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SUMMARY PLAN INFORMATION 
 

Name of Plan: 

 
National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 

 

Name, Address and Phone Number of Employer: 

 
National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 

850 Silas Deane Highway 

Wethersfield, CT  06109 

860-263-3800   

  

Name, Address and Phone Number of Plan Sponsor and Administrator: 

 
National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 

850 Silas Deane Highway 

Wethersfield, CT  06109 

860-263-3800   

 

Name, Address and Phone Number of Fiduciary, and Agent for Service of Legal Process: 

 
National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 

850 Silas Deane Highway 

Wethersfield, CT  06109 

  

Co-Fiduciary 

 

ClaimDoc, LLC 

100 SW Albany Avenue, Ste 200 

Stuart, FL 34994 

888-330-7295 

 

Employer Identification Number:    06-1268168      Plan Number:  501 

 

Plan Effective Date:     April 1               Plan Year Ends:           December 31 

 

Claims Processor: 

Group Benefit Services, Inc. 

6 North Park Drive, Suite 310 

Hunt Valley, Maryland 21030 

(410) 832-1333 or (800) 337-4973 

 

GBS Customer Service Group Number:   

National Health Care, Inc - 516  

Physical Therapy Solutions - 517 

Constellation Health Services - 518 
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RESPONSIBILITIES FOR PLAN ADMINISTRATION 

 

Plan Administrator: 
 

The Plan Administrator, also called the Plan Sponsor, is to administer the Plan in accordance with the 

provisions of the Employee Retirement Income Security Act of 1974 (ERISA).  The Plan Administrator shall 

administer the Plan in accordance with its terms and establish its policies, interpretations, practices, and 

procedures. It is the express intent of this Plan that the Plan Administrator shall have maximum legal 

discretionary authority to construe and interpret the terms and provisions of the Plan, to make determinations 

regarding issues which relate to eligibility for benefits, to decide disputes which may arise relative to a Plan 

Participant's rights, and to decide questions of Plan interpretation and those of fact relating to the Plan. The 

decisions of the Plan Administrator will be final and binding on all interested parties.  Service of legal process 

may be made upon the Plan Administrator. 

 

Duties of the Plan Administrator: 
 

1) To administer the Plan in accordance with its terms. 

2) To interpret the Plan, including the right to remedy possible ambiguities, inconsistencies or omissions. 

3) To decide disputes that may arise relative to a Plan Participant's rights. 

4) To prescribe procedures for filing a claim for benefits and to review claim denials. 

5) To keep and maintain the Plan documents and all other records pertaining to the Plan. 

6) To appoint a Claims Processor to pay claims. 

7) To perform all necessary reporting as required by ERISA. 

8) To establish and communicate procedures to determine whether a medical child-support order qualifies 

under ERISA Sec. 609. 

9) To delegate to any person or entity such powers, duties and responsibilities, as it deems appropriate. 

 

Fiduciary: 
 

A fiduciary exercises discretionary authority or control over management of the Plan or the disposition of its 

assets, renders investment advice to the Plan, or has discretionary authority or responsibility in the 

administration of the Plan. 

 

Fiduciary Duties: 
 

A fiduciary must carry out his or her duties and responsibilities for the purpose of providing benefits to the 

Employees and their Dependent (s), and defraying reasonable expenses of administering the Plan.  These 

duties must be carried out with care, skill, prudence and diligence under the given circumstances that a prudent 

person, acting in a like capacity and familiar with such matters, would use in a similar situation. These duties 

also include diversifying the investments of the Plan so as to minimize the risk of large losses, unless under 

the circumstances, it is clearly prudent not to do so, and acting in accordance with the Plan documents, which 

must be in compliance with ERISA. 
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The Named Fiduciary: 
 

A "named fiduciary" is the one named in the Plan. A named fiduciary can appoint others to carry out fiduciary 

responsibilities (other than as a trustee) under the Plan. These other persons become fiduciaries themselves 

and are responsible for their acts under the Plan. To the extent that the named fiduciary allocates its 

responsibility to other persons, the named fiduciary shall not be liable for any act or omission of such person 

unless the named fiduciary has violated its stated duties under ERISA in appointing the fiduciary or 

establishing the procedures to appoint the fiduciary, or breaching its fiduciary responsibility under Section 

405(a) of ERISA. 

 

Claims Processor Is Not A Fiduciary: 
 

A Claims Processor is not a fiduciary under the Plan by virtue of paying claims in accordance with the Plan's 

rules as established by the Plan Administrator. 

 

Funding the Plan and Payment of Benefits: 
 

For Employee and Dependent Coverage, the funding is derived from the general assets of the Employer and 

contributions made by the covered Employees. 

 

The Plan Administrator will set the level of any Employee contributions. These Employee contributions will 

be used in funding the cost of the Plan as soon as practical after they have been received from the Employee or 

withheld from the Employee's pay through payroll deductions. 

 

Benefits are paid directly from the employer’s general assets through the Claims Processor. 

 

The Plan Is Not An Employment Contract: 
 

The Plan shall not be deemed to constitute a contract between the Employer and the Employee or to be a 

consideration for, or an inducement or condition of, the employment of any Employee. 

 

Clerical Error: 
 

Any clerical error or delay in changes by the Plan Administrator or Claims Processor of the Plan of pertinent 

records will neither invalidate coverage otherwise validly in force nor continue coverage validly terminated. 

An equitable adjustment of contributions will be made when the error or delay is discovered. 

 

If an overpayment occurs in a Plan reimbursement amount due to a clerical error, the Plan retains a contractual 

right to the overpayment. The person or institution receiving the overpayment will be required to return the 

incorrect amount of money.  In the case of a Plan Participant, the amount of the overpayment may be deducted 

from future benefits payable. 

 

Amending and Terminating the Plan: 
 

The Employer intends to maintain this Plan indefinitely; however, it reserves the right to amend, suspend or 

terminate the Plan in whole or in part at any time. This includes amending the benefits under the Plan or the 

Trust agreement (if any). If the Plan is terminated, the rights of the Plan Participants are limited to expenses 

incurred before termination. 
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Conformity with the Law: 
 

Except where preempted by federal law, the Plan will provide any coverage required to be provided by any 

applicable federal law.  If any provision of the Plan is contrary to any applicable law to which it is subject, the 

provision is hereby automatically changed to meet the law’s minimum requirement.   

 

HIPAA Privacy Law Requirements Concerning Summary Plan Descriptions (SPD) 

 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires, among other things, that 

health plans protect the confidentiality and privacy of individually identifiable health information.  A 

description of a Covered Person’s HIPAA Privacy rights are found in the Privacy Notice, which has been 

distributed to each Employee covered under the health plan. 

 

The Plan and those administering it will use it and disclose health information only as allowed by federal law.  

If a Covered Person has a complaint, questions, concerns, or requires a copy of the Privacy Notice, please 

contact the Privacy Official in the Plan Administrator’s office. 
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RIGHTS OF PLAN PARTICIPANTS 

 

As a participant in this Plan, you are entitled to certain rights and protections under the Employee Retirement 

Income Security Act of 1974 (ERISA).  ERISA provides that all Plan Participants shall be entitled to specific 

information and actions. 

 

Information about Your Plan and Benefits: 
 

You are entitled to examine, without charge, at the Plan Administrator’s office and at other specified locations, 

all documents governing the Plan, including insurance contracts, any 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. This 

document is available at the Public Disclosure Room of the Pension and Welfare Benefit Administration. 

 

You are entitled to obtain, upon written request to the Plan Administrator, copies of documents governing the 

operation of the Plan, including insurance contracts, collective bargaining agreements, and a copy of the latest 

annual report (Form 5500 Series) and updated Summary Plan Description.  The administrator may make a 

reasonable charge for the copies. 

 

You are entitled to 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. 

 

Continued Coverage: 
 

You are entitled to continued health care coverage for yourself, spouse 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.  You should review this summary Plan description and the documents governing the Plan on the 

rules governing your COBRA continuation coverage rights. 

 

Prudent Actions by Plan Fiduciaries: 
 

In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 

for the operation of National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan.  

The people who operate your 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 welfare benefit or exercising your rights under ERISA. 

 

Some of Your Rights under the HIPAA Privacy Rule: 
 

You have the following rights regarding medical information we maintain about you: 

 

 Right to Inspect and Copy 

 Right to Amend 

 Right to an Accounting of Disclosures 

 Right to Request Confidential Communications 

 Right to Request Restrictions  
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 Right to a Paper Copy of this Notice 

 

Enforcement of Rights: 
 

If your claim for a welfare benefit are denied or ignored, in whole or in part, you have a right to know the 

reasons. You have the right to obtain copies of documents relating to the decision without charge, and to 

appeal any denial within established timeframes. 

 

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 31 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 that is denied or 

ignored, in whole or in part, you may file in a state or Federal court.  In addition, if you disagree with the 

Plan’s 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 the 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.  Likewise, the court 

may order you to pay these costs and fees if you lose, or, for example, if it finds your claim is frivolous. 

 

Assistance with Questions: 
 

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the 

contact or contacts identified below.  For more information about your rights under ERISA, including 

COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact 

the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security 

Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa . Addresses and phone 

numbers of Regional and District EBSA Offices are available through the EBSA’s website.  For information 

about the Marketplace, visit www.HealthCare.gov.  

 

http://www.dol.gov/ebsa
http://www.healthcare.gov/
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PRIVACY OF PROTECTED HEALTH INFORMATION 

 

The Plan Sponsor agrees to the following: 
 

1. The Group Health Plan will not disclose PHI to National Health Care, Inc. and Affiliates Voluntary 

Employee Benefit Association Plan in its capacity as the Plan Sponsor, unless it receives a 

certification by the Plan Sponsor that the plan documents have been amended to incorporate the 

required provisions. 

 

2. PHI may be disclosed from the Plan to members of National Health Care, Inc. and Affiliates 

Voluntary Employee Benefit Association Plan workforce, as necessary, for the members of the 

workforce to carry out the Plan Administration functions with Innovative Health Plan as the Plan 

Sponsor.  The disclosure may be made without the authorization of the individual to whom the 

information pertains if the plan document meets the requirements of the Policy and the Standards of 

Privacy of Protected Information policy.  The following disclosures are NOT permitted without the 

individual’s authorization: 

 

2.1 Disclosures by a health insurance company or health maintenance organization that 

provides benefits to National Health Care, Inc. and Affiliates Voluntary Employee 

Benefit Association Plan employees through its Group Health Plan, if the disclosures 

do not comply with the provisions of the plan documents; 

 

2.2 Disclosures to the Plan Sponsor for purposes of employment related actions, or for 

decisions in connection with any other benefit or employee benefit plan offered by  

National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association 

Plan. 

 

3. The Plan Sponsor agrees it will not use or further disclose PHI received from the Group Health Plan 

other than as permitted or required by the plan documents or as required by law. 

 

4. The Plan Sponsor agrees that it will ensure that any agents, including any subcontractor, to whom it 

provides PHI received from the Group Health Plan and it agrees to the same restrictions and 

conditions that apply to the Plan Sponsor with respect to such information. 

 

5. The Plan Sponsor will not use or disclose the information for employment-related actions and 

decisions or in connection with any other benefit or employee benefit plan of the Plan Sponsor. 

 

6. The Plan Sponsor will agree to report to the Group Health Plan any use or disclosure of the 

information that is inconsistent with the uses or disclosures permitted or required by the plan 

documents of which it becomes aware. 

 

7. The Plan Sponsor will agree to permit individuals to have access to any PHI which it has received 

from the Group Health Plan, in accordance with Rights of Access to Protected Health Information 

policy. 

 

8. The Plan Sponsor will agree to make available protected health information for amendment and 

incorporate any amendments to protected health information in accordance with National Health 



  

National Health Care, Inc. and Affiliates Page 11 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan’s Individual Requests to 

Amend Health Information policy. 

 

9. The Plan Sponsor will agree to make National Health Care, Inc. and Affiliates Voluntary Employee 

Benefit Association Plan‘s available the information required to provide an accounting of disclosures 

in accordance with Accounting of Disclosures of Health Information policy. 

 

10. The Plan Sponsor will agree to make its internal practices, books, and records relating to the use and 

disclosure of protected health information received from the Group Health Plan available to the 

Secretary of the Department of Health and Human Services for purposes of determining compliance 

by the Group Health Plan with Federal privacy regulations regarding PHI. 

 

11. The Plan Sponsor will agree, if feasible, to return or destroy all PHI received from the Group Health 

Plan that the sponsor 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. 

 

12. In order to provide adequate separation between the Plan Sponsor and the Group Health Plan, those 

employees or classes of employees described below, under the control of the Plan Sponsor may be 

given access to PHI for disclosure.  Any employee or person who receives PHI relating to Payment, 

Health Care Operations, or other matters pertaining to the Group Health Plan in the ordinary course 

of business are included in this description. 

 

12.1 Those who are assigned to the administration of the Group Health Plan.  This includes 

claim processing, maintenance of enrollment and eligibility records, analysis of 

payment and utilization data, and other matters pertaining to the ordinary course of 

business of the Group Health. 

 

12.2 Others who are authorized to have access to PHI on behalf of National Health Care, 

Inc. and Affiliates Voluntary Employee Benefit Association Plan in its role as the Plan 

Sponsor, for purposes permitted by the plan documents. 

 

13. The Plan Sponsor will agree to restrict the access to and use of PHI received from the Group Health 

Plan by members of its workforce (as described in item 12 above) to the Plan Administration 

functions that the Plan Sponsor performs for the Group Health Plan. 

 

14. The Plan Sponsor agrees to implement an effective mechanism for resolving any issues of 

noncompliance in the event any member of the workforce who is authorized to have access to the 

Group Health Plan’s PHI violates any of the provisions of the plan documents as set forth in this 

policy and will include disciplinary action up to and including termination of employment. 
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SECURITY OF ELECTRONIC PROTECTED HEALTH INFORMATION 
 

Plan Sponsor agrees to: 
 

1. Implement administrative, physical, and technical safeguards that reasonably and appropriately 

protect the confidentiality, integrity, and availability of electronic protected health information that it 

creates, receives, maintains, or transmits on behalf of the Group Health Plan. 

 

2. Shall meet all requirements regarding security for the protection of electronic protected health 

information as detailed at 45 CFR parts 160, 162 and 164 as well as HITECH Act Subtitle D. 

 

3. Ensure that the adequate separation required by § 164.504(f)(2)(iii) of the Privacy Rule is supported 

by reasonable and appropriate security measures. 

 

4. Ensure that any agent, including a subcontractor, to whom it provides this information, agrees to 

implement reasonable and appropriate security measures to protect the information. 

 

5. Report to the Group Health Plan any security incident of which it becomes aware. 
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INTRODUCTION TO THE PLAN 
 

This document is a description of the National Health Care, Inc. and Affiliates Voluntary Employee Benefit 

Association Plan (the Plan). This Plan cannot be changed or construed based on oral interpretations, prior 

enforcement or prior non-enforcement of Plan provisions.  Further, the Plan Administrator reserves the right to 

enforce any provision as outlined in this Plan, regardless of its enforcement in the past. The Plan described is 

designed to protect Plan Participants against certain catastrophic health expenses. 

 

Coverage under the Plan will take effect for an eligible Employee and designated Dependents when the 

Employee and such Dependents satisfy the Waiting Period and all the eligibility requirements of the Plan. 

 

The Employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate, 

suspend, discontinue or amend the Plan at any time and for any reason.  If the Plan is terminated, Amended, or 

benefits are eliminated, the rights of Covered Persons are limited to covered charges incurred before 

termination, Amendment, or elimination. 

 

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles, 

maximums, co-payments, exclusions, limitations, definitions, eligibility and the like.  Failure to follow the 

eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage at all.  

Reimbursement from the Plan can be reduced or denied because of certain provisions in the Plan, such as 

coordination of benefits, subrogation, exclusions, timeliness of COBRA elections, utilization review or other 

cost management requirements, lack of Medical Necessity, lack of timely filing of claims, or lack of coverage.  

These provisions are explained in summary fashion in this document.  Additional information is available from 

the Plan Administrator at no extra cost. 

 

The Plan will consider benefits only for the expenses incurred while this coverage is in force. No benefits are 

payable for expenses incurred before coverage began or after coverage terminated, even if the expenses were 

incurred as a result of an accident, Injury or disease that occurred, began, or existed while coverage was in 

force. An expense for a service or supply is incurred on the date the service or supply is furnished. 

 

This document summarizes the Plan rights and benefits for covered Employees and their Dependents and is 

divided into the following parts: 
 

1) Summary Plan Information. Explains the Plan's structure, Plan Administrator’s Responsibilities and 

the Participants' rights under the Plan. 
 

2) Eligibility and Participation. Explains eligibility for coverage under the Plan, funding of the Plan 

and when the coverage takes effect and terminates. 
 

3) COBRA Continuation Options. Explains when a person's coverage under the Plan ceases and the 

continuation options which are available. 
 

4) Schedule of Benefits. Provides an outline of the Plan reimbursement formulas as well as payment limits 

on certain services. 
 

5) Cost Containment Benefits. Explains the methods used to control costs for the Plan and Participant by 

avoiding any unnecessary or excessive charges.   

 

This section should be read carefully since each Participant is required to take certain action to assure 

that the maximum payment levels under the Plan are paid. 
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6) Benefit Descriptions. Explains when the benefit applies and the types of charges covered. 

 

7) Coordination of Benefits. Shows the Plan payment order(s) when a person is covered under more than 

one Plan. 

 

8) Third Party Recovery Provision. Explains the Plan's rights to recover payment of charges when you 

or your covered Dependent has a claim against another person because of injuries sustained. 

 

9) Claim Provisions. Explains the rules for filing claims and the claim appeal process. 

 

10) Definitions. Defines those Plan terms that have a specific meaning. 

 

 

In accordance with the Patient Protection and Affordable Care Act (PPACA) 

along with the Health Care and Education Reconciliation Act of 2010 as part of 

Health Care Reform, this plan is considered a Non-Grandfathered Plan.
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ACKNOWLEDGMENT OF IMPORTANT ELIGIBILITY INFORMATION 

 

National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan encourages you to 

participate in the National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan made 

available to you.  This booklet represents the actual Plan document and also contains the summary Plan 

elements required by ERISA.  It is your responsibility to review this booklet in detail so as to better understand 

your benefits and the limitations of the Plan.  For your protection, we ask that you please read the following: 

 

Initial Eligibility: 

I acknowledge if I want Plan benefits when initially eligible, I must enroll in the National Health Care, Inc. 

and Affiliates Voluntary Employee Benefit Association Plan within 31 days of my eligibility date.  I 

understand if I also desire Dependent coverage, I must enroll my eligible Dependents by the same deadline.  

However, I also acknowledge if I decline coverage for myself, my spouse or my Dependents because of 

other health insurance, I am entitled to special enrollment rights in the event the other coverage 

involuntarily ends.  I also understand if I decline coverage and later acquire a new Dependent through 

marriage, birth, adoption, or placement for adoption, I have the right to enroll in this Plan with my spouse 

and the new Dependent(s) within 31 days of that event. 

 

Special Enrollment: I fully understand if I chose to decline coverage under this Plan for myself, my 

spouse, and/or my Dependents and a special enrollment situation or qualified change in status is not 

experienced, under the terms of the Plan I will not be permitted to request Plan coverage until the next 

open enrollment. 

 

I acknowledge once I enroll in the Plan, I am only permitted to make changes to my election for the next 

Plan Year during the annual Open Enrollment period.  The only time I am permitted to make a change to 

my election mid Plan-year is if I experience a qualified change in status (Special Enrollment). 

 

The above summarizes important eligibility provisions outlined in the Plan.  Please refer to the text for 

additional Plan provisions that may affect your benefits. 
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ELIGIBILITY AND PARTICIPATION 
 

Employee Coverage: 
 

You are eligible for coverage under the Plan if you are an Active, full-time Employee of National Health 

Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan residing in the United States.  An 

Active Employee is an Employee who is on the regular payroll of the Employer working a minimum of 30 

hours per week 

 

The Plan Administrator will provide additional information, free of charge, about Plan coverage for a specific 

benefit, particular drug, treatment, test, or any other aspect of Plan benefits or requirements upon request. 

 

When Coverage Begins/Waiting Period: 
 

As an employee you can enroll yourself and your dependents: 

 

 At the end of any waiting period your Employer requires 

 Once each Calendar Year during the annual enrollment period 

 At other special times during the year (see the Special Enrollment section) 

 

If you do not enroll yourself and your dependents when you first qualify for health benefits, you may have to 

wait until the next annual enrollment period to join. 

 

For purposes of satisfying the Waiting Period, you will be considered Actively at Work if you are absent due 

to Illness, Injury, or Disability or an approved absence. 

 

Active Employee Requirement: 
 

An Employee must be an Active Employee (as defined by the Plan) for this coverage to take effect.  For 

purposes of satisfying the Waiting Period only, an Employee will be considered Actively at Work when 

absent due to Illness, Injury, or Disability or an approved absence. 

 

The employer has not implemented the ‘Measurement Periods’ to indentify Full-time employees in 

order to provide benefits under this plan.  The employer will determine employee status at the time 

employment is offered and based on eligibility requirements, the employee will be classified as Full-

time and eligible for benefits.  Please refer to the employees eligibility requirements in this summary 

plan description. 

 

If You Terminate Employment and Are Rehired: 

 
If you terminate employment and are rehired within 13-week period and you had previously satisfied your 

waiting period then you will be reinstated to your original benefit election on the date of your rehire. 

 

If you terminate employment and are rehired within 13-week period and you had not previously satisfied 

your waiting period, your effective date of coverage is when you satisfy your waiting period (counting all 

time worked). 



  

National Health Care, Inc. and Affiliates Page 17 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

 

If You Terminate Employment as the Result of a Layoff: 
 

If you terminate employment and are called back to work within 13-week period and you have already 

worked at least 60-days prior the effective date of coverage is the date you return to work. 

 

If you terminate employment and are called back to work within 13-week period and have not already 

worked at least 60-days prior, your effective date of coverage is on your 60
th
 day (counting all time worked). 

 

 

If You Waive Medical Coverage: 
 

If you waive Medical coverage when you first become eligible to enroll in the Plan, you cannot elect Medical 

coverage during the Plan Year unless you have a qualified status change. During the Annual Open 

Enrollment period, you can elect coverage(s) for the next Plan Year. 

 

Dependent Coverage: 
 

Your eligible Dependents residing in the United States may participate.  Eligible Dependents include your 

lawful spouse as defined by applicable state law and children.  Your children may be eligible for coverage 

until the end of the month of their 26
th
 birthday. 

 

Physically/Mentally Challenged Dependent: 
 

A covered Dependent child who reach the limiting age and is Totally Disabled, incapable of self-sustaining 

employment by reason of mental or physical handicap, primarily dependent upon the covered Employee for 

support and maintenance and unmarried may be eligible for coverage.  The Plan Administrator may require, 

at reasonable intervals during the two years following the Dependent’s reaching the limiting age, subsequent 

proof of the child’s Total Disability and dependency. 

 

After such two-year period, the Plan Administrator may require subsequent proof not more than once each 

year.  The Plan Administrator reserves the right to have such Dependent examined by a Physician of the Plan 

Administrator’s choice, at the Plan’s expense, to determine the existence of such incapacity. 

 

Eligible Dependents also include spouses or children who are mentally and/or physically unable to care for 

themselves and they reside with the employee for more than half of the year.  No age limits apply to mentally 

or physically disabled Dependents. 

 

Ineligible Dependents: 
 

These persons are excluded as Dependents: other individuals living in the covered Employee's home, but who 

are not eligible as defined; the divorced former Spouse of the Employee; any person who is on active duty in 

any military service of any country; or any person who is covered under the Plan as an Employee. 

 

You may not participate in this Plan as both an Employee and as a Dependent.  If you and your spouse, 

domestic partner or dependents are enrolled for coverage as Employees, either of you may enroll your 

eligible Dependents.  The combined maximum benefits for both of you will not exceed 100% of Usual, 

Customary, and Reasonable charges for eligible expenses. 
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Dependent Definitions: 
 

Spouse: 
 

The term "Spouse" shall mean any individual who is lawfully married under any state law, including an 

individual married to a person of the same sex who were legally married in a state that recognizes such 

marriages, but who are domiciled in a state that does not recognize such marriages. The Plan Administrator 

may require documentation proving a legal marital relationship.   

 

You must notify Group Benefit Services if your spouse or Dependent child has access to health insurance 

coverage under another Plan, such as through coverage provided by your spouse’s Employer or as the result 

of a divorce decree.  For more information, see Coordination of Benefits section of this document. 

  

Children: 
 

An eligible dependent child includes: 

 

 Your biological children; 

 Your stepchildren; 

 Your legally adopted children; 

 Your foster children, including any children placed with you for adoption; 

 Any children for whom you are responsible under court order; and 

 Your grandchildren in your court-ordered custody. 

 

The newborn’s hospital stay will be processed under the newborn’s record.  If the medical deductible is 

satisfied on the mother’s record, the deductible will be waived for the newborn’s claim (s) for the initial 

confinement only.  If the newborn is not enrolled, then the newborn’s initial confinement claim (s) will be 

paid under the mother’s record.  If there are additional charges for the newborn beyond the mother’s hospital 

stay, the newborn must be enrolled within 30 days of birth in order to be eligible for benefits after the mother 

is released. 

 
The phrase "child placed with a covered Employee in anticipation of adoption" refers to a child whom the 

Employee intends to adopt, whether or not the adoption has become final, who is considered an eligible 

Dependent as of the date of such placement for adoption. The term "placed" means the assumption and 

retention by such Employee of a legal obligation for total or partial support of the child in anticipation of 

adoption of the child. The child must be available for adoption and the legal process must have commenced. 

 

Any child of a Plan Participant who is an alternate recipient under a Qualified Medical Child Support Order 

shall be considered as having a right to Dependent coverage under this Plan with no Pre-Existing Conditions 

provisions applied.  A participant of the Plan may obtain, without charge, a copy of the procedures governing 

Qualified Medical Child Support Order (QMCSO) determinations from the Plan Administrator. 

 

Who Pays for Benefits? 
 

National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan shares the cost of 

Employee and Dependent coverage under this Plan with the covered Employees. The Plan Administrator sets 
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the level of any Employee contributions. The Plan Administrator reserves the right to change the level of 

Employee contributions. 

 

National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan has been established 

within the meaning of Section 125 of the Internal Revenue Code of 1986 as Amended. In exchange for the 

favorable tax treatment of premiums paid toward the cost of providing benefits for you and/or your 

Dependents, the Internal Revenue Service imposes specific requirements on your election decisions.  

Enrolling in this Plan on a pre-tax basis requires you to adhere to the rules as explained in the Annual Re-

Enrollment and Qualified Change in Status provisions. 

 

 

Initial Enrollment: 
 

You must enroll yourself and your Dependents for coverage.  The enrollment will be “timely” if it is 

completed no later than 31 days after you or your Dependent becomes eligible for the coverage, either 

initially or under a Special Enrollment Period. 

 

If two Employees (Employee and spouse) are covered under the Plan and the Employee who is covering the 

Dependent children terminates coverage, the Dependent coverage may be continued by the other covered 

Employee with no waiting period as long as coverage has been continuous. 

 

Annual Open Enrollment: 
 

During this time, you may change your coverage and benefits, regardless of the reason.  Any changes you 

make will become effective on the first day of the start of the next Plan Year.  This is the only time you can 

change your benefits unless you have a qualified change in status or circumstances.  These changes are 

outlined in the Changes of Election due to status section. 
  

Special Enrollment: 
 

You or your Dependent who is eligible but not enrolled in this Plan may only enroll if one or more of the 

following conditions are met.  The items in brackets are required to verify eligibility for special enrollment. 

 

a) The Employee or Dependent stated that he/she was covered under National Health Care, Inc. and 

Affiliates Voluntary Employee Benefit Association Plan or had health insurance coverage at the time 

coverage under this Plan was previously offered to the individual.  

 

b) Expiration of COBRA coverage extension for Employee or Dependent(s). 

 

c) Loss of coverage due to divorce, death, termination of Employee or reduction in number of hours of 

employment. [Divorce Decree; Death Certificate] 

 

d) Employer contributions towards the coverage were terminated. [Letter from Employer] 

 

e) The Employee or Dependent requests enrollment in this Plan not later than 31 days after the date of 

exhaustion of COBRA coverage or the termination of coverage or Employer contributions, described 

above. 
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f) A person becomes a Dependent of the Employee through marriage, birth, adoption or placement of 

adoption.  In the case of the birth or adoption of a child, the Spouse of the covered Employee may be 

enrolled as a Dependent of the covered Employee if the Spouse is otherwise eligible for coverage. 

[Marriage Certificate, Birth Certificate; Court Records] 

 

g) A person has a loss of Eligibility due to the Plan no longer offering any Benefits to a Class of similarly 

situated individuals (i.e., part-time employees). [Letter from Employer] 

 

h) Cessation of dependent status (such as attaining the maximum age limit to be eligible as a dependent 

child under the plan). 

 

i) Loss of eligibility when coverage is offered through an HMO or other arrangement that does not provide 

benefits to individuals who reside or work outside a service area and no other benefit package is 

available. [Letter from Plan] 

 

j) If an Employee has declined enrollment in the Plan for him or herself or his or her dependents (including 

a spouse) because of coverage under Medicaid or the Children's Health Insurance Program, there may be 

a right to enroll in this Plan if there is a loss of eligibility for the government-provided coverage.  

(Documentation required) 

 

However, a request for enrollment must be made within 31 days after the government-provided coverage 

ends. 

 

k) In addition, if an Employee has declined enrollment in the Plan for him or herself or his or her 

dependents (including a spouse), and later becomes eligible for state assistance through a Medicaid or 

Children’s Health Insurance Program which provides help with paying for Plan coverage, then there may 

be a right to enroll in this Plan. However, a request for enrollment must be made within 31 days after the 

determination of eligibility for the state assistance. (Documentation required) 

 

The coverage of the Dependent enrolled in the Special Enrollment Period will be effective: 

 

a) In the case of marriage, the date of marriage. [Marriage Certificate] 

 

b) In the case of a Dependent’s birth, as of the date of birth; or [Birth Certificate] 

 

c) In the case of a Dependent’s adoption or placement for adoption, the date of the adoption or 

placement for adoption. [Court Records] 

 

The Special Enrollment Period is a period of 31 days and begins on the date of the marriage, birth, adoption 

or placement for adoption. 

 

 

In all cases, Dependent newborns are required to be enrolled onto the Plan within 31 days of the date of birth 

if coverage is to continue after birth. 
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Changes of Elections Due to Status:   
 

You may change your election decisions during the year only if you have a qualifying change in status, and 

the change in status results in you, your spouse or your Dependent gaining or losing eligibility for health 

coverage and the election change corresponds with that gain or loss of coverage.  Qualifying status changes 

include the following.  The items in brackets are required to verify eligibility for changes of elections due to 

status. 

 

 Special Enrollment Rights.  Allows you to change your coverage elections in accordance with the 

special enrollment rights provided under the Health Insurance Portability and Accountability Act of 

1996 (HIPAA); [See above for proper documentation per situation] 

 

 Legal Marital Status.  Events that change your legal marital status, including marriage, death of 

spouse, divorce, or annulment; [Marriage Certificate, Death Certificate, Divorce Decree, Court 

Records] 

 

 Number of Dependents.  Events that change the number of eligible Dependents, including regaining 

eligibility status, birth, adoption, placement for adoption, or death of a Dependent; [Birth Certificate, 

Court Records, Death Certificate] 

 

 Employment Status.  Events that change employment status of Employee or Dependent(s) such as 

termination or commencement of employment, a reduction or increase in hours of employment, 

including a switch between part-time and full-time, a strike or lockout, or commencement or return 

from an unpaid leave of absence and any change in employment status resulting in person becoming 

eligible or ceasing to be eligible under a Plan. [Letter from Employer] 

 

 Residence or Worksite.  A change in the place of residence or work for you, your spouse, or your 

Dependent; or [Letter from Member or Employer] 

 

 Other Events 

 

 Judgment, Decree or Order. If you or your spouse are subject to a judgment, decree or order 

resulting from a divorce or similar proceeding that affects the requirements for you to provide 

medical coverage for your child, you may make a corresponding change in your election. [Court 

Records, Divorce Decree] 

 

 Medicare/Medicaid Coverage.  If you, your spouse, or your Dependent becomes entitled to 

Medicare or Medicaid or loses eligibility, a corresponding election change is permitted. 

(Documentation required) 

 

 Eligibility for COBRA.  If you, your spouse or your Dependent becomes eligible for and elects 

COBRA under the Plan, you may make a corresponding election to pay for the continuation 

coverage. 

 

 Family and Medical Leave Act.  If you take leave under the Family and Medical Leave Act 

(“FMLA”), you may make other elections concerning group health coverage that are permitted 

by FMLA. [Copy of FMLA Application] 
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 Significant Cost Increases. If the cost of benefits significantly increases during a Plan Year, as 

determined by the Employer, you may elect coverage under another benefit option, if any, that 

offers similar coverage, as determined by the Employer, or possibly through a spouse’s 

employer. [Proof of Other Coverage] 

 

 Coverage Changes.  If coverage under a benefit option is significantly curtailed during a Plan 

Year, as determined by the Employer, you may revoke your election or elect coverage under 

another benefit option that offers similar coverage.  If the Employer adds a new benefit option 

during a Plan Year, you may elect the new benefit option. 

 

 Changes Under Another Employer’s Plan.   You may also change your elections to correspond to 

certain changes that your spouse or a Dependent makes to his or her benefit elections under a 

benefit Plan offered by his or her Employer. These rights are subject to conditions or restrictions 

that may be imposed by the Employer or any insurance company providing benefits under the 

Plan.    

 

You must notify the Plan Administrator, in writing, within 30 days, except for Divorce, CHIPRA, Medicaid 

eligibility, of a change in status and comply with all other Plan provisions and requirements.  Modified 

elections are effective as of the date of the qualifying change in status, following receipt and approval by the 

Plan Administrator other than termination of employment.  Refer to page 24 of this document for effective 

dates of termination. 

 

If You Are on Disability: 
 

Your benefits may be continued for up to 12 weeks while you are on Disability, provided contributions 

towards the cost of coverage continue.  (Disability timeframe may be extended per State leave requirements). 

Leave taken as a result of Disability will be coordinated with leave taken under the Family and Medical 

Leave Act (FMLA), in accordance with your Employer’s FMLA policy. 

 

Disability/Leave of Absence/FMLA: 
 

If a physician certifies that you are Disabled and unable to meet the Actively at Work provision of this Plan, 

eligibility under this plan will continue until the date: 

 

 12 weeks of approved FMLA is exhausted 

 required contributions toward the cost of coverage ceases 

 

Extension of Benefits Continuation During Family and Medical Leave: 
 

This Plan shall at all times comply with the Family and Medical Leave Act (FMLA) as promulgated in 

regulations issued by the Department of Labor.  This plan shall also comply with the National Defense 

Authorization Act (NDAA) of 2008 amending the Family and Medical Leave Act of 1993. If the Employer is 

domiciled in a state that has a State FMLA policy that exceeds the Federal FMLA requirements, the State 

FMLA requirements apply. 

 

During any leave taken under the Federal and State Family and Medical Leave Acts, the Employer will 

maintain coverage under this Plan on the same conditions as coverage would have been provided if the 

covered Employee had been continuously employed during the entire leave period. 
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If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Employee and his or 

her covered Dependents if the Employee returns to work in accordance with the terms of the FMLA leave. 

Coverage will be reinstated only if the person(s) had coverage under this Plan when the FMLA leave started, 

and will be reinstated to the same extent that it was in force when that coverage terminated. Other Waiting 

Periods will not be imposed unless they were in effect for the Employee and/or his or her Dependents when 

Plan coverage terminated. 

 

Rescission of Coverage 

 
Coverage under the Plan may be rescinded (canceled retroactively) if you or a covered dependent performs 

an act, practice, or omission that constitutes fraud, or you make an intentional misrepresentation of material 

fact as prohibited by the terms of the Plan.  Coverage may also be rescinded for failure to pay required 

premiums or contributions as required by the Plan. 

 

Coverage may be rescinded to your date of divorce if you fail to notify the Plan of your divorce and you 

continue to cover your ex-spouse under the Plan. Coverage will be canceled prospectively for errors in 

coverage or if no fraud or intentional misrepresentation was made by you or your covered dependent. You 

will receive 30 days advance written notice of any cancellation of coverage to be made on a prospective 

basis. 

 
The Plan reserves the right to recover from you and/or your covered dependents any benefits paid as a result 

of the wrongful activity that is in excess of the premiums paid. In the event the Plan terminates or rescinds 

coverage for gross misconduct on your behalf Continuation coverage under COBRA may be denied to 

you and your covered dependents. 
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COVERAGE TERMINATION 
 

When Employee Coverage Terminates: 
 

Your coverage will terminate on the earliest of these dates (except in certain circumstances, a covered 

Employee may be eligible for COBRA continuation coverage. For a complete explanation of when COBRA 

continuation coverage is available, what conditions apply and how to select it, see the section entitled 

COBRA Continuation Options). 

 

1. The date the Plan is terminated by your Employer. 

2. The date the covered Employee ceases to be in one of the Eligible Classes.  This includes death or 

retirement. 

3. The date you fail to make the required Plan Contributions. 

4. The date of termination (midnight). 

 

When Dependent Coverage Terminates: 
 

Your Dependent’s coverage will terminate on the earliest of these dates (except in certain circumstances, the 

Dependent may be eligible for COBRA continuation coverage. For a complete explanation of when COBRA 

continuation coverage is available, what conditions apply and how to select it, see the section entitled 

COBRA Continuation Options) 

 

1. The last day of the month that a Dependent ceases to be an eligible Dependent as defined in the Plan. 

2. The date of Divorce the covered Spouse loses coverage due to loss of dependency status. 

3. The date the Employee’s coverage under the Plan terminates for any reason 

4. The last day of the month you or the Employer fails to make the required Plan Contributions. 

5. The last day of the month the Employer elects to terminate Dependent coverage. 

Employees on Military Leave (USERRA): 

 

Employees going into or returning from military service may elect to continue Plan coverage as mandated by 

the Uniformed Services Employment and Reemployment Rights Act under the following circumstances. These 

rights apply only to Employees and their Dependents covered under the Plan before leaving for military 

service. 

 

1. The maximum period of coverage of a person under such an election shall be the lesser of: 

 

(a) The 24 month period beginning on the date on which the person's absence begins; or 

(b) The day after the date on which the person was required to apply for or return to a position or 

employment and fails to do so. 

 

2. A person who elects to continue health Plan coverage may be required to pay up to 102% of the full 

contribution under the Plan, except a person on active duty for 31 days or less cannot be required to pay 

more than the Employee's share, if any, for the coverage. 

 

3. An exclusion or Waiting Period may not be imposed in connection with the reinstatement of coverage upon 

reemployment if one would not have been imposed had coverage not been terminated because of service. 

However, an exclusion or Waiting Period may be imposed for coverage of any Illness or Injury determined 
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by the Secretary of Veterans Affairs to have been incurred in, or aggravated during, the performance of 

uniformed service. 
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MEDICARE 
 

This section is subject to the terms of Medicare laws and regulations.  Any changes in these related laws and 

regulations will apply to the provisions of this section. 

 

Active Employees And Their Spouses Age 65 And Older 
 

All health benefits to which a covered employee and covered spouse are entitled under the Plan will be paid 

before and without regard to any payments which would be available under Medicare unless and until the 

employee or spouse declines in writing the coverage for health benefits under the Plan. 

 

If the employee declines coverage under the Plan for health benefits, he and all his dependents will not be 

eligible for any health benefits under this Plan.  If his dependent spouse rejects coverage under the Plan for 

health benefits, the spouse will not be eligible for any health benefits under this Plan. 

 

If the active employee or their spouse retains this Plan as primary coverage, then Medicare will supplement 

payments of this Plan. 

 

Disabled Employees Under Age 65 For Employers With 100 Or More Employees 
 

This Plan will be the primary Plan for totally disabled employees who are covered under this Plan while 

entitled to Medicare disability benefits only if the totally disabled employee’s coverage is based upon 

“Current Employment” as stated below: 

 

“Current Employment” means the Participant is an employee, is the employer (including a self-employed 

person), or is associated with the employer in a business relationship.  A Participant is considered to have 

coverage through current employment status if he or she is: 

 

1. Actively working; or 

2. Not actively working, but meets ALL of the following five conditions: 

a. Retains employment rights in the industry. 

b. Has not had his or her membership in the employee organization terminated by the employer that 

provides coverage. 

c. Is not receiving disability payments from any employer for more than six months. 

d. Is not receiving Social Security disability benefits. 

e. Has employer provided health coverage that is NOT COBRA continuation coverage. 

 

If the employee is receiving wages from which FICA is deducted (the first six months of employer disability 

benefits are subject to FICA taxes), the employee is considered currently employed; therefore Medicare is 

secondary.  However, once FICA is no longer deducted, Medicare will become primary. 

 

The Plan will remain the primary payor for dependents who are entitled to Medicare coverage as long as the 

Plan is the primary payor for the disabled employee.  Once the Plan becomes secondary to Medicare for the 

disabled employee, the Plan will also become the secondary payor for the dependent who is entitled to 

Medicare. 
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Covered Persons Eligible For Medicare By Reason Of End Stage Renal Disease 
 

Benefits of this Plan shall be primary during the initial 30-month period after becoming eligible for Medicare 

due to End Stage Renal Disease (ESRD).  Medicare will be the primary payor thereafter. 

 

COBRA Covered Persons Who Are Medicare Eligible 
 

All health benefits due to continuation of coverage to which a covered employee and covered dependents are 

entitled to Medicare under the Plan will be paid secondary after Medicare pays as primary payor. 

 

Benefit Calculation 
 

If a Participant does not enroll for coverage under Part B of Medicare or does not make due claim for 

Medicare benefits, the TPA/Claims Administrator will calculate benefits as if he were enrolled in both parts 

of Medicare and full claim for benefits had been made. 
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COBRA CONTINUATION OPTIONS 

 

A federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), requires that most 

Employers sponsoring a group health plan offer Employees and their families covered under their health Plan 

the opportunity for a temporary extension of health coverage (called "COBRA continuation coverage") in 

certain instances where coverage under the Plan would otherwise end. Complete instructions on COBRA, as 

well as election forms and other information, will be provided by the Plan Administrator to Plan Participants 

who become Qualified Beneficiaries under COBRA. 

 

What Is COBRA Continuation Coverage?   
 

The right to COBRA continuation coverage is triggered by the occurrence of one or more events that result in 

the loss of coverage under the terms of the Employer’s Plan (the “Qualifying Event”).  The coverage must be 

identical to the Plan coverage that the Qualified Beneficiary had immediately before the Qualifying Event, or 

if the coverage has been changed, coverage must be limited to coverage provided to similarly situated Active 

Employees. 

 

Who is a Qualified Beneficiary? 
 

In general, a Qualified Beneficiary is: 

 

 Any individual who, on the day before a Qualifying Event, is either a covered Employee or the Spouse or 

Dependent child of a covered Employee. If an individual is denied or not offered coverage under the Plan 

under circumstances in which the denial or failure to offer constitutes a violation of applicable law, the 

individual will be considered to have had the Plan coverage as a Qualified Beneficiary (if that individual 

experiences a Qualifying Event). 

 

 Any child who is born to or placed for adoption with a covered Employee during a period of COBRA 

continuation coverage. If, however, an individual is denied or not offered coverage under the Plan under 

circumstances in which the denial or failure to offer constitutes a violation of applicable law, then the 

individual will be considered to have had the Plan coverage as a Qualified Beneficiary (if that individual 

experiences a Qualifying Event). 

 

Each Qualified Beneficiary (including a child who is born to or placed for adoption with a covered 

Employee during a period of COBRA continuation coverage) must be offered the opportunity to make an 

independent election to receive COBRA continuation coverage. 

 

 A covered retired Employee and covered dependents whose benefits were substantially reduced or 

eliminated as a result of a bankruptcy proceeding under Title 11 of the U.S. Code with respect to the 

Employer. 

 

 The term "covered Employee" includes not only common-law Employees (whether part-time or full-

time) but also any individual who is provided coverage under the Plan due to his or her performance of 

services for the Employer sponsoring the Plan (e.g., a self-employed individual, an independent 

contractor, or a corporate director). 
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 An individual is not a Qualified Beneficiary if the individual's status as a covered Employee is attributable 

to a period in which the individual was a nonresident alien who received from the individual's Employer no 

earned income that constituted income from sources within the United States. If, on account of the 

preceding reason, an individual is not a qualified beneficiary, then a Spouse or Dependent child of the 

individual is not considered a Qualified Beneficiary by virtue of the relationship to the individual. 

 

What is a Qualifying Event? 
 

A Qualifying Event is any of the following if the Plan provides that the Plan Participant would lose coverage 

(i.e., cease to be covered under the same terms and conditions as in effect immediately before the Qualifying 

Event) in the absence of COBRA continuation coverage: 

 

 The death of a covered Employee. 

 

 The termination (other than by reason of the Employee’s gross misconduct), or reduction of hours to less 

than minimum requirement for coverage under the Plan of a covered Employee’s employment. 

 

 The divorce or legal separation from the Employee. 

 

 Termination or reduction of hours of employment after the covered Employee becomes entitled to 

Medicare and enrolls in the Medicare program. 

 

 A Dependent child no longer meets eligibility requirements of the Plan. 

 

 A proceeding in bankruptcy under Title 11 of the U.S. Code with respect to an Employer from whose 

employment a covered Employee retired at any time. 

 

 The call up of an Employee Reservist to active duty. 

 

 If the Qualifying Event causes the covered Employee, or the Spouse or a Dependent child of the covered 

Employee, to cease to be covered under the Plan under the same terms and conditions as in effect 

immediately before the Qualifying Event (or in the case of the bankruptcy of the Employer, any 

substantial elimination of coverage under the Plan occurring within 12 months before or after the date the 

bankruptcy proceeding commences), the persons losing such coverage become Qualified Beneficiaries 

under COBRA if all the other conditions of the COBRA law are also met.  Any increase in contributions 

that must be paid by a covered Employee, or the Spouse or a Dependent child of the covered Employee, 

for coverage under the Plan that results from the occurrence of one of the events listed above is a loss of 

coverage. 

 

 The taking of leave under the Family and Medical Leave Act ("FMLA") does not constitute a Qualifying 

Event. A Qualifying Event occurs, however, if an Employee does not return to employment at the end of 

the FMLA leave and all other COBRA continuation coverage conditions are present. If a Qualifying 

Event occurs, it occurs on the last day of FMLA leave and the applicable maximum coverage period is 

measured from this date (unless coverage is lost at a later date and the Plan provides for the extension of 

the required periods, in which case the maximum coverage date is measured from the date when the 

coverage is lost.) Note that the covered Employee and family members will be entitled to COBRA 
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continuation coverage even if they failed to pay the Employee portion of premiums for coverage under 

the Plan during the FMLA leave. 

 

Election Period: 
 

 An election period is the 60-day time period within which the Qualified Beneficiary can elect COBRA 

continuation coverage under the Employer’s Plan. A Plan can condition availability of COBRA 

continuation coverage upon the timely election of such coverage.  Written Notice of Election must be 

received or postmarked on or before the last day of the 60-day period.  The election period must begin no 

later than the date the Qualified Beneficiary would lose coverage on account of the Qualifying Event and 

must not end before the date that is 60 days after the latter of the date the Qualified Beneficiary would 

lose coverage or the date notice is provided to the Qualified Beneficiary of her or his right to elect 

COBRA continuation coverage.  

 

 The Plan is not required to offer the Qualified Beneficiary an opportunity to elect COBRA continuation 

coverage if the notice is not provided to the Plan Administrator within 60 days after the latter of: the date 

of the Qualifying Event, or the date the Qualified Beneficiary would lose coverage on account of the 

Qualifying Event. 

 

Is A Waiver Before The End Of The Election Period Effective To End A Qualified 

Beneficiary's Election Rights?   
 

If, during the election period, a Qualified Beneficiary waives COBRA continuation coverage, the waiver can 

be revoked at any time before the end of the election period. Revocation of the waiver is an election of 

COBRA continuation coverage. However, if a waiver is later revoked, coverage need not be provided 

retroactively (that is, from the date of the loss of coverage until the waiver is revoked). Waivers and 

revocations of waivers are considered made on the date they are sent to the Employer or Plan Administrator, 

as applicable. 

 

When May A Qualified Beneficiary’s COBRA Continuation Coverage Be Terminated?   
 

During the election period, a Qualified Beneficiary may waive COBRA continuation coverage. Except for an 

interruption of coverage in connection with a waiver, COBRA continuation coverage that has been elected 

for a Qualified Beneficiary must extend for at least the period beginning on the date of the Qualifying Event 

and ending not before the earliest of the following dates: 

 

 The first day for which Timely Payment is not made to the Plan with respect to the Qualified Beneficiary. 

 

 The last day of the applicable maximum coverage period. 

 

 The date upon which the Employer ceases to provide any National Health Care, Inc. and Affiliates 

Voluntary Employee Benefit Association Plan (including successor Plans) to any Employee. 

 

 The date, after the date of the election, that the Qualified Beneficiary first becomes covered under any 

other Plan that does not contain any exclusion or limitation with respect to any Pre-Existing Condition, 

other than such an exclusion or limitation that does not apply to, or is satisfied by, the Qualified 

Beneficiary. 
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 The date, after the date of the election, the Qualified Beneficiary first enrolls in the Medicare program 

(either part A or part B, whichever occurs earlier). 
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 In the case of a Qualified Beneficiary entitled to a Disability extension, the later of: 

 

 29 months after the date of the Qualifying Event, or  

 

 the first day of the month that is more than 31 days after the date of a final determination under Title 

II or XVI of the Social Security Act that the Disabled Qualified Beneficiary whose Disability 

resulted in the Qualified Beneficiary’s entitlement to the Disability extension is no longer Disabled, 

whichever is earlier; or 

 

 the end of the maximum coverage period that applies to the Qualified Beneficiary without regard to 

the Disability extension. 

 

The Plan can terminate for cause the coverage of a Qualified Beneficiary on the same basis that the Plan 

terminates for cause the coverage of similarly situated non-COBRA beneficiaries, for example, for the 

submission of a fraudulent claim. 

 

In the case of an individual who is not a Qualified Beneficiary and who is receiving coverage under the Plan 

solely because of the individual’s relationship to a Qualified Beneficiary, if the Plan’s obligation to make 

COBRA continuation coverage available to the Qualified Beneficiary ceases, the Plan is not obligated to 

make coverage available to the individual who is not a Qualified Beneficiary. 

 

What Are The Maximum Coverage Periods For COBRA Continuation Coverage? 
 

The maximum coverage periods are based on the type of the Qualifying Event and the status of the Qualified 

Beneficiary, as shown below. 

 

 In the case of a Qualifying Event that is a termination of employment or reduction of hours of 

employment, the maximum coverage period ends 18 months after the Qualifying Event if there is not a 

Disability extension and 29 months after the Qualifying Event if there is a Disability extension. 

 

 In the case of a covered Employee’s enrollment in the Medicare program before experiencing a 

Qualifying Event that is a termination of employment or reduction of hours of employment, the 

maximum coverage period for Qualified Beneficiaries other than the covered Employee ends on the later 

of: 

 

 36 months after the date the covered Employee becomes enrolled in the Medicare program; or 

 

 18 months (or 29 months, if there is a Disability extension) after the date of the covered Employee’s 

termination of employment or reduction of hours of employment. 

 

 In the case of a bankruptcy Qualifying Event, the maximum coverage period for a Qualified Beneficiary 

who is the retired covered Employee ends on the date of the retired covered Employee’s death. The 

maximum coverage period for a Qualified Beneficiary who is the Spouse, surviving Spouse or Dependent 

child of the retired covered Employee ends on the earlier of the date of the Qualified Beneficiary’s death 

or the date that is 36 months after the death of the retired covered Employee. 

 

 In the case of a Qualified Beneficiary who is a child born to or placed for adoption with a covered 

Employee during a period of COBRA continuation coverage, the maximum coverage period is the 



  

National Health Care, Inc. and Affiliates Page 33 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

maximum coverage period applicable to the Qualifying Event giving rise to the period of COBRA 

continuation coverage during which the child was born or placed for adoption. 

 

 In the case of any other Qualifying Event than that described above, the maximum coverage period ends 

36 months after the Qualifying Event. 

 

Under What Circumstances Can The Maximum Coverage Period Be Expanded? 
 

If a Qualifying Event that gives rise to an 18-month or 29-month maximum coverage period is followed, 

within that 18- or 29-month period, by a second Qualifying Event that gives rise to a 36-months maximum 

coverage period, the original period is expanded to 36 months, but only for individuals who are Qualified 

Beneficiaries at the time of both Qualifying Events. In no circumstance can the COBRA maximum coverage 

period be expanded to more than 36 months after the date of the first Qualifying Event or the Medicare 

Enrollment Date. 

 

How Does A Qualified Beneficiary Become Entitled To A Disability Extension? 
 

A Disability extension will be granted if an individual (whether or not the covered Employee) who is a 

Qualified Beneficiary in connection with the Qualifying Event that is a termination or reduction of hours of a 

covered Employee’s employment, is determined under Title II or XVI of the Social Security Act to have been 

Disabled at any time during the first 60 days of COBRA continuation coverage. The Disability extension also 

will be granted to any non-Disabled family member who is a Qualified Beneficiary. To qualify for the 

Disability extension, the Qualified Beneficiary must also provide the Plan Administrator with notice of the 

Disability determination on a date that is both within 60 days after the date of the determination and before 

the end of the original 18-month maximum coverage. 

 

Can A Plan Require Payment For COBRA Continuation Coverage?   
 

Yes. For any period of COBRA continuation coverage, a Plan can require the payment of an amount that 

does not exceed 102% of the applicable premium except the Plan may require the payment of an amount that 

does not exceed 150% of the applicable premium for any period of COBRA continuation coverage covering a 

Disabled qualified beneficiary that would not be required to be made available in the absence of a Disability 

extension. A Welfare Benefit Plan can terminate a qualified beneficiary's COBRA continuation coverage as 

of the first day of any period for which timely payment is not made to the Plan with respect to that qualified 

beneficiary. 

 

Must The Plan Allow Payment For COBRA Continuation Coverage To Be Made In Monthly 

Installments?   
 

Yes. The Plan is also permitted to allow for payment at other intervals. 

 

What Is Timely Payment For Payment For COBRA Continuation Coverage?   
 

Initial Election: 
 

Notwithstanding the above paragraph, a Plan cannot require payment for any period of COBRA continuation 

coverage for a Qualified Beneficiary earlier than 45 days after the date on which the election of COBRA 



  

National Health Care, Inc. and Affiliates Page 34 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

continuation coverage is made for that Qualified Beneficiary.  Payment is considered made on the date on 

which it is sent to the Plan.   

 

 

 

Ongoing Premium Payments: 
 

Timely Payment means payment that is made to the Plan by the date that is 31 days after the first day of that 

period.  Payment that is made to the Plan by a later date is also considered Timely Payment if either, under 

the terms of the Plan, covered Employees or Qualified Beneficiaries are allowed until that later date to pay 

for their coverage for the period, or, under the terms of an arrangement between the Employer and the entity 

that provides Plan benefits on the Employer’s behalf, the Employer is allowed until that later date to pay for 

coverage of similarly situated non-COBRA beneficiaries for the period. 

 

Short Payments: 
 

If Timely Payment is made to the Plan in an amount that is not significantly less than the amount the Plan 

requires to be paid for a period of coverage, then the amount paid will be deemed to satisfy the Plan’s 

requirement for the amount to be paid, unless the Plan notifies the Qualified Beneficiary of the amount of the 

deficiency and grants a reasonable period of time for payment of the deficiency to be made.  A ‘reasonable 

period of time’ is 31 days after the notice is provided.  A shortfall in a Timely Payment is not significant if it 

is no greater than the lesser of $50 or 10% of the required amount. 

 

 

Notification Requirements and Reasonable Procedures for Individuals to Provide Notice to Employer/Plan 

Administrator of a Qualifying Event, Second Qualifying Event, and the Beginning or End of a Disability 

 

 

Initial Notice (General Notice) 
 

The Initial COBRA Notice must be furnished to the employee and all Eligible Dependents (if applicable) 

within 90 days of the date coverage begins.  Upon eligibility the Plan Administrator will distribute the Initial 

Notice to the employee and all Eligible Dependents (if applicable) regarding potential future options and 

obligations under the continuation provisions of the COBRA law.  The Initial Notice will be mailed to the 

employee’s home address as recorded on the health plan election form/or on file with the Employer.  If there 

is a covered dependent residing at a different address, it is up to the employee to provide written notification 

of this information so a separate notice may be sent.  This information should be forwarded to your Human 

Resources Department. 

 

Election Notice 
 

The Election Notice will be furnished to all qualified beneficiaries within 44 days of the qualifying event.  

However, under the law, the employee, spouse or other dependent has the responsibility to notify the 

Employer/Plan Administrator of a divorce, legal separation or child losing dependent status under the health 

plan.  This notice must be made within 60 days from the latter of the date of the event or the date on which 

coverage under the plan will be lost as a result of the event.  Upon being notified of a qualifying event, the 

Employer/Plan Administrator will notify the qualified beneficiaries of their rights to elect extended coverage.  



  

National Health Care, Inc. and Affiliates Page 35 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

Each qualified beneficiary has independent COBRA election rights and will have 60 days to elect extended 

coverage. 

 

If this notification is not completed, in writing to your Employer/Plan Administrator within the required 60-

day notification period, rights to extend coverage will be forfeited. 

 

Second Qualifying Event Notice 
 

A second qualifying event could occur while the qualified beneficiary is receiving COBRA continuation 

coverage.  If this does occur, qualified beneficiaries could be entitled to up to 36 total months of extended 

coverage.  Secondary events include death of employee, divorce from employee or dependent child ceasing 

to be an eligible dependent under the terms of the group plan.  In all cases, it is the employee’s or 

dependent’s responsibility to notify the Employer/Plan Administrator, in writing, of the second qualifying 

event within 60 days of the event in order to be eligible for the additional coverage time. 

 

Notice of Disability from Employee or Qualified Beneficiary 
 

A determination of disability from the Social Security Administration must be submitted within 60 days of 

the date of determination and before the original 18 months of COBRA expires.  This determination will 

extend COBRA coverage for an additional 11 months (total of 29 months). 

 

It is the responsibility of the employee or dependent to notify the Employer/Plan Administrator in writing and 

with the determination documentation.  It is also the responsibility of the employee or dependent to notify the 

Employer/Plan Administrator within 30 days if a final determination is made that the employee or dependent 

is no longer disabled. 

 

Cancellation of Continuation Coverage (Early Termination) 
 

COBRA continuation may end prior to the 18, 29 or 36 month expiration period for reasons stated earlier in 

this section titled “When May A Qualified Beneficiary’s COBRA Continuation Coverage Be 

Terminated”.  The Employer/Plan Administrator will notify, in writing, the qualified beneficiary as soon as 

possible after the plan determines that coverage will terminate and will explain why the coverage has 

terminated. 

 

Unavailability Notice 
 

This written notice will be furnished within 14 days of receiving notice of a qualifying event, second event or 

disability determination if the plan determines that COBRA continuation is unavailable or is denied.  The 

notice will explain the reason for the denial of continuation coverage. 
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SUMMARY OF BENEFITS 

National Health Care, Inc and Affiliates 

Voluntary Employee Benefit Association Plan 

Qualified High Deductible Health Plan 

Medical and Prescription Drug Benefit Schedule  

Effective April 1, 2020 
 

NOTE:  “The information provided is neither an offer of coverage nor medical advice.  It is only a partial, general description of plan 

or program benefits and does not constitute a contract.  In case of a conflict between your plan documents and this information, the 

plan documents will govern.” 

Deductible and Out-of-Pocket Maximum 
Calendar Year Deductible $2,000 Individual 

$4,000 Family** 
Out-of-Pocket Maximum* 

(Includes Deductible) 

$6,750 per person 

$13,500 per family 
*The Out-of-Pocket Maximum is a cumulative maximum for all family members. The Out-of-Pocket Maximum can be met by a 

combination of family members; however, no single individual within the family will be subject to more than the individual 

maximum. The following expenses do not apply toward your Out-of-Pocket Maximum: non-covered expenses and charges that exceed 

the maximum allowable charge. 

**Once the family deductible has been met, all family members will be considered as having met their deductible. The entire 

family deductible must be met before any claims will be paid for any member of the family. 

Provisions and Limitations 

Utilization Review Services 
Hospital Pre-admission Certification; Concurrent Review; Discharge Planning and Maternity Care Review.   

 Other services may require pre-certification.  Please review plan document for details.  

Hospital Pre-admission Certification 
Certification is required for: Hospital Admissions; Treatment Facility Admissions; Convalescent Facility Admissions;  

Home Health Care; Hospice Care; Private Duty Nursing.  

Covered Medical Expenses 

Service Plan Pays 

Hospital Expenses 
Inpatient Room & Board & Ancillary 85% after deductible  

Inpatient Maternity Care 
(Includes delivery and postpartum care) 

85% after deductible 

Outpatient Facility (medical) 85% after deductible  

Outpatient Facility (surgical) 85% after deductible 

Outpatient Facility (DXL) 75% after deductible 

Advanced Imaging, CT, MRI, Pet Scans (Hospital 

Based) 
75% after deductible 

Physicians’ and Surgical Expenses 
Inpatient Surgery 85% after deductible 

Inpatient Visits 85% after deductible 

Outpatient Surgery (Hosp/ASC) 85% after deductible 

Outpatient Surgery (office) 85% after deductible 

Second and Third Surgical Opinions 85% after deductible 

Pre Natal Maternity Visits 100%  

Specialist Office Visits  
(Includes diagnostic services) 

90% after deductible 

Office Visits – Primary Care Physician 
Internist, General, Family Practitioner or Pediatrician 

(Includes diagnostic services) 

85% after deductible 

**Anesthesia is paid at the same level as Surgery 
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Covered Medical Expenses 

Service Plan Pays 

Mental Health Treatment Expenses 
Inpatient Hospital 85% after deductible  

Inpatient Physician Visits 85% after deductible 

Outpatient Visits 90% after deductible 

Substance Abuse Treatment Expenses 
Inpatient Rehab 85% after deductible 

Inpatient Detox 85% after deductible 

Inpatient Physician Visits  85% after deductible 

Outpatient Rehab Visits 90% after deductible 

Outpatient Detox Visits 90% after deductible 
 

Emergency Care*** 
Emergency Room (Hospital) 85% after deductible 

Emergency Room Physician 85% after deductible 

Emergency Room Diagnostic 85% after deductible 

Non-Emergent use of ER Not Covered 

Urgent Care Facility 85% after deductible 

Retail Clinic 85% after deductible 

Preventive Care Expenses* 
Immunization  100% 

Routine Annual Physical Exam  100% 

Routine Colorectal Screening 100% 

Routine Diagnostic Procedures 100% 

Routine Eye Exams 100% 

Routine Gynecological Procedure 100% 

Routine & Digital 3D Mammography 100% 

Well-Child Care  100% 

Routine Hearing Screening  100% 

Therapies 
Cardiac Rehab 85% after deductible 

Chemotherapy/Radiation Therapy 85% after deductible 

Dialysis 85% after deductible 

Occupational Therapy 85% after deductible  

Physical Therapy 85% after deductible 

Respiratory Therapy 85% after deductible 

Speech Therapy 

(Restorative purposes only) 

85% after deductible 

 

* Preventive Care are covered pursuant to PPACA/Health Care Reform guidelines 

***Emergency room Co-payments will also be waived if the Member was directed by the treating physician at 

the Urgent Care Center to go immediately to an emergency room as the more appropriate medical setting for the 

required treatment 
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Covered Medical Expenses 

Service  

Other Covered Expenses 
Ambulance Service 85% after deductible 

Allergy Injections  85% after deductible 

Allergy Testing 85% after deductible 

Allergy Serum 85% after deductible 

Autism Behavioral Therapy Same as Mental Health Coverage 

Autism Therapies (PT/OT/ Speech) 85% after deductible  

Bariatric / Gastric Bypass Surgery Not Covered 

Chiropractic/Spinal Manipulation  85% after deductible 

Contraceptive Management 100% 

Advanced Imaging, CT, MRI, Pet Scans 

(Freestanding Facility) 

85% after deductible  

Advanced Imaging, CT, MRI, Pet Scans 

(Hospital Based) 

75% after deductible  

Diagnostic, X-ray and Lab (Freestanding 

Facility) 

85% after deductible 

Diagnostic, X-ray and Lab  

(Hospital Based) 

75% after deductible  

Durable Medical Equipment 85% after deductible 

Hearing Aids (under the age of 13) 85% after deductible  

Home Health Care 85% after deductible  

Hospice Care - Inpatient 85% after deductible 

Hospice Care – Outpatient 85% after deductible 

Nutritional Counseling Co-insurance based on type of service and where it is performed 

Pre-Admission Testing 85% after deductible 

Private Duty Nursing - Outpatient 85% after deductible 

Orthotics 85% after deductible 

Prosthetics 85% after deductible 

Routine Hearing Exams 100%  

Skilled Nursing & Rehabilitative Facilities 85% after deductible  

Sleep Studies 85% after deductible 

Telemedicine – MeMD $40 co-pay 

Tubal Ligation 100% 

Vision Exam (every 24 months) 100% 

All Other Eligible Medical Expenses 85% after deductible 
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Covered Medical Expenses 

Service  

Infertility 
Infertility Diagnostic Co-insurance based on type of service and where it is performed 

Infertility Services Not Covered 

Prescription Drugs - Some prescriptions may require preauthorization 

Prescription  Coinsurance/Co-pay 
Non Maintenance Medication: Retail Pharmacy 

Generic 

(Up to 30 days) 

$9 co-pay or less per prescription after deductible 

Non Maintenance Medication: Retail Pharmacy 

Brand 

(Up to 30 days) 

70% after deductible up to $300 Maximum  

Maintenance Medication: Retail Pharmacy Generic 

(30/90 days) 

$18/$54 or less per prescription after deductible (After 2
nd

 Fill) 

Maintenance Medication: Retail Pharmacy Brand 

(30/90 days) 

50% after deductible up to $300/$900 Maximum 

Maintenance Medication: Mail Order Generic 

(Up to 90 days) 

$18 or less per prescription after deductible 

Maintenance Medication: Mail Order Brand 

(Up to 90 days) 

70% x 2 after deductible up to $600 Maximum 

Specialty Medication* 

(Up to 30 days) 

60% up to $300 Maximum 

 

*Must be order from Accredo 
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Service Calendar Year Maximum Benefit per Person 

                       Medical 

Lifetime Maximum for all Eligible Medical Expenses Unlimited 

Autism Applied Behavior Analysis (ABA) Same as any other Mental Health service benefit 

Chiropractic / Spinal Manipulation Services Up to 20 visits per calendar year 

Hearing Aids Limited to $1,000 max per 24 months for a child to age 13  

Hearing Exams One every 24 months 

Home Health Care Services Up to 80 visits per calendar year 

Infertility Diagnosis/Treatment Limited to diagnosis and treatment of underlying medical 

condition only 

Nutritional Counseling Limited to 3 visits per calendar year 

Outpatient Therapy Physical , Occupational & Speech Limited to 30 visits per calendar year per therapy 

Private Duty Nursing Limited to 70 eight hour shifts per calendar year. 

Skilled Nursing and Rehabilitation Facilities Up to 60 days per calendar year 

 

Routine Vision Exam 

One exam every 24 months and refraction per calendar  

year by an Optometrist or Ophthalmologist 

               Prescription Drugs 

Maximum Supply Retail Pharmacy Prescriptions 90 days 

Maximum Supply Mail Order Pharmacy Prescriptions 90 days 
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Professional and Ancillary Network 

 
 

The PHCS network is available for your professional claims like your primary care physician and specialists 

along with ancillary services for x-rays, blood work, etc.  Even if your providers are not in the PHCS network 

you may continue to see them and will be treated as “in-network”.  

 

There is no network for facilities—which means you can use any hospital you want. This is possible through 

a process called Reference Based Pricing (RBP).  RBP means the claims are negotiated on a claim by claim 

basis with the provider or facility, often getting lower rates than standard agreed upon reimbursements that 

are based on a percentage of Medicare rates.  RBP can help lower your out of pocket costs before you reach 

your deductible, and keep the claim dollars lower which ultimately keeps your renewal and payroll 

deductions lower.  

 

If your provider does not recognize the IHP name on your card, make sure they read the back of the card and 

follow the instructions.  There is a 1-800 number on the back of the card that you and/or your provider can 

use to call in to assist with navigating the process. 

 

If in the rare instance a provider will not work with the PHCS or ClaimDOC, you can still see that provider 

and be reimbursed for your visit. You need to request the private pay cash amount from the provider and 

submit the reimbursement form and all necessary documents outlined on the form.  

 

A Preferred Provider Organization (PPO) is a negotiated arrangement in which selected Health Care Provider 

(physicians and ancillary) contract to provide services for you and your eligible Dependents for a pre-

determined price. Examples of PPO Professional Providers are Primary Care Providers, Specialist, 

Chiropractor and OB/GYN.  The PPO Network also includes Ancillary Services.  The PPO arrangement is 

beneficial to you, your provider and the Plan.  You receive a more cost effective benefit, the Plan saves 

money because services are performed at lower costs, and the provider gains new patients.  Additional 

information about the PPO option, as well as a list of in-network doctors and facility can be found on the 

PHCS website: https://www.multiplan.com/phcspracanc 

  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.multiplan.com/phcspracanc
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CLAIM REVIEW AND AUDIT PROGRAM/REFERENCED BASED 

REIMBURSEMENT 
 
 

CLAIM REVIEW AND AUDIT PROGRAM 

 

The Plan has arranged with the Claims Administrator (“TPA”) for a program of claim review and auditing in 

order to identify charges billed in error, charges for excessive or unreasonable fees and charges for services, 

which are not medically appropriate by a decision maker (“DM”). Benefits for claims selected for review and 

auditing, may be reduced for any charges that are determined to be in excess of Allowable Claim Limits (as 

defined below). The determination of Allowable Claim Limits under this Program will supersede any other 

Plan provisions related to application of a usual, customary or reasonable fee determination. 

 

Medical care Providers will be given a fully detailed explanation of any charges that are found to be in excess 

of Allowable Claim Limits, and allowed the rights and privileges to file an appeal of the determination in 

accordance with the same rights and privileges accorded to Plan Participants, in exchange for the Provider’s 

agreement not to bill the Plan Participant for charges which were not covered as a result of the Claim review 

and audit. 

 

Any Plan Participant who continues to receive billings from the medical care Provider for these charges 

should contact the DM or Administrator right away for assistance.  The DM may be contacted at: 
 

Claim DOC, LLC 

P.O. Box 795 

Des Moines, IA 50303 

888-330-7295 
 

The Plan Participant must pay for any normal cost-sharing features of the Plan, such as Deductibles, 

Coinsurance, and Co-payments, and any amounts otherwise excluded or limited according to the terms of the 

Plan.  The Plan Participant is not responsible for any amounts above the Allowable Claim Limit as calculated 

by the DM, and an Assignment of Benefits limits a Provider’s right to collect amounts that exceed the 

Allowable Claim Limits other than through the appeal process described herein. 

 

In the following provisions of the Claim Review and Audit Program, the term “Plan Administrator” or 

“Administrator” shall be deemed to refer to the DM. 

 

Claim Payment Guidelines 

 

“Allowable Claim Limits” means the charges for services and supplies, listed and included as Covered 

Medical Expenses under the Plan, which are Medically Necessary for the care and treatment of Illness or 

Injury, but only to the extent that such fees are within the Allowable Claim Limits. Determination that a 

charge is within the Allowable Claim Limit will be made by the Administrator and will include, but not be 

limited to, the following guidelines:   

 

Egregious billing is defined as charges that exceed three times the Medicare rate. 
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Hospital – The Allowable Claim Limit for charges by a Hospital facility and for charges by facilities which 

are owned and operated by a Hospital may be based upon the greater of the following:  120% of the 

Hospital’s most recent departmental cost ratio, reported to the Centers for Medicare and Medicaid Services 

(“CMS”) and published in the American Hospital Directory as the “Medicare Cost Report” (the “CMS Cost 

Ratio”), or the Medicare allowed amount for the services in the geographic region plus an additional 25%, 

whichever is higher, not to exceed a maximum of 300% of the Medicare allowable.  All hospital billing must 

follow Medicare guidelines. 

 

If a provider or facility is a Hospital or is owned or operated by a Hospital, or if the Plan is able to identify a 

current CMS Cost Ratio that applies to the provider, to the facility, or to the geographic areas in which 

services are rendered, then the greater of 120% of CMS Cost Ratio or 125% of Medicare as described above 

will be used to determine the Allowable Claim Limit as set forth above.  Excluded from this Paragraph are 

outpatient dialysis services performed at a facility for which a CMS Cost Ratio is available.  Please refer to 

“Dialysis” below for the reimbursement methodology for those specific claims.  
 

If the provider or facility is a Hospital or is owned or operated by a Hospital and does not report its CMS 

Cost Ratio or the CMS Cost Ratio is unavailable or the Hospital is not an accredited facility or provider, the 

Plan may apply the Medicare allowable as to the geographic area in which services are rendered even if 

determined by an alternative facility in the same geographic area, not to exceed fifty miles. 

 

Outpatient services will be payable at no more than 300% of Medicare. The allowable payment for outpatient 

observation services for a 24Ȥhour period or more will never exceed the cost to charge reimbursement 

equivalent for an inȤpatient general medicalȤsurgical room at the same facility. The Plan may utilize 300% of 

the Medicare DRG to determine the maximum allowable payment for outpatient services. 

 

PreȤadmission testing prior to surgery or other planned confinement inȤpatient or outpatient stay will be 

included as part of the planned confinement and will not be separately payable as specified in CMS 

guidelines. 

 

Anesthesia services billed in addition to anesthesia medications, supplies, and/or use of the operating room 

will not be considered for payment to the hospital as it represents duplicate billing. 

 

Mental Health and Substance Use Disorder – Programs that do not have costπtoπcharge ratios or Medicare 

pricing will be paid the Average Federal per diem rate plus 25%.  Programs that do not report cost-to-charge 

data or are ineligible to bill Medicare for services may be paid at the Average Federal per diem rate plus 25% 

or are subject to the application of an alternate benefit for unlisted, temporary, or other codes specific to the 

treatment of Alcohol and Drug Abuse Treatment or Behavioral Health Services. 

 

Rehabilitation Facilities, Long Term Care, and Home Care –In the absence of a costπto charge ratio, an 

allowance of 125% of Medicare will be paid. All billing must be submitted using the required Medicare 

billing format, including but not limited to RUG and HHRG scores.  Provider is subject to the application of 

an alternate benefit for unlisted or temporary codes. 
 

Pharmaceuticals – The Allowable Claim Limit for pharmacy charges by a provider which does not report 

cost ratios to CMS will be determined by applying 125% of the Medicare allowable fee for all medications. 

In the absence of a Medicare fee, the Allowable Claim Limit will 120% of the Hospital’s most recent CMS 

Cost Ratio.   The provider must submit the NDC Number, dosage and route of administration for each 

medication subject to the Medicare allowable exclusion prior to payment. 
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Medical and Surgical Supplies, Implants, Devices – The Allowable Claim Limit for charges for medical 

and surgical supplies from a provider which does not report cost ratios to CMS will be based upon 120% of 

the invoice price to the provider. The implant record and operative report must be submitted in addition to a 

copy of the actual invoice for the implants billed. The documentation used as the resource for this 

determination will include, but not be limited to, invoices, receipts, cost lists or other documentation as 

deemed appropriate by the Plan Administrator. Implanted items are those items that remain implanted in the 

patient following the completion of surgery and upon discharge.  In the absence of the documentation 

provided, the Plan may determine reimbursement based on 120% of the CMS Cost Ratio.   

 

Lab, XȤray, Therapy and Physician Services – The Allowable Claim Limit for these services which are 

rendered by a provider which does not report cost ratios to CMS will be determined based upon the 125% of 

the Medicare allowable rate for the geographic location of services.  In the absence of this information, a 

comparison with the fees of other providers rendering the same type of service in the same geographic region. 

The Allowable Claim Limit for such service will not exceed the amount of the fees for comparable services 

in the geographic region at the 60
th
 percentile as reflected in Fair Health, Physician Fee Reference (“PFR”), 

the National Fee Analyzer by Optum/Ingenix or Medical Fees in the United States by PMIC. 

 

Ambulatory Surgery Centers – The Allowable Claim Limit for Ambulatory Surgical Centers that are 

independent facilities that do not report cost ratios to CMS will be based upon the Medicare-allowed amount 

for the services in the geographic region, plus 25%.  All billing and payments will follow Medicare ASC 

guidelines. 

 

Assistant Surgeons, CoȤSurgeons, Team Surgeons and NonȤPhysician Assistant at Surgery – Allowable 

limit will be paid in accordance with the Medicare guidelines for reimbursement as listed in the RBRVS and 

at the same percentage of reimbursement allowed by Medicare.  In the event that the services provided do not 

have applicable Medicare reimbursement rates, the appropriate Assistant Surgeons, CoȤSurgeons, Team 

Surgeons, and NonȤPhysician Assistant at Surgery reimbursement guidelines will be applied to the 

applicable pricing methodology. 

 

Unbundling, Medical Unlikely Edits, Standard Coding Convention, Global Fee Periods – The 

Allowable Claim Limit will be determined in accordance with the Medicare Reimbursement guidelines and 

regulations. The RBRVS will apply to modifiers. The provider must bill utilizing modifiers as appropriate for 

all charges. Use of modifierπ59 which overrides CCI edits may not be considered for payment without 

supporting medical documentation. 

 

Errors – The Allowable Claim Limits will not include any identifiable billing mistakes including, but not 

limited to, upcoding, duplicate charges, and charges for services not performed or not ordered by the 

physician. Allowable Claim Limits also will not include charges that are required to treat Injuries sustained or 

Illnesses contracted, including infections and complications, which, in the opinion of the Plan Administrator 

and based upon the medical records of the treatment, can be attributed to a medical error by the provider. 

 

Medical Record Review – In the event that the Plan, based upon a medical record review and audit, 

determines that a different treatment or different quantity of a drug or supply was provided which is not 

supported in the billing, then the Plan Administrator may determine the Allowable Claim Limit according to 

the medical record review and audit results. 
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Ambulance Services – The Medicare Guidelines will apply to ambulance and medical transportation 

services. The maximum allowable limit is 125% of the Medicare rate for the geographic location of services. 

 

Dialysis – Claims will be paid at 125% of the Medicare ESRD composite payment. In addition to the ESRD 

rate, Epoetin may be paid at the allowable Medicare fee.  Claims for Dialysis must provide all required 

information to determine the Medicare ESRD composite payment, including the Patient’s height and weight.  

Additional information may be requested by the Plan as necessary to determine reimbursement under the 

guidelines that determine the ESRD composite payment.  Please refer to the Renal Dialysis section below for 

additional specifics.   

 

Medical Necessity – The level of treatment and services billed must be supported by documentation either in 

the claim or supporting records. in the document. Treatment and services deemed not medically necessary 

following review of medical documentation or claims discrepancies between procedure codes and diagnosis 

will not be paid. 

 

Not Able to Identify or Understand π The Allowable Claim Limits will not include any charges for which 

the Plan Administrator cannot identify or understand the item(s) being billed. 

 

NonȤEmergent Surgical Care and Courses of treatment involving 12 or more visits – Nonπemergent 

surgery and treatment involving 12 or more visits must be preπauthorized by the Plan. 

 

Durable Medical Equipment – The allowable claim limit may be determined utilizing costπtoπcharge ratios, 

Medicare plus 25%, or merchants’ prices for the same or similar equipment available on the retail market. 

 

Ancillary (other) Medical and/or Surgical Services – The Allowable Claim Limit for services not 

otherwise listed above will be calculated based upon industryπstandard resources including, but not limited to, 

CMS Cost Ratios, Medicare-allowed fees (by geographic region), published and publicly available fee and 

cost lists and comparisons, any resources listed in the categories above, or any combination of such resources 

that results in the determination of a reasonable expense under the Plan, in the opinion of the Plan 

Administrator. The Allowable Claim Limit for these services will be calculated using one or more of the 

industryπstandard resources in an amount comparable to the reimbursement methodology set forth herein.  

 

Direct Contracts with Medical ProvidersπThe Allowable Claim Limits for services listed above may be 

calculated pursuant to a Direct Contract or Agreement negotiated by Claim Doc on behalf of the Plan. 

 

Renal Dialysis.  All renal dialysis services and supplies will be paid at the amount defined in the “Dialysis” 

paragraph above, whether the treating provider is a Network Provider or a Non-Network Provider. This Plan 

accesses no network for any renal dialysis claims.  

 

If you or your covered dependent has End-Stage Renal Disease (“ESRD”), the Plan’s medical program’s 

primary status applies during the first 30 months of dialysis, or the first 30 months of treatment in connection 

with a transplant. Thereafter, Medicare generally becomes the primary payer of benefits. 

 

The Medicare Secondary Payer statute requires the Plan to identify members of the Plan, including eligible 

dependents, who are eligible for Medicare, including those eligible based on ESRD. To ensure the correct 

coordination of claims payments, members are required to provide the Plan the basis for their eligibility to 

Medicare (age, ESRD, or disability) and the effective date of Medicare Part A and Part B. 

 

In the event that the Plan Administrator determines that insufficient information is available to identify the 
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Allowable Claim Limit for a specific service or supply using the listed guidelines above, consideration will 

be given to such fees for the geographic location, the most comparable services or supplies and based upon 

comparative severity. The Plan Administrator reserves the right, in its sole discretion, to determine any 

Allowable Claim Limit amount for certain conditions, services and supplies using accepted 

industryȤstandard documentation, uniformly applied without discrimination to any Covered Person. 

 

Notwithstanding any conflicting contracts or agreements, the Plan may consider the Allowable Claim Limits 

as the maximum amount of Covered Medical Expense that may be considered for reimbursement under the 

Plan, and may apply this determination in lieu of any hospitals’ per diem, DRG rates or PPO discounted rates 

as the amount considered for reimbursement under the Plan. 

 

Usual, Customary, and Reasonable Allowance 

Charges in excess of the Usual, Customary, and Reasonable allowance for each service, or in excess of the 

Maximum Allowable Amount may not be allowed. For claim determinations made in accordance with the 

Claim Review and Audit Program, the covered expenses will be limited to the Allowable Claim Limits. 

Please refer to the section, “Claim Review and Audit Program” for the definition of Allowable Claim Limit. 

 

Maximum Payable Amount and/or Maximum Allowable Charge means the benefit payable for a specific 

coverage item or benefit under the Plan. Maximum Allowable Charge(s) will be the lesser of: 

 

1. The Usual and Customary amount; 

2. The allowable charge specified under the terms of the Plan; 

3. The negotiated rate established in a contractual arrangement with a Provider; or 

4. The actual billed charges for the covered services. 

5. The Allowable Claim Limits as determined by the Claim Review and Audit Program. 

 

The Plan will reimburse the actual charge billed if it is less than the Usual and Customary amount. The Plan 

has the discretionary authority to decide if a charge is Usual and Customary and for a Medically Necessary 

and Reasonable service. 

 

The Maximum Allowable Charge will not include any identifiable billing mistakes including, but not 

limited to, up coding, duplicate charges, and charges for services not performed. 

Errors. - The Maximum Allowable Charge will not include any identifiable billing mistakes including, but 

not limited to, up coding, duplicate charges, and charges for services not performed. 

 

Reasonable and/or Reasonableness shall mean in the administrator’s discretion, services or supplies, or fees 

for services or supplies, which are necessary for the care and treatment of illness or injury not caused by the 

treating Provider. Determination that fee(s) or services are reasonable will be made by the Plan 

Administrator, taking into consideration unusual circumstances or complications requiring additional time. 

 

 

The Plan is administered by the Plan Administrator.  The Plan Administrator has retained the 

services of the Third Party Administrator to provide certain claims processing and other 

technical services. 
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Plan Administrator 

 

The Plan is administered by the Plan Administrator within the purview of ERISA, and in accordance with 

these provisions.  An individual or entity may be appointed by the Plan Sponsor to be Plan Administrator and 

serve at the convenience of the Plan Sponsor.  If the Plan Administrator resigns, dies, is otherwise unable to 

perform, is dissolved, or is removed from the position, the Plan Sponsor shall appoint a new Plan 

Administrator as soon as reasonably possible. 

 

Notwithstanding any provisions of this Plan Document and Summary Plan Description to the contrary, the 

Plan Sponsor has the authority to, and hereby does, allocate certain Fiduciary responsibility to Claim DOC 

LLC (the Decision Maker or ñDMò).  The Fiduciary responsibility allocated to the DM is limited to 

discretionary authority and ultimate decision-making authority with respect to any appeals of denied Claims, 

which shall be referred to the DM by the Plan Administrator (the “Referred Appeals”). The Plan Sponsor has 

allocated additional Fiduciary responsibility to the DM, limited to discretionary authority and ultimate 

decision-making authority with respect to the review and audit of certain Claims in accordance with the 

applicable Plan provisions under the section, “Claim Review and Audit Program”. Such Claims selected as 

eligible for review and audit shall be identified by the DM under guidelines to which the Plan Sponsor has 

agreed and shall be referred to the DM by the Plan Administrator. The DM shall have no authority, 

responsibility or liability other than with respect to the Referred Appeals and its duties under the Claim 

Review and Audit Program.  

 

The Plan Administrator and DM shall administer this Plan in accordance with its terms and establish its 

policies, interpretations, practices, and procedures.  It is the express intent of this Plan that the Plan 

Administrator and DM shall have maximum legal discretionary authority to construe and interpret the terms 

and provisions of the Plan, to make determinations regarding issues which relate to eligibility for benefits 

(including the determination of what services, supplies, care and treatments are Experimental), to decide 

disputes which may arise relative to a Participant’s rights, and to decide questions of Plan interpretation and 

those of fact relating to the Plan. The decisions of the Plan Administrator and/or DM as to the facts related to 

any claim for benefits and the meaning and intent of any provision of the Plan, or its application to any claim, 

shall receive the maximum deference provided by law and will be final and binding on all interested parties.  

Benefits under this Plan will be paid only if the Plan Administrator or DM decides, in its discretion, that the 

Participant is entitled to them.   

Duties of the Plan Administrator and Decision Maker 

 

The duties of the Plan Administrator include the following: 

 

1. To administer the Plan in accordance with its terms;  

2. To determine all questions of eligibility, status and coverage under the Plan;  

3. To interpret the Plan, including the authority to construe possible ambiguities, inconsistencies, 

omissions and disputed terms;  

4. To make factual findings;  

5. To decide disputes which may arise relative to a Participant’s rights and/or availability of benefits;  

6. To prescribe procedures for filing a claim for benefits, to review claim denials and appeals relating to 

them and to uphold or reverse such denials;  

7. To keep and maintain the Plan documents and all other records pertaining to the Plan;  

8. To appoint a third party administrator to pay claims;  

9. To perform all necessary reporting as required by ERISA;  
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10. To establish and communicate procedures to determine whether a medical child support order is a 

QMCSO;  

11. To delegate to any person or entity such powers, duties and responsibilities as it deems appropriate; 

and 

12. To perform each and every function necessary for or related to the Plan’s administration.   

 

 

The DM shall have the following duties with respect to the Referred Appeals:  

  

1. To administer the Plan in accordance with its terms;   

2. To determine all questions of eligibility, status and coverage under the Plan;   

3. To interpret the Plan, including the authority to construe possible ambiguities, inconsistencies, 

omissions and disputed terms;   

4. To make factual findings;   

5. To decide disputes which may arise relative to a Plan Participant's rights;   

6. To review Referred Appeals and to uphold or reverse any denials;   

7. To keep and maintain records pertaining to the Referred Appeals;   

8. To perform the duties in conjunction with the provisions of the Claim Review and Audit Program, 

including beneficiary assistance for Referred Appeals, including improper billings to a beneficiary; 

and  

9. To keep and maintain records pertaining to the Claim Review and Audit Program.   

  

The duties of the DM shall be limited to those set forth above.  
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CARE MANAGEMENT 

 

Care Management evaluates and determines if admissions, services, supplies or treatment are Medically 

Necessary and provided at the most appropriate level of care.  Additional programs identify and assist 

individuals with special healthcare needs or chronic conditions.  The goal of the Care Management 

department is to ensure quality, cost-effective care and optimal health outcomes for Plan participants. 

 

Certification of admissions, services, supplies or treatment as Medically Necessary by the Care Management 

department does not establish eligibility under the Plan nor guarantee benefits. 

 

PRE-CERTIFICATION 

 

For Non-emergency admissions, you, your physician or the facility will need to call and request pre-

certification at least 14 days before the date you are scheduled to be admitted. Notification is required within 

48 hours after an Emergency admission. 

 

All Care Management programs are subject to confidentiality policies and procedures as well as applicable 

State and federal laws.  All staff members agree in writing to adhere to these policies, procedures and laws or 

risk severe penalties.  Your right to privacy is always completely protected. 

 

The Precertification process begins when EQ Care Management is notified of a planned admission.  While 

your physician may make the call, you are responsible for ensuring that is notified at least 14 days prior to the 

scheduled admission date.  Contact at 800-337-4973, option 1 between 8:30 a.m. and 5:00 p.m. Eastern time 

during regular working days and be prepared to provide the following information: 

 

 The name of the patient and relationship to the Employee 

 The name, address and Participant ID Number of the Employee 

 The name and telephone number of the admitting Physician  

 The name of the Hospital or Extended Care Facility, proposed date of admission and proposed 

length of stay 

 The diagnosis and proposed procedure or treatment 

 

The Notification process begins when Care Management is notified of an urgent or emergency inpatient 

admission.  While the physician or facility may make the call on your behalf, you are responsible for ensuring 

that Care Management is notified within 48 hours of the admission date. 

 

Your Plan may not, under federal law require prior authorization for any Hospital length of stay in 

connection with childbirth for the mother or newborn child of less than 48 hours following a normal vaginal 

delivery, or less than 96 hours following a cesarean section delivery.  Additionally, you and your OB 

Provider may agree to discharge earlier than 48 hours or 96 hours, as applicable.   

 

Throughout your hospital stay, the Care Manager will coordinate with the Hospital and your Physician to 

ensure that you or your covered dependent receives quality care in a timely, cost-effective manner and will 

assist with the transition to another level of care, if needed.   
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If the Care Manager is unable to certify all or part of your or your covered dependent’s Hospital or 

Extended Care Stay or other services, supplies or treatment, that request is reviewed by one of our board-

certified Physicians and you and your Physician will be advised.  If it is determined that the continued 

confinement and/or services are no longer Medically Necessary, additional days and/or services will not be 

certified.  Benefits for days and/or services that are not certified as Medically Necessary will be denied. 

 

Precertification from the Care Management department does not constitute Plan liability for charges that 

are not Covered Expenses under this Plan. 

 

In the event that the Care Management department does not certify Medical Necessity of Hospital or 

Extended Stay and/or services, supplies or treatment, you have the right to appeal the decision through the 

grievance process.  You may contact the Care Management department for more information concerning 

the grievance (appeal) process. 
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PRE-AUTHORIZATION AND PRE-CERTIFICATION (PRIOR APPROVAL)  
 

 

All Hospital Admissions 

 

Skilled Nursing Facility Admissions 

 

Applied Behavior Analysis 

 

Home Health Care 

 

Hospice Care 

 

Partial Stay for Mental Health & Substance Abuse Treatment 

 

Private Duty Nursing 

 

Reconstructive Surgery 

 

Transcranial Magnetic Stimulation 
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CASE MANAGEMENT 

 

EQ Case Management is a voluntary program that assesses an individual’s healthcare needs and plans, 

facilitates and advocates for services to meet the individual’s healthcare needs.  Qualified Registered Nurses 

with substantial clinical and care coordination experience perform Case Management. 

 

Sometimes an individual experiences a catastrophic illness or injury, for example cancer or a spinal cord 

injury, AIDS or the need for a transplant, a high-risk pregnancy or an end-of-life disease.  Case Management 

is a specialized care coordination and advocacy service that assists patients and their families during difficult 

or potentially difficult times.  If you qualify for Case Management, your Case Manager will contact you to 

discuss your particular health concerns and might assist in any of the following ways: 

 

 Advocate for you so your healthcare needs are met  

 Coordinate your health care services 

 Supply additional information on your health matter and discuss care options that are available 

 Ensure quality services and maximum allocation of your health care dollars 

 Serve as a resource and aid during a potentially difficult time 

 

Your Case Manager will work with you, your family and your care providers to develop an individualized 

plan of care to meet your health needs. 

 

To request the assistance of a Case Manager or for additional information about the case management 

program, contact the EQ Care Management Department.  

 

Please call 1-800-337-4873 with questions or for more information. 
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MEDICAL BENEFITS 

 

Medical Benefits apply when you and/or your covered Dependents incur covered charges for care of an 

Injury or Sickness. 

 

Deductibles and Co-payments: 
A deductible is an amount of money that is paid once a Plan Year. Typically, there is one Deductible amount 

per Plan and it must be paid before any money is paid by the Plan for any covered services. Each January 1
st
, 

a new deductible amount is required.   

 

Family Unit Limit. When members of a Family Unit have incurred the maximum amount shown in the 

Schedule of Benefits toward their Plan Year Deductibles, the Deductibles of all members of that Family Unit 

will be considered satisfied for that year. 

 

Co-payment.  A Co-payment is a smaller amount of money that is paid each time a particular service is used. 

Typically, there may be Co-payments on some services and other services will not have any Co-payments.   

 

Benefit Payment: 
 

Each Plan Year, benefits will be paid for the covered charges that are in excess of the deductible and any Co-

payments.  Payment will be made at the rate shown under Reimbursement rate in the Schedule of Benefits. 

No benefits will be paid in excess of the Maximum Benefit Amount or any listed limit of the Plan. 

 

Out-of-Pocket Limit: 
 

After you have met the Deductible expense, the Plan will pay the amount specified in the Schedule of 

Medical Benefits.  The remaining percentage, for which you are responsible, is called the Out-of-Pocket 

expense.  When your (or your family’s) out-of-pocket expense reaches the limit shown in the Schedule of 

Medical Benefits for claims incurred during a Plan Year, the Plan will pay 100% of the Usual, Reasonable, 

and Customary allowance of that individual’s (or family’s) eligible expenses for the remainder of that Plan 

Year.   

 

Expenses for non-covered services and charges in excess of the Usual, Reasonable, and Customary allowance 

do not apply toward the Out-of-Pocket Limit.   
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Covered Medical Expenses: 

 

Covered charges are the Usual and Reasonable Charges that are incurred for the following items of service 

and supply. These charges are subject to the benefit limits, exclusions and other provisions of this Plan. A 

charge is incurred on the date that the service or supply is performed or furnished. 

 

Hospital/Ambulatory Surgical Center Expenses: 
 

 

There may be pre-certification requirements as outlined in the Quality Care Management 

section of this booklet in order to receive the benefits listed below.  If these requirements are 

not met, a penalty may be applied.   

 

 

Hospital room and board is not to exceed the cost of a semiprivate room or other accommodations if the 

attending Physician certifies Medical Necessity.  If a private room is the only accommodation available, the 

Plan will cover an amount equal to the prevailing semiprivate room rate in that facility.  A full private room 

rate is covered if the private room is necessary for isolation purposes and is not for the convenience of the 

Covered Person. Also included are miscellaneous Hospital services and supplies required for treatment during a 

Hospital confinement. 

 

 

Newborns’ and Mothers’ Health Protection Act of 1996 (Newborns’ Act) 
 

Employee Benefit Plans offering group health coverage generally may not, under federal law, restrict benefits 

for any Hospital length of stay in connection with childbirth for the mother or newborn child less than 48 

hours following a normal vaginal delivery, or less than 96 hours following a cesarean section, or require that a 

provider obtain authorization from the Plan for prescribing a length of stay not in excess of the above periods. 

 

 

 

Mental Health Parity and Addition Equity Act 
 

Notwithstanding anything in the Plan to the contrary, the Plan will comply with the Mental Health Parity and 

Addition Equity Act and ERISA Section 712. 

 

 

 

Genetic Information Nondiscrimination Act 
 

Notwithstanding anything in the Plan to the contrary, the Plan will comply with the Genetic Information 

Nondiscrimination Act. 
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Inpatient Diagnostic testing, X-rays, and other laboratory testing associated with the Hospitalization. 

 

Intensive Care Unit and coronary care unit charges. 

 

Prescribed drugs and medications administered in the Hospital. 

 

Treatment in a Hospital Emergency Room, Urgent Care Facility or other Emergency Care facility for a covered 

Injury. 

 

Treatment in a Hospital Emergency Room, Urgent Care Facility or other Emergency Care facility for a 

condition or Illness classified as a Medical Emergency. 

 

Use of operating, delivery, Ambulatory Surgical Center, and treatment rooms and equipment. 

 

Well baby, Nursery, and Physician expenses during the initial Hospital confinement of a newborn if the 

newborn has been properly enrolled. 

 

 
 

Women’s Health and Cancer Rights Act (WHCRA) 
 

The Women’s Health and Cancer Rights Act (WHCRA) signed into law on October 21, 1998, amended 

ERISA and the Public Health Service Act by including important protections for mastectomy patients who 

elect breast reconstruction in connection with a mastectomy.  An eligible patient who is receiving benefits in 

connection with a mastectomy will be eligible for the following benefits in a manner determined in 

consultation with the attending physician and the patient for: 

 

1) All stages of reconstruction of the breast on which the mastectomy has been performed. 

2) Surgery and reconstruction of the other breast to produce symmetrical appearance. 

3) Coverage for prostheses and physical complications of all stages of mastectomy, including lymphedema. 

 

Such coverage is subject to all plan provisions, limitations and requirements outlined in your Summary Plan 

Description. 
 

Physicians’ and Surgical Expenses: 

 

Inpatient visits by the attending and non-attending Physician. 

 

Multiple Surgical Procedures will be a covered expense subject to the following provisions: 

 

For related operations or procedures performed through the same incision or in the same operative field, the 

Plan will consider the surgical allowance for the highest paying procedure, plus 50% of the surgical 

allowance for the second highest paying procedure and 25% of the surgical allowance for each additional 

procedure.  When two or more unrelated or bilateral operations are performed, the Plan will pay the 

surgical allowance. 

 

Outpatient Surgery. 

 

Primary surgeon's and assistant surgeon’s expenses for the performance of a surgical procedure. 
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If an assistant surgeon is required, the assistant surgeon’s covered charge will not exceed 20% of the surgical 

Usual and Reasonable allowance. 

 

Physician office visits relating to a covered Illness or Injury. 

 

Second and Third Surgical Opinions. 

 

Surgeon’s consultation fees. 

Mental Health Treatment Expenses: 

 

Inpatient Mental Health Treatment in a Hospital, Mental Health Treatment Facility or Substance Abuse 

Treatment Facility. 

 

Outpatient Mental Health Treatment. 

 

Treatment in a Partial Hospitalization Treatment Facility.   

 

Treatment of an eating disorder, following initial visit to a Physician for diagnosis. 

Substance Abuse Treatment Expenses: 

 

Inpatient Substance Abuse Treatment in a Hospital, Mental Health Treatment Facility or Substance Abuse 

Treatment Facility. 

 

Outpatient Substance Abuse Treatment. 

 

Treatment in a Partial Hospitalization Treatment Facility.   

Preventive Care Expenses: 

 

Routine annual physical exams including, gynecological exams, Pap smears, mammograms and interpretations, 

immunizations, any related Diagnostic testing not specifically mentioned elsewhere for covered participants. 

 

Routine colorectal screenings and/or exams including, but not limited to, Fecal Occult Blood Test (FOBT), 

Flexible Sigmoidoscopy, proctoscopy and proctosigmoidoscopy, Combined Fecal Occult Blood Test (FOBT) 

and Flexible Sigmoidoscopy, Colonoscopy, Double Contrast Barium Enema, and any related Diagnostic testing 

not specifically mentioned elsewhere for covered participants. 

 

Routine prostate screenings and/or exams including, but not limited to, a digital rectal examination (DRE) 

and a prostate-specific antigen (PSA) test, and any related Diagnostic testing not specifically mentioned 

elsewhere for covered participants. 

 

Well child check-ups, including X-ray, laboratory services as required by PPACA (Patient Protection and 

Affordable Care Act). 

 

All Preventive Care Benefits as required by PPACA (Patient Protection and Affordable Care Act). 
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All Women’s Preventive Service Benefits as required under Section 2713 of the Public Health Service Act 

(PHSA) and added by the Affordable Care Act (ACA) and incorporated under ERISA.  

  

Other Covered Expenses: 

 

Acupuncture for purposes of anesthesia.   

 

Allergy testing and treatment, including preparation of serum and injections. 

 

Anesthetic services, when performed by a licensed anesthesiologist or certified registered Nurse anesthetist in 

connection with a surgical procedure. 

 

Autism Spectral Disorder – benefits same as for Mental Health coverage 

 

Autism Spectrum Disorder benefits include medically necessary assessments, evaluations or tests to 

diagnose whether an individual has autism spectrum disorder over the age of 12 months.  Treatment of 

autism spectrum disorders include medically necessary services. 

 

Autism Therapies (Physical Therapy, Occupational Therapy, Speech Therapy) 

 

 Medical therapy (e.g. physical therapy, occupational therapy, speech therapy) or psychotherapy 

specifically for the treatment of pervasive developmental disorders; 

 Behavior therapy and behavior modification including mobile therapy, behavior specialist 

consultation, therapeutic staff support; 

 Interventions to improve verbal and nonverbal communication skills; 

 Appropriate treatment for comorbidites, including psychotherapy, behavioral therapy, physical and 

occupational therapy; 

 Continued rehabilitative medical treatment once the therapeutic goals have been achieved to preserve 

the current level of function and prevent regression (maintenance); 

 

General anesthesia and outpatient facility charges would be covered for dental services when: 

 

1. the patient is a young child (age 7 or under), developmentally disabled, or if a successful result 

cannot be expected under local anesthesia because of a physical, mental, or medically compromising 

condition of the patient. 

2. the patient is 17 or younger and is extremely uncooperative, fearful, or uncommunicative with dental 

needs that should not be delayed or deferred and lack of treatment may be expected to result in oral 

pain, infection, loss of teeth, or other increased oral or dental morbidity. 

 

Benefits are provided for a Birthing Center, which meets the following criteria: 

 

1. It provides 24-hour-a-day nursing service by or under the direction of Registered Nurses and Certified 

Nurse Midwives. 

2. It is staffed, equipped and operated to provide care for patients during an uncomplicated Pregnancy, 

delivery and the immediate post-partum period. 

3. It provides care for obstetrical patients and infants born in the center who require emergency and 

immediate life support measures to sustain life pending transfer to a Hospital. 
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Attention deficit disorder or attention deficit hyperactivity disorder. 

 

Blood and blood products that are not donated or replaced. 

 

Care and treatment of Pregnancy are covered for an Employee or an Employee’s spouse/dependent the same as 

any other Sickness. 

 

Charges for Orthotic appliances, but not the replacement thereof, unless the current Orthotic appliance is not 

functional. 

 

Charges associated with the initial purchase of a wig after chemotherapy. 

 

Chemotherapy, when treating malignant disease by chemical or biological antineoplastic agents.  The cost of 

the antineoplastic agent is included in this provision, with the exception of off-label use, non-FDA approved 

agents, and clinical trials.  However, oral chemotherapy is covered under the Prescription Drug Program. 

 

Chiropractic services when necessary due to a covered Illness or accidental Injury, including all related 

laboratory and X-ray charges, when performed by a licensed Chiropractor.  Eligible expenses do not include 

custodial, maintenance and palliative treatment; or manipulation under anesthesia, limited as outlined in the 

Schedule of Medical Benefits. 

Plan Requirements of a Clinical Trial  

 

The following requirements must be met before the plan will consider coverage of Routine Patient 

Care Costs: 

 

1.  The subject or purpose of the trial must be the evaluation of an item or service that        

     falls within a covered benefit category (e.g., physicians’ service, durable medical 

     equipment, diagnostic test) and is not excluded under the benefit plan (e.g., cosmetic           

     surgery, hearing aids). 

  

2.  The trial must not be designed exclusively to test toxicity or disease pathophysiology.  

     It must have therapeutic intent and be designed to treat or diagnose your condition.       

       

3. The treatment is being provided in a Clinical Trial federally funded approved by one or more of 

the following enumerated agencies or entities: 

 

 National Institutes of Health (NIH); 

 Centers for Disease Control and Prevention (CDC); 

 Agency for Health Care Research and Quality (AHRQ); 

 Centers for Medicare and Medicaid Services (CMS); 

 A non-governmental research entity identified in the NIH guidelines  for center 

support grants; 

 Department  of Defense, Department of Veterans Affairs or Department of Energy 

(if the trial has undergone an unbiased, scientific peer review by experts without a 

conflict and the Department of Health and Human Services Secretary deems the 

review to be comparable to the NIH peer review system); 
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 Cooperative group or center of any of the above agencies, other than Department of 

Energy. 

  

  4. If the trial is not federally funded, it must be conducted under an investigational new drug 

application (IND) reviewed by the Food and Drug Administration, or be a drug trial that is 

exempt from the IND application requirements. 

 

5.  Medical Treatment, which is not considered standard treatment by the majority 

     of the medical community or by Medicare, Medicaid or any other government 

     financed programs or the National Cancer Institute of NCCN regarding 

     malignancies will be considered Experimental/Investigational. 

  

Routine Patient Care Costs Associated with Clinical Trials 

 

The plan may cover costs for routine patient care that are medically necessary and associated with the 

clinical trial.  Routine patient care costs are the usual costs of medical care, such as doctor visits, 

hospital stays, clinical laboratory tests, x-rays, etc., that you would receive whether or not you were 

participating in a clinical trial.  Services must be clearly consistent with widely accepted and 

established standards of care for a particular diagnosis.  Routine costs in clinical trials include: 

 

 Items or services that are typically provided absent a clinical trial; 

 Items or services required solely for the provision of the investigational item or service (e.g., 

administration of a non-covered chemotherapeutic agent), the clinically appropriate 

monitoring of the effects of the item or service, or the prevention of complications; and 

 Items or services needed for reasonable and necessary care arising from the provision of an 

investigational item or service, which would be considered the diagnosis and treatment of 

complications. 

 

Members must meet all applicable plan requirements and utilization management rules; and such 

costs for Routine Patient Care would be subject to all limitations under the benefit plan. 

 

Please refer to the definitions for Clinical Trials and Experimental and/or Investigational located in 

the definition section of this document. 

Off-Label Use of Drugs or Devices 

The plan will cover patient costs incurred for drugs and devices that have been approved for sale by 

the FDA as long as the plan requirements of the clinical trial are satisfied, to the extent that the drugs 

or devices are not paid for by the manufacturer, distributor or provider of that drug or device. 

 

Research Costs 

 

The plan will not cover any research costs associated with conducting the trial.  Such costs are 

usually covered by the sponsoring organization, such as the National Cancer Institute (NCI) or a 

pharmaceutical company.  Research costs include: 

 

 The investigational item or service, itself; 

 Costs of data collection and record keeping that would not be required but for the clinical 

trial; 
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 Research physician and nurse time; 

 Analysis of results; 

 Testing purely performed for research purposes; and 

 Items and services provided by the trial sponsor without charge. 

 

Dialysis treatment, when treating acute renal failure of chronic irreversible renal insufficiency for removal of 

waste materials from the body, including hemodialysis or peritoneal dialysis. 

 

Elective termination of Pregnancy. 

 

Elective surgical sterilization for Employee or Employee’s Spouse. 

 

Excise tax, sales tax, surcharge, (by whatever name called) imposed by a government entity for services, 

supplies and/or treatments rendered by a covered licensed/certified Practitioner, Physician, Hospital, or 

Facility. 

 

Ground or air transportation provided by a professional ambulance service to and from the nearest Hospital or 

Emergency Care facility equipped to treat a condition that can be classified as a Medical Emergency, limited as 

outlined in the Schedule of Medical Benefits.  In addition, ambulance service is covered in a non-emergency 

situation only to transport the Covered Person to or from a Hospital or between Hospitals for required treatment 

when such treatment is certified by the attending Physician as Medically Necessary.  Such transportation is 

covered only from the initial Hospital to the nearest Hospital qualified to render such treatment.  

 

Habilitative Care - Occupational therapy, Physical therapy, and Speech therapy covered only for a diagnosis 

of autism, not for restorative purposes. 

 

Hearing Aids and Exams (Hearing Aids for members under the age of 13) 

 

Home Health Care Services and Supplies, limited as outlined in the Schedule of Medical Benefits, only for care 

and treatment of an Injury or Sickness when Hospital or Skilled Nursing Facility confinement would otherwise 

be required. The diagnosis, care and treatment must be certified by the attending Physician. A single visit up to 

4 hours will equal one home health care visit. 

 

Hospice Care.  Inpatient when approved by Care Management in a Hospice Facility, and home hospice care is 

limited as outlined in the Schedule of Medical Benefits.   

 

 Bereavement and family counseling services by a licensed social worker or a licensed pastoral counselor 

for the patient’s immediate family (Spouse and/or Dependent Children).  Bereavement services must be 

furnished within six months after the patient’s death; limited as outlined in the Schedule of Medical 

Benefits. 

 

Diagnostic evaluation and/or testing to determine the cause of the infertility. 

 

Eligible health services include seeing a network provider: 

 

 To diagnose and evaluate the underlying medical cause of infertility. 

 To do surgery to treat the underlying medical cause of infertility.  Examples are endometriosis surgery 

or, for men, varicocele surgery. 
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Lyme Disease Treatment includes 30 days of intravenous therapy and 60 days of oral antibiotic therapy or 

both. The treatment can be extended if recommended by a board certified rheumatologist, infectious disease 

specialist or neurologist licensed in the United States. 

 

Medical food and low protein modified food products for the treatment of inherited metabolic diseases (a) 

medical food that is intended for the dietary treatment of a disease or condition for which nutritional 

requirements are established by medical evaluation, and formulated to be consumed or administered internally 

under the direction of a Physician (b) low protein modified food products that are specially formulated to have 

less than 1 gram of protein per serving, and intended to be used under the direction of a Physician for the 

dietary treatment of an inherited metabolic disease. 

 

Medically Necessary patient education programs including, but not limited to diabetic education and ostomy 

care. 

 

Nutritional Counseling 

 

Oral Surgery, charges for an alveolectomy, a gingivectomy and the treatment required because of an Accidental 

Injury to natural teeth.  No charge will be covered under Medical Benefits for dental and oral surgical 

procedures involving orthodontic care of the teeth, periodontal disease and preparing the mouth for the fitting 

of or continued use of dentures. 

 

Orthotics 

 

Pre-surgical testing prior to Outpatient Surgery. 

 

Pre-admission testing (PAT).  

 

Pregnancy related care for dependent daughters, including termination of pregnancy. 

 

Private duty nursing when Medically Necessary and not billed by a Home Health Care Agency, limited as 

outlined in the Schedule of Medical Benefits. 

 

Prosthetics 

 

Radiation therapy, treating disease by X-ray, gamma ray, accelerated particles, mesons, neutrons, radium or 

radioactive isotopes. 

 

Rehabilitative Care 

 

Occupational therapy to restore bodily function lost due to an Illness, Injury or surgical procedure, 

limited as outlined in the Schedule of Medical Benefits. Eligible expenses do not include custodial, 

maintenance and palliative treatment. 

 

Physical therapy, treatment by physical means, hydrotherapy, heat or similar modalities, physical 

agents, biomechanical and neuro-physical principles, and devices to relieve pain, restore maximum 

function lost or impaired by disease or accidental Injury and prevent Disability following disease, 

Injury or loss of body part.   Eligible expenses do not include custodial, maintenance and palliative 

treatment. 
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Speech therapy from a qualified Practitioner to restore normal speech lost due to an Illness, Injury, 

other than Functional Nervous Disorder, or due to Surgery performed as a result of an Illness or Injury.  

If the loss of speech is due to a birth defect, any required corrective Surgery must have been performed 

prior to the therapy. 

 

Removal of impacted teeth. 

 

Rental or purchase, whichever is less costly, of Medically Necessary Durable Medical Equipment that is 

prescribed by a Physician and required for therapeutic use by the Covered Person.  Repair or replacement of 

purchased Durable Medical Equipment which is Medically Necessary due to normal use or growth of a child 

will be considered a covered expense. 

 

Respiration therapy, introducing dry or moist gases into the lungs for treatment purposes. 

 

Self-Management Training/Self-Care Programs are considered medically necessary when the following 

criteria is met: 

 

1. Program is directed and supervised by a physician  

2. Program consists of services of covered healthcare providers such as    physicians, dieticians, RN, 

and etc. 

3. Program is designed to educate the patient about medically necessary diabetes self care 

 

This benefit is limited to one visit per Plan Year. 

 

Skilled Nursing Facility or extended care facility, when approved by Care Management.  Limited as outlined in 

the Schedule of Medical Benefits. 

 

Sleep Studies related to the diagnosis/treatment of sleep apnea including CPAP machines and supplies. 

 

Special equipment and supplies including, but not limited to: surgical and orthopedic appliances; catheters; 

blood sugar measurement devices; crutches; electronic pacemakers; oxygen and the administration thereof; the 

initial pair of eyeglasses or contact lenses due to cataract Surgery; soft lenses or sclera shells intended for use in 

the treatment of Illness or Injury of the eye; surgical dressings and other medical supplies ordered by a 

licensed/certified Practitioner or Physician in connection with medical treatment, but not common first aid 

supplies. 

 

Surgical podiatry services, including incision and drainage of infected tissues of the foot, removal of lesions of 

the foot, removal or debridement of infected toenails, surgical removal of nail root, medically necessary 

surgical removal of bunions, and treatment of fractures or dislocation of the bones of the foot. 

 

The initial purchase of a prosthesis (other than dental) provided for functional reasons when replacing all or 

part of a missing body part (including contiguous tissue) or to replace all or part of the function of a 

permanently inoperative or malfunctioning body organ.  Repair or replacement of a prosthesis which is 

Medically Necessary due to normal use or growth of a child will be considered a covered expense. 

 

Therapeutic injectables and Contraceptive management, including Norplant and other prescribed devices and 

injectables, are covered when administered at the physician’s office, limited as outlined in the Schedule of 
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Medical Benefits.  The actual cost of the prescription is covered under the Prescription Drug portion of the 

Program. 

 

Tubal Ligation 

 

Ultrasound when the procedure is Medically Necessary. 

 

Vision Exams 

  

Vision Therapy Medically Necessary for any condition resulting from an eye muscle dysfunction or binocular 

eye movements.  This includes, but is not necessarily limited to the following conditions:  Amblyopia 

(strabismic, suppression, deprivation), Strabismus (esoptropia, exotropia), and Convergence insufficiency, 

convergence excess or anomalies of divergence. 
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COVERAGE FOR ORGAN AND/OR TISSUE TRANSPLANTS 
 

Pre-Authorization Requirement for Organ Transplant 
 

Expenses incurred in connection with any organ or tissue transplant listed in this provision will be covered 

subject to referral and pre-authorization by the Plan Administrator’s authorized review specialist.  Transplant 

coverage is offered under this Plan through a GBS Preferred Transplant Center of Excellence Program.   

 

As soon as reasonably possible, but in no event more than ten (10) days after a covered person’s attending 

physician has indicated that the covered person is a potential candidate for a transplant, the covered person or 

his physician contact the Plan Administrator for referral to the Plan’s medical review specialist for evaluation 

and required pre-authorization.  A comprehensive treatment plan must be developed for this Plan’s medical 

review, and must include such information as diagnosis, the nature of the transplant, the setting of the 

procedure (i.e., name and address of the hospital), any secondary medical complications, a five year 

prognosis, two (2) qualified opinions confirming the need for the procedure, as well as a description and the 

estimated cost of the proposed treatment.  (One or both confirming second opinions may be waived by the 

Plan’s medical review specialist.)  Additional attending physician’s statements may also be required.   

All potential transplant cases will be assessed for their appropriateness for large case management. 

 

* Failure to pre-authorize a transplant evaluation and procedure will result in the application of a 

$5,000 deductible to all covered expenses incurred as a result of the transplant.  This deductible is in 

addition to any other plan deductible and co-payment requirements which would normally be 

applicable to the transplant procedure. 

 

Organ Transplant Network 
 

As a result of the pre-authorization review, the covered person will be asked to consider obtaining transplant 

services at a participating transplant center.  The term “participating transplant center” means “a licensed 

healthcare facility which has entered into a participation agreement with the transplant network to provide 

transplant services to transplant network candidates.”  The transplant network’s objectives are to identify 

transplant centers with experienced transplant professionals to perform transplant care for network 

candidates. 

 

There is no obligation for the patient to use network services.  However, benefits for the transplant and its 

related expenses may vary depending on whether services are provided in or out of the transplant network.  If 

a transplant is performed out of the network, and the covered person has received approved from the plan’s 

medical review specialist for out of network services, network benefits will apply to the transplant and related 

expenses.  If services are provided out of the network without approval from the medical review specialist, 

out of network benefits will apply. 
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Covered Transplant Expenses 
 

The term “covered expenses” with respect to transplantation includes the maximum allowable expenses for 

services and supplies which are covered under this plan (or which are specifically identified as covered only 

under this provision) and which are Medically Necessary and appropriate for the transplant. 

 

1) Charges incurred in the evaluation, screening, and candidacy determination process 

2) Charges incurred for organ transplantation. 

3) Charges for organ procurement, including donor expenses not covered under the donor’s plan of benefits. 

a) Coverage for organ procurement form a non-living donor will be provide for costs involved in 

removing, preserving and transporting the organ 

b) Charges for organ procurement for a living donor will be provided for the costs involved in screening 

the potential donor, transporting the donor to and from the site of the transplant, as well as for 

medical expenses associated with removal of the donated organ and the medical services provided to 

the donor in the interim and for follow up care. 

c) If the transplant procedure is a bone marrow transplant, coverage will be provided for the cost 

involved in the removal of the patient’s bone marrow (autologous) or donated marrow (allogeneic).  

Coverage will also be provided for search charges to identify an unrelated match, treatment and 

storage costs of the marrow, up to the time of reinfusion.  (The harvesting of the marrow need not be 

performed within the transplant benefit period). 

4) Charges incurred for follow up care, including immuno-suppressant therapy. 

5) Charges for transportation to and from the site of the covered organ transplant procedure for the recipient 

and one (1) other individual, or in the event that the recipient or the donor is a minor, two (2) other 

individuals.  In addition, all reasonable and necessary lodging and meal expenses incurred during the 

transplant benefit period will be covered up to a maximum of $10,000 per transplant period. 

 

Accumulation of Expenses 
 

Expenses incurred during any one transplant period for the recipient and for the donor will accumulate 

towards the recipient’s benefit and will be included in the plan’s overall per person maximum lifetime 

benefit. 

 

Donor Expenses 
 

Medical expenses of the donor will be covered under this provision to the extent that they are not covered 

elsewhere under this plan or any other benefit plan covering the donor.  In addition, medical expense benefits 

for a donor who is not a participant under this plan are limited to a maximum of $10,000 per transplant 

benefit period when the transplant services are provided out of the network.  This does not include the 

donor’s transportation and lodging expenses. 

 

Extended Benefits in the Event of Termination 
 

In the event of termination of the Plan, or of the recipient’s termination of member ship in an eligible class, if 

a transplant treatment program has commenced while coverage was in force and benefits had not been 

exhausted, then benefits will be paid for expenses related to the same organ transplant which are incurred 

during the lesser of:  a) the remainder of that transplant benefit period or b) one (1) month after termination of 

the Plan or membership, as though coverage had not ended. 
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Medical Expenses Not Covered: 

 

Note: All exclusions related to Prescription Drugs are shown in the Prescription Drug Plan. 
 

For all Medical Benefits shown in the Schedule of Benefits, a charge for the following is not 

covered: 
 

Abdomioplasty, lipectomy and panniculectomy. 

 

Acupuncture, except as specified in the Covered Medical Expenses section. 

 

Adoption expenses. 

 

Artificial heart or organ and any expenses related to insertion or maintenance of such. 

 

Assistive Communication Devices` 

 

Autologous hematopoietic support and all expenses for or related to such procedure (e.g., autologous bone 

marrow transplantation or stem cell rescue) for any symptom, disease or condition for which this procedure is 

considered Experimental. 

 

Biofeedback and any related expenses. 

 

Care, treatment or supplies for charges incurred by an individual who is not a Covered Person under the Plan 

when the expense is incurred. 

 

Care, treatment or supplies for which a charge was incurred prior to member’s coverage dated under this Plan 

or after the member’s termination date under this Plan. 

 

Care and treatment for which there would not have been a charge if no coverage had been in force. 

 

Care, treatment or supplies out of the U.S. if travel is for the sole purpose of obtaining medical services. 

 

Care, treatment or supplies furnished by a program or agency funded by any government. This does not apply 

to Medicaid or when otherwise prohibited by law. 

 

Care and treatment of an Injury or Sickness that results from your occupation -- that is, arises from work for 

wage or profit including self-employment (e.g., an Injury that may be considered as a Worker’s Compensation 

claim). 

 

Charges excluded by the Plan design as mentioned in the Expenses Not Covered section of this document. 

 

Charges made for any non-emergency Inpatient Hospital admission occurring on a Friday or Saturday in 

conjunction with a surgical procedure to be performed during the following week.  A Sunday admission will be 

eligible only for procedures scheduled to be performed early Monday morning.  

 

Charges incurred for which you or the Plan have no legal obligation to pay. 
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Charges for failing to keep a scheduled visit or charges for failing to complete a Claim form. 

 

Charges for Minoxidil drugs for topical application. 

 

Charges for the replacement of orthopedic shoes or other supportive appliances. 

 

Charges for Immunizations for prevention of contagious disease, except as covered in the Preventive Care 

section of the Schedule of Medical Benefits. 

 

Chemotherapy care by off-label use, non-FDA approved Chemotherapy agents, and clinical trials.  However, 

oral chemotherapy is covered under the Prescription Drug Program. 

 

Chiropractic care when provided for custodial, maintenance and palliative treatment purposes; or Chiropractic 

manipulation under anesthesia. 

 

Complications from a treatment not covered under the Plan, including care, services or treatment, except as 

specified in Covered Medical Expenses. 

 

Cosmetic Surgery, unless necessary to correct a condition resulting from Injury or to correct a congenital 

anomaly.  Services or supplies furnished for beautification, comfort, convenience or that are not primarily and 

customarily used only for medical purposes. 

 

Counseling, including family, marriage, relationship or sex therapy/counseling, except as specified in Covered 

Medical Expenses. 

 

Custodial care, and related services and/or supplies. 

 

Dental-related services, except as specified in Covered Medical Expenses. 

 

Donor expenses, except as specified in Covered Medical Expenses. 

 

Drugs, medicine or supplies that do not require a Physician’s prescription. 

 

Educational services, therapeutic services, counseling or care for learning deficiencies and/or developmental 

delays.  Charges for non-medical expenses such as training, instruction and materials for education purposes, 

even if performed or prescribed by a Physician, except as specified in Covered Medical Expenses. 

 

Equipment such as air conditioners, air purifiers, dehumidifiers, heating pads, hot water bottles, water beds, 

swimming pools, hot tubs, and any other clothing or equipment that could be used in the absence of an Illness 

or Injury. 

 

Examination or procedure performed for screening, surveys, research, or other examination connected with a 

physical examination for a third party. 

 

Expenses incurred by any Covered Person with coverage under any other plan, including Medicare, which, 

when combined with the benefits payable by such other plan, would cause the total to exceed 100% of the 

Covered Person’s actual expenses. 
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Experimental equipment, services, or supplies that have not been approved by the United States Department of 

Health and Human Services or the appropriate government agency. 

 

Radial keratotomy or other eye Surgery to correct near-sightedness, glasses, the fitting of glasses, or any 

treatment for myopia (nearsightedness), hyperopia (farsightedness) or astigmatism. 

 

Foot care (routine) including orthotics unless medically necessary except if a member is diabetic, treatment of 

weak, strained, flat, unstable or unbalanced feet, metatarsalgia or bunions, and treatment of corns, calluses or 

toenails. 

 

Genetic counseling and testing (except as required by the Patient Protection and Affordable Care Act – 

PPACA). 

 

Hair loss, including wigs, hair transplants or any drug that promises hair growth, whether or not prescribed by a 

Physician, except for wigs after chemotherapy. 

 

Services or supplies in connection with hearing aids or exams for their fitting or repair. 

 

Holistic or homeopathic medicine including services or accommodations provided in connection with holistic 

or homeopathic treatment or supplies. 

 

Hospital and other related charges for expenses incurred by a Covered Person who leaves the Hospital 

voluntarily or against medical advice without officially being discharged by the attending physician. 

 

Hospitalization primarily for physiotherapy, hydrotherapy, or convalescent or rest care. 

 

Hypnosis. 

 

Infertility services. 

 

Legal fees and expenses incurred in obtaining medical treatment. 

 

Liability assumed under any contract or service agreement other than this Plan. 

 

Mailing or shipping and handling expenses. 

 

Massage therapy, rolfing, holistic and naturopathic healing and treatments.  

 

Medical expenses for an Injury or condition in a vehicle or on a property for which another party is responsible.  

However, the Plan will consider medical expenses if no insurance or other compensation is available to the 

victim, provided the Covered Person signs a Subrogation Agreement. 

 

Care and treatment of obesity, weight loss or dietary control, diet supplements, even if part of the treatment 

plan for another Illness. 

 

Medically Necessary treatment of Extreme Obesity as defined by the National Institutes of Health Body Mass 

Index Table. Gastric Bypass Surgery and procedures could include but are not limited to:  Open Roux-en-Y 

Gastric Bypass; Laparoscopic Roux-en-Y Gastric Bypass; Silastic Ring Vertical Gastric Bypass (Fobi Pouch); 

Micro Pouch Gastric Bypass; Antecolic Laparoscopic Roux-en-Y Gastric Bypass; Long Limb Gastric Bypass; 
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Biliopancreatic Diversion; Biliopancreatic Diversion with Duodenal Switch; Gastric Band; Laparoscopic 

Gastric Band; Laparoscopic Adjustable Gastric Band; Vertical Banded Gastroplasty; Laparoscopic Vertical 

Banded Gastroplasty. 

 

Off-Label Use of Drugs or Devices 

 

Oral contraceptives (these are covered under the Prescription Drug Program). 

 

Personal comfort items or other equipment, such as, but not limited to, air conditioners, air-purification units, 

humidifiers, electric heating units, orthopedic mattresses, blood pressure instruments, scales, elastic bandages 

or stockings (unless medically necessary), nonprescription Drugs and medicines, and first-aid supplies and 

Hospital adjustable beds (unless medically necessary). 

 

Preparing medical reports, itemized bills or mailing costs. 

 

Professional services billed by a Physician or Nurse who is an Employee of a Hospital or Skilled Nursing 

Facility and paid by the Hospital or facility for the service. 

 

Professional services performed by a person who ordinarily resides in the Covered Person's home or is related 

to the Covered Person as a Spouse, parent, child, brother or sister, whether the relationship is by blood or exists 

in law. 

 

Removal of breast or other prosthetic implants that were inserted in connection with Cosmetic Surgery, or not 

inserted in connection with Cosmetic Surgery, unless the removal is to correct a medical condition related to 

the implants or implanted prior to July 1, 1994  Includes all expenses for or related to such removal.  

 

Replacement of braces of the leg, arm, back, neck, or artificial arms or legs, unless there is sufficient change in 

physical condition to make the original device no longer functional (must be approved by the Plan 

Administrator). 

Research Costs 

 

The plan will not cover any research costs associated with conducting the trial.   Such costs are usually 

covered by the sponsoring organization, such as the National Cancer Institute (NCI) or a pharmaceutical 

company.   Research costs include:  

 

 research physician and nurse time; 

 testing purely performed for research purposes; and   

 items and services provided by the trial sponsor without charge.   

 

Reversal of sterilizations. 

 

Routine or periodic examinations, screening examinations, evaluation procedures, preventive medical care, or 

treatment or services not directly related to the diagnosis or treatment of a specific Injury, Sickness or 

Pregnancy-related condition which is known or reasonably suspected, unless such care is specifically covered 

in the Schedule of Benefits. 

 

Non-Accidental Self-inflicted Injury and related treatment, while sane or insane, unless the result of domestic 

violence or a previously diagnosed medical condition. 
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Self-Management Training/Self-Care Programs. 

 

Services or supplies furnished, paid for, or for which benefits are provided or required by reason of past or 

present service of any covered family member in the armed forces of a government. 

 

Services or supplies received from an Employee health clinic or a similar person or group. 

 

Services received from a dental or medical department maintained by or on behalf of an Employer, a mutual 

benefit association, labor union, trustees, or similar person or group. 

 

Services, supplies or treatment not Medically Necessary. 

 

Sexual dysfunction including counseling, care, treatment, services, supplies or medication in connection with 

treatment for impotence or sexual dysfunction that are not related to organic disease. 

 

Sleep Disorders, except as specified in Covered Medical Expenses. 

 

Speech therapy, except as otherwise defined in the Plan, recreational or educational therapy or other forms of 

non-medical self-care or self-help training and any related Diagnostic testing. 

 

Surgical and non-surgical treatment of Temporomandibular Joint Disorder (TMJ) or Myofascial Pain 

Syndrome (MPS), except as specified in the Covered Medical Expenses section. 

 

Surrogate expenses. 

 

Travel to and from a Physician’s office. 

 

Treatment not prescribed or recommended by a Health Care Provider. 

 

Treatment or services rendered outside the United States of America or its territories for the sole purpose of 

obtaining medical services, except for Injuries or Illnesses requiring immediate medical attention. 

 

Treatment of an Illness or Injury that is the result of war or any act of war, declared or undeclared or occurring 

while you are on duty with any military, naval or air force of any country or international organization. 

 

Weight control services including surgical procedures, medical treatments, weight control/loss programs, 

dietary regiments and supplements, appetite suppressants and other medications; food or food supplements, 

exercise programs, exercise or other equipment; and other services and supplies that are primarily to control 

weight or treat obesity, including Morbid Obesity, or for the purpose of weight reduction, regardless of the 

existence of comorbid conditions. 
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PRESCRIPTION DRUG BENEFITS 
 

How the Plan Works 

 
If you elect medical coverage under the Plan, you are automatically enrolled in the Prescription Drug 

program. Your Plan helps pay the cost of covered prescription drugs that are medically necessary for 

treatment of a sickness or injury.  You will receive a separate card for your prescription coverage.  Your 

prescription coverage will be Express Scripts through Health Insurance Solutions Incorporated (HISI).  You 

can activate your online benefits at www.express-scripts.com/welcome with your member ID Number or call  

1-800-711-0917. 

 

Covered drugs must be prescribed by a licensed physician or dentist and dispensed by a registered 

pharmacist; and approved by the United States Food and Drug Administration (FDA) for general use in 

treating the illness or injury for which they are prescribed. 

 

Managed Pharmacy Network 

 
Prescription drug benefits are provided through a managed pharmacy network.  

You may purchase covered prescription drugs through the network in one of two ways: 

 

 at a network retail pharmacy 

 through the mail-service program for maintenance medications or any prescription not  needed 

immediately. 

 

A list of participating pharmacies can be found at www.express-scripts.com.  

 

Coverage Categories and Your Co-payment 

 
There are four tiers in the prescription drug Plan; each has a different co-payment that applies depending on 

the type of class of drug you have filled. The chart below shows your co-payment amounts, co-payment 

maximum and out-of-pocket amounts.  The Bronze Plan has a deductible that includes medical and 

prescriptions that you must satisfy before the Plan pays benefits.   

 

Prescription Drug Tiers 

 
Level 1 – Generic Drug: Using generic drugs when available, instead of costlier brand-name drugs, can save 

you money. Pharmacies will dispense generic equivalent drugs, which are therapeutically equivalent to their 

brand-name drug in safety and effectiveness, when taken as prescribed unless your physician orders a specific 

brand name drug. 

 

Level 2 – Preferred or Formulary Brand Name Drugs: This category includes brand-name drugs for 

which there are no or limited generic drug alternatives. Most brand-name drugs used to treat asthma or 

diabetes are included in this category. If a generic drug is available, it will automatically be dispensed unless 

your physician orders a brand name drug or you request it. 

 

http://www.express-scripts.com/welcome
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Level 3 – Non-Preferred or Non-Formulary Brand Name Drugs: This category includes brand-name 

drugs for which no generic equivalent drugs and/or appropriate generic drug alternatives are available. 

 

Level 4 - Specialty Drugs: All specialty drugs require a pre-authorization. Any injectable medication 

administered by a physician/nurse are required to come through the Plan's specialty pharmacy (see 

information below regarding the program). 

 

Dispense As Written (DAW) Clinical Program 

 
When your physician writes a prescription for you, you now have choices. In the event a prescription 

is written for a brand medication that has a generic equivalent, a generic equivalent will be dispensed. 

If you choose to request the brand medication, you will pay both your brand co-pay and the cost 

difference between the brand and the generic medication 

 

Using a Network Retail Pharmacy 

 
The retail pharmacy network includes most chain and many local pharmacies. You will receive a prescription 

drug identification (ID) card from the claims administrator. Present this card to the network pharmacy when 

you purchase covered prescription drugs. There are no claim forms to complete. 

 
If You Use an Out-of-Network Retail Pharmacy 

 
If you use an out-of-network retail pharmacy, you pay the full cost of the covered prescription at the time of 

purchase, and then submit a claim form and receipt to the prescription drug claims administrator. You will be 

reimbursed at the network retail level less your share of the cost. You also must pay any difference between 

the network negotiated rate and the actual charge of the pharmacy. 

 

Mail-Service Program 

 
The mail-service program is a cost-effective and convenient way to purchase up to a 90-day supply of 

covered medication through the mail. The mail-service program is used for maintenance prescription drugs, 

such as blood pressure medication, taken on a regular or long-term basis. It also can be used for any 

medication that is not needed immediately. Non-formulary drugs are not eligible to be filled through the mail 

service program. 

 

To fill a prescription through the mail-service program, you must complete an order form and include your 

co-payment (using a credit card, check, or money order). With your first order, you also must include the 

original prescription order written by your doctor and a completed patient profile form. 

 

Your filled prescription will be mailed directly to your home. Your order will include a preprinted envelope 

and a refill notice that may be used to request a prescription refill; you do not need a new prescription from 

your doctor if the prescription is still valid. Refills can also be conveniently refilled by phone or by using 

Pharmacy Manager’s Web site www.express-scripts.com. 

 

 

 

 

 

http://www.amwinsrx.co/
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Specialty Medications 

 
Certain drugs are considered “specialty medications” and may only be purchased through Accredco Specialty 

Pharmacy, except as required in an emergency. The following are some of the therapeutic classifications of 

specialty medications under the Plan: 

 

 Blood Modifiers  

 Growth Hormones 

 Hemophilia  

 IGIV 

 Interferon  

 Oral Oncologics 

 Pulmonary Hypertension  

 Other (as determined by the Plan) 

Covered Prescription Drugs and Supplies 

 
The following prescription drugs and supplies, among others, are covered under the Plan: 

 

 AZT, Retrovir, and other drugs used for the purpose of treating HIV/AIDS, unless considered 

experimental   investigational; 

 Alcohol swabs, when needed for injectable medicines; 

 Allergy extracts; 

 Hypodermic and insulin syringes and needles for administering injectable drugs if prescribed by a 

doctor and purchased with the drug as part of the same order; 

 Diabetic supplies (such as Chemstrips); 

 Insulin, disposable insulin pens,  syringes, insulin cartridges, and pen needles (non-disposable insulin 

pens are considered medical supplies and are covered under medical benefits); 

 Adapalene (Differin); 

 In order to be covered under the off-label use of FDA approved drugs for cancer, the 

 drug must be recognized for treatment of the specific cancer for which it is prescribed; 

 Prescription prenatal vitamins; 

 Chronic Illness Prescription Formulas; 

 Prescription drugs for Pain Management; 

 Prescription foods including amino acid preparations and low protein modified foods used to treat 

inherited metabolic diseases. Coverage also covers up to age 3 for specialized formulas intended 

solely for use under medical supervision in the dietary management of a specific disease; 

 Preventive HCR/ACA Vaccines 

 Pigmenting and de-pigmenting agents; 

 Drugs to treat narcolepsy including Provigil; 

 Attention Deficit Disorder (ADD) drugs (e.g., Adderall, Dexedrine, Ritalin); 

 Vitamins and dietary supplements that require a prescription; 

 All dosage forms of smoking-cessation aids, whether prescription type (such as Wellbutrin), or 

physician-prescribed over-the-counter type (such as nicotine patches and nicotine gum); 

 FDA approved prescription contraceptive methods; 

 Norplant contraception. 
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Birth control methods that are covered by the Affordable Care Act include: 

 

 Birth control patch 

 Birth control pills 

 Birth control ring (NuvaRing) 

 Birth control shot (Depo-Provera) 

 Cervical cap 

 Contraceptive implant 

 Emergency Contraceptive (Morning-After Pill) 

 Diaphragm 

 IUD 

 Permanent contraception methods, such as tubal ligation. 

 

Expenses Not Covered 

 
The following drugs and supplies, among others, are not covered under the Plan: 

 

 Any prescription refilled in excess of the number specified by the doctor, or any refill dispensed 

more than one year after the doctor’s original order; 

 Drugs or supplies covered under Workers’ Compensation or occupational disease law or any similar 

law; 

 Drugs labeled “Caution—limited by Federal law to investigational use,” or experimental drugs, even 

though a charge is made to the individual; 

 Drugs and medicines that may not be prescribed within the scope of the doctor’s license; 

 Medication administered in a doctor’s office or health care facility; 

 Prescriptions filled in hospital out-of-network pharmacies at time of discharge; 

 Therapeutic devices or appliances, support garments, and other non-medicinal 

 substances, regardless of intended use; 

 Infertility drugs: 

 Impotency drugs; 

 Drugs used to treat or cure baldness or hair loss (e.g., Minoxidil); 

 Drugs for weight loss; 

 Immunization agents or biological sera; 

 Anti-Wrinkling Agents (e.g., Renova); 

 Drugs used for treatments that are cosmetic-related; 

 Over-the-counter drugs and products unless specifically listed as covered expenses in the plan; 

 Drugs used for treatments that are cosmetic-related 

 

Medicare Part D Creditable Coverage 

 
If you are Medicare-eligible, you should be aware that Medicare offers prescription drug coverage (known as 

Medicare Part D). You are not required to choose this coverage. The Plan will continue to provide your 

prescription drug coverage if you become eligible for Medicare. If you enroll in coverage under this Plan and 

under Medicare Part D, you will be paying more for additional insurance that you may not need as Medicare 

Part D will not supplement your coverage under this Plan. There is no coordination between the plans. 
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Prescription drug coverage under this Plan is, on average, at least as good as Medicare prescription drug 

coverage; therefore, there is no advantage to signing up for Medicare Part D coverage. The government refers 

to this as “creditable coverage”. Since the Plan’s coverage is considered to be creditable, you will not be 

subject to penalties or restrictions if you later choose to enroll in a Medicare prescription drug plan. 

 

 

 

 

COORDINATION OF BENEFITS 

 
Coordination of Benefit Plans: 
 

If a Plan participant is covered by another employer’s plan, the two plans work together to avoid duplicating 

payments.  This is called non-duplication or coordination of benefits. 

 

Your medical benefits are coordinated with benefits from: 

 Other employers’ plans; 

 Certain government plans; and 

 Motor vehicle plans when required by law. 

 

Non-duplication of benefits does not apply to prescription drug benefits. 

 

How Non-Duplication Works 

 
When an expense is covered by two plans, the following apply: 

 The primary plan is determined and pays the full amount it normally would pay; 

 The secondary plan calculates the amount it normally would pay and then pays any portion of that 

amount not paid by the primary plan; and 

 You pay any remaining expenses. 

 

Benefit Plan: 
 

This provision will coordinate the medical benefits of a benefit Plan. The term benefit Plan means this Plan 

or any one of the following Plans: 

 

1) Group or group-type Plans, including franchise or blanket benefit Plans. 

 

2) Blue Cross and Blue Shield group Plans. 

 

3) Group practice and other group prepayment Plans. 

 

4) Federal government Plans or programs. This includes Medicare. 

 

5) Other Plans required or provided by law. This does not include Medicaid or any benefit Plan like it that, 

by its terms, does not allow coordination. 
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6) No Fault Auto Insurance, by whatever name it is called, when not prohibited by law. 

 

Allowable Charge: 
 

For a charge to be allowable it must be a Usual and Reasonable Charge and at least part of it must be covered 

under this Plan. 

 

In the case of HMO (Health Maintenance Organization) or other in-network only Plans: This Plan will not 

consider any charges in excess of what an HMO or network provider has agreed to accept as payment in full. 

Also, when an HMO or network Plan is primary and You or your covered Dependent do not use an HMO or 

network provider, this Plan will not consider as an allowable charge any charge that would have been covered 

by the HMO or network Plan had you or your covered Dependent used the services of an HMO or network 

provider. 

 

In the case of service type Plans where services are provided as benefits, the reasonable cash value of each 

service will be the allowable charge. 

 

Automobile Limitations: 
 

When medical payments are available under vehicle insurance, the Plan is required to pay excess benefits only, 

without reimbursement for vehicle Plan deductibles. If you or your Dependents receive medical payments 

under vehicle insurance, you are required to notify this Plan to ensure that this Plan is reimbursed any claims 

that should have been paid under the vehicle insurance. It is the intent of this Plan to always be considered the 

secondary carrier regardless of the individual's election under PIP (personal Injury protection) coverage with 

the auto carrier. 

 

Benefit Plan Payment Order: 
 

When two or more Plans provide benefits for the same allowable charge, benefit payment will follow these 

rules. 

 

1) Plans that do not have a coordination provision, or one like it, will pay first. Plans with such a provision 

will be considered after those without one. 

 

2) Plans with a coordination provision will pay their benefits up to the Allowable Charge: 

 

a) The benefits of the Plan which covers the person directly (that is, as an Employee, member or 

subscriber) ("Plan A") are determined before those of the Plan which covers the person as a 

Dependent ("Plan B"). 

 

b) The benefits of a benefit Plan which covers a person as an Employee who is neither laid off nor 

retired are determined before those of a benefit Plan which covers that person as a laid-off or Retired 

Employee. The benefits of a benefit Plan which covers a person as a Dependent of an Employee who 

is neither laid off nor retired are determined before those of a benefit Plan which covers a person as a 

Dependent of a laid off or Retired Employee. If the other benefit Plan does not have this rule, and if, 

as a result, the Plans do not agree on the order of benefits, this rule does not apply. 
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c) The benefits of a benefit Plan which covers a person as an Employee who is neither laid off nor 

retired or a Dependent of an Employee who is neither laid off nor retired are determined before those 

of a Plan which covers the person as a COBRA beneficiary. 

 

d) When a child is covered as a Dependent and the parents are not divorced, these rules will apply: 

 

i. The benefits of the benefit Plan of the parent whose birthday falls earlier in a year are determined 

before those of the benefit Plan of the parent whose birthday falls later in that year; 

 

ii. If both parents have the same birthday, the benefits of the benefit Plan that has covered the patient 

for the longer time are determined before those of the benefit plan which covers the other parent. 

 

 

e) When a child's parents are divorced these rules will apply: 

 

i. This rule applies when the parent with custody of the child has not remarried. The benefit Plan of 

the parent with custody will be considered before the benefit plan of the parent without custody. 

 

ii. This rule applies when the parent with custody of the child has remarried. The benefit Plan of the 

parent with custody will be considered first. The benefit plan of the stepparent that covers the child 

as a Dependent will be considered next. The benefit plan of the parent without custody will be 

considered last. 

 

iii. This rule will be in place of items (i) and (ii) above when it applies. A court decree may state which 

parent is financially responsible for medical and dental benefits of the child. In this case, the 

benefit plan of that parent will be considered before other plans that cover the child as a 

Dependent. 

 

iv. If the specific terms of the court decree state that the parents shall share joint custody, without 

stating that one of the parents is responsible for the health care expenses of the child, the Plans 

covering the child shall follow the order of benefit determination rules outlined above when a child 

is covered as a Dependent and the parents are not divorced. 

 

f) If there is still a conflict after these rules have been applied, the benefit Plan which has covered the 

patient for the longer time will be considered first. When there is a conflict in coordination of benefit 

rules, the Plan will never pay more than 50% of allowable charges when paying secondary. 

 

3) Medicare will pay primary, secondary or last to the extent stated in federal law. When Medicare is to be 

the primary payor, this Plan will base its payment upon benefits that would have been paid by Medicare 

under Parts A and B, regardless of whether or not the person was enrolled under both of these parts. 

 

4) If a Plan Participant is under a Disability extension from a previous benefit Plan, that benefit Plan will 

pay first and this Plan will pay second. 

 

Claims Determination Period: 
 

Benefits will be coordinated on a Calendar Year basis. This is called the claims determination period 

 

Right To Receive Or Release Necessary Information: 
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To make this provision work, this Plan may give or obtain needed information from another insurer or any 

other organization or person. This information may be given or obtained without the consent of, or notice to, 

any other person. You or your covered Dependent will give this Plan the information it asks for about other 

Plans and their payment of allowable charges. 

 

Facility Of Payment: 
 

This Plan may repay other Plans for benefits paid that the Plan Administrator determines it should have paid. 

That repayment will count as a valid payment under this Plan. 

 

 

 

Right Of Recovery: 
 

This Plan may pay benefits that should be paid by another benefit Plan. In this case this Plan may recover the 

amount paid from the other benefit Plan or the Covered Person. That repayment will count as a valid payment 

under the other benefit Plan. 

 

Further, this Plan may pay benefits that are later found to be greater than the allowable charge. In this case, 

this Plan may recover the amount of the overpayment from the source to which it was paid. 
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THIRD PARTY RECOVERY PROVISION 

 

If a Covered Employee or Dependent receives any benefits arising out of an Injury or Sickness for which a 

Covered Employee/Dependent (or his guardian or estate) has, may have, or asserts any claim or right to 

recovery against a third party or parties, than any payment or payments under the Plan for such benefits shall be 

made on the condition and with the understanding that the Plan will be reimbursed first. 

 

Such reimbursement will be made by the Covered Employee/Dependent (his guardian or estate) to the extent 

of, but not exceeding, the total amount payable to or on behalf of the Covered Employee/Dependent (or his 

guardian or estate) from: a) any policy or contract from any insurance company or carrier, including the 

Covered Employees’ insured; and/or b) any third party, plan or fund as a result of a judgment, settlement, 

arbitration, award or other arrangement, regardless of how classified or characterized and to reimburse the Plan 

for any such benefits paid when recovery is made.   

 

The Covered Employee/Dependent acknowledges and agrees that the Plan’s subrogation rights shall be 

considered a first priority claim and shall be paid before any other claims for the Covered Employee/Dependent 

as the result of the illness or Injury, regardless of whether the Covered Employee/Dependent is made whole.  

This obligation to reimburse the Plan shall be equally binding upon the Covered Employee/Dependent 

regardless of whether or not the third party or its insurer has admitted liability or the medical charges are 

itemized in the third party payment. 

 

The Plan will not pay or be responsible, without its prior written consent, for any fees or cost associated with a 

Covered Employee/Dependent pursuing a claim against any coverage.  Any reimbursement required by this 

provision shall also apply when a Covered Employee/Dependent recovers under an uninsured or underinsured 

motorist plan, homeowner’s plan, renter’s plan or any liability plan.   

 

The Plan will be subrogated to all claims, demands, actions and right of recovery against any entity including, 

but not limited to, third parties and insurance companies and carriers, including the Covered Employee’s 

insurer.  The amount of such subrogation will be equal to the total amount paid under the Plan arising out of the 

Injury or Sickness for which the Covered Employee/Dependent, has, may have or asserts a cause of action.  In 

addition, the Plan will be subrogated for attorney’s fees incurred in enforcing its subrogation rights. 

 

The Covered Employee/Dependent specifically agrees on behalf of his (or his guardian or estate) to notify the 

Plan Administrator, in writing, of whatever benefits are paid under the Plan that arise out of any 

Injury/Sickness that provides or may provide the Plan subrogation rights. 

 

Failure to comply with the requirements of this provision by the Covered Employee/Dependent (or his guardian 

or estate) may result in a forfeiture of benefits under the Plan. 

 

Limitations: 

 

1) Expenses resulting from the commission of a crime or any illegal act. 

 

2) Expenses that are not Medically Necessary and that are Experimental/Investigational.  
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HOW TO FILE HEALTH CARE CLAIMS 

 

How to Submit A Claim for Professional Care/Services: 
 

Generally no Claim forms are required when you use PPO Providers for medical care.  However, in certain 

circumstances you may be asked to complete a medical or dental Claim form.  When a Covered Person has a 

Claim to submit for payment that person must: 

 

1. Obtain a Claim form from your Employer or the Plan Administrator. 

 

2. Complete Part A and the reverse side of the form.  ALL QUESTIONS MUST BE ANSWERED. 

 

3. Have the Physician complete the provider’s portion of the form. 

 

4. For Plan reimbursements, attach bills for services rendered.  ALL BILLS MUST SHOW: 

 

 Name of Plan 

 Employee’s Name and Participant Identification Number 

 Name of Patient and Participant Identification Number 

 Name, Address, Telephone Number and Tax Identification Number of the Provider 

 Diagnosis 

 Type of Services Rendered, with Diagnosis and/or Procedure Codes 

 Date of Services 

 Charges 

 

5. Send the above to the Claims Processor at this address: 

 

Claims Department 

PO Box 4368 

Lutherville MD 21094 

 

 

How to Submit a Claim for Facility Charges: 
 

Use a Medical Claim form, or a form provided by the facility to file Claims for Hospital charges or charges for 

another facility.  The facility should submit its charges directly to the address listed on the Group 

Identification Card using its standard Claim form.  The Plan will pay the facility directly and send you an 

Explanation of Benefits form (EOB).  The EOB will explain the charges paid and any remaining amount you 

owe the facility, in the event the facility is not paid in full. 

 

If the facility does not submit its charges directly, you must request an itemized bill for all services rendered 

and a receipt for any payments you have made.  Complete the Claim form, as described above and mail the 

form and medical bills to Innovative Health Plan. 
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When Claims Should Be Filed: 
 

For PPO and Non-PPO claims, all claims must be submitted within 24-months after the expenses are incurred; 

otherwise, they are not eligible for reimbursement.  After claims are received, each claim will be granted or 

denied by Group Benefit Services (GBS) within the number of days specified in this section of the booklet for 

the specific type of claim.  Benefits are based on the Plan’s provisions at the time the charges were incurred.  

Claims filed later than that date may be declined or reduced unless it’s not reasonably possible to submit the 

claim in that time.   

 

The Claims Processor will determine if enough information has been submitted to enable proper consideration 

of the claim.  If not, more information may be requested from the claimant.  The Plan reserves the right to have 

a Plan Participant seek a second medical opinion.  A request for Plan benefits will be considered a claim for 

Plan benefits, and it will be subject to a full and fair review.  If a claim is wholly or partially denied, the Claims 

Processor will furnish the Plan Participant with a written notice of this denial.  This written notice will be 

provided after the receipt of the Claim within the specified timeframe noted below.  The written notice will 

contain the following information: 

 

 the specific reason or reasons for the denial; 

 specific reference to those Plan provisions on which the denial is based; 

 a description of any additional information or material necessary to correct the claim and an 

explanation of why such material or information is necessary; and 

 appropriate information as to the steps to be taken if a Plan Participant wishes to submit the claim for 

review. 

 

Claims Procedures: 
 

Following is a description of how the Plan processes Claims for benefits.  A Claim is defined as any request 

for a Plan benefit, made by a claimant or by a representative of a claimant, that complies with the Plan’s 

reasonable procedure for making benefit Claims. The times listed are maximum times only.  A period of time 

begins at the time the Claim is filed.  Decisions will be made within a reasonable period of time appropriate 

to the circumstances.  “Days” means calendar days. 

 

There are different kinds of Claims and each one has a specific timetable for approval, payment, request for 

further information, or denial of the Claim.  If you have any questions regarding this procedure, please contact 

the Plan Administrator. 

 

The definitions of the types of Claims and the timetables are: 

 

Urgent Care Claim: 
 

A Claim involving Urgent Care is any Claim for medical care or treatment where using the timetable 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. 
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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 Plan applying the judgment of 

a prudent layperson who possesses an average knowledge of health and medicine may make the determination. 

 

In the case of a Claim involving Urgent Care, the following timetable applies: 

Notification to claimant of benefit determination   72 hours 

 

Insufficient information on the Claim, or failure to follow the Plan’s procedure for filing a Claim: 

Notification to claimant, orally or in writing  24 hours 

Response by claimant, orally or in writing   48 hours 

Benefit determination, orally or in writing   48 hours 

 

Ongoing courses of treatment, notification of: 

Reduction or termination before the end of treatment  72 hours 

Determination as to extending course of treatment  24 hours 

 

If there is an adverse benefit determination on a Claim involving Urgent Care, a request for an expedited appeal 

may be submitted orally or in writing by the claimant.  All necessary information, including the Plan’s benefit 

determination on review, may be transmitted between the Plan and the claimant by telephone, facsimile, or 

other similarly expeditious method. 

 

Pre-Service Claim: 
 

A Pre-Service Claim means any Claim for a benefit under this Plan where the Plan conditions receipt of the 

benefit, in whole or in part, on approval in advance of obtaining medical care. These are, for example, Claims 

subject to pre-certification.  Please see the Quality Care Management section of this booklet for further 

information about precertification or Pre-Service Claims. 

 

In the case of a Pre-Service Claim, the following timetable applies: 

Notification to claimant of benefit determination   15 days 

Extension due to matters beyond the control of the Plan  15 days 

 

Insufficient information on the Claim: 

Notification of       15 days 

Response by claimant      45 days 

Notification, orally or in writing, of failure to follow  

the Plan’s procedures for filing a Claim     5 days 

 

Ongoing courses of treatment: 

Reduction or termination before the end of the treatment  15 days 

Request to extend course of treatment    15 days 

Review of adverse benefit determination    15 days per benefit appeal 

 

 



  

National Health Care, Inc. and Affiliates Page 83 
Voluntary Employee Benefit Association 

Qualified High Deductible Health Plan  

Effective April 1, 2020 

 

 

Post-Service Claim: 
 

A Post-Service Claim means any Claim for a Plan benefit that is not a Claim involving Urgent Care or Pre-

Service; in other words, a Claim that is a request for payment under the Plan for covered medical services 

already received by the claimant. 

 

In the case of a Post-Service Claim, the following timetable applies: 

Notification to claimant of benefit determination   31 days 

Extension due to matters beyond the control of the Plan  15 days 

 

Insufficient information on the Claim: 

Notification of       15 days 

Response by claimant  45 days 
Review of adverse benefit determination    31 days per benefit appeal 

 

Notification of an Adverse Benefit Determination 

 

The Plan Administrator shall provide a Participant with a notice, either in writing or electronically (or, in the 

case of pre-service urgent care claims, by telephone, facsimile or similar method, with written or electronic 

notice).  The notice will state in a culturally and linguistically appropriate manner and in a manner calculated 

to be understood by the Participant.  The notice will contain the following information:   

 

1. Information sufficient to allow the Participant to identify the claim involved (including date of 

service, the healthcare provider, the claim amount, if applicable, and a statement describing the 

availability, upon request, of the diagnosis code and its corresponding meaning, and the treatment 

code and its corresponding meaning); 

 

2. A reference to the specific portion(s) of the plan provisions upon which a denial is based;  

 

3. Specific reason(s) for a denial, including the denial code and its corresponding meaning, and a 

description of the Plan’s standard, if any, that was used in denying the claim;  

 

4. A description of any additional information necessary for the Participant to perfect the claim and an 

explanation of why such information is necessary;  

 

5. A description of the Plan’s internal appeals and external review processes and the time limits 

applicable to the processes.  This description will include information on how to initiate the appeal 

and a statement of the Participant’s right to bring a civil action under section 502(a) of ERISA 

following an Adverse Benefit Determination on final review;  

 

6. A statement that the Participant 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 Participant’s 

claim for benefits; 

 

7. The identity of any medical or vocational experts consulted in connection with a claim, even if the 

Plan did not rely upon their advice (or a statement that the identity of the expert will be provided, 

upon request);  
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8. Any rule, guideline, protocol or similar criterion that was relied upon, considered, or generated in 

making the determination will be provided free of charge.  If this is not practical, a statement will be 

included that such a rule, guideline, protocol or similar criterion was relied upon in making the 

determination and a copy will be provided to the Participant, free of charge, upon request;  

 

9. In the case of denials based upon a medical judgment (such as whether the treatment is medically 

necessary or experimental), either an explanation of the scientific or clinical judgment for the 

determination, applying the terms of the Plan to the Participant’s medical circumstances, will be 

provided.  If this is not practical, a statement will be included that such explanation will be provided 

to the Participant, free of charge, upon request;  

 

10. 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 and external review processes; and 

 

11. In a claim involving urgent care, a description of the Plan’s expedited review process.    

 Appeal of Adverse Benefit Determinations 

 

In cases where a claim for benefits is denied, in whole or in part, and the Participant believes the claim has 

been denied wrongly, the Participant may appeal the denial and review pertinent documents.  The Plan 

provides for 2 levels of appeal following an Adverse Benefit Determination.  The Participant has 180 days 

following an initial Adverse Benefit Determination to file an appeal of that determination, and 60 days 

following a second Adverse Benefit Determination to file an appeal of that determination.  To initiate the 

appeal process, the Third Party Administrator must receive written request from the Participant, or an 

Authorized Representative of the Participant, with the proper form for review of an Adverse Benefit 

Determination.  

 

Full and Fair Review of All Claims 

 

The appeal process of this Plan provides a Participant with a reasonable opportunity for a full and fair review 

of a claim and Adverse Benefit Determination.  More specifically, the Plan provides:  

 

1. Participants at least 180 days following receipt of a notification of an initial Adverse Benefit 

Determination within which to appeal the determination; 

 

2. Participants at least 60 days following receipt of a second Adverse Benefit Determination within 

which to appeal the determination; 

 

3. Participants the opportunity to submit written comments, documents, records, and other information 

relating to the claim for benefits; 

 
4. Participants the opportunity to review the Claim file and to present evidence and testimony as part of 

the internal claims and appeals process. 
 

5. For a review that does not afford deference to the previous Adverse Benefit Determination and that is 

conducted by an appropriate named fiduciary of the Plan, who shall be neither the individual who 
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made the Adverse Benefit Determination that is the subject of the appeal, nor the subordinate of such 

individual; 

 

6. For a review that takes into account all comments, documents, records, and other information 

submitted by the Participant relating to the claim, without regard to whether such information was 

submitted or considered in any prior benefit determination;  

 

7. That, in deciding an appeal of any Adverse Benefit Determination that is based in whole or in part 

upon a medical judgment, the Plan fiduciary shall consult with a health care professional who has 

appropriate training and experience in the field of medicine involved in the medical judgment, who is 

neither an individual who was consulted in connection with the Adverse Benefit Determination that 

is the subject of the appeal, nor the subordinate of any such individual;  

 

8. For the identification of medical or vocational experts whose advice was obtained on behalf of the 

Plan in connection with a claim, even if the Plan did not rely upon their advice;  

 

9. That a Participant will be provided, free of charge: (a) reasonable access to, and copies of, all 

documents, records, and other information relevant to the Participant’s claim in possession of the 

Plan Administrator or Third Party Administrator; (b) information regarding any voluntary appeals 

procedures offered by the Plan; (c) information regarding the Participant’s right to an external review 

process; (d) any internal rule, guideline, protocol or other similar criterion relied upon, considered or 

generated in making the adverse determination; and (e) an explanation of the scientific or clinical 

judgment for the determination, applying the terms of the Plan to the Participant’s medical 

circumstances;  

 

10. That a Participant will be provided, free of charge, and sufficiently in advance of the date that the 

notice of final internal Adverse Benefit Determination is required, with new or additional evidence 

considered, relied upon, or generated by the Plan in connection with the Claim, as well as any new or 

additional rationale for a denial at the internal appeals stage, and a reasonable opportunity for the 

Participant to respond to such new evidence or rationale; and  

 

11. Claim appeals will be decided within the timeframe applicable to the type of claim as set forth below. 

 

First Level Appeal 

 

Requirements for Appeal 

 

The Participant must file the first appeal, in writing (although oral appeals are permitted for pre-service urgent 

care claims), within 180 days following receipt of the notice of an Adverse Benefit Determination.  For pre-

service urgent care claims, if the Participant chooses to orally appeal, the Participant may telephone: 

 

Methods for appealing include contacting GBS by Phone, written via Mail, Email and Fax. 

 

Group Benefit Services, Inc. 

Attention: Appeals Department 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 

Phone 866-342-8152 
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Fax 410-584-9467 

Web  www.gbsio.net 
 

To file an appeal in writing, the Participant’s appeal must be addressed and mailed as follows:   

 

Methods for appealing include contacting GBS by Phone, written via Mail, Email and Fax. 

 

Group Benefit Services, Inc. 

Attention: Appeals Department 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 

Phone 866-342-8152 

Fax 410-584-9467 

Web  www.gbsio.net 
 

It shall be the responsibility of the Participant to submit proof that the claim for benefits is covered and 

payable under the provisions of the Plan.  Any appeal must include: 

 

1. The name of the employee/Participant;  

 

2. The employee/Participant’s social security number or alternate identification number; 

 

3. The group name or identification number;  

 

4. All facts and theories supporting the claim for benefits.  Failure to include any theories or facts in 

the appeal will result in their being deemed waived.  In other words, the Participant will lose 

the right to raise factual arguments and theories which support this claim if the Participant 

fails to include them in the appeal;  

 

5. A statement in clear and concise terms of the reason or reasons for disagreement with the handling of 

the claim; and 

 

6. Any material or information that the Participant has which indicates that the Participant is entitled to 

benefits under the Plan.     

 

If the Participant provides all of the required information, it may be that the expenses will be eligible for 

payment under the Plan. 

 

Timing of Notification of Benefit Determination on Review 

 

The Plan Administrator shall notify the Participant of the Plan’s benefit determination on review within the 

following timeframes: 

 

1. Pre-service Urgent Care Claims:  As soon as possible, taking into account the medical exigencies, but 

not later than 72 hours after receipt of the appeal. 

 

2. Pre-service Non-urgent Care Claims:  Within a reasonable period of time appropriate to the medical 

circumstances, but not later than 15 days after receipt of the appeal at each level. 

 

http://www.gbsio.net/
http://www.gbsio.net/
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3. Concurrent Claims:  The response will be made in the appropriate time period based upon the type of 

claim – pre-service urgent, pre-service non-urgent or post-service prior to the termination of the 

benefit.  Coverage under the Plan will continue during the period of review until the appeal is 

resolved.  

 

4. Post-service Claims:  Within a reasonable period of time, but not later than 30 days after receipt of 

the appeal at each level.   

 

5. Calculating Time Periods.  The period of time within which the Plan’s determination is required to be 

made shall begin at the time an appeal is filed in accordance with the procedures of this Plan, without 

regard to whether all information necessary to make the determination accompanies the filing.   

 

Manner and Content of Notification of Adverse Benefit Determination on First Appeal 

 

The Plan Administrator shall provide a Participant with notification, with respect to pre-service urgent care 

claims, by telephone, facsimile or similar method, and with respect to all other types of claims, in writing or 

electronically, of a Plan’s Adverse Benefit Determination on review, setting forth: 

 

1. Information sufficient to allow the Participant to identify the claim involved (including date of 

service, the healthcare provider, the claim amount, if applicable, and a statement describing the 

availability, upon request, of the diagnosis code and its corresponding meaning, and the treatment 

code and its corresponding meaning); 

 

2. A reference to the specific portion(s) of the plan provisions upon which a denial is based;  

 

3. Specific reason(s) for a denial, including the denial code and its corresponding meaning, and a 

description of the Plan’s standard, if any, that was used in denying the claim, and a discussion of the 

decision;  

 

4. A description of any additional information necessary for the Participant to perfect the claim and an 

explanation of why such information is necessary; 

 

5. A description of available internal appeals and external review processes, including information 

regarding how to initiate an appeal;  

 

6. A description of the Plan’s review procedures and the time limits applicable to the procedures.  This 

description will include information on how to initiate the appeal and a statement of the Participant’s 

right to bring a civil action under section 502(a) of ERISA following an Adverse Benefit 

Determination on final review;  

 

7. A statement that the Participant 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 Participant’s 

claim for benefits; 

 

8. The identity of any medical or vocational experts consulted in connection with a claim, even if the 

Plan did not rely upon their advice (or a statement that the identity of the expert will be provided, 

upon request);  
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9. Any rule, guideline, protocol or similar criterion that was relied upon, considered, or generated in 

making the determination will be provided free of charge.  If this is not practical, a statement will be 

included that such a rule, guideline, protocol or similar criterion was relied upon in making the 

determination and a copy will be provided to the Participant, free of charge, upon request;  

 

10. In the case of denials based upon a medical judgment (such as whether the treatment is medically 

necessary or experimental), either an explanation of the scientific or clinical judgment for the 

determination, applying the terms of the Plan to the Participant’s medical circumstances, will be 

provided.  If this is not practical, a statement will be included that such explanation will be provided 

to the Participant, free of charge, upon request; and 

 

11. The following statement:  “You and your Plan may have other voluntary alternative dispute 

resolution options, such as mediation.  One way to find out what may be available is to contact your 

local U.S. Department of Labor Office and your state insurance regulatory agency;” and 

 

12. 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 and external review processes. 

 

Furnishing Documents in the Event of an Adverse Determination 

 

In the case of an Adverse Benefit Determination on review, the Plan Administrator shall provide such access 

to, and copies of, documents, records, and other information described in the section relating to “Manner and 

Content of Notification of Adverse Benefit Determination on Review” as appropriate. 

 

Decision on Review  

 

If, for any reason, the Participant does not receive a written response to the appeal within the appropriate time 

period set forth above, the Participant may assume that the appeal has been denied. The decision by the Plan 

Administrator or other appropriate named fiduciary of the Plan on review will be final, binding and 

conclusive and will be afforded the maximum deference permitted by law.  All claim review procedures 

provided for in the Plan must be exhausted before any legal action is brought.   

 
 

Second Appeal Level 
 
Adverse Decision on First Appeal; Requirements for Second Appeal 
 
Upon receipt of notice of the Plan’s Adverse Benefit Determination regarding the first appeal, the Participant 
has 60 days to file a second appeal of the denial of benefits.  The Participant again is entitled to a "full and fair 
review" of any denial made at the first appeal, which means the Participant has the same rights during the 
second appeal as he or she had during the first appeal.  As with the first appeal, the Participant's second appeal 
must be in writing and must include all of the items set forth in the section entitled "Requirements for First 
Appeal."   
 
Timing of Notification of Benefit Determination on Second Appeal 
 
The Plan shall notify the Participant of the Plan’s Benefit Determination on review within a reasonable period 
of time, but not later than the applicable time period specified in the section Timing of Notification of Benefit 
Determination on Review above.   
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The period of time within which the Plan's determination is required to be made shall begin at the time the 
second appeal is filed in accordance with the procedures of this Plan, without regard to whether all information 
necessary to make the determination accompanies the filing.  
 
Manner and Content of Notification of Adverse Benefit Determination on Second Appeal 
 
The same information must be included in the Plan’s response to a second appeal as a first appeal, except for: 
(a) a description of any additional information necessary for the Participant to perfect the Claim and an 
explanation of why such information is needed; and (b) a description of the Plan’s review procedures and the 
time limits applicable to the procedures.  See the section entitled "Notice of Benefit Determination on First 
Appeal." 
 
Furnishing Documents in the Event of an Adverse Determination 
 
In the case of an Adverse Benefit Determination on the second appeal, the Plan Administrator shall provide 
such access to, and copies of, documents, records, and other information described in the section relating to the 
Notice of Benefit Determination on First Appeal, as appropriate.   
 
Decision on Second Appeal to be Final 
 
If, for any reason, the Participant does not receive a written response to the appeal within the appropriate time 
period set forth above, the Participant may assume that the appeal has been denied.  The decision will be final, 
binding and conclusive, and will be afforded the maximum deference permitted by law.   
 
All Claim review procedures provided for in the Plan must be exhausted before any legal action is 
brought.  Any legal action for the recovery of any benefits must be commenced within 3 years after the 
Plan's Claim review procedures have been exhausted.  Any action with respect to a fiduciary’s breach of 
any responsibility, duty or obligation hereunder must be brought within 3 years after the date of service. 

 

Provider of Service Appeal Rights 

 

A Claimant may appoint the Provider of service as the Authorized Representative with full authority to act on 

his or her behalf in the appeal of a denied Claim. An Assignment of Benefits by a Claimant to a Provider of 

service will not constitute appointment of that Provider as an Authorized Representative. However, in an 

effort to ensure a full and fair review of the denied Claim, and as a courtesy to a Provider of service that is 

not an Authorized Representative, the Plan will consider an appeal received from the Provider in the same 

manner as a Claimant’s appeal, and will respond to the Provider and the Claimant with the results of the 

review accordingly. Any such appeal from a Provider of service must be made within the time limits and 

under the conditions for filing an appeal specified under the section, “Appeal Process,” above. Providers 

requesting such appeal rights under the Plan must agree to pursue reimbursement for Covered 

Medical Expenses directly from the Plan, waiving any right to recover such expenses from the 

Claimant, and comply with the conditions of the section, “Requirements for First Appeal,” above.    

  

For purposes of this section, the Provider’s waiver to pursue Covered Medical Expenses does not include the 

following amounts, which will remain the responsibility of the Claimant:  

  

 Deductibles;  

 Co-payments;  

 Coinsurance;  
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 Penalties for failure to comply with the terms of the Plan;   

 Charges for services and supplies which are not included for coverage under the Plan; and   

 Amounts which are in excess of any stated Plan maximums or limits. Note: This does not apply to 

amounts found to be in excess of Allowable Claim Limits, as defined in the section, “Claim 

Review and Audit Program.” The Provider must agree to waive the right to balance bill for these 

amounts.    

 

Also, for purposes of this section, if a Provider indicates on a Form UB or on a Form CMS-1500 (or similar 

Claim form) that the Provider has an Assignment of Benefits, then the Plan will require no further evidence 

that benefits are legally assigned to that Provider.  

  

Contact the Third Party Administrator or the Plan Administrator for additional information regarding 

Provider of service appeals.  

 

Voluntary Appeals, Including Voluntary Arbitration: 
 

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 Plan 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 Plan.  A claimant may elect 

a voluntary appeal after exhaustion of appeals of an adverse benefit determination as explained in the section 

above, entitled, “Appeals.”  However, this voluntary appeal may be conducted as one of the two appeals 

available to the claimant. 

 

The Plan 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 Plan; 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, and the claimant will 

be told this.  

 

Methods for appealing include contacting GBS by Phone, written via Mail, Email and Fax. 

 

Group Benefit Services, Inc. 

Attention: Appeals Department 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 

Phone 866-342-8152 

Fax 410-584-9467 

Web www.gbsio.net 

 

http://www.gbsio.net/
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Notification of an External Review Process 
 

PPACA requires non-grandfathered group health plans to comply with a federal external review process.  The 

external review process is required for claims involving medical judgment and rescissions. 

 

Medical judgment includes claims for: 

 

 Medical necessity 

 Appropriateness of care 

 Health care setting 

 Level of care 

 Effectiveness of a covered benefit 

 Determinations as to whether a treatment or procedure is experimental or investigational 

 

Your group health plan is required to contract with at least three IROs (Independent Review Organizations).  

Your group health plan through your claims administrator (GBS) has met this requirement.  These reviews 

must be rotated among the three contracted IROs to minimize the risk that one IRO may become dependent 

on the plan.  Upon a favorable external review, the plan must provide benefits without delay. 

 

You have the right to appeal any decision made by the plan and/or claims administrator that denies payment 

(full or partial) of your claim or any request for coverage of a health care service or treatment. 

 

You may request additional information when your claim or request for coverage of a health care service or 

treatment is denied or the health care service or treatment you received was not fully covered.  Please contact 

Group Benefit Services if: 

 

 You do not understand the reason for the denial; 

 You required the diagnosis and treatment codes (and definitions); 

 You do not understand why the health care services or treatment was not fully covered; 

 You do not understand why a request for coverage of health care services or treatment was denied; 

 You cannot locate the applicable provision in your Certificate of Coverage; 

 You would like a copy (free of charge) of the guideline, criteria or clinical rationale used to make the 

decision; or 

 You disagree with the denial or the amount not covered and you wish to appeal. 

 

If your claim was denied due to missing or incomplete information, you or your health care provider may 

resubmit the claim to us with the necessary information required to process the claim. 

 

All appeals for claim denials (or decisions made to not cover expenses you felt should have been allowed) 

must be sent within 180 days from the date of receipt of our written notice of any adverse benefit 

determination (as described above) to: 

 

Group Benefit Services, Inc. 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 
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You or your authorized representative may file an appeal.  Group Benefit Services, Inc. will provide a full 

and fair review of your claim by individuals associated with GBS but were not involved in making the initial 

denial of your claim.  You may provide us with additional information relating to your claim and you may 

request copies of information pertaining to your claim free of charge.  GBS will notify you of a decision 

within 30 days of receiving your appeal.  If you do not receive our decision within 30 days of GBS’ receipt of 

your appeal, you are entitled to request an external review.   

 

The following is the ‘external review process’ and is available only if the denial of your claim is upheld after 

you file the appeal with GBS. 

 

If GBS continues to deny payment, coverage or the service requested or you do not receive a timely 

decision, you may be able to request an external review of your claim by an IRO.  The IRO will 

review the denial and issue a final decision. 

 

The external review will only be for services where GBS’ decision was involved in making a 

judgment as to the medical necessity, appropriateness, health care setting, level of care or 

effectiveness of the health care service or treatment you requested.  You or your authorized 

representative may submit a request for an external review within four (4) months after receipt of the 

denial notice to: 

 

Methods for appealing include contacting GBS by Phone, written via Mail, Email and Fax. 

 

Group Benefit Services, Inc. 

Attention: Appeals Department 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 

Phone 866-342-8152 

Fax 410-584-9467 

Web www.gbsio.net 

 

For a standard external review, a decision will be made within 45 days of receiving your request.  If 

you have a medical condition that would seriously jeopardize your life or health or your ability to 

regain maximum function if treatment is delayed, you may be entitled to request an expedited 

external review of our denial.  If your situation meets the definition of urgent care, your review will 

generally be conducted within 72 hours.   

 

If our denial to provide or pay for health care services or course of treatment is based on a 

determination that the service or treatment is experimental or investigational, you also may be 

entitled to file a request for external review of the denial. 

 

For details, please review your Certificate of Coverage or contact Group Benefit Services, Inc.  The 

Department of Labor can also assist with any questions or concerns involving internal claims and 

appeals or with the External Review process. 

 

In accordance with ERISA requirements, you may have other voluntary alternative dispute resolution 

options, such as mediation.  You have the right to bring civil action under ERISA 502(a) if you file 

an appeal and your request for coverage or benefits is denied following review.  During voluntary 

dispute resolution, any statute of limitations or other defense based on timeliness is toiled during the 

time any voluntary appeal process is pending. The plan waives any right to assert that a claimant has 

http://www.gbsio.net/
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failed to exhaust administrative remedies because the individual did not elect to submit a benefit 

dispute to the voluntary appeal process provided by the plan 

 

You can contact the Department of Labor for information regarding specific instructions for 

submission of voluntary appeals of adverse benefit determinations, including arbitration.  You can 

reach them at 1-866-487-2365 or by visiting their website at www.dol.gov . 

 

  

If You Have Questions About a Claim: 
 

If you have questions about a claim, you may call Group Benefit Services: 

 

866-342-8152 

 

OR 

 

 

 

You may contact GBS via Mail, Email and Fax. 

 

Group Benefit Services, Inc. 

6 North Park Drive, Suite 310 

Hunt Valley, MD  21030 

Phone 866-342-8152 

Fax 410-584-9467 

Web www.gbsio.net 

 

 

Our claims representatives will be pleased to help you.  So that we can handle your questions properly and 

promptly, please have the following information available when you call: 

 

 The claimant’s name. 

 The claimant’s Participant Identification Number. 

 The Employer’s name. 

 The Employee’s name. 

 The type of claim submitted. 

 The name of the Provider who furnished services. 

 The dollar amount of the claim. 

 The date of service. 

 

 

http://www.dol.gov/
http://www.gbsio.net/
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DEFINITIONS 

 

The following terms have special meanings and when used in this Plan will be capitalized. 

 

 

Active Course of Orthodontic Treatment is the period of time that begins when the first orthodontic 

appliance is installed and ends when the last active appliance is removed. 

 

Actively at Work/Active Employee is an Employee who is on the regular payroll of the Employer and who 

has begun to perform the duties of his or her job with the Employer on a full-time basis (i.e. 30 hours or more).  

For purposes of satisfying the Waiting Period, if any, an Active Employee who is absent due to Illness, Injury 

or Disability will be considered an Active Employee. 

 

Ambulatory Surgical Center is a licensed facility that is used mainly for performing Outpatient Surgery, has a 

staff of Physicians, has continuous Physician and nursing care by registered Nurses (R.N.s) and does not 

provide for overnight stays. 

 

Amend adds, deletes or changes the provisions of the Plan and applies to all Covered Persons, including those 

persons covered before the Amendment becomes effective, unless otherwise specified. 

 

Amendment is a formal document signed by the representative of Innovative Health Plan. 

 

Approved Clinical Trial -  The National Institute of Health’s definition states ‘a research study in which one 

or more human subjects are prospectively assigned to one or more interventions (which may include placebo 

or other control) to evaluate the effects of those interventions on health-related biomedical or behavioral 

outcomes’.  

 

Birthing Center means any freestanding health facility, place, professional office or institution which is not a 

Hospital or in a Hospital, where births occur in a home-like atmosphere. This facility must be licensed and 

operated in accordance with the laws pertaining to Birthing Centers in the jurisdiction where the facility is 

located.  The Birthing Center must provide facilities for obstetrical delivery and short-term recovery after 

delivery; provide care under the full-time supervision of a Physician and either a registered Nurse (R.N.) or a 

licensed Nurse-midwife; and have a written agreement with a Hospital in the same locality for immediate 

acceptance of patients who develop complications or require pre- or post-delivery confinement. 

 

Calendar Year means January 1st through December 31st of the same year. 

 

Chiropractic Care means skeletal adjustments, manipulation or other treatment in connection with the 

detection and correction by manual or mechanical means of structural imbalance or subluxation in the human 

body. Such treatment is done by a Licensed Chiropractor to remove nerve interference resulting from, or related 

to, distortion, misalignment or subluxation of, or in, the vertebral column. 
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Clinical Trial is a research study to answer specific questions about vaccines, new therapies or new ways of 

using unknown treatments.  Clinical trials are used to determine whether new drugs or treatment are both safe 

and effective. 

 

Types of Clinical Trials    

 

There are several types of clinical trials, which include treatment trials, preventions trials, screening 

trials and quality of life trials.   

 

Treatment trials test new treatment (like a new cancer drug, new approaches to surgery or radiation 

therapy, new combinations of treatments, or new methods).   

 

Prevention trials test new approaches such as medicines, vitamins, minerals or other supplements 

that doctors believe may lower the risk of a certain type of cancer.  These trials look for the best way 

to prevent cancer in people who have never had cancer or to prevent cancer from reoccurring in 

people who already had cancer. 

   

Screening trials test the best way to find cancer, especially in early stages.   

 

Quality of life trials explore ways to improve comfort and quality of life for cancer patients.  

 

Qualified clinical trials include the below phases conducted in relation to the prevention, detection or 

treatment of cancer or another life-threatening disease or condition. 

 

Trials are in four phases:   

 

 Phase I tests a new drug or treatment in a small group to evaluate a how a drug should be 

given, how often and what dose if safe.  

 Phase II expands the study to a larger group of people and continues to test the safety of the 

drug, and begins to evaluate how well the drug works.  

 Phase III expands the study to an even larger group of people and tests a new drug, a new 

combination of drugs, or a new surgical procedure in comparison to the current standard. 

These type trials may be conducted at many doctors’ offices, clinic and cancer centers 

nationwide.  

 Phase IV takes place after the drug or treatment has been licensed and marketed.   

 

COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as Amended. 

 

Cosmetic Surgery refers to a procedure performed primarily to improve appearance that does not 

meaningfully promote the proper function of the body, prevent or treat an Illness, Injury or disease. 

 

Covered Person is an Employee or Dependent who is covered under this Plan. 

 

Creditable Coverage includes most health coverage, such as coverage under National Health Care, Inc. and 

Affiliates Voluntary Employee Benefit Association Plan (including COBRA continuation coverage), HMO 

membership, an individual health insurance policy, Medicaid or Medicare, foreign Country’s Public Health 

coverage, or a State Children’s Health Insurance Plan (CHIP).  Creditable Coverage does not include coverage 

consisting solely of dental or vision benefits. 
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Custodial Care is care (including room and board needed to provide that care) that is given principally for 

personal hygiene or for assistance in daily activities and can, according to generally accepted medical 

standards, be performed by persons who have no medical training. Examples of Custodial Care are help in 

walking and getting out of bed; assistance in bathing, dressing, feeding; or supervision over medication that 

could normally be self-administered. 

 

Dental Care Provider includes a Dentist, Dental Hygienist, Physician or Nurse. 

 

Dental Hygienist is a person trained and licensed to perform dental hygiene services, such as prophylaxis 

(cleaning of teeth), under the direction of a licensed Dentist. 

 

Dentist is a person acting within the scope of his/her license, holding the degree of Doctor of Medicine (M.D.), 

Doctor of Dental Surgery (D.D.S.), or Doctor of Dental Medical (D.M.D.), and who is legally entitled to 

practice dentistry in all its branches under the laws of the state or jurisdiction where the services are rendered. 

 

Dependent includes your lawful spouse as defined by applicable state law and children.  Dependents also 

include spouses or children who are mentally and/or physically unable to care for themselves and they reside 

with the employee for more than half of the year. 

 

Diagnostic Tests/Charges are the Usual and Customary charges for X-ray and laboratory examinations made 

or ordered by a Physician in order to detect a medical condition. 

 

Disability (Disabled) is the inability to perform all the duties of the Covered Person’s occupation as the result 

of a non-occupational Illness or Injury.  For an unemployed Covered Person, Disability means the inability to 

perform the normal duties of a person of the same age and sex in good health. 

 

Durable Medical Equipment means equipment which (a) can withstand repeated use, (b) is primarily and 

customarily used to serve a medical purpose, (c) generally is not useful to a person in the absence of an Illness 

or Injury and (d) is appropriate for use in the home. 

 

Emergency Care is the service rendered for the sudden onset of a medical condition manifesting itself by 

acute symptoms of sufficient severity that the absence of immediate medical attention could reasonably result 

in: 

 Permanently placing the patient’s health in jeopardy. 

 Serious impairment to bodily functions. 

 Serious and permanent dysfunction of any bodily organ or part. 

 Sudden and unexpected onset of severe pain. 

 Other serious medical consequences. 

 

Heart attacks, poisoning, loss of consciousness, severe breathing difficulties, convulsions, and other 

acute conditions may be considered medical emergencies.  The symptoms and severity of the attack 

must require immediate medical care.  Medical emergencies do not include less acute medical 

conditions that your own Physician could treat during his regular hours. 

 

Employee means a person who is an Active, regular Employee of the Employer, regularly scheduled to work 

for the Employer in an Employee/Employer relationship. 

 

Employer is National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 
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Endodontic Treatment includes those procedures employed for the prevention and treatment of diseases of 

the dental pulp, pulp chamber, root canal and surrounding periapical structures. 

 

Enrollment Date is the first day of coverage or, if there is a Waiting Period, the first day of the Waiting Period 

or your date of hire. 

 

ERISA is the Employee Retirement Income Security Act of 1974, as Amended. 

 

Excluded Services are services not covered under the terms of the Plan. 

 

Experimental and/or Investigational means services, supplies, care and treatment which does not constitute 

accepted medical practice properly within the range of appropriate medical practice under the standards of 

the case and by the standards of a reasonably substantial, qualified, responsible, relevant segment of the 

medical community or government oversight agencies at the time services were rendered. 

 

The Plan Administrator must make an independent evaluation of the Experimental/non-Experimental 

standings of specific technologies.  The Plan Administrator shall be guided by a reasonable interpretation 

of Plan provisions.  The decisions shall be made in good faith and rendered following a detailed factual 

background investigation of the claim and the proposed treatment. The decision of the Plan Administrator 

will be final and binding on the Plan. The Plan Administrator will be guided by the following principles: 

 

1) if the drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug 

Administration and approval for marketing has not been given at the time the drug or device is 

furnished; or 

 

2) if the drug, device, medical treatment or procedure, or the patient informed consent document 

utilized with the drug, device, treatment or procedure, was reviewed and approved by the treating 

facility’s Institutional Review Board or other body serving a similar function, or if federal law 

requires such review or approval; or 
 

3) if Reliable Evidence shows that the drug, device, medical treatment or procedure is the subject of on-

going phase I or phase II clinical trials, is the research, Experimental, study or Investigational arm of 

on-going phase III clinical trials, or is otherwise under study to determine its maximum tolerated 

dose, its toxicity, its safety, its efficacy or its efficacy as compared with a standard means of 

treatment or diagnosis; or 
 

4) if Reliable Evidence shows that the prevailing opinion among experts regarding the drug, device, 

medical treatment or procedure is that further studies or clinical trials are necessary to determine its 

maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with a 

standard means of treatment or diagnosis. 
 

Drugs are considered Experimental if they are not commercially available for purchase and/or they 

are not approved by the Food and Drug Administration for general use. 

 

Family Unit is the covered Employee and the family members who are covered as Dependents under the Plan. 

 

General Anesthesia is an agent that is introduced into the body that produces a condition of loss of 

consciousness. 
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Generic Drug means a Prescription Drug that has the equivalency of the brand name drug with the same use 

and metabolic disintegration. This Plan will consider as a Generic Drug any Food and Drug Administration 

approved generic pharmaceutical dispensed according to the professional standards of a licensed pharmacist 

and clearly designated by the pharmacist as being generic. 

 

Genetic Information means information about genes, gene products and inherited characteristics that may 

derive from an individual or a family member. This includes information regarding carrier status and 

information derived from laboratory tests that identify mutations in specific genes or chromosomes, physical 

medical examinations, family histories and direct analysis of genes or chromosomes. 

 

Harmful Habit shall be the acquired habit, for purposes of this Plan, of thumb sucking, tongue thrusting or 

bruxism that causes damage to the teeth and/or periodontal support. 

 

Hazardous Pursuits involve or expose an individual to risk of a degree or nature not customarily undertaken 

in the course of the Employee’s customary occupation with the Employer or in the course of the class of 

leisure time activities commonly considered as not involving unusual or excessive risk.  For purposes of this 

Plan only, such activities may include the following:  hang gliding, sky diving, use of all terrain vehicles, 

outdoor rock climbing, motorcycle, automobile or speedboat racing, bungee jumping, ice climbing, ultra-light 

flying, river running, and extreme sports such as Motocross, SCUBA diving, wakeboarding and 

snowboarding. 

 

Health Care Provider includes a Physician, Practitioner, Nurse, Hospital, Mental Health Treatment Facility, 

Substance Abuse Treatment Facility, Partial Hospitalization Facility or Specialized Treatment Facility. 

 

HIPAA means the Health Insurance Portability and Accountability Act of 1996, as Amended. 

 

Home Health Care Agency is a public or private agency or organization, licensed and operated according to 

the law that specializes in providing medical care and treatment in the home.  The agency must have policies 

established by a professional group and at least one Physician and one registered graduate Nurse to supervise 

the services provided. 

 

Home Health Care Services and Supplies include: part-time or intermittent nursing care by or under the 

supervision of a registered Nurse (R.N.); part-time or intermittent home health aide services provided through a 

Home Health Care Agency (this does not include general housekeeping services); physical, occupational and 

speech therapy; medical supplies; and laboratory services by or on behalf of the Hospital. 

 

Hospice Agency/Facility is an organization where its main function is to provide Hospice Care Services and 

Supplies and it is licensed by the state in which it is located, if licensing is required. 

 

Hospice Care Plan is a Plan of terminal patient care that is established and conducted by a Hospice Agency 

and supervised by a Physician. 

 

Hospice Care Services and Supplies are those provided through a Hospice Agency and under a Hospice Care 

Plan and include Inpatient care in a Hospice Unit or other licensed facility, home care, and family counseling 

during the bereavement period. 

 

Hospice Unit is a facility or separate Hospital Unit that provides treatment under a Hospice Care Plan and 

admits at least two unrelated persons who are expected to die within six months. 
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Hospital is an institution which is engaged primarily in providing medical care and treatment of sick and 

injured persons on an Inpatient basis at the patient's expense and which fully meets these tests: it is accredited 

as a Hospital by the Joint Commission on Accreditation of Healthcare Organizations; it is approved by 

Medicare as a Hospital; it maintains Diagnostic and therapeutic facilities on the premises for surgical and 

medical diagnosis and treatment of sick and injured persons by or under the supervision of a staff of 

Physicians; it continuously provides on the premises 24-hour-a-day nursing services by or under the 

supervision of registered Nurses (R.N.s); and it is operated continuously with organized facilities for operative 

Surgery on the premises. 

 

Illness means a bodily disorder, disease, physical Sickness or Mental Disorder. Illness includes Pregnancy, 

childbirth, miscarriage or Complications of Pregnancy. 

 

Injury means an accidental physical Injury to the body caused by unexpected external means. 

 

Inpatient treatment is received in an approved facility during the period when charges are made for room and 

board. 

 

Intensive Care Unit is defined as a separate, clearly designated service area that is maintained within a 

Hospital solely for the care and treatment of patients who are critically ill. This also includes what is referred to 

as a "coronary care unit" or an "acute care unit." It has facilities for special nursing care not available in regular 

rooms and wards of the Hospital; special lifesaving equipment which is immediately available at all times; at 

least two beds for the accommodation of the critically ill; and at least one registered Nurse (R.N.) in continuous 

and constant attendance 24 hours a day. 

 

Legal Guardian means a person recognized by a court of law as having the duty of taking care of the person 

and managing the property and rights of a minor child. 

 

Legend Drugs are those drugs which cannot be purchased without a prescription written by a physician or 

dentist. 

 

Lifetime is a word that appears in this Plan in reference to benefit maximums and limitations. Lifetime is 

understood to mean while covered under this Plan. Under no circumstances does Lifetime mean during the 

Lifetime of the Covered Person. 

 

Medical Care Facility means a Hospital, a facility that treats one or more specific ailments or any type of 

Skilled Nursing Facility. 

 

Medical Emergency means a sudden onset of a condition with acute symptoms requiring immediate medical 

care and includes such conditions as heart attacks, cardiovascular accidents, poisonings, loss of consciousness 

or respiration, convulsions or other such acute medical conditions. 

 

Medical Necessity/Medically Necessary care and treatment is recommended or approved by a Physician; is 

consistent with the patient's condition or accepted standards of good medical practice; is medically proven to be 

effective treatment of the condition; is not performed mainly for the convenience of the patient or provider of 

medical services; is not conducted for research purposes; and is the most appropriate level of services which 

can be safely provided to the patient.  All of these criteria must be met; merely because a Physician 

recommends or approves certain care does not mean that it is Medically Necessary.  The Plan Administrator 

has the discretionary authority to decide whether care or treatment is Medically Necessary. 
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Medicare is the Health Insurance for the Aged and Disabled program under Title XVIII of the Social Security 

Act, as Amended. 

 

Morbid Obesity is a diagnosed condition in which the body weight exceeds the medically recommended 

weight for a person of the same height, age and mobility as the Covered Person, and the obesity poses to be or 

contributes toward a serious and/or life-threatening health condition. 

 

Newborns’ Act means the Newborns’ and Mothers’ Health Protection Act of 1996 (Newborns’ Act) as 

Amended. 

 

No-Fault Auto Insurance is the basic reparations provision of a law providing for payments without 

determining fault in connection with automobile accidents. 

 

Nurse is a person acting within the scope of his/her licensure and holding the degree of Registered Graduate 

Nurse (R.N.), Licensed Vocational Nurse (L.V.N.) or Licensed Practical Nurse (L.P.N.). 

 

Open Access is an employer-sponsored, open-access plan. The plan allows members to see any healthcare 

provider without out-of-network restrictions or penalties. The PHCS Practitioner only network is also available 

through this health plan in cases where providers have existing contracts with PHCS. All claims are paid at an 

in-network benefit level and members are only responsible for their deductible, co-payments and co-insurance 

amounts. 

 

Open Enrollment is the period of time during which you may enroll yourself and your eligible Dependents 

onto the Plan. 

 

Outpatient Care and/or Services is treatment including services, supplies and medicines provided and used at 

a Hospital under the direction of a Physician to a person not admitted as a registered bed patient; or services 

rendered in a Physician's office, laboratory or X-ray facility, an Ambulatory Surgical Center, or the patient's 

home. 

 

PPACA is the Patient Protection and Affordable Care Act. 

 

Palliative Emergency Treatment is an Emergency dental procedure performed to temporarily alleviate or 

relieve acute pain or distress but that does not necessarily affect a definite cure. 

 

Partial Hospitalization Treatment Facility is a public or private facility, licensed and operated according to 

the law that provides intensive therapy daily by a Physician and licensed mutual Health Care Providers.  The 

facility must prepare and maintain a written plan of treatment for each patient that is approved and periodically 

reviewed by a Physician.  No room and board charges are incurred and this facility does not provide a place for 

rest, the aged or convalescent care. 

 

Partial Hospitalization is a distinct and organized intensive ambulatory treatment service, less than 24-hour 

daily care specifically designed for the diagnosis and active treatment of a mental health disorder when there is 

a reasonable expectation for improvement or to maintain the individual’s functional level and to prevent relapse 

or Hospitalization.  Partial Hospitalization programs must provide Diagnostic services; services of social 

workers; psychiatric Nurses and staff trained to work with psychiatric patients; individual, group and family 

therapies; activities and occupational therapies; patient education; and chemotherapy and biological treatment 

interventions for therapeutic purposes. 
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Pharmacy means a licensed establishment where covered Prescription Drugs are filled and dispensed by a 

pharmacist licensed under the laws of the state where he or she practices. 

 

Physically or Mentally Challenged is the inability of a person to be self-sufficient as the result of a condition 

such as but not limited to mental retardation, cerebral palsy, epilepsy or another neurological disorder and 

diagnosed by a Physician as a permanent and continuing condition preventing the individual from being self-

sufficient. 

 

Physician means a Doctor of Medicine (M.D.), Doctor of Osteopathy (D.O.), Doctor of Dental Surgery 

(D.D.S.), Doctor of Podiatry (D.P.M.), Doctor of Chiropractic (D.C.), Audiologist, Certified Nurse Anesthetist, 

Licensed Professional Counselor, Licensed Professional Physical Therapist, Midwife, Occupational Therapist, 

Optometrist (O.D.), Physiotherapist, Psychiatrist, Psychologist (Ph.D.), Speech Language Pathologist and any 

other Practitioner of the healing arts who is licensed and regulated by a state or federal agency and is acting 

within the scope of his or her license. 

 

Plan means National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan, which is a 

benefits plan for certain Employees of National Health Care, Inc. and Affiliates Voluntary Employee Benefit 

Association Plan and is described in this document. 

 

Plan Administrator is the person or entity responsible for keeping an employee benefit plan in compliance 

and managing the plan for the exclusive benefit of participants and beneficiaries. 

 

Plan Participant is any Employee or Dependent who is covered under this Plan. 

 

Plan Sponsor is National Health Care, Inc. and Affiliates Voluntary Employee Benefit Association Plan 

 

Plan Year is the 12-month period beginning on either the effective date of the Plan or on the day following the 

end of the first Plan Year that is a short Plan Year. 

 

Practitioner is a person or other entity licensed where required and performing services within the scope of 

such license.  The covered Practitioners include, but are not limited to: 

 

Acupuncturist Nutritionist/Dietician 

Certified Nurse Midwife (C.N.M.) Optician 

Certified Registered Nurse Anesthetist (C.R.N.A.) Psychologist (Ph.D., Ed.D., Psy D.) 

Chiropractor Physician’s Assistant 

Doctor of Social Work (D.S.W.) Registered Occupational Therapist 

Licensed Clinical Social Worker (L.C.S.W.) Registered Physical Therapist (R.P.T.) 

Master of Social Work (M.S.W.) Registered Respiratory Therapist 

Nurse Practitioner Registered Speech Therapist 

 

 

Pregnancy is childbirth and conditions associated with Pregnancy, including complications. 

 

Prescription Drug means any of the following: a Food and Drug Administration-approved drug or medicine 

which, under federal law, is required to bear the legend: "Caution: federal law prohibits dispensing without 

prescription"; injectable insulin; hypodermic needles or syringes, but only when dispensed upon a written 

prescription of a licensed Physician. Such drug must be Medically Necessary in the treatment of a Sickness or 

Injury. 
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Qualified Individual (for Clinical Trials) is defined under the law an individual who is enrolled or 

participating in a health plan or coverage and who is eligible to participate in an approved clinical trial 

according to the trial protocol with respect to treatment of cancer or another life-threatening disease or 

condition.  To be a qualified individual, there is an additional requirement that a determination be made that the 

individual’s participation is the approved clinical trial is appropriate to treat the disease or condition.  That 

determination can be made based on the referring health care professional’s conclusion or based on the 

provision of medical and scientific information by the individual. 

 

Qualified Medical Child Support Order (QMCSO) is a judgment or decree by a court of “competent 

jurisdiction” or order issued through an administrative process established under state law that has the force 

and effect of state law that requires a group Employee benefit plan to provide coverage to the children of a Plan 

Participant, pursuant to a state domestic relations law.  The child is termed an “alternate recipient.”  A person 

who is an alternative recipient under a QMCSO shall be considered a beneficiary under the Plan and is defined 

to mean any child of a participant who is recognized under a medical child support order as having a right to 

enrollment under a group Employee benefit plan with respect to the same participant.  The medical child 

support order must meet four requirements in order to be considered “qualified.”  These include: 

 

1. The name and last known mailing address of the participant and each alternate recipient. 

2. A “reasonable description” of the type of coverage or benefits provided by the Plan to each 

alternate recipient. 

3. The period of time to which the order applies. 

4. The identification of each plan to which the order applies. 

 

The order cannot require the Plan to provide any benefits not currently being provided under the 

Plan. 

 

Re-Enrollment Period is the period during which you may terminate coverage for yourself or your covered 

Dependents. 

 

Reference Based Reimbursement Program (RBR) is a medical claim pricing program designed to eliminate 

the need for a Preferred Provider Organization, or PPO. Traditional PPOs restrict the members to specific 

facilities, which can lead to financial penalties or higher out of pocket costs.  RBR does not have restrictions on 

the facilities members may use and has a specific schedule that is outlined on the member ID card. 

 

Restorative Dentistry refers to services that deal with restoration of fractured, chipped, abnormally formed or 

carious teeth. 

 

Sickness is a person's Illness, disease or Pregnancy (including complications). 

 

Significant Break in Coverage means a period of 63 consecutive days during all of which the individual 

does not have any Creditable Coverage, except that a waiting period is not taken into account in determining 

a Significant Break in Coverage. 

 

Skilled Nursing Facility is a facility that fully meets all of these tests: 

 

1. It is licensed to provide professional nursing services on an Inpatient basis to persons convalescing 

from Injury or Sickness. The service must be rendered by a registered Nurse (R.N.) or by a licensed 
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practical Nurse (L.P.N.) under the direction of a registered Nurse. Services to help restore patients to 

self-care in essential daily living activities must be provided. 

2. Its services are provided for compensation and under the full-time supervision of a Physician. 

3. It provides 24 hour per day nursing services by licensed Nurses, under the direction of a full-time 

registered Nurse. 

4. It maintains a complete medical record on each patient. 

5. It has an effective utilization review Plan. 

6. It is not, other than incidentally, a place for rest, the aged, drug addicts, alcoholics, mental retardates, 

Custodial or educational care or care of Mental Disorders. 

7. It is approved and licensed by Medicare. 

 

This term also applies to charges incurred in a facility referring to itself as an extended care facility, 

convalescent nursing home, rehabilitation Hospital or any other similar nomenclature. 

 

Specialized Treatment Facility as the term relates to this Plan includes Birthing Centers, Ambulatory Surgical 

Facilities, Hospice Facilities, or Skilled Nursing Facilities, as those terms are specifically defined. 

 

Substance Abuse Treatment Facility is a public or private facility, licensed and operated according to the law 

that provides a program for diagnosis, evaluation and effective treatment of substance abuse, detoxification 

services, and professional nursing care provided by licensed Nurses who are directed by a full-time R.N.  The 

facility must have a Physician on staff or on call. The facility must also prepare and maintain a written plan of 

treatment for each patient based on medical, psychological, and social needs. 

 

Surgery is any operative or Diagnostic procedure performed in the treatment of an Injury or Illness by 

instrument or cutting procedure through any natural body opening or incision. 

 

Temporomandibular Joint (TMJ) syndrome is the treatment of jaw joint disorders including conditions of 

structures linking the jawbone and skull and the complex of muscles, nerves and other tissues related to the 

Temporomandibular Joint. Care and treatment shall include, but are not limited to orthodontics, crowns, inlays,  

physical therapy and any appliance that is attached to or rests on the teeth. 

 

Urgent Care Facility is a public or private facility, licensed and operated according to the law that provides 

immediate care in the case of a Medical Emergency or Injury.  Treatment must be administered under the 

supervision of a recognized Physician or Nurse as defined in this Plan and the facility must maintain 

relationships with an available pool of specialists for consultation and treatment when necessary.  The facility 

cannot provide any Inpatient treatment or as a private practice. 

 

USERRA means the Regulations under the Uniformed Services Employment and Reemployment  

Rights Act of 1994, as Amended. 

 

WHCRA means The Women’s Health and Cancer Rights Act (WHCRA) of 1998, as Amended. 
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SIGNATURE PAGE 
 

BY THIS AGREEMENT, National Health Care, Inc. and Affiliates Voluntary Employee Benefit 

Association Plan is hereby adopted as shown in this Plan Document effective April 1, 2020. 

 

IN WITNESS WHEREOF, this instrument is executed for National Health Care, Inc. and Affiliates 

Voluntary Employee Benefit Association Plan on or as of the day and year first below written. 

 

 

By ________________________________  

NATIONAL HEALTH CARE, INC. AND AFFILIATES VOLUNTARY EMPLOYEE BENEFIT 

ASSOCIATION PLAN 

 

Date _______________________________  

 

 

Witness ____________________________  

 

Date _______________________________  

 

 


