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INTRODUCTION 

This Plan of Comprehensive Major Medical benefits is established by and maintained through the 

provisions of this Plan Document, which also is intended to be a Summary Plan Description compliant 

with applicable law. The Plan is a self-funded group health plan sponsored and maintained by the 

Employer with the assistance of a third-party Claims Administrator. Funding for the benefits provided by 
the Plan is derived from the general assets of the Employer and contributions made by Covered Persons 

through a Section 125 Plan, as described below. The Plan is not intended to be insured, and is intended to 

come within the purview of the Employee Retirement Income Security Act of 1974 (“ERISA”). As such, 
to the extent permitted by law, ERISA preempts State law and jurisdiction with respect to the Plan. 

 

This Plan is effective as stated in Attachment #1, as amended by this revised Employee Benefit Booklet 

effective on the date set forth above. The Attachment #1 and this Employee Benefit Booklet/Summary 
Plan Description constitute the complete Plan document (collectively the “Plan Document” or “Plan”). 

The Employer intends to continue this Plan without interruption thereafter, but reserves the right to 

terminate the Plan. This Plan may be reviewed and amended from time to time by the Employer.  For 
purposes of the reporting requirements of the Employee Retirement Income Security Act (ERISA) of 

1974, Plan Year shall end and the next Plan Year will begin as specified in Attachment #1. 
 

Plan participants who are eligible for secondary coverage by any other health plan are encouraged to 
obtain such coverage.  Failure to obtain secondary coverage may result in the Plan participant incurring 

costs which are not covered by the Plan and which would otherwise be covered by secondary coverage.  

The Plan will not pay for any costs which are payable by such secondary coverage when said coverage is 
primary, except to the extent that such costs are payable in any event by the Plan. 
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SECTION 125 PLAN RULES 

The Group Medical Plan is funded through a cafeteria plan (“Section 125 Plan”) intended to comply with 

the provisions section 125 of the Internal Revenue Code of 1986, as amended (“Internal Revenue Code”), 

which permits Employees to reduce their compensation on a pre-tax basis and have that amount 

contributed to the Medical Plan on their behalf. Any Section 125 Plan is hereby amended and deemed to 
include contributions made on an after-tax basis to the extent required by law under “COBRA” (as 

defined below) and the Family Medical Leave Act, as amended (“FMLA”). 

 
Any Employee who is eligible to participate but elects not to participate or who fails to return a completed 

enrollment form within 31 days of first becoming eligible may not participate in the Medical Plan unless 

he meets the requirements under the section below entitled “Late Requests.” 

 
An Eligible Employee who has previously completed an enrollment form but fails to return a new election 

form before the last day of the Annual Enrollment Period for a subsequent Plan Year will be deemed to 

have made the same election as in effect prior to the end of the preceding Plan Year, adjusted for any 
increases or decreases in premiums. 

 

CHANGE IN FAMILY STATUS 

Generally, once an election is made it cannot be revoked or changed during the Plan Year.  However, the 

Employee may revoke an election and file a new election for the remainder of the Plan Year if both the 

revocation and new election are on account of and consistent with an IRS-defined change in family status.  

For purposes of this rule, a change in family status includes the following:  
 

-  marriage 

-  birth, adoption 

-  legal separation, divorce 

-  termination or commencement of spouse’s employment 

-  taking of an unpaid leave of absence by the Employee or spouse 

-  switching from part-time to full-time or from full-time to part-time by Employee or spouse 

-  significant changes in health coverage (as opposed to change in cost) of the Employee or spouse 

attributable to the spouse’s employment 

-  termination of Medicaid or State Children’s Health Insurance Program (CHIP or SCHIP) due to loss of 
eligibility for such coverage, and the participant requests coverage under the group health plan within 

60 days of the loss of coverage 

- Employee or Dependent becomes eligible for a premium assistance subsidy under CHIP and the 
Employee requests coverage under the group health plan within 60 days after the date the Employee or 

Dependent becomes eligible for the premium assistance subsidy.  

-  any other change or revocation that the Claims Administrator determines is allowed by law.   
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PATIENT PROTECTION AND AFFORDABLE CARE 

NON-GRANDFATHERED GROUP 

The following provisions shall apply for plan years beginning on or after September 23, 2010 to ensure 
compliance with Federal health care reform known as the Patient Protection and Affordable Care Act, 

including any amendments, regulations, rules or other guidance issued with respect to the (“Act”): 

1. Any lifetime maximum dollar limit referenced pertains only to those health care services and supplies 
that are not essential benefits or preventive benefits as defined in the Act and as listed below. If the 

plan is still in force, but your coverage previously terminated as a result of exhausting the lifetime 

dollar maximum, you will be provided with a separate notice of a 30-day open enrollment opportunity 
to re-enroll under the plan. 

 Essential health benefits include: 

 Ambulatory patient services; 

 Emergency services; 
 Hospitalization; 

 Maternity and newborn care; 

 Mental health and substance use disorder services, including behavioral health treatment; 
 Prescription drugs; 

 Rehabilitative and Habilitative services & devices; 

 Laboratory services; 

 Preventive & wellness services & chronic disease management; 
 Pediatric services, including oral and vision care. 

 Preventive benefits” means: evidence-based items or services that have in effect a rating of “A” or 

“B” in the current recommendations of the United States Preventive Services Task Force; 
immunizations that have in effect a recommendation from the Advisory Committee on Immunization 

Practices of the Centers for Disease Control and Prevention with respect to the Covered Person 

involved; with respect to Covered Persons who are infants, children and adolescents, evidence 
informed preventive care and screenings provided for in the comprehensive guidelines supported by 

the Health Resources and Services Administration; and with respect to Covered Persons who are 

women, such additional preventive care and screenings not described in paragraph (1) as provided for 

in comprehensive guidelines supported by the Health Resources and Services Administration. 

 Preventive health benefits include: 

 Services recommended by the US Preventive Services Task Force; 

 Immunizations recommended by the Advisory Committee on Immunization Practices of the 
CDC; 

 Preventive care and screenings for infants, children and adolescents supported by the Health 

Resources and Services Administration; 

 Preventive care and screenings for women supported by HRSA. 

2. If the plan contains an annual maximum dollar limit, such limit shall not apply to essential health 

benefits. 

3. Coverage cannot be rescinded except for fraud or intentional misrepresentation of a material fact. If 
your coverage is rescinded, you will be provided with a 30-day advance written notice prior to the 

date of rescission. 

4. If coverage includes dependents, dependent child coverage will continue until the end of the month 
the dependent child turns age 26 regardless of the dependent child’s marital status, whether the 

dependent child is claimed for tax purposes; student status; employment status; or residence with you 

or financial support from you. Coverage does not include the spouse or child of such dependent child 

unless that child meets other coverage criteria established under state law.  

5. Any “per calendar year” or “per plan year” dollar limits are not applied to preventive benefits. 
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6. Coverage for preventive benefits, as defined in the Act, does not require payment of any deductible, 

copayment, or coinsurance if obtained from a participating provider. 

7. All internal and external appeal rights will be administered in accordance with the Act or state law, 

whichever provides greater rights to the consumer. There will be no fee for filing for an external 

review. 

8. Emergency services from non-participating providers will be covered at the same coinsurance 
percentage or copayment amount as services provided by participating providers, subject to 

“Exclusion” #72.  

9. This amendment takes effect on the date specified in Attachment #1. This amendment terminates 
concurrently with the Plan to which it is attached.  It is subject to all the definitions, limitations, 

exclusions and conditions otherwise provided in any section of the Plan. 



 

5                                                                                                      

VerPPO10012020 

 

DEFINITIONS 

Accumulation Period: This period is 12 months beginning January 1st and ending the following 

December 31st unless otherwise defined in Attachment #1. 

Actively at Work (Active Work): Performing compensated services for the Employer for 30 or more 

hours per week. 

Allowable Charge: The maximum expense covered by this Plan for a service, supply, or treatment. The 

Allowable Charge for a given service, supply, or treatment will vary by the degree of complexity of the 

service, supply, or treatment provided, as well as the area of the country in which the service, supply, or 
treatment is provided, as determined by the Claims Administrator. 

Annual Enrollment Period: The period designated each year by the Employer prior to the beginning of 

each Plan Year, during which Employees make coverage elections for the next Plan Year.  These include 

Section 125 Plan elections.  Deletions to coverage may be made during the annual enrollment; however, 
additions to coverage may only be made if they correspond with “Family Status” changes.  

Annual Maximum Amount: The maximum payable for each Covered Person for all Covered Expenses 

for the Calendar Year.  The annual maximum amount shall not exceed the aggregate Annual Maximum 
for all covered services incurred in the Calendar Year. 

Approved Transplant Services: Medically Necessary services and supplies which are related to a: heart, 

kidney, liver or bone marrow or other human tissue transplant procedure; are approved in writing under 
the Pre-Certification process; and include but are not limited to: 

 pre-transplant patient evaluation for the Medical necessity of the transplant; and 

 Hospital charges; and 

 Physician charges; and 

 tissue typing and ancillary services. 

Calendar Year: The period from January 1 through December 31 of the same year. 

Claims Administrator: Medova Healthcare Financial Group, LLC 

Covered Charges: That part of necessary expenses incurred which is (a) for care of a Covered condition; 
and (b) incurred while a person's coverage is in force; and (c) does not exceed the Allowable Charge for 

the service, supply, or treatment; and (d) is shown as a Covered Expense listed in the Comprehensive 

Medical Benefit Section. Covered Charges are considered incurred on the date a service is rendered,  
supply is furnished, or treatment is rendered. 

Covered Condition: Any Non-Occupational Sickness or Injury for which a person is covered by this 

Benefit. 

Covered Person: An Eligible Employee or Eligible Dependent whose coverage is effective under this 

Plan. 

Creditable Coverage: Coverage under a group plan including a government or church plan, individual or 

group health insurance coverage, Medicare, Medicaid, state provided health care including risk pools, 
military sponsored health care, Peace Corps health benefit plans, a health program of the Indian Health 

Service or a tribal organization, and any other public health plan. 

Dependent: Includes (1) the Employee's Eligible Dependent who has coverage in force under the 
Contract: (2) the Employee's child, stepchild or adopted child who has coverage in force under the 

Contract, who has reached the limiting age for Dependents but who cannot earn his own living due to 

mental or physical handicap. All other requirements for Dependents must be met. The Employee must 

furnish the Company with proof of the child's incapacity and dependency within 31 days after the date the 
limiting age is reached. The Company may also require proof of continuing incapacity and dependency. If 

proof is not given within 60 days of a request, coverage for the Dependent will end 60 days after the 

request is made. 
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Disability: You are Disabled if, due to Non-Occupational Sickness or Injury, you are unable to do the 

substantial and material duties of your regular job. A Dependent is Disabled if, due to Sickness or Injury, 
he is unable to do his normal activities. 

Eligible Dependent: Includes (1) the Employee's legal spouse; (2) the Employee's natural child up to age 

26, adopted child (see also adopted child provisions under the section entitled “Dependent Eligibility”); or 

stepchild up to age 26; and (3) children who are named as “alternate recipients” in a Qualified Medical 
Child Support Order approved by this Plan. 

Eligible Dependent will not include: (1) a foster child; (2) a child or spouse who lives outside of the USA 

or from whom the Employee is legally separated or divorced; (3) a child or spouse who is covered as an 
Employee; (4) legal guardianship that doesn’t contain a qualified medical recipient provision. The Claims 

Administrator reserves the right to require whatever documentation necessary to establish a Dependent's 

eligibility status. 

Eligible Employee: a) A person working for the Employer who has satisfied their waiting period, or b) a 

person who was covered under the Plan on their last day of active work and on an approved leave of 

absence until employment is terminated by the Employer. 

Emergency: The sudden and unexpected onset of a medical condition, a severe injury or the acute 
exacerbation of a chronic condition, which is threatening to life, limb or sight and which requires 

immediate medical or surgical treatment. The determination of Emergency will be made by the 

Utilization Review Organization contracting with the Company at the time of occurrence. 

Enrollment Date:  A. For someone who enrolls during their Waiting Period, Enrollment Date, 

usually their date of hire, is the start of their Waiting Period. 

 B. For someone who enrolls after their Waiting Period, Enrollment Date, 
usually due to a change in family status is the date the employee actually 

enrolls himself and/or his eligible dependents in the Group Health Plan.  See 

section entitled “Late Requests”. 

Experimental: A service, drug or supply not accepted or approved by a relevant segment of the medical 
community or government oversight agencies as beneficial for the diagnosis or treatment of the Sickness 

or Injury at the time services were rendered.  The Claims Administrator will make determination based on 

reliable evidence related to federal law, clinical trials, written protocols and reports published in 
authoritative medical and scientific literature. 

Free-Standing Surgical Center: A facility licensed as a free-standing or ambulatory surgical center. 

Hospital: 

1. An institution which: (a) is operated lawfully; and (b) mainly and continuously provides medical, 
diagnostic, and surgical facilities; these facilities may be on the premises or available on a 

prearranged basis supervised by a staff of one or more licensed Physicians; and (c) provides 

inpatient care for which a charge is made; and (d) provides 24-hour nursing care by, or supervised 
by, a registered graduate nurse (R.N.); or 

2. An institution which is accredited as a Hospital by the Joint Commission on Accreditation of 

Health Care Organization; or 

3. Any other institution required to be recognized as a Hospital for benefit payment purposes under 

the law of the state in which the Employee lives. 

A "private" room is a room with one bed. A "semi-private" room is a room with two beds. A 

"ward" is a room with more than two beds. 

Injury: Accidental bodily injury or injuries which cause a covered loss. The Injury must be the direct 

cause of the loss, independent of disease, bodily infirmity or other cause. 
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Late Enrollee: An Employee or Dependent who enrolls for coverage more than 31 days after their initial 

eligibility period, except as indicated below: 

 An Employee or Dependent who waived coverage because that person had other 
Creditable Coverage, who enrolls within 31 days after the other coverage terminates. 

 An Employee or Dependent who enrolls for coverage within 31 days of marriage, birth, 
adoption or placement for adoption. If a spouse does not enroll at the time of marriage, the 

spouse will not be considered a Late Enrollee if application is made within 31 days of the birth 

or adoption of a child when the child is added as a Dependent. 

Medicare: Title XVIII of the Social Security Act of 1965, as amended. A person is eligible for Medicare 
on and after the date he is eligible for any Medicare coverage. 

Non-occupational Sickness or Injury: Any Sickness or Injury other than an Occupational Sickness or 

Injury. 

Occupational Sickness or Injury:  Accidental bodily injury or sickness arising out of or in the course of 

any employment for wage or profit. 

Physician: A legally licensed Physician who is acting within the scope of their license, and any other 
licensed practitioner required to be recognized for benefit payment purposes under the laws of the state in 

which they practice and who is acting within the scope of their license.  The definition of Physician 

includes, but is not limited to:  Doctor of Medicine (M.D.), Doctor of Osteopathy (D.O.), Chiropractor, 

Dentist (DDS), Licensed Consulting Psychologist, Licensed Psychologist, Licensed Clinical Social 
Worker, Occupational Therapist, Optometrist, Ophthalmologist, Physical Therapist, Podiatrist, Advanced 

Registered Nurse Practitioner (ARNP), Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), 

Speech Therapist, Speech Pathologist, and Licensed Midwife.  An employee of a Physician who provides 
services under the direction and supervision of such Physician will also be deemed to be an eligible 

provider under the Plan. 

Plan Adjustment: The maximum amount of billed charge the Plan will consider when determining 
Covered Charges as determined by the Claims Administrator.  Benefit payments of Covered Charges are 

based on what the Claims Administrator determines to be the Plan Adjustment amount.  Amounts billed 

in excess of the Plan Adjustment amount are not payable under this Plan. 

Plan Administrator:  Employer as stated in Attachment #1. 

Preferred Provider: Any Physician, laboratory, or other provider (other than a Hospital) contracting 

with the Preferred Provider Organization as of the day the Covered Charge is incurred. 

Preferred Provider Hospital: Any Hospital contracting with the Preferred Provider Organization as of 
the day the Covered Charge is incurred. 

Prior Plan: The Employer's former policy of group insurance for its employees in effect on the day 

immediately preceding the Employer's effective date of coverage under this plan. 

Sickness: Illness, disease or pregnancy which cause a covered loss while a person’s coverage is in force; 
and congenital defects, birth abnormalities and prematurity of a covered newborn child. 

Waiting Period: The length of time a newly hired employee must wait before he is eligible to be covered 

under this plan. 

Year: The period from January 1st through December 31st of the same calendar year. 
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COMPREHENSIVE MEDICAL BENEFITS 

FOR EMPLOYEES AND DEPENDENTS 

BENEFITS 

Benefits will be paid for Covered Charges incurred for Covered Expenses for the medical care of Non-
Occupational Sickness or Injury as shown in the Schedule of Benefits, subject to any limitations, 

conditions, and exclusions otherwise provided in any section of this Summary Plan Description. 

“Covered Expenses” are the Medically Necessary services, supplies and/or treatments that are covered 
under this Plan. The “Covered Expense” is not necessarily the actual charge made nor the specific service, 

supply, or treatment furnished to a Covered Person by a provider. Charges for services, supplies, and/or 

treatments meant to treat or correct a preventable condition or cost which arises solely due to a provider’s  

medical error are not considered Covered Expenses. A finding of provider negligence and/or malpractice 
is not required for service(s) and/or fee(s) not to be considered an Allowable Charge for a Covered 

Expense. 

Covered Expenses: 

1. Inpatient Hospital Services: Subject to applicable Coinsurance(s), Copay(s), Deductible(s), 

Encounter Fee(s), and Plan Adjustment(s), Inpatient Hospital Services are: 

a. room, board and general nursing care for each day of confinement as an inpatient in a 
Hospital, including confinement solely for dental care or treatment.  

b. Miscellaneous services and supplies furnished by the Hospital and not included in the room 

charge.  This benefit is paid only for expense Incurred during inpatient confinement in a 

Hospital.  Supplies are limited as stated in the section entitled “Exclusions.” 
2. Outpatient Hospital Services: Subject to applicable Coinsurance(s), Copay(s), Deductible(s), 

Encounter Fee(s), and Plan Adjustment(s), Outpatient Hospital Services are: 

a. services and supplies furnished by a Hospital or a Free-Standing Surgical Center on an 
outpatient basis.  Supplies are limited as stated in the section entitled “Exclusions.” 

3. Non-Hospital Services: Subject to applicable Coinsurance(s), Copay(s), Deductible(s), Encounter 
Fee(s), and Plan Adjustment(s), Non-Hospital Services are: 

a. services and supplies furnished by non-Hospital providers, including but not limited to, 

Ambulance, Birthing Centers, Dialysis Facilities, Free-Standing Surgical Centers, Home 

Health Care, Hospice Care, Urgent Care Centers, In-Store Health Clinic, treatment for 
Mental or Nervous Disorders, Alcohol Abuse or Chemical Abuse provided in a Residential 

Care Facility and Nursing Care Facilities.  Supplies are limited as stated in the section 

entitled “Exclusions.”   

4. Physician’s Fees: Subject to applicable Coinsurance(s), Copay(s), Deductible(s), Encounter 

Fee(s), and Plan Adjustment(s).  Assistant surgeon expenses are limited to 20% of the Plan 
Adjustment amount for the surgical procedure for which services are rendered.  Mid-level 

provider expenses are limited to 85% of the Plan Adjustment amount.  

5. Treatment of Mental or Nervous Disorders up to the maximum(s) shown on the Schedule of 
Benefits. 

6. Treatment of Alcohol Abuse and Chemical Abuse up to the maximum(s) shown on the Schedule 
of Benefits. 

7. Treatment for Severe Mental Illness. 

8. Chiropractic Services. Limited to the maximum(s) shown on the Schedule of Benefits. 

9. Transportation by Ambulance, railroad or regularly scheduled airline to and from the nearest 

Hospital with facilities for Medically Necessary treatment.  Eligible air ambulance charges are 

exempt from PPO Network fee schedules and will be allowed based on Plan Adjustment 

Determination. 

10. Skilled nursing care in a Nursing Care Facility provided that without such care the patient would 

require an inpatient Hospital stay, up to the maximum(s) shown on the Schedule of Benefits. 
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11. Home Health Care following confinement in a Hospital or Nursing Care Facility up to the 

maximum(s) shown on the Schedule of Benefits. 

12. Hospice Care / Respite Benefits up to the maximum(s) shown on the Schedule of Benefits. 

13. Charges made by a Birthing Center excluding charges made separately by any practitioner for 

services provided at the center. 

14. Repair or replacement, if necessary, of natural teeth due to damage caused solely by Injury for 
which the initial contact with a Physician or dentist occurred within 72 hours of the Injury due to 

the severity of the Injury.  This includes functional correction of natural teeth due to Injury. 

15. Services and supplies required to correct damage to eyesight or hearing caused by Injury. 

16. Charges made for treatment of loss or impairment of speech up to the maximum(s) shown on the 
Schedule of Benefits. 

17. Cosmetic correction of damage caused solely by Injury or Sickness. 

18. Cosmetic correction of congenital deformities of a newborn child. 

19. Benefits for prosthetic devices are limited to the initial device, unless required due to progression 

of a Sickness or Injury or growth of a child. 

20. Benefits for diabetic vision services, i.e. dilated eye screening, excludes refraction. 

21. Reconstructive surgery following mastectomy as follows: 

a. reconstruction of the breast on which the mastectomy has been performed; 
b. surgery and reconstruction of the other breast to produce a symmetrical appearance; and 

c. prostheses and physical complications of all stages of mastectomy, including lymphedemas. 

22. Hospitalization for a woman and newborn following childbirth of 48 hours for a vaginal delivery 
and 96 hours for a cesarean delivery.  The length of stay begins at the time of delivery if the 

delivery takes place in a Hospital.  If the delivery does not take place in a Hospital, the length of 

stay begins once the woman and newborn are admitted to the Hospital as inpatients.  The mother 

and newborn are not required to stay 48/96 hours if the attending provider determines that an 
earlier discharge of the mother and newborn is appropriate and meets the most current standards 

of the American Academy of Pediatrics and the American College of Obstetricians and 

Gynecologists, and one home visit is provided within forty-eight (48) hours of childbirth by a 
licensed health care provider whose scope of practice includes providing postpartum care. 

In addition, coverage includes postpartum home care following a vaginal delivery if childbirth 
occurs at home or in a birthing center licensed as a birthing center.  Coverage includes coverage 

for one home visit within forty-eight (48) hours of childbirth by a licensed health care provider 

whose scope of practice includes providing postpartum care. 

Coverage for inpatient treatment and for each outpatient and postpartum home care visit will 

include, at a minimum: 

a. physical assessment of the mother and the newborn infant, 
b. parent education, to include, but not be limited to: 

1) the recommended childhood immunization schedule, 

2) the importance of childhood immunizations, 
3) resources for obtaining childhood immunizations, 

 c. training or assistance with breast or bottle feeding, and 

 d. the performance of any medically necessary and appropriate clinical tests 

Maternity coverage under this provision is limited to an Employee or spouse.  See exclusion for 

coverage of Dependent children under section entitled “Exclusions.” 

23. Routine mammogram annually ages 40 and above; between ages 35-39, one baseline 

mammogram as shown on the Schedule of Benefits; 

24. Routine annual mammogram at any age for insureds at high risk of breast cancer, i.e. family 

history;  

25. Annual Routine Pap smear and gynecological exam as shown on the Schedule of Benefits; 
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26. Immunizations for children from birth through the date such child is 18 years of age against the 

following diseases: diphtheria, hepatitis B, measles, mumps, pertussis, polio, rubella, tetanus, 
varicella, Haemophilus, influenza type B, hepatitis A, and any other immunization subsequently 

required for children by the United States Department of Health and Human Services. This 

benefit is payable as shown on the Schedule of Benefits. 

27. Standard Preventive and Wellness Benefit: The following services will accumulate toward the 

limits set forth in the Schedule of Benefits for the Standard Preventive and Wellness Benefit, 

unless noted otherwise: 
a. Routine prostate exam annually, and annual Routine PSA Test at ages 40 and above; 

b. Well child care in accordance with American Academy of Pediatric Guidelines to age 21; 

c. Annual adult Routine physical examination and Routine blood and other Routine laboratory 
tests; 

d. Annual Influenza Vaccine; 

e. Adult Routine immunizations as recommended by the United States Department of Health 

and Human Services in its most recently published Adult Immunization Schedule; 
f. Routine colorectal cancer screening, as follows: 

1) Digital rectal exam annually at ages 40 and above; 

2) Flexible sigmoidoscopy, every 5 years at ages 40 and above; 
3) Barium enema every 5 years at ages 40 and above; 

4) Fecal occult blood test annually at ages 50 and above 

5) Colonoscopy every 5 years at ages 50 and above; 
g. Bone density testing for a Qualified female Covered Person who is 45 years of age or older 

for bone density testing for the diagnosis and treatment of osteoporosis, when such test is 

requested by a primary care or referral Physician. Qualified Individual means an individual 

with an estrogen hormone deficiency, vertebral abnormalities, primary hyperathyroidism, a 
history of fragile bone fractures who is receiving long-term glucocorticoid or who is currently 

under treatment for osteoporosis. 

28. Routine nursery care of a newborn child of the Employee or spouse while the mother is confined 

in a Hospital. 

29. Mastectomy coverage for women with known genetic changes that predispose them toward 

developing cancer based on mutations in the BRCA1 and 2 genes.  These expenses will be 

limited to an inclusive payable case rate of $30,000 for surgeon, facility and ancillary charges. 

30. Inpatient care for a minimum of 

a. 48 hours following a mastectomy; and 
b. 24 hours following a lymph node dissection for the treatment of breast cancer. 

31. Wigs or other scalp prostheses necessary for the comfort and dignity of the covered person who is 
undergoing chemotherapy or radiation therapy for the treatment of cancer and other conditions.  

This benefit is paid up to the maximum(s) shown on the Schedule of Benefits. 

32. Coverage for audiological services and hearing aids for children up to eighteen (18) years of age 

will be provided subject to all deductible, copay, and coinsurance provisions.  In addition, such 

coverage shall only apply to hearing aids that are prescribed, filled and dispensed by a licensed 

audiologist, and the hearing aid benefit will be limited for each hearing-impaired ear to one aid 
every forty-eight (48) months.  Coverage under this section will also include up to four additional 

ear molds per year for children up to two (2) years of age. 

33. Transplants are limited to human to human organ transplants and bone marrow transplants, 

subject to any Benefit Maximums shown on the Schedule of Benefits. 

Benefits for Approved Transplant Services are payable for organ and bone marrow transplants 

subject to all terms, conditions, exclusions and benefit maximums of this Plan. 

The Covered Person should contact the Claims Administrator when a transplant has been 

decided, but before the donor selection process begins, to establish available benefits.  The 

Claims Administrator should be contacted to determine if coverage applies before charges are 
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Incurred in connection with any contemplated transplant. 

Prior Authorization must be obtained before a Covered Person seeks treatment for a transplant.  

After obtaining Prior Authorization, the Covered Person must also Pre-Certify.  If coverage is 

authorized, benefit payments will only be made if the person’s coverage is in force at the time the 
charges are Incurred, and the transplant is Pre-Certified.  The transplant contract will supersede 

the Preferred Provider contract. 

Prior Authorization means a Covered Person must: 
a. notify the Claims Administrator of the procedure to be performed; 

b. have the Physician submit a complete medical history, including current diagnosis, transplant 

protocol and informed consent; and 
c. have the Physician certify that the procedure is Medically Necessary and that alternative 

procedures, services or courses of treatment would not be effective. 

         Transplant Benefit Period 

 Expenses must be Incurred during the Transplant Benefit Period.  The Transplant Benefit Period 

begins the date of the initial evaluation for the transplant, if the procedure receives Prior 
Authorization, and ends on the earliest of: 

a. 1 year from the date the transplant procedure is performed; 

b. The date coverage under the Comprehensive Medical Benefit terminates; or 
c. The date of the person’s death. 

If, during the same admission as the initial transplant, a retransplant occurs, the Transplant 
Benefit Period is 1 year from the date of the initial transplant.  If a retransplant occurs during a 

subsequent admission, a new Transplant Benefit Period starts from the date of Prior 

Authorization. 

Designated Facilities for Approved Transplant Services 

A Covered Person who is authorized for a heart, heart/lung, intestinal, kidney, kidney/pancreas, 
pancreas, liver, lung or bone marrow transplant procedure will be encouraged to use a Designated 

Transplant Facility. 

34. The following services or supplies when prescribed by a Physician and not included above: 

a. anesthetics and their administration; 

b. physical therapist’s fees; 
c. x-rays (but not dental x-rays) and laboratory tests done for diagnosis or treatment; 

d. chemotherapy and radiation therapy; 

e. blood and blood plasma; 

f. dialysis in an approved clinic or treatment facility, but only if Pre-Certified by Utilization 
Review Organization in compliance with the Pre-Certification process.  Coverage is limited 

to 200% of CMS allowances for Preferred Providers and limited to 100% of CMS allowances 

for Non-Network providers; 
g. artificial limbs and eyes; 

h. casts, splints, trusses, crutches, and braces (but not dental braces); 

i. oxygen and rental equipment for its administration; 
j. rental (up to the purchase price) or purchase of a wheelchair, hospital type bed, or other 

Durable Medical Equipment which meets all of the following criteria; 

1) can withstand repeated use; and 

2) is mainly used for a medical purpose; and 
3) is not useful except to treat Sickness or Injury; and 

4) is essential for a person’s treatment plan that is medically reviewed on a regular basis. 

Such equipment will be paid for on a rental basis during the time benefits are payable.  The 

Claims Administrator may, at their option, purchase such equipment; in this event, the 

Covered Charge is limited to the purchase price and the cost of installation reduced by any 
amount paid for rental. 

k. voluntary sterilization up to the maximums shown on the Schedule of Benefits; 
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l. Coverage for diabetes treatment, services and supplies also include: 

1) Podiatric health care provider services as are deemed medically necessary to prevent 

complications from diabetes; 

2) Diabetes self-management training, which includes: visits medically necessary upon the 

diagnosis of diabetes, a physician diagnosis which represents a significant change in the 

patient’s symptoms or condition making medically necessary changes in the patient’s 

self-management, and visits when re-education or refresher training is medically 
necessary; 

35. In addition to the above mentioned services, this plan will cover preventive services as set forth       
by the US Preventative Task Force (USPSTF), unless otherwise excluded in this Summary Plan 

Description as allowed by the Affordable Care Act. 

36. Hyperbaric oxygen (HBO) therapy is covered when Medicare coverage criteria are met.  Coverage 

is limited to 200% of the Medicare allowable per unit of treatment.  Treatment is only eligible if 

there are no measurable signs of healing for at least 30 days of prior treatment with standard 

wound therapy.  Continued treatment with HBO therapy is not covered if measurable signs of 
healing have not been demonstrated within any 30 day period of treatment. 

37. Coverage for anti-venom administered in an office or facility setting.  Limited to 200% of the 
Medicare allowance per unit. 

38. Initial cycle of Granix or Zarxio in conjunction with oncology treatment only when National 
Comprehensive Cancer Network (NCCN) guidelines are met. 

39. Charges for Allograft or similar skin care graft.  Limited to 200% of the CMS allowance. 

40. Breast Recurrence Score test including Oncotype Dx, MammaPrint and Prosigna Breast Cancer 

Prognostic Gene Signature Assay upon prior approval by the oncology management vendor. 

41. Medically necessary expenses for epi-pen and insulin injectable medications unless otherwise 

excluded in this document.  

42. Human Immunodeficiency Virus, Acquired Immunodeficiency Symdrome antiretroviral therapy 

as approved through the Drug Coverage Review process. 
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PRE-CERTIFICATION 

Services that require Pre-Certification by the Utilization Review Organization in order for the services to 

be covered under the Plan are indicated in this Plan document.  All services requiring Pre-Certification, as 

noted in this Plan, are to be certified in advance by the Utilization Review Organization, except for 

emergencies. The Covered Person or their representative is required to call the phone number for pre-
certification located on the back of their ID card for the services specified above at least forty-eight (48) 

business hours prior to services being rendered. The Covered Person or their representative must identify 

the services to be rendered and the associated diagnosis and procedure codes necessary for Pre-
Certification determinations and service pre-pricing. 

UTILIZATION REVIEW 

Utilization review is the process of evaluating if services, supplies or treatments are Medically Necessary, 
appropriate and priced at the prevailing rates to help ensure cost-effective care. Utilization review can 

eliminate unnecessary services, hospitalizations, and shorten confinements while improving quality of 

care and reducing costs to the Covered Person and the Plan. Pre-Certification establishes whether certain 

care and services covered under the Plan are Medically Necessary. It ensures that the Pre-Certified care 
and services will not be denied on the basis that they are not Medically Necessary (as defined by this 

Plan). The Pre-Certification process will also establish the reference prices for requested services. 

However, Pre-Certification does not guarantee the payment of benefits. Coverage and benefits are always 
subject to other requirements and provisions of the Plan, such as Plan limitations, exclusions, and 

eligibility at the time care and services are provided. 

ANNUAL MAXIMUM AMOUNT 

The Annual Maximum Amount payable under this Benefit is shown in the Schedule of Benefits.  It is the 
maximum total benefits payable for each person, for all Covered Conditions not considered essential 

benefits under PPACA. 

1. When the amount a person has been paid under this Benefit equals the Annual Maximum 
Amount, coverage for that person will be suspended for the remainder of the Year.  Coverage will 

be reinstated for the following Year provided the member meets eligibility requirements. 

2. If a person’s coverage ends because his Maximum Amount has been paid, coverage on the 
remaining covered family members may be continued, subject to the following.  Premium must 

be paid.  The employee and his family members must otherwise be eligible for coverage. 

PLAN ADJUSTMENT DETERMINATION 

A plan adjustment determination will be applied to all in-network claims incurred with gross charges of 
$5,000 or greater in billed charges.  The adjustment applied to the claim will be based on the lesser of the 

final claim allowable when adjustment methodologies described in section 1, 2, 3 or 4 are applied to each 

claim.   

1. The negotiated PPO network allowable; 

2. The direct negotiated rate with the provider as outlined in a single case agreement for a specific 

claim or episode of care for a member; 

3. An adjustment amount equal to 35% off billed charges for all claims incurred and billed by a 

provider; 

4. The amount equivalent to the lesser of a commercially available database or such other cost or 

quality-based reimbursement methodologies as may be available and utilized by the Claims 
Administrator. 

For all Non-Network claims the plan adjustment will be determined based on the lesser of:   
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1.  100% of the CMS allowable for the services incurred;   

2.  Billed charges less an 80% of billed charges plan adjustment, or  

3. The allowable listed in the “Non-Network” reimbursement schedule maintained by the Claims 

Administrator.   

The Plan Adjustment methodologies listed above may be amended or replaced from time to time at the 

Claims Administrator’s discretion, without notice.   

IMPORTANT INFORMATION ABOUT NON-NETWORK PROVIDERS 

If you receive benefits outside of the network of approved providers under the Plan (“Non-Network”), 

you will pay more and may be Balanced Billed.  The amounts allowed for Covered Services accessed 
under your Non-Network benefits will be subject to the Claims Administrator Non-Network 

Reimbursement Schedule maximum (which will almost always be the lowest of the potential amounts in 

the Plan Adjustment Determination). You will be responsible for the applicable cost sharing related to 
such Covered Charges. You also may be responsible for the difference between the charges billed by the 

Non-Network provider and the Plan Adjustment Determination, which is Balance Billing. Please refer to 

your Attachment #1 for details. 

 

IMPLANT COVERAGE PROCEDURE 

Implant charges billed at $5,000.00 or less will be processed with the applicable network pricing 

or Plan allowance pricing at 35% of billed charges, and the manufacturer implant invoice is not 
required.  

 

The Claims Administrator reserves the right to request an invoice for any Preferred Provider 
implant charges billed in excess of $5,000.00.  Upon timely receipt of any invoice requested by 

the Claims Administrator, the charges will be allowed up to 300% of the invoice amount.  In the 

event a requested invoice is not supplied within the allowed time frame outlined in this document, 

the charges will be limited to the lesser of the network discount amount or 35% of billed charges. 
For implant charges solely from Preferred Providers, the Claims Administrator reserves the right 

to review the charges and can instead apply the above limitation as set forth in this paragraph. See 

also section entitled “Exclusions” for same information. 
 

The manufacturer implant invoice will be required for all implant charges in excess of $5,000 for 

Non-Network providers.  The charges billed by Non-Network providers will be allowed up to the 

lesser of 200% of the invoice amount or 35% of billed charges. 
 

DIALYSIS COVERAGE PROCEDURE 

Dialysis charges in an approved clinic or treatment facility, but only if Pre-Certified by the 
Utilization Review Organization vendor in compliance with the Pre-Certification process will be 

considered eligible.   

 
The Claims Administrator reserves the right to review the charges from Preferred Providers and 

can limit the allowance to the lesser of the network discount amount or 200% of CMS 

allowances.  The charges billed by Non-Network providers will be allowed up to 100% of CMS 

allowances.  See also section entitled “Covered Expenses” for same information. 
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EXCLUSIONS 

Covered Charges will not include the following unless shown in Attachment #1 Additional Covered Expenses: 

 1. treatment, services or supplies which are: 

a) not Medically Necessary; 

b) Experimental/Investigational, educational, or primarily for the purpose of medical or other research; 

c) rendered in connection with Custodial Care or convalescent care; 

d) not required for the Sickness or Injury; 

e) related to hemophilia and other blood clotting or blood clotting factor conditions; 

f) related to treatment for renal dialysis, unless such treatment is provided in an approved clinic or 

treatment facility and authorized in advance by the Claims Administrator; 

g) required when person’s intentional use of intoxicating or hallucinogenic drugs or medicine, unless 

taken on the advice of, and under the direction of a Physician is a contributing factor to the loss; 

h) in excess of the Plan Adjustment for the service, supply, or treatment; or 

i) not prescribed by a Physician as required to treat the Sickness or Injury; 

j) charges for autopsies; 

k) related to surgical implants charges billed in excess of $5,000 for which a manufacturer’s invoice has 

been required by the Claims Administrator and that exceed 400% above the manufacturer’s invoice 

provided for Preferred Providers and 200% above the manufacturer’s invoice for Non-Network 

providers, however, (i) that  in the event the invoice is not supplied, the Preferred Provider charges 

will be limited to the lesser of 50% of billed charges or the network allowed amount and Non-

Network provider charges will be limited to 35% of billed charges as discussed in section entitled 

“Implant Coverage Procedure;” and (ii) for implant charges solely from Preferred Providers, the 

Claims Administrator reserves the right to review the charges and can instead apply the limitation set 

forth in this paragraph; 

l) related to any condition that is not disclosed by the Employee during the enrollment and/or application 

process with the Claims Administrator, as required by the Employer or the Claims Administrator as 

part of the “Employee Health Application Form” or otherwise, unless (i) the Employer approves the 

payment of such claim despite such non-disclosure or (ii) the Claims Administrator determines that 

payment of such claim is required by applicable law; 

 2. services which are misrepresented;  

 3. services, supplies or drugs not approved for reimbursement by the Centers for Medicare and Medicaid 

Services or any successor organization; 

 4. services related to and in advance of treatment for non-covered expenses;  

 5. caused by or related to complications Incurred in connection with treatment for non-covered expenses;   
 6. charges in excess of the Covered Charge;  

 7. routine services except as shown in Covered Charges 

 8. any charge for any treatment performed outside of the United States, other than for Emergency 

Treatment; 

 9. dental care or treatment, except as shown in Covered Charges;  

10. eye examinations, eyeglasses, hearing exams, and hearing aids and service or supplies related thereto, 

except as shown in Covered Charges; 

11. orthoptic therapies;  

12. cosmetic surgery, except as shown in Covered Charges; 

13. loss which occurs during, or as a result of, the person’s participation in the commission of, or attempt 

to, commit a felony; 

14. services or supplies provided, or paid for by, any federal, state or local government (except under 

Medicaid) unless the person is legally required to pay; 

15. charges the person is not legally required to pay;  

16. charges the person is not required to pay in the absence of coverage;  

17. services or supplies furnished by a person who usually resides in Your home or who is a member of 

Your family; a family member includes Your spouse and the children, brothers, sisters, and parents of 

You or Your spouse; 

18. charges for missed or canceled appointments; 

19. charges for copying medical records;  
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20. charges for completing claim forms; 

21. charges for travel time, transportation costs, or professional advice given on the telephone; 

22. stand-by charges or surcharges for after hours, weekend, or home visits; 
23. loss due to suicide or attempted suicide if the suicide or attempted suicide is not the result of a 

medical condition;   

24. self-inflicted Injury that is the result of intentionally self-inflicted injuries or illnesses.  This 
exclusion does not apply (a) if the injury resulted from being the victim of an act of domestic 

violence, or (b) resulted from a medical condition (including both physical and mental health 

conditions). 

25 loss due to Occupational Injury/Sickness, or any loss covered under Worker’s Compensation; 
26. immunizations, x-rays or tests not related to Sickness or Injury, except as shown in the Covered 

Charges;   

27. Services related to any mass screening type of physical or health examination (such as mobile 
vans or school testing programs), except for pap smears and mammograms performed at a mobile 

facility certified by the Centers for Medicare and Medicaid Services; 

28. drugs not approved by the Food and Drug Administration (FDA);   
29. any food item including breast milk, formulas and other nutritional products;  

30. implantable stimulators unless prior approval is given by the Claims Administrator; 

31. sex transformation surgery and related services, or the reversal thereof except as related to gender 

dysphoria when the services have been approved through this Plan’s medical management prior 
authorization; 

32. surrogate parenting; 

33. drugs, therapies and treatment for the restoration or enhancement of sexual activity; 
34. well baby care except as shown in Covered Charges;  

35. Wellness Benefits, except as shown in Covered Charges;  

36. elective abortion; 

37. medication prescribed as a smoking deterrent; and/or any treatment for tobacco use disorders 
except as required by federal law; 

38. treatment of alopecia (loss of hair); 

39. all weight loss surgical procedures including bariatric surgery/gastric bypass surgery, and any 
related services for medical and non-medical reasons; 

40. treatment (including cutting or removal) of toe nails or superficial lesions of the feet including 

corns, calluses and hyperkeratosis, other than removal of nail matrix or root, except when 
required to treat diabetes; 

41. hygienic and preventive maintenance foot care, treatment of flat feet, subluxation of the foot, or 

shoe orthotics, except when required to treat diabetes; 

42. electroshock wave therapy for treatment of plantar fasciitis, except to treat diabetes; 
43. removal of impacted wisdom teeth; 

44. any procedure, service, supply, or treatment required directly or indirectly to diagnose or treat a 

muscular, neural, or skeletal disorder, dysfunction, or disease of the temporomandibular joints or 
their associated structures; 

45. surgery of the jaw (orthognathic); 

46. dietary or nutritional supplements, vitamins, and mega-vitamins except as subject to review for 
medically necessary treatment of a sickness or illness; 

47. weight loss programs including but not limited to: weight reduction or weight control procedures, 

devices, regimens, treatments, services or products; also including any drugs used for weight 

control; nutrition-based therapy, in the treatment of obesity or morbid obesity except as required 
by federal law or as provided in the Weight Management Benefit of this document; 

48. expenses related to a Sickness or Injury for which a third party is or may be responsible, unless 

such expenses are advanced as provided in the provision entitled Right of Reimbursement; 
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49. services and supplies related to alternative or complementary medicine, including but not limited 
to acupressure, acupuncture, aroma therapy, bioenergial synchronization technique (BEST), 

contact reflex analysis, holistic medicine herbal therapy, hypnotism, iridology (study of the iris), 

naturopathy, Reike therapy, Rolfing, thermography, or other forms of alternative treatment as 

defined by the National Center for Complementary and Alternative Medicine of the National 
Institutes of Health or any similar or successor organization; 

50. services for massage therapy unless prescribed in writing by Your Physician; 

51. items for comfort or convenience, including but not limited to television, telephone, 
beauty/barber service, guest service, and supplies, equipment or similar incidental services and 

supplies such as air conditioners, air purifiers and filters, batteries, battery chargers, 

dehumidifiers, humidifiers, or whirlpools; 
52. expenses Incurred as part of a rest cure, or at a health spa or similar facility; 

53. devices and computers to assist in communication and speech; 

54. medical and surgical treatment for snoring, except when provided as a part of treatment for 

documented obstructive sleep apnea; 
55. oral appliances for snoring disorders; 

56. treatment of benign gynecomastia (abnormal breast enlargement in males);  

57. radial keratotomy of keratomileusis for or excimer laser photo refractive keratectomy; 
58. surgical treatment of excess sweating (hyperhidrosis); 

59.     cosmetic drugs, growth hormones, MS and Rheumatoid Arthritis injectables, all self-injectables 

(unless otherwise covered elsewhere in this Summary Plan Description).  Injectables not 
purchased and administered through the Physician’s office. 

60.       Actiq, Fentanyl, Daptomycin, Duragesic, Fentora and Vancomycin in excess of $1,000 in allowed 

charges per billing cycle; 

61. Charges in connection with participation in an assault, felony, illegal act, strike, civil disorder, 
riot, or the intentional act of another during an altercation in which the Covered Person 

participated, other than as a spectator; 

62. Charges in connection with war or act of war (declared or undeclared), insurrection, rebellion, 
armed invasion, aggression or service in the Armed Forces of any country;  

63. Radiation therapy services for dermatitis or similar skin conditions; 

64. Transplant donor expenses except when included as part of a transplant contract; 

65. Hospital charges for dental services or treatment, unless a written statement is submitted by a 
Physician indicating the necessity and appropriateness of such Hospital charges; 

66. Hospital admissions on Fridays or Saturdays due to a surgical procedure that will be performed 

on the following Monday or later, unless special need is shown; 
67. Expenses incurred which are in excess of the Allowable Charges for the same services or 

supplies, and expenses incurred for services or supplies which are determined to be medically 

unnecessary, as determined by the Plan’s Utilization Review Organization; 
68. In Vivo or In Vitro fertilization or any other fertilization procedure, test, treatment or drug; 

69. Expenses for vision therapy, unless special need is shown; 

70.     Expenses incurred for a Dependent child in connection with childbirth, pregnancy, complications 

of pregnancy or any related conditions, except this Plan will cover any such expenses required as 
preventive services as set forth by the US Preventive Services Task Force (USPSTF); 

71.     Benefits paid by any plan providing benefits for or by reason of Hospital care or treatment, 

medical, dental, or other health services which benefits are provided as a result of injuries from a 
motor vehicle accident to the extent that such benefits are payable under any medical expense 

payment provision (by whatever terminology used including such benefits mandated by law) of 

any automobile or motor vehicle insurance policy; 
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72. Expenses in excess of the Medicare allowance or the maximum allowance by Preferred Providers 

for the same service in the area where the service could be performed; this will not apply to 

Covered Persons residing or attending school more than 50 miles from a Preferred Provider; 

however, this exclusion will apply to persons who are admitted to a Hospital due to an 
Emergency if they do not transfer to an available Preferred Provider Hospital once they are 

medically stable, and this exclusion will also apply to persons residing or attending school more 

than 50 miles from a Preferred Provider if such person travels the same or further distance to a 
Non-preferred (Non-Network) Provider than to an available Preferred Provider. When expenses 

are incurred with a Non-preferred (Non-Network) Provider in an Emergency, this Plan will 

provide benefits in compliance with Treas. Reg. § 54.9815-2719A(b)(3)(i), any successor 
regulation thereto, or any otherwise applicable law.  Specifically, the Plan will pay the greatest of 

the following three amounts: (i) the Allowable Charge amount calculated using the same method 

the Plan uses to determine payments for Non-Preferred (Non-Network) Provider services, (ii) the 

median amount agreed to by Preferred Providers for the same services, or (iii) the amount that 
would be paid under Medicare Parts A and B, without regard to copayments and coinsurance. See 

the Plan Adjustment Determination provisions for Non-preferred (Non-Network) Providers 

above. Importantly, and as described in the above-cited regulations and to the extent allowed by 
other applicable law, if the Plan is unable to determine the median amount agreed to by Preferred 

Providers for emergency services, either because no per-service amount has been negotiated or as 

a result of the Plan being unable to obtain the information from any Preferred Provider, the Plan 
will disregard subsection (i) above, and shall simply pay the greater of subsection (ii) or (iii).  

NOTE: The Plan’s Utilization and Peer Review Committee determines medical necessity, if an 

Emergency exists, if a condition can be treated by a Preferred Provider, when a person is 

medically stable, the maximum allowance accepted by Preferred Providers, and whether or not a 
procedure is Experimental, unproven or obsolete. For purposes of this note and above exclusion, 

Preferred Provider also means Preferred Provider Hospital; 

73.     Expenses incurred for diagnosis and treatment associated with tissue or organ transplant, except 
as specifically provided elsewhere in this Plan; 

74.     Expenses paid by any individual health insurance policy, except Hospital-Indemnity Only type 

policies; 

75.     Diagnosis and treatment of dislocations, strains, sprains or misplacements of vertebrae, except as 
stated in the Schedule of Benefits (to include all services) per person in any Calendar Year or 

when requiring the administration of general anesthesia, an open cutting operation of confinement 

in a Hospital; 
76.    Foot Orthotics, arch supports or other foot support devices, elastic stockings, garter belts or 

similar devices and orthopedic shoes including any casting or fitting charges except as stated in 

Covered Expenses;  
77.   Services or supplies related to sexual malfunctions or inadequacies, or the reversal of sterilization 

procedures; 

78.   Injury while driving or riding in any organized automobile or motorcycle race or speed contest; 

79.    Expenses incurred due to the negligence of a third party, or otherwise, if such expenses are or 
could be compensable by a liability or medical carrier, or would have been compensable if the 

Covered Person had not released said third party from liability for such expenses; 

80.    Any drug labeled “Caution – Limited by Federal Law for Investigational Use” or experimental 
drugs. 

81.    Any drug that the FDA has determined to be contraindicated for the specific treatment; 

82. Intravenous immunoglobulin (IVIG) infusion, IVIG therapy and all IVIG services; 
83. Interferon therapy and services; 

84. Remicade, Tecfidera, Tobramycin, Acthar, Rituxan/Rituximab and Imbruvica ibrotinib;  

85. Expenses for brand name Proton Pump Inhibitors; 



 

19                                                                                                      

VerPPO10012020 

 

86. The following drugs and medications, including any generic forms, are not covered under this 

Plan.  When a generic is listed the brand equivalent will also not be eligible.  Extended release 
medications are not eligible when an alternative is available.  Abacavir, Abciximab, Absorica, 

Actemra, Actimmune, Adempas, Afinitor, Aggrastat, Aldurazyme, Alecensa, Alimta, Alteplase, 

Ambrisentan (letairis), Amrix, Angiomax (bivalirudin), Aubagio, Avastin, Avonex, Benlysta, 

Betaseron, Bosulif, Cabometyx, Carbaglu, Cerdelga, Cerezyme, Cimzia, Cinryze, Cometriq, 
Copaxone, Cosentyx, Daklinza, Dalvance, Daratumumab, Duexis, Durvalumab, Elaprase, Enbrel, 

Entyvio, Epclusa, Erbitux, Erivedge, Erleada, Euflexxa, Evzio, Fabrazyme, Fidaxomicin, Firazyr, 

Flurbiprofen, Folotyn/Pralatrexate, Forteo, Fulphila, Gattex, Gazyva, Genvoya, Gilenya, Gilotrif, 
Glassia, Gleevec (Imatinib), Glybera, Harvoni, Hetlioz, Humira, Ibrance, Iclusig, Ilaris, Incivek, 

Inflectra, Ingrezza, Inlyta, Integrilin, Intelence, Iressa, Isentress, Isoproterenol, Jadenu, Jakafi, 

Jevanta, Juxtapid/Lomitapide, Jynarque, Kadcyla, Kalydeco, Keytruda, Kisqali, Krystexxa, 
Kuvan, Kymriah, Kynamro, Kyprolis (Carfizomib), Lanreotide, Latuda, Leuprolide, Lexiva, 

Lialda, Lotronex, Lumizyme, Lupron, Makena, Mavenclad, Mavyret, Mekinist, Migergot, 

Migranal, Mvasi, Myozyme, Myrbetriq, Naglazyme, Natalizumab, Neulasta, Neupogen, Ninlaro, 

Norditropin, Northera, Nucala, Ocaliva, Ocrevus, Olysio, Opdivo, Opsumit, Orencia, Orkambi, 
Orthovisc, Otezla, Otrexup, Oxycontin, Paclitaxel Protein, Pegasys, Pennsaid, Pertuzumab, 

Plegridy, Pomalyst, Prezcobix, Proleukin, Prolia/Xgeva, Provenge, Ravicti, Rebif, Remodulin 

(Treprostinil), Revlimid, Rinvoq, Romiplostim, Rybelsus, Sandostatin, Selzentry, Simponi, 
Skyrizi, Soliris,  Sovaldi, Spinraza, Spravato, Sprycel (Dasatinib), Stelara, Stivarga, Stribild, 

Sublocade, Subsys, Sutent, Symdeko, Synvisc, Synvisc-One, Tafinlar, Tagrisso, Taltz 

(Ixekizumab), Tarceva, Tasigna, Tecentriq, Temodar, Temozolomide, Tenecteplase, Thiola, 
Toujeo, Tracleer, Treanda (Bendamustine HCI), Tremfya, Treximet, Trientine, Trisenox, 

Trodelvy, Trokendi Truvada, Tysabri, Udenyca, Ultomiris, Uptravi, Valcyte, Vandetanib, 

Velcade, Verzenio, Viberzi, Victoza, Victrelis, Viekira, Vimovo, Vosevi, Votrient, Vpriv, 

Vraylar, Xalkori, Xeljanz, Xgeva, Xifaxan, Xofigo, Xolair, Xtandi (Enzalutamide), Xyrem, 
Yervoy, Zaltrap, Zavesca, Zelboraf, Zepatier, Zileuton ER, Zolgensma, Zyflo, Zytiga and Zyvox;  

87.   Gene Therapy or Genetic Testing, except as required by federal law or otherwise eligible in the 

Covered Expenses section; 
88. Expenses incurred for breast surgery, removal or replacement of a prosthesis or augmentation or 

reduction mammoplasty, except as otherwise covered in the Covered Expenses section; 

89. Expenses incurred as a result of radioactive contamination or the hazardous properties of 

chemical or nuclear material; 
90.   Expenses for blood storage; 

91. Supplies utilized in a Physician setting; provided, however, that: 

  (i) other supplies that are Covered Charges utilized in a Hospital or other (non-Physician) setting 
are limited to an allowed amount which is the greater of $2,000 per day or one of the following 

amounts (but not both), depending upon the procedure: 

(a)  $5,000.00 per billing statement for supplies related to a medical or surgical setting; 
or  

(b) $10,000.00 per billing statement for supplies related solely to brain, orthopedic, or 

cardiology services; and   

(ii)  such supplies utilized by a Preferred Provider that are Covered Charges utilized in a 
Hospital or other (non-Physician) setting will be processed with the applicable network pricing, 

but the Claims Administrator reserves the right to review the charges and can instead apply the 

above limitation in this paragraph; 
92. Facility charges for preventive colonoscopy are limited to a maximum allowance of $10,000.00 

per procedure; provided, however, that charges from Preferred Provider facilities for preventive 

colonoscopy will be processed with the applicable network pricing, but the Claims Administrator 
reserves the right to review the charges and can instead apply the above maximum allowance as 

provided in this paragraph; 

93. Expenses billed by a non-preferred anesthesia provider in excess of the Centers for Medicare and 
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Medicaid Services or any successor organization allowance plus thirty percent; 

94. Sleep Study in a Hospital setting unless special need is shown; 
95. Charges, as determined by the Claims Administrator, which are the result of a Covered Person’s 

voluntary non-compliance of medically necessary care when prescribed by a Physician, including 

but not limited to Hospital and Physician services if the Covered Person leaves a Hospital against 

the medical advice of the Physician; 
96.   Charges for Optune; 

97. Charges for CAR-T cell therapy; 

98.   Autologous chondrocyte implantation; and 
99. Charges incurred for which the Plan has no legal obligation to pay; 

100. Intraoperative Electromyography (EMG) Monitoring; 

101.      Expenses related to participation in high risk sports such as mixed martial arts, boxing or any 
other sport designed to inflict bodily harm; 

102. Procrit, Retacrit, Epoogen, Aransep and all generic/biosimilars except when administered as part 

of dialysis treatment plan; 

103.   RNAi Therapeutic Drugs. 
 

 

DRUG COVERAGE REVIEW 

Medications, including those that have received FDA approval, are subject to coverage review.  Drug 

coverage review is used to encourage appropriate and cost-effective use of prescription drugs by allowing 

coverage only when certain conditions are met.  The review includes, but is not limited to, approval 
criteria based on FDA-approved labeling, national guidelines, best-practices and alternative therapies as 

well as compliance with dosing guidelines and avoidance of duplicate therapies.  The Claims 

Administrator has the right to review to override any exclusion of a non-covered medication in a uniform 

and nondiscriminatory manner.  In the event the member has exhausted all other medical treatment plan 
options, there is an appeals process under this Plan to allow for further consideration. 

 
 
STEP THERAPY REQUIREMENTS 

 
Step therapy is designed to help members save money by using the most cost-effective treatments.  It 

requires that an appropriate first step medication, often a generic, is attempted to treat the medical 

condition.  If necessary, a review by the prescribing physician and a clinical team would determine 
coverage for an alternative brand-name drug.  However, if a brand-name drug is dispensed and there is a 

generic available, the patient will pay the cost difference between the generic and the brand-name drug.  
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MEDICALLY NECESSARY REQUIREMENT 

Benefits will be paid only for `Medically Necessary' care and treatment of non-occupational Sickness or 

Injury. 

The term `Medically Necessary' as used above means: drugs, therapies or other treatments that are 

required and appropriate for care of the Sickness or the Injury; that are given in accordance with generally 
accepted principles of medical practice in the U.S. at the time furnished; and that are reimbursed by the 

Centers of Medicare and Medicaid Services; and that are not Experimental, educational or investigational; 

and that are not furnished in connection with medical or other research; all as determined by the Claims 
Administrator. 

Health Care Services that a Physician, exercising prudent clinical judgment, would provide to a patient 

for the purposes of preventing, evaluating, diagnosing or treating an illness, Injury, disease, or its 

symptoms, and that are (a) in accordance with generally accepted standards of medical practice; (b) 
clinically appropriate in terms of type, frequency, extent, site and duration, and considered effective for 

the patient’s illness, Injury, or disease; and (c) not primarily for the convenience of the patient, physician 

or other health care provider, and not more costly than an alternative service or sequence of services at 
least as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of 

that patient’s illness, Injury or disease. 

 

SKILLED NURSING CARE BENEFIT 

This Benefit is subject to all the terms and provisions of this Plan, except as herein stated. 

A.   DEFINITION 

Nursing Care Facility:  Means a lawfully operated facility which: (1) provides full time bed care for 

resident patients; and (2) provides 24 hour nursing service by, or supervised by, a registered graduate 

nurse (R.N.) or licensed practical nurse on duty at all times; and (3) regularly provides skilled nursing 
care supervised by a Physician; and (4) keeps a daily medical record of each patient.  Nursing Care 

Facility does not include: a Hospital; or a rest home or home for the aged; or a facility mainly for drug 

addicts, alcoholics or the mentally ill; or a custodial care or educational care facility. 

B.   BENEFITS 

Benefits will be paid for Nursing Care Facility Covered Charges incurred for skilled nursing care by the 

Employee or his Dependent while coverage is in force.  Benefits will be paid for room, board and 

miscellaneous fees for service and supplies required due to Sickness or Injury. 

C.   EXCLUSIONS 

No benefits will be paid: (1) unless the Confinement is deemed Medically Necessary and cost effective 

and prior approval has been obtained from the Company; or (2) for intermediate level nursing care or 

custodial care. 

As used above, `custodial care' means: service and supplies provided to a covered person, whether or not 

the person is disabled, which cannot be expected to contribute substantially to the improvement of a 

medical condition according to generally accepted standards.  Such care includes, but is not limited to: 1) 
assisting the person to walk; get in and out of bed; bathe; dress; prepare special diets; supervise medicine 

which can usually be self-administered and which does not require the attention of medical or 

paramedical personnel; and 2) assisting the person in other activities of daily life.  Such care is custodial 
without regard to the provider by which it is prescribed, referred or performed. 
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HOME HEALTH CARE BENEFIT 

This Benefit is subject to all the terms and provisions of this Plan, except as herein stated. 

A. DEFINITION 

Home Care:  Means the services listed below which:  (1) are provided in the home (except for 

Physician’s office visits) by a licensed or certified home health agency; (2) are provided following 
confinement in a Hospital or skilled nursing home and when continued confinement would otherwise be 

required; (3) are required for the care or treatment of Sickness or Injury; and (4) are given on the written 

request of a Physician. 

Home Care services include:  Physician’s home and office visits; nursing services, home health aide 

services consisting mainly of care of the patient; services provided by licensed physical, occupational, 

speech, nutrition, inhalation or respiratory therapists; and medical equipment and supplies which would 

be covered if provided by a Hospital. 

B. BENEFIT 

Benefits will be paid for Covered Charges for Home Care incurred by the Employee or his Dependent 

while coverage is in force. 

C. EXCLUSIONS 

No benefits will be paid unless the Home Care is deemed Medically Necessary and cost effective and 

prior approval has been obtained from the Company.  No benefits will be paid for custodial care. 

As used above, custodial care means: service and supplies provided to a covered person, whether or not 

the person is disabled, which cannot be expected to contribute substantially to the improvement of a 

medical condition according to generally accepted standards.  Such care includes, but is not limited to: 1) 

assisting the person to walk; get in and out of bed; bathe; dress; prepare special diets; supervise medicine 
which can usually be self-administered and which does not require the attention of medical or 

paramedical personnel; and 2) assisting the person in other activities of daily life.  Such care is custodial 

without regard to the provider by which it is prescribed, referred or performed. 



 

23                                                                                                      

VerPPO10012020 

 

HOSPICE CARE BENEFIT 

This Benefit is subject to all the terms and provisions of this Plan, except as herein stated. 

A. DEFINITION 

Hospice Care:  Means the services listed below which are provided: (1) by a licensed or certified 

Hospice or by any other medically appropriate facility; (2) to terminally ill persons who have, as certified 
by a Physician, a life expectancy of not more than 6 months; (3) for the purpose of palliative control of 

pain and not for cure; and (4) are given on the written request of a Physician. 

Hospice Care includes:  fees of Physicians, nurses, paramedicals and home health aides acting within the 
scope of their practice and providing services directly to the patient; room and board charges; and other 

medical services and supplies required under the Hospice Care plan. 

B. BENEFIT 

Benefits will be paid for Covered Charges for Hospice Care incurred by the Employee or his Dependent 
while coverage is in force. 

C. EXCLUSIONS 

No benefits will be paid:  (1) unless the Hospice Care is deemed Medically Necessary and cost effective 
and prior approval has been obtained from the Company; (2) for custodial care; (3) for care for which no 

charge would be made in the absence of Hospice Care coverage; or (4) for services provided to any 

person other than the patient. 
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PRE-ADMISSION REVIEW PROVISIONS 

These provisions are a part of the Plan.  They add the following limitations to the benefits that otherwise 

would be payable under this Summary Plan Description. 

A. DEFINITIONS 

Pre-Admission Review:  Means a determination of the number of days, if any, of inpatient Hospital 
confinement which are necessary for the care or treatment of a person's diagnosed Sickness or Injury. 

Emergency Admission:  Means admission to a Hospital for a Sickness or Injury which, unless 

immediately treated on an in-patient basis, would jeopardize the person's life or cause serious health 
impairment; and means admission to a Hospital for childbirth. 

B. PRE-ADMISSION REVIEW PROCEDURES 

All Hospital admissions will be subject to Pre-Admission Review.  The procedures listed next must be 

followed. 

1. The Employee or the Covered Person's Physician must call the toll-free number shown on the 

Employee's Medical I.D. card at least 48 hours prior to the Hospital admission. 

2. Written notice will be given to the Employee, the Physician, and the Hospital stating the number of 
days of Hospital confinement which will be deemed as necessary for the care or treatment of the 

person.  This notice will be given before the Hospital confinement is to start. 

3. In the case of an Emergency Admission, the call must be made within 48 hours after the admission; or 
within 72 hours if the admission is done on a Saturday, Sunday or Statutory Legal Holiday.  But, if it 

is not reasonably possible to make the call within these times, Covered Charges will not be reduced 

for this reason if the call is made as soon as is reasonably possible. 

4. The Covered Person or the Physician may ask us to re-evaluate or extend the number of days of 
confinement deemed necessary.  The request must be submitted within 90 days from the ending date 

of service. 

C. EFFECT OF PRE-ADMISSION REVIEW ON BENEFITS 

1. Covered Charges shall not include any Hospital room, board, ancillary or general nursing care 

charges which are incurred on any day of confinement which is in excess of the number of days 

deemed by the Company to be necessary; and no benefits will be paid for such charges. 

2. An additional $500.00 copayment will be applied if the required telephone call is not made within the 

prescribed time. 

NOTE: Benefits for any hospital length of stay in connection with childbirth for the mother or newborn 

child are not restricted to less than 48 hours following a vaginal delivery, or less than 96 hours 
following a cesarean section. However, Federal law does not prohibit the mother’s or 

newborn’s attending provider, after consulting with the mother, from discharging the mother or 

her newborn earlier than 48 hours (or 96 hours as applicable). In any case, a pre-authorization 
review for a length of stay not in excess of 48 hours (or 96 hours) is not required. 
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CARE COORDINATION OUTPATIENT PRE-CERTIFICATION 

 

PRE-CERTIFICATION PROCEDURES 

All outpatient imaging (MRI, CT Scan, PET Scan and Nuclear or Echocardiography imaging) and 

surgical procedures will be subject to Pre-Certification Review.  The procedures listed next must be 
followed.   

The Employee or the Covered Person or their Physician must call the toll free number shown on 

the Employee's Medical I.D. card prior to the services being rendered. 

Written notice will be given to the Employee, Covered Person or Physician stating the approved 

setting for the care or treatment of the person.   

In the case of an Emergency service, the call must be made within 48 hours after the services are 

provided; or within 72 hours if the admission is done on a Saturday, Sunday or Statutory Legal 
Holiday.  But, if it is not reasonably possible to make the call within these times, Covered 

Charges will not be reduced for this reason if the call is made as soon as is reasonably possible. 

The Pre-Certification will be valid for 60 days from the approval date.  Charges incurred for services 
performed without a valid pre-certification, except for emergencies, will not be eligible under this Plan. 

 

SITE OF SERVICE REQUIREMENT 

Procedures eligible in an ambulatory surgical center (ASC) setting, as determined by CMS guidelines, are 

required to be performed in an ASC to be considered eligible expenses.  This requirement may be waived 

if an ASC is not available within 50 miles or when extenuating medical conditions require a Hospital 

setting as determined by the Care Coordination vendor.  Procedures in a Hospital setting will be limited to 
the Allowed Charge for ASC services based on a maximum 250% of the CMS Geographic Practice Cost 

Index (GPCI) rate. 

 

 

WEIGHT MANAGEMENT BENEFIT 

This provision allows for Covered Persons to receive additional benefits for weight management when 
enrolled in the Lifestyle Health Plans disease management program.  Covered members participating in 

the program will receive the following benefits: 

 

Generic weight control prescription medication at no cost to the patient when the medication is 

prescribed by your physician and monitored on a regular basis. 

Reimbursement equal to 50% of a single plan gym membership up to a monthly maximum of $30 

per eligible member.  Some additional certification may be required including receipt/proof of 
purchase and a log which documents an established minimum number of visits. 

Co-pay reimbursement for weight loss counseling provided by your PPO Physician. 

  

Continued eligibility in the program will be determined by the disease management program coaching 

staff. 
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CASE MANAGEMENT 

When a catastrophic condition, such as a spinal cord Injury, cancer, AIDS or a premature birth occurs, a 

person may require long-term perhaps lifetime care.  After the person’s condition is diagnosed, he or she 

might need extensive services or might be able to be moved into another type of care setting -- even to his 

or her own home. 

Case Management is a program whereby a case manager monitors these patients and explores, discusses 

and recommends coordinated and/or alternate types of appropriate Medically Necessary care.  The case 

manager consults with the patient, the family and the attending Physician in order to develop a plan of 
care for approval by the patient’s attending Physician and the patient.  This plan of care may include some 

or all of the following: 

- personal support to the patient; 

- contacting the family to offer assistance and support; 

- monitoring Hospital or Skilled Nursing Facility; 

- determining alternative care options; and 

- assisting in obtaining any necessary equipment and services. 

Case Management occurs when this alternate benefit will be beneficial to both the patient and the Plan. 

The case manager will coordinate and implement the Case Management program by providing guidance 

and information on available resources and suggesting the most appropriate treatment plan.  The Claims 
Administrator, attending Physician, patient and patient’s family must all agree to the alternate treatment 

plan. 

Once agreement has been reached, the Claims Administrator will direct the Plan to reimburse for 

Medically Necessary expenses as stated in the treatment plan, even if these expenses normally would not 
be paid by the Plan. 

Each treatment plan is individually tailored to a specific patient and should not be seen as 

appropriate or recommended for any other patient, even one with the same diagnosis. 
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ONCOLOGY PHARMACEUTICAL AND CLINICAL MANAGEMENT 

This provision describes a special medical management program designed for certain aspects of care 

received by cancer patients who are a Covered Person under the Plan. 

This Plan has entered into an arrangement with an oncology program vendor, a company specializing in 

oncology management, to assist you and your oncologist during the course of cancer treatment when 
administered in an inpatient or outpatient setting (e.g., in the physician’s office or other covered 

outpatient setting). The program applies to the plan of treatment and oncology pharmaceuticals to be used 

in connection with your cancer treatment.  In order to receive benefit payments under the Plan, your 

oncologist’s plan of treatment must be received by the approved oncology program vendor, and 

must not be deemed Experimental and/or Investigational by the Plan Sponsor. 

In order to initiate these oncology management services, your oncologist should contact your Claims 

Administrator to verify Plan benefits.  At that time, your oncologist will be asked to contact the approved 
oncology program vendor and to provide to your assigned program’ Oncology Nurse Specialist (ONS) a 

copy of the treatment plan that your oncologist has prescribed for you.  Once the oncologist has contacted 

the approved oncology program vendor, your assigned ONS will contact you periodically to provide 
support, education, and answer any questions you might have about your disease and your treatment plan.  

Your assigned ONS will remain in contact with you and your oncologist for the duration of your 

treatment plan.   

Unless your oncologist has entered into an agreement with the approved oncology program vendor to 

accept other reimbursement rates, the payment for all radiation therapy, drugs and administration used in 

the treatment of cancer will be limited to the rate of 200% of Average Sales Price.  Claims submitted by 

Preferred Providers will be processed with the applicable network pricing, but the Claims Administrator 
and/or the approved oncology program reserves the right to review the charges and can instead apply the  

rate limitation set forth in this paragraph.    In the event the member has exhausted all other medical 

treatment plan options, there is an appeals process under this Plan to allow for further consideration. 

Average Sales Price is calculated by the Centers for Medicare and Medicaid (CMS) or, for medication, 

the pharmaceutical manufacturers and submitted to CMS on a quarterly basis within thirty (30) days of 

the close of each quarter. 
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ALCOHOLISM, DRUG ABUSE AND MENTAL ILLNESS BENEFITS 

This Benefit is subject to all the terms and provisions of this Plan, except as herein stated. 

A. DEFINITIONS 

Treatment Center:  Means: (1) a licensed medical care facility; (2) a licensed treatment facility for 

alcoholics; (3) a licensed treatment facility for drug abusers; (4) a licensed community mental health 
center or clinic; or (5) a licensed psychiatric hospital. 

Nervous or Mental Conditions:  Means those disorders specified in the Diagnostic and Statistical 

Manual of Mental Disorders of the American Psychiatric Association. 

Physician:  Means, in addition to the providers described in the "Definitions" section: (1) a licensed 

psychiatrist, psychologist, Advanced Registered Nurse Practitioner (ARNP) or licensed specialist clinical 

social worker (LSCSW); (2) a Certified Alcohol/Drug Counselor only when billing out of a licensed 

clinic or other Treatment Center; but (3) not the Employee, his spouse or the children, brothers, sisters, or 
parents of the Employee or his spouse. 

B. BENEFITS 

Benefits are payable for expense incurred by an Employee or Employee’s Dependent for inpatient 
treatment or alcoholism, drug abuse or Nervous or Mental Conditions and outpatient same as any other 

illness. 
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BENEFIT FOR PSYCHOTHERAPY PROVIDED BY A  

LICENSED SPECIALIST CLINICAL SOCIAL WORKER 

This Benefit is subject to all the terms and provisions of this Plan, except as herein stated. 

A. DEFINITIONS 

Social Worker:  Means a Licensed Specialist Clinical Social Worker (LSCSW). 

Psychotherapy:  Means the use of psychological and social methods within a professional relationship 
to: (1) assist the person to achieve a better psychosocial adaptation; (2) to acquire greater human 

realization of psychosocial potential and adaptation; (3) to modify internal and external conditions which 

affect individuals, groups or communities in respect to their intrapersonal and interpersonal processes.  
Forms of psychotherapy include, but are not limited to, individual psychotherapy, marital therapy, family 

therapy and group psychotherapy. 

B. BENEFITS 

Benefits will be paid for expenses incurred by a person covered for Psychotherapy provided by a Social 
Worker.  Benefits will be paid for services which are within the scope of the Social Worker’s license and 

which would be covered if provided by a Physician.  Benefits will be paid on the same basis as benefits 

are paid for mental illness under the above Benefit Section. 
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CONDITIONS OF COVERAGE 

EMPLOYEE ELIGIBILITY 

All Full-time Active Employees of the Employer.  An Employee is considered to be Full-Time if he or 

she normally works at least 30 hours per week earning W-2 wages from the Employer which are 

equivalent of at least the Federal Minimum Wage. 

Eligibility Requirements for Employee Coverage.  A person is eligible for Employee coverage from 

the first day that he or she is in a class eligible for coverage. 

 

DEPENDENT ELIGIBILITY 

If an Employee has a Dependent(s) on the date of his eligibility, then such Dependent(s) will be eligible 
for coverage on that date. 

If an Employee acquires a Dependent(s) after the date of his eligibility, then such Dependent(s) will be 

eligible for coverage on the date they are acquired. 

Adopted children are eligible for coverage on the date the child is placed with the Employee.  (Children 

are defined as up to age 26, terminating at the end of their 26th birthday month). 

Qualified Medical Child Support Orders (QMCSO’s): 

Employees with a domestic relations order (QDRO) may obtain a free copy of the QMCSO procedures 
from the Plan Administrator. 

 

EFFECTIVE DATE  

Employee Effective Date 

A. If the Employee completes the required enrollment forms on or before the date he is eligible, 

coverage will be effective on the first day of the month following the date he is eligible. 

B. If the Employee completes the required enrollment forms within 31 days after the date he is 

eligible, coverage will be effective on the first day of the month following the date the forms are 

completed. 

C. If the Employee completes the required enrollment forms more than 31 days after the date he is 
eligible - see the provisions under "Late Requests". 

D.   If the Employee completes the required enrollment forms within a valid renewal open enrollment, 

coverage will be effective on the first day of the new Plan Year. 

E. Except as required by applicable law, the Employee must be Actively at Work full time on the 

anticipated effective date of coverage.  Employees that do not meet this condition will be eligible 

for coverage on the first day of the month coinciding with or next following the date he is again 

Actively at Work.   
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Dependent Effective Date 

Coverage for the Employee's eligible dependent(s) becomes effective subject to the following conditions: 

A. If the Employee has eligible dependents on the date he first becomes eligible, the dependents' 

coverage becomes effective: 

(1) on the first day of the month following the date of his eligibility, provided the enrollment 

forms have been signed prior to that date. 

(2) if the enrollment forms are signed within 31 days after the date of his eligibility - on the 

first day of the month following the date the forms are signed. 

(3) if the enrollment forms are signed later than 31 days after the date of his eligibility - see 

the provisions under Late Requests. 

             (4)        if the enrollment forms are signed within a valid open enrollment, coverage will be   
                         effective on the first day of the new Plan Year.   

 

B.   If the Employee first acquires an eligible Dependent after the date of his eligibility, the 
Dependent's coverage becomes effective: 

(1) For Other Than Newborns and Adopted Children 

a. on the first day of the month following the date the dependent becomes eligible, 
provided the enrollment forms are signed prior to that date. 

b. if the enrollment forms are signed within 31 days after the date the dependent 

becomes eligible - on the first day of the month following the date the forms are 

signed. 

c. if the enrollment forms are signed later than 31 days after the date the dependent 

becomes eligible - see the provisions under Late Requests. 

(2) For newborns 

a. on the date of birth, continuing only until the mother's confinement ends and 

covering only professional and nursery charges for well-baby care during that 

time, unless the required enrollment forms are signed. 

b. if the enrollment forms are signed within 31 days after the date of birth - on the 
date of birth. 

c. if the enrollment forms are signed later than 31 days after the date of birth - see 

the provisions under Late Requests. 

(3) For Adopted Children 

a. If application is made before, on, or within 31 days after the date the child is 

placed with the employee, coverage will become effective on the date the child is 
placed with the Employee. 

b. If application is made more than 31 days after the date the child is placed with 

the Employee, see the provision under "Late Requests". 

C. If an Employee is already enrolled for full family coverage and acquires a new eligible 
dependent, coverage for the new dependent becomes effective on the date the dependent becomes 

eligible.  
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OPEN ENROLLMENT PERIOD FOR RENEWALS 

The open enrollment period cannot exceed thirty (30) days and must end no later than the renewal date.   

Documentation must be submitted within 7 days of the end of the enrollment period or the submission 

will be declined.  If more than two deductible options are offered, plan election will be subject to the 

following guidelines: 
(1) An Eligible Employee can elect to enroll in any offered plan with a higher deductible than their 

election the previous Plan Year.   

(2) When electing a plan with a lower deductible, the Eligible Employee may only elect the plan with 
the next lower deductible than the plan in which they were enrolled the previous Plan Year. 

    

LATE REQUESTS 

If an Employee fails to elect to participate in this program for himself and/or his Dependents within 31 

days of first becoming eligible to participate and he later wishes to apply for coverage for himself and/or 

his Dependents, the following rules apply:  

A. If the Employee has elected not to enroll himself or his Eligible Dependents because the 

Employee or his Dependents had other Creditable Coverage, and if the other Creditable Coverage 

terminates due to the exhaustion of COBRA coverage, or the Loss of Eligibility or because 
employer contributions ceased, he will have a special enrollment period of 31 days beginning on 

the date the other coverage ended. No waiting period will apply. Coverage will become effective 

on the first day of the month beginning after the date the Plan receives the completed enrollment 

form.  

 Loss of Eligibility means that coverage has been lost as a result of legal separation, divorce, 

death, termination of employment or reduction in the number of hours of employment. Loss of 

Eligibility does not include a loss of coverage due to failure of the Covered Person to pay 
premium on a timely basis or termination of coverage for cause (such as making a fraudulent 

claim or an intentional misrepresentation of a material fact in connection with the Plan).  

B. Effective April 1, 2009, Children’s Health Insurance Program Reauthorization Act of 2009 
(CHIPRA) special enrollment rights allows Employees and Eligible Dependents who lose 

Medicaid or CHIP coverage because of loss of eligibility for such coverage and the Employee 

requests coverage under the group health plan within 60 days of the loss of coverage; and when 

an Employee or Eligible Dependent  become eligible for a premium assistance subsidy under 
CHIP and the Employee requests coverage under the group health plan within 60 days after the 

date the Employee or Eligible Dependent becomes eligible for premium assistance subsidy.  No 

waiting period will apply. Coverage will become effective on the first day of the month beginning 
after the date the Plan receives the completed enrollment form.  

C.  If the Employee has elected not to enroll himself or his Eligible Dependents for any reason, he 

will have a special enrollment period of 31 days beginning on the date of marriage, birth, 

adoption or placement for adoption.  No waiting period will apply. If a spouse does not enroll at 
the time of marriage, the spouse can elect to be covered at the time of a birth or adoption when 

the child is added as a Dependent.  

 If coverage is chosen during this time frame, it will be effective:  

• For a marriage, on the first day of the month beginning after the date the Plan receives the 

completed enrollment form.  

• For a birth, the date of birth.  

• For an adoption or placement for adoption, the date of adoption or placement.  
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D. If the Employee has elected not to enroll himself or his Eligible Dependents within 31 days (or 60 

days for CHIPRA) of first becoming eligible to participate, he will not be allowed to enroll in this 
Plan unless he fully meets the requirements listed above in A, B, or C.  

 

 

TERMINATION OF COVERAGE 

1. Coverage under a Benefit Section will end: (a) if the Employee does not pay, when due, any required 

contributory premium; (b) if the Employee asks to end coverage (Subject to Section 125 Plan rules); 

(c) when the Employee becomes a member of any military, naval or air force on active duty; (d) when 
any continuation of coverage ends, if the Employee does not return to work for the employer; (e) 

when this Plan terminates; (f) at the end of the month in which the Employee's status as an Eligible 

Employee ends. 

2. Dependents coverage under a Benefit Section will end: (a) if he does not pay, when due, any required 

contributory premium for the Dependent's coverage; (b) if the Dependent asks to end the coverage 

(Subject to Section 125 Plan rules); (c) when the dependent becomes a member of any military, naval 

or air force on active duty; (d) when employee coverage ends; (e) when Dependents coverage ends 
for his coverage class; (f) when this Plan terminates; (g) at the end of the month in which his status as 

a Dependent ends. 

 However, coverage can be continued for an unmarried child who reaches the limiting age but is 
incapable of self-support due to mental retardation or severe physical handicap.  A special application 

is required which must be completed and submitted to the Claims Administrator within 31 days of the 

child's attainment of the limiting age. 

 

RESUMPTION OF COVERAGE 

If an Employee's coverage has terminated due to leave of absence, temporary layoff, reduction of hours, 

or re-hire of not more than three months he may resume his coverage on the first day of the month 
coinciding with or next following the date he is again Actively at Work.  The required forms must be 

submitted within 31 days of the date he is again Actively at Work.  Two additional conditions must also 

be met.  He must otherwise be eligible for coverage and his premium must be paid.  If Employee is not at 
work, or is Disabled, on the date coverage would resume, the resumption of coverage will be delayed as 

provided in the Effective Date of Individual Coverage provision.  If a Dependent is confined in a Hospital 

or unable to do his normal activities on the date coverage would resume, the resumption of his coverage 

will also be so delayed.  If You are not Actively at Work due to Hospital Confinement or Disability, or 
your Dependent is confined in a Hospital or unable to do his normal activities on the date coverage would 

resume, this provision will not apply to Comprehensive Medical coverage. 

An Employee who starts Active Work after leave of absence, layoff or re-hire of more than three months 
must apply as a new Employee and must also complete the required length of service.  Coverage shall 

become effective as provided. 
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FAMILY AND MEDICAL LEAVE ACT CONTINUATION 

If Employee is on Leave of absence from work with the Employer under the FMLA, coverage may be 
continued as if Employee was Active at Work. 

FMLA Continuation will end on the earliest of: 

 The end of any 12 weeks which occur within 12 months of the date Employee’s FMLA absence 

began; 

 The end of the period for which premium is paid; 
 The date the Employer terminates coverage for any reason; or 

 The date the Plan terminates. 
 



 

35                                                                                                      

VerPPO10012020 

 

COORDINATION OF BENEFITS 

A. DEFINITIONS 

Coordination of Benefits: Taking other Plans into account when paying benefits under this Plan. 

Plan: Any plan that provides benefits or services for medical, dental or vision care on a group basis. 

"Plan" includes group and blanket insurance and self-insured and prepaid plans. It includes government 
plans and plans required or provided by statute, except Medicaid. "Plan" shall be treated separately for 

each contract or other program for benefits or services. "Plan" shall be treated separately for that part of a 

Plan which reserves the right to coordinate with benefits or services of other Plans and that part which 
does not. 

Allowable Expenses: Necessary, usual and customary expenses incurred. A part of the expenses must be 

paid under at least one of the Plans. When a Plan provides benefits by services, the cash value of each 

service will be treated as both an Allowable Expense and a benefit paid. 

B. WHEN COORDINATION OF BENEFITS APPLIES 

Coordination will apply when benefits that would be paid under all Plans exceed Allowable Expenses 

incurred. 

C. LIMITATION OF BENEFITS UNDER COORDINATION 

When Coordination of Benefits applies, benefits payable under this Plan may be reduced. Benefits will be 

reduced so that the sum of the benefits paid under this Plan, plus benefits payable under all other Plans, 
does not exceed total Allowable Expenses. Benefits ‘payable’ under other Plans include benefits that 

would be paid had you made claim. 

D. RULES FOR COORDINATION OF BENEFITS PROVISION 

When a person is covered by two (2) or more plans, the rules for determining the order of benefit 
payments are as follows: 

1. The primary plan must pay or provide its benefits as if the secondary plan or plans did not exist. 

2. A plan that does not contain a coordination of benefits provision that is consistent with this RULES 

FOR COORDINATION OF BENEFITS PROVISION is always primary. There is one exception: 

coverage that is obtained by virtue of membership in a group and designed to supplement a part of a 
basic package of benefits may provide that the supplementary coverage shall be excess to any other 

parts of the plan provided by the contract holder. Examples of these types of situations are major 

medical coverages that are superimposed over base plan hospital and surgical benefits, and 
insurance type coverages that are written in connection with a closed panel plan to provide out-of-

network benefits. 

3. A plan may consider the benefits paid or provided by another plan only when it is secondary to that 

other plan. 

4. Order of Benefit Determination 

The first of the following rules that describes which plan pays its benefits before another plan is the 

rule to use: 

a. Non-Dependent or Dependent 

The plan that covers the person other than as a dependent, for example as an employee, 
member, subscriber or retiree, is primary and the plan that covers the person as a dependent is 

secondary. However, if the person is a Medicare beneficiary, and, as a result of the provisions 

of Title XVIII of the Social Security Act and implementing regulations, Medicare is; 

(1) Secondary to the plan covering the person as a dependent; and 

(2) Primary to the plan, covering the person as other than a dependent (e.g. a retired 

employee), then the order of benefits is reversed so that the plan covering the person as 
an employee, member, subscriber or retiree is secondary and the other plan is primary. 
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b. Child Covered Under More Than One Plan 

(1) The primary plan is the plan of the parent whose birthday is earlier in the year if: 

(i) The parents are married; 

(ii) The parents are not separated (whether or not they ever have been married); or 

(iii) A court decree awards joint custody without specifying that one parent has the 

responsibility to provide health care coverage. 

(2) If both parents have the same birthday, the plan that has covered either of the parents 
longer is primary. 

(3) If the specific terms of a court decree state that one of the parents is responsible for the 
child’s health care expenses or health care coverage and the plan of that parent has actual 

knowledge of those terms, that plan is primary. If the parent with financial responsibility 

has no coverage for the child’s health care services or expenses, but that parent’s spouse 
does, the spouse’s plan is primary. This subparagraph shall not apply with respect to any 

claim determination period or plan year during which benefits are paid or provided before 

the entity has actual knowledge. 

(4) If the parents are not married or are separated (whether or not they ever were married) or 

are divorced, and there is no court decree allocating responsibility for the child’s health 
care services or expenses, the order of benefit determination among the plans of the 

parents and the parent’s spouses (if any) is: 

(i) The plan of the custodial parent; 

(ii) The plan of the spouse of the custodial parent; 

(iii) The plan of the non-custodial parent; and then 

(iv) The plan of the spouse of the non-custodial parent. 

c. Active or Inactive Employee 

 The plan that covers a person as an employee who is neither laid off nor retired (or as that 

employee’s dependent) is primary. If the other plan does not have this rule; and if, as a result, 

the plans do not agree on the order of benefits, this rule is ignored. Coverage provided an 

individual as a retired worker and as a dependent of that individual’s spouse as an active worker 
will be determined under Subsection 4(a). 

d. Continuation Coverage 

 If a person whose coverage is provided under a right of continuation pursuant to federal or state 
law also is covered under another plan, the plan covering the person as an employee, member, 

subscriber or retiree (or as that person’s dependent) is primary and the continuation coverage is 

secondary. 

 If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of 

benefits, this rule is ignored. 

e. Longer or Shorter Length of Coverage 

If the preceding rules do not determine the order of benefits, the plan that covered the person 

for the longer period of time is primary. 

(1) To determine the length of time a person has been covered under a plan, two plans shall 

be treated as one if the covered person was eligible under the second within twenty-four 
(24) hours after the first ended. 

(2) the start of a new plan does not include: 

(i) A change in the amount of scope of a plan’s benefits; 

(ii) A change in the entity that pays, provides or administers the plan’s benefits; or 

(iii) A change from one type of plan to another (such as, from a single employer plan to 

that of a multiple employer plan). 
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(3) The person’s length of time covered under a plan is measured from the person’s first date 

of coverage under that plan. If that date is not readily available for a group plan, the date 
the person first became a member of the group shall be used as the date from which to 

determine the length of time the person’s coverage under the present plan has been in 

force. 

f. If none of the preceding rules determines the primary plan, the allowable expenses shall be 
shared equally between the plans. 

E. COORDINATION BENEFITS NOT CHARGED TO BENEFIT LIMIT 

If benefits paid under this Plan are reduced because of coordination, each will be reduced proportionately. 

Only the amount actually paid will be charged against any benefit limit. 

F. RIGHT TO EXCHANGE INFORMATION 

Information may be released to, or obtained from, any other organization or person necessary for 

Coordination of Benefits. This will not require the consent of, or notice to, any person insured. The 

Employee is required to provide information necessary for Coordination of Benefits. 

G. RIGHT TO MAKE PAYMENTS TO ANOTHER PLAN 

Coordination may result in another plan making payments which should have been made by this Plan. 

This Plan will then pay the other Plan all such amounts which would otherwise have been paid directly to 
the Employee. 

H. RIGHT TO RECEIVE PAYMENTS 

If coordination results in overpayments, the Plan has the right to recover the excess amounts paid. 
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THIRD PARTY RECOVERY PROVISION 

RIGHT OF SUBROGATION AND REFUND 

When this provision applies.  The Covered Person may incur medical or dental charges due to 

Injuries which may be caused by the act or omission of a Third Party or a Third Party may be 

responsible for payment.  In such circumstances, the Covered Person may have a claim against that 
Third Party, or insurer, for payment of the medical or dental charges.  The Plan shall have no 

obligation to pay any medical or dental benefits incurred on account of Injury or Sickness caused by a 

responsible Third Party.  Accepting benefits under this Plan for those incurred medical or dental 
expenses automatically assigns to the Plan any rights the Covered Person may have to Recover 

payments from any Third Party or insurer.  This Subrogation right allows the Plan to pursue any claim 

which the Covered Person has against any Third Party, or insurer, whether or not he Covered Person 

chooses to pursue that claim.  The Plan may make a claim directly against the Third Party or insurer, 
but in any event, the Plan has a lien on any amount Recovered by the Covered Person whether or not 

designated as payment for medical and dental expenses.  This lien shall remain in effect until the Plan 

is repaid in full. 

The payment for benefits received by a Covered Person under the Plan shall be made in accordance 

with the assignment of rights by or on behalf of the Covered Person as required by Medicaid. 

In any case in which the Plan has a legal liability to make payments for benefits received by a Covered 
Person, to the extent that payment has been made through Medicaid, the payment for benefits under the 

Plan shall be made in accordance with any state law that has provided that the state has acquired the 

rights of the Covered Person to the payments of those benefits. 

The Covered Person: 

(1) automatically assigns to the Plan his or her rights against any Third Party or insurer when 

this provision applies; and 

(2) must repay to the Plan all benefits paid on his or her behalf out of the Recovery made from 
the Third Party or insurer. 

Amount subject to Subrogation or Refund.  The Covered Person agrees to recognize the Plan’s right 

to Subrogation and reimbursement.  These rights provide the Plan with a 100%, first dollar priority 
over any and all Recoveries and funds paid by a Third Party to a Covered Person relative to the Injury 

or Sickness, including a priority over any claim for non-medical or dental charges, attorney fees, or 

other costs and expenses.  Accepting benefits under this Plan for those incurred medical or dental 

expenses automatically assigns to the Plan any and all rights the Covered Person may have to recover 
payments from any responsible third party.  Further, accepting benefits under this Plan for those 

incurred medical or dental expenses automatically assigns to the Plan the Covered Person’s Third Party 

Claims. 

Notwithstanding its priority to funds, the Plan’s Subrogation and Refund rights, as well as the rights 

assigned to it, are limited to the extent to which the Plan has made, or will make, payments for medical 

or dental charges as well as any costs and fees associated with the enforcement of its rights under the 

Plan.  The Plan reserves the right to be reimbursed for its court costs and attorneys’ fees if the Plan 
needs to file suit in order to Recover payment for medical or dental expenses from the Covered Person.  

Also, the Plan’s right to Subrogation still applies if the Recovery received by the Covered Person is 

less than the claimed damage, and, as a result, the claimant is not made whole. 

When a right or Recovery exists, the Covered Person will execute and deliver all required instruments 

and papers as well as doing whatever else is needed to secure the Plan’s right of Subrogation as a 

condition to having the Plan make payments.  In addition, the Covered Person will do nothing to 
prejudice the right of the Plan to Subrogate. 
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Conditions Precedent to Coverage.  The Plan shall have no obligation to pay any medical or dental 

benefits incurred on account of Injury or Sickness caused by a responsible Third Party.  The Plan shall 
have no obligation whatsoever to pay medical or dental benefits to a Covered Person if a Covered 

Person refuses to cooperate with the Plan’s reimbursement and Subrogation rights or refuses to execute 

and deliver such papers as the Plan may require in furtherance of its reimbursement and Subrogation 
rights.  Further, in the event the Covered Person is a minor, the Plan shall have no obligation to pay 

any medical or dental benefits incurred on account of Injury or Sickness caused by a responsible Third 

Party until after the Covered Person or his authorized legal representative obtains valid court 

recognition and approval of the Plan’s 100%, first dollar reimbursement and Subrogation rights on all 
Recoveries, as well as approval for the execution of any papers necessary for the enforcement thereof, 

as described herein. 

Defined terms.  “Covered Person” means anyone covered under the Plan, including minor dependents. 

“Recover,” “Recovered,” “Recovery” or “Recoveries” means all monies paid to the Covered Person by 

way of judgment, settlement, or otherwise to compensate for all losses caused by the Injury or 

Sickness, whether or not said losses reflect medical or dental charges covered by the Plan.  
“Recoveries” further includes, but it is not limited to, recoveries for medical or dental expenses, 

attorneys’ fees, costs and expenses, pain and suffering, loss of consortium, wrongful death, lost wages 

and any other recovery of any form of damages or compensation whatsoever. 

“Refund” means repayment to the Plan for medical or dental benefits that it has paid toward care and 
treatment of the Injury or Sickness. 

“Subrogation” means the Plan’s right to pursue and place a lien upon the Covered Person’s claims for 

medical or dental charges against the other person. 

“Third Party” means any Third Party including another person or a business entity. 

Recovery from another plan under which the Covered Person is covered.  This right of Refund 

also applies when a Covered Person Recovers under an uninsured or underinsured motorist plan 

(which will be treated as Third Party coverage when reimbursement or Subrogation is in order), 
homeowner’s plan, renter’s plan, medical malpractice plan or any liability plan. 

Rights of Claims Administrator.  The Claims Administrator has a right to request reports on and 

approve of all settlements. 

Assignment of rights.  As a condition to the Plan making payments for any medical or dental charges 

the Covered Person must assign to the Plan his or her rights to any recovery arising out of or related to 

any act or omission that caused or contributed to the Injury or Sickness for which such benefits are to 
be paid.  The scope of this assignment is consistent with the amount subject to subrogation or refund 

set forth above. 
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CONTINUATION COVERAGE 

As you may be aware, the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”) 

enables employees that experience a “qualifying event” to continue group health plan coverage for 18, 29, 

or 36 months depending upon the nature of the “qualifying event”. 

COBRA continuation coverage can become available to you and to other members of your family who 
are covered under a group health plan when you or your covered family members would otherwise lose 

your group health coverage.  This section of your Summary Plan Description explains COBRA 

continuation coverage, when it may become available to you and your family, and what you need to do to 
protect the right to receive it. 

Description of COBRA Continuation Coverage 

COBRA continuation coverage is a continuation of group health coverage when coverage would 
otherwise end because of an event known as a “qualifying event.”  Specific qualifying events are listed 

below.  COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”  

A qualified beneficiary is someone who will lose coverage under a group health plan because of a 

qualifying event.  Depending on the type of qualifying event, employees, spouses of employees, and 
dependent children of employees may be qualified beneficiaries.  Qualified beneficiaries who elect 

COBRA continuation coverage must pay for COBRA continuation coverage, excluding coverage under 

any Plan providing only an Employee Assistance Plan. 

Qualifying Events 

If you are an employee, you will become a qualified beneficiary if you lose group health plan coverage 

because either one of the following qualifying events happens: 

 (1) Your hours of employment are reduced, or 

 (2) Your employment ends for any reason other than your gross misconduct. 

If you are a spouse of an employee, you will become a qualified beneficiary if you lose group health plan 

coverage because any of the following qualifying events happens: 

 (1) Your spouse dies; 

 (2) Your spouse’s hours of employment are reduced; 

 (3) Your spouse’s employment ends for any reason other than his or her gross misconduct; 

 (4) Your spouse becomes enrolled in Medicare (under Part A, Part B, or both); or 

 (5) You become divorced or legally separated from your spouse. 

Your dependent children will become qualified beneficiaries if they lose group health plan coverage 

because of any of the following qualifying events happens: 

 (1) The parent-employee dies; 

 (2) The parent-employee’s hours of employment are reduced; 

 (3) The parent-employee’s employment ends for any reason other than his or her gross 
misconduct; 

 (4) The parent-employee becomes enrolled in Medicare (under Part A, Part B, or both); 

 (5) The parents become divorced or legally separated; or  

 (6) The child stops being eligible for coverage under the plan as a “dependent child.” 

When COBRA Continuation Coverage is Available 

COBRA continuation coverage will be offered to qualified beneficiaries only after the Administrator has 

been timely notified that a qualifying event has occurred.  When the qualifying event is the end of 

employment or reduction of hours of employment, death of the employee, or the employee’s becoming 
enrolled in Medicare (under Part A, Part B, or both), the Employer must notify the Administrator of the 

qualifying event within 30 days of any of these events. 
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Group Health Plans Subject to COBRA 

COBRA generally applies to all private-sector group health plans maintained by employers that have at 

least 20 employees on more than 50 percent of its typical business days in the previous calendar year.  

Both full- and part-time employees are counted to determine whether a plan is subject to COBRA.  Each 
part-time employee counts as a fraction of a full-time employee, with the fraction equal to the number of 

hours that the part-time employee worked divided by the hours an employee must work to be considered 

full time.  Small group State Continuation does not apply to self-funded or level-funded employer plans. 

COBRA also applies to plans sponsored by state and local governments.  The law does not apply, 
however, to plans sponsored by the Federal Government or by churches and certain church-related 

organizations.   

A Qualified Beneficiary Must Give Notice of Some Qualifying Events 

For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent 

child’s losing eligibility for coverage as a dependent child), a qualified beneficiary must provide written 

notice of the qualifying event to the Administrator within 60 days after the qualifying event occurs, using 
the group health plan’s notice procedures.  If written notice of the qualifying event is not provided to the 

Administrator within this 60-day period, a spouse or dependent child that would otherwise lose group 

health plan coverage will not be given the opportunity to continue coverage. 

How COBRA Continuation Coverage is Provided 

Once the Administrator receives a timely notice that a qualifying event has occurred, COBRA 

continuation coverage will be offered to the qualified beneficiaries who are recognized by the group 

health plan as being entitle to elect COBRA continuation coverage with respect to the qualifying event.  
Each qualified beneficiary will have an independent right to elect COBRA continuation coverage.  A 

covered employee or a qualified beneficiary that is (or was) the spouse of the covered employee may elect 

COBRA continuation coverage on behalf of all other qualified beneficiaries with respect to the qualifying 

event.  In addition, a parent or legal guardian may elect COBRA continuation coverage on behalf of a 
minor child. 

A qualified beneficiary must elect COBRA continuation coverage within 60 days after the date notice of 

the right to elect COBRA continuation coverage is provided to the qualified beneficiary.  If a qualified 
beneficiary does not elect continuation coverage within the 60-day election period, the qualified 

beneficiary will lose his or her right to elect continuation coverage. 

The Trade Act of 2002 created a second 60-day election period for certain individuals that become 
eligible for trade adjustment assistance pursuant to the Trade Act of 1974 (“TAA-eligible individuals”).  

In general, if a TAA-eligible individual loses health benefits coverage as a result of becoming a TAA-

eligible individual (a “TAA-related loss of coverage”) but does not elect COBRA continuation coverage 

within the general 60-day COBRA election period, the TAA-eligible individual may elect COBRA 
continuation coverage during the 60-day period beginning on the first day of the month in which he or she 

is determined to be a TAA-eligible individual, so long as the election is made no later than 6 months after 

the date of the TAA-related loss of coverage.  More information about the Trade Act of 2002 is available 
at www.doleta.gov/tradeact/2002act_index.asp. 

Length of COBRA Continuation Coverage 

COBRA continuation coverage is a temporary continuation of coverage.  When the qualifying event is the 
death of the employee, the employee’s becoming enrolled in Medicare (under Part A, Part B, or both),  

your divorce or legal separation, or a dependent child’s losing eligibility as a dependent child under the 

group health plan, COBRA continuation coverage may last for up to a total of 36 months after the date of 

the qualifying event. 

When the qualifying event is the end of employment or reduction of the employee’s hours of employment 

and the employee became enrolled in Medicare less than 18 months before the qualifying event, COBRA 

continuation coverage for qualified beneficiaries other than the employee may last for up to 36 months 

http://www.doleta.gov/tradeact/2002act_index.asp
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after the date of enrollment in Medicare.  For example, if a covered employee becomes enrolled in 

Medicare 8 months before the date on which his employment terminates, COBRA continuation coverage 
for his spouse and children can last up to 36 months after the date of Medicare enrollment, which is equal 

to 28 months after the date of the qualifying event (36 months minus 8 months). 

 
When the qualifying event is the end of employment or reduction of the employee’s hours of 

employment, COBRA continuation coverage generally lasts for only up to a total of 18 months after the 

date of the qualifying event. 

Disability Extension of 18-Month Period of Continuation Coverage 
If any qualified beneficiary is determined by the Social Security Administration (SSA) to be disabled and 

a qualified beneficiary provides timely written notice of the disability to the Administrator, all qualified 

beneficiaries receiving COBRA continuation coverage with respect to the same covered employee may be 
entitled to receive up to 11 additional months of COBRA continuation coverage, for a total maximum of 

up to 29 months after the date of the qualifying event.  The SSA’s determination of disability must occur 

during the first 60 days after the date of the qualifying event, and the disability must last at least until the 
end of the first 18 months after the date of the qualifying event.  In general, a qualified beneficiary giving 

notice of a disability must provide written notice of the SSA’s determination to the Administrator within 

60 days after the latest of (i) the date of the SSA’s determination, (ii) the date of the qualifying event, or 

(iii) the date the qualified beneficiary loses (or would lose) coverage under the Plan as a result of the 
qualifying event.  In all events, a qualified beneficiary must give notice of a disability before the end of 

the first 18 months after the date of the qualifying event.  The qualified beneficiary must follow the notice 

procedures specified below (see “Notice Procedures”).  Notice must be given to the Administrator.  If the 
notice procedures are not followed or timely written notice is not provided, there will be no extension of 

COBRA continuation coverage. 

Each qualified beneficiary who has elected continuation coverage with respect to the same covered 

employee will be entitled to the 11-month disability extension if one of them qualifies.  If the disabled 
qualified beneficiary is determined by the SSA to no longer be disabled, written notice of that fact must 

be given within 30 days after the SSA’s determination using the notice procedures specified below (see 

“Notice Procedures”).  Notice must be given to the Administrator.  Continuation coverage will cease for 
all qualified beneficiaries on the first day of the month that is 30 days after the date the SSA determines 

that the qualified beneficiary is no longer disabled, coverage for all qualified beneficiaries may be 

retroactively cancelled and restitution to the group health plan may be required. 

Second Qualifying Event Extension of 18-Month Period of Continuation Coverage 

If, while receiving 18 months of COBRA continuation coverage, a qualified beneficiary experiences 

another qualifying event that would have caused the qualified beneficiary to lose group health plan 

coverage if the first qualifying event had not occurred, the qualified beneficiary may get up to 18 
additional months of COBRA continuation coverage, for a maximum of up to 36 months, if timely 

written notice of the second qualifying event is properly given to the Administrator.  This extension may 

be available to the spouse and any dependent children receiving continuation coverage if the employee or 
former employee dies, becomes enrolled in Medicare (Part A, Part B, or both), or gets divorced or legally 

separated, or if the dependent child stops being eligible under the group health plan as a dependent child, 

but only if the event would have caused the spouse or dependent child to lose coverage under the group 
health plan had the first qualifying event not occurred.  In all of these cases, timely written notice of the 

second qualifying event must be given within 60 days after the date of the second qualifying event.  The 

qualified beneficiary must follow the notice procedures specified below (see “Notice Procedures”).   

Notice must be given to the Administrator.  If the notice procedures are not followed or timely written 
notice is not provided, there will be no extension of COBRA continuation coverage. 

Health Care Flexible Spending Account Plan 

Notwithstanding the foregoing provisions, COBRA continuation coverage will not be made available to 
any qualified beneficiary under a plan constituting a health care spending account plan for any plan year 

after the end of the plan year in which a qualifying event occurs if the following conditions are satisfied:  

(i) the plan is a health care spending account plan and excepted from compliance under the Health 
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Insurance Portability and Accountability Act of 1996 (“HIPAA”), and (ii) the annual premium payment 

for COBRA continuation coverage equals or exceeds the maximum available under the plan for the plan 
year. 

 

Notice Procedures 

Any notice you provide must be in writing.  Oral notice, including notice by telephone, is not acceptable.  

You must deliver your written notice to the Administrator listed at the beginning of this Summary Plan 

Description.  If you mail your notice, it must be postmarked not later than the last day of the required 

notice period. 

 Any notice you provide must include the following: 

 The name of the group health plan. 

 The name and address of the employee covered under the group health plan. 

 The name(s) and address(s) of the qualified beneficiary(ies). 

 If the notice is a notice of qualifying event or second qualifying even, the name of the 

qualifying event and the date it happened. 

If the qualifying event is divorce or legal separation, the notice also must include a copy of the divorce 
decree or decree of legal separation.  A notice of disability also must include the name of the disabled 

qualified beneficiary and a copy of the SSA’s determination.  If a qualified beneficiary is determined by 

the SSA to no longer be disabled, the notice of such determination also should include a copy of the 
SSA’s determination. 

Notice of a qualifying event or disability determination must be given using the group health plan’s form.  

A copy of the necessary form may be obtained without charge by contacting the Administrator. 

Electing Continuation Coverage 

To elect continuation coverage, you must complete the group health plan’s election form and furnish it 

according to the directions of the form and the notice procedures specified above (see “Notice 

Procedures”).  A copy of the required election form may be obtained from the Administrator at no charge.  
Failure to make a timely written election will result in loss of the right to elect continuation coverage 

under the group health plan. 

Each qualified beneficiary has a separate right to elect continuation coverage.  For example, the 
employee’s spouse may elect continuation coverage even if the employee does not.  Continuation 

coverage may be elected for only one, several, or for all dependent children who are qualified 

beneficiaries.  A covered employee or a qualified beneficiary that is (or was) the spouse of the covered 

employee may elect COBRA continuation coverage on behalf of all other qualified beneficiaries with 
respect to the qualifying event.  In addition, a parent or legal guardian may elect COBRA continuation 

coverage on behalf of a minor child. 

In considering whether to elect continuation coverage, you should take into account that a failure to 
continue your group health coverage will affect your future rights under federal law.  You should take 

into account that you have special enrollment rights under federal law.  You have the right to request 

special enrollment in another group health plan for which you are otherwise eligible (such as a plan 

sponsored by your spouse’s employer) within 30 days after your group health coverage ends because of 
the qualifying event listed above.  You will also have the same special enrollment right at the end of 

continuation coverage if you get continuation coverage for the maximum time available to you. 

Additional information about whether to elect COBRA continuation coverage is available in Notice 98-
12, which was prepared by the Internal Revenue Service and the Department of Labor and is available on 

the internet at www.dol.gov/ebsa.  You may also contact the Administrator to obtain a copy of Notice 98-

12. 

 

http://www.dol.gov/ebsa


 

44                                                                                                      

VerPPO10012020 

 

Cost of Continuation Coverage 

Generally, each qualified beneficiary is required to pay the entire cost of continuation coverage.  The 
amount a qualified beneficiary will be required to pay may not exceed 102 percent (or, in the case of an 

extension of continuation coverage due to disability, 150 percent) of the cost to the group health plan 

(including both employer and employee contributions) for coverage of a similarly situated plan participant 

or beneficiary who is not receiving continuation coverage.  You should contact the Administrator for the 
required payment for continuation coverage. 

The Trade Act of 2002 created a tax credit for certain individuals who become eligible for trade 

adjustment assistance and for certain retired employees who are receiving pension payments from the 
Pension Benefit Guaranty Corporation (the “PBGC”).  Under these tax provisions, eligible individuals can 

either take a tax credit or get advance payment of 65% of premiums paid for qualified health insurance, 

including continuation coverage.  If you have questions about these tax provisions, you may call the 
Health Coverage Tax Credit Customer Contact Center toll-free at 1-866-628-4282.  TTD/TTY callers may 

call toll-free at 1-866-626-4282.  More information about the Trade Act is also available at 

www.doleta.gov/tradeact/2002act_index.asp. 

Payment for Continuation Coverage 

If you elect continuation coverage, you do not have to send any payment with the election form, but you 

will not be covered under the group health plan until you make timely payment.  You must make your first 

payment for continuation coverage not later than 45 days after the date of your election.  (The date of your 
election is the date the election form is postmarked, if mailed.)  If you do not make your first payment for 

continuation coverage in full within this 45-day period, you will lose all COBRA continuation coverage 

rights under the group health plan. 

After you make your first payment for continuation coverage, you will be required to make periodic 

payments for each subsequent month of coverage.  Although periodic payments are due on the applicable 

due date, you will be given a grace period of 30 days to make each periodic payment.  Your continuation 

coverage will be provided for each month as long as payment for that month is made before the end of the 
grace period for that payment.  If you do not make your payment on the applicable due date, however, the 

group health plan may elect to suspend your coverage until payment is made, with coverage reinstated 

retroactively if payment is made within the grace period.  If your coverage is suspended, any claim you 
submit for benefits while your coverage is suspended may be denied and may have to be resubmitted once 

your coverage is reinstated.  If you fail to make a periodic payment before the end of the grace period for 

that payment, you will lose all rights to COBRA continuation coverage under the group health plan. 

You are responsible for making sure your payment amounts are correct.  You may contact the 
Administrator to confirm the correct amount of your payments.  Your payments for continuation coverage 

must be sent to the Administrator listed at the beginning of this Summary Plan Description. 

Early Cessation of COBRA Continuation Coverage 

COBRA continuation coverage will be terminated prior to the expiration date of the continuation period 

otherwise applicable (see “Length of COBRA Continuation Coverage” above) under the following 

circumstances: 

 The employer (including any affiliate of the employer) ceases to provide any group health 

plan to any employee; 

 Any required premium is not paid in full on time;  

 A qualified beneficiary becomes covered, after electing COBRA continuation coverage, 

under another group health plan that does not contain any exclusion or limitation with 
respect to any pre-existing condition (other than an exclusion or limitation that does not 

apply to, or is satisfied by, such beneficiary by reason of chapter 100 or title 26, part 7 of 

subtitle B of ERISA); 

http://www.doleta.gov/tradeact/2002act_index.asp
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 A qualified beneficiary becomes enrolled in Medicare (Part A, Part B, or both) after 

electing COBRA continuation coverage; or 

 

 If a qualified beneficiary is receiving extended disability coverage, upon a final 

determination under Title II or XVI of the Social Security Act that the disabled qualified 

beneficiary is no longer disabled, in which case coverage will end the month that begins 

more than 30 days following the date of such determination. 

Continuation coverage may also be terminated for any reason the group health plan would terminate 
coverage of a participant or dependent not receiving continuation coverage (such as fraud). 

 

 

TERMINATION OF CONTINUED COVERAGE: 

 

Continued coverage will be terminated prior to the expiration date of the continuation period under the 
following circumstances.  Continuation coverage would terminate on the earlier of: 

1. The date the Employer ceases to provide any group health plan to its employees; 

2. The date the individual fails to pay the applicable premium on a timely basis; 

3. The date the individual becomes covered under Medicare. 

4. The date the individual becomes covered under any other group health plan.  
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MEDICARE PROVISIONS (COBRA) 

This provision applies only: while the Employee is Actively at Work and not retired; and while the 
Employee and his covered spouse, if any, are at least 65 years of age. 

To the extent that the Employee, or his spouse, are not eligible for Medicare benefits due to the 

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), benefits under the Contract will 
be paid primary to Medicare. 

Benefits for persons who are eligible for Medicare will be paid secondary to Medicare based on 

coordination of benefits guidelines whether or not the Covered Person actually enrolls for any part of 
Medicare.  We assume no responsibility if Medicare denies benefits on the basis that they should be 

paid by the Plan, nor will the Plan pay benefits in place of Medicare benefits that may be so denied. 

 

 

 

RIDER PROVIDING BENEFITS PRIMARY TO 

MEDICARE FOR END STAGE RENAL DISEASE 

This rider is added to and made a part of the Employee Booklet and is subject to all of the terms and 
provisions, of this Plan except as stated below. 

Benefits payable for end stage renal disease (ESRD) will be primary to Medicare for a 30 month period, if 

the Employee or his Dependent: 

1. are entitled to Social Security benefits solely on the basis of ESRD; and 

2. began treatment for ESRD on or after February 1, 1990. 

The 30 month period, referred to above, will begin on the earlier of: 

1. the date on which the Employee or his Dependent becomes entitled under 42 USCS, Section 
426-1; 

2. the date on which the Employee or his Dependent would have been entitled even if application 

under Medicare hadn’t been made. 

At the end of the 30 month period, ESRD benefits will be primary under Medicare and secondary under 

this Plan. 

Regardless of network participation status, in order to receive benefit payments, the Provider and treatment 
plan must be pre-certified and approved by the Plan’s Utilization Review Organization. 
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CLAIMS PAYMENTS 

PAYING BENEFITS FROM THE PLAN 

This provision provides for the efficient and proper payment of benefits from this Plan. Payment by the 

Claims Administrator is based on data furnished by the Employee or Dependent (collectively, 
“Claimants”). In order to collect benefits under the Plan, the Claimant must first provide information as to 

the validity of the claim for benefits. The initial claim must be submitted to the Claims Administrator 

within 6 months from the date the expense was incurred.  

Notwithstanding any provision in the Plan to the contrary, a termination of the Employer’s contractual 

relationship with the Claims Administrator for any reason relating to services provided under the Plan 

(“Administrative Services Agreement”), including, but not limited to, Employer’s termination of the 

Plan or a termination due to the Employer’s failure to remit all required premiums as provided in the 
Administrative Services Agreement between the Employer and the Claims Administrator, will result in 

no benefits being paid by the Claims Administrator for expenses submitted after such termination date, 

regardless of the date the charges were incurred, except as may be determined by the Claims 

Administrator consistent with the Administrative Services Agreement. In such event, the Employer or 
successor claims administrator designated by the Employer will be solely responsible for any benefits 

payable under the Plan in such event and substituted for the Claims Administrator in all respects. In the 

event that that the Administrative Services Agreement is terminated as provided in this paragraph, the 
Claims Administrator will cease to have any role or responsibility under the Plan related to periods after 

the date of termination of the Administrative Services Agreement, except as determined by the Claims 

Administrator consistent with the Administrative Services Agreement. The terms of the Administrative 

Services Agreement are incorporated into and made part of the Plan by reference for purposes of this 
paragraph. 

For ease of administration, a "Request for Benefits" form is provided to the Claimant when requested from 

the Claims Administrator. These forms, when completed, contain the essential information necessary to 

decide on the validity of a claim for benefits. Occasionally, further information may be necessary and the 

Claimant should provide this to the Claims Administrator as requested. 

The Claims Administrator will pay all eligible medical and dental benefits from the Plan directly to the 
service provider unless satisfactory documentation is furnished to the Claims Administrator indicating that 

the service provider has been paid. If benefits are not payable, the Claimant will be advised in writing by 

the Claims Administrator. The Claimants’ rights will be determined under the Plan’s provisions and in 

conjunction with the procedures outlined below. 

WHEN A CLAIMANT FILES A CLAIM 

When the Claimant files a “claim,” he has the right to a speedy decision. A Claimant also has the option of 
appealing any adverse decision regarding the claim. The Claimant will have filed a “claim” when he 

submits one of the Plan’s Claim Forms or if he takes one of the actions listed below. In the case of the 

submission of a Claim Form, a “claim” will be considered filed when it is received by the appropriate 

person/department listed below. The Plan also recognizes the following actions and submission of forms as 
“claims:” 

 A request by the Claimant for benefits through preauthorization or a utilization review 

determination in cases where use of either preauthorization or utilization review is required in 
order to obtain a particular benefit. (Preauthorization requirements are outlined elsewhere in 

Plan materials.) 
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 Requests by the Claimant’s formally-designated authorized representative for 

preauthorization or a utilization review determination in cases where use of either 
preauthorization or utilization review is required in order to obtain a particular benefit. 

(Preauthorization requirements are outlined elsewhere in Plan materials.) The Plan will take 

reasonable steps to determine whether an individual claiming to be acting on the Claimant’s 

behalf is, in fact, validly empowered to do so under the circumstances, and the Plan will 

require that the Claimant complete and file a form identifying any person authorized to act 

on the Claimant’s behalf with respect to a claim. See “Authorized Representative” provision 

under the “ADMINISTRATIVE PROVISIONS.” However, when inquiries by a health care 

provider relate to payments due to the provider—rather than due to the Claimant—under 

managed care contracts (where the health care provider has no recourse against the Claimant 

for the amounts) such inquiries by a health care provider will not be considered “claims” by 

the Plan. 

 Requests for benefits (in the case of a claim involving urgent care) by a health care provider 
with knowledge of the Claimant’s medical condition. For urgent care claims, the Claimant is 

not required to complete a form and formally designate a health care provider as an 

authorized representative with respect to a claim. 

 Submission of a medical bill for reimbursement or payment under the terms of the Plan. 

The Claimant may request the Plan’s Claim Form from the Claims Administrator by contacting the phone 
number on the Benefit Identification Card. After the Claimant has completed the Claim Form, it must be 

submitted to the address listed on the Benefit Identification Card. 

All submitted claims and appeals will fall into one of the three categories described below. The handling 

of the initial claim or later appeal will be governed, in all respects, by the appropriate category of claim or 

appeal, and each time the claim or appeal is examined, a new determination will be made regarding the 

category into which the claim or appeal falls at that particular time. 

 An urgent care claim is one that involves serious jeopardy of life or health of the patient, or 
the ability of the patient to regain maximum function or, in the opinion of a physician with 

knowledge of the patient’s medical condition, would subject the patient to severe pain that 

cannot be managed without the treatment at issue. Determination of “urgent care” status 

requires that the judgment of a prudent layperson with average knowledge of health and 

medicine be applied, except where a physician with knowledge of the patient’s medical 
condition determines that the claim involves urgent care. 

 A non-urgent pre-service claim is one that, under the terms of the Plan, requires approval of 
the particular benefit or procedure prior to obtaining medical care. 

 A post-service claim is a claim that is neither an urgent care claim nor a non-urgent pre-

service claim. 

INITIAL CLAIM DECISION 

After the Claimant submits a claim, the Plan must make a decision on the claim within a prescribed period 

of time. 

Urgent Care Claims 

For urgent care claims, the Claims Administrator must notify the Claimant of the benefit determination 

(adverse or favorable) as soon as possible, but not later than 72 hours after receipt of the claim by the Plan. 

The notification will be given orally, and the Plan will send the Claimant written or electronic notification 

within three (3) days after the oral notification. 
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If the claim is incomplete but is properly filed, the Claims Administrator will orally notify the Claimant as 

soon as possible (but not later than 24 hours) after the receipt of the claim, of the specific information 
necessary to complete the claim. The Claimant will have at least 48 hours to provide the specified 

information necessary to complete the claim submission. The Plan’s time limit for making a determination 

will be suspended from the time that it provides notice to the Claimant of the incomplete claim until the 

date on which he responds to the request for additional information. The Claimant will be notified of the 
Plan’s decision as soon as possible, but no later than 48 hours after the earlier of either the time the Plan 

receives the specified information or the expiration of the time given to the Claimant to provide the 

specified information. 

Non-Urgent Pre-Service Claims 

For non-urgent pre-service claims, the Claims Administrator must notify the Claimant (in writing or 
electronically) of the benefit determination (adverse or favorable) as soon as possible, but not later than 15 

days after receipt of the claim by the Plan. One 15-day extension of this time period is possible under 

certain circumstances. 

If the claim is incomplete but is properly filed, the Claims Administrator will notify the Claimant (in 

writing or electronically) as soon as possible after the receipt of the claim of the specific information 

necessary to complete the claim. If the Plan needs more time to make a decision on the claim because of 

the incomplete filing, the Plan may claim a 15-day extension of time if the Plan sends the Claimant a 

notice specifically describing the circumstances requiring the extension, the date the Plan expects to make 

a decision, and a description of the information it requires to decide the claim. The notice of extension will 

be sent to the Claimant before the initial 15-day period ends. 

The Claimant will have at least 45 days from the receipt of the notice of incompleteness in which to 

complete the claim filing by supplying the required information as specified in the notice. If the Claimant 

fails to submit the missing information to complete the claim, it will be denied. The Plan’s time limit for 

making a determination will be suspended from the time that it provides notice to the Claimant of the 

incomplete claim until the date on which the missing information is submitted to the Claims Administrator 

or, if earlier, the deadline provided for submitting such missing information. The Plan will then have a 15-
day extension of time to make a determination of the claim. 

Post-Service Claims 

For post-service claims, the Claims Administrator will notify the Claimant in writing or electronically of 
the benefit determination as soon as possible, but not later than 30 days after receipt of the claim by the 

Plan. One 15-day extension of this time period is possible under certain circumstances. 

If the claim is incomplete but properly filed, the Claims Administrator will notify the Claimant (in writing 

or electronically) as soon as possible after the receipt of the claim of the specific information necessary to 

complete the claim. If the Plan needs more time to make a decision on the claim because of the incomplete 

filing, the Plan may claim a 15-day extension of time if the Plan sends the Claimant a notice specifically 

describing the circumstances requiring the extension, the date the Plan expects to make a decision, and a 

description of the information it requires to decide the claim. The notice of extension will be sent to the 
Claimant before the initial 30-day period ends. 

The Claimant will have at least 45 days from the receipt of the notice of incompleteness in which to 

complete the filing by supplying the required information as specified in the notice. If the Claimant fails to 

submit the missing information to complete the claim, it will be denied. The Plan’s time limit for making a 

determination will be suspended from the time that it provides notice to the Claimant of the incomplete 

claim until the date on which the Claimant submits the missing information to the Claims Administrator 

or, if earlier, the deadline provided for submitting such missing information. The Plan will then have a 15-
day extension of time to make a determination of the claim. 
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Requests for Extension of Treatment 

A request to extend a course of treatment beyond a particular period of time or number of treatments is a 
claim. If the treatment is for urgent care, the Plan will decide the claim as soon as possible, taking into 

account the medical exigencies (the particular circumstances and requirements). The Plan will notify the 

Claimant of its benefit determination (adverse or favorable) within 24 hours after receipt of the claim by 

the Plan as long as the claim is submitted to the Plan at least 24 hours before the expiration of the 

treatment period or the number of treatments. If the request is not made at least 24 hours before the 

expiration of the treatment period or the number of treatments, the request will be decided as soon as 

possible, taking into account the medical exigencies (the particular circumstances and requirements), but 

not later than 72 hours after received by the Plan. The Plan will orally notify the Claimant of its decision, 
and the Plan will send written or electronic notification within three (3) days after the oral notification. 

Other requests to extend a course of treatment beyond a particular period of time or number of treatments 

is a claim, and the Plan will decide the claim within the timeframe appropriate to the type of claim, such as 

the time limits applicable to non-urgent pre-service claims or the time limits applicable to post-service 

claims. 

ADVERSE BENEFIT DETERMINATIONS 

If the claim is in the form of a medical bill that is submitted to the Plan for payment, the Plan will pay the 
benefit according to Plan provisions. This may mean that less than 100% of the medical claim is payable 

by the Plan. In each case where the Plan pays benefits or determines that it is not responsible for the 

medical claim, the Claimant will receive a written or electronic Explanation of Benefits which will outline 

the basis for the Plan’s payment or denial of benefits and which constitutes an adverse benefit 

determination. Claimants will receive oral notification followed by written notification of the adverse 

benefit determination in the case of urgent care claims. In addition, the Plan’s payment of less than 100% 

of the submitted claim (under the terms of the Plan) will entitle the Claimant to appeal the decision under 

the rules governing adverse benefit determinations that assure the Claimant a “full and fair” review. The 

Plan will provide additional information with the adverse benefit determination that will help the Claimant 

pursue the right to appeal. 

Ineligibility for Benefits 

If the Claimant is denied benefits based upon the Plan’s finding that the Claimant is/was ineligible for 

benefits, the denial of benefits is an adverse benefit determination that gives the Claimant the opportunity 

to appeal the Plan’s decision. 

Termination or Reduction of Benefit 

If the Plan decides to reduce or terminate the Claimant’s previously-approved course of treatment (other 
than upon Plan amendment or termination), the Plan’s decision will be treated as an adverse benefit 

determination, and the Plan will provide the Claimant reasonable advance notice of the reduction or 

termination to allow the Claimant to appeal the Plan’s decision before the benefit reduction or termination 

takes place. If the Claimant decides to appeal the Plan’s decision, the Claimant must follow the rules for 

appealing a Plan’s decision. 

FAILURE TO FOLLOW PLAN FILING PROCEDURES 

If the Claimant fails to follow the Plan’s filing procedures because the request for benefits does not: 1) 
identify the patient; 2) note a specific medical condition or symptom; 3) describe a specific treatment, 

service, or product for which approval is requested; or 4) arrive in the correct department because it is not 

sent to the correct address or person, THE CLAIMANT WILL NOT HAVE SUBMITTED A CLAIM. The 

Claims Administrator will notify the Claimant orally or by written or electronic means within five (5) days 

(or for urgent care claims 24 hours) of the failure to follow the filing procedures and will remind Claimant 
of the proper filing procedures. 
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DATE CALCULATIONS 

For the purposes of the Claims Payment and Appeal Provisions sections, any reference to “days” will refer 

to calendar days, not business days. If a deadline falls on a Saturday, Sunday, or federal holiday, the 

deadline will be on the next business day. If a deadline would fall on a date for which there is no 
corresponding date for that month, the deadline will be the first day of the following month.  
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APPEAL PROVISIONS 

COMPLAINTS 

The Plan Administrator or its designated Claims Administrator, Medova Healthcare Financial Group, 
LLC, is here to listen and help. Because the Plan wants the Claimant to be completely satisfied with the 

member services assistance received, the Plan has established a process for addressing Claimant concerns 

and solving Claimant problems. If a Claimant has a concern regarding a person, a service, the quality of 

care, or wants to inquire about what benefits are covered under the Plan, please call the phone number on 

the Benefit Identification Card, the Explanation of Benefits, or the Claim Form and explain the concern to 

one of the Plan’s member services representatives. The Claimant may also express that concern in writing. 

The Claims Administrator will do its best to resolve the matter on initial contact. If more time is needed to 

review or investigate the concern, the Claims Administrator will get back to the Claimant as soon as 
possible, but in any case within 30 days. The Claims Administrator will not consider any of these 

communications to be a “claim” for benefits. A formal claim for benefits must meet certain other standards 

which are described in the section titled “When a Claimant Files a Claim.” 

APPEALING A CLAIM DECISION 

This Plan has a mandatory 2-step internal appeals procedure for benefit determinations. For both levels of 

internal appeal, you may inspect or request reasonable access to relevant information free of charge. You 
may also submit written comments, documents, records, and other information during the review of your 

claim. The Plan also has an external appeals procedure that may be used once internal appeals have been 

exhausted. See section entitled “External Review Request” for information on external appeals.  

INTERNAL REVIEW REQUESTS 

To initiate an internal appeal, the Claimant must submit a written request to the Claims Administrator at 

Medova Healthcare Financial Group, LLC, Attn: Appeals, 8300 E Thorn Drive, Ste. 300, Wichita, KS, 

67226 within 180 days of receipt of an adverse benefit determination of a pre-service, post service, or 

concurrent care claim. (An oral request for review is acceptable for urgent care claims and may be made 

by calling toll-free 866.827.6607 and asking the Plan to register an oral appeal, but such appeals must still 

be made within 180 days.) In order to submit a written appeal, the Claimant must: (1) identify the Eligible 
Employee, the Employer, the Plan, and the Claimant; (2) describe why the Claimant disagrees with the 

claim decision; and (3) attach any additional information or documentation that supports Claimant’s 

position. 

If the Claimant is dissatisfied with the decision made at the first level of the internal appeal process, the 

Claimant may request a second review. All second level internal appeals will be handled by the Claims 

Administrator. To initiate a second level internal appeal, the Claimant must submit a request in writing to 

the Claims Administrator at the above address within 60 days of the Claimant’s receipt of the denial notice 
of the first level internal appeal from the Claims Administrator. (An oral request for second level review is 

acceptable for urgent care claims as described above for first level review, but still must be made within 60 

days.) There is no charge for a Claimant to initiate a first or second level internal appeal. 

When the Claimant appeals an adverse benefit determination at the first or second level of internal review, 
the Plan will provide a “full and fair review” which will include the following features: 

1. The Claimant will have the opportunity to submit written comments, documents, records, and 
other information related to the claim. 

2. At the Claimant’s request (and free of charge), the Claimant will be provided with reasonable 
access to (and copies of) all documents, records, and other information relevant to the 

Claimant’s claim for benefits. Included in this category are any documents, records, or other  
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information in the claim file, whether or not those materials were relied upon by the Plan in 
making its adverse determination. The Claimant also has the right to review documentation 

showing that the Plan followed its own internal processes for ensuring appropriate decision 

making. 

3. The review of the claim will take into account all comments, documents, records, and other 

information submitted by the Claimant relating to the claim, without regard to whether such 

information was submitted or considered in the initial benefit determination. 

4. Any appeal of an adverse benefit determination will not afford deference to the original 
determination, and the review will be conducted by a designated Plan representative who did 

not make the original determination and does not report to the Plan representative who made 

the original determination. 

5. In deciding an appeal of any adverse benefit determination that is based on a medical 

judgment (including determinations with regard to whether a particular treatment, drug, or 

other item is experimental, investigational, or not medically necessary or appropriate), the 
Claims Administrator will consult with a health care professional who has appropriate 

training and experience in the particular field of medicine involved in the medical judgment. 

This health care professional will not be the same professional who was originally consulted 
in connection with the original determination; neither will this health care professional 

report to the health care professional who was consulted in connection with the original 

determination. 

6. The Plan will identify on request medical or vocational experts whose advice was obtained on 
behalf of the Plan in connection with an adverse benefit determination of the claim, whether or 

not that advice was relied upon in making the benefit determination. 

After the Claimant submits the claim for appeal at the first or second level of internal review, the Plan 

must make a decision on the claim within a short period of time as discussed below. 

Urgent Care Claims 

The Plan’s expedited appeal process for urgent care claims will allow the Claimant to request (orally or in 

writing) an expedited first or second level internal appeal, after which, all necessary information, including 
the Plan’s benefit determination on review, will be transmitted between the Plan and the Claimant by 

telephone, fax, or other expeditious method. The Claims Administrator will notify the Claimant (in writing 

or electronically) of the benefit determination as soon as possible, but not later than 36 hours after 
receiving the request for the first level review of the adverse benefit determination. If a second level appeal 

is requested, not later than 36 hours after receiving the request for the second level review of the adverse 

benefit determination. 

Non-Urgent Pre-Service Claims 

For non-urgent pre-service claims, the Plan Claims Administrator must notify the Claimant (in writing or 
electronically) of the benefit determination on the first level of appeal within a reasonable period of time 

appropriate to the medical circumstances, but not later than 15 days. Likewise, for the second level of 
appeal for non-urgent pre-service claims, the Claims Administrator must notify the Claimant (in writing or 

electronically) of the benefit determination within a reasonable period of time appropriate to the medical 

circumstances, but not later than 15 days. 

Post-Service Claims 

For post-service claims, the Claims Administrator must notify the Claimant (in writing or electronically) of 
the benefit determination on the first level of appeal within a reasonable period of time, but not later than 

30 days. Likewise, for the second level of appeal for non-urgent pre-service claims, the Claims 



 

54                                                                                                      

VerPPO10012020 

 

Administrator must notify the Claimant (in writing or electronically) of the benefit determination within a 

reasonable period of time appropriate to the medical circumstances, but not later than 30 days.  

IF AN APPEALED CLAIM IS DENIED 

If the Claimant’s first or second level internal appealed claim is denied, the Plan will send the Claimant 

written or electronic notification that will tell the Claimant why the appealed claim was denied. The Plan 

will also provide information that will inform the Claimant of any additional right to appeal. 

FAILURE TO FOLLOW PLAN FILING PROCEDURES 

If a Claimant fails to follow the Plan’s filing procedures because a written appeal or request for external 

review does not 1) identify the Eligible Employee, the Employer, the Plan, and the Claimant; 2) describe 

why the Claimant disagrees with this decision; or 3) arrive in the correct department because it is not sent 

to the correct address or person, THE CLAIMANT WILL NOT HAVE SUBMITTED AN APPEAL. The 

Claims Administrator will notify the Claimant orally or by written or electronic means within five (5) days 

of the failure to follow the filing procedures and will be remind Claimant of the proper filing procedures. 

Claimants may make oral requests for urgent care appeals or for external review. 

EXTERNAL REVIEW REQUEST 

An external review request must be initiated either by the Claimant or his authorized representative with 
the Claimant’s written consent, when applicable. If proper authorization is not received, the Claimant will 

be contacted to request the authorization. 

A Claimant may only request an external review after all internal appeal rights have been exhausted. 
However, only the following adverse benefit determinations are eligible for external review: 

1. An adverse benefit determination that involves medical judgment, including those involving 
requirements for medical necessity, appropriateness, health care setting, level of care, 

effectiveness of a covered benefit, a determination that a treatment is experimental or 

investigational, a determination whether a Claimant is entitled to a reasonable alternative standard 

for a reward under a wellness program, or a determination whether the Plan is complying with 

certain non-quantitative treatment limitations. 

2. A rescission of coverage (whether or not the rescission has any effect on any particular benefit at  
that time). 

An external review request must be in writing and received by the Claims Administrator within 4 months 
of the Claimant’s receipt of the final internal adverse benefit determination. Requests for external review 

related to an urgent non-coverage determination will be accepted verbally only when they meet the urgent 

care claim appeal criteria. 

Preliminary Review shall occur within 5 business days following the date of receipt of the external review 
request in order to determine: 

 whether Claimant is or was covered under the Plan at the time the health care item or service was 
requested or provided; 

 that the adverse benefit determination does not relate to eligibility under the terms of the Plan; 

 that the Claimant has exhausted the Plan’s internal process unless exhaustion not required; and 

 that the Claimant has provided all the information and forms required to process an external 
review. 

Within 1 business day after completion of the preliminary review, written notification to the Claimant 
will be issued. If the request is complete but not eligible for external review, the notification will inform 

the Claimant and provide contact information for the Employee Benefits Security Administration. If the 

request is incomplete, the notification will inform the Claimant what information is required to complete 
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the request and allow the Claimant the opportunity to perfect the request within the 4 month filing period, 

or within 48 hours following receipt of the notification, whichever is longer. 

If the request is complete, the notification to the Claimant will indicate this. The case is assigned on a 

rotating assignment basis to the pool of contracted IROs. The selected IRO will not be eligible for any 

financial incentives based on the likelihood that the IRO will support the denial of benefits, and the 

IRO process will not impose any costs, including any filing fees, on the Claimant requesting the 

external review. Clinical peers employed by an Independent Review Organization (IRO), of the same 

or similar specialty relating to the case, will be assigned to review the request and render a case 

determination. In all cases, individuals assigned to review and render case determinations will not have 

previously reviewed the case at any level of appeal or are not a direct report of those individuals 
involved with a previous review. 

Within 5 business days after the date of assignment of the matter to an IRO, the Plan will provide to the 
assigned IRO the documents and information considered in making the adverse benefit determination.  

IROs may receive information directly from the Claimant. If that occurs, the IRO must, within 1 business 

day, forward that information to the Claims Administrator. Upon receipt of any such information, the 

Claims Administrator may reconsider its adverse benefits determination. Reconsideration will not delay 

external review. If the Claims Administrator does reconsider based upon this information, and decides to 

overturn, this decision will be communicated to the Claimant and IRO within 1 business day after such 

decision is made. This will end the external review if all requested benefits will be paid or provided.  

The assigned IRO will provide written notice to the Claims Administrator and the Claimant of the final 

external review decision within 45 days after the IRO receives the request for the external review. Upon 

receipt of a notice of a final external review decision reversing the adverse benefit determination, the 

Claims Administrator will immediately provide coverage or payment for the claim as decided by the IRO. 

EXPEDITED EXTERNAL REVIEW 

A Claimant may request an expedited external review if the adverse benefit determination involves: (1) a 
medical condition for which the timeframe for completion of an expedited internal appeal would seriously 

jeopardize the life or health of the Claimant or jeopardize the Claimant’s ability to regain maximum 

function and the Claimant has filed a request for an expedited internal appeal; or (2) a medical condition 

where the timeframe for completion of a standard external review would seriously jeopardize the life or 

health of the Claimant or would jeopardize the Claimant’s ability to regain maximum function, or if the 

final adverse benefit determination concerns an admission, availability of care, continued stay, or health 

care item or service for which the Claimant received emergency services, but has not been discharged 
from a facility. 

Preliminary review shall occur immediately upon receipt of the request under the same standards as above 
under Standard Review. Notification of the preliminary review result will immediately be sent. 

If eligible, the case is assigned on a rotating assignment basis to the pool of contracted IROs and the 

Claims Administrator must transmit all necessary documents and information considered in making the 

adverse benefit determination to the assigned IRO electronically, by telephone, by facsimile or any other 

available expeditious manner. 

The IRO will provide notice to the Claims Administrator and the Claimant of the final external review 

decision as expeditiously as the Claimant’s medical condition or circumstances require, but in no event 

more than 72 hours after the IRO receives the request for an expedited external review. If notice is not in 

writing, within 48 hours after the date of providing that notice, the assigned IRO must provide written 

confirmation of the decision to the Claimant and the Claims Administrator. Upon receipt of a notice of a 

final external review decision reversing the adverse benefit determination, the Claims Administrator will 
immediately provide coverage or payment for the claim as decided by the IRO. 
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HIPAA PRIVACY REGULATION REQUIREMENTS 

 

This Plan has been modified as required under the Administrative Simplification requirements of the 

Health Insurance Portability and Accountability Act of 1996 (HIPAA), to allow the Disclosure of 

Protected Health Information (PHI) as defined under HIPAA, to the Plan Sponsor. 

This Plan will generally Use the Covered Persons’ Protected Health Information (PHI) to the extent of 

and in accordance with the Uses and Disclosures permitted by the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA).  Specifically, this Plan will Use and Disclose the Covered Persons’ 
PHI for purposes related to health care Treatment, Payment for health care and Health Care Operations.  

Additionally, this Plan will Use and Disclose the Covered Persons’ PHI as required by law and as 

permitted by authorization.  Refer to the Plan’s privacy notice for more information about the permitted 

Uses and Disclosure of PHI, the individuals’ right and this Plan’s legal duties regarding PHI. 

The USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION UNDER HIPAA 

within this section of the document specifies the terms under which the Plan may share PHI with the Plan 

Sponsor, and limits the Uses and Disclosures that the Plan Sponsor may make of the Covered Persons’ 
PHI.  The Plan Sponsor will ensure that adequate separation exists between this Plan and the Plan 

Sponsor and that proper safeguards are established.  This includes specifically identifying the Employee 

(s) or classes of Employees who will have access to PHI.  These individuals will be identified in the 
Attachment #1.  The Plan Sponsor agrees that it will not use or disclose any PHI for employment-related 

actions and decisions or in connection with any other benefit or employee benefit plan of the Plan 

Sponsor. 

This Plan agrees that it will only disclose the Covered Persons’ PHI to the Plan Sponsor upon receipt of a 
certification from the Plan Sponsor that the terms contained in the USE AND DISCLOSURE OF 

PROTECTED HEALTH INFORMATION UNDER HIPAA portion of this section have been adopted 

and that the Plan Sponsor agrees to abide by these terms. 
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HIPAA DEFINED TERMS 

Administrative Simplification is the section of the law that addresses electronic transactions, privacy 

and security.  The goals are to: 

 Improve efficiency and effectiveness of the health care system; 

 Standardize electronic data interchange of certain administrative transactions; 

 Safeguard security and privacy of Protected Health Information; 

 Improve efficiency to compile/analyze data, audit, and detect fraud; and 

 Improve the Medicare and Medicaid programs. 

Business Associate are entities (i.e. Medova Healthcare Financial Group, LLC) that perform or assist in 

the performance of any of the activities or functions of the Covered Entity involving the Use and 

Disclosure of Individually Identifiable Health Information, including claim processing or administration, 
data analysis, processing or administration, utilization review, quality assurance, billing, benefit 

management, practice management, repricing, legal, actuarial, accounting, consulting, data aggregation 

management, administrative accreditation or financial services.  

Covered Entity are entities directly impacted by the limitations placed on the access, Use and Disclosure 
of PHI.  They include: 

 Health care providers who actually perform the health care services (i.e. Physicians, Hospitals 

and clinics;  

 Health Plans that provide reimbursement or Payment for such health care services; and 

 Health care clearinghouses that transmit PHI in electronic format as part of the HIPAA electronic 

data interchange (EDI) requirements. 

De-identified is information that does not identify an individual and under which no reasonable basis 

exists to believe that the information can be used to identify an individual. 

Designated Record Set means a set of records maintained by or for a Covered Entity that includes a 
Covered Persons’ PHI.  This includes medical records, billing records, enrollment, Payment, claims 

adjudication and case management record systems maintained by or for this Plan.  This also includes 

records used to make decisions about Covered Persons.  This record set must be maintained for a 

minimum of 6 years. 

Disclosure is the release or divulgence of information by an entity to persons or organizations outside that 

entity. 

Health Care Operations include general administrative and business functions necessary for the 

Covered Entity to remain a viable business.  These activities include: 

 conducting quality assessment and improvement activities;  

 reviewing the competence or qualifications and accrediting/licensing of health care 

professionals and plans; 

 evaluating health care professional and health plan performance,  

 training future health care professionals; 

 insurance activities relating to the renewal of a contract for insurance;  

 conducting or arranging for medical review and auditing services;  

 compiling and analyzing information in anticipation of or for use in a civil or criminal legal 

proceeding;  

 population-based activities related to improving health or reducing health care costs, 

protocol development, case management and care coordination;  
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 contacting of health care providers and patients with information about treatment alternatives, and 

related functions that do not entail direct patient care; and  

 activities related to the creation, renewal or replacement of a contract for health insurance or health 

benefits, as well as ceding, securing, or placing a contract for reinsurance of risk relating to claims 

for health care (including stop-loss and excess of loss insurance). 

Individually Identifiable Health Information is information that is a subset of health information, including 

demographic information collected from a Covered Person, and that: 

 Is created by or received from a Covered Entity; 

 Relates to the past, present, or future physical or mental health or condition of a Covered Person, the 

provision of health care, or the past, present, or future Payment for the provision of health care; and 

 Identifies the Covered Person, or with respect to which there is reasonable basis to believe the 

information can be used to identify the Covered Person. 

Payment means the activities of the Health Plan or a Business Associate, including the actual Payment under the 

policy or contract; and a health care provider or its Business Associate that obtains reimbursement for the 

provision of health care.   

Privacy Official is the individual who provides oversight of compliance with all policies and procedures related 

to the protection of PHI and federal and state regulations related to a Covered Person's privacy. 

Protected Health Information (PHI) is Individually Identifiable Health Information that is transmitted by 
electronic media; or maintained in any medium that is considered electronic media, or transmitted or maintained 

in any other form or medium. 

Summary Health Information is information that may be Individually Identifiable Health Information that 

summarizes claims history, claims experience or the type of claims experience of a Covered Person with the 
following identifiers removed: 

 Names; 

 Geographic units - information more specific than a state (five-digit zip codes are allowed);  

 Dates – any month or day (except the year) directly relating to individuals or their treatment including 

birth date, admission date, or date of death.  Listing the individuals’ age is allowed with the exception of 

individuals over the age of 89.  For individuals over the age of 89, any month, day or year that reveals the 
individuals’ age to be over 89, must be removed; 

 Numbers - Social Security numbers, phone numbers, fax numbers, vehicle identifiers and all other 

identifying numbers as required by the regulations. 

Treatment is the provision of health care by, or the coordination of health care (including health care 

management of the individual through risk assessment, case management, and disease management) among health 

care providers; the referral of a patient from one provider to another; or the coordination of health care or other 

services among health care providers and third parties authorized by the health plan or the individual. 

Use means, with respect to Individually Identifiable Health Information, the sharing, employment, application, 

utilization, examination, or analysis of such information within an entity that maintains such information.  
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FUNDING – SOURCES AND USES 

Employee & Employer Obligations 

Plan benefits are funded from the general assets of the Plan Sponsor and contributions from Covered Persons 

through a Section 125 Plan, as described above.  The Plan Administrator shall, from time to time, evaluate and 

determine the amount to be contributed, if any, by each Employee or Plan participant. 

COBRA costs are fully the Employee’s or Qualified Beneficiary’s responsibility and are generally 102% of the 

full cost of coverage for active (NonCOBRA) enrollees, except in special circumstances where a greater cost is 

allowed by law.  See the COBRA Continuation Coverage section for more information. 

For active Employees, the Employee’s share of the cost(s) will be deducted on a regular basis from his wages or 

salary.  In other instances, the Employer or Plan participant will be responsible for remitting payment to the 

Employer in a timely manner as prescribed by the Employer. 

The Claims Administrator provides administrative claims payment services only and does not assume any 
financial risk or obligation with respect to the claims payable under the Plan. 

 

Taxes 
Any premium or other taxes which may be imposed by any state or other taxing authority and which are 

applicable to the coverages of the Plan will be paid by the Plan Sponsor. 

NOTE:  To provide benefits, purchase coverage protection, pay administrative expenses and any necessary taxes, 
the contributions which are paid by Employees will be used first and any remaining Plan obligations will be paid 

by Employer contributions.  Should total Plan liabilities in a Plan Year be less than total Employee contributions, 

any excess will be applied to reduce total Employee contribution requirements in the subsequent Plan Year or, at 

Plan Sponsor’s discretion, may be used in any other manner which is consistent with ERISA guidelines.  

ADMINISTRATIVE PROVISIONS 

Administration (type of) 
The Plan benefits described herein are administered by a Claims Administrator under the terms and conditions of 

administration agreement(s) between the Plan Sponsor and Claims Administrator.  The Claims Administrator is 

not an insurance company and does not assume any financial risk or obligation with respect to claims payable 

under the Plan. 

Alternative Care 

In addition to the benefits specified herein, the Plan may elect to offer benefits for services furnished by any 

provider pursuant to an approved alternative treatment plan for a Covered Person. 

The Plan will provide such alternative benefits at the Plan Sponsor’s sole discretion and only when and for so 

long as it determines that alternative services are Medically Necessary and cost-effective, and that the total 

benefits paid for such services do not exceed the total benefits to which the Claimant would otherwise be entitled 

under this Plan in the absence of alternative benefits. 

If the Plan Sponsor elects to provide alternative benefits for a Covered Person in one instance, it will not be 

obligated to provide the same or similar benefits for that person or other Covered Persons in any other instance, 

nor will such election be construed as a waiver of the Plan Sponsor’s right to provide benefits thereafter in strict 
accordance with the provisions of the Benefit Document. 

Amendment or Termination of the Plan 

Since future conditions affecting the Plan Sponsor or Employer(s) cannot be anticipated or foreseen, the Plan 
Sponsor must necessarily and does hereby reserve the right to, without the consent of any participant or 

beneficiary: 

 Alter or postpone the method of payment of any benefit; 

 Amend any provision of these administrative provisions; 
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Make any modifications or amendments to the Plan as are necessary or appropriate to qualify or maintain 

the Plan as a plan meeting the requirements of the applicable sections of the Internal Revenue Code or 
ERISA; and terminate, suspend, withdraw, amend or modify the Plan in whole or in part at any time and 

on a retroactive basis, if necessary, provided, however, that no modification or amendment shall divest an 

Employee of a right to those benefits to which he has become entitled under the Plan. 

NOTE:  Any modification or amendment or termination action can be adopted by an officer of the 
Employer or an authorized governing body of the Employer upon notice to the Claims Administrator. 

Employees will be provided with notice of the change within the time allowed by federal law. 

 
Notwithstanding the above, the Claims Administrator is authorized and empowered to make any amendments to 

the Plan (other than Attachment #1) as necessary to the extent it determines is appropriate and in its sole 

discretion without the consent of the Plan Sponsor. Any such amendment(s) by the Claims Administrator will be 
effective on the date distributed to the Plan Sponsor, or if earlier, to Plan participants.  The Plan Sponsor must 

consent to any amendment of Attachment #1 by the Claims Administrator. 

 

Anticipation, Alienation, Sale or Transfer 
Except for assignments to participating Preferred Providers under the Plan, no benefit payable under the 

provisions of the Plan will be subject in any manner to anticipation, alienation, sale, transfer, assignment, pledge, 

encumbrance or charge, and any attempt so to anticipate, alienate, sell, transfer, assign, pledge, encumber, or 
charge will be void except (a) as required by law, or (b) pursuant to a Qualified Medical Child Support Order; nor 

will such benefit be in any manner liable for or subject to the debts, contracts, liabilities, engagements, or torts of, 

or claims against, any Employee, covered Dependent or beneficiary, including claims of creditors, claims for 
alimony or other payments for support of your spouse or former spouse or any of your other relatives, and any 

like or unlike claims. 

The Plan’s anti-assignment provision means that none of the benefits payable to you, any other person, entity or 

third party under this Plan are ever assignable or transferable to any other party, including to a Non-Network 
provider (or any representative or agent of a provider) or are subject to any lien by any person or party, either 

before or after benefits, services, or supplies are provided to you or any other person. The Claims Administrator 

reserves the sole right and discretion to make any benefit payments under the Plan directly to (a) you, (b) any 
participating Preferred Provider under the Plan, (c) any Non-Network provider, or (c) another designated person 

or entity. In such case, except for valid assignments to participating Preferred Providers under the Plan, the 

benefit payment will be made on your behalf and not on behalf of the recipient, and such payment will not 

constitute a waiver of this anti-assignment provision. The Plan is not liable for, or subject to, any obligation or 
liability (e.g., through garnishment, attachment, pledge or bankruptcy), of yours or a third-party that you, the third 

party or anyone else may be liable to for medical care, treatment or services but the Claims Administrator may 

choose to comply with such requests. In addition, you (or anyone else) cannot assign to any Non-Network 
provider your right to appeal any adverse benefit determination, your right to request Plan documents, along with 

your related right to receive any penalty related to any delay or failure to provide any such documents, or your 

rights related to any claim regarding or concerning a breach of fiduciary duty or to otherwise enforce any 
provision of ERISA. 

 

Authorized Representative 

You may appoint an authorized representative in writing to act on your behalf in accordance with procedures 
established by the Claims Administrator and applicable law.  The Claims Administrator requires that you 

complete and file the “Medova Healthcare – Appointment of Authorized Representative” form identifying any 

person authorized to act on the claimant’s behalf with respect to a claim or appeal. 
 

Claims Administrator Discretion & Authority 
The Claims Administrator has the exclusive authority, in its sole and absolute discretion, to take any and all 
actions necessary to or appropriate to interpret the terms of the Plan in order to make all determinations 

thereunder.  The Plan Sponsor shall make determinations regarding coverage and eligibility.  The Claims 

Administrator shall make determinations regarding Plan benefits. 
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Clerical Error 

Clerical error by the Employer or Plan Sponsor will not invalidate coverage otherwise validly in force nor 
continue coverage otherwise validly terminated. 

Discrepancies 
In the event that there may be a discrepancy between this document provided to Employees, including the 

Attachment #1 (“Summary Plan Description”), and any other document or disclosure, this Summary Plan 
Description (as the Plan Document) will prevail as the official Plan Document. 

Fiduciary Responsibility, Authority and Discretion 
Fiduciaries will serve at the discretion of the Plan Sponsor and will serve without compensation for such services, 
but they will be entitled to reimbursement of their expenses properly and actually incurred in an official capacity.  

Fiduciaries will discharge their duties under the Plan solely in the interest of the Employees and their beneficiaries 

and for the exclusive purpose of providing benefits to Employees and their beneficiaries and defraying the 
reasonable expenses of administering the Plan. 

The Fiduciaries will administer the Plan and will have the authority to exercise the powers and discretion 

conferred on them by the Plan and will have such other powers and authorities necessary or proper for the 

administration of the Plan as may be determined from time to time by the Plan Sponsor. 

In carrying out their responsibilities under the Plan, Fiduciaries will have no discretionary authority to interpret 

the terms of the Plan and Plan Document, even if the terms are found to be ambiguous, or to determine eligibility 

for and entitlement to Plan benefits in accordance with the terms of the Plan.  Such responsibility will remain with 
the Claims Administrator.  Any interpretation or determination made pursuant to such discretionary authority will 

be given full force and effect, unless it can be shown that the interpretation or determination was arbitrary and 

capricious. 

Fiduciaries may employ such agents, attorneys, accountants, investment advisors or other persons (who also may 

be employed by the Employer) or third parties (such as, but not limited to provider networks or utilization 

management organizations) as in their opinion may be desirable for the administration of the Plan, and may pay 

any such person or third party reasonable compensation.  The Fiduciaries may delegate to any agent, attorney, 
accountant or other person or third party selected by them, any power or duty vested in, imposed upon, or granted 

to them by the Plan.  However, Fiduciaries will not be liable for acts or omissions of any agent, attorney, 

accountant or other person or third party except to the extent that the appointing Fiduciaries violated their own 
general fiduciary duties in: (1) establishing or implementing the Plan procedures for allocation or delegation, (2) 

allocating or delegating the responsibility, or (3) continuing the allocation or delegation. 

Force Majeure 

Should the performance of any act required by the Plan be prevented or delayed by reason of any act of nature, 
strike, lock-out, labor troubles, restrictive governmental laws or regulations, or any other cause beyond a party’s 

control, the time for the performance of the act will be extended for a period equivalent to the period of delay, and 

non-performance of the act during the period of delay will be excused.  In such an event, however, all parties will 
use reasonable efforts to perform their respective obligations under the Plan. 

Gender and Number 
Except when otherwise indicated by the context, any masculine terminology will include the feminine (and vice-
versa) and any term in the singular will include the plural (and vice-versa). 

Illegality of Particular Provision 
The illegality of any particular provision of the Plan Document will not affect the other provisions and the Plan 

Document will be construed in all respects as if such invalid provision were omitted. 

Indemnification 
To the extent permitted by law, Employees of the Employer, the Fiduciaries, and all agents and representatives of 

the Fiduciaries will be indemnified by the Plan Sponsor and saved harmless against any claims and conduct 
relating to the administration of the Plan except claims arising from gross negligence, willful neglect, or willful 

misconduct.  The Plan Sponsor reserves the right to select and approve counsel and also the right to take the lead 

in any action in which it may be liable as an indemnitor. 
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Legal Actions 

No Employee, Dependent or other beneficiary will have any right or claim to benefits from the Plan, except as 
specified herein.  Any dispute as to benefits under this Plan will be resolved by the Plan Sponsor under and 

pursuant to the Plan Document. 

If an Employee, Dependent, or other beneficiary is dissatisfied with the Claims Administrator’s or the 

Independent Review Organization’s review of the decision, the participant has the right to file suit in a federal or 
state court located in the State of Kansas, which suit must be filed within twelve (12) calendar months 

immediately following the date of such Claims Administrator’s or Independent Review Organization’s final 

decision. No action may be brought for benefits provided by this Plan or to enforce any right hereunder until after 
a claim has been submitted to and determined by the Claims Administrator or the Independent Review 

Organization and all appeal rights under the Plan have been exhausted. This means that all claims under this Plan 

except for urgent care claims must be appealed under this Plan before any suit for benefits may be filed by the 
participant in federal court. Thereafter, the only action which may be brought is one to enforce the decision of the 

Claims Administrator or Independent Review Organization. The participant’s beneficiary should follow the same 

claims procedure in the event of the participant’s death. See the Claims and Appeal Provisions section for more 

information. 

Venue for Legal Actions 

This Plan and the rights and obligations of the parties hereunder shall be construed in accordance with and 

governed by the laws of the State of Kansas, except as otherwise provided by ERISA or applicable federal or state 
laws. All judicial proceedings brought against any party arising out of or relating to this Plan or any obligation 

hereunder shall be brought in any federal court of competent jurisdiction located in the State of Kansas.  To the 

fullest extent permitted by law, (a) the Covered Person and any authorized representative thereof submits to and 
accepts the exclusive jurisdiction of such courts for the purpose of legal action, and (b) such Covered Person and 

any authorized representative thereof irrevocably waives any objection which they may now or in the future have 

as to venue, as well as any claim that any legal action or proceeding brought in such court has been brought in an 

inconvenient forum. 

 

Loss of Benefits 
To the extent permitted by law, the following circumstances may result in disqualification, ineligibility or denial, 
loss, forfeiture, suspension, offset, reduction or recovery of any benefit that a Plan participant or beneficiary 

might otherwise reasonably except the Plan to provide based on the description of benefits: 

 an Employee’s cessation of active service for the Employer; 

 a Plan participant’s failure to pay his share of the cost of coverage, if any, in a timely manner; 

 a Dependent ceases to meet the Plan’s eligibility requirements (e.g., a child reaches a maximum age limit 
or a spouse divorce); 

 a Plan participant is injured and expenses for treatment may be paid by or recovered from a third party; 

 a claim for benefits is not filed within the time limits of the Plan. 

Material Modification 
In the case of any modification or change to the Plan that is a “material reduction in covered services or benefits,” 

Plan participants and beneficiaries are to be furnished a summary of the change not later than sixty (60) days after 

the adoption of the change.  This does not apply if the Plan Sponsor provides summaries of modifications or 
changes at regular intervals of not more than ninety (90) days. 

“Material modifications” are those which would be construed by the average Plan participant as being 

“important” reductions in coverage and generally would include any Plan modification or change that: (1) 
eliminates or reduces benefits payable under the Plan, including a reduction that occurs as a result of a change in 

formulas, methodologies or schedules that serve as the basis for making benefit determinations, (2) increases 

premiums, deductibles, coinsurance, copays, or other amounts to be paid by a Plan participant or beneficiary, or 

(3) establishes new conditions or requirements (i.e., preauthorization requirements) to obtaining services or 
benefits under the Plan. 

Misstatement / Misrepresentation 
If the marital status, Dependent status or age of a Covered Person has been misstated or misrepresented in an 
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enrollment form and if the amount of the contribution required with respect to such Covered Person is based on 

such criteria, an adjustment of the required contribution will be made based on the Covered Person’s true status. 

If marital status, Dependent status or age is a factor in determining eligibility or the amount of a benefit and there 

has been a misstatement of such status with regard to an individual in an enrollment form or claims filing, his 

eligibility benefits or both, will be adjusted to reflect his true status. 

A misstatement of marital status, Dependent status or age will void coverage not validly in force and will neither 
continue coverage otherwise validly terminated nor terminate coverage otherwise validly in force.  The Plan will 

make any necessary adjustments in contributions, benefits or eligibility as soon as possible after discovery of the 

misstatement or misrepresentation.  The Plan will also be entitled to recover any excess benefits paid or receive 
any shortage in contributions required due to such misstatement or misrepresentation. 

Misuse of Identification Card 
If an Employee or Covered Dependent permits any person who is not a covered member of the family unit to use 
any identification card issued, the Plan Sponsor may give Employee written notice that his (and his family’s) 

coverage will be terminated at the end of thirty-one (31) days from the date written notice is given. 

Non-Discrimination Due to Health Status 
An individual will not be prevented from becoming covered under the Plan due to a health status-related factor.  
A “health status-related factor” means any of the following: 

 A medical condition (whether physical or mental and including conditions arising out of acts of domestic 

violence) 

 Claims experience 

 Receipt of health care 
 Medical history 

 Evidence of insurability 

 Disability 
 Genetic information 

Physical Examination 
The Plan Sponsor, at Plan expense, will have the right and opportunity to have a Physician of its choice examine 

the Covered Person when and as often as it may reasonably require during the pendency of any claim. 

Privacy Rules & Security Standards & Intent to Comply 
To the extent required by law, the Plan Sponsor certifies that the Plan will: (1) comply with the Standards for 

Privacy of Individually Identifiable Health Information (i.e., the “Privacy Rules”) of the Health Insurance 
Portability and Accountability Act (HIPAA) and (2) comply with the HIPAA Security Standards with respect to 

electronic Protected Health Information. 

The Plan and the Plan Sponsor will not intimidate or retaliate against employees who file complaints with regard 
to their privacy, and employees will not be required to give up their privacy rights in order to enroll or have 

benefits. 

Purpose of the Plan 
The purpose of the Plan is to provide certain health care benefits for eligible Employees of the Participant 
Employer(s) and their Eligible Dependents. 

Reimbursements 
Plan’s Right to Reimburse Another Party – Whenever any benefit payments that should have been made under the 
Plan have been made by another party, the Plan Sponsor and the Claims Administrator will be authorized to pay 

such benefits to the other party; provided, however, that the amounts so paid will be deemed to be benefit 

payments under the Plan, and the Plan will be fully discharged from liability for such payments to the full extent 
thereof. 

Plan’s Right to be Reimbursed for Payment in Error – When, as a result of error, clerical or otherwise, benefit 

payment have been made by the Plan in excess of the benefits to which a Claimant is entitled, the Plan will have 

the right to recover all such excess amounts from the Employee, or any other persons, insurance companies or 
other payees, and the Employee or Claimant will make a good faith attempt to assist in such repayment.  If the 
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Plan is not reimbursed in a timely manner after notice and proof of such overpayment has been provided to the 

Employee, then the Claims Administrator may deduct the amount of the overpayment from any future claims 
payable to the Employee or any of his Dependents. 

Plan’s Right to Recover for Claims Paid Prior to Final Determination of Liability – The Claims Administrator 

may, in its sole discretion, pay benefits for care or services pending a determination of whether or not such care or 

services are covered hereunder.  Such payment will not affect or waive any exclusion, and to the extent benefits 
for such care or services have been provided, the Plan will be entitled to recoup and recover the amount paid 

therefore from the Covered Person or the provider of service in the event it is determined that such care or 

services are not covered.  The Covered Person (parent, if a minor) will execute and deliver to the Plan Sponsor or 
the Claims Administrator all assignments and other documents necessary or useful for the purpose of enforcing 

the Plan’s right under this provision.  If the Plan is not reimbursed in a timely manner after notice and proof of 

such overpayment has been provided to the Employee, then the Claims Administrator may deduct the amount of 
the overpayment from any future claims payable to the Employee or any of his Dependents. 

Rights Against the Plan Sponsor or Employer 
Except for those rights expressly granted under ERISA §502, neither the establishment of the Plan, nor any 

modification thereof, nor any distributions hereunder, will be construed as giving to any Employee or any person 
any legal or equitable rights against the Plan Sponsor, its shareholders, directors, or officers, or as giving any 

person the right to be retained in the employ of the Employer. 

Titles or Headings 
Where titles or heading precede explanatory text throughout the Benefit Document, such titles or headings are 

intended for reference only.  They are not intended and will not be construed to be substantive part of the Plan 

Document and will not affect the validity, construction or effect of the Benefit Document provisions. 

Termination for Fraud 
An individual’s Plan coverage or eligibility for coverage may be terminated if: 

 the individual submits any claim that contains false or fraudulent elements under state or federal law; 

 a civil or criminal court finds that the individual has submitted claims that contain false or fraudulent 
elements under state or federal law; 

 an individual has submitted a claim that, in good faith judgment and investigation, he knew or should 
have known, contained false or fraudulent elements under state or federal law. 

Worker’s Compensation 
The benefits provided by the Plan are not in lieu of and do not affect any requirements for coverage by Workers’ 
Compensation Insurance laws or similar legislation. 
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STATEMENT OF RIGHTS 

Plan participants are entitled to certain rights and protections under the Employee Retirement Income Security 

Act of 1974 (ERISA).  ERISA provides that a Plan participant shall be entitled to: 

Receive Information About His/Her Plan and Benefits.   

 This includes the right to:  examine, without charge, at the Plan Administrator’s office and at other 
specified locations such as worksites, all documents governing the Plan, including contracts and 

collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the 

Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee 
Benefits Security Administration; obtain, upon written request to the Plan Administrator, copies of 

documents governing the operation of a Plan, including contracts and collective bargaining agreements 

and copies of the latest annual report (Form 5500 Series) and updated summary plan description.  The 

administrator may make a reasonable charge for the copies.  Where permitted by law, these documents 
may be provided electronically; and receive a summary of a Plan’s annual financial report.  The Plan 

Administrator is required by law to furnish each participant with a copy of this summary annual report. 

Continue Group Health Plan Coverage.   

 This includes:  the right to continue health care coverage for himself/herself, spouse or dependents if there 

is a loss of coverage under a Plan as a result of a Qualifying Event.  The employee or his/her dependents 

may have to pay for such coverage.  See the COBRA Continuation Coverage section for additional 
details about these rights. 

Prudent Actions by Plan Fiduciaries 

 In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 

responsible for the operation of a Plan (the fiduciaries).  Fiduciaries have a duty to operate a Plan 
prudently and in the interest of Plan participants and beneficiaries.  No one, including the Employer, may 

fire a Plan participant or discriminate against him/her to prevent him/her from obtaining a welfare benefit 

or exercising rights under ERISA. 

 If an individual’s claim for a welfare benefit is denied in whole or in part, he/she must receive a written 

explanation of the reason for the denial.  He/she has the right to have the Claims Administrator review 

and reconsider his/her claim. 

Enforce His/Her Rights 

 Under ERISA there are steps a Plan participant can take to enforce the above rights.  For instance, if 

he/she requests materials from a Plan and does not receive them within 30 days, he/she may file suit in a 

federal court.  In such a case, the court may require the Plan Administrator to provide the materials and 
pay/him her up to $110 a day until he/she receives the materials, unless the materials were not sent 

because of reasons beyond the control of the Administrator.  If he/she has a claim for benefits which is 

denied or ignored, in whole or in part, he/she may file suit in a state or Federal court.  In addition, if 
he/she disagrees with the Plan decision or lack thereof, concerning the qualified status of a medical child 

support order (QMCSO), he/she may file suit in Federal court.  If it should happen that Plan fiduciaries 

misuse the Plan’s money, or if he/she is discriminated against for asserting his/her rights, he/she may seek 

assistance from the U.S. Department of Labor, or he/she may file suit in a Federal court.  The court will 
decide who should pay court costs and legal fees.  If he/she is successful, the court may order the person 

he/she has sued to pay these costs and fees.  If he/she loses, the court may order him/her to pay these costs 

and fees, for example, if it finds his/her claim is frivolous. 
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Assistance With His/Her Questions 

 If a Plan participant has any questions about a Plan, he/she should contact the Plan Administrator.  
If he/she has any questions about this statement or about his/her rights under ERISA, he/she 

should contact: (1) the nearest office of the Employee Benefits Security Administration, U.S. 

Department of Labor as listed in his/her telephone directory, or (2) the Division of Technical 

Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 
200 Constitution Avenue, NW, Washington, DC 20210.  A Plan participant may also obtain 

certain publications about his/her rights and responsibilities under ERISA by calling the 

publications hotline of the Employee Benefits Security Administration. 
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NOTICE OF PRIVACY PRACTICES 
 

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 

When it comes to your health information, you have certain rights. This section explains your rights 

and some of our responsibilities to help you. 

Get a copy of health and claims records 

• You can ask to see or get a copy of your health and claims records and other health information 

we have about you. Ask us how to do this.  

• We will provide a copy or a summary of your health and claims records, usually within 30 days 

of your request. We may charge a reasonable, cost-based fee. 

Ask us to correct health and claims records 

• You can ask us to correct your health and claims records if you think they are incorrect or 

incomplete. Ask us how to do this. 

• We may say “no” to your request, but we’ll tell you why in writing within 60 days.  

Request confidential communications 

• You can ask us to contact you in a specific way (for example, home or office phone) or to send 

mail to a different address.  

• We will consider all reasonable requests, and must say “yes” if you tell us you would be in 

danger if we do not. 

Ask us to limit what we use or share 

• You can ask us not to use or share certain health information for treatment, payment, or our 

operations.  

• We are not required to agree to your request, and we may say “no” if it would affect your care. 

Get a list of those with whom we’ve shared information 

• You can ask for a list (accounting) of the times we’ve shared your health information for six 

years prior to the date you ask, who we shared it with, and why. 

• We will include all the disclosures except for those about treatment, payment, and health care 

operations, and certain other disclosures (such as any you asked us to make). We’ll provide one 

accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one 

within 12 months. 

Get a copy of this privacy notice 

• You can ask for a paper copy of this notice at any time, even if you have agreed to receive the 

notice electronically. We will provide you with a paper copy promptly. 

Choose someone to act for you 

• If you have given someone medical power of attorney or if someone is your legal guardian, that 

person can exercise your rights and make choices about your health information. 

• We will make sure the person has this authority and can act for you before we take any action. 

File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your rights by contacting our Privacy Official: 

Daniel Whitney at (866)827-6607 or Dan.whitney@medova.com. 

• You can file a complaint with the U.S. Department of Health and Human Services Office for 

Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, 

calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 
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Your Choices 

For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in the situations described below, talk to us. Tell us what 

you want us to do, and we will follow your instructions. 

In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or others involved in payment for your care 

• Share information in a disaster relief situation 

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead 

and share your information if we believe it is in your best interest. We may also share your 

information when needed to lessen a serious and imminent threat to health or safety. 

In these cases we never share your information unless you give us written permission: 

• Marketing purposes 

• Sale of your information 

 

Our Uses and Disclosures 

How do we typically use or share your health information?  
We typically use or share your health information in the following ways. 

Help manage the health care treatment you receive 

We can use your health information and share it with professionals who are treating you. 
Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange 

additional services. 

Run our organization 

• We can use and disclose your information to run our organization and contact you when 

necessary.  

• We are not allowed to use genetic information to decide whether we will give you coverage and 

the price of that coverage. This does not apply to long term care plans. 

Example: We use health information about you to develop better services for you. 

Pay for your health services 

We can use and disclose your health information as we pay for your health services. 

Example: We share information about you with your dental plan to coordinate payment for your 
dental work. 

Administer your plan 

We may disclose your health information to your health plan sponsor for plan administration. 

Example: Your company contracts with us to provide a health plan, and we provide your company 
with certain statistics to explain the premiums we charge. 

How else can we use or share your health information?  

We are allowed or required to share your information in other ways – usually in ways that contribute to 
the public good, such as public health and research. We have to meet many conditions in the law before 

we can share your information for these purposes. For more information see: 

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

Help with public health and safety issues 
We can share health information about you for certain situations such as:  

• Preventing disease 

• Helping with product recalls 

• 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. 

 

 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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Comply with the law 

• We will share information about you if state or federal laws require it, including with the 

Department of Health and Human Services if it wants to see that we’re complying with federal 

privacy law. 

 

Respond to organ and tissue donation requests and work with a medical examiner or funeral 

director 

• We can share health information about you with organ procurement organizations. 

• We can share health information with a coroner, medical examiner, or funeral director when an 

individual dies. 

Address workers’ compensation, law enforcement, and other government requests 

We can use or share health information about you: 

• For workers’ compensation claims 

• For law enforcement purposes or with a law enforcement official 

• With health oversight agencies for activities authorized by law 

• For special government functions such as military, national security, and presidential protective 

services 

Respond to lawsuits and legal actions 

• We can share health information about you in response to a court or administrative order, or in 

response to a subpoena. 

 

Our Responsibilities 

• We are required by law to maintain the privacy and security of your protected health information.  

• We will let you know promptly if a breach occurs that may have compromised the privacy or 

security of your information. 

• We must follow the duties and privacy practices described in this notice and give you a copy of it.  

• We will not use or share your information other than as described here unless you tell us we can 

in writing. If you tell us we can, you may change your mind at any time. Let us know in writing if 

you change your mind.  

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 

 

Changes to the Terms of this Notice 

We can change the terms of this notice, and the changes will apply to all information we have about you. 

The new notice will be available upon request, on our web site, and we will mail a copy to you. 
 

NPP Effective Date: 8/5/2015 

 

Privacy Official 

Daniel Whitney 

8300 E Thorn Drive, Ste 300 
Wichita, KS 67226 

(866)827-6607 

 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


