network* 

Diagnostic   100% 100% 

   Comprehensive Evaluation Once every 60 months.     
   Periodic Oral Exam Twice per calendar year.     
   Panoramic or Full Mouth X-rays    Once every 60 months.     
   Bitewing X-rays   Twice per calendar year.     
   Single Tooth X-rays  As needed.     
Preventive   100% 100% 
   Teeth Cleaning         Twice per calendar year.     
   Fluoride Treatments   Twice per calendar year for members under age 19.     
   Space Maintainers   Required due to the premature loss of teeth. For members under age 14 and not for the replacement of 

primary or permanent anterior teeth. 
    

   Sealants        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. 

    

Restorative   80% 80% 
   Silver Fillings          Once every 24 months per surface per tooth.     
   White Fillings (Front Teeth) Once every 24 months per surface per tooth.     
   Inlays and White Fillings  

(Back Teeth) 
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.   

   

   Protective Restorations      Once per tooth.     
   Stainless Steel Crowns        Once every 24 months per tooth (on primary teeth only).     

Oral Surgery   80% 80% 

    Extractions        Once per tooth.     
   General Anesthesia       General Anesthesia and IV sedation allowed with covered surgical impacted teeth only (up to one hour).      

Periodontics  
(on natural teeth only)   

80% 80% 

   Periodontal Surgery     One surgical procedure per quadrant in 36 months.     
   Scaling and Root Planing 
   Periodontal Cleaning    
   Bone Grafts/GTR   

Once in 24 months, per quadrant.  No more than 2 quadrants per date of service.  
Once every 3 months following active periodontal treatment.  Not to be combined with preventive cleanings. 
No more than 2 teeth per quadrant per 36 months on natural teeth. 

 
100%  
80% 

 
100% 
 80% 

Endodontics   80% 80% 
   Root Canal Treatment  
   Root Canal Retreatment        

Once per tooth. 
Once per tooth after 24 months have elapsed from initial treatment 

    

   Vital Pulpotomy          Limited to deciduous teeth.     

Prosthetic Maintenance   80% 80% 
   Bridge or Denture Repair    
   Crown or Onlay Repair 

Once per bridge/denture per 12 months, after 24 months of initial insertion. 
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% 80% 
   Palliative Treatment  Three occurrences in 12 months.     

Prosthodontics  50% 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  
      3-unit bridge) 
   Implant Abutments 

Endosteal Implant: Only when replacing one missing tooth and when adjacent teeth are healthy and do not 
require crowns. Once per 60 months per Implant. (Pre-estimate recommended). 
Once per implant only when surgical implant is benefitted.  

Major Restorative  50% 50% 

   Crowns or Onlay 
   Cast Posts/Buildups 

When teeth cannot be restored with regular fillings. Once within 60 months per tooth (age 12 and older). 
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. 

 

Coverage Summary for 

Cape Cod Municipal Group  
Group #008318  

Effective 7/1/2021  
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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.  

If your total yearly claims 

don’t exceed this threshold 

amount…  

Then you can roll over this 

amount to use next year, 

and beyond.  

Your accumulated rollover total 

is capped at this amount.  

$1,000 $500 $350 $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 

 

 

 

  

46



 

 

 

 

 

 

 

 

   Flexible Spending Benefits 
     

 

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-of-pocket expenses in these categories: 

 

◆ HEALTH CARE.* Eligible expenses & services include: non-cosmetic 
medical, dental, and vision care services; prescription medications; 
orthodontics, prescription eyeglasses, contact lenses, laser eye surgery; 
alternative health therapies (e.g. chiropractic, acupuncture); 
mental health services, and MORE! 

Max. Annual Health Care Election:  $2,750. 
 
 
 
 

  
 
 

   
 

 
   

 

 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

◆ DEPENDENT CARE.**  For dependent children under age 13, elderly 
dependents, and dependents with special needs. Eligible expenses include 
day care, pre-school, before/after school care, day camp, elder day care. 

Max. Annual Dep. Care Election:  $5,000. per family 
 

 

Complete an “Authorization for  
Pre-Tax Payroll Reduction” form and 
send it to Cafeteria Plan Advisors 
by the deadline above. 

      Already in the plan?  Log in to 
       your employee account portal 
         via our website (www.cpa125.com) 
         by the deadline above to enroll 
        for the new plan year. 

        Note: Re-enrollment is 
 not automatic. 
 
 
 

  Flexible Spending Plans administered by… 

CAFETERIA PLAN ADVISORS    420 WASHINGTON ST., SUITE 100, BRAINTREE, MA  02184       WWW.CPA125.COM 

TEL.: 781.848.9848    FAX:  781.848.8477     E-MAIL:  INFO@CPA125.COM 

Cape Cod Collaborative 

Enroll by 11/30/2020 

for the 

1/1/2021 – 12/31/2021 

Plan Year 
 

Who’s Covered?  You, your legal spouse, and your 
dependents as defined by the Internal Revenue Service, 
including those claimed on your tax return and adult 
children under age 26. 

 

Benefit Cards.  For employer plans that offer the benefit card, 
new Health Care FSA enrollees will receive 2 cards that can be used 
at most medical facilities, dental offices, optical shops, and pharmacies to 
pay for eligible expenses.  Keep your cards!  They will reload each plan 
year that you enroll. 

 

Grace Period.  Health Care FSA participants get an extra 75 days at the 
end of the plan year to spend down the prior year’s available balance, if any. 

 

HSA Ineligibility.  If you or your spouse have a Health Savings Account 
(‘HSA'), you are NOT ELIGIBLE to participate in the Health Care FSA plan. 

 
 

Annual FSA administrative fee is paid by your employer so you save even more! 

HD-Gr v.1.3 (8/12/20) 
 

Make Your 
Money Go 

   

Further! 
depending on your 

tax status 

  30% UP 
TO 

Track Your Account 
and File Claims 24/7! 

 

Log in to your employee portal via 
our website (www.CPA125.com), or 
use our app:  CPA Flex Mobile. 

  NEW OTC ELIGIBILITY  
 

Over-the-counter ‘medicines’ are now 

eligible without a prescription (excludes 

vitamins and supplements).   

For a list of eligible items, visit the link to 
the FSA Store on our website:  
(www.CPA125.com). 

    * 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. Effective 1/1/20, 
non-prescription/over-the-counter medications were made eligible. Some expenses, such as medical equipment and some services, may be FSA-eligible with a physician’s Letter of 
Medical Necessity. Visit https://fsastore.com/FSA-Eligibility-List and search the “Eligible Products and Services List” for more info.   

 

  ** Overnight camp and school tuition are not FSA-eligible; day camp is eligible when utilized as childcare in order for the parent(s)/guardian(s) to be able to work; extra-curricular and 
enrichment programs/activities that aren’t daycare/childcare-based are not eligible; monies paid to a provider who doesn’t report childcare income on his/her taxes aren’t eligible. 
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TAX SAVINGS. 
HEALTH SAVINGS.  
WOW SAVINGS.  
Take control of your health  
and grow your money. See  
the power of an HSA-qualified  
health plan combined with  
a HealthEquity HSA. 

Copyright © 2020 HealthEquity, Inc. All rights reserved.
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KEEP YOUR PREMIUM SAVINGS 
Healthcare premium payments disappear forever. But you  
can use your HealthEquity HSA to keep that money instead. 

Choose a low premium health plan. Then just put the extra money you would have 
paid toward traditional premiums into your HSA. Voila! Long-term health savings. 

Want to go bigger? Don’t forget IRS annual contribution limits. 
 
 
 
 

You have until April 15 to max your contributions for the previous tax year.

SAVE ON PREMIUMS
When it comes to choosing a healthcare plan, you really have 
one decision to make: High premium or low premium? 

HSA-qualified health plans (sometimes called high-deductible or consumer choice  
health plans) offer the lowest premiums, enabling you to unlock immediate savings. 
The difference could be thousands of dollars every year.

 HSA dollars are 
 yours to keep

Unlike flexible spending accounts 
(FSA), you never lose your HSA 
dollars. Money in your account 
rolls over year after year, even if you 
change health plans or employers. 

MAXIMIZE  TAX SAVINGS 
Every dollar you contribute pre-tax to your HSA  
reduces your annual taxable income. 

Plus, you automatically earn tax-free interest on your money. Anytime healthcare 
expenses come up just pay from your HSA and you’re good to go. You never pay taxes 
or penalties when you use HSA dollars for qualified medical expenses.

 HSA triple-tax  
 advantage

1

 Make pre-tax contributions 

 Grow tax-free earnings 

 Enjoy tax-free distribution2  

1

2
3

 See the savings  
 for yourself

Try our plan comparison tool  
to see how much an HSA-qualified 
health plan will save you this year.

Visit CompareMyHSA.com  

Copyright © 2020 HealthEquity, Inc. All rights reserved.

  Spend  
smarter

HSAs cover thousands of qualified 
medical expenses, including doctor 
visits and over-the-counter medications. 
See a full list of eligible expenses. 

Visit HealthEquity.com/QME 

 Individual Plan Family Plan 

   2020 $3,550 $7,100 

   2021 $3,600 $7,200

Members 55+ can contribute an extra $1,000
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 Be retirement  
 ready

Your HealthEquity HSA works like 
a second 401(k). After you’re 65, 
you can withdraw HSA dollars  
for any expense—you’ll just need 
to pay ordinary income taxes.  
Of course, if you use that money 
for qualified medical expenses,  
you never pay taxes at all.3  

It’s not just an HSA— 
it’s your nest egg.

ACCELERATE LONG-TERM SAVINGS 
So now you’re saving on premiums, building health savings 
and also saving big on taxes. What’s next? 

Add some sizzle to your savings by investing in low-cost mutual funds.4 It’s easier than 
ever to invest. Just log into your account and a helpful step-by-step tutorial will walk you 
through the process. Do it yourself or let intelligent technologies do the work.

Choose from two powerful advisory tools  
brought to you by HealthEquity Advisors, LLC™

Tap into algorithm-
based guidance and 
recommendations

GPS suggests investment options 
based on age, investment objectives, 
investment experience and more. This 
option gives members the opportunity  
to ultimately select their own investments 
based on targeted advice.

GPS
Let intelligent  
technologies manage  
your entire portfolio 

AUTOPILOT

Member inputs create a risk profile, 
then AutoPilot will automatically 
rebalance member portfolios based on 
specified factors. AutoPilot empowers 
even the most inexperienced 
members to invest confidently.  

Copyright © 2020 HealthEquity, Inc. All rights reserved.
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CONNECTING  
HEALTH AND WEALTH

Maybe you’ve had an HSA before, but you’ve never had an HSA like this. 

Get support 24/7
Call us day or night. Our US-based service team 
measures success by problems solved. We’ll do 
whatever it takes.

Say goodbye to hassle
Log in and manage everything via our simple  
mobile app.5  Want to submit a claim? Easy.  
Just snap a photo and you’re on your way.  

Be inspired 
Check out our vast library of webinars, tutorials, 
videos, calculators, and more. You’ll find tips  
and tricks to make the most of your HSA.

Join five million+ health savers 
For more than two decades we’ve empowered  
some of the biggest companies in the world— 
and the smartest savers on the block. 

1  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 deductible with very few exceptions.  
Please consult a tax advisor regarding your state’s specific rules.

2  For qualified medical expenses
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. HealthEquity Advisors, LLC™, a wholly owned subsidiary 

of HealthEquity, Inc. and an SEC-registered investment adviser, provides web-based investment advice to HSA holders that subscribe for its services (minimum thresholds and additional fees apply). Investing may 
not be suitable for everyone and before making any investments, review the fund’s prospectus. 

5 Accounts must be activated via the HealthEquity website in order to use the mobile app.
   HealthEquity does not provide legal, tax or financial advice. Always consult a professional when making life changing decisions. 

Copyright © 2020 HealthEquity, Inc. All rights reserved.     HSA_Brochure_September_2020.pdf

Enroll today. Talk to your benefits team. 
866.735.8195 | HealthEquity.com/Learn
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Group Life and Accidental Death & Dismemberment 
Benefit Summary for Eligible Employees of                   

Cape Cod Collaborative 
The following information is a summary of benefits; this summary is not your Certificate nor does it constitute      
coverage for claim.  Any discrepancies between this summary and the group policy will be resolved by the language   

 issued in the master policy.  Please contact your benefits administrator for policy provisions.  
 

Eligibility 
All Active Full-Time Employees working 20 hours or more per 
week are eligible for coverage. If you are not actively at work on the 
effective date then insurance will not become effective until you return 
to active employment. 

Life and AD&D Benefit 
 Flat $10,000. 

 Life and AD&D are reduced by 35% of the original benefit at age 
65.  The benefits are reduced by an additional 15% of the original 
benefit at age 70. 

 
 Life and AD&D terminates at retirement. 

Portability 
If you leave your employment prior to age 60, the coverage is 
“portable” for yourself, your spouse under age 60 and all eligible 
dependent children if you elect within 31 days.  The coverage would 
not include Waiver of Premium or AD&D. The ported coverage 
terminates at age 70. 

Conversion  
Employees have 31 days from the date of termination to convert their 
Group Life Insurance to an individual whole life policy without evidence 
of insurability. The premium will be based on Boston Mutual’s usual 
rate for the insured's age on the date of conversion.  Coverage will not 
include Waiver of Premium or AD&D. 

Accelerated Death Benefit 
This provision enables an employee diagnosed with a terminal illness, 
resulting in a life expectancy of twelve months or less, to receive a 
portion of the life insurance benefit prior to death. The remaining 
benefit will be paid to the beneficiary. 

Education Benefit 
We will pay a percentage of an employee’s life insurance benefit to a 
maximum of $2,500 per year, for up to four years of education, to each 
qualifying dependent if the employee’s death is the result of an 
accident while covered under AD&D.  

Seat Belt Benefit 
We will pay an additional 50% of the AD&D benefit, not to exceed 
$10,000, in the event of an insured’s death as a result of an automobile 
accident while wearing a properly secured seat belt. 
 
Repatriation of Remains Benefit 
If an employee dies as a result of an Accident while insured for AD&D 
and the death occurs outside a 100 mile radius from his or her primary 
residence, we will pay for Covered Expenses reasonably incurred to 
return his or her body to their primary residence up to $5,000.   
 
Bereavement Counseling 
Our Counseling partner, Health Management Systems of America a 
nationally recognized leader in the field of Mental and Behavioral 
Health Care Services, provides this service to all beneficiaries who 
experience the loss of a loved one.   
 
Exclusions 
Under the AD&D coverage, benefits are not payable for losses caused 
by or contributed to by: self-inflicted injuries, suicide or attempted 
suicide, riot or war, diseases, ptomaine or bacterial infection, drug 
and/or alcohol abuse, commission of an assault or felony by an 
employee, accident while serving on active duty, travel or flight in any 
aircraft or device which can fly above the earth’s surface (does not 
apply to commercial flights) or injury which occurred before the 
Employee was insured by this policy.  All exclusion details are stated in 
the master policy and certificate which may be reviewed through your 
benefit administrator. 
 
Cost of Coverage 
Your, the employer, pay 55% of the cost of this Group Life and AD&D 
coverage. Life and AD&D Rate: $0.17 per $1,000. 
 
Cost Example: 

1. $10,000 / $1,000 = $10 
2. $10 x $0.17 = $1.70 per month 
3. 45% Employee Paid = $1.70 / 2 = $.77 per month 
4. Weekly Cost = $.77 x 12 months / 52 weeks = $.18 per week 
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Group Voluntary Long Term Disability Benefit Summary          
for Eligible Employees of Cape Cod Collaborative  

The following information is a summary of benefits; this summary is not your Certificate nor does it constitute coverage for claim.  
 Any discrepancies between this summary and the group policy will be resolved by the language issued in the master policy.   

Please contact your benefits administrator for policy provisions.  

Eligibility 
All Active Full-Time Employees working 20 hours are eligible.  If 
you are not actively at work on the effective date then insurance will not 
become effective until you return to active employment. 

Long Term Disability Benefit 
 The Monthly Long Term Disability benefit is 50% of Monthly 

Salary to a Maximum of $5,000 and a Minimum of $100 or 10%. 

 There is a 90 Day Elimination Period for benefits, meaning 
approved benefits will be payable at the end of 90 days or the end 
of STD, whichever is greater. Your disability must continue 
through the elimination period before payments begin. 

 If disability is due to Mental Illness or Substance Abuse we 
will pay a monthly benefit for up to 24 months [unless confined to 
a hospital].  

 Pre-Existing Exclusion – 12/12 Any disability caused by 
sickness or injury which you have received treatment for in the 12 
months prior to your effective date of coverage will not be covered 
unless the disability began more than 12 months after the 
insured’s effective date of coverage. 

 Own Occupation Period Payments will continue for 2 years if 
due to the same sickness or injury is unable to perform the 
material and substantial duties of any gainful occupations 

 The Maximum Payment Duration is RBD Reducing Benefit 
Duration and is based on your age when you become disabled: 

Age Disability Begins       Maximum Payment Duration 
Less than Age 61   60 Months 

61   48 Months 
62   42 Months 
63   36 Months 
64   30 Months 
65   24 Months 
66   21 Months 
67   18 Months 
68   15 Months 
69 and Over  12 Months 

   
 Cost of Living Freeze – If cost of living increases in any income 

from other sources, the insured’s benefit payment will not be 
further reduced. 

 Waiver of Premium – While you are disabled and receiving 
benefits, you will not be required to pay the monthly premium for 
your plan. 

 

 Survivor Benefit – If an insured dies after having been disabled 
for a minimum of 180 consecutive days and was receiving 
payments under the plan, the eligible survivor will be paid a     
one-time lump sum benefit. If there is no eligible survivor, payment 
will be made to the insured’s estate.  If there is no estate, no 
payment will be made. 
 

 Primary and Family Social Security Integration - The LTD 
benefit will be reduced by primary and family social security 
benefits and all other income benefits related to the disability such 
as Worker’s Compensation. 

 
Other Services  
Telephonic EAP* 
 24/7 Access Unlimited Telephonic Counseling 
 Toll-Free 800-847-7240 
 Legal Services – initial 30 minute in-office or phone consultation at 

no cost; 25% discount beyond initial consult 
 Online Will Preparation 
 Financial Services – one initial 60 minute phone consultation at no 

cost; 25% discount beyond initial consult 
 
Online Work-Life Resources* 
 24/7 Access On-Line Work-Life Resources 
 Financial Calculators 
 Child and Eldercare Resources 
 Health and Wellness Resources 
 Additional Legal and Financial Resources 
 www.my-life-resource.com  User Name:  worklife 

    Password:    myresource  
*Services provided by Health Management Systems of America – a nationally 
recognized leader in the field of Mental and Behavioral Health Care Services.   
 
Exclusions 
 We will not cover a disability if it is due to war, declared or not or 

any act of war; intentionally self-inflicted injuries, active 
participation in a riot, attempt to commit or commission of a felony 
under federal/state law.   
 

 In addition, we will not cover occupational sickness or injury 
unless the insured is a partner or sole proprietor not covered by 
Workers Compensation for Short Term Disability.   
 

 And for Long Term Disability no benefits are payable while 
incarcerated in a penal or correctional facility for a period of 30 or 
more consecutive days.  

 
Portability 
This coverage is not portable.  If your employment is terminated, all 
coverage is terminated.  
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Do I contribute to the cost of the Long term Disability plan? 
Yes, you the employee are responsible for the cost of this coverage. 

How Much Does This Long Term Disability Cost? 
Because of group purchasing power, this disability insurance is 
affordable. Monthly rates are based on 5-year age bands per $100 of 
monthly covered payroll.   

 
Attained      Monthly Premium Rate 

Age*             per $100 Covered Payroll  
Under 25 $0.15  

25 - 29 $0.21  
30 - 34 $0.24  
35 - 39 $0.42  
40 - 44 $0.55  
45 - 49 $0.77  
50 - 54 $0.98  
55 - 59 $1.07  

60 and older $1.14  
 

*Attained Age is your age as of the effective date of coverage. 

How Do I Determine My Monthly Benefit? 
Simply multiply your monthly salary by 50%.   

For Example:  
Monthly Salary $2,083 x .50 = $1,041.50 Monthly Benefit.                             
(Monthly benefit cannot exceed $5,000) 

Calculate your Monthly Benefit: 

$__________________ x .50 = $_______________                                                      
Enter Your Monthly Salary                        Monthly Benefit 

How Do I Calculate My Cost Per Payroll? 
You can calculate your cost per payroll in 3 easy steps: 

1. Divide your eligible monthly salary by 100. 
 

2. Multiply the result of Step 1 by the appropriate premium 
rate for your age as shown in the table above. 

3. Multiple the results of Step 2 by 12 months and  
divide that number by your number of pay periods. 

For Example:   
An employee age 38 earning $2,083 per month with a monthly 
benefit of $1,041.50 (50% of $2,083):  
 
1. $2,083  100 = $20.83 
2. $20.83 x $0.42 = $8.75 per month 
3. ($8.75 x 12) ÷ 52 = $2.01 per week 

 
Calculate your cost per payroll: 
 
         1.   _____________  100 = ___________   
                  Monthly Salary                    Result 
 
         2.   _______ x ________ =____________ 
    Result          Rate               Monthly Cost 
 
         3.  ___________ x 12  52 = __________     

       Monthly Cost                          Cost per week 
 
 
What If I Leave My Employer?  
Coverage will cease upon termination of employment.  This coverage 
is not portable. 
 
How Do I Enroll? 
Simply complete and sign the enrollment form provided by your 
employer. 
 
How Do I File A Claim? 
Your employer will help you complete the appropriate claim form 
should you become disabled.  The form will be submitted to our claim 
department for review and approval. We may request additional 
documentation and/or medical information from your doctor to validate 
your claim.  
 
Please review the attached Summary of Benefits for more 
information.  You may also contact your Benefits Administrator 
for a copy of the 
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Voluntary Life and Accidental Death & Dismemberment   

Added Protection for You and Your Family… 
 
     Everyone has the need for financial security, but the needs of each employee can vary.         

To help meet these needs, Boston Mutual Life Insurance Company and Cape Cod 

Collaborative is proud to offer a Group Term Voluntary Life and Accidental Death & 

Dismemberment program for you and your family.

Eligibility:  
You, as an active full-time employee, your spouse under age 
70, your unmarried children ages 14 days to 19 years (to age 
25 if a full-time student), and handicapped children over the 
age of 19 are eligible for coverage.  Dependents may not be 
insured if they are confined in a medical facility. Dependent 
coverage is available only if you, the employee, also elects 
coverage. 

Available Insurance: 
You have the flexibility to choose coverage in units of 
$10,000 to a maximum of $500,000.  However, the maximum 
coverage amount may not exceed five times your annual 
salary. 

Family Coverage: 
You may insure your spouse in units of $5,000 to a maximum 
of $100,000, not to exceed 50% of your coverage amount. 

Dependent children age 1-19 years (up to 25 if full-time 
student) are eligible for $10,000. 

Dependent children 14 days to 1 year are eligible for $1,000.  
A spouse or child who is an employee cannot be insured as a 

dependent.  If both spouses are insured employees of the same group, 
their children can only be insured as dependents of one spouse. 

Medical Questions:   
If you and your dependents enroll within 31 days of becoming 
eligible, you and your spouse may purchase a specific amount 
of insurance on a guaranteed basis.  No medical questions 
asked for coverage at or under the Guaranteed Issue 
Amount. 

Guaranteed Issue Amounts:  
Age  Employee Spouse  
Under 60  $100,000  $30,000 
60-69  $50,000  $20,000 

*70 and Over $10,000              - Not Eligible -  
* Employee’s insurance reduction schedule applies (Refer to the 
section: “Are there Reductions?”). 
Guaranteed Issue coverage will become effective for eligible 
enrollees on the later of, the effective date of the group policy 
or the date the application is approved by Boston Mutual.  
Proof of good health satisfactory to Boston Mutual is required 
for amounts above the Guaranteed Issue Amounts or beyond 
the 31 day eligibility period. 

Premium Cost:  
Sample Weekly payroll deductions for you and your spouse 
are shown below: 

 
Premium rates are based on age and change as each individual moves to a 
higher age bracket.  Premium rates for members age 85 and over are 
available.  Please contact your Benefits Administrator for details. 
 
Dependent Cost: 
The total monthly premium cost to insure all eligible 
dependent children for Life Insurance is only $1.80 per 
Family Unit. All life coverage for dependent children is 
Guaranteed Issue.   
 
Portability Privilege: 
If you leave your employment prior to age 60, the coverage is 
“portable” for yourself, your spouse under age 60 and all 
eligible dependent children if elected within 31 days.  The 
coverage would not include Waiver of Premium or Accidental 
Death and Dismemberment.   
Conversion Privilege: 
Yes, you may convert your Voluntary Life coverage for 
yourself, spouse, and children to a whole life policy without 
proof of good health, if you apply within 31 days of the date 
coverage terminated, and it did not terminate due to            
non-payment of premium.  The premiums are based on Boston 
Mutual’s usual rate for the insured's age on the date of 
conversion. 

Age

Monthly 
Premium 
Rate per 
$1,000 10,000 30,000 50,000 80,000 100,000

under 34 0.08 0.18 0.55 0.92 1.48 1.85
35-39 0.11 0.25 0.76 1.27 2.03 2.54
40-44 0.16 0.37 1.11 1.85 2.95 3.69
45-49 0.26 0.60 1.80 3.00 4.80 6.00
50-54 0.41 0.95 2.84 4.73 7.57 9.46
55-59 0.68 1.57 4.71 7.85 12.55 15.69
60-64 1.00 2.31 6.92 11.54 18.46 23.08
65-69 1.64 3.78 11.35 18.92 30.28 37.85
70-74 2.91 6.72 20.15 33.58 53.72 67.15
75-79 4.91 11.33 33.99 56.65 90.65 113.31
80-84 4.91 11.33 33.99 56.65 90.65 113.31

Weekly Premium Rate Costs for Life and AD&D
                                  Per Volume of Insurance
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OOur Pledge To You… 
For over 118 years, Boston Mutual has been a recognized leader in providing 

affordable coverage to working people.  We are committed to the promises we have 
made to you, our customers.  
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Accelerated Death and Dismemberment Benefit: 
The Accelerated Death Benefit provision enables an employee 
diagnosed with a terminal illness, resulting in a life 
expectancy of twelve months or less, to receive a portion of 
the life insurance benefit prior to death.  The remaining benefit 
will be paid to the beneficiary. 

What Happens if I Become Totally Disabled? 
If you become totally disabled prior to age 60 and remain 
totally disabled for the period stated in the policy, Boston 
Mutual will continue your insurance without any further 
payment of premiums. 

What is AD&D?  *? 
It doubles the Life Insurance benefit if death is due to an 

accident.  Dismemberment benefits are payable for loss          
of eyesight or limbs according to the policy provisions.  
AD&D is only available for employees and their spouses. 

The Education Benefit: 
We will pay a percentage of an employee’s life insurance 
benefit to a maximum of $2,500 per year, for up to four years 
of education, to each qualifying dependent if the employee’s 
death is the result of an accident while covered under Group 
Voluntary AD&D.  (Not available in all states) 

The Seat Belt Benefit: 
We will pay an additional 50% of the AD&D benefit, not to 
exceed $10,000, in the event of an insured’s death because of 
an automobile accident while wearing a properly secured seat 
belt. 

Are There Reductions? 
Yes, they are stated in the master policy and your certificate.   

 Employee’s Life insurance reduces upon the attainment 
of age 70 and periodically thereafter in accordance with 
the following schedule:  

o To 65% of the original benefit at age 70; 
o To 50% of the original benefit at age 75; 
o To 35% of the original benefit at age 80; 
o To 25% of the original benefit at age 85; 
o To 20% of the original benefit at age 90; 
o To 15% of the original benefit at age 95 
 

 Spouse’s insurance terminates upon the attainment of 
age 70. 

 Dependent Children terminate upon notice to Boston 
Mutual that all dependents children are no longer 
eligible. 

 All insurance benefits shall terminate upon.  

Are There Exclusions?  
Under the AD&D coverage, benefits are not payable for losses 
caused by or contributed to by: self-inflicted injuries; suicide 
or attempted suicide; riot or war; diseases; ptomaine or 
bacterial infection; drug and/or alcohol abuse; commission of 
an assault or felony by an employee; accident while serving on 
active duty; travel or flight in any aircraft or device which can 
fly above the earth’s surface (does not apply to commercial 
flights); or injury which occurred before the Employee was 
insured by this policy.  All exclusion details are stated in the 
master policy and certificate which may be reviewed through 
your benefit administrator. 
 
Repatriation of Remains Benefit: 
If an employee dies as a result of an accident while insured for 
AD&D and the death occurs outside a 100 mile radius from 
his or her primary residence, we will pay for covered expenses 
reasonably incurred to return his or her body to their primary 
residence up to $5,000 (not available in all states). 
 
Bereavement Counseling: 
Our Counseling partner, Health Management Systems of 
America- a nationally recognized leader in the field of Mental 
and Behavioral Health Care Services, provides this service to 
all beneficiaries who experience the loss of a loved one.  
HMSA offers access to a toll-free counseling service 
supported by professional counselors experienced with the 
human emotions associated with the death of a loved one.   
 
How Do I Apply? 
Complete the enrollment form.  When you sign it, you are 
giving your employer authorization to deduct the premiums 
from your pay.  We will process your application quickly.  
Coverage in excess of the Guaranteed Issue amount will 
become effective on the date Boston Mutual approves your 
application. 
 
 
The following information is a summary of 
benefits; this summary is not your Certificate nor 
does it constitute coverage for claim. Any 
discrepancies between this summary and the 
group policy will be resolved by the language 
issued in the master policy.  Please contact your 
benefits administrator for policy provisions. 
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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

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

In 2021, 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.

Investment Options¹
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

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.

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

• 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

The benefit disbursement fee is $0.00.

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.
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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.

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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MEANINGFUL NOTICE / PLAN SUMMARY INFORMATION 2021

Cape Cod Collaborative, MA

403(b) PLAN
The 403(b) Plan is a valuable retirement savings option. This notice provides a brief explanation of the provisions, policies and rules that govern the
403(b) Plan offered. 

Plan administration services for the 403(b) plan are provided by TSA Consulting Group, Inc. (TSACG). Visit the TSACG website (https://www.tsacg.com)

for information about enrollment in the plan, investment product providers available, distributions, enrollment, exchanges or transfers, 403(b) loans,

and rollovers. 

ELIGIBILITY
Most employees, with the exception of private contractors, appointed/elected trustees, school board members, and student workers, are eligible to

participate in the 403(b) plan immediately upon employment. Eligible employees may make voluntary elective deferrals to the 403(b) plan, and

participants are fully vested in their contributions and earnings at all times. 

EMPLOYEE CONTRIBUTIONS
Upon enrollment, participants designate a portion of their salary that they wish to contribute to their traditional 403(b) account up to their maximum

annual contribution amount on a pre-tax basis, thus reducing the participant’s taxable income. Salary deferral contributions to the participant's

403(b) account are made from income paid through the employer's payroll system. Taxes on contributions and any earnings are deferred until the

participant withdraws their funds.  

The Internal Revenue Service regulations limit the amount participants may contribute annually to tax-advantaged retirement plans and imposes

substantial penalties for violating contribution limits. TSACG monitors 403(b) plan contributions and notifies the employer in the event of an excess

contribution. 

THE BASIC CONTRIBUTION LIMIT FOR 2021 IS $19,500.
Additional provisions allowed:

AGE-BASED ADDITIONAL AMOUNT
Participants who are age 50 or older any time during the year qualify to make an additional contribution of up to $6,500.

ENROLLMENT
Employees who wish to enroll in the employer's Supplemental 403(b) Retirement Plan must first select the provider and investment product best

suited for their 403(b) account. Upon establishment of the account with the selected provider, a “Salary Reduction Agreement” (SRA) form and any

disclosure forms must be completed and submitted to the employer. This form authorizes the employer to withhold 403(b) contributions from the

employee's pay and send those funds to the Investment Provider on their behalf. A SRA must be completed to start, stop or modify contributions to a

403(b) account. Unless otherwise notified by your employer, you may enroll and/or make changes to your current contributions anytime throughout

the year.

Please note: The total annual amount of a participant's contributions must not exceed the

Maximum Allowable Contribution (MAC) calculation. For convenience, a MAC calculator is

available at https://www.tsacg.com. 

© 2021 TSA Consulting Group, Inc. All rights reserved
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INVESTMENT PROVIDER INFORMATION
A current list of authorized 403(b) Investment Providers and current employer forms are available on the employer's specific Web page at
https://www.tsacg.com.

PLAN DISTRIBUTION TRANSACTIONS
Distribution transactions may include any of the following depending on the employer's Plan Document: loans, transfers, rollovers, exchanges, hardships,
unforeseen financial emergency withdrawals or distributions. Participants may request these distributions by completing the necessary forms obtained
from the provider and plan administrator as required. All completed forms should be submitted to the plan administrator for processing.

PLAN-TO-PLAN TRANSFERS
A plan-to-plan transfer is defined as the movement of a 403(b) account from a previous plan sponsor's plan and retaining the same account with the
authorized investment provider under the new plan sponsor's plan.

ROLLOVERS
Participants may move funds from one qualified plan account, i.e. 403(b) account, 401(k) account or an IRA, to another qualified plan account at age 59½
or when separated from service. Rollovers do not create a taxable event.

DISTRIBUTIONS
Retirement plan distributions are restricted by IRS regulations. A participant may not take a distribution of 403(b) plan accumulations without penalty
unless they have attained age 59½ or separated from service in the year in which they turn 55 or older. In most cases, any withdrawals made from a
403(b) account are taxable in full as ordinary income.

EXCHANGES
Participants may exchange account accumulations from one 403(b) investment provider to another 403(b) investment provider that is authorized under
the plan; however, there may be limitations affecting exchanges, and participants should be aware of any charges or penalties that may exist in
individual investment contracts prior to exchange.

403(b) PLAN LOANS
Participants may be eligible to borrow their 403(b) plan accumulations depending on the provisions of their 403(b) account contract and provisions of the
employer plan. If loans are available, they are generally granted for a term of five years or less (general-purpose loans). Loans taken to purchase a
principal residence can extend the term beyond five years depending on the provisions of their 403(b) account contract and provisions of the employer.
Details and terms of the loan are established by the provider. Participants must repay their loans through monthly payments as directed by the provider.
Prior to taking a loan, participants should consult a tax advisor.

HARDSHIP WITHDRAWALS
Participants may be able to take a hardship withdrawal in the event of an immediate and heavy financial need. To be eligible for a hardship withdrawal
according to IRS Safe Harbor regulations, you must verify and provide evidence that the distribution is being taken for specific reasons. These eligibility
requirements to receive a Hardship withdrawal are provided on the Hardship Withdrawal Disclosure form at https://www.tsacg.com. 

EMPLOYEE INFORMATION STATEMENT
Participants in defined contribution plans are responsible for determining which, if any, investment vehicles best serve their retirement objectives. The
403(b) plan assets are invested solely in accordance with the participant’s instructions. The participant should periodically review whether his/her
objectives are being met, and if the objectives have changed, the participant should make the appropriate changes. Careful planning with a tax advisor or
financial planner may help to ensure that the  supplemental retirement savings plan meets the participant's objectives.

PLAN ADMINISTRATOR CONTACT INFORMATION

Transactions
P.O. Box 4037

Fort Walton Beach, FL 32549
Toll-free: 1-888-796-3786  

Toll-free fax: 1-866-741-0645
https://www.tsacg.com

For overnight deliveries
73 Eglin Parkway NE, Suite 202
Fort Walton Beach, FL 32548

Toll-free: 1-888-796-3786
Toll-free fax: 1-866-741-0645

https://www.tsacg.com

© 2021 TSA Consulting Group, Inc. All rights reserved
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Appendix 

 

COBRA Notice 

Children’s Health Insurance Program Reauthorization Act – CHIPRA Notice 

HIPAA Notice of Privacy Practices 

HIPAA Special Enrollment Rights 

Women’s Health and Cancer Rights Act – WHCRA Notice 

Medicare Eligibility 

Massachusetts Workers’ Compensation Guide for Injured Workers 
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Cape Cod Collaborative 

Initial Notice: Continuation Coverage Rights Under COBRA 

Introduction 
You are getting this notice because you may have recently gained coverage under a group health plan (the Plan).  This 

notice has important information about your right to COBRA continuation coverage, which is a temporary extension of 

coverage under the Plan.  This notice explains COBRA continuation coverage, when it may become available to you 

and your family, and what you need to do to protect your right to get it.  When you become eligible for COBRA, you 

may also become eligible for other coverage options that may cost less than COBRA continuation coverage. 

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 and other members 

of your family when group health coverage would otherwise end.  For more 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. 

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 does not accept late enrollees. 

What is COBRA continuation coverage? 
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event.  

This is also called 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 qualifying 

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 of the 

following qualifying events: 

• 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’ll become a qualified beneficiary if you lose your coverage under the Plan 

because of the following qualifying events: 

• 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 of the following 

qualifying events: 

• 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.” 

The Plan provides retiree health coverage: 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 Cape Cod Collaborative, and 

that bankruptcy results in the loss of coverage of any retired employee covered under the Plan, the retired employee will 

become a qualified beneficiary.  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. 
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When is COBRA continuation 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.  The employer must notify the Plan Administrator of the following 

qualifying events: 

• 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). 

For all 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:  

Human Resources/Personnel 

Cape Cod Collaborative 

418 Bumps River Road 

Osterville, MA 02655 

 

How is COBRA continuation 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 that generally lasts for 18 months due to 

employment termination or reduction of hours of work.  Certain qualifying events, or a second qualifying event during the 

initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be extended: 

Disability extension of 18-month period of COBRA continuation coverage 

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the 

Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of 

COBRA continuation coverage, for a 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 

COBRA continuation coverage.  

Second qualifying event extension of 18-month period of continuation coverage 

If your family experiences another qualifying event during the 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 the Plan is properly notified about the second qualifying event.  This extension may be 

available to the spouse and any dependent children getting COBRA continuation coverage if the employee or former 

employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated; 

or if the dependent child stops being eligible under the Plan as a dependent child.  This extension is only available if the 

second qualifying event would have caused the spouse or dependent child to lose coverage under the Plan 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, Medicare, Medicaid, Children’s Health Insurance Program (CHIP), 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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Can I enroll in Medicare instead of COBRA continuation coverage after my group health plan 
coverage ends? 

In general, if you do not enroll in Medicare Part A or B when you are first eligible because you are still employed, after 

the Medicare initial enrollment period, you have an 8-month special enrollment period1 to sign up for Medicare Part A or 

B, beginning on the earlier of 

• The month after your employment ends; or 

• The month after group health plan coverage based on current employment ends. 

If you do not enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B late 

enrollment penalty and you may have a gap in coverage if you decide you want Part B later.  If you elect COBRA 

continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation coverage ends, the Plan 

may terminate your continuation coverage.  However, if Medicare Part A or B is effective on or before the date of the 

COBRA election, COBRA coverage may not be discontinued on account of Medicare entitlement, even if you enroll in 

the other part of Medicare after the date of the election of COBRA coverage. 

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first (primary 

payer) and COBRA continuation coverage will pay second.  Certain plans may pay as if secondary to Medicare, even if 

you are not enrolled in Medicare. 

For more information visit https://www.medicare.gov/medicare-and-you. 

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 

To protect your family’s rights, let the Plan Administrator know about 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 

Human Resources/Personnel 

Cape Cod Collaborative 

418 Bumps River Road 

Osterville, MA 02655 

508-420-6950 x 1122 

508-420-6960 

 
 

64

https://www.medicare.gov/medicare-and-you
http://www.dol.gov/ebsa
http://www.healthcare.gov/


    
   

 
      

      
     

   
  

  
      

     
 

     
  

    
 

 
     

        
     

 
    

 
   

   
  

 

 

    

     
   

 

     

  
 

 
  

 
 

 

 
    

 
  

  
 

 
  

  
 

  
 

 
   

  
    

  
 

 

 
 

– –

– –

– –

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 1-877-
KIDS 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, 2021.  Contact your State for more 
information on eligibility – 

ALABAMA-Medicaid CALIFORNIA-Medicaid 
Website: http://myalhipp.com/ Website: 
Phone: 1-855-692-5447 Health Insurance Premium Payment (HIPP) Program 

http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Email: hipp@dhcs.ca.gov 

ALASKA-Medicaid COLORADO-Health First Colorado 
(Colorado’s Medicaid Program) & Child 

Health Plan Plus (CHP+) 
The AK Health Insurance Premium Payment Program 
Website: http://myakhipp.com/ 

hone:  1-866-251-4861 P 
mail:  CustomerService@MyAKHIPP.com E 
edicaid Eligibility: M 

ttp://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx h 

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/child-
health-plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 
711 
Health Insurance Buy-In Program (HIBI): 
https://www.colorado.gov/pacific/hcpf/health-insurance-
buy-program 
HIBI Customer Service: 1-855-692-6442 

ARKANSAS-Medicaid FLORIDA-Medicaid 
Website: http://myarhipp.com/ Website: 
Phone: 1-855-MyARHIPP (855-692-7447) https://www.flmedicaidtplrecovery.com/flmedicaidtplrecov 

ery.com/hipp/index.html 
Phone: 1-877-357-3268
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GEORGIA-Medicaid MASSACHUSETTS-Medicaid and CHIP 
Website: https://medicaid.georgia.gov/health-insurance-
premium-payment-program-hipp 
Phone: 678-564-1162 ext 2131 

Website: https://www.mass.gov/info-details/masshealth-
premium-assistance-pa 
Phone: 1-800-862-4840 

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: https://www.in.gov/medicaid/ 
Phone 1-800-457-4584 

MINNESOTA-Medicaid 
Website: 
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp 
Phone: 1-800-657-3739 

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 
HIPP Website: 
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 
HIPP Phone: 1-888-346-9562 

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

KANSAS-Medicaid 

Website: https://www.kancare.ks.gov/ 
Phone:  1-800-792-4884 

MONTANA-Medicaid 

Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 

KENTUCKY-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 

KCHIP Website: 
https://kidshealth.ky.gov/Pages/index.aspx 

Phone: 1-877-524-4718 

Kentucky Medicaid Website: https://chfs.ky.gov 

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

LOUISIANA-Medicaid 

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp 
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-
5488 (LaHIPP) 

NEVADA-Medicaid 

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

MAINE-Medicaid 
Enrollment Website: 
https://www.maine.gov/dhhs/ofi/applications-forms 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms 
Phone: 1-800-977-6740 
TTY: Maine relay 711 

NEW HAMPSHIRE-Medicaid 
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 
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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 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

WISCONSIN-Medicaid and CHIP 
Website: 
https://www.dhs.wisconsin.gov/badgercareplus/p-
10095.htm 
Phone: 1-800-362-3002 

SOUTH CAROLINA-Medicaid 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

WYOMING-Medicaid 

Website: 
https://health.wyo.gov/healthcarefin/medicaid/programs-
and-eligibility/

hone: 1-800-251-1269 P
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To see if any other states have added a premium assistance program since January 31, 2021, 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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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. 
 

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:  

• 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 
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• 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. 
 

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. 
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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 
• 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. 
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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. 

 
Effective Date of this Notice: April 30, 2021 
 
Cape Cod Collaborative’s Privacy Contact: 
Human Resources/Personnel 
508-420-6950 x 1122 

bdeck@capecodcollaborative.org  
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FAQs on HIPAA Portability and 
Nondiscrimination Requirements 
for Workers  
U.S. Department of Labor 
Employee Benefits Security Administration 

What is the Health Insurance Portability and Accountability Act (HIPAA)? 

HIPAA offers protections for workers and their families. The law provides additional 
opportunities to enroll in a group health plan if you lose other coverage or experience certain 
life events. HIPAA also prohibits discrimination against employees and their dependents based 
on any health factors they may have, including prior medical conditions, previous claims 
experience, and genetic information. 

Taking Advantage of Special Enrollment Opportunities 

What is Special Enrollment? 

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 – 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. 

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. 

A special enrollment right also arises for employees and their dependents who lose coverage 
under a state Children's Health Insurance Program (CHIP) or Medicaid or who are eligible to 
receive premium assistance under those programs. The employee or dependent must request 
enrollment within 60 days of the loss of coverage or the determination of eligibility for premium 
assistance. 
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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 coverage under your spouse's health 
insurance; 

• A dependent is no longer considered 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. 

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? 

It depends on what triggers your right to 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. 

The employee or dependent must request enrollment within 60 days of the loss of coverage 
under a state CHIP or Medicaid program or the determination of eligibility for premium 
assistance under those programs. 

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 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 than 
other individuals who enrolled when first eligible for the plan. 
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Can my new group health plan deny me benefits because I have a preexisting 
condition? 

While HIPAA previously provided limits on preexisting condition exclusions, new protections 
under the Affordable Care Act (ACA) prohibit group health plans from imposing any 
preexisting condition exclusion. Under this protection, a plan generally cannot limit or deny 
benefits relating to a health condition that was present before your enrollment date in the plan. 

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. 

How will I know if I am eligible for assistance with group health plan premiums 
under CHIP or Medicaid? 

You need to contact your state's CHIP or Medicaid program to see if your state will subsidize 
group health plan premiums and to determine if you are eligible for the subsidy under these 
programs. For information on the program in your state, call 1-877-KIDSNOW (543-7669) or 
visit InsureKidsNow.gov on the Web. If you are eligible for this premium assistance, you need 
to contact your plan administrator or employer to take advantage of the special enrollment 
opportunity and enroll in the group health plan. 

HIPAA's Protections from Discrimination 

What are HIPAA's protections from discrimination? 

Under HIPAA, you and your family members cannot be denied eligibility or benefits based on 
certain "health factors" when enrolling in a health plan. In addition, you may not be charged 
more than similarly situated individuals based on any health factors. The questions and 
answers below define the health factors and offer some examples of what is and is not 
permitted under the law. 

What are the health factors under HIPAA? 

The health factors are: 

• Health status; 
• Medical conditions, including physical and mental illnesses; 
• Claims experience; 
• Receipt of health care; 
• Medical history; 
• Genetic information; 
• Evidence of insurability (see below); and 
• Disability. 

Conditions arising from acts of domestic violence as well as participation in activities like 
motorcycling, snowmobiling, all-terrain vehicle riding, horseback riding, and skiing are 
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considered "evidence of insurability." Therefore, a plan cannot use them to deny you enrollment 
or charge you more for coverage. (However, benefit exclusions known as "source of injury 
exclusions" could affect your benefits. These exclusions are discussed in more detail below.) 

Can a group health plan require me to pass a physical examination before I am 
eligible to enroll? 

No. You do not have to pass a physical exam to be eligible for enrollment. This is true for 
individuals who enroll when first eligible, as well as for late and special enrollees. 

Can my plan require me to fill out a health care questionnaire in order to enroll? 

Yes, as long as the questionnaire does not ask for genetic information (including family medical 
history) and the health information is not used to deny, restrict, or delay eligibility or benefits, 
or to determine individual premiums. 

My group health plan required me to complete a detailed health history 
questionnaire and then subtracted "health points" for prior or current health 
conditions. To enroll in the plan, an employee had to score 70 out of 100 total 
points. I scored only 50 and was denied a chance to enroll. Can the plan do this? 

No. In this case the plan used health information to exclude you from enrolling in the plan. This 
practice is discriminatory, and it is prohibited. 

My group health plan booklet states that if a dependent is confined to a hospital 
or other medical facility at the time he is eligible to enroll in the plan, that 
person's eligibility is postponed until he is discharged. Is this permitted? 

No. A group health plan may not delay an individual's eligibility, benefits, or effective date of 
coverage based on confinement to a hospital or medical facility at the time he becomes eligible. 
Additionally, a health plan may not increase that person's premium because he was in a 
hospital or medical facility. 

My group health plan has a 90-day waiting period before allowing employees to 
enroll. If an individual is in the office on the 91st day, health coverage begins 
then. However, if an individual is not "actively at work" on that day, the plan 
states that coverage is delayed until the first day that person is actually at work. I 
missed work on the 91st day due to illness. Can I be excluded from coverage? 

No. A group health plan generally may not deny benefits because someone is not "actively at 
work" on the day he would otherwise become eligible. 

However, a plan may require employees to begin work before health plan coverage is effective. 
A plan may also require an individual to work full time (say, 250 hours per quarter or 30 hours 
per week) in order to be eligible for coverage. 
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Can my group health plan exclude or limit benefits for certain conditions or 
treatments? 

Group health plans can exclude coverage for a specific disease or limit or exclude benefits for 
certain treatments or drugs, but only if the restriction applies uniformly to all similarly situated 
individuals and is not directed at individual participants or beneficiaries based on a health 
factor they may have. (Plan amendments that apply to all individuals in a group of similarly 
situated individuals and that are effective no earlier than the first day of the next plan year after 
the amendment is adopted are not considered to be directed at individual participants and 
beneficiaries.). 

However, compliance with this rule under HIPAA does not affect whether the plan provision or 
practice is permitted under other laws including the ACA such as the requirement to offer 
essential health benefits in the individual and small group markets. 

How do you determine "similarly situated individuals"? 

HIPAA states that plans may distinguish among employees only on "bona fide employment-
based classifications" consistent with the employer's usual business practice. For example, part 
time and full time employees, employees working in different geographic locations, and 
employees with different dates of hire or lengths of service can be treated as different groups of 
similarly situated individuals. 

A plan may draw a distinction between employees and their dependents. Plans can also make 
distinctions between beneficiaries themselves if the distinction is not based on a health factor. 
For example, a plan can distinguish between spouses and dependent children, or between 
dependent children age 26 and older based on their age or student status. 

I have a history of high claims. Can I be charged more than others in the plan 
based on my claims experience? 

No. Group health plans cannot charge an individual more for coverage than a similarly situated 
individual based on any health factor. 

However, be aware that HIPAA does allow an insurer to charge one group health plan (or 
employer) a higher rate than it does another. When an insurance company establishes its rates, 
it may underwrite all covered individuals in a specific plan based on their collective health 
status. The result can be that one employer health plan whose enrollees have more adverse 
health factors can be charged a higher premium than another for the same amount of coverage. 
Note that compliance with this rule under HIPAA does not affect whether the practice is 
permitted under the ACA including the rating requirements in the small group market. 

Think of it this way: HIPAA's protections from discrimination apply within a group of similarly 
situated individuals, not across different groups of similarly situated individuals. For example, 
an employer distinguishes between full-time and part-time employees. It can charge part-time 
employees more for coverage, but all full-time employees must pay the same rate, regardless of 
health status. 
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Also, for insured plans, state law may govern rates for health coverage. More information is 
available at NAIC.org. 

I am an avid skier. Can my employer's plan exclude me from enrollment because I 
ski? 

No. Participation in activities such as skiing would be "evidence of insurability," which is a 
health factor. Therefore, it cannot be used to deny eligibility. 

Can my health plan deny benefits for an injury based on how I got it? 

It depends. A plan can deny benefits based on an injury's source, unless an injury is the result of 
a medical condition or an act of domestic violence. 

Therefore, a plan cannot exclude coverage for self-inflicted wounds, including those resulting 
from attempted suicide, if they are otherwise covered by the plan and result from a medical 
condition (such as depression). 

However, a plan may exclude coverage for injuries that do not result from a medical condition 
or from domestic violence. For example, a plan generally can exclude coverage for injuries in 
connection with an activity like bungee jumping. While the bungee jumper may have to pay for 
treatment for those injuries, her plan cannot exclude her from coverage for the plan's other 
benefits. 

My group health plan says that dependents are generally eligible for coverage 
only until they reach age 26. However, this age restriction does not apply to 
disabled dependents, who seem to be covered past age 26. Does HIPAA permit a 
policy favoring disabled dependents? 

Yes. A plan can treat an individual with an adverse health factor (such as a disability) more 
favorably by offering extended coverage. 

Are all family members, including a spouse, covered by HIPAA? 

If your group health plan permits coverage of family members ("dependents"), and if they 
participate in the plan, then they will have the same HIPAA protections as employees. 

Note: The Genetic Information Nondiscrimination Act of 2008 (GINA) expands the HIPAA 
nondiscrimination provisions discussed above by generally prohibiting the use of genetic 
information to adjust group premiums or contributions, the collection of genetic information 
and requests for individuals to undergo genetic testing. 
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HIPAA and Wellness Programs 

I've learned that my health plan will include a wellness program next year. What is 
a wellness program? 

Wellness programs encourage employees to work out, stop smoking or generally adopt 
healthier lifestyles by offering some type of financial or other incentive. If a wellness program is 
part of a group health plan, it must comply with rules created by HIPAA and the ACA that 
prevent the employee from being impermissibly discriminated against based on a health factor. 

There are two types of wellness programs - participatory and health-contingent. A participatory 
wellness program is one that offers a reward simply for participating in the program. For 
example, the program reimburses employees for all or part of the cost for membership in a 
fitness center. Participatory wellness programs are allowed under the nondiscrimination rules 
as long as they are available to all similarly situated individuals. 

A health-contingent wellness program is one that rewards an employee for satisfying a 
standard related to a health factor. If the standard is an activity-only one, you need to perform 
or complete an activity, like walking or other exercise, to get the reward. If the standard is 
outcome-based, you must achieve a specific health outcome, like a certain result on a health 
screening, to get the reward. Health-contingent wellness programs must meet certain 
requirements. 

I belong to a group health plan that rewards individuals who volunteer to be 
tested for early detection of health problems, such as high cholesterol. Can a 
plan do this? 

Yes, as long as the program is available to all similarly situated individuals. If the health plan 
offers a reward based on participation in the program and not on test results, the program is 
considered a participatory wellness program and the plan does not have to comply with the 
additional requirements applicable to health-contingent wellness programs. For instance, a 
health plan can offer a premium discount for those who voluntarily test for cholesterol, as long 
as the discount is available to everyone who takes the test and not just those who get a certain 
result. If the discount was based on individuals having certain results, additional requirements 
discussed below would apply. 

My plan's wellness program offers a lower deductible to those who participate in 
a specific walking program. How can I tell if this is permissible? 

Because the reward (the lower deductible) is available to all who participate in a walking 
program, this is an activity-only health-contingent program. The program will be permissible if: 

• Individuals have a chance to qualify for the reward at least once per year; 
• The total reward for all of the plan's health-contingent wellness programs is not more 

than 30% of the cost of employee-only coverage in the plan. If dependents can 
participate, the reward cannot be more than 30% of the cost of the coverage in which an 
employee and dependents are enrolled. For wellness programs designed to prevent or 
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reduce tobacco use the allowable percentage is higher – the reward for those programs 
cannot be more than 50% of the cost of coverage; 

• The walking program is reasonably designed to promote health or prevent disease; 
• A reasonable alternative standard (or a waiver of the walking requirement) is offered to 

those for whom it is unreasonably difficult because of a medical condition, or medically 
inadvisable, to participate in the walking program; and 

• The plan discloses the availability of a reasonable alternative standard (or the possibility 
of a waiver) in all materials describing the terms of the program. 

I would like to participate in my plan's wellness program. Under the program, to 
get a discount on my premiums, my body mass index (BMI) must be 26 or lower. 
Is there any way for me to get the premium discount if my BMI is higher than 26? 

Yes. The reward is provided to those who achieve a specific health outcome (BMI of 26 or 
lower), so this is an outcome-based health-contingent wellness program. If your BMI is above 
26, the plan must provide you with a reasonable alternative standard to qualify for the reward. 
The reasonable alternative standard could be activity-based such as completion of an 
educational program, participation in a diet program, or following the recommendations of 
your personal physician; it could also be another outcome-based standard, such as a one-point 
reduction in your BMI over a set period of time. If it is unreasonably difficult because of a 
medical condition, or medically inadvisable, for you to complete the alternative, the plan must 
work with you to find a second alternative based on your physician's recommendations. 

In addition, as with an activity-only program, you must be given the chance to qualify for the 
reward at least once per year; the total reward for the plan's health-contingent wellness 
programs cannot be more than 30% (or 50% for tobacco-related programs) of the cost of 
employee-only coverage (or the cost of the coverage enrolled in if dependents can participate); 
and the plan must disclose the availability of a reasonable alternative standard (or the 
possibility of a waiver) in all materials describing the terms of the program. This notice must 
also be included in any disclosure that you did not satisfy the initial standard. 

Can a plan charge a lower premium for nonsmokers than it does for smokers? 

The plan is offering a reward based on an individual's ability to stop smoking so this is an 
outcome-based program. For this type of wellness program to be permissible: 

• Individuals must have a chance to qualify for the nonsmoker's discount at least once a 
year; 

• The difference in premiums between nonsmokers and smokers cannot be more than 50% 
of the cost of employee-only coverage (or 50% of the cost of coverage if dependents can 
participate); 

• The program must be reasonably designed to promote health and prevent disease; 
• There is a reasonable alternative standard to those who do not meet the otherwise 

applicable standard. For example, the reasonable alternative standard could include 
discounts in return for attending educational classes or for trying a nicotine patch; and 

• Plan materials describing the premium discount (and any disclosure that an individual 
did not satisfy the standard) describe the availability of a reasonable alternative 
standard to qualify for the lower premium. 
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Coordination with Other Laws 

Can states modify HIPAA's requirements? 

State laws may complement HIPAA by allowing more protections than the Federal law. For 
example, states may increase the number of days parents have to enroll newborns, adopted 
children, and children placed for adoption or require additional circumstances that entitle you 
to special enrollment periods beyond those in the Federal law. However, these state laws only 
apply if your plan provides benefits through an insurance company or HMO (an insured plan). 
To determine if your plan offers insured coverage, consult your Summary Plan Description 
(SPD) or contact your plan administrator. You also can visit your state insurance 
commissioner's office or the National Association of Insurance Commissioners' Website (select 
your state) for more information.

How can I use HIPAA in conjunction with COBRA to extend my health coverage? 

COBRA is a law that can help if you lose your job or if your hours are reduced to the point 
where the employer no longer provides you with health coverage. COBRA can provide a 
temporary extension of your health coverage – as long as you and your family members, if 
eligible, belonged to the previous employer's health plan and generally the employer had 20 or 
more employees. Usually, you pay the entire cost of coverage (both your share and the 
employer's, plus a 2 percent administrative fee). As long as the prior plan exists, COBRA 
coverage lasts up to 18 months for most people, although it can continue as long as 36 months 
in some cases. 

If you enroll in COBRA, HIPAA provides you with the opportunity to request special 
enrollment in a different group health plan if you have a special enrollment event, such as 
marriage, the birth of a child, or if you exhaust your continuation coverage. To exhaust COBRA, 
you must receive the maximum period of continuation coverage available (usually 18 months 
for job loss) without early termination. If you choose to terminate your COBRA early, or fail to 
pay your COBRA premiums, you generally will not be entitled to special enroll in other group 
health coverage. 

Do I have other special enrollment rights? 

In addition to the special enrollment rights in a group health plan under HIPAA (described 
above), there are also special enrollment rights under the ACA for individual coverage 
including through the Health Insurance Marketplace. The Marketplace offers "one-stop 
shopping" to find and compare private health insurance and other options (such as Medicare 
and CHIP coverage). Losing your job-based coverage, marriage, birth, and adoption are a few of 
the special enrollment events that may allow you to purchase Marketplace or other coverage 
outside of the regular enrollment period. 

To qualify for special enrollment, you must select a plan either within 60 days before losing 
your job-based coverage or within 60 days after losing your job-based coverage. 

You can apply for Marketplace coverage online or get more information at HealthCare.gov or 
by calling 1-800-318-2596 (TTY users should call 1-855-889-4325). When you fill out a 
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Marketplace application, you also can find out if you and your family qualify for free or low-
cost coverage from Medicaid and/or the Children's Health Insurance Program (CHIP). 

Where can I get more information on my rights under HIPAA? 

The Employee Benefits Security Administration offers more information on HIPAA and other 
laws mentioned above. Visit the Employee Benefits Security Administration's Website to view 
the following publications. To order copies or to request assistance from a benefits advisor, 
contact EBSA electronically or call toll free 1-866-444-3272. 

• Retirement and Health Care Coverage...Questions and Answers for Dislocated Workers 
• An Employee's Guide to Health Benefits Under COBRA 
• Top 10 Ways to Make Your Health Benefits Work for You 
• Life Changes Require Health Choices...Know Your Benefit Options 
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Fact Sheet 

U.S. Department of Labor 
Employee Benefits Security Administration  

Women’s Health and Cancer Rights Act 

The Women’s Health and Cancer Rights Act of 1998 (WHCRA) provides protections for 
individuals who elect breast reconstruction after a mastectomy.  Under WHCRA, group health 
plans offering mastectomy coverage must provide coverage for certain services relating to the 
mastectomy, in a manner determined in consultation with the attending physician and the 
patient.   

The required coverage includes:  

• 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.   

Under WHCRA, mastectomy benefits may be subject to annual deductibles and coinsurance 
consistent with those established for other benefits under the plan or coverage.  

Group health plans, health insurance companies and HMOs covered by the law must provide 
written notification to individuals of the coverage required by WHCRA upon enrollment and 
annually thereafter.  

Additional consumer information on WHCRA is available in the publication Your Rights After 
A Mastectomy. 

Information for group health plans and employers on WHCRA and other health benefit law 
requirements is available in the publication Compliance Assistance Guide – Health Benefits 
Coverage Under Federal Law. 

This fact sheet has been developed by the U.S. Department of Labor, Employee Benefits Security 
Administration, Washington, DC 20210. It will be made available in alternate formats upon request: Voice 
telephone: 202-693-8664; TTY: 202-501-3911. In addition, the information in this fact sheet constitutes a 
small entity compliance guide for purposes of the Small Business Regulatory Enforcement Fairness Act of 
1996. 

83

https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/your-rights-after-a-mastectomy.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/your-rights-after-a-mastectomy.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/compliance-assistance-guide.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/compliance-assistance-guide.pdf


Please visit www.medicare.gov for information. 

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. The system also limits employer 
exposure to liability for workplace injuries and illnesses (except in cases of wilful negligence). 

Under this system, employers are required by Massachusetts General Laws c. 152, § 25A to provide workers’ 
compensation (WC) insurance coverage for all their employees. This insurance pays for any reasonable and 
necessary medical treatment related to the injury or illness and also pays partial compensation for lost wages 
after the first 5 calendar days of total or partial disability. 

The Department of Industrial Accidents (DIA) is the agency responsible for administering the workers’ 
compensation law in Massachusetts. Employers in Massachusetts have certain obligations under this law. This 
guide outlines an employer’s requirements for compliance with the law.  

Included in this guide are sections on: 

• Insurance Requirements 

• Exemption for Certain Corporate Officers  

• What Happens If an Employer Does Not Have Workers’ Compensation Insurance 

• How to Verify Workers’ Compensation Insurance 

• Injury/Illness Reporting Requirements 

• How to File/What to do with the Employer’s First Report of Injury/Fatality (Form 101) 

• First Report Violation Notice  

• How to Appeal a First Report Violation Notice  

• The Claims Reporting Process From Injury or Work-Related Illness to Adjudication 

• Lump Sum Settlement 

• Vocational Rehabilitation Services 

• The Best Ways to Reduce Your Workers’ Compensation Insurance Expenses 

• The Americans with Disabilities Act (ADA) 

• Some Frequently Asked Questions by Employers 

INSURANCE REQUIREMENTS 
All employers in Massachusetts are required to carry workers’ compensation insurance covering their 
employees, including themselves if they are an employee of their company. This requirement applies regardless 
of the number of hours worked in any given week, except that domestic service employees must work a 
minimum of 16 hours per week in order to require coverage. 

Employers are required to notify their employees of the name of the workers’ compensation insurance carrier. A 
NOTICE TO EMPLOYEES poster must be posted in a common area of the workplace in English and other 
appropriate languages. The poster can be obtained by calling the DIA, visiting our website at 
www.mass.gov/dia or from your insurance company. Failure to post this information may subject the employer 
to a fine of $100.  
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Members of a Limited Liability Company (LLC), partners of a Limited Liability Partnership (LLP), and 
partnerships or sole proprietors of an unincorporated business are not required to carry workers’ compensation 
insurance for themselves. However, such members, partners and sole proprietors may now choose to purchase 
workers’ compensation insurance coverage for themselves. To obtain coverage, the member or partner should 
contact an insurance broker and request to purchase a policy. Please be advised that optional coverage applies 
ONLY to such members, partners or sole proprietors. Any employee of such an entity, who is not a member or 
partner in the business, MUST be covered by workers’ compensation insurance. 

EXEMPTION FOR CERTAIN CORPORATE OFFICERS 
Certain corporate officers may request exemption from coverage under the workers’ compensation act. Any 
corporate officer who owns at least 25% interest in the corporation may exempt themselves from the provisions 
of the workers’ compensation act. Such an exemption DOES NOT apply to employees of a corporation who are 
not listed as corporate officers. All employees must be covered by a valid workers’ compensation policy at all 
times. In order for corporate officers to exercise this right of exemption, they must sign the Affidavit of 
Exemption for Certain Corporate Officers or Directors (Form 153), stating whether or not they wish to exempt 
themselves. All exemptions must be filed with the DIA’s Office of Investigations in Boston for approval at: 

 Department of Industrial Accidents 
 Office of Investigations 
 Lafayette City Center 
            2 Avenue de Lafayette 
 Boston, MA 02111-1750 

WHAT HAPPENS IF AN EMPLOYER DOES NOT HAVE  
WORKERS’ COMPENSATION  INSURANCE 

Employers operating without workers’ compensation insurance will be issued a STOP WORK ORDER by the 
DIA Office of Investigations and shall be assessed a minimum fine of $100 per day commencing on the date of 
the issuance. Fines accrue each day until insurance coverage becomes effective, and the fine must be paid in full 
to release the STOP WORK ORDER, as authorized under MGL c. 152 § 25C. These orders can be appealed, but 
fines accrue at $250 per day when appealed, and STOP WORK ORDERS remain in effect until insurance 
becomes effective and the fine is paid.  

Payment of these fines can be paid by Visa, Mastercard or Discover, by contacting the DIA Office of 
Investigations in Boston between 8 AM and 4 PM, at (857) 321-7406. Payments are also accepted in person up 
until 4 PM at any of the DIA offices: 

• Boston: Lafayette City Center, 2 Avenue de Lafayette 

• Fall River: 1 Father DeValles Blvd, 3rd Floor 

• Lawrence: 354 Merrimack St., Building 1, Suite 320 

• Springfield: 436 Dwight St., Room 105 

• Worcester: Mercantile Center, 100 Front St., Suite 310 

In addition, the employer may be subject to criminal sanctions including not more than 1-year imprisonment 
and/or up to a $1500 fine upon conviction. Uninsured employers are also subject to debarment from public 
contracts for a period of 3 years. 
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If an employer fails to carry workers’ compensation coverage and an employee is injured on the job, that 
employee may be eligible to receive compensation from the Workers’ Compensation Trust Fund; however, the 
DIA’s Legal Department will make every effort on behalf of the Trust Fund to collect those monies from the 
noncompliant employer. 

HOW TO VERIFY WORKERS’  COMPENSATION COVERAGE 
The Department of Industrial Accidents provides the public with a free web-based “Proof of Coverage” (POC) 
tool that can help verify whether a particular employer has a current workers’ compensation insurance policy. 
Although the POC tool is not designed to detect fraud, in some cases, it may assist DIA investigators (via online 
referrals) in determining whether fraud exists. To access the POC tool, simply go to www.mass.gov/dia and 
click on the link on the “DIA Key Resources” box and then “Verify Workers’ Compensation Coverage.” The 
POC tool is accessible 24 hours a day. 

IF after checking the POC tool for a business, you believe that coverage is not in effect, you can contact our 
Office of Investigations at (857) 321-7313 or toll-free at 1-877-MASSAFE (1-877-627-7233) or fill out the 
referral form online. 

INJURY/ILLNESS REPORTING REQUIREMENTS 
An injured worker becomes eligible for weekly compensation benefits when they are not able to earn wages for 
5 full or partial calendar days as result of a work-related injury or illness. The days of loss do not have to be 
consecutive. At this point, the employer is required to electronically file the Employer’s First Report of 
Injury/Fatality (Form 101). 

If an injury or illness results in less than 5 calendar days of full or partial disability, then it is considered a 
“medical-only” claim and would not be required to be reported to the DIA. However, a medical only claim 
would be required to be filed with your insurance company, as any resulting medical treatment would be paid 
for by the insurance company. 

The Employer’s First Report of Injury/Fatality (Form 101) can only be filed electronically with the DIA. Once 
the form has been filled out, the employer should print 3 copies of the Employer’s First Report of 
Injury/Fatality (Form 101): 1 for the employer’s records, 1 for the insurance carrier and 1 that must be sent to 
the employee. This form must be filed with the DIA within 7 calendar days (not including Sundays and legal 
holidays) from the 5th full or partial day the employee has been disabled. Submission of this form does not 
constitute an admission of liability.  

Any employer who does not file this form on time 3 times in any given 12-month period shall be fined $100 for 
each violation thereafter. Failure to pay the fine within 30 calendar days of receipt of an invoice from the DIA 
shall be considered a separate violation. The fines progressively escalate with each failure to pay with a penalty 
of $100 increments. 

If an employee does not report the injury or illness as work related to you right away, you would have 7 
calendar days (not including Sundays or legal holidays) from the notification of the injury or illness to 
electronically file the form. For example, if an employee was out of work for 3 weeks and did not notify you 
they were out due to a work-related injury or illness until they returned to work, you would have 7 calendar 
days (not including Sundays and legal holidays) from the notification to electronically file the Employer’s First 
Report of Injury/Fatality (Form 101). 
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Please note: In a case such as cited above, be sure to fill out the box on the form marked “DATE 
REPORTED” with the date the injury or illness was actually reported to you. This will prevent your company 
from being fined for failing to file the report within the statutory limits. 

 

WHAT TO DO WITH THE 
EMPLOYER’S FIRST REPORT OF INJURY/FATALITY (FORM 101) 

The Department only accepts electronic filings of the Employer’s First Report of Injury (From 101) using a 
login and password. Visit our website at www.mass.gov/dia to sign up for an account by looking for the 
“Apply For A DIA Online Account” link in the “Online Services” module. 

Once you have completed the form, there is a print button you can use to make a hard copy of the form. You 
should make 3 copies of this form: 1 copy MUST be given to the employee; 1 copy to your insurance company 
and keep 1 copy for your records.  

If the form you submitted is incomplete or contains an error, it will be rejected by the DIA and you will receive 
an auto-rejection notice and in the comment screen the errors will be labeled. You will be asked to correct the 
information and resubmit the form. This will help you to avoid incurring a fine. If your submission is 
successful, you will receive a transmittal ID Number. Please keep the Transmittal ID Number for your records. 

FIRST REPORT VIOLATION NOTICE 
As the employer, it is important that you electronically file the Employer’s First Report of Injury/Fatality (Form 
101) accurately and timely; otherwise, you may receive a First Report Violation Notice. There are a number of 
reasons for receiving this First Report Violation Notice. The most common reasons are: 

1. The First Report is filed late. 

2. The employer erroneously does not electronically file an Employer’s First Report of Injury/Fatality (Form 
101) with the DIA and only files with their insurance agent or company.  

3. The employer receives an auto-rejection notice from the department and does not fix the errors and resubmit 
the corrected form. 

4. The insurer sends the department either an Insurer’s Notification of Payment (Form 103) or Insurer’s 
Notification of Denial (Form 104) in response to a report from an employer that should have been filed as a 
medical-only claim. 

5. The DIA has made an error. 

HOW TO APPEAL A FIRST REPORT VIOLATION NOTICE 
The DIA is required by law to fine those employers who have not filed an Employer’s First Report of 
Injury/Fatality (Form 101) within the statutory time limits. YOU MUST EITHER PAY THE FINE OR 
APPEAL WITHIN 30 DAYS. Please mail payments to: 

Department of Industrial Accidents 
P. O. Box 3732 
Boston, MA 02241-3732 
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If you receive an Employer Injury Report Violation Notice (Form 60) from the DIA, and believe that it is not 
warranted, these are the steps to appeal it: 

STEP 1 - APPEAL 

All inquiries/appeals must be submitted in writing along with a copy of the violation invoice. Briefly state in a 
letter the reasons you believe that you are not liable for this fine. You must do this within 30 calendar days from 
the date of the notice. Include all RELEVANT information. 

STEP 2 - DIA’s RESPONSE 

The DIA will conduct an individual administrative review of your appeal. This means that we will research 
and/or pull the original forms from our files and confirm the basis for the original issuance of the fine. If the 
research and review supports your contention, we will take corrective action to withdraw the violation. You will 
be notified in writing of the DIA’s decision. 

STEP 3 - HEARING 

If you are not satisfied with the result of this administrative review, you have the right to request a formal 
hearing by the DIA within 14 calendar days of receiving our decision. You will be notified of the date, time and 
place of this hearing. 

Please Note: If you do not pay the fine or appeal your original violation, additional violations on your account 
will be incurred. Department regulations (452 C.M.R. 1.03 (3) (C)) do not provide for any appeal to Demand 
Notices (Form 420). The fine is due within 14 calendar days of receipt of the administrative review. Only 1 
administrative review is allowed for each violation. 

THE CLAIMS REPORTING PROCESS FROM  
INJURY OR WORK-RELATED ILLNESS TO ADJUDICATION 

STEP 1 - INJURY OR WORK-RELATED ILLNESS: 

When an employee is incapable of earning full wages for 4 or more full or partial calendar days due to an 
occupational injury or illness, the employer must electronically file the original Employer’s First Report of 
Injury/Fatality (Form 101) with the DIA and send a copy to their insurance carrier, a copy to the injured worker 
and keep a copy for their records. This form must be filed within 7 calendar days (not including Sundays and 
legal holidays) from the 5th day of full or partial disability. 

STEP 2 - PAYMENT OR DENIAL OF CLAIM 

Once the insurer receives the form, they have 14 calendar days to pay benefits on an Insurer’s Notification of 
Payment (Form 103) or notify the employee and the DIA that they are denying the claim by sending an 
Insurer’s Notification of Denial (Form 104). The insurance company can pay on a claim for up to the first 180 
days following the initial injury or illness without accepting liability for the claim. During this 180 day “Pay 
Without Prejudice” period, the insurer can stop or modify the payments after giving a 7 calendar day notice to 
the injured worker and the DIA on an Insurer’s Notification of Termination or Modification of Weekly 
Compensation During Payment Without Prejudice Period (Form 106). The insurer, with the consent of the 
injured worker and approval of the DIA, can extend the initial 180 day period for another 180 days on an 
Agreement to Extend 180 Day Payment Without Prejudice Period (Form 105). After the initial 180 day period 
has passed, the insurer can stop or reduce payment only for reasons specified by the Workers’ Compensation 
Act and regulations.  
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If the insurer denies the claim or stops or reduces payment once it has been initiated, the employee can then file 
an Employee’s Claim (Form 110) to request a Conciliation, the first step in the Dispute Resolution process. 

STEP 3 - CONCILIATION 

The first proceeding scheduled on a contested claim is called a Conciliation, which is an informal meeting 
between your insurance company and your employee or your employee’s attorney. At Conciliation an attempt is 
made to settle the issues in dispute. These are usually held within 12 business days of the Employee’s Claim 
(Form 110) being received by the DIA. Notification of the Conciliation date will be sent to your insurance 
company, and it is the responsibility of your insurance company to send a representative to the Conciliation. 
Employers generally do not attend Conciliations. Only if the case involves § 28, Wilful Misconduct of 
Employer, will a notification of the Conciliation date and time also be sent to the employer, who must attend 
this proceeding. If an agreement is not reached, the claim is referred to a Conference, the second step in the 
Dispute Resolution process. 

STEP 4 - CONFERENCE 

The Conference is an informal proceeding before an Administrative Judge. The insurer and the employee must 
be present at the Conference. The employer will receive notification for the date of the Conference, but is only 
obligated to attend the Conference if the claim involves § 28, Wilful Misconduct of Employer. At the 
Conference, the employee would need to show: (A) they were disabled; (B) the injury or illness was work 
related; and (C) that any disputed medical bills were for reasonable and necessary treatment. Following the 
Conference, the judge will issue an order of payment or denial. Either side may appeal this within 14 calendar 
days. If the Conference order is appealed, it will proceed to the Hearing stage. 

STEP 5 - HEARING 

At a Hearing, the same Administrative Judge who presided at the Conference now holds a formal proceeding in 
which all the evidence is considered. The employee and the insurance company must be present at the Hearing, 
along with any witnesses. A notification for the Hearing date will be sent to the employer. The employer must 
attend the Hearing if the claim involves § 28, Wilful Misconduct of Employer. Massachusetts Rules of 
Evidence apply and sworn testimony from witnesses is taken. After reviewing all the information available, the 
judge will then issue a written decision. If either party to the case believes the judge made an error of law or 
exceeded their authority with the ruling, the party has 30 calendar days from the filing date of the decision to 
file an appeal to the Reviewing Board. 

STEP 6 - REVIEWING BOARD 

This board is made up of 6 Administrative Law Judges, 3 of whom will examine the Hearing transcripts. They 
may ask for oral arguments or written briefs from either party. The Reviewing Board can reverse the decision of 
the Administrative Judge; or, if they find an error of law, can remand a case back to the Hearing stage before 
the same Administrative Judge. The Reviewing Board may also uphold the Administrative Judge’s decision if 
they find there were no errors of law made. Decisions can be appealed within 30 days to the Massachusetts 
Appeals Court. The employer must attend the oral arguments, or submit a brief, if the claim involves § 28, 
Wilful Misconduct of Employer. 

Please Note: If the Conference or Hearing is rescheduled, the DIA recommends that you check with your 
insurance representative for the new date and time. 
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LUMP SUM SETTLEMENT 
In many cases, an insurer and injured worker will agree to settle a case through a Lump Sum Settlement. This 
one-time payment is made in place of weekly compensation checks and certain other benefits. Under the 
workers’ compensation law, employers with an experience modification that could be affected by the settlement 
must give a written consent for the settlement between the insurer and the employee. Please visit our website at 
www.mass.gov/dia or call our Public Information Office at (857) 321-7470 for a Lump Sum Brochure. 

VOCATIONAL REHABILITATION SERVICES 
Vocational Rehabilitation (VR) services are nonmedical services designed to restore the employee to suitable 
employment at a salary that is commensurate with what they earned before the injury. Services may include 
evaluation of the injured worker’s capabilities, vocational testing, counseling or guidance, workplace 
modifications, and/or job placement assistance/formal training.  

The benefit of returning an injured worker back to work for their employer, whether it is on light duty or 
through modifications in the workplace or work hours, would be an improved workers’ compensation history 
and a modification of their insurance rates. M.G.L. c. 152, § 75B, as amended by c. 572, § 58 of the Acts of 
1985, prohibits an employer in Massachusetts from firing, refusing to hire, rehire, or promote or otherwise 
discriminate against a qualified handicapped person on account of that person’s handicap. Please visit our 
website at www.mass.gov/dia or call our Public Information Office at (857) 321-7470 for a VR Brochure. 

THE BEST WAY TO REDUCE YOUR  
WORKERS’ COMPENSATION INSURANCE EXPENSES 

 
 Pre-Loss Objective 

Most injuries can be prevented before they occur. Here are some of the things you can do to prevent injuries at 
your company: 

STEP 1 – WORKPLACE SAFETY EDUCATION AND TRAINING 

The best way to reduce injury and illness in the workplace is to establish a comprehensive safety and health 
education and training program. Preventive programs designed to train you and your employees in the 
recognition, avoidance and prevention of unsafe or unhealthy working conditions in the workplace have been 
successful in reducing injury and illness as well as increasing productivity. 

The DIA Office of Safety awards grants to qualified applicants based upon a competitive selection process 
initiated with a Request For Response (RFR). For information about the safety grant program, to apply for a 
grant, or to find a list of safety training providers in Massachusetts, visit our web site at www.mass.gov/dia or 
contact: 

Office of Safety 
Department of Industrial Accidents 
Lafayette City Center 
2 Avenue de Lafayette 
Boston, MA 02114-2017 
(857) 321-7376 
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STEP 2 - JOINT LABOR-MANAGEMENT SAFETY COMMITTEES 

An essential ingredient for reducing injuries and illnesses is the establishment of a joint labor-management 
safety committee at the work site. This committee will provide a systematic forum for identifying and 
correcting health and safety concerns in the workplace. Worker participation and involvement is fundamental to 
the success of any occupational health and safety program. 

If you show your employees that you care about their safety, they will make the extra effort to ensure that your 
company is a safe place to work. 

 Post-Loss Objective 

After an injury or illness has occurred, there are things you can do that will affect your workers’ compensation 
insurance costs. 

STEP 1 - MEDICAL ATTENTION 

When an employee is injured or suffers an illness, the most important thing is to provide reasonable and 
necessary medical attention as soon as possible. An injured or ill employee is entitled to adequate and 
reasonable medical care, including doctor visits, hospital services, prescriptions, etc. Except for the employee’s 
first scheduled appointment, which an employer may require to be with a health provider within their preferred 
provider arrangement, the worker has the right to choose their own healthcare professional for treatment and to 
change this professional once. Speedy and efficient medical attention can reduce the long-term disability of the 
employee and keep insurance premiums down. 

STEP 2 - INJURY REPORT 

Fill out all forms that need to be filed and notify your workers’ compensation insurance company of all injuries 
and illnesses. If the employee is disabled or not capable of earning their full wages for 5 or more full or partial 
calendar days, you must electronically file the Employer’s First Report of Injury or Fatality (Form 101). 
Remember, there is a fine if you do not file the correct form in a timely manner. 

You should notify the adjuster for the insurance company and provide the adjuster with any documents they 
need, so that the claim can be processed without unreasonable delay. 

STEP 3 - INFORMATION 

Maintain contact with the employee, the adjuster, the medical providers and any other party involved. Keep 
records of all documents and give the employee a copy.  

STEP 4 – RETURN TO WORK 

One of the most important ways to reduce your workers’ compensation costs is by returning the employee to 
work. Job or tool modification can help the employee return to work as soon as possible and helps prevent 
future injuries.  

THE AMERICANS WITH DISABILITY ACT (ADA) 
An employer may not inquire into an applicant’s workers’ compensation history before making a conditional 
offer of employment. 
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After making a conditional offer, an employer may ask about a person’s workers’ compensation history in a 
medical inquiry or examination that is required of all applicants in the same job category. 

An employer may not require an applicant to have a medical examination because a response to a medical 
inquiry (as opposed to results from a medical examination) discloses a previous work-related injury, unless all 
applicants in the same job category are required to have the examination. 

Whether an injured worker is protected by the Americans With Disabilities (ADA) will depend on whether or 
not the person meets the ADA definition of an “individual with a disability” and “qualified individual with a 
disability.” 

The fact that an employee is awarded workers’ compensation benefits or is assigned a high Workers’ 
Compensation disability rating, does not automatically establish that this person is protected by the ADA. 

Filing a workers’ compensation claim does not prevent an injured worker from filing a charge under the ADA. 
“Exclusivity” clauses in state workers’ compensation laws bar all other civil remedies related to an injury that 
has been compensated by a workers’ compensation system. However, these clauses do not prohibit a qualified 
individual with a disability from filing a discrimination charge with the Equal Employment Opportunity 
Commission (EEOC) or filing a suit under the ADA if issued a “right to sue” letter by the EEOC.  

The Americans with Disability Act prohibits you from giving a physical or medical examination to a potential 
applicant unless a job has been offered to the person. Remember, it is illegal to discriminate against people with 
a disability. For more information on the ADA, please call the Equal Employment Opportunity Commission 
(EEOC) at 1-800-669-4000 or The Massachusetts Office on Disability at (617) 727-7440. 

SOME FREQUENTLY ASKED QUESTIONS BY EMPLOYERS 
Q: How does the workers’ compensation law define an employee? 

M.G.L. c. 152, § 1 (4) states that an employee is “every person in the service of another under any contract of 
hire, express or implied, oral or written.” Exceptions include but are not limited to: 

• Seamen engaged in interstate/foreign commerce; 

• Salesmen of real estate or consumer goods who work on a commission, or buy/sell basis, other than in a 
retail establishment, (with a written contract stating they are not treated as an employee under federal tax 
law); 

• Taxi drivers who lease their cabs on a fee basis not related to fares collected (and who are not treated as 
an employee under federal tax law); 

• Persons engaged in interstate/foreign commerce that is covered by federal law for compensation for 
injury or death. 

Q: How does the DIA define an independent contractor and must they be covered under a  
       workers’ compensation policy? 

Questions regarding independent contractor coverage will be answered by one of our attorneys. Please contact 
our Legal Unit at (857) 323-7423. 
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Q:  Where do I get the Employer’s First Report of Injury or Fatality (Form 101)? 

The Employer’s First Report of Injury or Fatality (Form 101) is no longer available in paper-form. All 
Form101’s MUST BE filed electronically through an online account with the DIA 

To establish an account with us, please go to our website at www.mass.gov/dia and look for the link entitled 
“Apply For A DIA Online Account” located in our “Online Services” module. 

Q: I am starting a business and need workers’ compensation insurance. What do I do? 

You can obtain insurance through any insurance agent or broker who handles business insurance or through a 
direct writer of insurance. For more information, call the Workers’ Compensation Rating and Inspection Bureau 
at (617) 439-9030. 

Q: I own a small business. The only person working with me is my wife (or any relative). Do I need  
     workers’ compensation insurance? 

Yes. Family members must be covered by workers’ compensation insurance even if they are the only 
employees of the company. The exception would be if they were listed as partner on an LLC, or filed for an 
exemption as corporate officer with at least 25% ownership. 

Q: I am a corporate officer, the sole owner of the corporation. I have two employees working for  
     me. I know I need workers’ compensation insurance for my employees, but do I have to cover  
     myself? 

No. The workers’ compensation law allows corporate officers who own at least 25% of the corporation to 
exempt themselves from workers’ compensation coverage. Such corporate officers can file the Affidavit of 
Exemption for Certain Corporate Officers or Directors (Form 153) with the DIA to exempt themselves. This 
change does not affect the requirement that all employers cover their employees with WC insurance. 

Q: I am the owner of a business outside of Massachusetts and have been hired to do some work in  
     Massachusetts. Do I need to get a Massachusetts policy for workers’ compensation?  

You are required to cover your employees with Workers’ Compensation benefits under Massachusetts law. You 
do not need to buy a policy strictly for Massachusetts if in your existing Workers’ Compensation policy 
Massachusetts coverage is listed in Section 3A. Notation somewhere else in the policy that “all states are 
covered” or something similar is not acceptable. 

Q: I am an employer, and I have a question about the experience modification for my business. 
 
Call the Workers’ Compensation Rating and Inspection Bureau at (617) 439-9030. 

Q: I am an employer; who can answer a question about the assessment on my workers’ 
     compensation insurance? 

Call the DIA Assessment Office at (617) 626-5469 or (617) 626-5468. 

Q: I need to replace an employee who was injured or suffered an occupational illness and is  
     collecting workers’ compensation; do I have to hold the job open for the employee? 

Unless a union contract or the individual’s contract of hire requires it, or unless the employee falls under 
another lawful and recognized protected status, an employer does not have to hold an injured worker’s job open 
while they are unable to work due to an occupational accident or illness. M.G.L. c. 152, § 75A does require 
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employers to give preferential treatment in the rehiring of injured workers when they are ready to return to 
work, provided there is a job available that the employee is capable of doing. M.G.L. c. 152, § 75B requires that 
employers make all reasonable accommodations to anyone who is deemed to be a qualified handicapped person 
under M.G.L. c. 151B. 

Q: What must employers do to make sure that employees are aware of insurance coverage and/or  
      other related information? 

All employers must post a NOTICE TO EMPLOYEES on a bulletin board in a suitable public area on their 
premises in English and other appropriate languages. The notice, which is available on our website at 
www.mass.gov/dia, at all DIA offices and included in this brochure, must be completed in its entirety 
indicating the insurance carrier, the address, policy number, and a contact person to whom injuries or incidents 
should be reported. This is all public information and must be readily available to any person who needs it. 
Failure to provide the information to the employee is a violation of the law, and the employer is subject to a 
fine. There is also an optional space on the notice to list a designated healthcare provider for initial treatment 
following an injury. 

Q: As an employer, what rights do I have during the claims process? 

While the insurer is legally the interested party during the claims process, the employer will receive notice of a 
Conciliation, Hearing, Lump Sum Conference or any proceeding involving employer misconduct (M.G.L. c. 
152 § 28). If a § 28 Wilful Misconduct of Employer proceeding is called involving your business, you are 
required to attend. It is your right as the employer to attend the Conciliation, Conference and/or Hearing 
proceedings; however, you may not participate unless you are called as a witness. For this purpose, you are 
encouraged to maintain well-documented records of all accidents and reports including names of witnesses. If 
you have any pertinent information relating to any claims, you should inform the insurer.  

Q: If one of my employees uses my facilities to do some purely personal work, would they still be  
     able to claim WC benefits if they were injured?  

If what they were involved in was purely personal, then they probably would not be able to claim benefits under 
your Workers’ Compensation policy. But if it was held that use of your facilities was part of their compensation 
for their employment, it could be held that the injury was incidental to employment and thus covered by 
Workers’ Compensation. 

For additional “Frequently Asked Questions” please visit our website at www.mass.gov/dia. 
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Public Information 
Workers’ Compensation Law is complex; therefore, the procedures for filing a claim may be confusing. 
This brochure should answer most of your basic questions. If you need more information, call any of our 
regional offices or contact our Public Information Office; from within Massachusetts, call our toll-free 
line: (800) 323-3249. From outside Massachusetts, call (857) 321-7470. You can also get information by 
visiting our website at www.mass.gov/dia. 
 
TDD (teletype for the hard of hearing only): (800) 224-6196 
 

DIA Regional Offices: 

        Boston:       Springfield: 
 
Lafayette City Center    436 Dwight Street, Room 105 

 2 Avenue de Lafayette    Springfield, MA 01103 
 Boston, MA 02111-1750    (413) 784-1133 

(617) 727-4900; (800) 323-3249    
 

       Fall River:       Worcester: 
 

 1 Father DeValles Blvd, 3rd Floor  Mercantile Center 
 Fall River, MA 02723    100 Front St., Suite 310 
 (508) 676-3406                                               Worcester, MA 01608    
        (508) 753-2072 
 

       Lawrence: 
 
 354 Merrimack St. 
 Entrance C, Suite 230 
 Lawrence, MA 01843 

(978) 683-6420  
 

COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF INDUSTRIAL ACCIDENTS 
 

EMPLOYER’S GUIDE TO WORKERS’ COMPENSATION is published by the Massachusetts Department of Industrial 
Accidents, Lafayette City Center, 2 Avenue de Lafayette - October 2019 - Printed on recycled paper. 
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