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INTRODUCTION	  
	  

This	  SPD	  Wrap	  Document	  presents	  basic	  information	  about	  all	  the	  health	  and	  welfare	  benefits	  
maintained	  by	  LVPPACE	  (Employer),	  and	  your	  rights	  and	  benefits	  as	  a	  Plan	  participant.	  Please	  
refer	  to	  the	  applicable	  description	  of	  benefits,	  certificate	  of	  coverage,	  subscriber	  agreement,	  or	  
evidence	  of	  coverage	  booklet	  for	  more	  details	  on	  specific	  items	  such	  as	  benefit	  coverage,	  
definitions,	  coordination	  of	  benefits,	  claims	  procedures	  and	  exclusions	  and	  limitations.	  This	  SPD	  
Wrap	  Document	  and	  the	  separate	  benefit	  booklets	  have	  been	  prepared	  for	  participating	  
employees,	  and	  together	  constitute	  the	  Summary	  Plan	  Description	  for	  your	  Welfare	  Benefit	  
Plan.	  This	  is	  intended	  to	  comply	  with	  the	  disclosure	  requirements	  set	  forth	  in	  regulations	  issued	  
by	  the	  U.S.	  Department	  of	  Labor	  under	  the	  Employee	  Retirement	  Income	  Security	  Act	  (ERISA)	  of	  
1974.	  	  
	  
Please	  read	  this	  Document	  carefully	  and	  keep	  it	  along	  with	  your	  other	  benefit	  booklets	  for	  
future	  reference.	  
	  

	  

GENERAL	  TERMS	  AND	  CONDITIONS	  
	  
This	  Welfare	  Benefit	  Plan	  is	  established	  for	  the	  purpose	  of	  providing	  the	  employee	  welfare	  
benefits	  listed	  herein	  for	  the	  benefit	  of	  eligible	  employees	  and	  dependents.	  	  This	  plan,	  together	  
with	  the	  adoption	  agreement	  and	  governing	  documents	  described	  herein	  constitutes	  the	  
written	  plan	  document	  required	  by	  ERISA	  §	  402(a),	  and	  is	  an	  employee	  welfare	  benefit	  plan	  
(within	  the	  meaning	  of	  ERISA	  §	  3(l)).	  	  The	  Plan,	  also	  provides	  benefits	  in	  accordance	  with	  the	  
applicable	  requirements	  of	  federal	  laws	  such	  as,	  Consolidated	  Omnibus	  Budget	  Reconciliation	  
Act	  (COBRA),	  Health	  Insurance	  Portability	  Accountability	  Act	  (HIPAA),	  Newborns’	  and	  Mothers’	  
Health	  Protection	  Act	  (NMHPA),	  Mental	  Health	  Parity	  Act	  (MHPA),	  and	  the	  Women’s	  Health	  
and	  Cancer	  Rights	  Act	  (WHCRA),	  Genetic	  Information	  Non-‐Discrimination	  Act	  (GINA).	  
	  
In	  addition,	  if	  elected	  in	  the	  adoption	  agreement,	  some	  or	  all	  of	  the	  benefit	  programs	  may	  be	  
offered	  through	  a	  cafeteria	  plan	  arrangement	  under	  Section	  125	  of	  the	  IRS	  code.	  
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PLAN	  INFORMATION	  
 

	  The	  name	  of	  the	  Health	  Insurance	  Carrier	  that	  insures	  benefits	  under	  the	  
Plan	  is:	  	  
	  

Health	  Plan	  of	  Nevada	  
Plan	  Name:	  	   HMO	  
Plan	  Type:	  	   Fully	  Insured	  
Policy	  Number:	   10000864A001	  
Plan	  Year:	  	   July	  1	  through	  June	  30	  
Effective	  Date:	   July	  1,	  2015	  
Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   2720	  N	  Tenaya	  Way	  

Las	  Vegas,	  NV,	  89128	  
Insurance	  Carrier	  Phone:	  	   (702)	  242-‐7300	  
Insurance	  Carrier	  URL:	  	   www.healthplanofnevada.com	  
	  	   	  
Eligible	  Employee:	   All	  Employees	  	  
Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employer	  and	  Employee	  Paid	  
Grandfathered:	   NO	  
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	  The	  name	  of	  the	  Health	  Insurance	  Carrier	  that	  insures	  benefits	  under	  the	  
Plan	  is:	  	  
	  

Health	  Plan	  of	  Nevada	  
Plan	  Name:	  	   POS/PPO	  
Plan	  Type:	  	   Fully	  Insured	  
Policy	  Number:	   10000864A001	  
Plan	  Year:	  	   July	  1	  through	  June	  30	  
Effective	  Date:	   July	  1,	  2015	  
Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   2720	  N	  Tenaya	  Way	  

Las	  Vegas,	  NV,	  89128	  
Insurance	  Carrier	  Phone:	  	   (702)	  242-‐7300	  
Insurance	  Carrier	  URL:	  	   www.healthplanofnevada.com	  
	  	   	  
Eligible	  Employee:	   All	  Employees	  
Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employer	  and	  Employee	  Paid	  
Grandfathered:	   NO	  
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The	  name	  of	  the	  Dental	  Carrier	  that	  insures	  benefits	  under	  the	  Plan	  is:	  
	  

Guardian	  Life	  Insurance	  Co.	  
Plan	  Name:	  	   Dental	  Plan	  

Plan	  Type:	  	   Fully	  Insured	  

Policy	  Number:	   374832	  

Plan	  Year:	  	   July	  1	  through	  June	  30	  

Effective	  Date:	   July	  1,	  2015	  

Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   4685	  Macarthur	  Ct	  

Newport	  Beach,	  CA,	  92660	  
Insurance	  Carrier	  Phone:	  	   (800)	  541-‐7846	  

Insurance	  Carrier	  URL:	  	   www.guardiananytime.com	  

	  	   	  

Eligible	  Employee:	   All	  Employees	  	  

Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employer	  and	  Employee	  Paid	  
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The	  name	  of	  the	  Vision	  Carrier	  that	  insures	  benefits	  under	  the	  Plan	  is:	  
	  

Guardian	  
Plan	  Name:	  	   Vision	  Plan	  

Plan	  Type:	  	   Fully	  Insured	  

Policy	  Number:	   374832	  

Plan	  Year:	  	   July	  1	  through	  June	  30	  

Effective	  Date:	   July	  1,	  2015	  

Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   3333	  Quality	  Drive	  

Rancho	  Cordova,	  CA,	  95670	  
Insurance	  Carrier	  Phone:	  	   (877)	  814-‐8970	  

Insurance	  Carrier	  URL:	  	   www.vsp.com	  

	  	   	  

Eligible	  Employee:	   All	  Employees	  	  

Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employer	  and	  Employee	  Paid	  
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The	  name	  of	  the	  Group	  Voluntary	  Life	  Carrier	  that	  insures	  benefits	  under	  the	  
Plan	  is:	  
	  

Guardian	  Life	  Insurance	  Co.	  
Plan	  Name:	  	   Guardian	  Voluntary	  Life	  

Plan	  Type:	  	   Fully	  Insured	  

Plan	  Year:	  	   July	  1	  through	  June	  30	  

Effective	  Date:	   July	  1,	  2015	  

Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   4685	  Macarthur	  Ct	  

Newport	  Beach,	  CA,	  92660	  
Insurance	  Carrier	  Phone:	  	   (800)	  541-‐7846	  

Insurance	  Carrier	  URL:	  	   www.guardiananytime.com	  

	  	   	  

Eligible	  Employee:	   All	  Employees	  	  

Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employer	  and	  Employee	  Paid	  
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The	  name	  of	  the	  Universal	  Life	  Carrier	  that	  insures	  benefits	  under	  the	  Plan	  is:	  
	  

Allstate	  
Plan	  Name:	  	   Allstate	  Universal	  Life	  

Plan	  Type:	  	   Fully	  Insured	  

Policy	  Number:	   V5674	  

Plan	  Year:	  	   March	  1	  through	  February	  29	  

Effective	  Date:	   March	  1,	  2015	  

Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   P.O.	  Box	  12055	  

1819	  Electric	  Rd.	  
S.W.	  Roanoke,	  VA,	  24018	  

Insurance	  Carrier	  Phone:	  	   (800)	  255-‐7828	  

Insurance	  Carrier	  URL:	  	   www.allstate.com	  

	  	   	  

Eligible	  Employee:	   All	  Employees	  	  

Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employee	  Paid	  
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The	  name	  of	  the	  Critical	  Illness	  Carrier	  that	  insures	  benefits	  under	  the	  Plan	  is:	  
	  

Allstate	  
Plan	  Name:	  	   Critical	  Illness	  

Plan	  Year:	  	   March	  1	  through	  February	  29	  

Effective	  Date:	   March	  1,	  2015	  

Plan	  Administration:	  	   LVPPACE	  
Insurance	  Carrier	  Address:	  	   P.O.	  Box	  12055	  

1819	  Electric	  Rd.	  
S.W.	  Roanoke,	  VA,	  24018	  

Insurance	  Carrier	  Phone:	  	   (800)	  255-‐7828	  

Insurance	  Carrier	  URL:	  	   www.allstate.com	  

	  	   	  

Eligible	  Employee:	   All	  Employees	  	  

Coverage	  Effective	  Date:	   Date	  of	  Hire	  
Eligible	  Dependents:	   Spouse	  or	  domestic	  partners	  /	  Dependents	  (birth,	  step	  

dependent	  or	  adopted)	  up	  to	  the	  age	  of	  26	  
Contributions:	   Employee	  Paid	  
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PLAN ADMINISTRATION 
	  
The	  Administrator	  shall	  be	  responsible	  for	  the	  general	  administration	  of	  the	  Plan,	  including	  the	  
Benefit	  Programs,	  and	  shall	  be	  the	  “plan	  administrator”	  and	  “named	  fiduciary”	  within	  the	  
meaning	  of	  ERISA	  under	  the	  Plan	  and	  the	  Benefit	  Programs	  (except	  to	  the	  extent	  another	  
person	  or	  entity	  is	  specifically	  designated	  in	  the	  Governing	  Documents);	  provided,	  however,	  for	  
Fully	  Insured	  Benefit	  Programs,	  unless	  specifically	  provided	  otherwise	  in	  the	  Governing	  
Documents,	  	  the	  Insurer	  shall	  be	  the	  “named	  fiduciary,”	  and	  claims	  fiduciary	  responsible	  for	  
administering	  and	  determining	  benefits	  under	  such	  Benefit	  Program,	  and	  shall	  have	  full	  
authority	  and	  discretion	  to	  interpret	  the	  terms	  of	  the	  Benefit	  Program	  for	  those	  purposes.	  	  With	  
respect	  to	  the	  Plan,	  including	  the	  Benefit	  Programs,	  the	  Administrator	  shall	  have,	  without	  
limitation,	  the	  following	  discretionary	  authority,	  duties	  and	  powers:	  	  	  
	  

1) To	  make	  and	  enforce	  such	  rules	  and	  regulations	  as	  it	  deems	  necessary	  or	  proper	  for	  the	  
efficient	  administration	  of	  the	  Plan,	  including	  the	  establishment	  of	  any	  claims	  
procedures	  that	  may	  be	  required	  by	  applicable	  provisions	  of	  law;	  	  

2) Except	  to	  the	  extent	  reserved	  to	  the	  Insurer	  with	  respect	  to	  a	  Fully	  Insured	  Benefit	  
Program,	  to	  interpret	  the	  provisions	  of	  the	  Plan,	  make	  findings	  of	  fact,	  and	  correct	  
errors	  in,	  supply	  omissions	  from,	  and	  resolve	  inconsistencies	  or	  ambiguities	  in	  the	  
language	  of	  the	  Plan,	  and	  to	  decide	  all	  claims	  and	  appeals	  arising	  under	  the	  Plan;	  	  

3) To	  decide	  all	  questions	  concerning	  the	  Plan	  and	  the	  eligibility	  of	  any	  person	  to	  
participate	  in	  the	  Plan;	  	  

4) To	  appoint	  such	  agents,	  counsel,	  accountants,	  consultants	  and	  other	  persons	  as	  may	  be	  
required	  to	  assist	  in	  administering	  the	  Plan;	  and	  	  

5) To	  allocate	  and	  delegate	  its	  fiduciary	  and	  administrative	  responsibilities	  under	  the	  Plan	  
and	  to	  designate	  other	  persons	  to	  carry	  out	  any	  of	  its	  responsibilities	  under	  the	  Plan,	  
any	  such	  allocation,	  delegation,	  or	  designation	  to	  be	  in	  writing.	  	  Without	  limitation,	  the	  
Administrator	  may	  designate	  other	  organizations	  or	  persons	  (who	  also	  may	  be	  
employed	  by	  an	  Employer)	  to	  carry	  out	  the	  following:	  	  

a. pursuant	  to	  an	  administrative	  services	  or	  claims	  administration	  agreement,	  the	  
responsibility	  for	  administering	  and	  managing	  a	  Benefit	  Program	  or	  Programs,	  
including	  the	  processing	  and	  payment	  of	  claims	  under	  the	  Program	  and	  the	  
recordkeeping	  related	  thereto;	  	  

b. the	  responsibility	  to	  prepare,	  report,	  file	  and	  disclose	  any	  forms,	  documents	  and	  
other	  information	  required	  to	  be	  reported	  and	  filed	  by	  law	  with	  any	  government	  
agency	  or	  to	  be	  prepared	  and	  disclosed	  to	  Employees,	  Participants	  or	  other	  
persons	  entitled	  to	  disclosure	  under	  the	  Benefit	  Programs;	  and	  	  

c. the	  responsibility	  to	  review	  claims	  or	  claim	  denials	  under	  the	  Benefit	  Programs,	  
including	  discretionary	  authority	  to	  act	  as	  claims	  fiduciary	  to	  determine	  adverse	  
claims	  determinations	  within	  the	  meaning	  of	  Department	  of	  Labor	  Regulation	  §	  
2560.503-‐1.	  
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Subject	  to	  applicable	  law,	  any	  interpretation	  of	  the	  provisions	  of	  the	  Plan	  and	  the	  Benefit	  
Programs	  and	  any	  decisions	  on	  any	  matter	  within	  the	  discretion	  of	  the	  Administrator	  made	  by	  
the	  Administrator	  in	  good	  faith	  shall	  be	  binding	  on	  all	  persons.	  	  A	  misstatement	  or	  other	  
mistake	  of	  fact	  shall	  be	  corrected	  when	  it	  becomes	  known,	  and	  the	  Administrator	  shall	  make	  
such	  adjustment	  on	  account	  thereof	  as	  it	  considers	  equitable	  and	  practicable.	  	  The	  
Administrator	  shall	  not	  be	  liable	  in	  any	  manner	  for	  any	  determination	  of	  fact	  made	  in	  good	  
faith.	  
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PLAN CONTACT INFORMATION 
	  

	  
Plan	  sponsor	  &	  plan	  administrator:	  
The	  name,	  address	  and	  telephone	  number	  of	  the	  Plan	  Sponsor	  is:	  

Las	  Vegas	  Police	  Protective	  Association	  of	  Civilian	  Employees	  (LVPPACE)	  
9330	  W.	  Lake	  Mead	  Blvd.	  #100	  
Las	  Vegas,	  NV	  89134	  
Phone:	  (702)	  382-‐9121	  
	  
The	  name,	  address	  and	  telephone	  number	  of	  the	  Plan	  Administrator	  is:	  

LVPPACE	  
9330	  W.	  Lake	  Mead	  Blvd.	  #100	  
Las	  Vegas,	  NV	  89134	  
Phone:	  (702)	  382-‐9121	  
	  
Plan	  fiduciary:	  
The	  name,	  address	  and	  telephone	  number	  of	  the	  Plan	  Fiduciary	  is:	  

LVPPACE	  
9330	  W.	  Lake	  Mead	  Blvd.	  #100	  
Las	  Vegas,	  NV	  89134	  
Phone:	  (702)	  382-‐9121	  
	  
Agent	  for	  service	  of	  legal	  process:	  
The	  name	  and	  address	  of	  the	  Agent	  for	  Service	  of	  Legal	  Process	  is:	  

Melissa	  Johanning	  
LVPPACE	  
9330	  W.	  Lake	  Mead	  Blvd.	  #100	  
Las	  Vegas,	  NV	  89134	  
Phone:	  (702)	  382-‐9121	  
Service	  of	  Legal	  Process	  may	  also	  be	  made	  on	  the	  Plan	  Administrator.	  
	  

	  
	  
Important	  Disclaimer:	   Plan	  benefits	  are	  provided	  under	  contracts	  between	  the	  

Employer	  and	  the	  carriers.	  If	  the	  terms	  of	  this	  summary	  
document	  conflict	  with	  the	  terms	  of	  the	  Carrier	  Contract,	  
the	  terms	  of	  the	  Carrier	  Contract	  will	  control,	  unless	  
superseded	  by	  applicable	  law.	  
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IDENTIFICATION	  NUMBERS:	  
The	  Federal	  Employer	  Identification	  Number	  of	  the	  Plan	  Sponsor	  listed	  above	  is:	  88-‐0150028	  
	  
	  

PLAN AMENDMENT OR TERMINATION 
Amendment.	  
The	  Company	  reserves	  the	  right	  to	  amend	  any	  part	  or	  all	  of	  the	  Plan	  or	  a	  Benefit	  Program	  at	  any	  
time	  or	  from	  time	  to	  time	  by	  written	  instrument.	  
	  
Termination	  
The	  Company	  reserves	  the	  right	  to	  terminate	  the	  Plan	  or	  a	  Benefit	  Program	  at	  any	  time	  by	  
written	  instrument.	  	  The	  Plan	  or	  Benefit	  Program,	  as	  applied	  to	  any	  single	  Employer,	  may	  be	  
terminated	  at	  any	  time	  by	  such	  Employer,	  subject	  to	  consent	  of	  the	  Company.	  
	  
	  
SOURCES	  OF	  PLAN	  CONTRIBUTIONS	  
	  
Plan	  Year	  –	  July	  1st	  through	  June	  30th	  
	  
Plan	  Contributions	  -‐	  Contributions	  for	  coverage	  may	  be	  made	  solely	  by	  the	  Plan	  Sponsor,	  solely	  
by	  participating	  employees,	  or	  by	  a	  combination	  of	  the	  Plan	  Sponsor	  and	  participating	  
employees.	  
	  
Employee	  contributions	  will	  be	  paid	  through,	  payroll	  deduction.	  	  Eligible	  plan	  premiums	  may	  be	  
deducted	  on	  a	  Pre-‐Tax	  basis.	  	  Actual	  Contribution	  Rates	  will	  be	  published	  during	  The	  Companies	  
Open	  Enrollment	  Period	  in	  each	  year.	  	  
	  
Carrier	  documentation	  provides	  the	  specific	  contribution	  information	  for	  each	  plan.	  
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CLAIMS AND APPEALS 

	  
Claims	  
All	  claims	  for	  benefits	  under	  the	  Plan	  and	  any	  assignment	  of	  benefits	  to	  a	  provider	  shall	  be	  
made,	  processed	  and	  paid	  in	  accordance	  with	  Department	  of	  Labor	  Regulations	  §	  2560.503-‐1	  
and	  other	  applicable	  law,	  and	  the	  terms	  and	  conditions	  of	  the	  applicable	  Benefit	  Program	  and	  
the	  related	  provisions	  of	  the	  summary	  plan	  description	  for	  such	  program.	  	  The	  Administrator	  
shall	  be	  the	  claims	  fiduciary	  unless	  this	  function	  is	  delegated	  to	  another	  person	  or	  entity	  under	  
this	  Section.	  
	  
No	  Estopple	  of	  Plan	  
No	  person	  is	  entitled	  to	  any	  benefit	  under	  the	  Plan	  except	  and	  to	  the	  extent	  expressly	  provided	  
under	  the	  terms	  and	  conditions	  of	  the	  applicable	  Benefit	  Program.	  	  The	  fact	  that	  payments	  
have	  been	  made	  from	  the	  Plan	  in	  connection	  with	  any	  claim	  for	  benefits	  does	  not	  (a)	  establish	  
the	  validity	  of	  the	  claim;	  (b)	  provide	  any	  right	  to	  have	  such	  benefits	  continue	  for	  any	  period	  of	  
time;	  or	  (c)	  prevent	  the	  Plan	  from	  recovering	  the	  benefits	  paid	  to	  the	  extent	  that	  the	  
Administrator	  determines	  that	  there	  was	  no	  right	  to	  payment	  of	  the	  benefits	  under	  the	  Plan.	  	  
Thus,	  if	  a	  benefit	  is	  paid	  and	  it	  is	  thereafter	  determined	  that	  such	  benefit	  should	  not	  have	  been	  
paid	  (whether	  or	  not	  attributable	  to	  an	  error	  by	  the	  Participant	  or	  any	  other	  person),	  then	  the	  
Administrator	  may	  take	  such	  action	  as	  it	  deems	  necessary	  or	  appropriate	  to	  remedy	  such	  
situation,	  including	  without	  limitation,	  by	  deducting	  the	  amount	  of	  any	  overpayment	  
theretofore	  made	  to	  or	  on	  behalf	  of	  such	  Participant	  from	  any	  succeeding	  payments	  to	  or	  on	  
behalf	  of	  such	  Participant	  under	  the	  Plan	  or	  from	  any	  amounts	  due	  or	  owing	  to	  such	  Participant	  
by	  the	  Company	  or	  under	  any	  other	  plan,	  program	  or	  arrangement	  benefiting	  the	  Employees	  or	  
former	  Employees	  of	  the	  Company,	  or	  otherwise	  recovering	  such	  overpayment	  from	  whomever	  
has	  benefited	  from	  it.	  
	  
If	  the	  Administrator	  determines	  that	  an	  underpayment	  of	  benefits	  has	  been	  made,	  then	  the	  
Administrator	  shall	  take	  such	  action	  as	  it	  deems	  necessary	  or	  appropriate	  to	  remedy	  such	  
situation.	  
	  

	  
Claims	  Procedures	  	  
The	  specific	  guidelines	  for	  filing	  a	  Claim	  or	  a	  request	  for	  a	  review	  of	  a	  denied	  claim	  shall	  be	  set	  
out	  in	  the	  summary	  plan	  description	  for	  each	  Health	  Benefit	  Program.	  	  Such	  procedures	  shall	  
comply	  with	  the	  general	  provisions	  of	  this	  Section	  and	  shall	  be	  designed	  to	  ensure	  the	  
independence	  and	  impartiality	  of	  the	  persons	  involved	  in	  making	  decisions	  on	  such	  Claims.	  	  A	  
Claimant	  must	  follow	  all	  internal	  claims	  and	  appeal	  procedures	  and,	  where	  applicable,	  all	  
external	  review	  procedures	  before	  he	  can	  file	  a	  lawsuit	  to	  contest	  the	  decision.	  
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Definitions	  

For	  purposes	  of	  this	  Section,	  the	  following	  capitalized	  terms	  shall	  have	  the	  meanings	  set	  forth	  
below:	  

1) “Non-‐Grandfathered	  Plan”	  means	  a	  Health	  Benefit	  Program	  that	  is	  (1)	  subject	  to	  Title	  I	  
of	  the	  Patient	  Protection	  and	  Affordable	  Care	  Act	  of	  2010,	  as	  amended,	  and	  (2)	  does	  not	  
meet	  the	  requirements	  for	  “grandfathered	  status”	  within	  the	  meaning	  of	  that	  Act..	  

2) “Claim”	  means	  any	  request	  for	  a	  benefit	  under	  a	  Health	  Benefit	  Program,	  made	  by	  a	  
Claimant	  or	  representative	  which	  complies	  with	  the	  reasonable	  procedures	  for	  making	  
benefit	  Claims	  under	  such	  program.	  

3) “Concurrent	  Care	  Claim”	  means	  a	  Claim	  for	  an	  ongoing	  course	  of	  treatment	  to	  be	  
provided	  over	  a	  period	  of	  time	  or	  number	  of	  treatments.	  	  Any	  reduction	  or	  termination	  
by	  the	  Health	  Benefit	  Program	  of	  the	  course	  of	  treatment	  (other	  than	  by	  plan	  
amendment	  or	  termination)	  before	  the	  end	  of	  the	  period	  of	  time	  or	  number	  of	  
treatments	  originally	  approved	  is	  considered	  an	  Adverse	  Benefit	  Determination.	  

4) “Pre-‐Service	  Claim”	  means	  any	  Claim	  for	  a	  benefit	  under	  a	  Health	  Benefit	  Program	  
which	  conditions	  receipt	  of	  the	  benefit,	  in	  whole	  or	  in	  part,	  on	  approval	  in	  advance	  of	  
obtaining	  medical	  care.	  

5) “Urgent	  Care	  Claim”	  means	  a	  Pre-‐Service	  Claim	  for	  medical	  care	  or	  treatment	  with	  
respect	  to	  which	  the	  time	  frame	  for	  a	  non-‐urgent	  care	  determination	  could	  seriously	  
jeopardize	  the	  life	  or	  health	  of	  the	  Claimant;	  or	  the	  ability	  of	  the	  Claimant	  to	  regain	  
maximum	  function;	  or	  in	  the	  opinion	  of	  the	  attending	  or	  consulting	  physician,	  would	  
subject	  the	  Claimant	  to	  severe	  pain	  that	  could	  not	  be	  adequately	  managed	  without	  the	  
care	  or	  treatment	  that	  is	  the	  subject	  of	  the	  Claim.	  

6) A	  physician	  with	  knowledge	  of	  the	  Claimant’s	  medical	  condition	  may	  determine	  if	  a	  
Claim	  is	  one	  involving	  Urgent	  Care.	  If	  there	  is	  no	  such	  physician,	  an	  individual	  acting	  on	  
behalf	  of	  the	  Health	  Benefit	  Program	  applying	  the	  judgment	  of	  a	  prudent	  layperson	  who	  
possesses	  an	  average	  knowledge	  of	  health	  and	  medicine	  may	  make	  the	  determination.	  
“Post-‐Service	  Claim”	  means	  any	  Claim	  that	  is	  not	  a	  Pre-‐Service	  Claim.	  

7) “Adverse	  Benefit	  Determination”	  means	  a	  total	  or	  partial	  denial	  of	  a	  Claim.	  	  For	  a	  Non-‐
Grandfathered	  Plan,	  a	  retroactive	  rescission	  of	  coverage	  due	  to	  fraud	  or	  
misrepresentation	  shall	  be	  treated	  as	  an	  Adverse	  Benefit	  Determination.	  

8) “Appeal”	  means	  a	  Claimant’s	  written	  request	  for	  review	  of	  an	  Adverse	  Benefit	  
Determination	  in	  accordance	  with	  Appeal	  Section.	  	  	  

9) “Final	  Adverse	  Benefit	  Determination”	  means	  an	  Adverse	  Benefit	  Determination	  issued	  
in	  connection	  with	  the	  last	  stage	  of	  Appeal	  as	  set	  forth	  in	  the	  Appeals	  Section.	  
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Notice	  to	  Claimant	  of	  Adverse	  Benefit	  Determinations.	  

1) Initial	  Claims	  -‐	  Except	  with	  respect	  to	  Urgent	  Care	  Claims	  (the	  notification	  for	  which	  may	  
be	  oral	  followed	  by	  written	  or	  electronic	  notification	  within	  three	  days	  of	  the	  oral	  
notification),	  upon	  its	  initial	  determination	  of	  a	  Claim,	  the	  Administrator	  shall	  provide	  
written	  or	  electronic	  notification	  of	  any	  Adverse	  Benefit	  Determination.	  The	  notice	  will	  
state,	  in	  a	  manner	  calculated	  to	  be	  understood	  by	  the	  Claimant:	  

a. The	  specific	  reason	  or	  reasons	  for	  the	  adverse	  determination,	  including	  for	  Non-‐
Grandfathered	  Plans,	  the	  denial	  code	  and	  its	  corresponding	  meaning,	  and	  a	  
description	  of	  the	  Non-‐Grandfathered	  Plan’s	  standard,	  if	  any,	  that	  was	  used	  in	  
denying	  the	  Claim.	  	  

b. Reference	  to	  the	  specific	  Health	  Benefit	  Program	  provisions	  on	  which	  the	  
determination	  was	  based.	  	  

c. A	  description	  of	  any	  additional	  material	  or	  information	  necessary	  for	  the	  
Claimant	  to	  perfect	  the	  Claim	  and	  an	  explanation	  of	  why	  such	  material	  or	  
information	  is	  necessary.	  

d. A	  description	  of	  the	  Health	  Benefit	  Program’s	  appeal	  procedures,	  including	  any	  
voluntary	  appeal	  procedures	  offered	  by	  the	  Health	  Benefit	  Program	  and	  for	  Non-‐
Grandfathered	  Plans,	  any	  external	  review	  procedures,	  and	  the	  time	  limits	  
applicable	  to	  such	  procedures.	  This	  will	  include	  a	  statement	  of	  the	  Claimant's	  
right	  to	  bring	  a	  civil	  action	  under	  section	  ERISA	  §502.	  

e. If	  the	  Adverse	  Benefit	  Determination	  was	  based	  on	  an	  internal	  rule,	  guideline,	  
protocol,	  or	  other	  similar	  criterion,	  the	  specific	  rule,	  guideline,	  protocol,	  or	  
criterion	  will	  be	  provided	  free	  of	  charge,	  or	  	  a	  statement	  will	  be	  included	  that	  
such	  a	  rule,	  guideline,	  protocol,	  or	  criterion	  was	  relied	  upon	  in	  making	  the	  
Adverse	  Benefit	  Determination	  and	  a	  copy	  will	  be	  provided	  free	  of	  charge	  to	  the	  
Claimant	  upon	  request.	  	  

f. If	  the	  Adverse	  Benefit	  Determination	  is	  based	  on	  a	  medical	  necessity	  or	  
experimental	  or	  investigational	  treatment	  or	  similar	  exclusion	  or	  limit,	  an	  
explanation	  of	  the	  scientific	  or	  clinical	  judgment	  for	  the	  determination,	  applying	  
the	  terms	  of	  the	  Health	  Benefit	  Program	  to	  the	  Claimant's	  medical	  
circumstances,	  will	  be	  provided,	  or	  a	  statement	  will	  be	  included	  that	  such	  
explanation	  will	  be	  provided	  free	  of	  charge,	  upon	  request.	  	  

g. For	  Non-‐Grandfathered	  Plans,	  information	  sufficient	  to	  allow	  the	  Claimant	  to	  
identify	  the	  Claim	  involved	  (including	  date	  of	  service,	  the	  healthcare	  provider,	  
the	  Claim	  amount,	  if	  applicable,	  the	  diagnosis	  code	  and	  its	  corresponding	  
meaning,	  and	  the	  treatment	  code	  and	  its	  corresponding	  meaning).	  	  
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h. For	  Non-‐Grandfathered	  Plans,	  information	  about	  the	  availability	  of	  and	  contact	  
information	  for,	  any	  applicable	  office	  of	  health	  insurance	  consumer	  assistance	  or	  
ombudsman	  established	  under	  applicable	  federal	  law	  to	  assist	  individuals	  with	  
the	  internal	  claims	  and	  appeals	  procedures	  and	  external	  review	  process.	  	  

2) Appeals	  -‐	  	  The	  Administrator	  shall	  also	  provide	  written	  or	  electronic	  notice	  of	  an	  
Adverse	  Benefit	  Determination	  on	  Appeal.	  	  This	  notice	  shall	  contain	  the	  information	  
listed	  in	  subsections	  (a)(1)	  through	  (8),	  as	  well	  as:	  	  

a. A	  statement	  that	  the	  Claimant	  is	  entitled	  to	  receive,	  upon	  request	  and	  free	  of	  
charge,	  reasonable	  access	  to	  and	  copies	  of	  all	  documents,	  records	  and	  other	  
information	  relevant	  to	  the	  Claim.	  	  

b. In	  the	  case	  of	  a	  Final	  Adverse	  Benefit	  Determination	  for	  a	  Non-‐Grandfathered	  
Plan,	  a	  discussion	  of	  the	  decision.	  

	  
Appeals	  
When	  a	  Claimant	  receives	  an	  Adverse	  Benefit	  Determination,	  the	  Claimant	  has	  180	  days	  
following	  receipt	  of	  the	  notification	  in	  which	  to	  request	  a	  review	  of	  the	  decision,	  unless	  a	  
shorter	  time	  is	  permitted	  by	  law.	  A	  Claimant	  may	  submit	  written	  comments,	  documents,	  
records,	  and	  other	  information	  relating	  to	  the	  Claim.	  If	  the	  Claimant	  so	  requests,	  he	  or	  she	  will	  
be	  provided,	  free	  of	  charge,	  reasonable	  access	  to,	  and	  copies	  of,	  all	  documents,	  records,	  and	  
other	  information	  relevant	  to	  the	  Claim.	  	  

1) A	  document,	  record,	  or	  other	  information	  shall	  be	  considered	  relevant	  to	  a	  Claim	  if	  
it:	  

a. was	  relied	  upon	  in	  making	  the	  benefit	  determination;	  	  

b. was	  submitted,	  considered,	  or	  generated	  in	  the	  course	  of	  making	  the	  benefit	  
determination,	  without	  regard	  to	  whether	  it	  was	  relied	  upon	  in	  making	  the	  
benefit	  determination;	  	  

c. demonstrated	  compliance	  with	  the	  administrative	  processes	  and	  safeguards	  
designed	  to	  ensure	  and	  to	  verify	  that	  benefit	  determinations	  are	  made	  in	  
accordance	  with	  Health	  Benefit	  Program	  documents	  and	  Health	  Benefit	  
Program	  provisions	  have	  been	  applied	  consistently	  with	  respect	  to	  all	  
Claimants;	  or	  	  

d. constituted	  a	  statement	  of	  policy	  or	  guidance	  with	  respect	  to	  the	  Health	  
Benefit	  Program	  concerning	  the	  denied	  treatment	  option	  or	  benefit.	  

	  
For	  Non-‐Grandfathered	  Plans,	  the	  Administrator	  shall	  provide	  the	  Claimant	  any	  new	  or	  
additional	  evidence	  that	  is	  relied	  upon,	  considered	  or	  generated	  by	  or	  at	  the	  direction	  of	  the	  
Non-‐Grandfathered	  Plan.	  	  This	  new	  evidence	  shall	  be	  provided	  free	  of	  charge	  and	  must	  be	  
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provided	  to	  Claimant	  as	  soon	  as	  possible	  and	  sufficiently	  in	  advance	  of	  the	  time	  within	  which	  a	  
Final	  Adverse	  Benefit	  Determination	  is	  required,	  to	  allow	  the	  Claimant	  time	  to	  respond.	  

If	  a	  Final	  Adverse	  Benefit	  Determination	  will	  be	  based	  on	  a	  new	  or	  additional	  rationale,	  the	  
Claimant	  must	  be	  provided	  with	  this	  rationale	  as	  soon	  as	  possible	  and	  sufficiently	  in	  advance	  of	  
the	  date	  on	  which	  the	  Final	  Adverse	  Benefit	  Determination	  must	  be	  provided,	  in	  order	  to	  give	  
the	  Claimant	  a	  reasonable	  opportunity	  to	  respond	  prior	  to	  that	  date.	  

The	  Administrator’s	  review	  shall	  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.	  The	  review	  
will	  not	  afford	  deference	  to	  the	  initial	  Adverse	  Benefit	  Determination	  and	  will	  be	  conducted	  by	  
a	  fiduciary	  of	  the	  Health	  Benefit	  Program	  who	  is	  neither	  the	  individual	  who	  made	  the	  adverse	  
determination	  nor	  a	  subordinate	  of	  that	  individual.	  

If	  the	  determination	  was	  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	  Administrator	  shall	  consult	  with	  a	  health	  care	  
professional	  who	  was	  not	  involved	  in	  the	  original	  benefit	  determination,	  nor	  a	  subordinate	  of	  
any	  individual	  involved	  in	  the	  original	  determination.	  This	  health	  care	  professional	  will	  have	  
appropriate	  training	  and	  experience	  in	  the	  field	  of	  medicine	  involved	  in	  the	  medical	  judgment.	  
Additionally,	  medical	  or	  vocational	  experts	  whose	  advice	  was	  obtained	  on	  behalf	  of	  the	  Health	  
Benefit	  Program	  in	  connection	  with	  the	  initial	  determination	  will	  be	  identified.	  	  	  

If	  specifically	  provided	  under	  the	  Health	  Benefit	  Program,	  a	  Claimant	  may	  bring	  a	  second	  
Appeal,	  which	  shall	  be	  subject	  to	  the	  terms	  of	  this	  section.	  

Voluntary	  Appeals	  	  
If	  a	  Health	  Benefit	  Program	  Provides	  for	  a	  voluntary	  appeal	  process,	  the	  terms	  of	  this	  section	  
shall	  apply.	  	  During	  voluntary	  dispute	  resolution,	  any	  statute	  of	  limitations	  or	  other	  defense	  
based	  on	  timeliness	  is	  tolled	  during	  the	  time	  any	  voluntary	  appeal	  is	  pending.	  
The	  Health	  Benefit	  Program	  waives	  any	  right	  to	  assert	  that	  a	  Claimant	  has	  failed	  to	  exhaust	  
administrative	  remedies	  because	  he	  or	  she	  did	  not	  elect	  to	  submit	  a	  benefit	  dispute	  to	  the	  
voluntary	  appeal	  provided	  by	  the	  Health	  Benefit	  Program.	  A	  Claimant	  may	  elect	  a	  voluntary	  
appeal	  after	  exhaustion	  of	  appeals	  of	  an	  adverse	  benefit	  determination	  as	  explained	  in	  the	  
section	  above,	  entitled,	  "Appeals."	  

The	  Health	  Benefit	  Program	  will	  provide	  to	  the	  Claimant,	  at	  no	  cost	  and	  upon	  request,	  sufficient	  
information	  about	  the	  voluntary	  appeal	  to	  enable	  the	  Claimant	  to	  make	  an	  informed	  judgment	  
about	  whether	  to	  submit	  a	  benefit	  dispute	  to	  the	  voluntary	  level	  of	  appeal.	  This	  information	  
will	  include	  a	  statement	  that	  the	  decision	  will	  have	  no	  effect	  on	  the	  Claimant's	  rights	  to	  any	  
other	  benefits	  under	  the	  Health	  Benefit	  Program;	  will	  list	  the	  rules	  of	  the	  appeal;	  state	  the	  
Claimant's	  right	  to	  representation;	  enumerate	  the	  process	  for	  selecting	  the	  decision	  maker;	  and	  
give	  circumstances,	  if	  any,	  that	  may	  affect	  the	  impartiality	  of	  the	  decision	  maker.	  
	  
No	  fees	  or	  costs	  will	  be	  imposed	  on	  the	  Claimant	  as	  part	  of	  the	  voluntary	  level	  of	  appeal.	  
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Time	  for	  Responses	  
Upon	  receipt	  of	  a	  Claim	  or	  an	  Appeal	  of	  an	  Adverse	  Benefit	  Determination,	  the	  Administrator	  
(or	  its	  delegate)	  shall	  make	  its	  determination	  and	  provide	  any	  required	  notice	  within	  the	  
following	  time	  periods.	  

1) Urgent	  Care	  Claims	  -‐	  The	  Administrator	  shall	  decide	  the	  Claim	  as	  soon	  as	  feasible,	  
but	  no	  later	  than	  72	  hours	  following	  receipt	  of	  the	  Claim.	  	  For	  Non-‐Grandfathered	  
Plans,	  this	  time	  should	  be	  as	  soon	  as	  possible.	  	  If	  additional	  information	  is	  needed	  in	  
order	  to	  decide	  the	  Claim,	  the	  Administrator	  will	  notify	  the	  Claimant	  within	  24	  hours	  
and	  the	  Claimant	  shall	  have	  at	  least	  48	  hours	  to	  provide	  the	  required	  information.	  	  
The	  Administrator	  will	  notify	  Claimant	  of	  its	  benefit	  determination	  within	  48	  hours	  
after	  the	  earlier	  of:	  (i)	  receipt	  of	  the	  required	  information,	  or	  (ii)	  the	  expiration	  of	  
the	  period	  afforded	  to	  Claimant	  to	  provide	  the	  information.	  	  In	  the	  case	  of	  an	  
Adverse	  Benefit	  Determination,	  Claimant	  will	  be	  provided	  a	  description	  of	  the	  
expedited	  claim	  review	  process	  for	  Urgent	  Care	  Claims.	  	  	  	  

Appeal	  of	  an	  Adverse	  Benefit	  Determination	  shall	  be	  decided	  as	  soon	  as	  feasible,	  but	  
no	  later	  than	  72	  hours	  after	  the	  Administrator	  receives	  the	  request	  for	  review	  or	  
Appeal.	  

2) Pre	  Service	  Claims	  -‐	  A	  Pre-‐Service	  Claim	  shall	  be	  decided	  within	  15	  days	  after	  the	  
Administrator	  receives	  the	  Claim,	  although	  the	  review	  period	  may	  be	  extended	  an	  
additional	  15	  days	  if	  necessary	  due	  to	  circumstances	  beyond	  the	  Administrator’s	  
control.	  	  Claimant	  will	  be	  notified	  within	  the	  original	  15-‐day	  period	  of	  the	  reason	  for	  
the	  extension	  and	  the	  date	  the	  Administrator	  expects	  to	  render	  its	  decision.	  

 
If	  Claimant	  does	  not	  follow	  a	  Health	  Benefit	  Program’s	  procedures	  for	  filing	  a	  Pre-‐
Service	  Claim,	  the	  Administrator	  must	  notify	  Claimant	  within	  5	  days	  of	  the	  proper	  
procedures	  for	  Claimant	  to	  complete	  the	  claim.	  	  	  	  
	  
If	  the	  Administrator	  cannot	  render	  a	  decision	  within	  15	  days	  because	  Claimant	  has	  
not	  provided	  sufficient	  information	  to	  review	  the	  Claim,	  the	  notice	  of	  extension	  
must	  describe	  the	  specific	  information	  needed	  to	  complete	  the	  Claim.	  	  Claimant	  will	  
be	  given	  at	  least	  45	  days	  from	  receipt	  of	  this	  notice	  to	  provide	  the	  required	  
information.	  	  The	  Administrator	  has	  15	  days	  after	  it	  receives	  the	  information	  to	  
render	  its	  decision.	  	  	  
	  
The	  Administrator	  will	  decide	  an	  Appeal	  of	  a	  denied	  Pre-‐Service	  Claim	  within	  30	  days	  
after	  receiving	  the	  request	  for	  review;	  provided,	  if	  a	  Health	  Benefit	  Program	  
provides	  for	  two	  levels	  of	  Appeal,	  the	  Administrator	  shall	  decide	  each	  level	  of	  Appeal	  
within	  15	  days.	  

3) Concurrent	  Care	  Claims	  -‐	  An	  Adverse	  Benefit	  Determination	  involving	  Concurrent	  
Care	  will	  be	  made	  sufficiently	  in	  advance	  of	  any	  reduction	  in	  or	  termination	  of	  
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treatment	  to	  allow	  Claimant	  to	  appeal	  the	  Adverse	  Benefit	  Determination.	  	  If	  a	  
course	  of	  treatment	  involves	  urgent	  care,	  Claimant’s	  request	  to	  extend	  the	  course	  of	  
treatment	  will	  be	  decided	  as	  soon	  as	  possible,	  but	  not	  later	  than	  24	  hours	  after	  the	  
Administrator	  receives	  the	  request,	  provided	  that	  the	  request	  is	  made	  at	  least	  24	  
hours	  prior	  to	  the	  expiration	  of	  treatment.	  	  	  

4) Post	  Service	  Claims	  -‐	  A	  Post-‐Service	  Claim	  shall	  be	  decided	  within	  30	  days	  after	  the	  
Administrator	  receives	  the	  Claim.	  	  The	  Administrator	  may	  extend	  the	  review	  period	  
for	  an	  additional	  15	  days	  if	  necessary	  due	  to	  circumstances	  beyond	  the	  control	  of	  
the	  Administrator.	  	  The	  Administrator	  will	  notify	  Claimant	  within	  the	  original	  30-‐day	  
period	  of	  the	  reason	  for	  the	  extension	  and	  the	  date	  by	  which	  the	  Administrator	  
expects	  to	  render	  its	  decision.	  

 
If	  the	  Administrator	  cannot	  render	  a	  decision	  within	  30	  days	  because	  Claimant	  has	  not	  provided	  
sufficient	  information	  to	  determine	  whether,	  or	  to	  what	  extent,	  benefits	  are	  covered	  or	  payable	  
under	  the	  Health	  Benefit	  Program,	  the	  notice	  of	  extension	  will	  describe	  the	  specific	  information	  
needed	  to	  complete	  the	  Claim.	  	  Claimant	  will	  be	  given	  at	  least	  45	  days	  from	  receipt	  of	  the	  
notice	  to	  provide	  the	  required	  information.	  	  The	  Administrator	  has	  15	  days	  from	  the	  date	  of	  
receiving	  such	  information	  to	  render	  its	  decision.	  

An	  Appeal	  involving	  a	  Post-‐Service	  Claim	  shall	  be	  decided	  by	  the	  Administrator	  within	  60	  days	  
after	  receiving	  the	  request	  for	  review;	  provided,	  if	  a	  Health	  Benefit	  Program	  provides	  for	  two	  
levels	  of	  Appeal,	  the	  Administrator	  shall	  decide	  each	  level	  of	  Appeal	  within	  30	  days.	  

	  

External	  Review	  Process	  	  	  
For	  Non-‐Grandfathered	  Plans,	  upon	  exhaustion	  of	  the	  internal	  claims	  and	  appeal	  procedures,	  a	  
Claimant	  may	  request	  that	  the	  Claim	  be	  reviewed	  under	  the	  Non-‐Grandfathered	  Plan’s	  external	  
review	  process.	  	  The	  Non-‐Grandfathered	  Plan	  shall	  comply	  with	  the	  applicable	  State	  external	  
review	  process,	  if	  any,	  and	  if	  none,	  the	  federal	  external	  review	  process.	  	  If	  the	  federal	  external	  
review	  process	  applies,	  the	  following	  guidelines	  shall	  apply.	  

The	  Claimant	  must	  file	  his	  request	  for	  external	  review	  within	  4	  months	  after	  receipt	  of	  the	  Final	  
Adverse	  Benefit	  Determination.	  

The	  Administrator	  will	   determine	  whether	   the	  Claim	   is	   eligible	   for	   review	  under	   the	  external	  
review	  process.	  	  This	  determination	  is	  based	  on	  whether:	  	  

1) The	  Claimant	  is	  or	  was	  covered	  under	  the	  Non-‐Grandfathered	  Plan	  at	  the	  time	  the	  
Claim	  was	  made	  or	  incurred;	  	  	  

2) The	  Claimant	  has	  exhausted	  the	  Non-‐Grandfathered	  Plan’s	  internal	  claims	  and	  
appeal	  procedures;	  and	  	  

3) The	  Claimant	  has	  provided	  all	  the	  information	  required	  to	  process	  an	  external	  
review.	  
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Within	  one	  business	  day	  after	  completion	  of	  this	  preliminary	  review,	  the	  Administrator	  will	  
provide	  written	  notification	  to	  the	  Claimant	  of	  whether	  the	  claim	  is	  eligible	  for	  external	  review.	  	  	  

If	  the	  request	  for	  review	  is	  complete	  but	  not	  eligible	  for	  external	  review,	  the	  Administrator	  will	  
notify	  the	  Claimant	  of	  the	  reasons	  for	  its	  ineligibility.	  	  The	  notice	  will	  include	  contact	  
information	  for	  the	  Employee	  Benefits	  Security	  Administration	  at	  its	  toll	  free	  number.	  

If	  the	  request	  is	  not	  complete,	  the	  notice	  will	  describe	  the	  information	  needed	  to	  complete	  it.	  	  
The	  Claimant	  will	  have	  48	  hours	  or	  until	  the	  last	  day	  of	  the	  4	  month	  filing	  period,	  whichever	  is	  
later,	  to	  submit	  the	  additional	  information.	  	  

If	  the	  request	  is	  eligible	  for	  the	  external	  review	  process,	  the	  Administrator	  will	  assign	  it	  to	  a	  
qualified	  Independent	  Review	  Organization	  (“IRO”).	  	  The	  IRO	  is	  responsible	  for	  notifying	  the	  
Claimant,	  in	  writing,	  that	  the	  request	  for	  external	  review	  has	  been	  accepted.	  	  The	  notice	  should	  
include	  a	  statement	  that	  the	  Claimant	  may	  submit	  in	  writing,	  within	  10	  business	  days,	  
additional	  information	  the	  IRO	  must	  consider	  when	  conducting	  the	  review.	  	  The	  IRO	  will	  share	  
this	  information	  with	  the	  Non-‐Grandfathered	  Plan.	  	  The	  Non-‐Grandfathered	  Plan	  may	  consider	  
this	  information	  and	  decide	  to	  reverse	  its	  denial	  of	  the	  Claim.	  	  If	  the	  denial	  is	  reversed,	  the	  
external	  review	  process	  will	  end.	  

If	  the	  Non-‐Grandfathered	  Plan	  does	  not	  reverse	  the	  denial,	  the	  IRO	  will	  make	  its	  decision	  on	  the	  
basis	  of	  its	  review	  of	  all	  of	  the	  information	  in	  the	  record,	  as	  well	  as	  additional	  information	  
where	  appropriate	  and	  available,	  such	  as:	  	  

1) The	  Claimant’s	  medical	  records;	  	  

2) The	  attending	  health	  care	  professional’s	  recommendation;	  	  

3) Reports	  from	  appropriate	  health	  care	  professionals	  and	  other	  documents	  submitted	  by	  
the	  plan	  or	  issuer,	  Claimant,	  or	  the	  Claimant’s	  treating	  provider;	  	  

4) The	  terms	  of	  the	  Non-‐Grandfathered	  Plan;	  	  	  

5) Appropriate	  practice	  guidelines;	  	  	  

6) Any	  applicable	  clinical	  review	  criteria	  developed	  and	  used	  by	  the	  plan;	  and	  	  	  

7) The	  opinion	  of	  the	  IRO’s	  clinical	  reviewer.	  	  

	  

The	  IRO	  must	  provide	  written	  notice	  to	  the	  Non-‐Grandfathered	  Plan	  and	  the	  Claimant	  of	  its	  
final	  decision	  within	  45	  days	  after	  the	  IRO	  receives	  the	  request	  for	  the	  external	  review.	  	  The	  
IRO’s	  decision	  notice	  must	  contain:	  
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1) A	  general	  description	  of	  the	  reason	  for	  the	  external	  review,	  including	  information	  
sufficient	  to	  identify	  the	  claim;	  	  

2) The	  date	  the	  IRO	  received	  the	  assignment	  to	  conduct	  the	  review	  and	  the	  date	  of	  the	  
IRO’s	  decision;	  	  

3) References	  to	  the	  evidence	  or	  documentation	  the	  IRO	  considered	  in	  reaching	  its	  
decision;	  	  

4) A	  discussion	  of	  the	  principal	  reason(s)	  for	  the	  IRO’s	  decision;	  	  

5) A	  statement	  that	  the	  determination	  is	  binding	  and	  that	  judicial	  review	  may	  be	  available	  
to	  the	  Claimant;	  and	  	  	  

6) Contact	  information	  for	  any	  applicable	  office	  of	  health	  insurance	  consumer	  assistance	  or	  
ombudsman	  established	  under	  federal	  guidelines.	  

Generally,	   a	   Claimant	   must	   exhaust	   the	   Non-‐Grandfathered	   Plan’s	   claims	   and	   appeal	  
procedures	   in	   order	   to	   be	   eligible	   for	   the	   external	   review	   process.	   	   However,	   an	   expedited	  
external	  review	  is	  available	  if:	  

1) The	  Claimant	  receives	  an	  Adverse	  Benefit	  Determination	  that	  involves	  a	  medical	  
condition	  for	  which	  the	  time	  for	  completion	  of	  the	  Non-‐Grandfathered	  Plan’s	  internal	  
claims	  and	  appeal	  procedures	  would	  seriously	  jeopardize	  the	  Claimant’s	  life	  or	  health	  or	  
ability	  to	  regain	  maximum	  function	  and	  the	  Claimant	  has	  filed	  a	  request	  for	  an	  
expedited	  internal	  review;	  or	  	  	  

2) The	  Claimant	  receives	  a	  Final	  Adverse	  Benefit	  Determination	  that	  involves	  a	  medical	  
condition	  where	  the	  time	  for	  completion	  of	  a	  standard	  external	  review	  process	  would	  
seriously	  jeopardize	  the	  Claimant’s	  life	  or	  health	  or	  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.	  	  	   

Immediately	  upon	  receipt	  of	  a	  request	  for	  expedited	  external	  review,	  the	  Non-‐Grandfathered	  
Plan	  must	  determine	  and	  notify	  the	  Claimant	  whether	  the	  request	  satisfies	  the	  requirements	  
for	  expedited	  review,	  including	  the	  eligibility	  requirements	  for	  external	  review	  listed	  above.	  	  If	  
the	  request	  qualifies	  for	  expedited	  review,	  it	  will	  be	  assigned	  to	  an	  IRO.	  	  The	  IRO	  must	  make	  its	  
determination	  and	  provide	  a	  notice	  of	  the	  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	  the	  original	  notice	  of	  its	  decision	  is	  not	  in	  
writing,	  the	  IRO	  must	  provide	  written	  confirmation	  of	  the	  decision	  within	  48	  hours	  to	  both	  the	  
Claimant	  and	  the	  Non-‐Grandfathered	  Plan.	  
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MISCELLANEOUS RULES 

	  
Information	  to	  be	  Furnished	  by	  Participants	  
Participants	  under	  the	  Plan	  must	  furnish	  the	  Administrator	  with	  such	  evidence,	  data	  or	  
information	  as	  the	  Administrator	  considers	  necessary	  or	  desirable	  to	  administer	  the	  Plan	  and	  
the	  Benefit	  Programs.	  	  A	  fraudulent	  or	  knowing	  misstatement	  or	  omission	  of	  fact	  made	  by	  a	  
Participant	  or	  Dependent	  in	  an	  enrollment	  form,	  a	  claim	  for	  benefits	  or	  similar	  manner	  may	  
result	  in	  cancellation	  of	  coverage	  and/or	  denial	  of	  claims	  for	  benefits.	  
	  
Records	  	  
As	  a	  condition	  of	  receiving	  benefits	  payable	  under	  a	  Benefit	  Program,	  a	  Participant	  may	  be	  
required	  to	  provide	  the	  Administrator	  with	  any	  evidence	  and	  records	  of	  expenses	  incurred	  by	  
such	  Participant	  and	  each	  of	  such	  Participant’s	  Dependents	  in	  such	  form	  as	  the	  Administrator	  
shall	  from	  time	  to	  time	  specify.	  
Uniform	  Rules	  
The	  Administrator	  shall	  administer	  the	  Program	  and	  the	  Benefit	  Programs	  on	  a	  reasonable	  and	  
nondiscriminatory	  basis	  and	  shall	  apply	  uniform	  rules	  to	  all	  persons	  in	  similar	  situations.  
	  
No	  Vested	  Interest	  
No	  person	  shall	  have	  any	  right,	  title	  or	  interest	  in	  or	  to	  any	  contributions	  made	  under	  the	  Plan	  
and	  the	  Benefit	  Programs,	  such	  contributions	  being	  made	  for	  the	  sole	  purpose	  of	  providing	  
benefits	  under	  the	  Programs	  in	  accordance	  with	  their	  terms.	  	  Neither	  the	  Company,	  the	  
Administrator,	  nor	  any	  Employer	  shall	  in	  any	  way	  guarantee	  the	  payment	  of	  any	  benefit	  that	  
may	  be	  or	  become	  due	  to	  any	  person	  under	  the	  Plan	  or	  the	  Benefit	  Programs.	  
	  
Employment	  Rights	  	  
Employment	  rights	  of	  an	  Employee	  shall	  not	  be	  deemed	  to	  be	  enlarged	  or	  diminished	  by	  reason	  
of	  establishment	  of,	  or	  participation	  in,	  the	  Plan	  or	  any	  Benefit	  Program,	  nor	  shall	  
establishment	  of	  the	  Plan	  and	  the	  Benefit	  Programs	  confer	  upon	  any	  Employee	  any	  right	  to	  be	  
retained	  in	  the	  service	  of	  an	  Employer.	  
	  
Cost	  of	  Plan	  and	  Program	  Administration	  
The	  costs	  and	  expenses	  incurred	  in	  the	  administration	  of	  the	  Plan	  and	  the	  Benefit	  Programs	  
shall	  be	  paid,	  in	  the	  discretion	  of	  the	  Administrator,	  (i)	  from	  assets	  accumulated	  under	  the	  Plan	  
and	  the	  Benefit	  Programs,	  if	  any;	  (ii)	  from	  Employee	  contributions;	  or	  (iii)	  by	  the	  Employers	  in	  
such	  proportion	  as	  the	  Company	  or	  the	  Administrator	  shall	  determine.	  
	  
Evidence	  
Evidence	  required	  of	  anyone	  under	  the	  Plan	  and	  the	  Benefit	  Programs	  may	  be	  by	  certificate,	  
affidavit,	  document	  or	  other	  information	  which	  the	  Administrator	  considers	  pertinent	  and	  
reliable,	  and	  signed,	  made	  or	  presented	  by	  the	  proper	  party	  or	  parties.	  
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Physical	  Examination	  and	  Autopsy	  
In	  addition	  to	  any	  rights	  and	  privileges	  granted	  under	  a	  Benefit	  Program,	  the	  Administrator,	  at	  
its	  own	  expense,	  shall	  have	  the	  right	  and	  opportunity	  to	  have	  a	  physician,	  designated	  by	  the	  
Administrator,	  examine	  any	  individual	  whose	  injury	  or	  sickness	  is	  the	  basis	  of	  a	  claim	  under	  the	  
Plan	  and	  the	  Benefit	  Programs,	  when	  and	  as	  often	  as	  it	  may	  reasonably	  require	  during	  the	  
pendency	  of	  a	  claim	  or	  any	  period	  of	  benefits	  under	  the	  Plan	  and	  the	  Benefit	  Programs	  and	  to	  
make	  an	  autopsy	  in	  case	  of	  death,	  provided	  it	  is	  not	  otherwise	  prohibited	  by	  law.	  
Notwithstanding	  the	  foregoing,	  a	  Health	  Benefit	  Program	  that	  is	  not	  an	  excepted	  benefit	  
program	  under	  ERISA	  §	  732(b),	  (c)	  or	  (d),	  shall	  not	  request	  or	  require	  an	  individual	  to	  undergo	  a	  
genetic	  test.	  
	  
Recovery	  of	  Benefits	  
If,	  because	  of	  fraud,	  mistake	  or	  any	  other	  reason,	  a	  person	  receives	  a	  benefit	  payment	  under	  
the	  Plan	  and	  the	  Benefit	  Programs	  that	  exceeds	  the	  benefit	  payment	  that	  should	  have	  been	  
made,	  the	  Administrator	  shall	  have	  the	  right	  to	  recover	  the	  amount	  of	  such	  excess	  from	  such	  
person.	  	  The	  Administrator	  may,	  however,	  at	  its	  option,	  deduct	  the	  amount	  of	  such	  excess	  from	  
any	  subsequent	  benefits	  payable	  to,	  or	  for,	  the	  Participant	  or	  such	  Participant’s	  Dependents	  to	  
whom	  or	  on	  whose	  behalf	  the	  excess	  payment	  was	  made.	  
	  
Lawsuits	  Concerning	  Benefits	  
No	  lawsuit	  may	  be	  brought	  by	  any	  person	  or	  entity	  to	  recover	  benefits	  under	  the	  Plan	  more	  
than	  three	  years	  from	  the	  date	  Plan	  benefits	  are	  finally	  denied.	  
	  
Workers’	  Compensation	  Not	  Affected	  
The	  Plan	  is	  not	  in	  lieu	  of,	  and	  does	  not	  affect	  any	  requirement	  for,	  coverage	  under	  Workers’	  
Compensation.	  
	  
Severability	  
In	  case	  any	  provisions	  of	  the	  Plan	  or	  any	  Benefit	  Program	  shall	  be	  held	  illegal	  or	  invalid	  for	  any	  
reason,	  such	  illegality	  or	  invalidity	  shall	  not	  affect	  the	  remaining	  provisions	  of	  the	  Plan	  or	  any	  
Benefit	  Program,	  and	  the	  Plan	  and	  all	  Benefit	  Programs	  shall	  be	  construed	  and	  enforced	  as	  if	  
such	  illegal	  and	  invalid	  provisions	  had	  never	  been	  set	  forth	  in	  the	  Plan	  or	  Benefit	  Program.	  
	  
Failure	  to	  Enforce	  
Failure	  to	  enforce	  any	  provision	  of	  the	  Plan	  shall	  not	  affect	  the	  Employer’s	  or	  Administrator’s	  
right	  thereafter	  to	  enforce	  such	  provision,	  nor	  shall	  such	  a	  failure	  affect	  the	  Employer’s	  or	  
Administrator’s	  right	  to	  enforce	  any	  other	  provision	  of	  the	  Plan.	  
 
Indemnification	  
In	  addition	  to	  whatever	  rights	  of	  indemnification	  the	  members	  of	  the	  board	  of	  directors	  of	  the	  
Employer	  or	  any	  Employee	  or	  Employees	  of	  the	  Employer	  to	  whom	  any	  power,	  authority,	  or	  
responsibility	  is	  delegated	  pursuant	  to	  this	  Plan	  or	  any	  Benefit	  Program,	  may	  be	  entitled	  under	  
the	  articles	  of	  incorporation,	  by-‐laws	  or	  regulations	  of	  the	  Employer,	  under	  any	  provision	  of	  
law,	  or	  under	  any	  other	  agreement,	  the	  Employer	  shall	  satisfy	  any	  liability	  actually	  and	  
reasonably	  incurred	  by	  any	  such	  person	  or	  persons,	  including	  expenses,	  attorneys’	  fees,	  
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judgments,	  fines,	  and	  amounts	  paid	  in	  settlement	  (other	  than	  amounts	  paid	  in	  settlement	  not	  
approved	  by	  the	  Employer	  in	  connection	  with	  any	  threats	  and	  pending	  or	  completed	  action,	  
suit,	  or	  proceeding	  that	  is	  related	  to	  the	  exercising	  or	  failure	  to	  exercise	  by	  such	  person	  or	  
persons	  of	  any	  of	  the	  powers,	  authority,	  responsibilities,	  or	  discretion	  as	  provided	  under	  the	  
Plan	  or	  a	  Benefit	  Program,	  or	  reasonably	  believed	  by	  such	  person	  or	  persons	  to	  be	  provided	  
hereunder,	  and	  any	  action	  taken	  by	  such	  person	  or	  persons	  in	  connection	  therewith,	  unless	  the	  
same	  is	  judicially	  determined	  to	  be	  the	  result	  of	  such	  person	  or	  persons’	  gross	  negligence	  or	  
willful	  misconduct.	  
	  

SECTION	  125	  PLAN	  
	  
General	  
If	  elected	  in	  the	  Adoption	  Agreement,	  the	  Benefit	  Programs	  shall	  include	  a	  Cafeteria	  Plan	  
Arrangement	  which	  shall	  permit	  Employees	  to	  choose	  between	  cash	  (or	  other	  taxable	  benefits)	  
and	  the	  Benefit	  Programs	  on	  a	  non-‐taxable	  basis,	  subject	  to	  the	  requirements	  of	  Code	  §	  125	  
and	  the	  regulations	  thereunder.	  

Eligibility	  
Notwithstanding	  anything	  to	  the	  contrary	  contained	  in	  the	  Governing	  Documents,	  participation	  
in	  the	  Cafeteria	  Plan	  Arrangement	  shall	  be	  restricted	  to	  Employees,	  which	  may	  include	  former	  
Employees	  if	  permitted	  in	  the	  Governing	  Documents.	  

Irrevocable	  Elections	  
An	  Employee’s	  election	  under	  the	  Cafeteria	  Plan	  Arrangement	  shall	  be	  effective	  for	  the	  
Program	  Year,	  and	  shall	  be	  irrevocable,	  except	  to	  the	  extent	  permitted	  under	  the	  Governing	  
Documents	  and	  Treasury	  Regulation	  §	  1.125-‐4.	  

Additional	  Required	  Terms	  
Additional	  terms	  required	  under	  Code	  §	  125	  shall	  be	  set	  forth	  in	  the	  Governing	  Documents	  for	  
the	  Cafeteria	  Plan	  Arrangement.	  

	  

ELIGIBILITY	  AND	  PARTICIPATION	  REQUIREMENTS	  
	  
Special	  Enrollment	  Period	  
Once	  you	  are	  enrolled	  you	  may	  only	  make	  changes	  to	  your	  benefit	  elections	  during	  Open	  
Enrollment	  or	  if	  you	  have	  a	  Change	  in	  Status	  that	  affects	  the	  eligibility	  of	  you	  or	  your	  
dependents,	  and	  the	  requested	  election	  change	  corresponds	  with	  the	  effect	  on	  your	  eligibility.	  
	  
	  
A	  Qualified	  Change	  in	  Status	  includes:	  

• A	  change	  in	  your	  Legal	  Marital	  Status	  such	  as	  marriage,	  death	  of	  a	  spouse,	  divorce,	  legal	  
separation	  or	  annulment.	  	  
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• A	  change	  in	  your	  Number	  of	  Dependents	  such	  as	  birth,	  adoption,	  placement	  for	  
adoption,	  or	  death	  of	  a	  child.	  	  

• A	  change	  in	  Employment	  Status	  such	  as	  commencement	  or	  termination	  of	  employment	  
for	  you,	  your	  spouse	  or	  your	  dependent.	  	  

• A	  change	  in	  Work	  Schedule	  such	  as	  a	  reduction	  or	  increase	  in	  hours	  including	  a	  switch	  
between	  part-‐time	  and	  full-‐time,	  a	  strike	  or	  lockout,	  or	  commencement	  or	  return	  from	  
an	  unpaid	  leave	  of	  absence	  for	  you,	  your	  spouse	  or	  your	  dependent.	  	  

• If	  your	  Dependent	  satisfies	  or	  Ceases	  to	  Satisfy	  the	  Requirements	  for	  Unmarried	  if	  
applicable	  

• Dependents	  due	  to	  factors	  such	  as	  age	  or	  dependent	  status.	  	  
• A	  change	  in	  Residence	  or	  Worksite	  for	  you,	  your	  spouse	  or	  your	  dependent.	  	  
• The	  receipt	  of	  a	  Qualified	  Child	  Support	  Order.	  	  
• A	  change	  in	  Entitlement	  to	  Medicare	  or	  Medicaid	  for	  you,	  your	  spouse	  or	  your	  

dependent.	  
• A	  change	  in	  Eligibility	  for	  COBRA	  for	  you,	  your	  spouse	  or	  your	  dependent	  while	  you	  are	  

still	  an	  active	  employee.	  
• Health	  Insurance	  Premium	  Payment	  (HIPP)	  is	  also	  an	  allowed	  change	  
	  

In	  addition,	  under	  limited	  circumstances,	  your	  Employer	  may	  permit	  you	  to	  make	  a	  mid-‐year	  
election	  change	  that	  correspond	  to	  changes	  made	  by	  your	  spouse’s	  or	  dependent’s	  employer	  
plan	  (i.e.	  during	  the	  other	  plan’s	  open	  enrollment	  period).	  	  
	  
However,	  all	  election	  changes	  with	  the	  exception	  of	  Medicare/Medicaid	  change	  (which	  is	  60	  
days)	  must	  be	  requested	  within	  30	  days	  of	  the	  event	  in	  question.	  	  	  
	  
Employee	  Eligibility—Look-‐Back	  Measurement	  Method	  
The	  Company	  offers	  coverage	  under	  its	  health	  plan	  to	  full-‐time	  employees.	  A	  full-‐time	  
employee	  is	  an	  employee	  who	  is	  employed,	  on	  average,	  for	  at	  least	  30	  hours	  of	  service	  per	  
week	  or	  130	  hours	  of	  service	  in	  a	  calendar	  month.	  Full-‐time	  employees	  may	  also	  elect	  
coverage	  for	  their	  Spouse	  and	  dependent	  children	  up	  to	  age	  26.	  
	  
Effective	  July	  1st	  the	  Company	  will	  use	  a	  look-‐back	  measurement	  method	  to	  determine	  
whether	  an	  employee	  is	  a	  full-‐time	  employee	  for	  purposes	  of	  Plan	  coverage.	  The	  look-‐back	  
measurement	  method	  is	  based	  on	  Internal	  Revenue	  Service	  (IRS)	  final	  regulations	  under	  the	  
Affordable	  Care	  Act	  (ACA).	  Its	  purpose	  is	  to	  provide	  greater	  predictability	  for	  Plan	  coverage	  
determinations.	  
	  
The	  look-‐back	  measurement	  method	  applies	  to	  all	  Company	  employees.	  	  
	  
The	  look-‐back	  measurement	  method	  involves	  three	  different	  periods:	  
• A	  measurement	  period	  for	  counting	  an	  employee’s	  hours	  of	  service	  (also	  called	  a	  

standard	  measurement	  period	  or	  an	  initial	  measurement	  period);	  
• A	  stability	  period	  when	  the	  employee	  is	  either	  treated	  as	  full-‐time	  or	  non-‐full-‐time	  for	  

Plan	  eligibility	  purposes;	  and	  
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• An	  administrative	  period	  that	  allows	  time	  for	  Plan	  enrollment	  and	  disenrollment.	  
The	  Company	  establishes	  how	  long	  these	  periods	  will	  last,	  subject	  to	  specified	  IRS	  parameters.	  
	  
An	  ongoing	  employee	  is	  one	  who	  has	  been	  employed	  by	  the	  Company	  for	  at	  least	  one	  complete	  
standard	  measurement	  period	  (SMP).	  If	  an	  ongoing	  employee	  was	  employed,	  on	  average,	  for	  at	  
least	  30	  hours	  of	  service	  per	  week	  (or	  130	  hours	  per	  month)	  during	  the	  SMP,	  the	  employee	  is	  
treated	  as	  a	  full-‐time	  employee	  for	  a	  set	  period	  into	  the	  future,	  known	  as	  the	  stability	  period.	  
This	  means	  that,	  as	  a	  general	  rule,	  the	  employee	  is	  eligible	  for	  Plan	  coverage	  during	  the	  stability	  
period,	  regardless	  of	  the	  employee’s	  number	  of	  hours	  of	  service	  during	  the	  stability	  period,	  as	  
long	  as	  he	  or	  she	  remains	  an	  employee.	  
	  
To	  make	  an	  election	  change,	  contact	  your	  Plan	  Sponsor.	  
	  
	  
	  

COBRA	  
	  
Continuation	  of	  benefits	  under	  COBRA	  
Qualified	  Beneficiaries	  shall	  have	  all	  continuation	  rights	  required	  by	  the	  Consolidated	  
Omnibus	   Budget	  Reconciliation	  Act	  (“COBRA”)	  for	  health	  benefits	  offered	  under	  	  Welfare	  	  
Programs	   within	   this	   Plan.	  To	   the	   extent	   a	  Welfare	   Program	   offering	   health	   benefits	   does	  
not	   specify	   COBRA	  Continuation	  Coverage	  rights	  in	  accordance	  with	  Code	  Section	  4980B,	  the	  
Plan	  shall	  be	   administered	   in	   accordance	   with	   Code	   Section	   4980B	   and	   29	   CFR	   Part	  
2590.606-‐1	   through	   2590.606-‐4,	  with	  respect	  to	  the	  final	  COBRA	  notice	  rules	  and	  regulations	  
for	  group	  health	  plans.	   In	  addition,	  the	  Plan	  Administrator	  shall	  adopt	  such	  policies	  and	  
provide	  such	  forms,	  as	  it	  deems	   advisable	  to	  implement	  the	  rights	  contemplated	  by	  this	  
Section.	  
	  
Election	  of	  COBRA	  
COBRA	  Continuation	  Coverage	  for	  Terminated	  Participants.	  In	  the	  event	  a	  Covered	  Employee,	  
Qualified	   Dependent	   or	  Qualified	   Beneficiary	   experiences	   a	   Qualifying	   Event,	   the	   Plan	  
Administrator	  shall	  provide	  notice	  of	  COBRA	  Continuation	  Coverage	  election	  that	  shall	  inform	  
such	  individual	  of	  his	  or	  her	  rights	  and	  obligations	  with	  respect	  to	  COBRA	  Continuation	  
Coverage	  under	  the	  Plan.	  
	  
A	  Qualified	  Beneficiary	  who	  is	  a	  Covered	  Employee	  may	  elect	  COBRA	  Continuation	  Coverage,	  
at	  his	  own	  expense,	  if	  his	  participation	  under	  the	  Plan	  would	  terminate	  as	  a	  result	  of	  either	  of	  
the	   following	  Qualifying	  Events:	  

	  
(a) termination	  of	  employment	  (other	  than	  for	  gross	  misconduct);	  or	  
	  
(b) reduction	  of	  hours	  of	  employment	  with	  the	  Employer.	  
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COBRA	  Continuation	  Coverage	   for	  Qualifying	  Dependent.	   Subject	   to	  the	  Section	  above,	  a	  
Qualified	   Beneficiary	  who	   is	   a	  Qualifying	  Dependent	   of	   a	   Covered	   Employee	  may	  elect	  
COBRA	  Continuation	  Coverage,	  at	  his	  own	  expense,	  if:	  

	  
(a) his	  participation	  under	  the	  Plan	  would	  terminate	  as	  a	  result	  of	  a	  Qualifying	  Event;	  or	  
	  
(b) the	  Qualifying	  Dependent	   is	   a	   child	   born	   to,	   adopted	   by	  or	   placed	   for	   adoption	  with	  

the	   Covered	  Employee	  during	   the	  Covered	  Employee’s	  period	  of	  COBRA	  Continuation	  
Coverage.	  

	  
A	  Qualified	  Beneficiary	  (or	  a	  third	  party	  on	  behalf	  of	  the	  Qualified	  Beneficiary)	  must	  complete	  
and	   return	  the	  required	  enrollment	  materials	  within	  a	  maximum	  of	  sixty	  (60)	  days	  from	  the	  later	  
of:	  

	  
(a) loss	  of	  coverage;	  or	  
	  
(b) the	  	  date	  	  the	  	  Plan	  	  Administrator	  	  sends	  	  notice	  	  of	  	  eligibility	  	  for	  	  COBRA	  	  

Continuation	   Coverage.	  
	  
	  
The	  Employer	  shall,	  in	  the	  event	  of	  a	  Qualifying	  Event	  that	  is	  either	  a	  Termination	  of	  
Employment	   (other	   than	   for	   gross	  misconduct)	   or	   a	   reduction	   of	   hours,	   notify	   the	   Plan	  
Administrator	   (or	   its	   designee)	  within	  thirty	  (30)	  days	  of	   the	   later	  of	   the	  date	  of	   the	  
Qualifying	  Event	  or	  the	  date	  that	   coverage	  under	  the	  Plan	  ends.	  Such	  notice	  shall	  be	  given	  in	  a	  
form	  and	  manner	  as	  determined	  by	  the	   Plan	   Administrator,	   in	   its	   sole	   discretion,	   in	  
compliance	   with	   applicable	   law.	   The	   Plan	   Administrator	  shall	  then	  notify	  the	  Covered	  
Employee	  and	  all	  covered	  Dependents	  of	  their	  right	  to	   elect	  COBRA	  Continuation	  Coverage	  
within	  fourteen	  (14)	  days	  of	  such	  notice	  from	  the	  Employer.	  

	  
Failure	  to	  enroll	   for	  COBRA	  Continuation	  Coverage	  during	  this	  maximum	  sixty	  (60)	  day	  period	  
will	  terminate	  all	  rights	  to	  COBRA	  Continuation	  Coverage	  under	  this	  Plan	  and	  such	  right	  to	  
COBRA	  Continuation	  Coverage	   shall	   not	   be	   reinstated.	  A	   separate	   election	   as	   to	   what	  
health	   coverage,	  if	  any,	  is	  desired	  may	   be	  made	  by	   or	  on	  behalf	  of	  each	  Qualified	  
Beneficiary.	   However,	  an	  affirmative	  election	  of	  COBRA	  Continuation	  Coverage	  by	  a	  Covered	  
Employee	  or	  his	   Spouse	  shall	  be	  deemed	  to	  be	  an	  election	  for	  that	  Covered	  Employee’s	  
Qualifying	  Dependents	  who	   would	   otherwise	   lose	   coverage	   under	   the	   Plan,	   unless	   the	  
election	   specifically	   provides	   to	   the	   contrary.	  Elections	  for	  COBRA	  Continuation	  Coverage	  may	  
be	  made	  by	  the	  Qualified	  Beneficiary	   or	  on	  his	  behalf	  by	  a	  third	  party	  (including	  a	  third	  party	  
that	  is	  not	  a	  Qualified	  Beneficiary).	  In	  the	   event	  the	  Plan	  Administrator	  determines	  that	  a	  
Covered	  Employee,	  Qualified	  Dependent	  or	   Qualified	  Beneficiary	  who	  has	  furnished	  a	  notice	  
of	  Qualifying	  Event,	  second	  Qualifying	  Event	  or	   disability	  determination	  is	  not	  entitled	  to	  
COBRA	  Continuation	  Coverage,	  the	  Plan	  Administrator	   shall	  provide	  a	  notice	  of	  unavailability	  
of	  COBRA	  Continuation	  Coverage	  to	  such	  affected	   individual	  in	  accordance	  with	  29	  CFR	  Part	  
2590.606-‐4(c).	  



 

	  33	  

	  
Period	  of	  COBRA	  Coverage	  
A	  Qualified	  Beneficiary	  who	  qualifies	   for	  COBRA	  Continuation	  Coverage	  as	  a	   result	  of	  
Termination	   of	   Employment	   (other	   than	   for	   gross	   misconduct)	  or	   reduction	   in	   hours	   of	  
employment,	  may	  elect	  COBRA	  Continuation	  Coverage	  for	  up	  to	  eighteen	  (18)	  months	  
measured	   from	   the	  date	  of	   the	  Qualifying	  Event.	   With	   respect	   to	  all	   other	  Qualifying	  Events,	  
a	  Qualified	   Beneficiary	  who	  is	  a	  Qualifying	  Dependent	  may	  continue	  COBRA	  Continuation	  
Coverage	  for	  up	  to	   thirty-‐six	  (36)	  months	  from	  the	  date	  of	  the	  Qualifying	  Event.	  
	  
A	   Qualified	   Beneficiary	   who	   properly	   elects	   and	   renders	   payment	   for	   the	   initial	  
Continuation	   Coverage	  Contribution	  shall	  have	  such	  COBRA	  Continuation	  Coverage	  effective	  on	  
the	  date	  of	  the	   Qualifying	  Event.	  

	  
Coverage	  under	  this	  Section	  may	  not	  continue	  beyond:	  

	  
(a) the	  date	  on	  which	  the	  Employer	  ceases	  to	  maintain	  a	  group	  health	  plan;	  
	  
(b) the	  last	  day	  of	  the	  month	  for	  which	  premium	  payments	  have	  been	  made,	  if	  the	  

individual	   fails	  to	  make	  premium	  payments	  on	  time,	  in	  accordance	  with	  this	  Plan;	  
	  
(c) the	   date	   the	  Qualified	   Beneficiary,	   after	   the	   date	   he	   or	   she	   elects	   COBRA	  

Continuation	   Coverage,	  first	  becomes	   enrolled	  in	  Medicare;	  
	  
(d) the	   date	   the	   Qualified	   Beneficiary,	   after	   the	   date	   he	   or	   she	   elects	   COBRA	  

Continuation	   Coverage,	  first	  becomes	  covered	  under	  another	  group	  health	  plan	  and	  is	  
no	   longer	   subjected	   to	   a	   pre-‐existing	   condition	   exclusion	   or	   limitation	   under	   the	  
Qualified	  Beneficiary’s	  other	   coverage	  or	  new	  employer	  plan;	  or	  

	  
(e) in	   the	   case	   of	   a	   disabled	   Qualified	   Beneficiary	   (and	   his	   disabled	   or	   non-‐disabled	  

family	   members)	  receiving	  COBRA	  Continuation	  Coverage	  under	  the	  eleven	  (11)	  month	  
extended	   coverage	   described	   in	   above,	   the	   first	   day	   of	   the	  month	   that	   begins	  more	  
than	   thirty	  (30)	  days	  after	  the	  date	  the	  Qualified	  Beneficiary	  is	  determined	  by	  the	  Social	  
Security	   Administration	   to	   no	   longer	   be	   “disabled”	   within	   the	  meaning	   of	   the	   Social	  
Security	  Act.	  

	  
In	   the	  event	   the	  Plan	  Administrator	   terminates	  COBRA	  Continuation	  Coverage	  of	  a	  Qualified	  
Beneficiary	  prior	  to	  the	  end	  of	  the	  maximum	  available	  Continuation	  Coverage	  Period,	  the	  
Plan	   Administrator	  shall	  provide	  a	  notice	  of	  such	  termination	  to	  each	  affected	  Qualified	  
Beneficiary	  in	   accordance	  with	  29	  CFR	  Part	  2590.606-‐4(d).	  

	  
Contribution	  Requirements	  for	  Coverage	  
Qualified	   Beneficiaries	  who	   elect	   COBRA	   Continuation	   Coverage	   as	   a	   result	   of	   a	  Qualifying	  
Event	  (or	  third	  parties	  on	  behalf	  of	  a	  Qualified	  Beneficiary)	  will	  be	  required	  to	  pay	  
Continuation	   Coverage	  Contributions.	  Qualified	  Beneficiaries	  (or	  third	  parties	  on	  behalf	  of	  a	  
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Qualified	   Beneficiary)	  must	  make	  the	  Continuation	  Coverage	  Contributions	  monthly	  on	  or	  
prior	  to	  the	  first	   day	  of	  the	  month	  of	  such	  coverage.	   However,	  a	  Qualified	  Beneficiary	  has	  
forty-‐five	  (45)	  days	   from	  the	  date	  of	  an	  affirmative	  election	  to	  pay	  the	  Continuation	  
Coverage	  Contributions	  for	  the	   first	  month	  plus	  the	  cost	  for	  the	  period	  between	  the	  date	  
health	  coverage	  would	  otherwise	  have	   terminated	   due	   to	   the	  Qualifying	   Event	   and	   the	  
date	   the	  Qualified	   Beneficiary	   actually	   elects	   COBRA	   Continuation	   Coverage.	  If	   the	  
Qualified	   Beneficiary	   fails	   to	  make	   the	   Continuation	   Coverage	  Contribution	  for	  the	  first	  
month’s	  premium,	  coverage	  will	  either	  terminate	  or	  will	  be	   retroactively	  cancelled.	  
	  
The	  Qualified	  Beneficiary	  shall	  have	  a	  thirty	  (30)	  day	  grace	  period	  from	  the	  due	  date	  (the	  first	  
of	   each	  month)	  to	  make	  the	  Continuation	   Coverage	  Contributions	  due	  for	  such	  month.	  
Continuation	  Coverage	  Contributions	  must	  be	  postmarked	  on	  or	  before	  the	  end	  of	  the	  thirty	  
(30)	   day	  grace	  period.	  The	  thirty	  (30)	  day	  grace	  period	  shall	  not	  apply	  to	  the	  forty-‐five	  (45)	  day	  
period	   for	  payment	  of	  COBRA	  premiums	  as	  applicable	  to	  initial	  elections.	  

	  
If	  Continuation	  Coverage	  Contributions	  are	  not	  made	  on	  a	  timely	  basis,	  COBRA	  Continuation	  
Coverage	  will	  terminate	  as	  of	  the	  last	  day	  of	  the	  month	  for	  which	  such	  premiums	  were	  made	  
on	  a	   timely	  basis.	  	  Once	  terminated,	  COBRA	  Continuation	  Coverage	  shall	  not	  be	  reinstated.	  

	  
Except	  as	  referenced	  above,	  the	  Continuation	  Coverage	  Contribution	  shall	  be	  one	   hundred	  
percent	  (100%)	  of	  the	  cost	  of	  coverage	  plus	  a	  two	  percent	  (2%)	  administrative	  fee	  for	  a	   total	  
contribution	  of	  one	  hundred	  two	  percent	  (102%)	  of	  the	  cost	  of	  coverage.	  
	  
If	  timely	  payment	  of	  the	  Continuation	  Coverage	  Contribution	  is	  made	  to	  the	  Plan	  in	  an	  
amount	   that	  is	  not	  significantly	  less	  than	  the	  amount	  due	  for	  a	  period	  of	  coverage,	  then	  the	  
amount	  paid	   is	  deemed	  to	  satisfy	  the	  Plan’s	   requirement	   for	   the	  amount	   that	  must	  be	  paid	  
for	  Continuation	   Coverage	  Contribution,	  unless	  the	  Plan	  notifies	   the	  Qualified	  Beneficiary	  of	  
the	  amount	  of	   the	   deficiency	  and	  grants	  a	  reasonable	  period	  of	  time	  (thirty	  (30)	  days)	  for	  
payment	  of	  the	  deficiency	   to	  be	  made.	  For	  purposes	  of	  this	  Section	  of	  this	  Plan,	  an	  amount	  
not	  significantly	  less	  than	   the	  amount	  the	  Plan	  requires	  to	  be	  paid	  shall	  be	  defined	  as	  the	  
lesser	  of	  fifty	  dollars	  ($50)	  or	  ten	   percent	  (10%)	  of	  the	  required	  payment	  amount.	  

	  
Limitation	  on	  Qualified	  Beneficiary's	  Rights	  to	  COBRA	  Continuation	   Coverage	  
If	  a	  Qualified	  Beneficiary	  loses,	  or	  will	  lose	  health	  coverage	  under	  the	  Plan	  as	  a	  result	  of	  
divorce,	   legal	  separation	  or	  ceasing	  to	  be	  a	  Dependent,	  such	  Qualified	  Beneficiary	  or	  the	  Covered	  
Employee	   must	   notify	   the	   Plan	   Administrator	   within	   a	  maximum	   of	   sixty	   (60)	   days	   of	   the	  
divorce,	   legal	   separation	  or	   loss	  of	  Dependent	   status.	   Such	  notice	  shall	  be	   required	   to	  comply	  
with	   the	  Plan’s	   notice	  procedures	  as	  contemplated	  by	  this	  Plan,	  in	  accordance	  with	  applicable	  
law.	   Failure	  to	  make	  timely	  notification	  shall	  result	  in	  a	  termination	  of	  the	  Qualified	  Beneficiary’s	  
rights	   to	  COBRA	  Continuation	  Coverage	  under	  this	  Plan;	  such	  right	  shall	  not	  be	  reinstated.	  
	  
A	  Qualified	  Beneficiary	  must	  notify	  the	  Plan	  Administrator	  of	  the	  birth	  to,	  adoption	  or	  
placement	   for	  adoption	  of	  a	  child	  with	  a	  Covered	  Employee	  receiving	  COBRA	  Continuation	  
Coverage.	  The	   notice	  must	   be	  provided	  within	   a	  maximum	  of	   thirty	   (30)	   days	   of	   the	   child’s	  
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birth,	   adoption	  or	   placement	  for	  adoption	  with	  the	  Qualified	  Beneficiary,	  subject	  to	  the	  Plan’s	  
notice	  procedures.	  

	  
Extension	  of	  COBRA	  Continuation	  Coverage	  Period	  
If	   a	   second	  Qualifying	   Event	   that	   is	   not	   a	   Termination	   of	   Employment	   or	   reduction	   in	  
hours	   occurs	  during	  an	  eighteen	  (18)	  month	  extension	  period	  explained	  above,	  coverage	  
may	   be	  continued	  for	  a	  maximum	  of	  thirty-‐six	  (36)	  months	  from	  the	  date	  of	  the	  first	  
Qualifying	  Event	   for	  the	  affected	  Qualifying	  Dependent.	  A	  second	  Qualifying	  Event	  will	  result	  
in	  an	  extension	  of	   the	  initial	  Continuation	  Coverage	  Period	  if	  such	  Qualifying	  Event	  would	  
have	  resulted	  in	  a	  loss	   of	   coverage	   under	   the	   plan	   had	   the	   first	   Qualifying	   Event	   not	  
occurred.	   Such	   extension	   of	   COBRA	  Continuation	   Coverage	   applies	   only	   to	  Qualifying	  
Dependents.	   Therefore,	   such	   extension	  would	  apply	  to	  a	  child	  adopted	  by	  or	  placed	  for	  
adoption	  with	  a	  Qualified	  Beneficiary,	   but	  would	  not	  apply	  to	  a	  Spouse	  who	  was	  added	  to	  a	  
Qualified	  Beneficiary’s	  COBRA	   Continuation	  Coverage	  as	  a	  result	  of	  the	  Qualified	  
Beneficiary’s	  becoming	  married	  after	   commencement	   of	   the	   initial	   eighteen	   (18)	   month	  
continuation	   period.	   Notwithstanding	   the	   foregoing,	   terminating	   employment	   after	   a	  
Qualifying	   Event	   that	   is	   a	   reduction	   in	   hours	   of	   employment	  does	  not	  extend	  the	  
maximum	  Continuation	  Coverage	  Period	  beyond	  eighteen	  (18)	   months	  of	  COBRA	  
Continuation	  Coverage.	  
	  
The	  maximum	  COBRA	  Continuation	  Coverage	  Period	  is	  extended	  up	  to	  eleven	  (11)	  months	  for	  
Qualified	  Beneficiaries	   (and	   their	  disabled	  or	  non-‐disabled	   family	  members	   receiving	  COBRA	  
Continuation	  Coverage	  due	  to	  the	  same	  Qualifying	  Event)	  for	  up	  to	  twenty-‐nine	  (29)	  months	  
in	  total	  (measured	  from	  the	  date	  of	  the	  Qualifying	  Event),	  provided	  the	  following	  
requirements	  are	   met:	  

	  
(a) the	   Social	   Security	   Administration	   determines	   that	   the	   Qualified	   Beneficiary	  was	  

“disabled”	  on	  the	  date	  of	  the	  Qualifying	  Event	  or	  anytime	  within	  the	  first	  sixty	  (60)	  days	  
of	   COBRA	  Continuation	  Coverage,	  and	  

	  
	  
(b) the	   disabled	   Qualified	   Beneficiary	   provides	   evidence	   to	   the	   Plan	   Administrator	   of	  

such	   Social	   Security	   Administration	   determination	  within	   sixty	   (60)	   days	   of	   the	   date	  
of	   such	   determination	  but	   not	   later	   than	   the	   last	   day	  of	   the	   initial	   eighteen	   (18)	  
month	  period	  of	   COBRA	  Continuation	  Coverage	   in	  a	  manner	  consistent	  with	  the	  
Plan’s	   reasonable	  notice	   procedures	   as	   contemplated	   by	   this	   Plan.	   Failure	   to	   notify	  
the	   Plan	   Administrator	  of	  such	  determination	  within	  the	  time	  period	  stated	  above	  
will	  result	   in	  the	   loss	  of	  the	  Qualified	  Beneficiary’s	  right	  to	  an	  extension	  of	  the	  initial	  
eighteen	  (18)	  month	   period	  of	  COBRA	  Continuation	  Coverage	  and	  such	   right	  will	  not	  
be	   reinstated.	   In	   such	   event,	   if	   the	  disabled	  Qualified	  Beneficiary	   is	   receiving	  COBRA	  
Continuation	  Coverage,	  the	  Continuation	  Coverage	  Contribution	  shall	  be	  one	  hundred	  
fifty	  percent	   (150%)	  of	  the	   cost	   of	   coverage	   for	   the	  nineteenth	  (19th)	  through	  
twenty-‐ninth	  (29th)	  month	  of	  COBRA	  Continuation	  Coverage.	  Otherwise,	  the	  
Continuation	  Coverage	  Contribution	  shall	  continue	  to	  be	  one	  hundred	  two	  percent	  
(102%)	  of	  the	  cost	  of	  coverage	  for	  the	  nineteenth	  (19th)	  through	  twenty-‐ninth	  (29th)	  
months	  of	  coverage.	  
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However,	   if	  a	  Qualified	  Beneficiary	  who	  meets	   the	  above	  requirements	  receives	  a	  final	  
determination	  from	  the	  Social	  Security	  Administration	  that	  he	  or	  she	  is	  no	   longer	  disabled,	  
the	   Qualified	  Beneficiary	  must	  notify	  the	  Plan	  Administrator	  within	  thirty	  (30)	  days	  of	   the	  
date	  of	  that	  determination	  in	  a	  manner	  consistent	  with	  the	  Plan’s	  notice	  procedures	  as	  
contemplated	  by	  this	  Plan.	   Such	   a	   final	   determination	   shall	   end	   the	   disability	   extension	   of	  
COBRA	  coverage	  for	  all	  Qualified	  Beneficiaries	  as	  of	  the	  later	  of	  either:	  (i)	  the	  first	  day	  of	  the	  
month	  following	  thirty	  days	  (30)	  from	  the	  final	  determination	  date	  or	  (ii)	  the	  end	  of	  the	  
Continuation	  Coverage	  Period	  without	  regard	  to	  the	  disability	  extension.	  

	  
Responses	  to	  Information	  Regarding	  Qualified	  Beneficiary’s	  Right	  to	  Coverage	  
If	   a	   provider	   of	   health	   care	   (such	   as	   a	   physician,	   hospital,	   or	   pharmacy)	   contacts	   the	   Plan	  
to	   confirm	  coverage	  of	  a	  Qualified	  Beneficiary	  during	  the	  COBRA	  Continuation	  Coverage	  
election	   period,	   the	  Plan	  will	   give	  a	   complete	   response	   to	   the	  health	   care	  provider	  about	  
the	  Qualified	   Beneficiary’s	  COBRA	  Continuation	  Coverage	  rights	  during	  the	  election	  period,	  
and	  his	  right	  to	   retroactive	  coverage	  if	  COBRA	  Continuation	  Coverage	   is	  elected.	   If	  a	  
provider	  of	  health	  care	   (such	  as	  a	  physician,	  a	  hospital	  or	  pharmacy)	  contacts	  the	  Plan	  to	  
confirm	  coverage	  of	  	  a	   Qualified	   Beneficiary	  with	   respect	   to	   whom	   the	   required	   payment	  
has	   not	   been	  made	   for	   the	   current	  period,	  but	  for	  whom	  any	  applicable	  grace	  period	  has	  
not	  expired,	  the	  Plan	  will	   inform	   the	  health	  care	  provider	  of	  all	  of	  the	  details	  of	  the	  
Qualified	  Beneficiary’s	  right	  to	  pay	  for	  such	   coverage	  during	  the	  applicable	  grace	  period.	  
	  
Coordination	  of	  Benefits	  -‐	  Medicare	  and	  COBRA	  
For	  purposes	  of	  this	  Section,	  “Medicare	  Entitlement”	  means	  being	  entitled	  to	  Medicare	  due	  
to	   either:	   (1)	   enrollment	   (automatically	   or	   otherwise)	   in	   Medicare	   Parts	   A	   or	   B,	   or	   (2)	  
being	   medically	   determined	   to	   have	   end-‐stage	   renal	   disease	   ("ESRD"),	   and	   (a)	   having	  
applied	   for	   Medicare	   Part	   A;	   (b)	   having	   satisfied	   any	  waiting	   period	   requirement	   and	   (c)	  
being	   either	   (i)	   insured	  under	  Social	  Security,	  (ii)	  entitled	  to	  retirement	  benefits	  under	  Social	  
Security	  or	  (iii)	  a	   spouse	   or	   dependent	   of	   a	   person	   satisfying	   either	   (i)	   or	   (ii).	  Such	  
Medicare	   entitlement	   is	   a	   COBRA	  terminating	  event.	  
	  
If	  a	  Covered	  Employee	  has	  a	  Qualifying	  Event	  due	  to	  his	  Termination	  of	  Employment	  or	  
reduction	   in	  work	  hours,	  and	  such	  Qualifying	  Event	  occurs	  less	  than	  eighteen	  (18)	  months	  after	  
the	  date	  the	   Covered	  Employee	  became	  entitled	   to	  Medicare,	   the	  maximum	  period	  of	  
COBRA	  Continuation	   Coverage	  for	  the	  Covered	  Employee’s	  Qualifying	  Dependents	  shall	  be	  
extended	  to	  the	  last	  day	  of	   the	  thirty-‐six	  (36)	  month	  period	  measured	  from	  the	  date	  the	  
Covered	  Employee	  became	  entitled	  to	   Medicare,	  while	  the	  maximum	  period	  of	  COBRA	  
Continuation	  Coverage	  for	  the	  Covered	   Employee	  is	  eighteen	  (18)	  months	  from	  the	  Qualifying	  
Event,	  subject	  to	  the	  termination	  of	  coverage	   provisions	  of	  the	  applicable	  group	  health	  Welfare	  
Program.	  

	  
If	  a	  Covered	  Employee	  has	  a	  Qualifying	  Event	  due	  to	  his	  termination	  of	  employment	  or	  reduction	  
in	   work	   hours	   and,	   after	   the	   Covered	   Employee	   has	   elected	   COBRA	   Continuation	   Coverage	  
and	   during	  the	  first	  eighteen	  (18)	  months	  of	  COBRA	  Continuation	  Coverage,	   the	  Covered	  
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Employee	   first	  becomes	  entitled	  to	  Medicare,	  the	  Covered	  Employee’s	  COBRA	  Continuation	  
Coverage	  shall	   end	  and	  the	  maximum	  period	  of	  COBRA	  Continuation	  Coverage	  for	  his	  Qualified	  
Dependents	  who	   were	  Qualified	  Beneficiaries	  and	  elected	  COBRA	  Continuation	  Coverage	  shall	  
be	  extended	  to	  the	   last	  day	  of	  the	  thirty-‐six	  (36)	  month	  period	  measured	  from	  the	  date	  of	  the	  
Qualifying	  Event,	  subject	   to	  the	  termination	  of	  coverage	  provisions	  of	  the	  applicable	  group	  
health	  Welfare	  Program.	  

	  
Relocation	  and	  COBRA	  Coverage	  
If	  a	  Qualified	  Beneficiary	  moves	  outside	  the	  service	  area	  of	  a	  region-‐specific	  group	  health	  
benefit	   package,	  alternative	  coverage,	   if	  available	  to	  similarly	  situated	  active	  Employees,	  will	  
be	  made	   available	   to	   the	   Qualified	   Beneficiary	   no	   sooner	   than	   the	   date	   of	   the	   Qualified	  
Beneficiary’s	   relocation,	   or	   if	   later,	   the	   first	   day	   of	   the	  month	   following	   the	  month	   in	  
which	   the	   Qualified	   Beneficiary	  requests	  the	  alternative	  coverage.	  
	  
COBRA	  Coverage	  and	  HIPAA	  Special	  Enrollment	  Rules	  
Once	  a	  Qualified	  Beneficiary	  is	   receiving	  COBRA	  Continuation	  Coverage,	   the	  Qualified	  
Beneficiary	  has	  the	  same	  right	  to	  enroll	  family	  members	  under	  the	  Health	  Insurance	  
Portability	   and	  Accountability	   Act	  of	  1996	  (“HIPAA”)	  rules	  as	  if	  the	  Qualified	  Beneficiary	  
were	  an	   Employee	  or	  Participant	  in	  the	  Plan,	  provided	  that	  such	  family	  members	  do	  not	  
become	  Qualified	  Beneficiaries,	  and	  who	  are	  therefore	  eligible	  to	  elect	  COBRA	   Continuation	  
Coverage	  in	  their	  own	  right.	  
	  
Election	  of	   COBRA	   Continuation	   Coverage	  by	   a	  Qualified	  Beneficiary	   may	   serve	  to	  bridge	  
coverage	  between	  this	  Plan	  and	  any	  future	  coverage	  under	  another	  group	  health	  plan,	  may	  
preserve	  the	  Qualified	  Beneficiary’s	  creditable	  coverage	  period	  and	  reduce	  or	  avoid	  applicable	  
pre-‐existing	   condition	  exclusions	  under	  another	  group	  health	  plan.	  

	  
 
Procedures	  for	  Providing	  Notices	  
The	   Plan	   Administrator	   shall	   establish	   procedures	   for	   the	   furnishing	   of	   notices	   required	   by	  
a	   Covered	  Employee,	  Qualifying	  Dependent	  or	  Qualified	  Beneficiary	  to	  the	  Employer	  and/or	  
Plan	   Administrator	  including	  Qualifying	  Event	  notices,	  notice	  of	  disability	  determination	  or	  
Medicare	   entitlement,	  change	  in	  disability	  determination,	  and	  Medicare	  entitlement.	  Such	  
procedures	  may:	   be	  described	  in	  the	  Plan’s	  Summary	  Plan	  Description;	  specify	  the	  individual	  
or	  entity	  designated	   to	   receive	   such	   notices;	   specify	   the	   form	   and	   means	   of	   delivery	   of	  
such	   notices	   (including	   requiring	   the	   use	   of	   certain	   forms	   when	   submitting	   such	  
notices);	   describe	   the	   information	   required	  by	  the	  Plan	   to	  provide	  COBRA	  Continuation	  
Coverage	  rights;	   and	  shall	   comply	  with	   applicable	   federal	   laws	   regarding	   requirements	   for	  
timing	   and	   content	   of	   such	   notices.	   Moreover,	   the	  Plan	  Administrator	  may	  select	  or	  
appoint	   another	  entity	  or	   individual	   to	  handle	   COBRA	  administration,	  where	  applicable.	  
	  
COBRA	  Definitions	  
For	  purposes	  of	  this	  Section	  only,	  the	  following	  definitions	  shall	  apply:	  
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(a) “COBRA”	  means	   the	   Consolidated	   Omnibus	   Budget	   Reconciliation	   Act	   of	   1985,	   as	  
amended.	  

	  
(b) “COBRA	   Continuation	   Coverage”	  means	   the	   coverage	   elected	   by	   a	   Qualified	  

Beneficiary	  as	  of	  the	  date	  of	  a	  Qualifying	  Event.	  This	  coverage	  shall	  be	  the	  same	  as	  
the	   health	  coverage	  provided	  to	  Similarly	  Situated	  Beneficiaries	  who	  have	  not	  
experienced	  a	   Qualifying	  Event	  as	  of	  the	  date	  the	  Qualified	  Beneficiary	  experiences	  a	  
Qualifying	  Event.	   If	   the	   provisions	   of	   this	   Plan	   are	   modified	   for	   Similarly	   Situated	  
Beneficiaries,	   such	   coverage	  shall	  also	  be	  modified	  in	  the	  same	  manner	  for	  all	  
Qualified	  Beneficiaries	  as	  of	   the	  same	  date.	  Open	  enrollment	  rights	  extended	  to	  active	  
Employees	  will	  also	  be	  extended	   to	  Similarly	  Situated	  Qualified	  Beneficiaries.	  

	  
(c) “Continuation	   Coverage	   Contribution”	  means	   the	   amount	   of	   premium	  

contribution	   required	  to	  be	  paid	  by	  or	  on	  behalf	  of	  a	  Qualified	  Beneficiary	  for	  
COBRA	  Continuation	   Coverage.	  

	  
(d) “Continuation	   Coverage	   Period”	   means	   the	   applicable	   time	   period	   for	   which	  

Continuation	  Coverage	  may	  be	  elected.	  
	  
(e) “Covered	  Employee”	  means	  an	  Employee	  covered	  under	  this	  Plan	  on	   the	  day	  prior	  

to	   the	  Qualifying	  Event.	   If	  an	  individual	  who	  otherwise	  would	  be	  a	  Covered	  
Employee	  is	   denied	   coverage	   under	   the	   Plan	   in	   violation	   of	   applicable	   law,	  
including	   HIPAA,	   the	   individual	  is	  considered	  a	  Covered	  Employee.	  

	  
(f) “Annual	  Enrollment	  Period”	  means	  a	  period	  during	  which	  an	  Employee	  covered	  

under	   the	  Plan	  can	  choose	  to	  be	  covered	  under	  another	  Plan	  or	  under	  another	  benefit	  
option	  within	   the	  same	  plan,	  or	  add	  or	  eliminate	  coverage	  of	  family	  members.	  

	  
(g) “Qualified	  Beneficiary”	  means	  a	  Covered	  Employee	  or	  Qualifying	  Dependent.	  
	  
(h) “Qualifying	  Dependent”	  means:	  
	  

i. a	  Covered	  Employee’s	  Spouse	  or	  Dependent	  child	  covered	  under	  this	  Plan	  on	  
the	   day	  prior	  to	  the	  Qualifying	  Event;	  or	  

	  
ii. a	   Dependent	   child	   who	   is	   born	   to,	   adopted	   by	   or	   placed	   for	   adoption	  

with	   a	   Covered	  Employee	  during	  the	  Covered	  Employee’s	  period	  of	  COBRA	  
Continuation	  Coverage.	  

	  
(i) “Qualifying	  Event”	  means	  any	  of	  the	  following	  events	  which	  would	  otherwise	  result	  in	  

a	   Covered	  Employee’s	  or	  a	  Qualifying	  Dependent’s	  loss	  of	  health	  coverage	  in	  the	  
absence	  of	   this	  provision:	  

	  
i. a	   Covered	   Employee’s	   Termination	   of	   Employment,	   for	   any	   reason	   other	  

than	   gross	  misconduct;	  
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ii. a	   Covered	   Employee’s	   reduction	   in	   work	   hours	   resulting	   in	   a	   change	   of	  
status	   such	  that	  the	  Covered	  Employee	  is	  no	  longer	  eligible	  to	  be	  a	  Covered	  
Employee;	  

	  
iii. a	  Covered	  Employee’s	  divorce	  or	  legal	  separation;	  

	  
iv. a	  Qualified	  Dependent	  ceasing	  to	  qualify	  as	  a	  Dependent	  under	  the	  

provisions	  of	   this	  Plan;	  
	  

v. a	  Covered	  Employee’s	  entitlement	  to	  benefits	  under	  Medicare;	  
	  

vi. the	  death	  of	  a	  Covered	  Employee;	  or	  
	  

vii. the	  failure	  of	  a	  Covered	  Employee	  to	  return	  from	  FMLA	  leave.	  
	  

Loss	  of	  coverage	  includes	  any	  increase	  in	  the	  premium	  or	  contribution	  that	  must	  be	  paid	   by	  
the	   Covered	   Employee	   (or	   Spouse	   or	   Dependent)	   for	   coverage	   under	   the	   Plan	   that	   results	  
from	   the	  occurrence	  of	   one	  of	   the	  events	   listed	  above	   in	   subsections	   (i)	   –	   (vii).	   The	  loss	  of	  
coverage	  need	  not	  occur	   immediately	  after	  the	  event,	  so	   long	  as	  the	  loss	  of	   coverage	  
occurs	  before	  the	  end	  of	  the	  maximum	  COBRA	  Continuation	  Coverage	  period.	   If	  coverage	  is	  
reduced	  or	  eliminated	  in	  anticipation	  of	  an	  event,	  such	  reduction	  or	   elimination	  is	  disregarded	  
in	  determining	  whether	  the	  event	  causes	  a	  loss	  of	  coverage.	  
	  
(j) “Similarly	  Situated	  Beneficiaries”	  means	  Employees	  or	  their	  Dependents,	  as	  

applicable,	   who	  are	  Participants	  in	  this	  Plan.	  
	  
	  
	  

BENEFIT PLAN PROVISIONS  
 
All	  documents	  relating	  to	  the	  Employee	  Insurance	  Benefits	  Program,	  including	  the	  
Evidence/Certificate	  of	  Coverage	  for	  each	  plan,	  Listing	  of	  Network	  Providers,	  Contribution	  
Rates,	  General	  COBRA	  Notice,	  General	  HIPAA,	  Medicare	  Creditable	  Coverage	  Notice	  and	  any	  
other	  relevant	  Plan	  Documents	  or	  Notices,	  are	  available	  to	  employees	  and	  their	  dependents.	  
Plan	  participants	  may	  receive	  a	  paper	  copy	  of	  any	  of	  the	  above	  documents	  free	  of	  charge	  by	  
contacting	  the	  Plan	  Sponsor.	  
	  
Please	  refer	  to	  the	  plan	  documents	  which	  may	  include	  a	  combination	  of	  certificates	  of	  
coverage,	  plan	  documents	  and	  summary	  plan	  descriptions	  for	  each	  plan’s	  specific	  
details.	  	  These	  documents	  will	  include	  the	  description	  of	  benefits,	  cost-‐sharing	  provisions,	  
requirements	  for	  use	  of	  network	  providers	  and	  circumstances	  by	  which	  benefits	  may	  be	  
excluded	  or	  denied.	  
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STATUTORY PROVISIONS 
	  
Family	  and	  Medical	  Leave	  Act	  
To	  be	  eligible	  for	  FMLA	  leave,	  employees	  must	  have	  worked	  for	  covered	  employers	  for	  a	  total	  
of	  12	  months	  and	  for	  at	  least	  1,250	  hours	  in	  the	  previous	  12	  months.	  The	  1,250-‐hour	  threshold	  
can	  be	  met	  whether	  employees	  work	  full	  time	  or	  part	  time.	  Employers	  with	  multiple	  worksites	  
are	  covered	  by	  FMLA	  if	  the	  worksites	  are	  within	  a	  75	  mile	  radius	  of	  each	  other	  and	  the	  number	  
of	  employees	  equals	  50	  or	  more	  by	  counting	  employees	  at	  all	  worksites.	  The	  75	  mile	  radius	  is	  
measured	  in	  surface	  miles,	  rather	  than	  linear	  miles.	  
 
If	  you	  go	  on	  a	  qualified	  unpaid	  leave	  under	  the	  Family	  and	  Medical	  Leave	  Act	  of	  1993	  (FMLA),	  
the	  following	  rules	  will	  apply.	  Only	  to	  the	  extent	  required	  by	  FMLA	  (among	  other	  things,	  this	  
means	  only	  for	  the	  duration	  of	  a	  qualifying	  leave),	  will	  continue	  to	  maintain	  your	  health	  plan	  
benefits	  on	  the	  same	  terms	  and	  conditions	  as	  though	  you	  were	  still	  an	  active	  employee.	  Except	  
as	  otherwise	  provided	  by	  FMLA,	  your	  Plan	  participation	  will	  cease	  when	  the	  Plan	  Administrator	  
learns	  that	  you	  do	  not	  intend	  to	  return	  to	  work	  after	  your	  leave.	  	  
	  
If	  earlier,	  your	  Plan	  participation	  will	  immediately	  cease	  upon	  expiration	  of	  your	  FMLA	  leave,	  if	  
you	  fail	  to	  return	  to	  work	  at	  such	  time.	  Except	  as	  otherwise	  provided	  in	  the	  FMLA,	  if	  you	  fail	  to	  
return	  to	  work	  after	  the	  FMLA	  leave,	  you	  will	  be	  required	  to	  reimburse	  the	  Employer	  for	  the	  
cost	  of	  the	  coverage	  provided	  to	  you	  while	  you	  were	  on	  FMLA	  leave	  (the	  cost	  equals	  the	  COBRA	  
premium,	  without	  a	  2%	  add-‐on,	  and	  minus	  any	  employee	  contribution	  you	  already	  made).	  For	  
more	  information	  on	  FMLA,	  please	  contact	  the	  Employer,	  where	  you	  may	  obtain	  a	  summary	  of	  
your	  rights	  under	  FMLA	  without	  charge.	  	  The	  Employer	  has	  the	  responsibility	  to	  provide	  you	  with	  
prior	  written	  notice	  of	  the	  terms	  and	  conditions	  under	  which	  payment	  must	  be	  made.	  	  Failure	  to	  
make	  payment	  within	  30	  days	  of	  the	  due	  date	  established	  by	  your	  Employer	  will	  result	  in	  the	  
termination	  of	  coverage.	  	  Subject	  to	  certain	  exceptions,	  if	  you	  fail	  to	  return	  to	  work	  after	  the	  
leave	  of	  absence,	  your	  Employer	  has	  the	  right	  to	  recover	  from	  you	  any	  contributions	  toward	  the	  
cost	  of	  coverage	  made	  on	  your	  behalf	  during	  the	  leave,	  as	  outlined	  in	  the	  FMLA.	  	  
	  
If	  coverage	  is	  terminated	  for	  failure	  to	  make	  payments	  while	  you	  are	  on	  an	  approved	  family	  or	  
medical	  leave	  of	  absence,	  coverage	  for	  you	  and	  your	  eligible	  dependents	  will	  be	  automatically	  
reinstated	  on	  the	  date	  you	  return	  to	  employment	  if	  you	  and	  your	  dependents	  are	  otherwise	  
eligible	  under	  the	  plan.	  	  Any	  waiting	  period	  for	  pre-‐existing	  conditions	  or	  other	  waiting	  periods	  
will	  not	  apply.	  	  However,	  all	  accumulated	  annual	  and	  lifetime	  maximums	  will	  apply.	  	  
	  
The	  Plan	  intends	  to	  comply	  with	  all	  existing	  FMLA	  regulations.	  	  If	  for	  some	  reason	  the	  
information	  presented	  differs	  from	  actual	  FMLA	  regulations,	  the	  Plan	  reserves	  the	  right	  to	  
administer	  the	  FMLA	  in	  accordance	  with	  such	  actual	  regulations.	  
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Military	  Leave	  Coverage	  
The	  Uniformed	  Services	  Employment	  and	  Reemployment	  Rights	  Act	  (USERRA)	  establishes	  
requirements	  that	  employers	  must	  meet	  for	  certain	  employees	  who	  are	  involved	  in	  the	  
uniformed	  services	  
	  
As	  used	  in	  this	  provision,	  “Uniformed	  Services”	  means:	  

• The	  Armed	  Forces;	  
• The	  Army	  National	  Guard	  and	  the	  Air	  National	  Guard	  when	  engaged	  in	  active	  duty	  for	  

training,	  inactive	  duty	  training,	  or	  full-‐time	  National	  Guard	  duty	  (pursuant	  to	  orders	  
issued	  under	  federal	  law);	  

• The	  commissioned	  corps	  of	  the	  Public	  Health	  Service;	  and	  
• Any	  other	  category	  of	  persons	  designated	  by	  the	  President	  in	  time	  of	  war	  or	  national	  

emergency.	  
	  
As	  used	  in	  this	  provision,	  “Service	  in	  the	  Uniformed	  Services”	  or	  “Service”	  means	  the	  
performance	  of	  a	  duty	  on	  a	  voluntary	  or	  involuntary	  basis	  in	  a	  Uniformed	  Service	  under	  
competent	  authority	  and	  includes:	  

• Active	  duty;	  
• Active	  duty	  for	  training;	  
• Initial	  active	  duty	  training;	  
• Inactive	  duty	  training;	  
• Full-‐time	  National	  Guard	  duty,	  
• A	  period	  for	  which	  you	  are	  absent	  from	  your	  job	  for	  purpose	  of	  an	  examination	  to	  

determine	  your	  fitness	  to	  perform	  any	  such	  duties;	  	  
• A	  period	  for	  which	  you	  are	  absent	  from	  your	  job	  for	  the	  purpose	  of	  performing	  certain	  

funeral	  honors	  duty;	  and	  
• Certain	  service	  by	  intermittent	  disaster	  response	  appointees	  of	  the	  National	  Disaster	  

Medical	  System	  (NDMS).	  
	  
If	  you	  were	  covered	  under	  this	  Plan	  immediately	  prior	  to	  taking	  a	  leave	  for	  Service	  in	  the	  
Uniformed	  Services,	  you	  may	  elect	  to	  continue	  your	  coverage	  under	  USERRA	  for	  up	  to	  24	  months	  
from	  the	  date	  your	  leave	  for	  uniformed	  service	  began,	  if	  you	  pay	  any	  required	  contributions	  
toward	  the	  cost	  of	  the	  coverage	  during	  the	  leave.	  	  This	  USERRA	  continuation	  coverage	  will	  end	  
earlier	  if	  one	  of	  the	  following	  events	  takes	  place:	  
	  

1) You	  fail	  to	  make	  a	  premium	  payment	  within	  the	  required	  time;	  
2) You	  fail	  to	  report	  to	  work	  or	  to	  apply	  for	  reemployment	  within	  the	  time	  period	  required	  

by	  USERRA	  following	  the	  completion	  of	  your	  service;	  or	  
3) You	  lose	  your	  rights	  under	  USERRA,	  for	  example,	  as	  a	  result	  of	  a	  dishonorable	  discharge.	  

	  
If	  the	  leave	  is	  30	  days	  or	  less,	  your	  contribution	  amount	  will	  be	  the	  same	  as	  for	  active	  employees.	  	  
If	  the	  leave	  is	  longer	  than	  30	  days,	  the	  required	  contribution	  will	  not	  exceed	  102%	  of	  the	  cost	  of	  
coverage.	  Coverage	  continued	  under	  this	  provision	  runs	  concurrently	  with	  coverage	  described	  
below	  under	  the	  section	  entitled	  “COBRA	  Continuation	  Coverage.”	  
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If	  your	  coverage	  under	  the	  Plan	  terminated	  because	  of	  your	  Service	  in	  the	  Uniformed	  Services,	  
your	  coverage	  will	  be	  reinstated	  on	  the	  first	  day	  you	  return	  to	  employment	  if	  you	  are	  released	  
under	  honorable	  conditions	  and	  you	  return	  to	  employment	  within	  the	  time	  period(s)	  required	  
by	  USERRA.	  
	  
When	  coverage	  under	  this	  Plan	  is	  reinstated,	  all	  of	  the	  Plan’s	  provisions	  and	  limitations	  will	  apply	  
to	  the	  extent	  that	  they	  would	  have	  applied	  if	  you	  had	  not	  taken	  military	  leave	  and	  your	  coverage	  
had	  been	  continuous.	  	  This	  waiver	  of	  limitations	  does	  not	  provide	  coverage	  for	  any	  illness	  or	  
injury	  caused	  or	  aggravated	  by	  your	  military	  service,	  as	  determined	  by	  the	  VA.	  (For	  complete	  
information	  regarding	  your	  rights	  under	  USERRA,	  contact	  your	  Employer.)	  	  	  
	  
The	  Plan	  intends	  to	  comply	  with	  all	  existing	  regulations	  of	  USERRA.	  	  If	  for	  some	  reason	  the	  
information	  presented	  in	  the	  Plan	  differs	  from	  the	  actual	  regulations	  of	  USERRA,	  the	  Plan	  
reserves	  the	  right	  to	  administer	  the	  plan	  in	  accordance	  with	  such	  actual	  regulations.	  
	  
	  
	  

AMENDMENT OR TERMINATION OF THE PLAN 
	  
As	  Plan	  Sponsor,	  the	  Employer	  has	  the	  right	  to	  amend	  or	  terminate	  the	  Plan	  at	  any	  time.	  	  You	  
have	  no	  vested	  or	  permanent	  rights	  or	  benefits	  under	  the	  Plan.	  	  Plan	  benefits	  will	  typically	  
change	  from	  year-‐to-‐year	  and	  you	  should	  examine	  all	  materials	  provided	  to	  you	  each	  year	  to	  
determine	  the	  benefits	  of	  the	  Plan.	  
	  
No	  Contract	  of	  Employment	  
The	  Plan	  is	  not	  intended	  to,	  and	  does	  not,	  either	  directly	  or	  indirectly	  constitute	  any	  form	  of	  
employment	  contract	  or	  other	  employment	  arrangement	  between	  you	  and	  Employer.	  	  
	  
Other	  Materials	  
The	  Certificate	  of	  Coverage	  (including	  the	  Member	  Payment	  Summary,	  and	  the	  Provider	  &	  
Facility	  Directory)	  issued	  by	  Plans	  are	  part	  of	  the	  Summary	  Plan	  Description.	  Please	  refer	  to	  
these	  materials	  for	  other	  important	  provisions	  regarding	  your	  participation	  in	  the	  Plan.	  
	  
	  
 

HIPAA PRIVACY AND SECURITY STANDARDS 
	  
General	  
If	  a	  Health	  Benefit	  Program	  is	  not	  exempted	  from	  the	  requirements	  of	  the	  Privacy	  Standards	  
and	  the	  Security	  Standards,	  then	  this	  Section	  shall	  apply.	  	  The	  Plan	  intends	  to	  comply	  with	  any	  
applicable	  state	  laws	  relating	  to	  privacy	  and	  security.	  
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Privacy	  and	  Security	  Standards	  
The	  Plan	  shall	  not	  disclose	  Protected	  Health	  Information	  to	  any	  member	  of	  an	  Employer’s	  
workforce	  unless	  each	  of	  the	  conditions	  set	  out	  in	  this	  Section	  are	  met.	  	  “Protected	  Health	  
Information”	  shall	  have	  the	  same	  definition	  as	  set	  forth	  in	  the	  Privacy	  Standards	  but	  generally	  
shall	  mean	  individually	  identifiable	  information	  about	  the	  past,	  present	  or	  future	  physical	  or	  
mental	  health	  or	  condition	  of	  an	  individual,	  including	  information	  about	  treatment	  or	  payment	  
for	  treatment.	  	  “Protected	  Health	  Information”	  shall	  include	  “genetic	  information,”	  as	  defined	  
in	  the	  Privacy	  Standards.	  	  “Electronic	  Protected	  Health	  Information”	  shall	  have	  the	  same	  
definition	  as	  set	  out	  in	  the	  Security	  Standards,	  but	  generally	  shall	  mean	  Protected	  Health	  
Information	  that	  is	  transmitted	  by	  or	  maintained	  in	  electronic	  media.	  
	  
Protected	  Health	  Information	  disclosed	  to	  members	  of	  Employer’s	  workforce	  shall	  be	  used	  or	  
disclosed	  by	  them	  only	  for	  purposes	  of	  Plan	  administrative	  functions.	  	  The	  Plan’s	  administrative	  
functions	  shall	  include	  all	  Plan	  treatment,	  payment	  functions	  and	  health	  care	  operations.	  	  The	  
terms	  “treatment,”	  “payment”	  and	  “health	  care	  operations”	  shall	  have	  the	  same	  definitions	  as	  
set	  out	  in	  the	  Privacy	  Standards,	  but	  the	  term	  “payment”	  shall	  include	  activities	  taken	  to	  
determine	  or	  fulfill	  Plan	  responsibilities	  with	  respect	  to	  eligibility,	  coverage,	  provision	  of	  
benefits,	  or	  reimbursement	  for	  health	  care.	  Genetic	  information	  shall	  not	  be	  used	  or	  disclosed	  
for	  “underwriting”	  purposes,	  as	  defined	  in	  the	  Privacy	  Standards.	  
	  
The	  Plan	  shall	  disclose	  Protected	  Health	  Information	  only	  to	  members	  of	  the	  Employer’s	  
workforce	  who	  are	  authorized	  to	  receive	  such	  Protected	  Health	  Information,	  and	  only	  to	  the	  
extent	  and	  in	  the	  minimum	  amount	  necessary	  for	  that	  person	  to	  perform	  his	  or	  her	  duties	  with	  
respect	  to	  the	  Plan.	  	  “Members	  of	  the	  Employer’s	  workforce”	  shall	  refer	  to	  all	  employees	  and	  
other	  persons	  under	  the	  control	  of	  the	  Employer.	  The	  Employer	  shall	  keep	  an	  updated	  list	  of	  
those	  authorized	  to	  receive	  Protected	  Health	  Information.	  
	  

1) An	  authorized	  member	  of	  the	  Employer’s	  workforce	  who	  receives	  Protected	  Health	  
Information	  shall	  use	  or	  disclose	  the	  Protected	  Health	  Information	  only	  to	  the	  extent	  
necessary	  to	  perform	  his	  or	  her	  duties	  with	  respect	  to	  the	  Plan.	  	  

2) In	  the	  event	  that	  any	  member	  of	  the	  Employer’s	  workforce	  uses	  or	  discloses	  Protected	  
Health	  Information	  other	  than	  as	  permitted	  by	  this	  Section	  and	  the	  Privacy	  Standards,	  
the	  incident	  shall	  be	  reported	  to	  the	  Plan’s	  privacy	  officer.	  	  The	  privacy	  officer	  shall	  take	  
appropriate	  action,	  including:	  	  	  
a) investigation	  of	  the	  incident	  to	  determine	  whether	  the	  breach	  occurred	  

inadvertently,	  through	  negligence	  or	  deliberately;	  whether	  there	  is	  a	  pattern	  of	  
breaches;	  and	  the	  degree	  of	  harm	  caused	  by	  the	  breach;	  	  	  

b) appropriate	  sanctions	  against	  the	  persons	  causing	  the	  breach	  which,	  depending	  
upon	  the	  nature	  of	  the	  breach,	  may	  include	  oral	  or	  written	  reprimand,	  additional	  
training,	  or	  termination	  of	  employment;	  	  

c) mitigation	  of	  any	  harm	  caused	  by	  the	  breach,	  to	  the	  extent	  practicable;	  and	  	  
documentation	  of	  the	  incident	  and	  all	  actions	  taken	  to	  resolve	  the	  issue	  and	  mitigate	  
any	  damages.	  	  	  	  	  

3) By	  executing	  the	  Adoption	  Agreement,	  the	  Company	  and	  all	  Employers	  agree	  to:	  	  	  
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a) Not	  use	  or	  further	  disclose	  the	  information	  other	  than	  as	  permitted	  or	  required	  by	  
the	  Plan	  documents	  or	  as	  required	  by	  law;	  	  	  

b) Implement	  reasonable	  and	  appropriate	  administrative,	  physical	  and	  technical	  
safeguards	  to	  protect	  the	  confidentiality,	  integrity	  and	  availability	  of	  Electronic	  
Protected	  Health	  Information	  that	  the	  Employer	  creates,	  maintains	  or	  transmits	  on	  
behalf	  of	  the	  Plan.	  	  	  

c) Ensure	  that	  any	  agent	  or	  subcontractor,	  (i)	  to	  whom	  it	  provides	  Protected	  Health	  
Information	  received	  from	  the	  Plan,	  agrees	  to	  the	  same	  restrictions	  and	  conditions	  
that	  apply	  to	  the	  Employer	  with	  respect	  to	  such	  information,	  and/or	  (ii)	  to	  whom	  it	  
provides	  Electronic	  Protected	  Health	  Information	  shall	  agree,	  in	  writing,	  to	  
implement	  reasonable	  and	  appropriate	  security	  measures	  to	  protect	  the	  Electronic	  
Protected	  Health	  Information.	  	  

d) Not	  use	  or	  disclose	  Protected	  Health	  Information	  for	  employment-‐related	  actions	  
and	  decisions	  or	  in	  connection	  with	  any	  other	  benefit	  or	  employee	  benefit	  plan	  of	  
the	  Employer;	  	  

e) Report	  to	  the	  Plan	  any	  use	  or	  disclosure	  of	  the	  Protected	  Health	  Information	  of	  
which	  it	  becomes	  aware	  that	  is	  inconsistent	  with	  the	  uses	  or	  disclosures	  permitted	  
by	  this	  Section,	  or	  required	  by	  law;	  	  

f) Make	  available	  Protected	  Health	  Information	  to	  individual	  Plan	  members	  as	  required	  
by	  Section	  164.524	  of	  the	  Privacy	  Standards;	  	  

g) Make	  available	  Protected	  Health	  Information	  for	  amendment	  by	  individual	  Plan	  
members	  and	  incorporate	  any	  amendments	  to	  Protected	  Health	  Information	  as	  
required	  by	  Section	  164.526	  of	  the	  Privacy	  Standards;	  	  

h) Make	  available	  the	  Protected	  Health	  Information	  required	  to	  provide	  an	  accounting	  
of	  disclosures	  to	  individual	  Plan	  members	  as	  required	  by	  Section	  164.528	  of	  the	  
Privacy	  Standards;	  	  

i) Make	  its	  internal	  practices,	  books	  and	  records	  relating	  to	  the	  use	  and	  disclosure	  of	  
Protected	  Health	  Information	  received	  from	  the	  Plan	  available	  to	  the	  Department	  of	  
Health	  and	  Human	  Services	  for	  purposes	  of	  determining	  compliance	  by	  the	  Plan	  with	  
the	  Privacy	  Standards;	  	  

j) If	  feasible,	  return	  or	  destroy	  all	  Protected	  Health	  Information	  received	  from	  the	  Plan	  
that	  the	  Employer	  still	  maintains	  in	  any	  form,	  and	  retain	  no	  copies	  of	  such	  
information	  when	  no	  longer	  needed	  for	  the	  purpose	  for	  which	  disclosure	  was	  made,	  
except	  that,	  if	  such	  return	  or	  destruction	  is	  not	  feasible,	  limit	  further	  uses	  and	  
disclosures	  to	  those	  purposes	  that	  make	  the	  return	  or	  destruction	  of	  the	  information	  
infeasible;	  and	  	  	  

k) Ensure	  the	  adequate	  separation	  between	  the	  Plan	  and	  members	  of	  the	  Employer’s	  
workforce,	  as	  required	  by	  Section	  164.504(f)(2)(iii)	  of	  the	  Privacy	  Standards	  and	  set	  
out	  in	  (d)	  above,	  and	  to	  use	  reasonable	  and	  appropriate	  security	  measures	  to	  
comply	  with	  this	  provision.	  
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STATEMENT OF ERISA RIGHTS 

 
As	  a	  participant	  in	  the	  Plan	  (which	  is	  a	  type	  of	  employee	  welfare	  plan	  called	  a	  “group	  health	  
plan”)	  you	  are	  entitled	  to	  certain	  rights	  and	  protections	  under	  the	  Employee	  Retirement	  
Income	  Security	  Act	  of	  1974	  (ERISA).	  ERISA	  provides	  that	  all	  group	  health	  plan	  participants	  shall	  
be	  entitled	  to:	  
	  
Receive	  Information	  About	  Your	  Plan	  and	  Benefits	  
Examine,	  without	  charge,	  at	  the	  Plan	  Administrator’s	  office	  and	  at	  other	  specified	  locations,	  
such	  as	  worksites	  and	  union	  halls,	  all	  documents	  governing	  the	  Plan,	  including	  insurance	  
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	  the	  Plan,	  including	  insurance	  contracts	  and	  collective	  bargaining	  agreements,	  and	  
copies	  of	  the	  latest	  annual	  report	  (Form	  5500	  Series)	  and	  updated	  Summary	  Plan	  Description.	  	  
The	  Plan	  Administrator	  may	  make	  a	  reasonable	  charge	  for	  the	  copies.	  
	  
Medical	  Loss	  Ratio	  (MLR)	  
In	  certain	  circumstances	  under	  the	  Medical	  Loss	  Ratio	  Standards	  in	  section	  2718	  of	  the	  Patient	  
Protection	  and	  Affordable	  Care	  Act	  of	  2010	  (PPACA),	  rebates	  may	  be	  paid	  to	  this	  Plan.	  The	  
federal	  law	  requires	  that	  the	  issuer	  of	  the	  rebate	  (the	  insurance	  company)	  provide	  you	  a	  
written	  notice	  of	  a	  rebate,	  at	  the	  time	  the	  rebate	  is	  paid	  to	  the	  Plan.	  The	  rebate	  will	  be	  prorated	  
between	  the	  amount	  attributable	  to	  Plan	  costs	  paid	  by	  the	  Plan	  Sponsor	  and	  Plan	  costs	  paid	  by	  
participants.	  The	  participant	  portion	  of	  the	  rebate	  will	  be	  used	  for	  the	  benefit	  of	  the	  Plan	  
participants.	  This	  can	  be	  done	  by	  a	  number	  of	  actions,	  including	  but	  not	  limited	  to	  lowering	  the	  
Plan	  costs	  for	  the	  participants	  for	  the	  next	  Plan	  Year,	  applied	  towards	  the	  cost	  of	  administering	  
the	  Plan,	  paid	  as	  taxable	  income	  to	  the	  participants,	  or	  in	  any	  manner	  that	  allocates	  the	  rebate	  
to	  Participants	  based	  on	  each	  Participant’s	  actual	  contributions,	  or	  to	  apportion	  it	  on	  any	  other	  
reasonable	  basis.	  	  	  
	  
Continue	  Group	  Health	  Plan	  Coverage	  
To	  continue	  health	  care	  coverage	  for	  yourself,	  legal	  spouse	  defined	  by	  Federal	  and	  State	  Law	  or	  
dependents	  if	  there	  is	  a	  loss	  of	  coverage	  under	  the	  Plan	  as	  a	  result	  of	  a	  Qualifying	  Event.	  	  You	  or	  
your	  dependents	  may	  have	  to	  pay	  for	  such	  coverage.	  	  Review	  this	  Summary	  Plan	  Description	  
Wrap	  Document	  and	  the	  documents	  governing	  the	  Plan	  on	  the	  rules	  governing	  your	  COBRA	  
continuation	  coverage	  rights..	  
	  
Qualified	  Medical	  Child	  Support	  Order	  Procedures	  
If	  a	  Health	  Benefit	  Program	  is	  subject	  to	  ERISA	  §	  609(a),	  then	  this	  Section	  shall	  apply.	  	  Such	  
Health	  Benefit	  Program	  shall	  provide	  benefits	  in	  accordance	  with	  the	  terms	  of	  a	  qualified	  
medical	  child	  support	  order	  that	  meets	  the	  requirements	  of	  ERISA	  §	  609(a).	  	  Each	  Health	  
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Benefit	  Program	  shall	  establish	  reasonable	  written	  procedures	  to	  determine	  whether	  a	  medical	  
child	  support	  order	  is	  a	  qualified	  medical	  child	  support	  order.	  	  Such	  procedures	  shall	  be	  made	  
available	  upon	  request	  of	  a	  Participant	  at	  no	  charge	  
	  
Medicaid	  
If	  a	  Health	  Benefit	  Program	  is	  subject	  to	  ERISA	  §	  609(b),	  then	  this	  Section	  shall	  apply.	  

Payment	  for	  benefits	  with	  respect	  to	  a	  Participant	  under	  a	  Health	  Benefit	  Program	  will	  be	  made	  
in	  accordance	  with	  any	  assignment	  of	  rights	  made	  by	  or	  on	  behalf	  of	  such	  Participant	  or	  a	  
beneficiary	  of	  the	  Participant	  as	  required	  by	  a	  State	  plan	  for	  medical	  assistance	  approved	  under	  
title	  XIX	  of	  the	  Social	  Security	  Act	  pursuant	  to	  Section	  1912(a)(1)(A)	  of	  such	  Act	  (as	  in	  effect	  on	  
the	  date	  of	  the	  enactment	  of	  the	  Omnibus	  Budget	  Reconciliation	  Act	  of	  1993).	  

4) The	  fact	  that	  a	  Participant	  is	  eligible	  for	  or	  is	  provided	  medical	  assistance	  under	  a	  State	  
plan	  for	  medical	  assistance	  approved	  under	  title	  XIX	  of	  the	  Social	  Security	  Act	  will	  not	  be	  
taken	  into	  account	  in	  enrolling	  such	  Participant	  or	  in	  determining	  or	  making	  benefit	  
payments	  for	  such	  Participant.	  

5) To	  the	  extent	  that	  payment	  has	  been	  made	  under	  a	  State	  plan	  for	  medical	  assistance	  
approved	  under	  title	  XIX	  of	  the	  Social	  Security	  Act	  in	  any	  case	  in	  which	  a	  Health	  Benefit	  
Program	  has	  a	  legal	  liability	  to	  make	  payment	  for	  items	  or	  services	  constituting	  such	  
assistance,	  payment	  for	  benefits	  under	  such	  program	  will	  be	  made	  in	  accordance	  with	  
any	  State	  law	  which	  provides	  that	  the	  State	  has	  acquired	  the	  rights	  with	  respect	  to	  a	  
Participant	  to	  such	  payment	  for	  such	  items	  or	  services.	  

	  
Newborn	  and	  Mothers	  Health	  Protection	  Act	  
If	  a	  Health	  Benefit	  Program	  is	  subject	  to	  ERISA	  §	  711,	  then	  this	  Section	  shall	  apply.	  

1) If	  such	  Health	  Benefit	  Program	  provides	  benefits	  for	  hospital	  lengths	  of	  stay	  in	  
connection	  with	  childbirth	  for	  a	  mother	  or	  her	  newborn	  child,	  such	  Health	  Benefit	  
Program	  shall	  not:	  

2) Except	  as	  provided	  in	  subsection	  (b):	  
a) restrict	  benefits	  for	  any	  hospital	  length	  of	  stay	  in	  connection	  with	  childbirth	  for	  

the	  mother	  or	  newborn	  child,	  following	  a	  cesarean	  section,	  to	  less	  than	  96	  hours;	  
or	  

b) require	  that	  a	  provider	  obtain	  authorization	  from	  the	  Health	  Benefit	  Program	  or	  
the	  health	  insurance	  issuer	  for	  prescribing	  any	  length	  of	  stay	  required	  under	  
clauses	  (i)	  and	  (ii).	  

3) Paragraph	  (a)	  shall	  not	  apply	  in	  connection	  with	  any	  Health	  Benefit	  Program	  or	  health	  
insurance	  issuer	  in	  any	  case	  in	  which	  the	  decision	  to	  discharge	  the	  mother	  or	  her	  
newborn	  child	  prior	  to	  the	  expiration	  of	  the	  minimum	  length	  of	  stay	  otherwise	  required	  
under	  paragraph	  (a)	  is	  made	  by	  an	  attending	  provider	  in	  consultation	  with	  the	  mother.	  

4) Such	  Health	  Benefit	  Program	  shall	  not:	  
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a) deny	  to	  the	  mother	  or	  her	  newborn	  child	  eligibility,	  or	  continued	  eligibility,	  to	  
enroll	  or	  to	  renew	  coverage	  under	  the	  terms	  of	  the	  Health	  Benefit	  Program,	  
solely	  for	  the	  purpose	  of	  avoiding	  the	  requirements	  referenced	  above.	  

b) provide	  monetary	  payments	  or	  rebates	  to	  mothers	  to	  encourage	  such	  mothers	  
to	  accept	  less	  than	  the	  minimum	  protections	  available,	  referenced	  above.	  

c) penalize	  or	  otherwise	  reduce	  or	  limit	  the	  reimbursement	  of	  an	  attending	  
provider	  because	  such	  provider	  provided	  care	  to	  an	  individual	  Participant	  or	  
beneficiary	  as	  referenced	  above.	  

d) provide	  incentives	  (monetary	  or	  otherwise)	  to	  an	  attending	  provider	  to	  induce	  
such	  provider	  to	  provide	  care	  to	  an	  individual	  Participant	  or	  beneficiary	  in	  a	  
manner	  inconsistent	  with	  the	  plan;	  or	  

e) restrict	  benefits	  for	  any	  portion	  of	  a	  period	  within	  a	  hospital	  length	  of	  stay	  
required,	  in	  a	  manner	  which	  is	  less	  favorable	  than	  the	  benefits	  provided	  for	  any	  
preceding	  portion	  of	  such	  stay;	  provided,	  nothing	  herein	  shall	  be	  construed	  to	  
limit	  the	  terms	  of	  the	  Health	  Benefit	  Program	  with	  respect	  to	  deductibles,	  
copayments	  or	  other	  cost-‐sharing	  provisions	  and	  limitations,	  except	  that	  such	  
terms	  may	  not	  impose	  greater	  limits	  or	  cost	  sharing	  on	  any	  length	  of	  stay	  
required	  	  

Mental	  Health	  Parity	  and	  Addiction	  Equity	  Act	  
If	  a	  Health	  Benefit	  Program	  is	  subject	  to	  ERISA	  §	  712,	  then	  the	  terms	  of	  this	  Section	  shall	  apply.	  

A	  Health	  Benefit	  Program	  that	  provides	  both	  medical	  and	  surgical	  benefits	  and	  mental	  health	  
and/or	  substance	  abuse	  benefits	  shall	  not	  impose	  any	  limits	  on	  mental	  health	  or	  substance	  
abuse	  benefits	  that	  violate	  the	  requirements	  of	  ERISA	  §	  712.	  

	  
Women’s	  Health	  and	  Cancer	  Rights	  Act	  
If	  a	  Health	  Benefit	  Program	  is	  subject	  to	  ERISA	  §	  713	  and	  provides	  medical	  and	  surgical	  benefits	  
with	  respect	  to	  a	  mastectomy,	  then	  this	  Section	  shall	  apply.	  	  Such	  Health	  Benefit	  Program	  shall,	  
with	  respect	  to	  a	  Participant	  who	  is	  receiving	  benefits	  in	  connection	  with	  a	  mastectomy,	  and	  
who	  elects	  breast	  reconstruction	  in	  connection	  with	  such	  mastectomy,	  provide	  coverage	  for	  the	  
following	  (subject	  to	  applicable	  deductibles,	  copayments	  and	  other	  Health	  Benefit	  Program	  
limitations):	  

(1)	   reconstruction	  of	  the	  breast	  on	  which	  the	  mastectomy	  has	  been	  performed;	  

(2)	   surgery	  and	  reconstruction	  of	  the	  other	  breast	  to	  produce	  a	  symmetrical	  
appearance;	  and	  

(3)	   prostheses	  and	  physical	  complications	  for	  all	  stages	  of	  mastectomy,	  including	  
lymphedemas;	  

in	  a	  manner	  determined	  in	  consultation	  with	  the	  attending	  physician	  and	  the	  patient.	  
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Patient	  Protection	  and	  Affordable	  Care	  Act	  
If	  a	  Health	  Benefit	  Program	  is	  not	  exempted	  under	  ERISA	  §	  732	  from	  the	  requirements	  of	  Title	  I	  
of	  the	  Patient	  Protection	  and	  Affordable	  Care	  Act	  of	  2010,	  the	  Health	  Benefit	  Program	  shall	  be	  
operated	  in	  accordance	  with	  such	  requirements.	  

	  
Premium	  Assistance	  Under	  Medicaid	  and	  the	  Children’s	  Health	  Insurance	  Program	  (CHIP)	  	  
If	  you	  or	  your	  children	  are	  eligible	  for	  Medicaid	  or	  CHIP	  and	  you	  are	  eligible	  for	  health	  coverage	  
from	  your	  employer,	  your	  State	  may	  have	  a	  premium	  assistance	  program	  that	  can	  help	  pay	  for	  
coverage.	  These	  States	  use	  funds	  from	  their	  Medicaid	  or	  CHIP	  programs	  to	  help	  people	  who	  are	  
eligible	  for	  these	  programs,	  but	  also	  have	  access	  to	  health	  insurance	  through	  their	  employer.	  If	  
you	  or	  your	  children	  are	  not	  eligible	  for	  Medicaid	  or	  CHIP,	  you	  will	  not	  be	  eligible	  for	  these	  
premium	  assistance	  programs.	  	  
	  
If	  you	  or	  your	  dependents	  are	  already	  enrolled	  in	  Medicaid	  or	  CHIP	  and	  you	  live	  in	  a	  State	  in	  this	  
link	  (	  www.medicaid.gov/medicaid-‐chip-‐program-‐information/by-‐topics/childrens-‐health-‐
insurance-‐program-‐chip/chip-‐state-‐program-‐information.html	  )	  you	  can	  contact	  your	  State	  
Medicaid	  or	  CHIP	  office	  to	  find	  out	  if	  premium	  assistance	  is	  available.	  	  
	  
If	  you	  or	  your	  dependents	  are	  NOT	  currently	  enrolled	  in	  Medicaid	  or	  CHIP,	  and	  you	  think	  you	  or	  
any	  of	  your	  dependents	  might	  be	  eligible	  for	  either	  of	  these	  programs,	  you	  can	  contact	  your	  
State	  Medicaid	  or	  CHIP	  office	  or	  dial	  1-‐877-‐KIDS	  NOW	  or	  www.insurekidsnow.gov	  to	  find	  out	  
how	  to	  apply.	  If	  you	  qualify,	  you	  can	  ask	  the	  State	  if	  it	  has	  a	  program	  that	  might	  help	  you	  pay	  
the	  premiums	  for	  an	  employer-‐sponsored	  plan.	  	  
	  
Once	  it	  is	  determined	  that	  you	  or	  your	  dependents	  are	  eligible	  for	  premium	  assistance	  under	  
Medicaid	  or	  CHIP,	  as	  well	  as	  eligible	  under	  your	  employer	  plan,	  your	  employer	  must	  permit	  you	  
to	  enroll	  in	  your	  employer	  plan	  if	  you	  are	  not	  already	  enrolled.	  This	  is	  called	  a	  “special	  
enrollment”	  opportunity,	  and	  you	  must	  request	  coverage	  within	  60	  days	  of	  being	  determined	  
eligible	  for	  premium	  assistance.	  If	  you	  have	  questions	  about	  enrolling	  in	  your	  employer	  plan,	  
you	  can	  contact	  the	  Department	  of	  Labor	  electronically	  at	  www.askebsa.dol.gov	  or	  by	  calling	  
toll-‐free	  1-‐866-‐444-‐EBSA	  (3272).	  	  
	  
	  
Genetic	  Information	  Nondiscrimination	  Act	  (“Gina”).	  
“GINA”	  shall	  mean	  the	  Genetic	  Information	  Nondiscrimination	  Act	  of	  2008	  (Public	  Law	  No.	  110-‐
233),	  which	  prohibits	  group	  health	  plans,	  issuers	  of	  individual	  health	  care	  policies,	  and	  
employers	  from	  discriminating	  on	  the	  basis	  of	  genetic	  information.	  	  
GINA	  prohibits	  a	  group	  health	  plan	  from	  adjusting	  group	  premium	  or	  contribution	  amounts	  for	  
a	  group	  of	  similarly	  situated	  individuals	  based	  on	  the	  genetic	  information	  of	  members	  of	  the	  
group.	  	  
The	  term	  “genetic	  information”	  means,	  with	  respect	  to	  any	  individual,	  information	  about:	  	  

1. Such	  individual’s	  genetic	  tests;	  	  
2. The	  genetic	  tests	  of	  family	  members	  of	  such	  individual;	  and	  	  
3. The	  manifestation	  of	  a	  disease	  or	  disorder	  in	  family	  members	  of	  such	  individual.	  	  
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The	  term	  “genetic	  information”	  includes	  participating	  in	  clinical	  research	  involving	  genetic	  
services.	  Genetic	  tests	  would	  include	  analysis	  of	  human	  DNA,	  RNA,	  chromosomes,	  proteins,	  or	  
metabolite	  that	  detect	  genotypes,	  mutations,	  or	  chromosomal	  changes.	  Genetic	  information	  is	  
a	  form	  of	  Protected	  Health	  Information	  (PHI)	  as	  defined	  by	  and	  in	  accordance	  with	  the	  Health	  	  
Insurance	  Portability	  and	  Accountability	  Act	  of	  1996	  (HIPAA),	  and	  is	  subject	  to	  applicable	  	  
Privacy	  and	  Security	  Standards.	  	  
	  	  
“Family	  members”	  include	  dependents,	  plus	  all	  relatives	  to	  the	  fourth	  degree,	  without	  regard	  
to	  whether	  they	  are	  related	  by	  blood,	  marriage,	  or	  adoption.	  	  
	  	  
“Underwriting”	  includes	  any	  rules	  for	  determining	  eligibility,	  computing	  premiums	  or	  
contributions,	  and	  applying	  preexisting	  conditions.	  Offering	  reduced	  premiums	  or	  other	  
rewards	  for	  providing	  genetic	  information	  would	  be	  impermissible	  underwriting.	  	  
	  	  
Subrogation	  and	  Recovery	  
If	  a	  Participant	  incurs	  covered	  expenses	  or	  receives	  benefits	  under	  a	  Benefit	  Program	  with	  
respect	  to	  an	  injury	  or	  illness	  for	  which	  a	  third	  party	  (or	  its	  insurer)	  may	  be	  liable,	  the	  Plan	  
retains	  all	  rights	  of	  subrogation,	  recovery	  and	  reimbursement	  as	  set	  out	  more	  specifically	  in	  the	  
Governing	  Documents	  for	  each	  Benefit	  Program.	  

	  
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	  the	  Plan.	  	  The	  people	  who	  operate	  the	  Plan,	  called	  
“fiduciaries”	  of	  the	  Plan,	  have	  a	  duty	  to	  do	  so	  prudently	  and	  in	  the	  interest	  of	  you	  and	  other	  
Plan	  participants	  and	  beneficiaries.	  	  No	  one,	  including	  your	  employer,	  your	  union,	  or	  any	  other	  
person,	  may	  fire	  you	  or	  otherwise	  discriminate	  against	  you	  in	  any	  way	  to	  prevent	  you	  from	  
obtaining	  a	  benefit	  or	  exercising	  your	  rights	  under	  ERISA.	  
	  
	  

ENFORCE YOUR RIGHTS 
 
If	  your	  claim	  for	  a	  benefit	  is	  denied	  or	  ignored,	  in	  whole	  or	  in	  part,	  you	  have	  a	  right	  to	  know	  
why	  this	  was	  done,	  to	  obtain	  copies	  of	  documents	  relating	  to	  the	  decision	  without	  charge,	  and	  
to	  appeal	  any	  denial,	  all	  within	  certain	  time	  schedules.	  
	  
Under	  ERISA,	  there	  are	  steps	  you	  can	  take	  to	  enforce	  the	  above	  rights.	  	  For	  instance,	  if	  you	  
request	  a	  copy	  of	  Plan	  documents	  or	  the	  latest	  annual	  report	  from	  the	  Plan	  and	  do	  not	  receive	  
them	  within	  30	  days,	  you	  may	  file	  suit	  in	  a	  Federal	  court.	  	  In	  such	  a	  case,	  the	  court	  may	  require	  
the	  Plan	  Administrator	  to	  provide	  the	  materials	  and	  pay	  you	  up	  to	  $110	  a	  day	  until	  you	  receive	  
the	  materials,	  unless	  the	  materials	  were	  not	  sent	  because	  of	  reasons	  beyond	  the	  control	  of	  the	  
Plan	  Administrator.	  	  If	  you	  have	  a	  claim	  for	  benefits	  which	  is	  denied	  or	  ignored,	  in	  whole	  or	  in	  
part,	  you	  may	  file	  suit	  in	  a	  state	  or	  Federal	  court.	  	  In	  addition,	  if	  you	  disagree	  with	  the	  Plan’s	  
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decision	  or	  lack	  thereof	  concerning	  the	  qualified	  status	  of	  a	  medical	  child	  support	  order,	  you	  
may	  file	  suit	  in	  Federal	  court.	  	  If	  it	  should	  happen	  that	  Plan	  fiduciaries	  misuse	  the	  Plan’s	  money,	  
or	  if	  you	  are	  discriminated	  against	  for	  asserting	  your	  rights,	  you	  may	  seek	  assistance	  from	  the	  
U.S.	  Department	  of	  Labor,	  or	  you	  may	  file	  suit	  in	  a	  Federal	  court.	  	  The	  court	  will	  decide	  who	  
should	  pay	  court	  costs	  and	  legal	  fees.	  	  If	  you	  are	  successful,	  the	  court	  may	  order	  the	  person	  you	  
have	  sued	  to	  pay	  these	  costs	  and	  fees.	  	  If	  you	  lose,	  the	  court	  may	  order	  you	  to	  pay	  these	  costs	  
and	  fees,	  for	  example,	  if	  it	  finds	  your	  claim	  is	  frivolous.	  
	  
Receive	  a	  summary	  of	  the	  Plan’s	  annual	  financial	  report.	  	  The	  Plan	  Administrator	  is	  required	  by	  
law	  to	  furnish	  each	  participant	  with	  a	  copy	  of	  this	  summary	  annual	  report.	  
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DEFINITIONS 
 
The	   following	   terms,	   where	   capitalized,	   shall	   have	   the	   meanings	   set	   forth	   below	   unless	  
otherwise	   specified	  herein:	  

	  
(a) “Beneficiary”	   means	   a	   Beneficiary	   under	   the	   Plan	   as	   defined	   under	   the	   terms	   of	  

the	   respective	  Welfare	  Program.	  
	  
(b) “Claims	   Administrator”	   means	   the	   insurance	   company,	   third	   party	   administrator	   or	  

other	   entity	  designated	  by	  the	  Plan	  Administrator	   to	   determine	  benefit	   eligibility	  and	  
availability	   and/or	  pay	  claims	  for	  benefits	  under	  this	  Plan	  or	  a	  Welfare	  Program	  under	  
this	  Plan.	  

	  
(c) “Code”	  means	  the	  Internal	  Revenue	  Code	  of	  1986,	  as	  amended.	  
	  
(d) “Company”	   means	   LVPPACE.	   In	   the	   event	   of	   a	   reorganization,	   merger	   or	   similar	  

transaction	  affecting	  the	   Company,	   any	   successor	   entity	  may	   adopt	   the	   Plan	   for	   the	  
benefit	   of	   Employees	  of	   such	   successor,	  in	  which	  event,	  the	  Plan	  shall	  continue	  without	  
any	  gap	  or	  lapse	  in	  coverage.	  

	  
(e) “Dependent”	  means	  a	  covered	  Dependent	  under	  the	  Plan	  as	  defined	  under	  the	  terms	  

of	  the	   respective	  Welfare	  Program.	  
	  
(f) “Effective	  Date”	  of	  this	  amendment	  and	  restatement	  means	  .	  	  
	  
(h) “Employee”	   means,	   unless	   otherwise	   specified	   in	   a	   Welfare	   Program	   incorporated	  

herein,	   any	  person	  currently	  employed	  by	  the	  Employer	  who	  is	  receiving	  compensation	  
for	  services	   performed	  and	  who	  is	  classified	  by	  the	  Employer	  as	  a	  salaried	  or	  hourly	  full-‐
time	   employee	   regularly	   scheduled	   the	   amount	   of	   hours	   per	   week	   as	   noted	   in	   the	  
Eligible	  Employee	  Section	  of	  the	  Plan	  Information	  Section	  of	  this	  document.	  Employees	  
on	  certain	  leaves	  of	  absence	  are	  also	  eligible	  to	  participate,	  subject	  to	   additional	  terms	  
and	   conditions	   as	   specified	   in	   this	   plan.	   “Employee”	   shall	   not	   include	   any	   person	  
classified	   on	   the	   Employer’s	   records	   as	   other	   than	   an	   employee.	   For	   example,	  
“Employee”	   shall	   not	   include	   anyone	   classified	   on	   the	   Employer’s	   records	   as	   an	  
independent	   contractor,	   agent,	   leased	   employee,	   contract	   employee,	   temporary	  
employee	   or	   similar	   classifications,	   regardless	   of	   any	   subsequent	   or	   retroactive	  
reclassification	   or	   determination	  by	  a	  governmental	  agency	  that	  any	  such	  person	   is	  a	  
common	   law	   employee	   of	   an	   Employer.	   Notwithstanding	   anything	   to	   the	   contrary	  
contained	   herein	   or	   in	   the	   Welfare	   Programs,	   Employees	   who	   are	   non-‐resident	  
aliens	   and	   who	   receive	   no	   earned	   income	   (within	   the	   meaning	   of	   Code	   Section	  
911(d)(2))	   from	   an	   Employer	   which	   constitutes	   income	   from	   sources	   within	   the	  
United	   States	   (within	   the	   meaning	   of	   Code	   Section	   861(a)(3))	   shall	  not	  be	  eligible	   to	  
participate	  in	  the	  Plan.	  
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(i) “Employer”	  means	  the	  Company,	  and	  any	  other	  entity	  that	  participates	  in	  the	  Plan	  with	  
the	   approval	  of	  the	  Plan	  Administrator.	   The	  Plan	  Administrator	  shall	  have	  the	  right	  to	  
terminate	   any	  Employer’s	  adoption	  of	  the	  Plan	  at	  any	  time.	   If	  an	  Employer	  merges	  or	  
is	   otherwise	   consolidated	   with	   any	   affiliate,	   the	   successor	   shall,	   as	   to	   the	   group	   of	  
Employees	   covered	  by	   the	   Plan	   immediately	   before	   such	   merger	   or	   consolidation,	  
be	   the	   Employer	   as	   defined	   hereunder,	   unless	   the	   Plan	   Administrator	   specifies	   to	  
the	   contrary.	   In	   case	   of	   any	   other	   merger	  or	  consolidation,	  the	  successor	  shall	  not	  be	  
the	   Employer	   except	   to	   the	   extent	   that	   it	   acts	   to	   adopt	   the	   Plan.	   Each	   Employer	   is	  
identified	  in	  Appendix	  A.	   The	  Plan	  Administrator	   shall	   amend	   Appendix	   A	   as	   needed,	  
to	   reflect	   an	   Employer’s	   adoption	   of	   the	   Plan	   or	   withdrawal	  from	  the	  Plan,	  without	  
any	  need	   to	  otherwise	  amend	   the	  Plan.	   Amendment	  of	   Appendix	  A	  may	  be	  made	  by	  
any	  authorized	  member	  or	  representative	  of	  the	  Plan	  Administrator.	  

	  
(j) “ERISA”	  means	  the	  Employee	  Retirement	  Income	  Security	  Act	  of	  1974,	  as	  amended.	  
	  
(k) “Former	   Employee”	   means	   any	   person	   formerly	   employed	   as	   an	   Employee	   of	   the	  

Employer.	  
	  
(l) “Participant”	  means	   an	   Employee	   or	   Former	   Employee	   of	   the	   Employer	   who	   meets	  

the	   requirements	  for	  eligibility	  as	  set	  forth	  in	  this	  plan	  and	  who	  properly	  enrolls	  in	  the	  
Plan.	   	  A	   person	   shall	   cease	   to	   be	   a	   Participant	  when	   he	   or	   she	   no	   longer	  meets	   the	  
requirements	  for	   eligibility.	  

	  
(m) “Participant	   Contribution”	  means	   the	   pre-‐tax	   or	   after-‐tax	   contribution	   required	   to	   be	  

paid	   by	   a	   Participant,	   if	   any,	   as	   determined	   under	   each	  Welfare	   Program.	   The	   term	  
“Participant	   Contribution”	   includes	   contributions	   used	   for	   the	   provision	   of	   benefits	  
under	   a	   self-‐funded	   arrangement	   of	   the	   Company	   or	   an	   Employer	   as	   well	   as	  
contributions	   used	   to	   purchase	   insurance	  contracts	  or	  policies.	  

	  
(n) “Plan”	  means	  this	  Plan,	  the	  LVPPACE	  Welfare	  Benefit	  Plan,	   which	   consists	   of	   this	  

document,	   and	   each	  Welfare	   Program	   incorporated	   hereunder	   by	   reference,	  as	  
amended	  from	  time	  to	  time.	  

	  
(o) “Plan	  Administrator”	  shall	  have	  the	  same	  meaning	  as	  set	   forth	   in	  ERISA	  Section	  3(16).	  

The	   Plan	   Administrator	   for	   the	   Plan	   shall	   be	   the	   Company,	   unless	   another	   entity	   or	  
person	  is	   appointed	  by	  the	  Company.	  

	  
(p) “Plan	  Year”	  means	  the	  twelve	  (12)	  consecutive	  month	  period	  commencing	  on	  7/1/15	  -‐	  

6/30/16	  of	  such	  year.	  
	  
(q) “SPD”	  means	   any	   Summary	   Plan	   Description,	   Summary	   of	   Material	   Modifications	   or	  

other	   Employee	   communication	   that	   describes	   the	   benefits	   under	   a	   Welfare	  
Program,	   and	   has	   been	  included	  by	  the	  Company	  and/or	  Employer	  as	  part	  of	  this	  Plan.	  

	  
(r) “Spouse”	  means	  the	  legal	  spouse	  (as	  defined	  by	  state	  law,	  as	  applicable)	  of	  a	  Participant.	  
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(s) “Welfare	   Program”	  means	   a	  Welfare	   Program	   Document	   incorporated	   into	   this	   Plan	  
that	   is	   offered	   by	   the	   Company	   and/or	   an	   Employer	   that	   provides	   any	   Employee	   a	  
benefit	   that	   would	   be	   treated	   as	   an	   “employee	   welfare	   benefit	   plan”	   under	   Section	  
3(1)	   of	   ERISA	   if	   offered	   separately.	   Welfare	  Program	  also	  means	  any	  plan	  established	  
pursuant	  to	  Section	   125	  of	  the	  Code,	  if	  incorporated	  herein.	  

	  
(t) “Welfare	  Program	   Document”	  means	  a	  written	  arrangement,	   including	   any	   contract	  

between	   an	   Employer	   and	   an	   insurance	   company,	   health	   maintenance	   organization	  
(“HMO”),	   administrative	   service	   organization	   (“ASO”)	   or	   other	   similar	   organization	  
to	   provide	   benefits,	   a	   plan	   document	   or	   other	   instrument	   under	   which	   a	   Welfare	  
Program	   is	   established	  and	  operated.	  
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ASSISTANCE WITH YOUR QUESTIONS 
	  
If	  you	  have	  any	  questions	  about	  the	  Plan,	  you	  should	  contact	  the	  Plan	  Administrator.	  	  If	  you	  
have	  any	  questions	  about	  this	  statement	  or	  about	  your	  rights	  under	  ERISA,	  or	  if	  you	  need	  
assistance	  in	  obtaining	  documents	  from	  the	  Plan	  Administrator,	  you	  should	  contact	  the	  nearest	  
office	  of	  the	  Employee	  Benefits	  Security	  Administration,	  U.S.	  Department	  of	  Labor,	  listed	  in	  
your	  telephone	  directory	  or:	  
	  

Division	  of	  Technical	  Assistance	  and	  Inquiries,	  
Pension	  and	  Welfare	  Benefits	  Administration,	  

U.S.	  Department	  of	  Labor,	  200	  Constitution	  Avenue	  N.W.,	  
Washington,	  D.C.	  20210.	  

	  
You	  may	  also	  obtain	  certain	  publications	  about	  your	  rights	  and	  responsibilities	  under	  ERISA	  by	  
calling	  the	  publications	  hotline	  of	  the	  Employee	  Benefits	  Security	  Administration.	  


