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CALIFORNIA SCHOOLS VOLUNTARY EMPLOYEES BENEFITS ASSOCIATION 

GROUP HEALTH BENEFIT PLAN 

SUMMARY OF BENEFITS 

INTRODUCTION 

This Group Health Benefit Plan is a combination of benefits from: 

�x The Medical Benefit Plan (health coverage)

The purpose of this document is to provide You and Your covered Dependents, if any, w



PLAN INFORMATION



Plan’s  Fiscal  Year January 1 through December 31 

Complian ce It is intended that this Plan comply with all applicable laws. 



MEDICAL SCHEDULE OF BENEFITS  

Benefit Plan (s) 005 

All health benefits shown on this Schedule of Benefits are subject to the following: Deductibles, Co-pays, 
Plan Participation rates, and out-of-pocket maximums, if any. Refer to the Out-of-Pocket Expenses and 
Maximums section of this SPD for more details. 

Benefits li sted in this Schedule of Benefits are subject to all provisions of the Plan, including any 
benefit determination based on an evaluation of medical facts and covered benefits. Refer to the 
Covered Medical Benefits and General Exclusions sections of this SPD for more details. 

Important: Prior authorization may be required before benefits will be considered for payment. Failure to 
obtain prior authorization may result in a penalty or increased out-of-pocket costs. Refer to the UMR 
CARE section of this SPD for a description of these services and prior authorization procedures. 

Note: Refer to the Provider Network section for clarifications and possible exceptions to the in-network or 
out-of-network classifications. 

If a benefit max



TIER 1 TIER 2 TIER 3 
Acupuncture Treatment:  
�x Co-pay Per Visit
�x Paid By Plan After Deductible

$30 
100% 

(Deductible 
Waived) 

$30 
100% 

(Deductible 
Waived) 

Not Applicable 
50% 

Note: Medical Necessity Will Be Reviewed After 30 
Visits.  
Ambulance Transportation:  
�x Paid By Plan After Deductible 80% 80% 

(After Tier 1 
Deductible) 

80% 

Breast Pumps:  
�x Paid By Plan 100% 

(Deductible 
Waived) 

100% 
(Deductible 

Waived) 



TIER 1 TIER 2 TIER 3 
COVID-19 Treatment:  

Emergency COVID -





TIER 1 TIER 2 TIER 3 
Independent Lab Charges:  
�x Paid By Plan After 



TIER 1 TIER 2 TIER 3 



TIER 1 TIER 2 TIER 3 
Specialist Visit:  
�x Co-pay Per Visit
�x Paid By Plan After Deductible

$50 
100% 

(Deductible 
Waived) 

Not Applicable 
80% 

Not Applicable 
50% 

The Co-pays Will Not Apply To:  
�¾ Independent  Lab
�¾ Services Billed By Radiologist Or

Pathologist Including Independent
Radiology Facility (Freestanding Radiology
Facility)

Physician Office Services:  



TIER 1 TIER 2 TIER 3 
Post Cognitive Therapy:  

Inpatient Hospital:  
�x Paid By Plan After Deductible 80% 80% 

(After Tier 1 
50% 

Deductible) 

Outpatient Hospital:  
�x Co-pay Per Visit $30 $30 Not Applicable 
�x Paid By Plan After Deductible 100% 

(Deductible 
100% 

(Deductible 
50% 

Waived) Waived) 



TIER 1 TIER 2 TIER 3 



TIER 1 TIER 2 TIER 3 
Prosthetic Devices:  
�x Paid By Plan After Deductible 80% 80% 

(After Tier 1 
Deductible) 

50% 

Sterilizations:  

For Men:  
�x Paid By Plan After Deductible

For Women:  
�x Paid By Plan

80% 

100% 
(Deductible 

Waived) 

80% 

100% 
(Deductible 

Waived) 

50% 

No Benefit 

Teladoc  Services:  

General  Medicine:  
�x Co-pay Per Occurrence
�x Paid By Plan

Dermatology:  
�x Co-pay Per Occurrence
�x Paid By Plan

Behavioral Health:  
�x Co-pay Per Occurrence
�x Paid By Plan

Note: Multiple Co -pays Apply When Multiple 
Claims Are Billed On The Same Date Of Service.  

$25 
100% 

(Deductible Waived) 

$25 
100% 

(Deductible Waived) 

$25 
100% 

(Deductible Waived) 

Temporomandibular Joint Disorder Benefits:  
�x Paid By Plan After Deductible 80% 80% 50% 
Therapy Services:  
�x Co-pay Per Visit
�x Paid By Plan After Deductible

Note: Medical Necessity Will Be Reviewed After 30 
Visits.  

$30 
100% 

(Deductible 
Waived) 

$30 
100% 

(Deductible 
Waived) 

Not Applicable 
50% 

Vision Care Benefits:  

Eye Exam:  
�x Maximum Exams Every 2 Years
�x Co-pay Per Exam
�x Paid By Plan

No Benefit 

1 Exam 
$30 

100% 



TIER 1 TIER 2 TIER 3 



TRANSPLANT SCHEDULE OF BENEFITS





The following will not be used to meet the out-of-pocket maximums: 

�x Penalties, legal fees and interest charged by a provider.
�x Expenses for excluded services.
�x Any charges above the limits specified elsewhere in this document.
�x Pharmacy Co-pays and Plan Participation amounts for Prescription benefits.
�x Any amounts over the Usual and Customary amount, Negotiated Rate or established fee schedule

that this Plan pays.

The eligible out-of-pocket expenses that the Covered Person Incurs at all benefit levels (whether Incurred 
at an in-network or out-of-network provider) will be used to satisfy the total out-of-pocket maximum. 

NO FORGIVENESS OF OUT-OF-POCKET EXPENSES 

The Covered Person is required to pay the out-of-pocket expenses (including Deductibles, Co-pays or 
required Plan Participation) under the terms of this Plan. The requirement that You and Your 
Dependent(s) pay the applicable out-of-pocket expenses cannot be waived by a provider under any “fee 
forgiveness”, “not out-of-pocket” or similar arrangement. If a provider waives the required out-of-pocket 
expenses, the Covered Person’s claim may be denied and the Covered Person will be responsible for 
payment of the entire claim. The claim(s) may be reconsidered if the Covered Person provides 
satisfactory proof that he or she paid the out-of-pocket expenses under the terms of this Plan. 

Revision Date 11/09/22 -17- 7670-00-414102

______________________________________________________________________________________



ELIGIBILITY AND ENROLLMENT  

ELIGIBILITY AND ENROLLMENT PROCEDURES  

You are responsible for enrolling in the manner and form prescribed by Your employer. The Plan’s 
eligibility and enrollment procedures include administrative safeguards and processes designed to ensure 
and verify that eligibility and enrollment determinations are made in accordance with the Plan. From time 
to time, the Plan may request documentation from You or Your Dependents in order to make 
determinations for continuing eligibility. The coverage choices that will be offered to You will be the same 
choices offered to other similarly situated Employees. 

ELIGIBILITY REQUIREMENTS  

An eligible Employee is a person who is classified by the employer on both payroll and personnel 
records as an Employee, but for purposes of this Plan, it does not include the following classifications of 
workers except as determined by the employer in its sole discretion: 

�x Leased Employees.
�x Independent Contractors as defined in this Plan.
�x Consultants who are paid on other than a regular wage or salary basis by the employer.
�x Members of the employer’s Board of Directors, owners, partners, or officers, unless engaged in the

conduct of the business on a full-time, regular basis.

For purposes of this Plan, eligibility requirements are used only to determine a person’s initial eligibility for 
coverage under this Plan. An Employee may retain eligibility for coverage under this Plan if the 
Employee is temporarily absent on an approved leave  is  is th full



�x Your Domestic Partner, as long as he or she meets the definition of Domestic Partner as stated in
the Glossary of Terms, and the person is not covered as an Employee under this Plan. When a
person no longer meets the definition of Domestic Partner, that person no longer qualifies as Your
Dependent.

�x A Dependent Child until the Child reaches his or her 26th birthday. The term “Child ”
includes the following Dependents:

�¾ A natural biological Child;
�¾ A stepchild;
�¾ A legally adopted Child or a Child legally Placed for Adoption as granted by action of a

federal, state, or local governmental agency responsible for adoption administration or a court
of law if the Child has not attained age 26 as of the date of such placement;

�¾ A Child under Your (or Your spouse's or Domestic Partner's) Legal Guardianship as ordered by
a court;

�¾ A Child who is considered an alternate recipient under a Qualified Medical Child Support Order
(QMCSO);

�¾ A Child of a Domestic Partner.

�x A Dependent does not include the following:

�¾ A foster Child;
�¾ A grandchild;
�¾ A Dependent Child if the Child is covered as a Dependent of another Employee at this

company;
�¾ Any other relative or individual unless explicitly covered by this Plan.

Note: An Employee must be covered under this Plan in order for Dependents to qualify for and obtain 
coverage. 

Eligibility Criteria: To be an eligible Totally Disabled Dependent Child, a Totally Disabled Dependent 
Child age 26 or over must be dependent upon the Employee for more than 50 percent of his or her 
support and maintenance. This financial requirement does not apply to Children who are enrolled in 





A contribution will be charged from the first day of coverage for the Dependent if an additional contribution 
is required. In no event will Your Dependent be covered prior to the day Your coverage begins. 



SPECIAL ENROLLMENT PROVI SION 
Under the Health Insurance Portability and Accountability Act 

This Plan gives each eligible person special enrollment rights if the person experiences a loss of other 
health coverage or a change in family status as explained below. The coverage choices that will be 
offered to You will be the same choices offered to other similarly situated Employees. 

LOSS OF HEALTH COVERAGE  

You and Your Dependents may have a special opportunity to enroll for coverage under this Plan if You 
experience a loss of other health coverage. 

In order for You to be eligible for special enrollment rights, You must meet the following conditions: 

�x You and/or Your Dependents were covered under a group health plan or health insurance policy at
the time coverage under this Plan was offered; and

�x You and/or Your Dependents stated in writing that You declined coverage due to coverage under
another group health plan or health insurance policy; and��

�x The coverage under the other group health plan or health insurance policy was:

�¾ COBRA continuation coverage and that coverage was exhausted; or
�¾ Terminated because the person was no longer eligible for coverage under the terms of that

plan or policy; or
�¾ Terminated and no substitute coverage was offered; or
�¾ No longer receiving any monetary contribution toward the premium from the employer.

You or Your Dependent must request and apply for coverage under this Plan as determined by Your 
employer. 

You and/or Your Dependents were covered under a Medicaid plan or state child health plan and 
coverage for You or Your Dependents was terminated due to loss of eligibility. You must request 
coverage under this Plan within 60 days after the date of termination of such coverage. 

You or Your Dependents may not enroll for health coverage under this Plan due to loss of health 
coverage under the following conditions: 

�x Coverage was terminated 



CHANGE IN FAMILY STATUS  

Current Employees and their Dependents, COBRA Qualified Beneficiaries, and other eligible persons 
have special opportunities to enroll for coverage under this Plan if they experience changes in family 
status. 

If a person becomes an eligible Dependent through marriage, attestation of Domestic Partnership, birth, 
adoption or Placement for Adoption, the Employee, spouse, and newly acquired Dependent(s) who are 
not already enrolled may enroll for health coverage under this Plan during a special enrollment period. 
The Employee must request and apply for coverage within days of the marriage, attestation of Domestic 
Partnership, birth, adoption, or Placement for Adoption as determined by Your employer. 

EFFECTIVE DATE OF COVERAGE UNDER SPECIAL ENROLLMENT PROVISION  

If an eligible person properly applies for coverage during this special enrollment period, the coverage will 
become effective as follows: 

�x In the case of marriage, on the date determined by Your employer (note that eligible individuals
must submit their enrollment forms prior to the Effective Dates of coverage in order for salary
reductions to have preferred tax treatment from the date coverage begins);or

�x In the case of a Dependent's birth, on the date of such birth; or

�x In the case of a Dependent's adoption, the date of such adoption or Placement for Adoption; or

�x In the case of eligibility for premium assistance under a state’s Medicaid plan or state child health
plan, on the date determined by Your employer; or

�x In the case of loss of coverage, on the date determined by Your employer.

RELATION TO SECTION 125 CAFETERIA PLAN  



TERMINATION 

For information about continuing coverage, refer to the COBRA Continuation of Coverage section of this 
SPD. 

EMPLOYEE’S COVERAGE 

Your coverage under this Plan will end on the earliest of: 

�x The end of the period for which Your last contribution is made if You fail to make any required
contribution toward the cost of coverage when due; or

�x The date this Plan is canceled; or

�x The date coverage for Your benefit class is canceled; or

�x The last day of the month in which You tell the Plan to cancel Your coverage if You are voluntarily
canceling it while remaining eligible because of a change in status, because of special enrollment
or at annual open enrollment periods; or

�x The end of the stability period in which You became a member of a non-covered class, as
determined by the emp



�x The last day of the month in which Your Dependent Child no longer satisfies a required eligibility
criterion listed in the Eligibility and Enrollment section; or

�x The date Dependent coverage is no longer offered under this Plan; or

�x The last day of the month in which You tell the Plan to cancel Your Dependent's coverage if You
are voluntarily canceling it while remaining eligible because of a change in status, because of
special enrollment, or at annual open enrollment periods; or

�x The last day of the month in which the Dependent becomes covered as an Employee under this
Plan; or

�x The date 





(There are two ways in which this 18-month period of COBRA continuation coverage may be extended. 
See the section below entitled “The Right to Extend the Length of COBRA Continuation Coverage” for 
more information.) 

The spouse of an Employee will become a Qualified Beneficiary if he or she loses coverage under the 
Plan because any one of the following Qualifying Events happens: 

Qualifying Event  Length of Continuation  

�x The Employee dies
�x The Employee’s hours of employment are reduced

�x The Employee’s employment ends for any reason other than his or her��
gross misconduct

�x The Employee becomes entitled to Medicare benefits (under Part A,��Part 
B, or both) 

�x The Employee and spouse become divorced or legally separated 

up to 36 months 
up to 18 months 
up to 18 months 

up to 36 months 

up to 36 months

The Dependent Children of an Employee will become Qualified Beneficiaries if they lose coverage under 
the Plan because any one of the following Qualifying Events happens: 

Qualifying Event of8.08 351 1a0ns:







In addition, written notice to the COBRA administrator is required within 30 calendar days of the date any 
one of the following events occurs: 

�x The Qualified Beneficiary marries. Refer to the Special Enrollment Provision section of this SPD for
additional information regarding special enrollment rights.

�x A Child is born to, adopted by, or Placed for Adoption by a Qualified Beneficiary. Refer to the
Special Enrollment Provision section of this SPD for additional information regarding special
enrollment rights.

�x A final determination is made by the Social Security Administration that a disabled Qualified
Beneficiary is no longer disabled.

�x Any Qualified Beneficiary becomes covered by another group health plan or enrolls in Medicare
Part A or Part B.��

Additionally, if the COBRA administrator or the Plan Administrator requests additional information 
from the Qualified Beneficiary, the Qualified Beneficiary must provide the requested information in the 
timeframe outlined in the request document. 

LENGTH OF CONTINUATIONCOVERAGE 

COBRA coverage is available up to the maximum periods described below, subject to all COBRA 
regulations and the conditions of this Summary of Benefits: 

�x For Employees and Dependents: 



The 





Qualifying Event means Loss of Coverage due to one of the following:  

�x The death of the covered Employee.

�x Voluntary or involuntary termination of the covered Employee’s employment (other than for
gross misconduct).

�x A reduction in work hours of the covered Employee.

�x Divorce or legal separation of the covered Employee from the Employee’s spouse. (Also, if an
Employee terminates coverage for his or her spouse in anticipation of a divorce or legal separation,
and a divorce or legal separation later occurs, then the later divorce or legal separation may be
considered a Qualifying Event even though the ex-spouse lost coverage earlier. If the ex-spouse



UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994  

INTRODUCTION 

Employers are required to offer COBRA-



PROTECTION FROM BALANCE BILLING  

This section is to be interpreted in accordance with the No Surprises Act, as amended. Covered health 
care services that are subject to the No Surprises Act requirements will be reimbursed according to this 
section. Retiree-only plans are not subject to the Protection from Balance Billing requirements. 

Emergency health care services provided by an Out-of-Network provider will be reimbursed as set forth 
under Allowed Amounts below. 

Covered health care services provided at certain network facilities by Out-of-Network Physicians, when 
not Emergency health care services, will be reimbursed as set forth under Allowed Amounts below. For 
these covered health care services, the term “certain network facility” is limited to a Hospital, a Hospital 
Outpatient department, a critical access Hospital, an ambulatory surgical center, and any other facility 
specified by the Secretary of Health and Human Services. 

Air Ambulance Transportation provided by an Out-of-Network provider will be reimbursed as set forth 
under Allowed Amounts below. 

ALLOWED A MOUNTS 

For covered health care services that are Ancillary Services received at certain network facilities on a 
non-Emerge



OUT-OF-NETWORK BENEFITS 

When covered health care services are received from an Out-of-Network provider as described below, 
allowed amounts are determined as follows: 

�x For non-Emergency covered health care services received at certain network facilities from Out-of-
Network Physicians when such services are either Ancillary Services or non-Ancillary Services that
have not satisfied the notice and consent criteria of section 2799B-2(d) of the Public Service Act with
respect to a visit as defined by the Secretary of Health and Human Services, the allowed amount is
based on one of the following, in the order listed as applicable:
�¾ The reimbursement rate as determined by a state All Payer Model Agreement.
�¾ he reimbursement rate as determined by state law.
�¾ The initial payment made by the claims administrator, or the amount subsequently agreed to by

the Out-of-Network provider and the claims administrator.
�¾ The amount determined by Independent Dispute Resolution (IDR).





Provider Directory Information  
 

Each covered Employee, COBRA participant, and Child or guardian of a Child who is considered an 
alternate recipient under a Qualified Medical Child Support Order will automatically be given or 
electronically provided a separate document, at no cost, that lists the participating Network providers for 
this Plan. The Employee should share this document with other covered individuals in his or her 
household. If a covered spouse or Dependent wants a separate provider list, he or she may make a 
written request to the Plan Administrator. The Plan Administrator may make a reasonable charge to 
cover the cost of furnishing complete copies to the spouse or other covered Dependents. 

 
 

CONTINUITY OF CARE 
 

You or Your Dependents have the option of requesting extended care from Your current health care 
provider or facility if the provider or facility is no longer working with Your health Plan and is no longer 
considered In-Network. 

 
The In-Network benefit level may continue for up to 90 days or until You no longer meet the criteria 
below, whichever is earlier, despite the fact that these expenses are no longer considered In-Network due 
to provider or facility termination from the Network. In order to be eligible, You or Your Dependents must 
have been, and must continue to be, under a treatment plan by a provider or facility who was a member 
of the participating Network. You must also be one of the following: 

 
�x An individual undergoing a course of treatment for a serious and complex condition that is either: 

�¾ An acute Illness, meaning a condition serious enough to require specialized medical





10. Breast  Pumps  and related supplies. Benefits for breast pumps include the lesser cost
of purchasing or renting one breast pump per pregnancy in conjunction with childbirth.

11. Breast Reductions if Medica lly Necessary.

12. Breastfeeding Support, Supplies, and Counseling in conjunction with each birth. The Plan also
covers comprehensive lactation support and counseling by a trained provider during pregnancy and
in the postpartum period.

13. Cardiac  Pulmonary  Rehabilitation  when Medically Necessary when needed as a result of an



�x Removal of all teeth at an Inpatient or Outpatient Hospital or dentist's office 



�x Treatment of any condition resulting from weak, strained, flat, unstable, or unbalanced feet
when surgery is performed.

�x Treatment of



Qualified pastoral counselor, Qualified psychologist, Qualified psychiatrist, or other Qualified 
Provider, if applicable. 

The Covered Person must be Terminally Ill with an anticipated life expectancy of about six months. 
However, services are not limited to a maximum of six months if continued Hospice Care is deemed 
appropriate by the Physician, up to the maximum hospice benefits available under the Plan. 

Note: EAP Vendor is Optum EAP. Customer Service Phone Number: 888-625-4809. 

������ Hospital Services (Including Inpatient Services, Surgical Centers, and Inpatient Birthing
Centers). The following services are 



42. Maternity Benefits 





61. Prosthetic  Devices.  The initial purchase, fitting, repair and replacement of fitted prosthetic devices
(artificial body parts, including limbs, eyes and larynx) that replace body parts. Benefits may be
payable for subsequent repairs or replacement only if required:

�x Due to the growth or development of a Dependent Child; or
�x When necessary because of a change in the Covered Person’s physical condition; or
�x Because of deterioration caused from normal wear and tear.

The repair or replacement must also be recommended by the attending Physician. In all cases, 
repairs or replacement due to abuse or misuse, as determined by the Plan, are not covered and 
replacement is subject to prior approval by the Plan. 

62. Qualifying  Clinical  Trials  as defined below, including routine patient care costs Incurred during
participation in a Qualifying Clinical Trial for the treatment of:

�x Cancer or other Life-Threatening Disease or Condition. For purposes of this benefit, a Life-
Threatening Disease or Condition is one from which the likelihood of death is probable unless
the course of the disease or condition is interrupted.

Benefits include the reasonable and necessary items and services used to prevent, diagnose, and 
treat complications arising from participation in a Qualifying Clinical Trial. 

Benefits are available only when the Covered Person is clinically eligible for participation in the 



�¾ Centers for Medicare and Medicaid Services(CMS);
�¾ A cooperative group or center of any of the entities described above or 





The Plan allows coverage for medical charges and occupational and physical therapy and/or 
Habilitative Services for Developmental Delays due to Accidents or Illnesses such as Bell’s palsy, 
CVA (stroke), apraxia, cleft palate/lip, recurrent/chronic otitis media, vocal cord nodules, Down’s 
syndrome, and cerebral palsy when performed by a Qualified Provider. 

79. Tobacco  Addiction:  Preventive / Routine Care as required by applicable law and diagnoses,
services, treatment, and supplies related to addiction to or dependency on nicotine.

80. Transplant  Services.  (Refer to the Transplant Benefits section of this SPD.)

81. Urgent Care  Facility  as shown in the Schedule of Benefits of this SPD.

82. Vision Care Services. (Refer to Vision Care section of this SPD.)

83. Walk -In Retail  Health  Clinics:  Charges associated with medical services provided at Walk-In
Retail Health Clinics.

84. Wigs  (Cranial  Prostheses),  Toupeli1f Td (i)--8.4 (,)]TJ
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TELADOC SERVICES 

Note: Teladoc Services described below are subject to state availability. Access to telephonic or video 
based consultations may be restricted in some states. 

This Plan has a special benefit allowing Covered Persons of all ages to receive telephone or web-based 
video consultations with Physicians for routine primary medical diagnoses. 

Teladoc may be used: 

�x When immediate care is needed.
�x When considering the ER or Urgent Care center for non-Emergencyissues.
�x When You are on vacation or on a business trip.

Teladoc can provide care for the following types of conditions: 

�x General medicine, including, but not limited to:
�¾ Colds and flu
�¾ Allergies
�¾ Bronchitis
�¾ Pink eye
�¾ Upper respiratory infections

�x A refill of a recurring Prescription.
�x Pediatric care.
�x Non-Emergency medical assistance.

In order to obtain this benefit, a Covered Person must complete a medical history disclosure form that will 
serve as an electronic medical record for consulting Physicians. This form can be completed via the 
Teladoc website, via the call center, or via the Teladoc mobile app. Once enrolled, a Covered Person 
may phone 1-800-TELADOC (1-800-835-2362) and request a consultation with a Physician. A Physician 
will then return the Covered Person’s phone call. If a Covered Person requests a web-based video 
consultation, the consultation will be scheduled and an appointment reminder notification will be sent prior 
to the appointed time. If necessary, the Physician will write a Prescription. The Prescription will be called 
in to a pharmacy of the Covered Person’s choice. Benefits for this service are shown in the Schedule of 
Benefits. 

Teladoc does not guarantee that every consultation will result in a Prescription. Medications are 
prescribed at the Physician’s discretion based on the symptoms reported at the time of the consultation. 
A Covered Person has 72 hours after his or her consultation to call Teladoc with any clarification 



Dermatology Services Program  

In addition to receiving care for general medical conditions, Covered Persons may receive access to 
dermatology services, as described below. 

Dermatologists provide dermatology consultations to Covered Persons through an online message center 
using store-and-forward technology in the dermatology service area. The dermatology program offers 
Covered Persons the ability to upload photographs of their dermatological conditions to licensed 
dermatologists, who provide treatment and prescription medication, when appropriate. The 
dermatologists are selected and engaged to provide dermatological assessments in accordance with 
standard dermatology protocols and guidelines that are tailored to the telehealth industry. 

In order to receive dermatology consultations, the Covered Person must have completed Teladoc’s 
requirement for access to the general medicine program, including the medical history disclosure form. 
The Covered Person must also complete a comprehensive Dermatology Intake Form prior to receiving a 
dermatology consultation. The Dermatology Intake Form consists of a Dermatology History section and 
an intake form for the condition for which the Covered Person is seeking treatment describing the area of 
concern. This medical history and intake form may be completed either online or by telephone with a 
designated dermatology representative. Additionally, the Covered Person must upload at least three 
images of his or her condition prior to communicating with a dermatologist. If the Covered Person fails to 
complete the Dermatology Intake Form or upload the required number of images, the Covered Person 
will not have access to the dermatologists. 

Covered Persons will be allowed to request more than one dermatology consultation at any given time. 
Dermatology consultations are not intended to be provided in Emergency situations. 

Initial Consultation: The Covered Person will be required to upload a minimum of three images and a 
maximum of five images for the dermatologist to review. A dermatologist will respond to the Covered 
Person’s consultation submission via the Teladoc Message Center within two business days of such 
submission. The dermatologist will either: 

�x determine that no additional information is required and provide a diagnosis and prescription, if
appropriate; or

�x request additional information from the Covered Person before making adiagnosis.

Covered Person Follow-Up: The Covered Person will have seven days after diagnosis to respond to the 
dermatologist with follow-up questions via the message center. The Covered Person will be able to 
respond only once and may upload up to five additional images in the response. The Covered Person will 
not be charged for a one-time follow-up. 



Behavioral Health Consultations: In order for a Covered Person to receive a behavioral health 
consultation under this program, the Covered Person must complete a Medical History Disclosure and an 
assessment that is specific to the Behavioral Health Program. This disclosure may be completed either 
online or by telephone with a designated Behavioral Health Program representative. In addition, the 
Covered Person must also agree to Teladoc’s Informed Patient Consent and Release Form confirming an 
understanding that the behavioral health Provider is not obligated to accept the Covered Person as a 
patient. If the Covered Person fails to complete the Medical History Disclosure, the Covered Person will 
not have access to the behavioral health providers through the Behavioral Health Program. 

Scheduling: Teladoc will provide the Covered Person with information identifying each behavioral health 
provider’s licensure, specialties, gender, and language, and will provide sufficient biographical information 



HOME HEALTH CARE BENEFITS









PRESCRIPTION DRUG BENEFITS 
Administered by ESI (Medco Layout) 

Note: UMR (the claims administrator) does not administer the benefits or services described within this 
provision. Please contact the benefit manager or Your employer with any questions related to this 
coverage or service. 

Note: The Medicare Prescription Drug Improvement and Modernization Act of 2003 provides all 
Medicare-eligible individuals the opportunity to obtain Prescription Drug coverage through Medicare. A 
Medicare-eligible individual generally must pay an additional monthly premium for this coverage. In 
addition, electing Medicare Part D may affect Your ability to obtain Prescription coverage under this Plan. 
Individuals may be able to postpone enrollment in the Medicare Prescription Drug coverage if their 
current drug coverage is at least as good as Medicare Prescription Drug coverage. If individuals decline 
Medicare Prescription Drug coverage and do not have coverage at least as good as Medicare 
Prescription Drug coverage, they may have to pay additional monthly penalties if they change their minds 



VISION CARE BENEFITS 

The Plan will pay for Covered Expenses for vision care Incurred by a Covered Person, subject to any 
required Deductible, Co-pay if applicable, Plan Participation amount, maximums, and limits shown on the 
Schedule of Benefits. Benefits are based on the Usual and Customary charge, the maximum fee 
schedule, or the Negotiated Rate. 

COVERED BENEFITS 

�x Eye exam.

EXCLUSIONS 

Benefits will NOT be provided for any of the following: 

�x Sunglasses or subnormal vision aids.
�x The fitting and/or dispensing of non-prescription glasses or vision devices, whether or not

prescribed by a Physician or optometrist.
�x Correction of visual acuity or refractive errors.
�x Aniseikonia.
�x Refraction.
�x Lenses.

�¾ Single.
�¾ Bifocal.
�¾ Trifocal.
�¾ Lenticular.
�¾ Progressive.

�x Frames.
�x Contacts.
�x Contact lens �x

�x





MENTAL HEALTH BENEFITS 
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COVERED BENEFITS 

Inpatient Services means services  provided at a Hospital or facility accredited by a recognized accrediting 
body or licensed by the state as an acute care psychiatric, chemical dependency, or dual- diagnosis facility 
for the treatment of Mental Health Disorders. If outside the United States, the Hospital or facility must be 
licensed or approved by the foreign government or an accreditation of the licensing body working in that 
foreign country. 

Residential Treatment means a subacute facility-based program that is licensed to provide “residential” 
treatment and delivers 24-hour-per-day, 7-day-per-week assessment and diagnostic services, as well as 
active behavioral health treatment for mental health conditions. Coverage does not include facilities or 
programs where therapeutic services are not the primary service being provided (e.g., therapeutic boarding 
schools, halfway houses, and group homes). 

Day Treatment (Partial Hospitalization)  means a day treatment program that offers intensive, 
multidisciplinary services not otherwise offered in an Outpatient setting. The treatment program generally 
consists of a minimum of 20 hours of scheduled programming extended over a minimum of five days per 
week. The program is designed to treat patients with serious mental or nervous disorders and offers major 
diagnostic, psychosocial, and prevocational modalities. Such a program must be a less restrictive 
alternative to Inpatient treatment. 

Outpatient Therapy Services  are covered. The services must be provided by a Qualified Provider. 

ADDITIONAL PROVISIONS AND BENEFITS 

�x



MENTAL HEALTH EXCLUSIONS  

In addition to the items listed in the General Exclusions section, benefits will NOT be provided for any of 
the following: 

�x Inpatient charges for the period of time when full, active, Medically Necessary treatment for the
Covered Person’s condition is not being provided.

�x Bereavement counseling, unless specifically listed as a covered benefit elsewhere in this SPD.

�x Services provided for conflict between the Covered Person and society that is solely related to
criminal activity.

�x Conditions listed in the most recent American Psychiatric Association Diagnostic and Statistical
Manual (DSM) or the International Classification of Diseases - Clinical Modification (ICD-CM)
manual (most recent revision) in the following categories:

�¾ Personality disorders; or
�¾ Behavior and impulse control disorders; or
�¾ “Z” codes (including marriage counseling).

�x Services for biofeedback.
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SUBSTANCE USE DISORDER AND CHEMICAL DEPENDENCY BENEFITS 
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COVERED BENEFITS 

Inpatient Services means services provided at a Hospital or 







Our goal is to intervene in the process as early as possible to determine the resources necessary to 
deliver clinical care in the most appropriate care setting. 

Retrospective Review . Retrospective review is conducted upon request and a determination will be 
issued within the required timeframe of the request, unless an extension is approved. Retrospective 
reviews are performed according to our standard Prior Authorization policies and procedures and a final 
determination will be made no later than 30 days after the request for review. 

Complex Conditi on CARE  

Complex Condition CARE is available to Employees and their spouses or Domestic Partners enrolled in 



Maternity CARE  

Maternity CARE provides pre -pregnancy education and high-risk pregnancy identification to help 
mothers carry their babies to term. This program increases the number of healthy, full-term deliveries and 
decreases the cost of long-term hospital stays for both mothers and babies. Program members are 
contacted by CARE nurses at least once each trimester and once postpartum. This program also offers 
an educational call and materials specifically to assist the participant’s support person. 

UMR’s pre-pregnancy support program helps women learn about risks and take action to prevent serious 
and costly medical complications before they become pregnant. Women with pre-existing health 
conditions, such as diabetes and high blood pressure, face risks not only to their babies, but also to 
themselves while they are pregnant. 
Members self-enroll in the Maternity CARE program by calling our toll-free number or enrolling online at 
www.umr.com. They are then contacted by CARE nurses who have extensive clinical backgrounds in 
obstetrics/gynecology. 
Plans may choose to utilize UMR’s standard incentive, which is a prepaid reward card to each member 
who enrolls in the first or second trimester and actively participates in the Maternity CARE program. 

NurseLi ne/Nurse Chat  

NurseLine is a health information line that is available 24 hours per day, 7 days per week that assists 
Covered Persons with medical-related questions and concerns. NurseLine gives Covered Persons 
access to highly trained registered nurses so they can receive guidance and support when making 
decisions about their health and/or the health of their Dependents. 

Nurse Chat is an online source of health and wellness information that is available 24 hours per day, 7 
days per week. Covered Persons have one-on-one secure, real-time access to registered nurses through 
the Health Center on www.umr.com. These nurses provide information on a variety of health and 
wellness topics. Note: Triage is not part of the Nurse Chat experience. If a Covered Person needs triage 
assistance, Nurse Chat refers the Covered Person to NurseLine. 
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CENTERS OF EXCELLENCE 

Kidney Resource Services (KRS)  

Kidney Resource Services (KRS) provides access to a preferred provider dialysis network and support 
from a UMR CARE Nurse Manager by collaborating with the Covered Person to delay the progression of 
the disease to renal failure. 

UMR CARE End-Stage Renal Disease (ESRD) specialty nurses focus on clinical support and treatments. 

If a Covered Person chooses to seek services at a KRS preferred provider, the Covered Person must 
contact UMR CARE at 866-494-4502. 
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COORDINATION OF BENEFITS 

Coordination of Benefits (COB) applies whenever a Covered Person has health coverage under more 
than one Plan, as defined below. It does not however, apply to Prescription benefits . The purpose of 
coordinating benefits is to help Covered Persons pay for Covered Expenses, but not to result in total 
benefits that are greater than the Covered Expenses Incurred. 

The order of benefit determination rules determine which plan will pay first (which is the Primary Plan). 
The Primary Plan pays without regard to the possibility that another plan may cover some expenses. A 
Secondary Plan pays for Covered Expenses after the Primary Plan has processed the claim, and will 
reduce the benefits it pays so that the total payment between the Primary Plan and the Secondary Plan 
does not exceed the Covered Expenses Incurred. Up to 100% of charges Incurred may be paid between 
both plans. 

The Plan will coordinate benefits with the following types of medical or dental plans: 

�x Group health plans, whether insured or self-insured.
�x Foreign health care coverage.
�x Medical care components of group long-term care contracts, such as skilled nursingcare.
�x Medical benefits under group or individual motor vehicle policies (including no-fault policies). See

the order of benefit determination rules (below).
�x Medical benefits under homeowner’s insurance policies.
�x Medicare or other governmental benefits, as permitted by law, not including Medicaid. See

below.

However, this Plan does not coordinate benefits with individual health or dental plans. 

Each contract for coverage is considered a separate plan. If a plan has two parts and COB rules apply to 
only one of the two parts, each of the parts is treated as a separate plan. If a plan provides benefits in the 
form of services rather than cas7 (r)-8.5 (eat)-0o7DC 
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�x The plan that 



�x Longer or Shorter Length of Coverage: The plan that has covered the person as an employee,
member, subscriber, or retiree the longest is primary.

�x If an active employee is on leave due to active duty in the military in excess of 30 days, the plan
that covers the person as an active employee, member, or subscriber is considered primary.

�x If the above rules do not determine the Primary Plan, the Covered Expenses may be shared
equally between the plans. This Plan will not pay more than it would have paid had it been primary.

MEDICARE 

If You or Your covered spouse or Dependent is also receiving benefits under Medicare, including through 
Medicare Prescription drug coverage, federal law may require this Plan to be primary over Medicare. 
When this Plan is not primary, the Plan will coordinate benefits with Medicare. 

The order of benefit determination rules determine which plan will pay first (which is the Primary Plan). 
The Primary Plan pays without regard to the possibility that another plan may cover some expenses. A 
Secondary Plan pays for Covered Expenses after the Primary Plan has processed the claim, and will 
reduce the benefits it pays so that the total payment between the Primary Plan and the Secondary Plan 
does not exceed the Covered Expenses Incurred. Up to 100% of charges Incurred may be paid between 
both plans. 

When Medicare is primary to this Plan and a Covered Person has not elected Medicare, this Plan will 
coordinate benefits using an estimate of what Medicare would have paid. 

ORDER OF BENEFIT DETERMINATION RULES FOR MEDICARE  



�¾ You or Your covered spouse has retiree coverage plus Medicare coverage; or

�¾ Upon completion of 30 months of Medicare eligibility for an individual with ESRD, Medicare
becomes the primary payer. (Note that if a person with ESRD was eligible for Medicare
based on age or other disability before being diagnosed with ESRD and Medicare was
previously paying as the Primary Plan, the person may continue to receive Medicare benefits
on a primary basis).

�x Medicare is the secondary payer when no-fault insurance, Workers’ Compensation, or liability
insurance is available as the primary payer.

TRICARE 

If an eligible Employee is on active military duty, TRICARE is the only coverage available to that 
Employee. Benefits are not coordinated with the Employee’s health insurance plan. 

In all instances where an eligible Employee is also a TRICARE beneficiary, TRICARE will pay secondary 
to this employer-provided Plan. 

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION  

Certain facts about health care coverage and services are needed to apply these COB rules and to 
determine benefits payable under this Plan and other plans. The Plan may obtain the information it 
needs from or provide such information to other organizations or persons for the purpose of applying 
those rules and determining benefits payable under this Plan and other plans covering the person 
claiming benefits. The Plan need not tell, or obtain the consent of, any person to do this. However, if the 
Plan needs assistance in obtaining the necessary information, each person claiming benefits under this 



RIGHT OF SUBROGATION, REIMBURSEMENT AND OFFSET  

The Plan has a right to subrogation and reimbursement. References to “You” or “Your” in this Right of 
Subrogation, Reimbursement, and Offset section include You, Your estate, Your heirs, and Your 
beneficiaries unless otherwise stated. 

Subrogation applies when the Plan has paid benefits on Your behalf for an Illness or Injury for which any 
third party is allegedly responsible. The right to subrogation means that the Plan is substituted to and will 
succeed to any and all legal claims that You may be entitled to pursue against any third party for the 
benefits that the Plan has paid that are related to the Illness or Injury for which any third party is 
considered responsible. 

The right to reimbursement means that if it is alleged that any third party caused or is responsible for an 
Illness or Injury for which You receive a settlement, judgment, or other recovery from any third party, You 
must use those proceeds to fully return to the Plan 100% of any benefits You receive for that Illness or 





�x Upon the Plan’s request, You will assign to the Plan all rights of recovery against third parties, to the
extent of the Covered Expenses the Plan has paid for the Illness or Injury.

�x The Plan may, at its option, take necessary and appropriate action to preserve the Plan’s rights
under these provisions, including, but not limited to, providing or exchanging medical payment
informationr-35. ( i)-51 (e t)u to  es,  to 0 st0   t o  





������ Dental Services: unless covered elsewhere in this SPD.

������ Duplicate Services and Charges or Inappropriate Billing, including the preparation of
medical reports and itemized bills.

������ Education: Charges for  education, special education, job training, music therapy, and recreational
therapy, whether or not given in a facility providing medical or psychiatric care. This exclusion does
not apply to self



36. Infant  Formula  not administered through a tube as the sole source of nutrition for the Covered
Person.

37. Infertility  



������ Nutritional Supplements, Enteral Feedings, Vitamins, and Electrolytes unless
covered elsewhere in this SPD.

������ Over-t he-Counter Medication, Products, Supplies, or Devices, unless covered elsewhere in this ��
SPD.

������ Palliative Foot Care.

������ Panniculectomy, unless determined by the Plan to be Medically  Necessary.

������ Personal ComfortB3m.474 Tc 0.474 Tw (Co)Tj
 SPD.Devices,



72. Subrogation. Charges for an Illness or Injury suffered by a Covered Person due to the action or
inaction of any third party if the Covered Person fails to provide information as specified in the Right
of Subrogation, Reimbursement, and Offset section. See the Right of Subrogation, Reimbursement,  



The Plan does not limit a Covered Person’s right to choose his or her own medical care. If a 
medical expense is not a covered benefit, or is subject to a limitation or exclusion, a Covered Person 
still has the right and privilege to receive such medical service or supply at the Covered Person’s 
own personal expense. 
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CLAIMS AND APPEAL PROCEDURES  

REASONABLE AND CONSISTENT CLAIMS PROCEDURES  

The Plan’s claims procedures are designed to ensure and verify that claim determinations are made in 
accordance with the Plan documents. The Plan provisions will be applied consistently with respect to 
similarly situated individuals. 

Pre-Determination  

A Pre-Determination is a determination of benefits by the claims administrator, on behalf of the Plan, prior 
to services being provided. Although Pre-



If a Covered Person chooses to use a Personal Representative, the Covered Person must submit 
proper documentation to the Plan stating the following: the name of the Personal Representative, the 
date and duration of the appointment, and any other pertinent information. In addition, the Covered 
Person must agree to grant his or her Personal Representative access to his or her Protected Health 
Information. The Covered Person should contact the Claim Administrator to obtain the proper forms. All 



TIMELY FILING 

Covered Persons are responsible for ensuring that complete claims are submitted to the Third Party 
Administrator as soon as possible after services are received, but no later than 12 months from the date 



�x 110 percent of the published rates allowed by the Centers for Medicare and Medicaid Services
(CMS) for the same or similar service within the geographic market; or
�¾ A gap methodology may be utilized when CMS does not have rates published for certain��
�� ��������procedural codes; or
�¾ 50 percent of the provider’s billed charges when unable to obtain a rate published by CMS and/
�� ��������or gap methodology does not apply; or

�x A rate agreed upon by the out-of-Network provider or determined based upologyor
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A claim is considered to be filed when the claim for benefits has been submitted to UMR for formal 
consideration under the terms of this Plan. 

CIRCUMSTANCES CAUSING LOSS OR DENIAL OF PLAN BENEFITS  

Claims may be denied for any of the following reasons: 

�x Termination of Your employment.
�x A Covered Person’s loss of eligibility for coverage under the health Plan.
�x Charges are Incurred prior to the Covered Person's Effective Date or following termination of��

coverage.
�x A Covered Person reached the Maximum Benefit under this Plan.��
�x Amendment of the group healthPlan.
�x Termination of the group healthPlan.
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APPEALS PROCEDURE FOR ADVERSE BENEFIT DETERMINATIONS  

If a Covered Person disagrees with the denial of a claim or a rescission of coverage determination, the 
Covered Person or his or her Personal Representative may request that the Plan review its initial 
determination by submitting a written request to the Plan as described below. An appeal filed by a 



�x The second review will take into account all comments, documents, records, and other information
submitted that relates to the claim that either were not submitted previously or were not considered
in the initial benefit decision. The review will be conducted by individuals who were not involved in
the original denial decision or the first appeal and are not under the supervision of those individuals.

�x If the benefit denial was based, in whole or in part, on a medical judgment, the Plan will consult with
a health care professional with training and experience in the relevant medical field. This health
care professional may not have been involved in the original denial decision or first appeal, and
may not be supervised by the health care professional who was involved. If the Plan has consulted
with medical or vocational experts in 





RIGHT TO EXTERNAL REVIEW 

If, after exhausting Your internal appeals, You are not satisfied with the final determination, You may 
choose to participate in the external review program. This program applies only if the Adverse Benefit 
Determination involves: 

�x Clinical reasons;
�x The exclusions for Experimental, Investigational, or Unproven
�x services;
�x Determinations related to Your entitlement to a reasonable alternative standard for a reward��under a 

Wellness Program;
�x Determinations related to whether the Plan has complied with non-quantitative treatment limitation��

provisions of Code 9812 or 54.9812 (Parity in Mental Health and Substance Use Disorder Benefits);��
or

�x Determinations related to the Plan’s compliance with the following surprise billing and cost-sharing��
protections set forth i



Any requests for an independent review must be made within four months of the date You receive the 
Adverse Benefit Determination. You, or an authorized designated representative may request an 
independent review by contacting the toll-free number on Your ID card or by sending a written request 
to the address on Your ID card. 

The independent review will be performed by an independent Physician, or by a Physician who is 
qualified to decide whether the requested service or procedure is a qualified medical care expense 
under the Plan. The Independent Review Organization (IRO) has been contracted by UMR and has 
no material affiliation or interest with UMR or Your employer. UMR will choose the IRO based on a 
rotating list of approved IROs. 

In certain cases, the independent review may be performed by a panel of Physicians, as deemed 
appropriate by the IRO. 

Within applicable timeframes of UMR’s receipt of a request for independent review, the request will be 
forwarded to the IRO, together with: 

�x All relevant medical records;
�x All other documents relied upon by UMR and/or Your employer in making a decision on the case;

and
�x All other information or evidence that You or Your Physician has already submitted to UMR or Your

employer.

If there is any information or evidence that was not previously provided and that You or Your Physician 
wishes to submit in support of the request, You may include this information with the request for an 
independent review, and UMR will include it with the documents forwarded to the IRO. A decision will be 
made within applicable timeframes. If the reviewer needs additional information in order to make a 
decision, this time period may be extended. The independent review process will be expedited if You 
meet the criteria for an expedited external review as defined by applicable law. 

The reviewer’s decision will be in writing and will include the clinical basis for the determination. The IRO 
will provide You and UMR and/or Your employer with the reviewer’s decision, a description of the 
qualifications of the reviewer, and any other information deemed appropriate by the organization and/or 
required by applicable law. 

If the final independent decision is to approve payment or referral, the Plan will accept the decision and 
provide benefits for such service or procedure in accordance with the terms and conditions of the Plan. If 
the final independent review decision is that payment or referral will not be made, the Plan will not be 
obligated to provide benefits for the service or procedure. 

You may contact the claims administrator at the toll-free number on Your ID card for more information 
regarding Your external appeal rights and the independent review process. 

PHYSICAL EXAMINATION AND AUTOPSY  

The Plan may require that a Covered Person have a physical examination, at the Plan’s expense, as 
often as is necessary to settle a claim. In the case of death, the Plan may require an autopsy unless 
forbidden by law. 

RIGHT TO REQUEST OVERPAYMENTS 

The Plan reserves the right to recover any payments made by the Plan that were: 

�x Made in error; or
�x Made after the date the person’s coverage should have been terminated under this Plan; or
�x Made to any Covered Person or any party on a Covered Person’s behalf where the Plan Sponsor

determines the payment to the Covered Person or any party is greater than the amount payable
under this Plan.

The Plan has the right to recover against Covered Persons if the Plan has paid them or any other party 
on their behalf. 
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This group health Plan also complies with the provisions of the:  

�x Mental Health Parity Act.
�x Americans With Disabilities Act, as amended.
�x Women’s Health and Cancer Rights Act of 1998 regarding breast reconstruction following a

mastectomy.
�x Pediatric Vaccines regulation, whereby an employer will not reduce its coverage for pediatric

vaccines below the coverage it provided as of May 1, 1993.��
�x Medicare Secondary Payer regulations, as amended.
�x TRICARE Prohibition Against Incentives and Nondiscrimination Requirements amendments.
�x Genetic Information Non
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HIPAA ADMINISTRATIVE SIMPLIFICATION 
MEDICAL PRIVACY AND SECURITY PROVISION 

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION UNDER HIPAA PRIVACY AND 
SECURITY REGULATIONS 



�x The Plan Sponsor and the Plan will not use genetic information for underwriting purposes. For
example, underwriting purposes will include determining eligibility, coverage, or payment under the
Plan, with the exception of determining medical appropriateness of a treatment;

�x The Plan Sponsor will allow a Covered Person or this Plan to inspect and copy any PHI about the
Covered Person contained in the Designated Record Set that is in the Plan Sponsor’s custody or
control. The HIPAA Privacy Regulations set forth the rules that the Covered Person and the Plan
must follow and also sets forth exceptions;

�x The Plan Sponsor will amend or correct, or make available to the Plan to amend or correct, any
portion of the Covered Person’s PHI contained in the Designated Record Set to the extent
permitted or required under the HIPAA Privacy Regulations;

�x The Plan Sponsor will keep a Disclosure log for certain types of Disclosures set forth in the HIPAA
Regulations. Each Covered Person has the right to see the Disclosure log. The Plan Sponsor
does not have to maintain a log if Disclosures are for certain Plan-related purposes such as
Payment of benefits or Health Care Operations;

�x The Plan Sponsor will make its internal practices, books, and records related to the Use and
Disclosure of a Covered Person’s PHI available to this Plan and to the Departme( )Tj
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PLAN AMENDMENT AND TERMINATION INFORMATION  

The Plan Sponsor fully intends to maintain this Plan indefinitely; however, the employer reserves the right 
to terminate, suspend, or amend this Plan at any time, in whole or in part, including making modifications 
to the benefits under this Plan. No person or entity has any authority to make any oral change or 
amendments to this Plan. No agent or representative of this Plan will have the authority to legally change 
the Plan terms or SPD or waive any of its provisions, either purposefully or inadvertently. If a 
misstatement affects the existence of coverage, the relevant facts will be used in determining whether 
coverage is in force under the terms of this Plan and in what amount. The Plan Administrator will provide 
written notice to Covered Persons within 60 days following the adopted formal action that makes material 
reduction of benefits to the Plan, or may, alternatively, furnish such notification through communications 
maintained by the Plan Sponsor or Plan Administrator at regular intervals of no greater than 90 days. 

COVERED PERSON’S RIGHTS IF PLAN IS AMENDED OR TERM INATED 

If this Plan is amended, a Covered Person’s rights are limited to Plan benefits in force at the time 
expenses are Incurred, whether or not the Covered Person has received written notification from the Plan 
Administrator that the Plan has been amended. 

If this Plan is terminated, the rights of a Covered Person are limited to Covered Expenses Incurred before 
the Covered Person receives notice of termination. All claims Incurred prior to termination, but not 
submitted to either the Plan Sponsor or the Third Party Administrator within 75 days of the Effective Date 
of termination of this Plan due to bankruptcy, will be excluded from any benefit consideration. 

The Plan will assume that the Covered Person receives the written amendment or termination letter from 
the Plan Administrator seven days after the letter is mailed to the Covered Person. 

No person will become entitled to any vested rights under this Plan. 

DISTRIBUTION OF ASSETS UPON TERMINATION OF PLAN  

Contact Your Human Resources or Personnel office for information regarding distribution of assets upon 
termination of Plan. 

NO CONTRACT OF EMPLOYMENT 

This Plan is not intended to be, and may not be construed as, a contract of employment between any 
Covered Person and the employer. 
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Birthing Center means a legally operating institution or facility that is licensed and equipped to provide 
immediate prenatal care, delivery services and postpartum care to the pregnant individual under the 
direction and supervision of one or more Physicians specializing in obstetrics or gynecology or a certified 
nurse midwife. It must provide for 24-hour nursing care provided by registered nurses or certified nurse 
midwives. 

Child (Children) means any of the following individuals with respect to an Employee: a natural biological 
Child; a stepchild; a legally adopted Child or a Child legally Placed for Adoption; a Child under the 
Employee's or spouse’s or Domestic Partner’s Legal Guardianship; a Child of a Domestic Partner, or a 
Child who is considered an alternate recipient under a Qualified Medical Child Support Order (even if the 
Child does not meet the definition of "Dependent"). 

Close Relative means a member of the immediate family. Immediate family includes the Employee, 
spouse, Domestic Partner, mother, father, grandmother, grandfather, stepparents, step-grandparents, 
siblings, stepsiblings, half-siblings, Children, Domestic Partner’s Children, stepchildren, and 
grandchildren. 

Co-pay means the amount a Covered Person must pay each time certain covered services are provided, 
as outlined on the Schedule of Benefits, if applicable. 



Domestic Partner / Domestic Partnership means an unmarried person of the same or opposite sex 
with whom the covered Employee shares a committed relationship, who is jointly responsible for the 
other’s welfare and financial obligations, who is at least 18 years of age, who is not related by blood, who 
maintains the same residence, and who is not married to or legally separated from anyone else. 

In order for Your Domestic Partner to qualify as a Dependent, You and Your partner must complete a 



�x Items based 



Hospice Care means a health care program providing a coordinated set of services rendered at home, in 
Outpatient settings, or in Inpatient settings for a Covered Person suffering from a condition that has a 
terminal prognosis. Non-curative supportive care is provided through an interdisciplinary group of 
personnel. A hospice must meet the standards of the National Hospice Organization and applicable state 
licensing. 

Hospice Care Provider means an agency or organization that has Hospice Care available 24 hours per 
day, 7 days per week; is certified by Medicare as a Hospice Care Agency; and, if required, is licensed as 
such by the jurisdiction in which it is located. The provider may offer skilled nursing services, medical 
social worker services, psychological and dietary counseling, Physician services, physical or occupational 
therapy, home health aide services, pharmacy services, and Durable Medical Equipment. 

Hospital means a facility that: 

�x Is a licensed institution authorized to operate as Tc 0 Tw 0.786 0 Td
[( )28 (a)2607 0 densed as 



Inpatient 



The fact that a Physician has performed, prescribed, recommended, ordered, or approved a service, 
treatment plan, supply, medicine, equipment, or facility, or that it is the only available procedure or 
treatment for a condition, does not, in itself, make the utilization of the service, treatment plan, supply, 
medicine, equipment, or facility Medically Necessary. 

Generally Accepted Standards of Medical Practice are standards that are based on credible scientific 
evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, relying primarily on controlled clinical trials, or, if not available, observational studies from 
more than one institution that suggest a causal relationship between the service or treatment and health 
outcomes. 

If no credible scientific evidence is available, then standards that are based on Physician specialty society 
recommendations or professional standards of care may be considered. We reserve the right to consult 
expert opinion in determining whether health care services are Medically Necessary. The decision to 
apply Physician specialty society recommendations, the choice of expert, and the determination of when 
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Prudent Layperson means a person with average knowledge of health and medicine who is not formally 
educated or specialized in the field of medicine. 

QMCSO means a Qualified Medical Child Support Order in accordance with applicable law. 

Qualified means licensed, registered, and/or certified in accordance with applicable state law, and the 
particular service or treatment being provided is within the scope of the license, registration, and/or 
certification. 

Qualified Provider means a provider duly licensed, registered, and/or certified by the state in which he or 
she is practicing, whose scope of practice includes the particular service or treatment being provided that 
is payable under this Plan. 

Recognized Amount means, in the Plan’s determination of the allowed amount payable for covered 
services subject to Protection from Balance Bills, the amount on which Co-



Reconstructive S urger y means surgical procedures performed on abnormal structures of the body 
caused by congenital Illness or anomaly, Accident, or Illness. The fact that physical appearance may 
change or i



Totally Disabled means, as determined by the Plan in its sole discretion: 
 

�x That an Employee is prevented from engaging in any job or occupation for wage or profit for which 
the Employee is Qualified by education, training or experience; or 

�x 



 

$10/$30/50% PPO $1600                            
              

 

Your prescription plan at a glance 
Show this summary to your doctor to discuss ways to pay less for your medications. To learn more about your plan, visit 
express-scripts.com. First-time visitors, please take a moment to register using your member ID number. 
 

 
  

Express Advantage Network® (EAN) 
pharmacies*  

(up to a 30-day supply) 

Smart90® retail pharmacies 
 

(up to a 90-day supply) 

Home delivery from Express 
Scripts® Pharmacy 

(up to a 90-day supply) 

Generic medications  
 

$10 
 

$20 
 

$20 
 



 
Drug conversion programs. �,�I���\�R�X�·�U�H���S�U�H�V�F�U�L�E�H�G���D��medication �W�K�D�W���L�V�Q�·�W���R�Q���\�R�X�U���K�H�D�O�W�K���S�O�D�Q�·�V���S�U�H�I�H�U�U�H�G���O�L�V�W�����\�H�W���D�Q���D�O�W�H�U�Q�D�W�L�Y�H��
plan- preferred medication exists, we may contact your doctor to ask whether that medication would be appropriate for you. If 
your doctor agrees to use a plan-preferred medication�����\�R�X�·�O�O���X�V�X�D�O�O�\���S�D�\���O�H�V�V�� 
  
Use generics and preferred medications. �,�I���\�R�X�·�U�H���W�D�N�L�Q�J���D���P�H�G�L�F�D�W�L�R�Q���W�K�D�W�·�V���Q�R�W���R�Q���W�K�H���S�U�H�I�H�U�U�H�G���O�L�V�W�����Dsk your doctor to 
consider prescribing a lower-cost generic or preferred brand-name medication. To find out whether your medication is preferred, 
just log in at express-scripts.com and choose Price a Medication from the menu under Prescriptions. Enter your medication 
name and view cost and coverage information on the results page. You can also get pricing information from Member Services 
at 800.918.8011.  
 
Prior authorization: When is a coverage review necessary? 




