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WELCOME TO YOUR BENEFITS! 

Catholic Charities Eastern Washington is proud to offer a robust benefits package to our 

employees and their dependents! Our benefits package is designed around choice, 

flexibility and value. 

To learn about the available plans and choose which ones are right for your lifestyle and 

budget, take a look at this Benefits Guide. If you have general questions on your benefits 

or how to enroll, reach out to Human Resources or a Gallagher Benefit Advocate—their 

contact info is toward the back of this Guide under “Your Benefits Contacts.” 

In addition, a Summary of Benefits and Coverage (SBC) is available as an attachment 

to this guide to help you make your healthcare coverage choices. The SBC summarizes 

information about your medical plan options and is in a standard format required by the 

Affordable Care Act. A paper copy is also available, free of charge. Please contact 

Human Resources to request a copy. 
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IMPORTANT: 

If you (and/or your 

dependents) have 

Medicare or will become 

eligible for Medicare in 

the next 12 months, 

federal law gives you 

more choices about your 

prescription drug 

coverage. Please see 

page 22 for more details. 
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NEW HIRE ENROLLMENT OVERVIEW 

For newly eligible employees. Please follow the steps below to choose your benefits and enroll. 

BENEFIT PLANS 

 Medical insurance covering a broad network of doctors and prescriptions 

 Dental insurance 

 Life and accidental death & dismemberment (AD&D) insurance 

 Long term disability insurance 

 Flexible spending accounts for tax savings on healthcare and childcare 

expenses 

 Employee assistance program (EAP)  

 Employee paid voluntary vision insurance  

 Employee paid voluntary supplemental life/AD&D insurance 

 Employee paid voluntary legal insurance 

 Employee paid voluntary pet insurance 

 Employee paid air ambulance transportation 

 

1. PREPARE EVERYTHING YOU WILL NEED 

 Social Security numbers for you and any dependents whom you want to cover 

 Dates of birth for your family members 

 ID cards for any other medical plans under which you or your family members are covered  

2. CHOOSE YOUR BENEFITS 

Take the time to review the benefit outlines in this Guide and the Summary of Benefits and Coverage from the insurance company. 

This will help you understand the plans and how they will fit your lifestyle and budget. To make sure your family doctor is covered by 

the medical plan, check the Provider Directory online at www.myCBS.org/ppo-hcsc.  To make sure your family dentist is covered by 

the dental plan, check the Provider Directory online at https://www.metlife.com. 

3. DECIDE HOW MUCH TO CONTRIBUTE TO FLEXIBLE SPENDING ACCOUNTS (FSA) 

Determine how much money you should put into your FSA to save on taxes when paying for medical and dependent care 

expenses. 

4. COMPLETE ENROLLMENT ONLINE 

If you are enrolling during open enrollment, please complete your enrollment no later than June 14. If you have any questions, please 

contact Human Resources.   

If you are enrolling outside of open enrollment, please contact Human Resources within 60 days of your date of hire. 

YOU ARE DONE!  

  

QUESTIONS  

Do you have questions about 

understanding what benefits are offered 

or how to enroll? 

For medical benefit plan questions: 

Contact Health Benefit Services at 

800.807.0400 

 

For all other benefit questions, 

Contact a Benefit Advocate  

(a service provided by Gallagher). 

You can reach a Benefit Advocate at: 

833.800.6478 

6:00 a.m. - 6:00 p.m. PT 

Monday - Friday 

 

http://www.mycbs.org/ppo-hcsc
https://www.metlife.com/
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OPEN ENROLLMENT OVERVIEW 

For employees already enrolled. 

Open Enrollment is from May 25 to June 14. This is your only opportunity to make changes to your 

benefits for the year unless you have specific life events, including: 

 Birth or adoption of a child 

 You or a dependent loses coverage under another group plan 

 Change in marital status 

 Relocation out of the service area 

 You or a dependent become eligible for other group coverage including loss of eligibility for Medicaid, including becoming 

eligible for Medicaid or a child reaches age 26 

 Open Enrollment through your spouse’s employer 

2020 CHANGES 

 Medical: No changes. 

 Dental: No changes. 

 Life/AD&D: No changes. 

 LTD: No changes. 

 Employee Assistance Program: No changes. 

 Voluntary Vision: No changes. 

 Voluntary Life: No changes. 

 Voluntary Legal: No changes. 

 Voluntary Pet: No changes. 

 Voluntary Air Ambulance Transportation: Life Flight Membership   

ALL BENEFITS 

Catholic Charities is using an online enrollment system called PlanSource.  Therefore, all benefit eligible employees will need to complete 

enrollment online no later than June 14 for any benefits.  Please contact Human Resources if you have any questions. 

FLEXIBLE SPENDING ACCOUNT (FSA/SECTION 125) 

You must complete a new Flexible Spending Account (FSA) enrollment form each year prior to the start of your FSA plan year - even if 

you were previously enrolled.  Your FSA plan year is January 1 through December 31.  Open enrollment for your FSA plan is in December 

each year.  Determine how much money you should put into your FSA to save on taxes when paying for medical and dependent care   

expenses, then complete a new enrollment form.   

IMPORTANT 

Enrollment timeline may vary 

in certain situations. See 

“Special Enrollment Rights” 

on page 10. 

QUESTIONS  

Do you have questions about understanding what benefits are offered or how to enroll? 

For medical benefit plan questions: 

Contact Health Benefit Services at 

800.807.0400 

 

For all other benefit questions, 

Contact a Benefit Advocate  

(a service provided by Gallagher). 

You can reach a Benefit Advocate at: 833.800.6478 

6:00 a.m. - 6:00 p.m. PT 

Monday - Friday 
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ELIGIBILITY 

All regular full‐time employees scheduled to work 25 or more hours each week are eligible for benefits. Coverage will begin on the first of 

the month following 60 days from employment. You may enroll your eligible dependents (no spouses) for medical, dental, vision, and life 

insurance. They are also eligible to receive Employee Assistance Program (EAP) services. Your eligible dependents include:  

 Your children up to age 26  

 Any overage dependent child who is incapable of self-support because of a physical or mental disability and meets carrier 

requirements for coverage. 

MAKING CHANGES TO YOUR BENEFITS 

You may make changes to your benefits once a year during Open Enrollment. All benefits you 

select will be effective for a full plan year, unless you have a “qualified change in status” or are 

no longer eligible under the plan (e.g. leave employment). Because many of your benefits are 

available on a pre-tax basis, the IRS requires you to have a qualified change in status in order 

to make changes to your benefit elections during the year.  

If you have a qualified change in status, you can make changes to your benefits by contacting 

Human Resources within 31 days of the change. The change to your benefits must be 

consistent with the qualified change in status. For example, if you have a new baby, you can 

enroll the child as a dependent under your current health plan, but you may not remove another 

dependent who is already covered. To determine if your situation allows you to make changes 

to your benefits, please contact Human Resources or a Gallagher Benefit Advocate.  

  

QUALIFIED CHANGE IN 
STATUS EXAMPLES 

 Birth or adoption of a child 

 Loss of your or a 

dependent’s coverage under 

another plan  

 Change in marital status 
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BENEFIT COSTS 

Catholic Charities is covering most of your benefit costs. Your basic life insurance coverage, basic long term disability benefits, and 

Employee Assistance Plan (EAP) are fully paid by Catholic Charities. In addition, Catholic Charities covers the greater portion of your 

and your dependent’s medical and dental premiums.  Additional voluntary benefits are available for your purchase.  This table shows how 

much of the premiums are paid by Catholic Charities and what part is your responsibility.   

 

 Monthly Cost Medical Plan Dental Plan 

Employee only Total Monthly Cost $760.33 $36.31 

 Catholic Charities Pays $760.33 $36.31 

 Your Monthly Cost $0 $0 

Employee plus Child(ren) Total Monthly Cost $1,223.28 $95.08 

 Catholic Charities Pays $760.33 $36.31 

 Your Monthly Cost $462.95 $58.77 

Life/AD&D Employer paid 

LTD Employer paid 

EAP Employer paid 

Voluntary Vision 
Employee                                                            $7.67 

Employee and Child(ren)                                  $18.00 

Voluntary Life/AD&D See rate table in attachments to this guide. 

Voluntary Legal Employee and family                                        $21.00/month 

Voluntary Pet Rates are available online at www.aspcapetinsurance.com/CCofSpokane 

Voluntary Air Ambulance 

Transportation 
Employee and family                                        $69.00/year 

 

http://www.aspcapetinsurance.com/CCofSpokane
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MEDICAL BENEFITS 

Comprehensive and preventive healthcare coverage is important in protecting you 

and your dependents from the financial risks of unexpected illness and injury. Catholic 

Charities offers you a PPO medical plan through Christian Brothers Employee Benefit 

Trust, supported by a very large network of medical care providers. The plan provides 

excellent coverage of preventive services, such as routine physical exams and 

immunizations, that are very important to your and your dependent’s health. 

Prescription drug benefits are also included with the medical plan. 

PLAN YEAR DEDUCTIBLE VERSUS CALENDAR YEAR 
DEDUCTIBLE 

Deductibles can be based upon plan year or calendar year.  Your medical plan with 

Catholic Charities has a plan year deductible, meaning the deductible resets July 1st, 

instead of January 1st.  This also means your out-of-pocket maximum resets July 1st. 

YOUR CHOICE PPO PLAN 

This PPO plan offers a wide choice of providers. You can choose to use a provider in 

the Blue Cross Blue Shield network or any other provider for your healthcare services. 

If you choose a network provider, your cost will be less. You do not need a referral for 

specialist care. You can find PPO providers online at www.myCBS.org/ppo-hcsc or 

by phone. See contact information in the back of this guide.  

COVERAGE ANYWHERE 

You also have access to in-network care all over the United States and internationally 

through the BlueCard™ and BlueCard Worldwide™ programs. When you’re traveling, 

just present your Premera ID card at your visit. 

For emergency care outside of Washington or Alaska, go to the nearest hospital and 

contact BlueCard® if admitted. For assistance finding a PPO provider or questions, 

contact BlueCard® (the numbers are also on the back of your medical ID card): 

 Inside the U.S. call 800.810.BLUE (2583) 

 Outside the U.S. (call collect): 804.673.1177 

 

  

COPAY & COINSURANCE  

A copay is a flat dollar amount you pay for a 

medical service. Coinsurance is when you pay 

a percentage of the cost. 

PLAN YEAR DEDUCTIBLE 

This is the amount you pay before your plan 

begins covering expenses not subject to a 

copay. The family deductible applies if you 

have family members enrolled in your plan 

along with you. However, once the total family 

deductible is met, no one else in the family has 

to pay the balance of their deductible. 

OUT-OF-POCKET (OOP) MAXIMUM 

The OOP maximum is the most you pay in a 

plan year for in-network covered medical 

services. Once the OOP maximum is met, the 

plan will pay 100% of the allowed amount for 

the remainder of the plan year for in-network 

covered services. On a family plan, each 

person has their own OOP maximum. 

However, once the total family OOP is met, no 

one else in the family has to pay the balance of 

their OOP maximum. 

OUT-OF-NETWORK 

When you use out-of-network providers, your 

plan will pay for services based upon their 

allowed amount. You will be responsible for the 

remaining costs. When you use out-of-network 

services, your plan will only pay a percentage 

of the allowable amount. You may be 

responsible for the balance. 

http://www.mycbs.org/ppo-hcsc
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MEDICAL BENEFITS – PLAN HIGHLIGHTS  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Limitations: This benefit outline is for illustrative purposes only. Actual claims paid are subject to maximum allowable charge, 

frequencies, age limitations, terms and conditions of the contract. 

IMPORTANT! Christian Brothers Trust requires prior authorization to receive coverage for certain planned services. If prior authorization 

is not obtained for a required service, you will be subject to additional cost shares not outlined here. A complete list of services requiring 

prior authorization is available at www.myCBS.org/health.  

 Christian Brothers MP 6409 – Rx 0967 

PPY = Per Plan Year 
(July 1- June 30) 

In-Network Out-of-Network 

Annual Deductible $500/ 
$1,000 

$1,000/ 
$2,000 (individual/Family) 

What You Pay 20% 40% 

Annual Out-of-Pocket Maximum  $2,500/ 
$5,000 

$5,000/ 
$10,000 (Individual/Family) 

Preventive Care No charge 40% after deductible 

Office Visit $25 per visit 40% after deductible 

Specialist Visit $25 per visit 40% after deductible 

Mental Health (Outpatient) $25 per visit 40% after deductible 

Diagnostic Lab & X-Ray 
 

Lab – No charge                       
X-Ray – 20% after deductible 

 40% after deductible 

Surgery 20% after deductible  40% after deductible 
Rehabilitation $25 per visit  40% after deductible 

 45 visits combined per year 

Chiropractic Care $25 per visit  40% after deductible 

 24 visits per year 

Acupuncture $25 per visit 40% after deductible 
   

 24 visits per year 

Urgent Care 
 

Primary Care - $25 per visit 
Free Standing Clinic - 20% after 

deductible 

 40% after deductible 
 40% after deductible 

Emergency Room 

(copay waived if admitted) 
$200 copay + 20% after deductible 

Inpatient Hospitalization 20% after deductible  40% after deductible 

Vision – (one eye exam every 12 months) $25 copay  40% after deductible 

http://www.mycbs.org/health
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PRESCRIPTION DRUG BENEFITS 

Your medical insurance includes comprehensive prescription drug coverage. The level of coverage depends on whether the drug is 

generic or brand name, and whether it is on your plan formulary, or preferred drug list. Your out-of-pocket cost is lowest when you buy 

generic drugs, and highest when you buy brand name drugs that are not on the formulary. To find out if your medication is on the 

formulary, go to www.myCBS.org/health, register for access, log on, and click on My Prescription Drugs or call Express Scripts at 800-

718-6601.  More information about the Smart 90, Generics Member Pays The Difference, Formulary, Retail Refill Allowance and 

SaveonSP programs is available at www.myCBS.org/Rx.  Retail maintenance prescriptions are limited to an initial fill and two refills.  If 

you continue to use retail, outside of the Smart 90 program, you will pay the mail order copayment for a 30-day supply.  You may fill a 

90-day supply at Walgreens owned retail pharmacies through the Smart 90 program. 

 

 

 

 

 

 

 

 

 

 
 
 
Certain specialty pharmacy drugs are considered non-essential health benefits and copayments may be set to the 
maximum of above or any available manufacturer-funded copay assistance.  For a complete list of non-essential 
specialty medications, see myCBS.org/health/SaveonSP. 
 
 
 
 
 
 
 
  

 Christian Brothers Rx 0967 Plan  

Retail Pharmacy - up to 30-day supply 

 
Generic 
Preferred Brand 
Non-Preferred Brand 
Specialty 

At Participating Pharmacies Only 
(deductible waived) 

 
 

$15 
$30 
$60 

Generic - 10% up to a maximum of $150 
Preferred - 20% up to a maximum of $150 

Non-Preferred – 20% up to a maximum of $250 

 

Mail Order or Smart 90 - up to 90-day supply 

 

Generic 
Preferred Brand 
Non-Preferred Brand 

       Specialty 

 

           At Participating Pharmacies Only 
(deductible waived) 

 
 

$20 
$40 
$80 

Generic - 10% up to a maximum of $150 
Preferred - 20% up to a maximum of $150 

Non-Preferred – 20% up to a maximum of $250 

IMPORTANT 

If you are prescribed a brand name drug 

when a generic equivalent is available, you 

will be charged the brand name copay, plus 

the difference in cost between the brand 

name and generic drug. 

. 

 

http://www.mycbs.org/health
file://///Amer.ajgco.com/GBS/GBS_GROUP/GEG/Common/GBS-H&W/Clients/Active/Catholic%20Charities/12%20-%20General/Handbook/www.myCBS.org/Rx
http://www.mycbs.org/health/SaveonSP
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NEW  HEALT H  IN SUR ANCE  MA RKET P LA CE COV ERA G E OPT IO NS  AND  YO UR HEA LT H C OVE RAG E  

IMPORTANT INFORMATION REGARDING YOUR MEDICAL 

BENEFITS 

NON-NETWORK COSTS  

The amount the plan pays for covered services provided by non-network providers is based on a maximum allowable amount for the 

specific service rendered. Although your plan stipulates an out-of-pocket maximum for out-of-network services, please note the maximum 

allowed amount for an eligible procedure may not be equal to the amount charged by your out-of-network provider. Your out-of-network 

provider may bill you for the difference between the amount charged and the maximum allowed amount. This is called balance billing and 

the amount billed to you can be substantial. The out-of-pocket maximum outlined in your policy will not include amounts in excess of the 

allowable charge and other non-covered expenses as defined by your plan. The maximum reimbursable amount for non-network 

providers can be based on a number of schedules such as a percentage of reasonable and customary or a percentage of Medicare. 

Contact your claims payer or insurer for more information. The plan document or carrier’s master policy is the controlling document, and 

this Benefit Highlight does not include all of the terms, coverage, exclusions, limitations, and conditions of the actual plan language. 

ORGAN TRANSPLANT 

See Section 4, Comprehensive Medical Coverage, Paragraph G, Organ and Tissue Transplants of the attached Christian Brothers 

Employee Benefit Trust Medical and Prescription Drug Summary Plan Document for benefits. 

WOMEN’S HEALTH AND CANCER RIGHTS ACT 

The Women's Health and Cancer Rights Act of 1998 requires group health plans that provide medical and surgical coverage for 

mastectomies also provide coverage for reconstructive surgery following such mastectomies in a manner determined in consultation with 

the attending physician and the patient. 

Coverage must include:  

 All stages of reconstruction of the breast on which the mastectomy has been performed,  

 Surgery and reconstruction of the other breast to produce a symmetrical appearance, and  

 Prostheses and treatment of physical complications of all stages of mastectomy, including lymphedema. 

Benefits for the above coverage are payable on the same basis as any other physical condition covered under the plan, including any 

applicable deductible and/or copays and co-insurance amounts. 

Please click here for more information. If you have any questions regarding the Women’s Health and Cancer Rights Act (WHCRA) of 

1998, please contact our customer service team. 

OUT-OF-AREA BENEFITS 

If you are traveling or living outside of Washington and need medical care, you may use a Blue Cross or BlueShield PPO provider to 

receive the same benefits as the preferred level of your plan. When you are outside of the service area and need medical care, call the 

BlueCard Access Line at 800.810.BLUE (2583) for information on the nearest PPO doctors and hospitals. The doctor or hospital will 

verify your membership and coverage information after you present your identification/membership card. The doctor or hospital will 

electronically route your claim to your Blue Cross plan for processing. Because all PPO providers are paid by the plan directly, you are 

not required to pay for the care at time of service and then wait for reimbursement. You will only need to pay for out-of-pocket expenses, 

such as non-covered services, deductible, copays and co-insurance.  

  

https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/your-rights-after-a-mastectomy.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/your-rights-after-a-mastectomy.pdf
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IMPORTANT INFORMATION REGARDING YOUR MEDICAL 

BENEFITS (CONTINUED) 

SPECIAL ENROLLMENT RIGHTS 

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health 

plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other 

coverage (or if the employer stops contributing towards your or your dependents’ other coverage). However, you must request enrollment 

within 31 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). 

You may also be able to enroll yourself or your dependents in the future if you or your dependents lose health coverage under Medicaid 

or your state Children's Health Insurance Program, or become eligible for state premium assistance for purchasing coverage under a 

group health plan, provided that you request enrollment within 60 days after that coverage ends or after you become eligible for premium 

assistance. 

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll 

yourself and your dependents. However, you must request enrollment within 31 days after the marriage, birth, adoption, or placement for 

adoption. To request special enrollment or obtain more information, contact your Human Resources Department. 

HIPAA NOTICE OF PRIVACY PRACTICES REMINDER  

HIPAA requires Catholic Charities to notify its employees that a privacy notice is available from the Human Resources Department. To 

request a copy of Catholic Charities Privacy Notice or for additional information, please contact Human Resources. 

HEALTHCARE REFORM & YOUR BENEFITS  

Catholic Charities offers a medical plan option that provides valuable comprehensive coverage that meets the requirements of the 

healthcare reform law and is intended to be affordable as defined by the law. Also note, it’s unlikely that you are eligible for financial help 

from the government to help you pay for insurance purchased through a Marketplace because you have access to an employer plan that 

complies with the affordability standard. 

PATIENT PROTECTION DISCLOSURE NOTICE  

You do not need prior authorization from Christian Brothers Employee Benefit Trust or from any other person (including a primary care 

provider) in order to obtain access to obstetrical or gynecological care from a healthcare professional in our network who specializes in 

obstetrics or gynecology. The healthcare professional, however, may be required to comply with certain procedures, including obtaining 

prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a list of 

participating healthcare professionals who specialize in obstetrics or gynecology, go online to www.myCBS.org/ppo-hcsc or see “Your 

Benefits Contacts” in the back of this Guide. 

PREVENTIVE CARE  

Certain preventive care services must be provided by non-grandfathered group health plans without member cost-sharing (such as 

deductibles or copays) when these services are provided by a network provider. Please refer to your insurance company for more 

information. Contact information is listed under “Your Benefits Contacts” in the back of this Guide. 

  

http://www.mycbs.org/ppo-hcsc
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DENTAL BENEFITS 

Going to the dentist isn’t on anyone’s list of favorite things to do, but Catholic Charities’ 

dental benefits make it as painless as possible with comprehensive coverage through 

MetLife. You can access services from any licensed dentist you wish. However, your 

costs will typically be lower if you choose a MetLife PPO dentist. You can find MetLife 

PPO providers online at https://www.MetLife.com. PDP Plus is your dental network.  

BEFORE TREATMENT BEGINS 

You should have your dentist’s office contact MetLife if you expect the charges to be 

more than $300. Your dentist’s office will coordinate with MetLife to determine how 

much of the cost will be covered under the plan, and how much will be your 

responsibility. 

PLAN YEAR DEDUCTIBLE VERSUS CALENDAR YEAR 
DEDUCTIBLE 

Deductibles can be based upon plan year or calendar year.  Your dental plan with 

Catholic Charities has a calendar year deductible, meaning the deductible and annual 

maximum reset January 1st.   

  

 In-Network (PDP Plus 
Network) 

Out-of-Network 

Annual Deductible 

(waived for Preventive & Diagnostic) 
$25 per person 
$75 per family 

Annual Benefit Maximum $1,500 per person 

Services 

Preventive & Diagnostic No charge No charge 

Basic  20% after deductible 20% after deductible 

Major  50% after deductible 50% after deductible 

Periodontics Covered under basic 

Endodontics Covered under basic 

Implants Covered under major 

Orthodontia (up to age 19) 

Services N/A N/A 

Lifetime Benefit Maximum N/A 

 

Limitations: This benefit outline is for illustrative purposes only. Actual claims paid are subject to maximum allowable charge, 

frequencies, age limitations, terms and conditions of the contract. 

 

USUAL, CUSTOMARY & 
REASONABLE 

Benefits are paid at the negotiated fee level 

for in-network providers. Benefits for services 

from out-of-network providers will be paid at 

the 99th percentile of the amount charged by 

the majority of dentists in the area. 

https://www.metlife.com/
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VOLUNTARY VISION BENEFITS 

To help you take care of your eyesight, Catholic Charities offers vision care coverage through MetLife. You can access vision care 

services from any provider you wish. However, your costs will typically be lower if you choose a MetLife network provider. You will not 

receive a MetLife identification card – simply let your provider know you are a MetLife member when you make your appointment. You 

can find MetLife providers online at https://www.MetLife.com. MetLife Vision PPO is your network. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
In-Network (Vision PPO Network) 

Out-of-Network 
Reimbursed 

Routine Exam $25 per visit $45 allowance 

Materials Copay $25 copay N/A 

Lenses   

Single Vision Materials copay $30 allowance 

Lined Bifocals Materials copay $50 allowance 

Lined Trifocals 

Lenticular 

 

 

Material copay 

Materials copay 

 

 

$65 allowance 

$100 allowance 

 

Frames 
 
Costco 

$130 allowance, then 20% discount 
 

$70 allowance 
$70 allowance 

Contact Lenses  

(in lieu of eyeglasses) 
  

Fitting and Evaluation Covered in full with a max copay of $60 Applied to contact lens allowance  

Elective Contacts 
 
Necessary 

$130 allowance 
 

Covered in full after eyewear copay 

$105 allowance 
 

$210 allowance 

Frequency  

(Exam/Lenses/Frames) 
12/12/24 months 

 

You will receive an additional 20% off any amount you pay over your allowance.  This offer is available from all 

participating locations except Costco.  

If you purchase oversize lenses or have anything “special” done to your lenses (i.e., tinting, scratch guard, etc.), you 

may be responsible for this cost. 

 

 

IMPORTANT 

Get 20% off the cost for additional pairs of prescription 

sunglasses and non-prescription sunglasses, including 

lens enhancements. At times, other promotional offers 

may also be available. 

Discuss your lens options with your provider to 

determine whether or not you want to continue with 

their recommendations for lens options based on your 

out-of-pocket cost.  

https://www.metlife.com/
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LIFE & DISABILITY BENEFITS 

BASIC LIFE AND ACCIDENTAL DEATH AND 
DISMEMBERMENT (AD&D) INSURANCE 

To help you protect your family, Catholic Charities offers basic life and accident 

insurance that is fully paid for by Catholic Charities. 

 
 

Life/AD&D 

Benefit Amount  

 Life Insurance 

 Accidental Death & Dismemberment 

2x pay up to $250,000 
100% of basic life amount 

Benefits Begin to Reduce at Age: 65 

 

 

LONG-TERM DISABILITY (LTD) COVERAGE  

When you cannot work for an extended period of time, an LTD plan can help cover a 

portion of your pre-disability earnings. For an approved, non-work related illness or 

injury, LTD benefits begin 90 days after becoming disabled. 

 
Long-Term Disability 

Monthly Benefit Amount 60% of predisability earnings 

Maximum Monthly Benefit $5,000 

Elimination Period 90 days 

Benefit Duration *RBD w/SSNRA 

Definition of Disability Own occupation for 24 months 

 

* RBD w/SSNRA stands for reduced benefit duration with social security normal retirement age. Benefit duration is based upon your age 

on the date of your disability.  If disabled at less than 60 years of age, benefit duration is to age 65.  If 60 or older, benefit duration is 

based upon a table which takes social security normal retirement age into consideration.   

       

WHEN YOU FIRST ENROLL 

When you first enroll in life insurance 

benefits, you will need to designate a 

beneficiary who would receive the benefits 

in the event of your death. You may 

change or update your beneficiary at any 

time. 

TAXES 

Employers who pay for employees’ group 

life insurance must tax employees on the 

cost of insurance for amounts exceeding 

$50,000. 

IMPORTANT 

Restrictions and limitations 

apply to these benefits. Please 

review the insurance booklet 

or certificate for complete 

details. 
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VOLUNTARY LIFE/AD&D BENEFITS 

In order to purchase life/AD&D coverage for dependent children, an employee must purchase voluntary life/AD&D on them self. Some 

additional benefits are available for those purchasing voluntary life/AD&D insurance.  They are will preparation, travel assistance, and 

identity theft.  Please see the attachments to this handbook for benefit details.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Voluntary Life – Benefit Outline 

Benefit Options 

Employee 
  
Children 

Live Birth to 6 Months 
6 Months to Age 19, or Age 26 if a Full Time 
Student 

$10,000 Increments 
  

$1,000 
$2,000 Increments 

Benefit Maximums 

Employee 
  
Children 

15 days to 6 months old 
6 Months to Age 19, or Age 26 if a Full Time 
Student 

 
Lesser of 5x annual salary or $500,000 

  
 

$1,000 
Options of $1,000, $2,000, $4,000, $5,000, or 

$10,000 

Guaranteed Issue 

Employee 
  
Children 

 
$100,000  

 
$10,000 

Benefits Begin to Reduce at Age: N/A 

Waiver of Premium Included 

Portability Included 

Voluntary Life/AD&D – Monthly Cost Outline 

Employee Age (as of 

July 1 each year) 

Employee Life Rates 

(Per $1,000) 

Employee AD&D 
Rate (Per $1,000, 

must match life 
amount) 

  

< 30 $0.081   

30-34 $0.096   

35-39 $0.130   

40-44 $0.187   

45-49 $0.283 $0.018  

50-54 $0.455   

55-59 $0.70   

60-64 $1.024   

65-69 $1.648   

70+ $2.648   

Child(ren) Rate 

(Per $1,000) 

 

              $0.24                              $0.043   
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VOLUNTARY LEGAL    
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VOLUNTARY PET 
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VOLUNTARY AIR AMBULANCE 

TRANSPORTATION 

A Life Flight Network Membership relieves you from liability for out-of-pocket costs of 

emergent, medically necessary transports completed and billed by Life Flight Network. Your 

membership is not an insurance policy but secondary to insurance carriers and health care 

cost sharing programs. All available insurances will be billed first including health, auto, 

workers compensation and third-party insurance. Life Flight Network will accept payment from insurance carriers and other third party 

payers as payment in full. 

Membership benefits are available for those eligible household members listed on the member record at the time of transport i f the 

transport is an emergent, medically necessary transport to the closest, most appropriate facility, performed by Life Flight Network, its 

contracted agents, or reciprocal partners, subject to the reciprocal program’s rules.  

Membership benefits are extended to the primary member, his/her spouse or domestic partner and dependents claimed on their income 

tax return. Dependents must be added to the member record within 30 days of birth or adoption. Elderly (age 65+) and disabled family 

members living in the same household are also covered. Life Flight Network may require documentation or other verification of 

membership eligibility.  

Emergency medical transports are based on medical need, not membership status. Medical need can only be determined by a physician, 

EMS provider, hospital or another qualified third-party recognized by Medicare, and is in all cases subject to the final determination of the 

health insurance carrier, if any. Non-emergent transports are not eligible for Life Flight Network membership benefits.  

Availability of service cannot be guaranteed due to weather conditions, maintenance, commitment to another transport, out-of-service 

equipment and other reasons. New and lapsed membership benefits take effect 72 hours after receipt of a completed enrollment with 

payment.  

Membership fees are non-refundable, non-transferable and are not tax-deductible. Life Flight Network may cease selling and servicing 

memberships should any governmental body, now or in the future, determine memberships can no longer be offered within their 

jurisdiction. No refunds will be made for any memberships already purchased. 

LIFE FLIGHT NETWORK LOCATIONS 
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FLEXIBLE SPENDING ACCOUNTS (FSA) 

Looking for a way to save money on healthcare and/or dependent day care? Flexible 

Spending Accounts (FSAs) save you money by reducing the taxes you pay. Your FSA 

contributions are deducted from each paycheck before federal, FICA and, in most 

cases, state taxes are calculated. So in effect, you do not pay taxes on your eligible 

FSA expenses. 

HOW DOES AN FSA WORK? 

FSA contributions are taken from your paycheck on a pre-tax basis according to your 

annual elections. Once you have elected your annual deductions, you cannot change 

your elections under most circumstances. 

When you have an eligible healthcare or dependent day care expense, you can pay 

for it with tax-free money. The accounts are not connected: you pay for healthcare 

expenses and dependent day care expenses with separate accounts. 

You may use money in your FSA to pay for eligible expenses incurred by you, your spouse and your dependents. You and/or your 

dependents do not have to be enrolled in the medical plan to participate in the healthcare FSA. 

If you have an HSA, your healthcare FSA can only be used for eligible dental and vision expenses. Once you’ve met your deductible, you 

can use your healthcare FSA for eligible medical expenses.  

 

REIMBURSEMENTS  

You can use your FSA debit card to pay for healthcare expenses at the point of purchase at pharmacies and many other authorized 

retailers and providers. The debit card lets you pay for eligible expenses directly from your healthcare FSA so you do not have to wait for 

reimbursement. 

Keep your receipts! In the event Rehn & Associates requires documentation for a purchase made with the benefits debit card, it is your 

responsibility to provide the detailed copy of your store receipt (not just a credit slip stating dollar amount). 

 

  

 

MAXIMUM CONTRIBUTIONS 

Healthcare FSA: $2,750 

Dependent Care FSA: $5,000 for single 

employees or married employee filing 

jointly. $2,500 for married employees filing 

separately. 

CARRY OVER 

You may carry over up to 

$500 in unused healthcare 

FSA money from one year to 

the next. Unused amounts in 

your Dependent Care FSA 

cannot be carried over and 

will be forfeited.  
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EMPLOYEE ASSISTANCE PROGRAM (EAP) 

Catholic Charities provides an Employee Assistance Program (EAP) through BPA 

Health. The EAP offers free and confidential counseling and assistance in resolving 

situations that may impact your personal or professional life. All Catholic Charities 

employees are automatically covered by the EAP. 

The EAP provides free short-term counseling and referrals to help you deal with a 

variety of issues that can affect you at work or at home, such as: 

 Managing stress and anxiety 

 Depression 

 Parenting 

 Alcohol or drug problems 

 Coping with grief and loss 

 Legal assistance 

 Debt management and budgeting 

 Elder care options 

EAP counselors are available to assist you 24 hours a day, seven days a week by 

calling 800.726.0003. All call are confidential. When you or a family member contacts 

the EAP, your call will be answered by a trained professional who will discuss your 

personal concerns with you and make sure you have access to appropriate resources. 

If you prefer, go online to: 

www.BPAHealth.com 

Login: Catholic Charities Eastern WA 

Password: 8007260003  

 

FIND TIPS ON STRESS 
MANAGEMENT, WELLNESS AND 
MORE ONLINE 

BPA Health offers a wealth of educational 

resources on their website. Please see the 

access information under “Your Benefits 

Contacts” in the back of this Guide. 

IF YOU VISIT A COUNSELOR 

Up to 3 sessions per situation are provided 

at no charge to you. If more sessions are 

needed, the EAP professionals can work 

with your health plan to determine further 

coverage. 

FREE AND CONFIDENTIAL 

All EAP counseling and assistance is 

free and confidential.  

Call 800.726.0003 for assistance. 

http://www.bpahealth.com/
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PREMIUM ASSISTANCE UNDER MEDICAID AND THE 

CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)  

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state may have a premium 

assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs.  If you or your children aren’t eligible for Medicaid 

or CHIP, you won’t be eligible for these premium assistance programs but you may be able to buy individual insurance coverage through the Health 

Insurance Marketplace.  For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State Medicaid or CHIP office to find 

out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be eligible for either of these 

programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask 

your state if it has a program that might help you pay the premiums for an employer-sponsored plan. 

 If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer plan, your employer must 

allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a “special enrollment” opportunity, and you must request coverage 

within 60 days of being determined eligible for premium assistance.  If you have questions about enrolling in your employer plan, contact the 

Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

 If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.  The following list of 

states is current as of January 31, 2020.  Contact your State for more information on eligibility - 

 

ALABAMA – Medicaid 
Website: http://myalhipp.com/  
Phone: 1.855.692.5447 
  
ALASKA – Medicaid 
The AK Health Insurance Premium Payment Program  
Website: http://myakhipp.com/ 
Phone: 1.866.251.4861 
Email: CustomerService@MyAKHIPP.com Medicaid Eligibility: 
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 
  
ARKANSAS – Medicaid 
Website: http://myarhipp.com/ 
Phone: 1.855.MyARHIPP (855.692.7447) 
 
California – Medicaid 
Website:  
https://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_co nt.aspx  
Phone: 1-800-541-5555  
  
COLORADO – Health First Colorado (Colorado’s Medicaid Program) 
& Child Health Plan Plus (CHP+) 
Health First Colorado Website: https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center:  
1.800.221.3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1.800.359.1991/State Relay 711 
  
FLORIDA – Medicaid 
Website: http://flmedicaidtplrecovery.com/hipp/  
Phone: 1.877.357.3268 
  
GEORGIA – Medicaid 
Website: https://medicaid.georgia.gov/health-insurance-premium-
payment-program-hipp 
Phone: 678-564-1162 ext 2131 
  
INDIANA – Medicaid 
Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1.877.438.4479 
All other Medicaid 
Website: http://www.indianamedicaid.com  
Phone 1.800.403.0864 

IOWA – Medicaid 
Medicaid Website:  https://dhs.iowa.gov/ime/members  
Medicaid Phone: 1-800-338-8366  
Hawki Website:  http://dhs.iowa.gov/Hawki  
Hawki Phone: 1-800-257-8563  
 
KANSAS – Medicaid 
Website:  http://www.kdheks.gov/hcf/default.htm  
Phone:  1-800-792-4884 
  
KENTUCKY – Medicaid 
Kentucky Integrated Health Insurance Premium Payment Program (KI-
HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx  
Phone: 1-855-459-6328  
Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx  
Phone: 1-877-524-4718  
Kentucky Medicaid Website: https://chfs.ky.gov 
  
LOUISIANA – Medicaid 
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp  
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-6185488 (LaHIPP)  
 
MAINE – Medicaid 
Website: http://www.maine.gov/dhhs/ofi/public-assistance/index.html 
Phone: 1.800.442.6003 
TTY: Maine relay 711 
  
MASSACHUSETTS – Medicaid and CHIP 
Website: http://www.mass.gov/eohhs/gov/departments/masshealth/ 
Phone: 1.800.862.4840 
  
MINNESOTA – Medicaid 
Websitehttps://mn.gov/dhs/people-we-serve/children-andfamilies/health-
care/health-care-programs/programs-andservices/medical-assistance.jsp  
Phone: 1.800.657.3739 
  
MISSOURI – Medicaid 
Website: https://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573.751.2005 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
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CHIP (CONTINUED) 

MONTANA – Medicaid 
Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1.800.694.3084 
  
NEBRASKA – Medicaid 
Website: http://www.ACCESSNebraska.ne.gov  
Phone: 1-855-632-7633  
Lincoln: 402-473-7000  
Omaha: 402-595-1178  
 
NEVADA – Medicaid 
Medicaid Website: https://dhcfp.nv.gov  
Medicaid Phone: 1.800.992.0900 
  
NEW HAMPSHIRE – Medicaid 
Website: https://www.dhhs.nh.gov/oii/hipp.htm 
Phone: 603.271.5218 
Toll-Free:  1-800-852-3345, ext 5218 
  
NEW JERSEY – Medicaid and CHIP 
Medicaid Website: 
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ 
Medicaid Phone: 609.631.2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1.800.701.0710 
  
NEW YORK – Medicaid 
Website: https://www.health.ny.gov/health_care/medicaid/  
Phone: 1.800.541.2831 
  
NORTH CAROLINA – Medicaid 
Website: https://dma.ncdhhs.gov/  
Phone: 919.855.4100 
  
NORTH DAKOTA – Medicaid 
Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 
Phone: 1.844.854.4825 
  
OKLAHOMA – Medicaid and CHIP 
Website: http://www.insureoklahoma.org 
Phone: 1.888.365.3742 
  
OREGON – Medicaid 
Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html  
Phone: 1.800.699.9075 
  
PENNSYLVANIA – Medicaid 
Website: https://www.dhs.pa.gov/providers/Providers/Pages/Medical 
/HIPP-Program.aspx  
Phone: 1-800-692-7462   

RHODE ISLAND – Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/  
Phone: 855.697.4347 , or 401-462-0311 (Direct RIte Share Line) 
 
SOUTH CAROLINA – Medicaid 
Website: https://www.scdhhs.gov  
Phone: 1.888.549.0820 
  
SOUTH DAKOTA - Medicaid 
Website: http://dss.sd.gov  
Phone: 1.888.828.0059 
  
TEXAS – Medicaid 
Website: http://gethipptexas.com/  
Phone: 1.800.440.0493 
  
UTAH – Medicaid and CHIP 
Medicaid Website: https://medicaid.utah.gov/  
CHIP Website: http://health.utah.gov/chip  
Phone: 1.877.543.7669 
  
VERMONT– Medicaid 
Website: http://www.greenmountaincare.org/  
Phone: 1.800.250.8427 
  
VIRGINIA – Medicaid and CHIP 
Medicaid Website: http://www.coverva.org/hipp/  
Medicaid Phone: 1.800.432.5924  
CHIP Phone: 1.855.242.8282 
  
WASHINGTON – Medicaid 
Website: https://www.hca.wa.gov/ 
Phone: 1.800.562.3022  
  
WEST VIRGINIA – Medicaid 
Website:  https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002  
 
WISCONSIN – Medicaid and CHIP 
Website: https://health.wyo.gov/healthcarefin/medicaid/ 
Phone: 1.800.362.3002 
  
WYOMING – Medicaid 
Website: https://wyequalitycare.acs-inc.com/  
Phone: 307.777.7531 

 

To see if any other states have added a premium assistance program since July 31, 2020,  

or for more information on special enrollment rights, contact either:  

U.S. Department of Labor  

Employee Benefits Security Administration 

dol.gov/agencies/ebsa  
866.444.EBSA (3272) 

U.S. Department of  

Health & Human Services 

Centers for Medicare & Medicaid Services 

cms.hhs.gov  

877.267.2323 

(Menu Option 4, Ext. 61565) 

https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
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CERTIFICATE OF CREDITABLE PRESCRIPTION DRUG 

COVERAGE 

IMPORTANT NOTICE FROM CATHOLIC CHARITIES ABOUT 
YOUR PRESCRIPTION DRUG COVERAGE AND MEDICARE 

Please read this notice carefully and keep it where you can find it. This notice has 

information about your current prescription drug coverage with Catholic Charities and 

about your options under Medicare’s prescription drug coverage. This information can 

help you decide whether or not you want to join a Medicare drug plan. If you are 

considering joining, you should compare your current coverage, including which drugs 

are covered at what cost, with the coverage and costs of the plans offering Medicare 

prescription drug coverage in your area. Information about where you can get help to 

make decisions about your prescription drug coverage is at the end of this notice. 

There are two important things you need to know about your current coverage and 

Medicare’s prescription drug coverage:  

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if you 

join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug 

coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also offer 

more coverage for a higher monthly premium. 

 

2. Your company has determined that the prescription drug coverage offered by the Christian Brothers Employee Benefit Trust 

is, on average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays 

and is therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this 

coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan. 

WHEN CAN YOU JOIN A MEDICARE DRUG PLAN? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th through December 7th. 

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be eligible for a two 

(2) month Special Enrollment Period (SEP) to join a Medicare drug plan.  

WHAT HAPPENS TO YOUR CURRENT COVERAGE IF YOU DECIDE TO JOIN A MEDICARE DRUG 
PLAN? 

If you decide to join a Medicare drug plan, your current coverage may be affected. Your current coverage pays for other health expenses 

in addition to prescription drugs. If you enroll in a Medicare prescription drug plan, you and your eligible dependents may still be eligible 

to receive all of your current health and prescription drug benefits. If you do decide to join a Medicare drug plan and drop your current 

company coverage, be aware that you and your dependents may be able to get this coverage back by enrolling back into the company 

benefit plan during the Open Enrollment period under the company benefit plan.  

WHEN WILL YOU PAY A HIGHER PREMIUM (PENALTY) TO JOIN A MEDICARE DRUG PLAN? 

You should also know that if you drop or lose your current coverage with the company and don’t join a Medicare drug plan within 63 

continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later. If you 

go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at least 1% of the 

Medicare base beneficiary premium per month for every month that you did not have that coverage. For example, if you go nineteen 

months without creditable coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary premium. 

You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may 

have to wait until the following October to join.  

  

Keep this Creditable Coverage notice. 

If you decide to join one of the 

Medicare drug plans, you may be 

required to provide a copy of this 

notice when you join to show whether 

or not you have maintained creditable 

coverage and, therefore, whether or 

not you are required to pay a higher 

premium (a penalty). 
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CERTIFICATE OF CREDITABLE PRESCRIPTION DRUG 

COVERAGE (CONTINUED) 

FOR MORE INFORMATION ABOUT THIS NOTICE OR YOUR CURRENT PRESCRIPTION DRUG 
COVERAGE… 

Contact the person listed below for further information. Note: You’ll get this notice each year. You will also get it before the next period 

you can join a Medicare drug plan, and if this coverage through the company changes. You also may request a copy of this notice at any 

time.  

FOR MORE INFORMATION ABOUT YOUR OPTIONS UNDER MEDICARE PRESCRIPTION DRUG 
COVERAGE… 

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. You’ll get a 

copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.  

FOR MORE INFORMATION ABOUT MEDICARE PRESCRIPTION DRUG COVERAGE: 

 Visit www.medicare.gov 

 Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” handbook 

for their telephone number) for personalized help 

 Call 800.MEDICARE (800.633.4227). TTY users should call 877.486.2048. 

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information about 

this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 800.772.1213 (TTY 800.325.0778). 

 

Date: July 1, 2020 

Name of Entity/Sender: Catholic Charities Eastern Washington 

Contact--Position/Office: Leslie Varela, HR Director 

Address: 12 E 5th Avenue, PO Box 2253, Spokane, WA 99210 

Phone Number: 509-358-4267 

  

http://www.medicare.gov/
http://www.medicare.gov/
http://www.socialsecurity.gov/
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YOUR BENEFITS CONTACTS 

 

Benefit Administrator 
Group 

Number 
Contact Information Website 

Medical  

 

Christian 

Brothers 

Services 

44012 
Customer 

Service 
800.807.0400 www.cbservices.org  

Dental  

 

MetLife Dental 

(PDP Plus 

Network) 

5959273 
Customer 

Service 
800.275.4638 https://www.MetLife.com 

Vol Vision 

 

MetLife 

(MetLife PPO 

Vision Network) 

5959273 
Customer 

Service 
800.275.4638 https://www.MetLife.com 

CATHOLIC CHARITIES BENEFITS WEBSITE 

Access benefits information 24/7! The site contains forms, benefit summaries, helpful 

tools, provider directories, wellness resources, and more.  

 

CHRISTIAN BROTHERS SERVICES 

 Help with understanding your medical benefits 

 Guidance on medical claims issues  

 Help with medical appeals process 

 Assistance resolving medical billing errors 

 

 

 

https://www.cceasternwa.org/  

 

 

 

 

www.cbservices.org  

Select My Health and register 

 

For medical or pharmacy benefit 

questions, contact Christian Brothers 

Services at 800.807.0400 

 

   

GALLAGHER BENEFIT ADVOCATES 

Benefit Advocates (a service provided by Gallagher), are available to provide 

confidential, free help with your insurance needs.  

 Help with understanding all other benefits, what is or isn’t covered 

 Guidance on claims issues 

 Help with the appeals process 

 Assistance resolving billing errors 

For all other benefit questions, you can 

reach a Benefit Advocate 

Toll free: 833.800.6478 

6:00 a.m. - 6:00 p.m. PT 

Monday - Friday 

 

   

   

CATHOLIC CHARITIES 

Human Resources - Day to day employee contact and questions 

 Melinda Dakan 

 

 Bev Sexton 

 

 

 

 

melinda.dakan@cceasternwa.org 

509.455.3041 
 
bev.sexton@cceasternwa.org 

509.455.3038 

 

http://www.cbservices.org/
https://www.metlife.com/
https://www.metlife.com/
https://www.cceasternwa.org/
http://www.cbservices.org/
http://www.cbservices.org/
mailto:melinda.dakan@cceasternwa.org
mailto:bev.sexton@cceasternwa.org
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Life/AD&D, LTD MetLife 5959273 
Customer 

Service 
800.275.4638 https://www.MetLife.com 

Supplemental 

Life/AD&D 
MetLife 5959273 

Customer 

Service 
800.275.4638 https://www.MetLife.com 

EAP 

 

Website logon 

BPA Health 

 

 

 

  

 

 

 

Customer 

Service 

 

800.726.0003 

 

 

www.BPAHealth.com  

Login: Catholic Charities Eastern WA 

Password: 8007260003 

FSA 
Rehn & 

Associates 
  

Customer 

Service 
509.534.0600 www.rehnonline.com  

Vol Legal 
MetLife - 

MetLaw 
5959273 

Customer 

Service 
800.821.6400 

 
https://info.legalplans.com  

Access code: GetLaw 

Vol Pet  

 

United States 

Fire Insurance 

Company  

  
Customer 

Service 
877.343.5314  

www.aspcapetinsurance.com/CCofSpokane 

Priority code: EB19CCofSpokane 

 

Vol Air 

Ambulance 

Transportation 

  

Life Flight 

Network 
  

Customer 

Service 
503.678.4364  www.lifeflight.org 

  

https://www.metlife.com/
https://www.metlife.com/
file://///GBSWAGEGFS01/Group/GBS-H&W/Clients/Active/Catholic%20Charities/12%20-%20General/Handbook/www.BPAHealth.com
http://www.rehnonline.com/
https://info.legalplans.com/
http://www.aspcapetinsurance.com/CCofSpokane
http://www.lifeflight.org/
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KEY TERMS 

BRAND NAME PRESCRIPTION DRUG 

A prescription drug that is sold under a trademarked name. An equivalent generic drug may or may not be available at lower cost, 

depending on whether the patent on the brand name drug has expired. 

COPAY 

A flat dollar amount you pay for a medical service. 

COINSURANCE 

The percentage of the charges you are responsible for paying. For example, the plan pays 80% and you pay 20%. 

DEDUCTIBLE 

This is the amount you pay before your plan begins covering expenses not subject to a copay. 

EXPLANATION OF BENEFITS 

The statement you receive from your insurance company detailing how much the provider billed, how much (if any) the plan paid, and 

the amount that you owe the provider (if any). 

GENERIC PRESCRIPTION DRUG 

A prescription drug made and distributed after the brand name drug patent has expired, and available at a lower cost than brand name 

prescriptions. 

OUT-OF-POCKET (OOP) MAXIMUM 

The most you pay in a plan year for covered medical services. Once the OOP maximum is met, the plan will pay 100% of the allowed 

amount for the remainder of the plan year for covered services. 

IN-NETWORK 

Services from a provider or facility that is contracted with the insurance company. In-network providers agree to accept set fees for 

covered medical services and not bill you for any amounts over those fees. In-network providers also agree to bill the insurance company 

directly, so you will not have to pay up front and submit your own claims to the insurance company. 

OUT-OF-NETWORK 

Services from a provider or facility that is not contracted with the insurance company. If you receive services out-of-network, then you will 

typically have a higher coinsurance and you will be responsible for the difference between the provider’s billed charge and the allowable 

charge. 

PREVENTIVE CARE 

Measures taken to prevent diseases. This includes routine cancer screenings, exams and certain drugs and immunizations. Most 

preventive care is covered-in-full by the plan, with no cost to you. 
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  

 

This benefit summary prepared by: 
 

 
 

Please note: 
This overview has been prepared to briefly highlight key features of your plan and is not to replace your insurance 

contract or booklet. We have compiled information into summary form to answer questions we most commonly 
receive. Please refer to the insurance carriers’ contracts and booklets for more detailed information and plan 

limitations. Actual claims paid are subject to the terms and conditions of the individual carriers’ contracts. 

 


























MetLaw®


Telephone and office consultations 
• For an unlimited number of personal


legal matters with an attorney of your
choice


Estate Planning Documents
• Simple and Complex Wills
• Trusts (Revocable and Irrevocable)
• Powers of Attorney


(Healthcare, Financial, Childcare)
• Healthcare Proxies
• Living Wills
• Codicils


Document Review 
• Any Personal Legal Documents


Family Law
• Prenuptial Agreement
• Protection from Domestic Violence
• Adoption and Legitimization
• Guardianship or Conservatorship
• Name Change


Elder Law Matters
• Consultations and Document Review


for issues related to your parents 
including Medicare, Medicaid, 
Prescription Plans, Nursing Home 
Agreements, leases, notes, deeds, wills 
and powers of attorney as these affect 
participant


Real Estate Matters 
• Sale, Purchase or Refinancing of Your


Primary, Second or Vacation Home
• Eviction and Tenant Problems


(Primary Residence)
• Home Equity Loans for Your Primary,


Second or Vacation Home
• Zoning Applications
• Boundary or Title Disputes
• Property Tax Assessment
• Security Deposit Assistance


(For Tenant)


Document Preparation 
• Affidavits
• Deeds
• Demand Letters
• Mortgages
• Promissory Notes


Traffic Offenses*
• Defense of Traffic Tickets


(excludes DUI)
• Driving Privilege Restoration


(Includes License Suspension due to
DUI)


Personal Property Protection
• Consultations and Document Review


for Personal Property Issues
• Assistance for disputes over goods


and services


Juvenile Matters 
• Juvenile Court Defense, including


Criminal Matters
• Parental Responsibility Matters


Financial Matters 
• Negotiations with Creditors
• Debt Collection Defense
• Personal Bankruptcy
• Tax Audit Representation (Municipal,


State or Federal)
• Foreclosure Defense
• Tax Collection Defense


Identity Theft Matters
• Identity Theft Defense


Defense of Civil Lawsuits
• Administrative Hearings
• Civil Litigation Defense
• Incompetency Defense
• School Hearings
• Pet Liabilities


Immigration Assistance
• Advice and Consultation
• Review of Immigration Documents
• Preparation of Affidavits and Powers of


Attorney


Consumer Protection
• Disputes over Consumer Goods and


Services
• Small Claims Assistance


Group legal plans and Family Matters provided by Hyatt Legal Plans, Inc., a MetLife company, Cleveland, Ohio.  In certain states, group legal plans and Family Matters provided through insurance coverage underwritten 
by Metropolitan Property and Casualty Insurance Company and Affiliates, Warwick, Rhode Island.  Please contact Hyatt Legal Plans for complete details on covered services including trials.  No service, including advice and 
consultations, will be provided for: 1) employment-related matters, including company or statutory benefits; 2) matters involving the employer, MetLife® and affiliates, and plan attorneys; 3) matters in which there is a  conflict of 
interest between the employee and spouse or dependents in which case services are excluded for the spouse and dependents; 4) appeals and class actions; 5) farm and business matters, including rental issues when the participant 
is the landlord; 6) patent, trademark and copyright matters;  7) costs and fines; 8) frivolous or unethical matters; 9) matters for which an attorney-client relationship exists prior to the participant becoming eligible for plan benefits.  
For all other personal legal matters, an advice and consultation benefit is provided.  Additional representation is also included for certain matters listed above under Legal Representation.  *Not available in all states.  ML2   
L1217501229[exp0119][All States][DC,PR]


Smart. Simple. Affordable.®


For More Information:  
Visit our website info.legalplans.com and enter access code: GetLaw or call our Client Service Center     
at 1-800-821-6400 Monday - Friday from 8am -  8pm (Eastern Time).


MetLaw covers you, your spouse      
and dependents.  


E-Services -- Attorney locator, law firm e-panel, law guide, free downloadable legal
documents, financial planning, insurance and work/life resources
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November 27, 2018 
 
 
Dear Christian Brothers Employee Benefit Trust Plan Participants: 
 
The Trustees of the Christian Brothers Employee Benefit Trust (CBEBT) have approved the following Plan 
changes to be effective Jan. 1, 2019.  
 
One of these changes is the introduction of a new program, SaveonSP, which includes variable copayments 
on specific specialty pharmacy medications. Please take the time to review this plan enhancement carefully 
as this program does not apply to all participants.  
 
In addition to details on the SaveonSP program, please make note of the applicable participant notices 
regarding the Women's Cancer Care Rights, CHIP (Children's Health Insurance Program), and updated 
HIPAA Privacy Policy found under Required Notices under the Health Resources & Tools.  
 
As a reminder, we have also included the notice of semiannual update to the Express Scripts Inc.’s (ESI) 
formulary as well as the Affordable Care Act (ACA) and Health Savings Account (HSA) Qualified Plan 
Guidelines for 2019. To remain in compliance with IRS regulations, HSA plans have been indexed to the 
updated level.  
 
The Summary of Benefits and Coverages (SBCs) for 2019 will reference the SaveonSP program. The SBCs 
and other plan documents are accessible under My Coverage Summary. 
 
Should you have any questions regarding the changes, please do not hesitate to contact us through any of 
the links under Contact Us. 
 


SaveonSp – Variable Copayments for Certain Specialty Pharmacy Medications 
 
The Trustees of the Christian Brothers Employee Benefit Trust (CBEBT) have approved a specialty 
pharmacy Plan change for all Trust Participants, except those enrolled in a High Deductible Health Plan that 
is Health Savings Account (HSA) qualified. Effective Jan. 1, 2019, the CBEBT will introduce variable 
prescription copays for non-essential health benefit specialty medications through the SaveonSP program. 
 
Specialty medications provide unique treatments with remarkable results for complex, chronic diseases. 
However, the cost of these drugs can be excessive. Prescription drugs, as a category, are considered one of 
the 10 Essential Health Benefits under the Affordable Care Act (ACA). However, only certain medications 
must be classified as "essential" leaving the opportunity for the others to be classified as "non-essential 
health benefits." Both essential and non-essential medications are important and necessary to a patient's 
health, but there are certain ACA rules that apply to only medications classified as essential. 
 
The SaveonSP program will allow many CBEBT participants to get select specialty medications at no cost. 
 



https://www.cbservices.org/health-required-notices.html
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SaveonSP works in conjunction with the CBEBT's current pharmacy program through Express Scripts. 
CBEBT participants who are enrolled in the SaveonSP program will continue to receive their specialty 
medications through Accredo, Express Scripts' specialty mail order provider. SaveonSP will leverage 
manufacturer's copay assistance programs to provide both savings to participants and to the Plan. 
 
For example:  


 A CBEBT participant currently on a specialty drug with a copay of $100 would have a $1,000 copay 


after Jan. 1, 2019, if they are not enrolled in the SaveonSP program. 


 If enrolled in the SaveonSP program, the full copay will be paid through the manufacturer copay 


assistance program and the participant will pay $0. 


A participant is eligible to enroll in the SaveonSP program if they currently take certain specialty pharmacy 
medications that are considered non-essential health benefit specialty medications under the Plan, or if 
they begin taking one of these medications at a later date, and are not enrolled in a HSA qualified health 
plan. The SaveonSP Program includes 80+ non-essential health benefit medications covering conditions 
such as hepatitis C (Hep C), multiple sclerosis (MS), psoriasis, inflammatory bowel disease (IBD), 
rheumatoid arthritis (RA), cancer and others. For a list of these medications and their associated monthly 
copay, visit myCBS.org/health/SaveonSp or call SaveonSP at 1.800.683.1074. 
 
Enrollment in the program is voluntary. However, if a participant chooses not to enroll in SaveonSP, they 
will pay the prescription drug copay for medications as shown on the Plan's non-essential health benefit 
specialty drug list and the copay will not count toward their deductible or Out-of-Pocket maximum. For 
more information and answers to frequently asked questions please refer to the SaveonSP Variable Copay 
Assistance Program FAQ sheet on our website.  
 
2019 Prescription Formulary Changes 
 
Each Jan. 1 (and July 1), Express Scripts Inc. (ESI), the Trust’s Pharmacy Benefits Manager, announces their 
changes to their formulary drug list. Some prescription drugs currently covered will be excluded from 
coverage while other prescription drugs move from a Preferred Brand status to a Non-Preferred Brand 
status.  
 
The formulary is a list of drugs—generic and brand name—that offer the greatest overall value to Plan 
participants. Formulary management enables participants and their physicians to choose clinically 
appropriate and cost-effective drugs for specific conditions. 
 
The exclusion list is for medications not covered on the Express Scripts drug list. For each one of those 
excluded drugs, there are clinically equivalent, lower-cost options available. The Formulary Exclusion List 
includes preferred alternatives for those medications that are not covered.  
 
Express Scripts also has made available a list of name-brand drugs that will be classified as Non-Preferred 
effective Jan. 1, 2019, and the Preferred Alternatives for each drug. 
 
A link to those lists can be found on cbservices.org. 
 


Out-of-Pocket Limits on Health Savings Account (HSA) Qualified High Deductible Health Plans 
 
The Department of Health and Human Services has indexed the 2019 Out-of-Pocket Requirements while 
leaving the Minimum Deductible levels unchanged.  
 
 



http://www.saveonsp.com/cbservices

http://www.saveonsp.com/cbservices

http://www.saveonsp.com/cbservices

https://www.cbservices.org/images/health/2018_CBEBT-SaveonSP-FAQ.pdf

https://www.cbservices.org/images/health/2018_CBEBT-SaveonSP-FAQ.pdf

https://www.cbservices.org/rx-formulary.html
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 2019 2018 Change 


HDHP Minimum Deductibles Individual: $1,350 
Family: $2,700 


Individual: $1,350 
Family: $2,700 


No 
Change 


HDHP Maximum Out-of-Pocket Limits Individual: $6,750 
Family: $13,500 


Individual: $6,650 
Family: $13,300 


Individual: $100 
Family: $200 


 
 
Out-of-Pocket Limits on non-Grandfathered Plans under Affordable Care Act (ACA) 
 
The Department of Health and Human Services has indexed the 2019 Out-of-Pocket Requirements to a 
maximum of $7,900 for self-only coverage and $15,800 for family coverage. In addition, the self-only Out-
of-Pocket maximum is applied to each covered individual, whether the individual is enrolled in self-only 
coverage or family coverage. 
 
 2019 2018 Change 


ACA Maximum Out-of-Pocket Limits Individual: $7,900 
Family: $15,800 


Individual: $7,350 
Family: $14,700 


Individual: $550 
Family: $1,100 


 
 


Annual Notices: You can find more information about the following annual notices under 
Resources by clicking on the Required Notices icon. 
 
Notice of Patient Protections 
 
The CBEBT does not require the designation of a primary care physician. You do not need prior 
authorization from CBEBT or from any other person, including a primary care provider, in order to obtain 
access to obstetrical or gynecological care from an In-Network health care professional who specializes in 
obstetrics or gynecology. The health care professional, however, may be required to comply with certain 
procedures, including obtaining prior authorization for certain services, following a pre-approved 
treatment plan, or procedures for making referrals.  
 
A list of participating health care professionals who specialize in obstetrics or gynecology can be located 
under the My PPO link under My Account.  
Notice of HIPAA Special Enrollment Rights 
 
At, or prior to the time of enrollment, a group health plan must provide each eligible employee with a 
notice of his or her special enrollment rights as required by the Health Insurance Portability and 
Accountability Act (HIPAA). These enrollment rights are outlined in the Summary Plan Document 
“Eligibility” section, listed under “Special Enrollment Provisions.” You can access the Summary Plan 
Document by clicking the My Coverage Summary link, then under Medical Plan Summary, clicking the plan 
booklet link.” 
 
HIPAA Privacy Notice  
 
The plan administrator or issuer must provide the Notice of Privacy Practices to new health plan enrollees 
at the time of enrollment. Furthermore, at least once every three years, participants must be notified about 
the availability of the Notice of Privacy Practices.  
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Women’s Health and Cancer Rights Act (WHCRA) Notice 
 
You can find more information and the notice of participants’ rights to mastectomy-related benefits under 
the Women’s Health and Cancer Rights Act (WHCRA). 
Annual Children’s Health Insurance Program Reauthorization Act (CHIPRA) Notice 
 
Group health plans covering residents in a state that provides a premium subsidy to low-income children 
and their families to help pay for employer-sponsored coverage must send an annual notice about the 
available assistance to all employees residing in that state.  
 
Medicare Part D Notices 
 
Group health plan sponsors must provide a notice of creditable or non-creditable prescription drug 
coverage to Medicare Part D eligible individuals who are covered by, or who apply for, prescription drug 
coverage under the health plan. This creditable coverage notice alerts the individuals as to whether their 
prescription drug coverage is at least as good as the Medicare Part D coverage. The notice generally must 
be provided at various times, including when an individual enrolls in the plan and each year before Oct. 15 
(when the Medicare annual open enrollment period begins). Christian Brothers Services sends out these 
notices each year on or before Oct. 15 and as needed. 
 


 
 
On behalf of Christian Brothers Services, thank you for your continued participation in the Trust and the 
privilege to serve you and your family.  
 
Sincerely,  


 
John M. Airola 
Managing Director 
Christian Brothers Health Benefit Services 



https://www.cbservices.org/notice-cancer-rights-act.html

https://www.cbservices.org/Notice-Childrens-health-insurance-program.html

https://www.cbservices.org/notice-medicare-part-d.html
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• Billing Options and Sample Rates 
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Industry Leader & Pioneer 
COMPANY OVERV IEW 


Major |  Office Dog of C&F Pet 


 


• One of the most experienced and established pet insurance 
providers in the US – we’ve had over a decade of experience 
offering discounted pet health insurance plans to employer groups 


• Our licensed agency has an A+ Better Business Bureau rating 
• Products are wholly owned by Crum & Forster and underwritten by 


United States Fire Insurance Company rated A  (Excellent) by AM 
Best (2018) 


• Founding member of North American Pet Health Insurance 
Association (NAPHIA) 


• Since 1997, we have issued more than 400,000 policies and have 
processed more than 2 million claims—a significant milestone in  
our mission to help more pets get quality veterinary care 
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We even cover the most advanced treatments, 
like  chemotherapy and surgery, and some you 
might not  expect, such as stem cell therapy and 
acupuncture. 


 


Flexibility: Plans for Each 
Unique Pet and Budget 


• Accidents 


• Illnesses 
• Dental Disease 


• Hereditary Conditions 


• Behavioral Issues 
• And More 


Coverage for prescription food, vitamins and supplements does not include prevention or general health maintenance (including weight loss). Complete CoverageSM availability is subject to state approval.  
Pre-existing conditions are not covered. Waiting periods, annual deductible, co-insurance, benefit limits and exclusions may apply. For all terms and conditions visit www.aspcapetinsurance.com/terms 


• All pets 8 weeks and up are eligible 


• No upper age limits or disqualifying conditions 


• Visit any vet, specialist, or emergency clinic you like 


• Submit claims your way –  online, by mail, or by fax 


• Get your reimbursements through direct deposit or mail 


Easy to Customize 
• Annual Deductible: $100 | $250 | $500 


• Reimbursement - Percentage Of Invoice: 90% | 80% | 70% 


•  Annual Limit: $2,500 | $5,000 | $7,000 | $10,000 | $15,000 | $20,000 | UNLIMITED 


Also Available 


Accident-Only Coverage 
 
For pet parents who only want coverage 


for accidents and injuries. 


Our coverage includes up to 90% reimbursement 
for exam fees, diagnostics, and treatments for: 


 


Complete CoverageSM 


 


PRODUCT OFFER ING 
Add Preventive Care 


 
Get reimbursed a set amount for items that protect 


your pet from getting sick, like vaccines, dental 
cleanings, and screenings for a little more per 


month. 



http://www.aspcapetinsurance.com/terms
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Waffles |  Office Dog of C&F Pet 


• Individual product with a discount up to 20%   
• Discount includes the 10% group discount* and an additional 10% 


multiple pet discount, if eligible 
• There are no group or community rates like you would see in other 


group filed products 


• Rates and quotes are unique and customized to each employee, and 
employees design the plan that fits their budget and needs 


• No administrative fees or costs associated to the organization for 
offering this program 


• No minimum participation requirements or contracts 


• The enrollment experience can be entirely digital (sales, service and 
administration)  


• Although, if an employee would prefer to enroll by speaking to us 
or if they have any questions, they can call into our call center and 
one of our experienced sales or service representatives will assist 


 


Pet Insurance as a Voluntary Benefit  


*Not available in TN and HI per Department of Insurance Regulations 
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Henry & Lucy  |  Office Dogs of C&F Pet 


We’ve spent more than two decades  
perfecting the employee experience. 


 


The following slides show examples of collateral  and 
sample communications from various stages  of our 
customer journey, including: 


 


• Turnkey Communication Materials 


• Quote & Enroll 


• Quote Nurture Email Campaign 


• Welcome & Onboarding 


• Account Management 


• Exceptional Service and Support 


Our Customer Journey 
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We provide Turn-Key  
Communication Materials to  
Maximize Engagement and  
Participation 
We offer a variety of materials to help 
promote and educate users about our 
coverage. 
 


• Emails 
• Digital PDFs 
• Print brochures and flyers 
• Banner ads 
• Intranet content 
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• Receive a discounted quote 
in one minute or less 
 


• Customizable plan design 
to meet their unique pet 
and budgetary needs 
 


• Co-branded digital 
experience 


 
• Responsive, user-friendly 


design works on any 
desktop, tablet, or mobile 
device 


 


Easy-to-Navigate 
Quoting and Enrolling 
Experience 
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Quote Nurture Email Campaign 


• Series of emails sent to employees who 
quoted, but did not purchase, to 
maximize participation 


• Allows employees to easily return to 
quote vs starting over 


• Educates employee on coverage and 
plan info 


• Includes dynamic content for 
dogs/cats and specific breeds 
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We Offer A Member Experience  
that Exceeds Expectations 


• Onboarding 


• Onboarding Email Campaign 


• Welcome to the Pack! 


• Account Management 


• Mobile App and Online Member Center 


• Submit & Track Claims 


• Service & Support 


• Exceptional Contact Center 


• Outreach 
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Onboarding Email Campaign  


• Series of emails to welcome and 
educate members on how to manage 
their account, submit claims, and 
answer frequently asked questions 
 


• Used to promote pet health awareness 
and familiarize members with the 
program 
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Welcome to the Pack! 


• Welcome Email – includes account info and 
instructions on how to manage account 


 
• Welcome Call – outreach to see if new 


members have questions, review coverage, 
ask about pet, and build rapport 


Personalized Outreach 
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• Online Member Center accessible from 
any device  
 


• Mobile App for iPhone or Android 
 


• Submit and track claims, view policies, 
update billing information, and manage 
your preferences 


Flexibility to Manage Your 
Account from Any Device 
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Submit and track claims 


Pay your bill and see your billing history 


Find a nearby vet clinic or emergency 


hospital 


The My Pet Insurance app makes 
managing your account easier 
than ever. 


Review your benefits 


Find answers to FAQs 


Update your contact info 


Get in touch with us 


Mobile App 
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Support that Goes Beyond “Customer Service” 
• Exceptional Contact Center - Licensed representatives 


are  available 7 days a week. We believe in first-call 
resolution to  assist with claims, coverage inquiries, and 
plan changes. We also  offer multi-lingual customer 
service and sales support. 
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We understand there are few things more stressful  
than when your pet is hurt or sick. 


• We make personalized get-well calls 
to our members to check in on their 
furry friends. 
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We make sure that our members 
are never alone during the difficult 
process of grieving a pet. 
• Specially-trained representatives are responsible for pet-loss 


outreach, including handwritten condolence cards and 
sympathy calls. 
 







      A Special Presentation For 


Billing Options 


Chloe  |  Office Dog of C&F Pet 


• Payroll Deduction 
• Available for groups with 1,000+ employees 
• Annual premium divided up according to 


number of pay periods 
• Technical integration required 


 
• Direct Bill 


• Employee pays premium directly to us at the 
payment frequency (monthly, quarterly, 
semi-annually, or annually) and method 
(checking or credit/debit card) of their 
choice 







Sample Rate Scenarios 
Rates based on ZIP code 99202 and include Employee Discount 


These monthly rates include a 10% group discount allowed by the WA Department of Insurance.   These quotes do not account for state specific rates.   The rates are subject to state approval.  


Mixed-Breed Dog, 2 Years Old Domestic Shorthair Cat, 2 Years Old 


Accident Only Complete Coverage 


$500 Annual Deductible 
80% Reimbursement 
$5,000 Annual Limit 


$15.88 per Month $22.20 per Month 


$250 Annual Deductible 
90% Reimbursement 
$10,000 Annual Limit 


$25.31 per Month $34.44 per Month 


Add Preventive Care to  
Any Plan Selection 


 
Add $9.95 for Basic or  


$24.99 for Prime to any  
monthly premium  


Accident Only Complete Coverage 


$500 Annual Deductible 
80% Reimbursement 
$5,000 Annual Limit 


$10.35 per Month $14.70 per Month 


$250 Annual Deductible 
90% Reimbursement 
$10,000 Annual Limit 


$17.02 per Month $23.76 per Month 
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Pet Name  |  Office Dog of C&F Pet 


Thank you for your time! 


Our team is happy to help with 
any further questions. 


Nikole Adams | Account Management, Partnerships 
Crum & Forster Pet Insurance GroupTM 


1208 Massillon Rd. Suite G 200| Akron, OH 44306 | USA 
O: 1.234.231.1833  |  nikole.a@cfinspet.com   
www.cfpetinsurance.com | www.aspcapetinsurance.com  


Archie  |  Office Dog of C&F Pet 



http://www.cfpetinsurance.com/

http://www.aspcapetinsurance.com/
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CATHOLIC CHARITIES OF SPOKANE, SAVE WITH YOUR DISCOUNT!


Get your customized quote and enroll today!
www.aspcapetinsurance.com/CCofSpokane  |  1-877-343-5314
YOUR PRIORITY CODE: EB19CCofSpokane



www.aspcapetinsurance.com/CCofSpokane










www.aspcapetinsurance.com/CCofSpokane
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1-877-343-5314
www.aspcapetinsurance.com/CCofSpokane


PRIORITY CODE: EB19CCofSpokane



www.aspcapetinsurance.com/CCofSpokane
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Important Notice from Christian Brothers Health Benefit Services About Your 
Prescription Drug Coverage and Medicare 


 
Please read this notice carefully and keep it where you can find it. This notice has information 
about your current prescription drug coverage with the Christian Brothers Employee Benefit 
Trust (CBEBT) and prescription drug coverage available for people with Medicare. It also 
explains the options you have under the Medicare prescription drug program and can help you 
decide whether or not you want to enroll. The end of this notice includes information about 
where you can get help to make decisions about your prescription drug coverage. 
 
There are two important things you need to know about your current coverage and Medicare’s 
prescription drug coverage. 
 
1. Medicare prescription drug coverage (Medicare Part D) became available in 2006 through a) 


Medicare prescription drug plans and b) Medicare Advantage plans that offer prescription 
drug coverage. All Medicare prescription drug plans provide at least a standard level of 
coverage set by Medicare. Some plans may also offer more coverage for a higher monthly 
premium.  


 
2. Christian Brothers Health Benefit Services has determined that the prescription drug 


coverage offered by the CBEBT is, on average for all plan participants, equivalent to or 
better than the standard Medicare prescription drug coverage. For this reason, CBEBT 
coverage is considered Creditable Coverage by Medicare, which means that you can keep 
CBEBT coverage and not pay a higher monthly premium if you later decide to enroll in a 
Medicare prescription drug plan.  


______________________________________________________________ 
 


Individuals can enroll in a Medicare prescription drug plan when they first become eligible for Medicare 
and each year from October 15th through December 7th. Beneficiaries leaving their current creditable 
prescription drug coverage, through no fault of their own, will also be eligible for a two (2) month Special 
Enrollment Period (SEP) to join a Medicare drug plan. 
 
You should compare your current coverage—including which drugs are covered—with the coverage and 
cost of the plans offering Medicare prescription drug coverage in your area.  
 
 


If you do decide to enroll in a Medicare prescription drug plan and drop your CBEBT 
prescription drug coverage, be aware that you and your dependents will not be able to 
re-enroll.  


 
Please contact us for more information about what happens to your coverage if you 
enroll in a Medicare prescription drug plan. 
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When Will You Pay a Higher Premium (Penalty) To Join A Medicare Drug Plan? 
  
You should also know that if you drop or lose your coverage with Christian Brothers Employee Benefit 
Trust and do not enroll in a Medicare prescription drug plan within 63 continuous days after your current 
coverage ends, you may pay more (a penalty) to enroll in Medicare prescription drug coverage later.  
 


If you go 63 days or longer without (creditable) prescription drug coverage that is at least as good as 
Medicare’s prescription drug coverage, your monthly premium may go up at least 1 percent of the 
Medicare base beneficiary premium per month for every month that you did not have that coverage. For 
example, if you go 19 months without creditable coverage, your premium may consistently be at least 
19 percent higher than the Medicare base beneficiary premium. You may have to pay this higher 
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may 
have to wait until the following October to enroll.  
 


For more information about this notice or your current prescription drug coverage… 
 


Contact our office for further information at 1-800-807-0400 from 7:00 a.m. to 7:00 p.m. CST.  
NOTE: You will receive this notice annually and at other times in the future, including, for example, to 
remind you of the next enrollment period for Medicare prescription drug coverage and to announce 
changes in your coverage through the Christian Brothers Employee Benefit Trust. You also may request 
a copy of this notice at any time.  
 


For more information about your options under Medicare prescription drug coverage… 
 


More detailed information about Medicare plans that offer prescription drug coverage is in the Medicare 
& You handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also 
be contacted directly by Medicare prescription drug plans. For more information about Medicare 
prescription drug coverage: 


 Visit www.medicare.gov. 
 Call your State Health Insurance Assistance Program (see your copy of the Medicare & You 


handbook for their telephone number) for personalized help. 
 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 


 


For people with limited income and resources, extra help paying for Medicare prescription drug 
coverage is available. Information about this assistance is available from the Social Security 
Administration (SSA) online at www.socialsecurity.gov, or by phone at 1-800-772-1213 (TTY 1-800-325-
0778). 
 


Remember: Keep this Creditable Coverage notice. If you enroll in one of the new plans approved 
by Medicare that offer prescription drug coverage, you may be required to provide a copy of this 
notice when you join to show that you are not required to pay a higher premium (a penalty).  
  
 Date: October 4, 2018 
 Name of Entity/Sender: Christian Brothers Health Benefit Services 
 Contact--Position/Office: Adam Smith, Director of Operations  
 Address: 1205 Windham Parkway, Romeoville, IL 60446-1679  
 Phone Number: 1-800-807-0100 








Find a Dental Provider
With MetLife Dental insurance, you can choose from thousands of general dentists and specialists 
nationwide. You can find the names, addresses, languages spoken and phone numbers of participating 
dentists by searching our online Find a Dentist directory.


Dental Insurance


Step 3:  
Advanced Search


Use the Advanced Search 
option to locate a dentist 
by name, language spoken, 
specialty or gender.


Step 1:  
Go to metlife.com


Step 2:  
Select “I want to 
find a MetLife:”


Click “Dentist” and enter 
your ZIP Code, and select 
your network.


Like most group benefit programs, benefit programs offered by MetLife and its affiliates contain certain exclusions, 
exceptions, waiting periods, reductions, limitations and terms for keeping them in force. Please contact MetLife or your plan 
administrator for complete details.


Metropolitan Life Insurance Company  |  200 Park Avenue  |  New York, NY 10166
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metlife.com


Like most insurance policies and benefit programs, insurance policies and benefit programs offered by Metropolitan 
Life Insurance Company and its affiliates contain certain exclusions, exceptions, waiting periods, reductions of benefits, 
limitations and terms for keeping them in force. Please contact MetLife for complete details.


1.	 To use the MetLife mobile app, employees can choose to register at metlife.com/mybenefits from a computer  
or directly through the app.


2.	 Certain features of MetLife US Mobile App are not available for some MetLife Dental Plans.


Mobile App


Metropolitan Life Insurance Company  |  200 Park Avenue  |  New York, NY 10166
L1117500665[exp0119][All States]   © 2017 METLIFE, INC.


Benefits at your employees’ fingertips
We care about the success of your benefits program. And your employees’ convenience is one of 
our top priorities. With MetLife’s mobile app, employees who prefer a digital service experience can 
securely and easily view and manage their benefits information on their mobile device.


Count on us for an exceptional service experience.  
Contact your MetLife representative today.


The MetLife mobile experience1


Accident & Health •	 View policy details


Auto and Home •	 View policy details
•	 View ID Card
•	 File a claim and upload accident details
•	 Pay auto insurance bills


Dental2 •	 Find a provider
•	 Add/change dentist (DHMO only)
•	 View ID Card (PPO only)
•	 Get estimates for most dental procedures (PPO only)
•	 View plan summary (PPO only)
•	 View claims (PPO only)
•	 Track brushing and flossing activity


Disability •	 View and update claim information
•	 Set up Direct Deposit


Legal Services •	 Find an attorney
•	 View coverage details
•	 Get a case number


Life •	 View policy details


Vision •	 Find a provider








MyBenefits


Learn more about your MetLife benefits


The MetLife Mobile App 
is available on the iTunes® 
App Store and Google Play. 
Download the app, and use it 
to find a participating dentist, 
view your claims1 and to see 
your ID card.2


MetLife benefits information right from your desktop
The MyBenefits web site is a quick and easy way for you to get the information you need 
about your MetLife benefits — all in one place. Log in at metlife.com/mybenefits  
to see how we’ve taken personalization and integration to a new level.


Personalized homepage to all your MetLife benefits
Get more information on your MetLife benefits, where you can link to detailed coverage 
information and can perform tasks, such as:


Dental Plans — Easily find a participating dentist or view your benefits, copay or coinsurance 
amount, and claims1 online. Plus, you will have access to our extensive Oral Health Library  
to research important dental topics.


Dental ID cards are available online for you to download and print at your convenience.1  
Cards contain your name, employer’s name and group number. Also included are MetLife’s 
claims submission address,1 website address, customer service telephone number and a 
service number for International Dental Travel Assistance.3


Additional MyBenefits features include:
•	 Planning tools that you can use to help you make informed decisions regarding  


your retirement, benefits coverage as well as other useful information for a variety  
of everyday topics.


•	 Forms and documents that you may need are located in the “Tools & Resources”  
area at the bottom of the MyBenefits home page for you to download.


•	 In the “News & Updates” section you’ll find information from MetLife and your  
employer such as enrollment dates and new product offerings.


•	 Online claims tracking and email notifications called eAlerts, which will provide 
information regarding status changes to your claims for certain benefits.1


metlife.com/mybenefits
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Like most group benefit programs, benefit programs offered by MetLife contain certain exclusions, exceptions, waiting periods, 
reductions, limitations and terms for keeping them in force. Ask your MetLife group representative for complete details.


1.	 This feature is not available for members with a MetLife Dental HMO/Managed care plan.


2.	 Before using the MetLife Dental Mobile App, you must register at metlife.com/mybenefits from a computer. 
Registration cannot be done from your mobile device. Certain features of the MetLife Mobile App are not available  
for all MetLife Dental Plans.


3.	 AXA Assistance USA, Inc. provides Dental referral services only. AXA Assistance is not affiliated with MetLife, and the 
services and benefits they provide are separate and apart from the insurance provided by MetLife. Referral services are 
not available in all locations.
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200 Park Avenue
New York, NY 10166
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How to Register on MyBenefits
MyBenefits provides you with a personalized, integrated and secure view of your MetLife-delivered benefits. You can 
take advantage of a number of self-service capabilities as well as a wealth of easy to access information. MetLife is able to 
deliver services that empower you to manage your benefits. As a first time user, you will need to register on MyBenefits. 
To register, follow the steps outlined below.


Registration Process 
for MyBenefits 


Provide Your Group Name


Access MyBenefits at  
www.metlife.com/mybenefits  
and enter your group name and 
click ‘Submit.’


The Login Screen


On the Home Page, you can access general 
information. To begin accessing personal 
plan information, click on ‘Register Now’ 
and perform the one-time registration 
process. Going forward, you will be able to 
log-in directly.


Step 1: Enter Personal Information


Enter your first and last name, identifying 
data and e-mail address.


Step 2: �Create a User Name 
and Password


Then you will need to create a unique  
user name and password for future access 
to MyBenefits.


Step 3: Security Verification Questions


Now, you will need to choose and  
answer three identity verification  
questions to be utilized in the event 
you forget your password.


Step 4: Terms of Use


Finally, you will be asked to read and 
agree to the website’s Terms of Use.


Step 5: Process Complete


Now you will be brought to the 
“Thank You” page.


Lastly, a confirmation of your registration 
will be sent to the email address you 
provided during registration.


The User Name and Password requirements 
may vary by company setup. General  
setup includes a User Name between  
8-20 characters, containing at least one 
letter and one number, and a password 
between 6-20 characters, containing at 
least one letter and one number.
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INTRODUCTION 


Christian Brothers Employee Benefit Trust is a self-funded church 
plan that serves employers operating under the auspices of the Roman 
Catholic Church by providing medical and prescription drug benefits 
to Plan participants. It is understood that the Trust works within the 
framework of the tenets of the Roman Catholic Church. It is for this 
reason the Trust does not provide benefits for services that are not 
consistent with the position of the Church. 


The Trust is comprised of Members which are organizations operating 
under the auspices of the Roman Catholic Church, and currently listed, 
or approved for listing, in The Official Catholic Directory, published by P.J. 
Kenedy & Sons. For ease of reference in this Summary Plan Docu-
ment, these Members are referred to as Employers. 


Each of these Members has one or more persons who receive benefits 
from This Plan. These Participants may include employees, academic 
employees, members of religious orders, seminarians and secular 
priests. For ease of reference in this Summary Plan Document, the 
Participants are referred to as Employees. 


We, Us, and Our means the Christian Brothers Employee Benefit 
Trust Trustees or, alternately, the Plan Administrator for specific du-
ties that have been delegated to the Plan Administrator by the Trustees. 


1. PLAN INFORMATION 


Plan Name: 


Christian Brothers Employee Benefit Trust 
Plan Sponsor: 


Christian Brothers Major Superiors 
c/o Christian Brothers Services 
1205 Windham Parkway 
Romeoville, IL 60446-1679 


Plan Administrator: 


Christian Brothers Services  


1205 Windham Parkway 
Romeoville, IL 60446-1679 
Telephone: 800-807-0100 
EIN: 36-3884439 


Plan Year: 


Christian Brothers Employee Benefit Trust is a Calendar Year 
Plan. Your Plan Year may be different. See Summary of Benefits 
and Coverage for Your Plan Year specifics. 


Agent for Service or Legal Process: 
Christian Brothers Employee Benefit Trust 
Managing Director, Health Benefit Services 
1205 Windham Parkway 
Romeoville, IL 60446-1679 


Plan Eligibility and Benefits: 


See Eligibility Section and your Summary of Benefits and Coverage 
to locate a description of medical and prescription drug benefits 
and eligibility requirements. 


How to File a Claim: 
See Claim Procedures Section. 


Pharmacy Benefits Manager 


Express Scripts, Inc. 
1 Express Way 
St. Louis, MO 63121 
800.718.6601 


Pharmacy Benefits Manager Initial Coverage Review Depart-
ment 


Express Scripts 
Prior Authorization Dept. 
PO Box 66571, 
St. Louis, MO 63166-6571 
800.753.2851 (phone) 877.329.3760 (fax) 
www.express-scripts.com/services/physicians/ 
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Pharmacy Benefits Manager Appeals Department 


Express Scripts  
Attn: Clinical Appeals Department 
PO Box 66588 
St Louis, MO 63166-6588 
800.753.2851 
877. 852.4070 (fax)  


Pharmacy Benefits External Review Coordinator 


MCMC, LLC 
Attn: Express Scripts Appeal Program 
300 Crown Colony Dr. 
Suite 203 
Quincy, MA 02109 
617.373.7700 x28253 
617.375.7683 (fax) 


Cost Containment Administrator 


American Health Holdings, Inc. 
7400 West Campus Rd. 
F-510 
New Albany, OH 43054 
866.458.4002 


A. Plan Benefits 
Plan Benefits are governed by this Summary Plan Document and your 
Summary of Benefits and Coverage. 


B. Plan Interpretation 
This Summary Plan Document has been prepared with as much infor-
mation as is reasonable to help you understand your benefits. How-
ever, some terms in This Plan may require interpretation as they apply 
to a specific situation. 
The Plan Administrator has been given the authority and discretion by 
This Plan’s Trustees to interpret the terms of This Plan where This 
Plan's terms need interpretation and to approve certain services in cat-
astrophic cases. 


In interpreting the terms of This Plan, the Plan Administrator relies 
upon commonly accepted industry practices, as well as experts in the 
healthcare industry, including its various subspecialties.  


C. Conformity with State Mandates 


The Christian Brothers Employee Benefit Trust is a “church plan” as 
designated by the Internal Revenue Service and Department of Labor. 
It is not a group insurance contract within the meaning of state group 
insurance laws. Therefore, the Christian Brothers Employee Benefit 
Trust is not subject to the mandated benefit requirements imposed by 
state group insurance laws. To the extent that state laws other than 
those applicable to group insurance contracts may legally require the 
Christian Brothers Employee Benefit Trust to provide a particular ben-
efit, the Christian Brothers Employee Benefit Trust will conform to 
the state mandate, unless the mandated benefit would conflict with the 
doctrine or tenets of the Roman Catholic Church. 


D. Conformity with Federal Mandates 


The Christian Brothers Employee Benefit Trust is generally subject to 
the provisions of the Patient Protection and Affordable Care Act. Ac-
cordingly, to the extent that Act would legally require the Christian 
Brothers Employee Benefit Trust to provide a particular benefit, the 
Christian Brothers Employee Benefit Trust will do so, unless providing 
the benefit would conflict with the doctrine or tenets of the Roman 
Catholic Church. 


E. HIPAA 
The privacy of your health records is protected by specific security and 
privacy regulations under the Health Insurance Portability and Ac-
countability Act (HIPAA). Under HIPAA, neither This Plan’s Sponsor 
nor the Plan Administrator may release Protected Health Information 
(PHI) to your Employer, spouse, or any other third party unless re-
quired by law or unless you authorize the release. The Plan Notice of 
Privacy Practices describes This Plan’s privacy practices and your 
rights to access your records. The notice is available on the Christian 
Brothers Services website in the section relating to HIPAA authoriza-
tion forms at https://www.cbservices.org/hipaa-authorization-
forms.html. 
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2. SUMMARY OF MEDICAL & PRESCRIPTION DRUG BENEFITS 


Benefits will be payable during a Plan Year and will vary depending 
upon whether or not Medically Necessary Care is received from a Hos-
pital, Physician, or other provider who has contracted with the Pre-
ferred Provider Organization (PPO) Network. Refer to your Summary 
of Benefits and Coverage for “What This Plan Covers & What it 
Costs.” Refer to the remainder of this Summary Plan Document for a 
complete description of covered and non-covered services.  


A. Comprehensive Medical & Prescription Drug Benefits Pay-
able 


Covered Person means an Employee, Dependent, or Retiree who is 
eligible to receive benefits under This Plan and has properly enrolled 
in This Plan. 
If Covered Person has a medical condition resulting from a sickness 
or injury, Comprehensive Medical & Prescription Drug Benefits will 
be paid for Covered Charges: 


(1) in excess of the Deductible requirement;  
(2) in excess of the Copayment requirement;  
(3) at the Coinsurance percentage indicated; and 
(4) to the applicable maximum payment limitations as set 


forth in this Summary Plan Document. 


B. Medical Preferred Provider Organization (PPO) 


This Plan contracts with Preferred Provider Organizations (PPO). 
Each time you need care, you decide whether or not to use a PPO 
provider. Using a PPO provider saves you and This Plan money, be-
cause these contracted providers charge This Plan a discounted rate 
for services. This means charges from a PPO provider, doctor, or Hos-
pital  are discounted, so you and This Plan share the benefit of lower 
negotiated costs, and you and This Plan pay less for health care. 


A listing of participating Hospitals, Physicians, and other providers is 
available to you via your network’s website. Please refer to the Sum-
mary of Benefits and Coverages for PPO Network contact infor-
mation and PPO and non-PPO levels of benefits. 


Please note that your Employer’s PPO selection does not mean that 
your choice of provider is restricted. You may still seek needed medical 
care from any Hospital, Physician, or other provider. However, ser-
vices from providers who are not PPO providers often result in you 
paying more for the services that you receive and This Plan providing 
you with a reduced level of benefits. Therefore, you are urged to obtain 
such care from Preferred Providers whenever possible. Please remem-
ber, This Plan does not pay PPO benefits to a non-PPO provider even 
when a PPO provider refers or requests the assistance of a non-PPO 
provider, except as described under Medical Emergency. 


We have the right to terminate the PPO portion of This Plan if We or 
the PPO terminate the arrangement. In the event of termination, We 
will pay the level of benefits for medical care received from non-PPO 
providers as described in the Summary of Benefits and Coverage. 


C. Prescription Drug Pharmacy Network 


Retail Network Pharmacy benefits are designed for short-term drugs, 
such as antibiotics, or for the first few fills of a long-term Maintenance 
Drug while you request a fill through the mail order pharmacy. If a 
Covered Person uses a non-network pharmacy, the allowable charge 
for prescription drugs will be 80% of the network pharmacy price. Mail 
order benefits are designed for long-term maintenance prescription 
drugs that will be taken for more than 90 days. See Summary of Bene-
fits and Coverage for how to locate a Retail Network Pharmacy and 
for benefits payable for retail and mail prescriptions. 
Retail Network Pharmacy means the network of pharmacies elected 
by This Plan provided through the Pharmacy Benefits Manager. 


D. Medical Emergency 


If a Covered Person requires Treatment for a Medical Emergency Ser-
vice and cannot reasonably reach a Preferred Provider, benefits for 
such Treatment by the Hospital, emergency room Physician, and other 
charges incurred while being treated in the emergency room will be 
paid at the same level as a PPO Provider. Prevailing Charges may ap-
ply. 
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Medical Emergency means the sudden onset of severe medical 
symptoms that: 


(1) may be life threatening; and 
(2) could not have been reasonably anticipated; and 
(3) require immediate medical Treatment. 


Treatment means confinement, treatment, service, substance, mate-
rial, or device. 


E. Uncontrollable Medical Providers 


For services provided by a non-PPO emergency room Physician, an-
esthesiologist, radiologist, or pathologist, benefits will be payable at the 
PPO level when such services are provided at a PPO Hospital (inpa-
tient, outpatient, and Hospital  emergency room) or a licensed PPO 
freestanding surgical center. Prevailing Charges may apply. 


F. Medical and Prescription Drug Deductible(s) 


Deductible means a specified dollar amount of Covered Charges that 
must be incurred by a Covered Person before benefits will be payable 
under This Plan for all or part of the remaining Covered Charges dur-
ing the year. 
Medical and Prescription Drug coverage may have separate or com-
bined Deductibles. See Summary of Benefits and Coverage for appli-
cable Deductible amounts. 
All Medical and Prescription Drug Covered Charges (unless otherwise 
specified) are subject to the Medical and/or Prescription Drug De-
ductible(s) before benefits are payable for each Covered Person. See 
Summary of Benefits and Coverage for applicable Deductible 
amounts.  


G. Medical and Prescription Drug Copayment & Coinsurance 
Amounts 


Copayment means the initial amount you owe the provider/supplier 
for the visit. A Copayment is a set dollar amount. 


Coinsurance is your share of the cost of covered services. Coinsur-
ance amounts are only applicable to expenses covered by This Plan. 


Each year, after you satisfy the plan year Deductible (either individual 
or family), This Plan generally pays a percentage of Covered Charges 
and you pay a percentage, up to your Out-of-Pocket Expense Maxi-
mum(s). 


Medical and Prescription Drug Coinsurance and Copayment amounts 
do not count toward satisfaction of the Medical and/or Prescription 
Drug Plan Year Deductible(s). 


Medical and Prescription Drug Coinsurance and Copayment amounts 
required count towards the satisfaction of the Plan Year Medical and 
Prescription Drug Out-of-Pocket Expense Maximum(s). 


After the Medical and Prescription Drug Out-of-Pocket Expense Max-
imum(s) are reached, no further Medical and Prescription Drug Coin-
surance or Copayment amounts will be required.  


See Summary of Benefits and Coverage for applicable Copayment and 
Coinsurance amounts. 


H. Medical and Prescription Drug Out-of-Pocket Expense 
Maximum(s) 


Your portion of certain expenses is limited by the Plan's annual Medi-
cal and Prescription Drug Out-of-Pocket Expense Maximum(s). If the 
amount you pay for Covered Charges in any one Plan Year reaches the 
Out-of-Pocket Expense Maximum(s) as provided in the Summary of 
Benefits and Coverage, We will pay 100% of additional Covered 
Charges (except as described below). 


The Deductible, Copayment, and Coinsurance amounts you pay for 
Covered Charges apply to the Medical and Prescription Drug Out-of-
Pocket Expense Maximum(s). 


Amounts that are not payable after you reach your Out-of-Pocket Ex-
pense Maximum(s) or DO NOT apply toward your Out-of-Pocket 
Expense Maximum(s) are: 


(1) Amounts above This Plan's Prevailing Charges for 
covered non-PPO medical expenses; 


(2) Expenses not considered covered medical expenses;  
(3) Amounts in excess of a benefit maximum;  
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(4) Deductible, Copayment, or Coinsurance Amounts 
paid on the Covered Person's behalf by a foundational 
or manufacturer sponsored patient assistance program; 


(5) Penalties incurred for failure to comply with any Utili-
zation Management Requirements; 


(6) Expenses not considered covered under the prescrip-
tion drug plan; and 


(7) Penalties incurred for utilizing a non-network phar-
macy. 


See Summary of Benefits and Coverage for Medical and Prescription 
Out-of-Pocket Expense Maximum(s). 


I. Brand Name versus Generic Prescriptions 


Most prescription medications are either Brand Name Prescription 
Drugs or Generic Prescription Drugs. Both are covered under the pro-
gram. 


Brand Name Prescription Drug means a drug that is customarily 
recognized throughout the pharmaceutical profession as the original 
or trademarked preparation of a drug entity and for which the Food 
and Drug Administration (FDA) has given general marketing approval. 


Generic Prescription Drug means biologically equivalent pharma-
ceutical products manufactured and sold under their chemical, com-
mon or non-proprietary official name. 


The mail order pharmacy will automatically fill your prescription with 
a Generic Prescription Drug (if available) if the prescribing Physician 
has indicated that a generic substitution is acceptable. If the prescribing 
Physician indicates that generic substitution is not acceptable (even 
though available), the mail order pharmacy will use the Brand Name 
Prescription Drug. 


Certain Brand Name drugs will be Preferred, meaning they are in-
cluded on the Formulary. Non-Preferred Drugs may have higher costs 
under This Plan.  


J. Generic Drug Substitution 


When a Physician allows a generic substitution and you choose the 
Brand-Name Prescription Drug, you will be responsible for the differ-
ence in the Copayment plus the difference in cost between the Brand 
Name Prescription Drug and its Generic Prescription Drug equivalent. 


3. ELIGIBILITY 


You may be eligible to participate in This Plan if you are an Employee 
who is employed by an Employer that participates in This Plan. If you 
are eligible to participate in This Plan, your Dependents may also be 
eligible to participate in This Plan. 


A. Who is Eligible 


Covered Person means an Employee or Dependent eligible to receive 
benefits under This Plan. 


Employee means an eligible employee of an Employer whose work 
week meets the minimum requirements as determined by the Em-
ployer. In no event can an employee be eligible for This Plan who 
works fewer than 20 hours in a normal work week. 


For an academic employee, Employee includes an academic employee 
who meets the requirements as determined by the Employer. In no 
event can an academic employee be eligible for This Plan who teaches 
less than ½ of a normal work load. 


Employee may include members of religious orders, seminarians and 
secular priests. 


Employee does not include temporary employees, employees who do 
not meet the above criteria, independent contractors, volunteers, etc., 
whose income from the Employer is not subject to Federal Withhold-
ing for wages or FICA, except in case of vowed religious. 


Employer means any corporation, establishment, or institution that 
has fulfilled participation requirements of the Trust and: 


(1) is operated under the auspices of the Roman Catholic 
Church, in good standing thereof, and is currently 
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listed, or approved for listing, in The Official Catholic Di-
rectory, published by P.J. Kenedy & Sons; and 


(2) is exempt from taxation under section 501(c)(3) of the 
Internal Revenue Code of 1986, as amended; and 


(3) is organized as a not-for-profit corporation, if the or-
ganization is a corporation. 


Dependent means: 


(1) your Spouse, if not in the Armed Forces and not cov-
ered as an Employee;  


(2) your natural or legally adopted child under 26 years of 
age; 


(3) a child of your Spouse under 26 years of age; and 
(4) a child under 26 years of age for whom you have legal 


guardianship.  


Dependent also includes any child covered under a Qualified Medical 
Child Support Order or National Medical Support Notice as defined 
by applicable federal law and state insurance laws applicable to This 
Plan, provided the child otherwise meets This Plan’s definition of a 
Dependent. 


In no event may a Dependent child be covered by more than one Em-
ployee.  


A covered child, who attains the age at which status as an eligible De-
pendent would otherwise terminate, may retain eligibility if the De-
pendent is chiefly reliant upon the Employee for support and mainte-
nance and incapable of self-sustaining employment by reason of Phys-
ical Disability. Such condition must start before reaching the age when 
the child’s Dependent status otherwise would terminate. We may ask 
for proof of incapacity from time to time. If proof is requested and We 
do not receive the requested information within 90 days, the child will 
no longer be considered an eligible Dependent. 


Physical Disability means a Dependent child's substantial physical or 
mental impairment which: 


(1) results from injury, accident, congenital defect, or sick-
ness; and 


(2) is diagnosed by a Physician as a permanent or long 
term dysfunction or malformation of the body. 


A non-covered child who is ineligible due to age may be eligible for 
coverage under this Physical Disability provision if the child meets the 
requirements above. 


Spouse means a person who is legally married to the Employee. 


B. When You are Eligible for Coverage 


If you are an Employee, as defined, you are eligible for coverage the 
day This Plan goes into effect at your Employer’s location. If your em-
ployment commences after such date, you are eligible for coverage on 
the date selected by your Employer following the commencement of 
your employment. 


C. When Your Dependents are Eligible for Coverage 


Your Dependents are eligible for coverage the same day as you, pro-
vided that you have eligible Dependents on that date. If you later ac-
quire a Dependent, that Dependent is eligible for coverage on the date 
acquired. 


D. Newborns 


Your newborn child will be automatically covered until the child attains 
31 days of age. If you do not enroll this child for Dependent coverage 
before the end of the 31 days, no further benefits will be available. 
Enrollment will be delayed until the next open enrollment period, as 
defined by your Employer, unless a Special Enrollment Provision is 
met. 


E. How You Enroll for Coverage 


To enroll for coverage, obtain an enrollment form from your Em-
ployer. Complete the form providing all requested information appli-
cable to you and your Dependents. Sign the form and return to your 
Employer on a timely basis. 
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F. When You Become Enrolled for Coverage 


1) Noncontributory Coverage 


If no contributions are required from you for the coverage, you are 
covered the first day you are eligible. 


If no contributions are required from you for Dependent coverage, 
your Dependents will be covered on the first day you are eligible for 
Dependent coverage. 


2) Contributory Coverage 


If contributions are required from you for the coverage, coverage be-
gins on the first day you become eligible. If you delay your enrollment 
more than 31 days beyond the date you were first eligible, then your 
enrollment is delayed until the next open enrollment period as defined 
by your Employer, unless you meet Special Enrollment Provisions.  


If contributions are required from you for Dependent coverage, your 
Dependent will be covered on the first day you become eligible. If you 
delay Dependent enrollment more than 31 days beyond the date the 
Dependent was first eligible, then your Dependent enrollment is de-
layed until the next open enrollment period as defined by your Em-
ployer, unless your Dependent meets Special Enrollment Provisions. 


3) Special Enrollment Provisions 


If you or your Dependent request enrollment after the first period in 
which you or your Dependent were eligible to enroll, you or your De-
pendent must meet the Special Enrollment Provisions. 


The Special Enrollment Provisions are: 


a) Loss of Other Coverage 


A Special Enrollment Provision will apply to you or your Dependent 
if all of the following conditions are met: 


(1) You or your Dependent were covered under another 
Group Health Plan or had other Health Insurance 
Coverage at the time of initial eligibility, and declined 
enrollment solely due to the other coverage.  


(2) Health Insurance Coverage means benefits consist-
ing of medical care, prescription drugs, dental care, or 
vision care, provided directly, through insurance or re-
imbursement, or otherwise, under any Hospital  or 
medical service policy or certificate, Hospital  or med-
ical service plan contract, or HMO contract offered by 
a health insurance issuer. Health Insurance Coverage 
includes group health insurance coverage, individual 
health insurance coverage, and short-term, limited-du-
ration insurance. 


(3) The other coverage terminated due to loss of eligibility 
(including loss due to legal separation, divorce, death, 
cessation of Dependent status, termination of employ-
ment or reduction in work hours, incurring a claim that 
meets or exceeds the other coverage Lifetime Benefit 
Maximum  on all benefits, when the individual no 
longer resides, lives, or works in a service area and 
there is no other benefit package available under the 
other Group Health Plan, or when the other Group 
Health Plan no longer offers any benefits to a class of 
similarly situated individuals), or due to termination of 
Employer contributions (or, if the other coverage was 
under a COBRA or state continuation provision, due 
to exhaustion of the continuation). 


(4) Request for enrollment is made within 31 days after the 
other coverage terminates or after a claim is denied due 
to reaching the Lifetime Benefit Maximum of all ben-
efits under the other health coverage. 


The effective date of coverage will be the date as determined by your 
Employer. 


Loss of eligibility does not include a loss due to failure of the individual 
to pay contributions on a timely basis or termination of coverage for 
cause (such as making a fraudulent claim or an intentional misrepre-
sentation of a material fact in connection with the health coverage). 
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b) Newly Acquired Dependents 


A Special Enrollment Provision will apply to you or your Dependent 
if all of the following conditions are met: 


(1) You are enrolled (or are eligible to be enrolled but have 
failed to enroll during a previous enrollment period);  


(2) A person becomes your Dependent through marriage, 
birth, adoption or placement for adoption; and 


(3) Request for enrollment is made within 31 days after the 
date of the marriage, birth, adoption, or placement for 
adoption. 


The effective date of you or your Dependent's coverage will be as fol-
lows: 


(1) In the event of marriage, the date of marriage or first 
of following month;  


(2) In the event of a Dependent child's birth, the date of 
such birth; 


(3) In the event of a Dependent child’s adoption or place-
ment for adoption, the date of such adoption or place-
ment for adoption, whichever is earlier. 


c) Court-Ordered Coverage 


A Special Enrollment Provision will apply to your Dependent child if 
all of the following conditions are met: 


(1) You are enrolled but have failed to enroll the Depend-
ent child during a previous enrollment period;  


(2) You are required by a court or administrative order to 
provide health coverage for the Dependent child; and 


(3) Request for enrollment is made within 31 days after the 
issue date of the court or administrative order. 


The effective date of the Dependent child's coverage will be the date 
of the court order. 


A copy of the procedures governing Qualified Medical Child Support 
Orders (QMCSO) can be obtained from the plan administrator with-
out charge. 


d) Loss of Medicaid or CHIP Coverage 


A Special Enrollment Provision may apply to you or your Dependent 
if all of the following conditions are met: 


(1) You or your Dependent is covered under Medicaid or 
a Children’s Health Insurance Program (“CHIP”) and 
Medicaid or CHIP coverage is terminated as the result 
of loss of eligibility; and 


(2) You request special enrollment on an appropriately 
completed enrollment application within 60 days after 
the loss of such coverage. 


e) Eligibility for Employment Assistance Under Medicaid or 
CHIP 


A Special Enrollment Provision may apply to you or your Dependent 
if all of the following conditions are met: 


(1) You or your Dependent become eligible for a Medicaid 
or CHIP premium assistance subsidy; and 


(2) You request special enrollment within 60 days after you 
or your Dependent is determined to be eligible for as-
sistance. 


G. Change in Family Status 


Once you are enrolled in This Plan, You must promptly enroll your 
eligible Dependents. You must also notify your Employer when you 
no longer have any eligible Dependents. 


You must report the names, social security numbers and dates of birth 
of all eligible Dependents to your Employer. 


H. When Your Coverage Terminates 


Coverage for you and your Dependents terminate when: 


(1) your employment terminates; or 
(2) you no longer qualify as an Employee; or 
(3) coverage terminates for the class of Employees to 


which you belong; or 
(4) you discontinue required contributions; or 
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(5) you cease to be actively employed; or 
(6) your Employer no longer participates in the Trust; or 
(7) This Plan terminates. 


Coverage for a Dependent terminates when: 


(1) your Dependent is no longer eligible for coverage; or 
(2) your Dependent's coverage under This Plan termi-


nates; or 
(3) your coverage as an Employee terminates; or 
(4) This Plan terminates. 


I. Continuation Privilege 


Any continuation privileges below are subject to terms and conditions 
established by your Employer and the Plan Administrator. 


1) Employee and Dependent Continuation Privilege 


If you or your Dependents lose coverage due to: 


(1) termination of employment; or 
(2) leave of absence; or 
(3) ineligibility as an Employee; or 
(4) ineligibility as a Dependent; or 
(5) retirement; or 
(6) death of an Employee or Retiree; or 
(7) disability; or 
(8) divorce; 


you may be eligible to continue your medical and prescription drug 
coverage for a limited period of time by paying the required contribu-
tion as long as you or your dependents are not enrolled in another 
qualifying Group Health Plan. 


You should contact your Employer to verify if continuation is available 
and to obtain the necessary forms. 


2) Retiree Continuation Privilege 


Your Employer may offer a Retiree Continuation Privilege. Please con-
tact your Employer to verify if continuation is available. 


If your Employer allows continuation for retirees, you and your eligible 
Covered Dependents may be eligible to continue your Medical and 
Prescription coverage by paying the required contribution. You would 
be eligible if you retire at age 55 or older with at least five consecutive 
years of Medical coverage under This Plan prior to retirement. 


Contact your Employer immediately upon retirement to obtain the 
necessary forms for continuation. 


If you die while under the Retiree Continuation Privilege, your eligible 
Covered Dependents may be eligible to continue their coverage for a 
limited period of time by paying the required contribution. 


If a retiree, or Spouse, is eligible for Medicare and chooses not to pur-
chase Medicare A or B, benefits from This Plan will be reduced. This 
Plan only provides benefits as outlined under the Integration with 
Medicare provision. 


3) Federal Family and Medical Leave Act (FMLA) Continuation 


Federal law requires that Employees eligible for benefits under the 
Federal Family and Medical Leave Act (FMLA) be provided a contin-
uation period in accordance with the provisions of the FMLA. 


See your Employer to determine whether you qualify for benefits un-
der FMLA and, if so, the terms of any continuation period. 


If FMLA applies to your coverage, these FMLA continuation provi-
sions: 


(1) are in addition to any other continuation provi-
sion of This Plan, if any; and 


(2) will run concurrently with any other continuation 
provisions of This Plan for illness, injury, layoff, 
or approved leave of absence, if any. 


If you qualify for both state and FMLA continuation, the continuation 
period will be counted concurrently toward satisfaction under both. 
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4) Uniformed Services Employment and Reemployment Rights 
Act of 1994 (USERRA) Continuation 


Federal law requires that if your coverage would otherwise end because 
you enter into active military duty, you may elect to continue coverage 
(including Dependent coverage) in accordance with the provisions of 
Uniformed Services Employment and Reemployment Rights Act of 
1994 (USERRA). 


If active employment ends because you enter active military duty, cov-
erage may be continued until the earliest of: 


(1) for you and your Dependents: 


• the date the group plan is terminated; or 
• the end of the contribution period for which contribu-


tions are paid if you fail to make payment of a required 
contribution on a timely basis; or 


• the date 24 months after the date you enter active mil-
itary duty; or 


• the date after the day on which you fail to return to 
active employment or apply for reemployment with the 
Employer. 


(2) for your Dependents: 


• the date Dependent Coverage would otherwise cease; 
or 


• any date desired, if requested by you before that date. 


The continuation provision will be in addition to any other continua-
tion provisions described in This Plan for illness, injury, layoff, or ap-
proved leave of absence, if any. If you qualify for both state and 
USERRA continuation, the election of one means the rejection of the 
other. 


The reinstatement time period may be extended for an approved leave 
of absence taken in accordance with the provisions of the federal law 
regarding USERRA. 


This is a general summary of the USERRA and how it affects your 
group plan. See your Employer for further details on this continuation 
period. 


J. Rescission 


Coverage may be cancelled or discontinued retroactively if an individ-
ual (or an individual seeking coverage on behalf of an individual) per-
forms an act, practice, or omission that constitutes fraud, or makes an 
intentional misrepresentation of material fact. A cancellation or dis-
continuance of coverage is not a rescission to the extent it is attributa-
ble to a failure to pay required contributions on a timely basis toward 
the cost of coverage. 


4. COMPREHENSIVE MEDICAL COVERAGE 


Comprehensive Medical Benefits are designed to help pay expenses for 
Covered Charges which you would otherwise have to pay in full. 


A. Lifetime Benefit Maximum 


This Plan has no overall Lifetime Medical Benefit Maximum and it has 
no Lifetime Prescription Drug Benefit Maximum. 


This Plan incorporates other yearly or Lifetime Benefit Maximums for 
each Covered Person. These maximums or limitations are outlined in 
the description of the specific benefit. 


B. Medical Benefits Payable 


Benefits payable are for Covered Charges, described in this section, 
and are subject to: 


(1) utilization management requirements 
(2) all listed limitations; and 
(3) the terms and conditions of: 


• Coordination with Other Benefits; and 
• Reimbursement/Subrogation. 


C. Covered Charges 
Covered Charges means a Treatment that is Medically Necessary. 
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Medically Necessary means a Treatment that meets all of the follow-
ing criteria: 


(1) prescribed by a Physician and required for the screen-
ing, diagnosis or Treatment of a medical condition;  


(2) consistent with the diagnosis or symptoms; 
(3) not excessive in scope, duration, intensity or quantity;  
(4) the most appropriate level of services or supplies that 


can safely be provided;  
(5) determined by Us to be Generally Accepted; and 
(6) is not an Experimental or Investigational Measure. 


Generally Accepted means Treatment for the particular sickness or 
injury which is the subject of the claim that meets all of the following 
criteria: 


(1) has been accepted as the standard of practice according 
to the prevailing opinion among experts as shown by 
articles published in authoritative, peer-reviewed med-
ical and scientific literature; 


(2) is in general use in the relevant medical community; 
and 


(3) is not under scientific testing or research. 


Experimental or Investigational Measure means any Treatment, 
regardless of any claimed therapeutic value, not Generally Accepted by 
specialists in that particular field, as determined by Us. 


Prevailing Charges means Covered Charges which are identified by 
the Plan Administrator, taking into consideration the charge which the 
provider most frequently bills to the majority of patients for the service 
or supply, the cost to the provider for providing the service or supply, 
the usual range of charges billed in the same area by providers of sim-
ilar training and experience for the service or supply, and/or the Med-
icare reimbursement rates. Area means, as appropriate, a metropolitan 
area, county, or such greater area as is necessary to obtain a representa-
tive cross-section of providers, persons or organizations rendering 
such Treatment, service, or supply for which a specific charge is made. 
To be Prevailing Charges, the charge must be in compliance with the 


Plan Administrator’s policies and procedures relating to billing prac-
tices for unbundling or multiple procedures. 
Covered Charges, as defined, will be the actual cost charged to the 
Covered Person, but only to the extent that the actual cost charged 
does not exceed Prevailing Charges for: 


(1) Hospital room and board (but not more than the Pri-
vate Room Maximum, if confinement is in a private 
room); 


(2) Hospital services other than room and board; 
(3) Birthing Center services; 
(4) Ambulatory Surgery Center services; 
(5) the services of a Physician, including Physician Visits; 


and 
(6) any other Covered Charges set forth in this Summary 


Plan Document. 


Ambulatory Surgery Center means a facility designed to provide sur-
gical care which does not require Hospital Inpatient Confinement but 
is at a level above what is available in a Physician’s office or clinic and 
meets all of the following criteria: 


(1) is licensed by the proper authority of the state in which 
it is located, has an organized Physician staff, and has 
permanent facilities that are equipped and operated 
primarily for the purpose of performing surgical pro-
cedures;  


(2) provides Physician services and full-time skilled nurs-
ing services directed by a Nurse whenever a patient is 
in the facility;  


(3) does not provide the services or other accommoda-
tions for Hospital Inpatient Confinement; and 


(4) is not a facility used as an office or clinic for the private 
practice of a Physician or other professional providers. 


Birthing Center means a freestanding facility that is licensed by the 
proper authority of the state in which it is located and that meets all of 
the following criteria: 
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(1) operates within the scope of all required licenses;  
(2) provides prenatal care, delivery, and immediate post-


partum care;  
(3) operates under the direction of a Physician who is a 


specialist in obstetrics and gynecology;  
(4) has a Physician or Certified Nurse Midwife present at 


all births and during the immediate postpartum period;  
(5) provides, during labor, delivery and the immediate 


postpartum period, full-time skilled nursing services di-
rected by a Nurse or Certified Nurse Midwife;  


(6) has a written agreement with a Hospital in the area for 
emergency transfer of a patient or a newborn child, 
with written procedures for such transfer being dis-
played and staff members being aware of such proce-
dures; and 


(7) maintains written medical records for each patient. 


State Licensed Mental Health Provider means a provider who: 


(1) is licensed or certified and practices within the State of 
the license or certification;  


(2) is treating a mental health, alcohol, or drug abuse con-
dition; and 


(3) is practicing within the scope of his or her license. 


Nurse means a nurse who is licensed or certified by the State in which 
he or she practices. This includes both a Registered Nurse (R.N.) and 
a Licensed Practical Nurse (L.P.N), but does not include an Advanced 
Practice Registered Nurse. 


Physician means Doctor of Medicine; Doctor of Osteopathy; Ad-
vanced Practice Registered Nurse; Dentist; Physician’s Assistant; Po-
diatrist, Chiropractor, Psychologist, State Licensed Mental Health Pro-
vider, and Licensed Social Worker. 


Physician Visit  means a face-to-face meeting between a Physician, 
Health Care Extender, or State Licensed Practitioner, and a patient for 
the purpose of Treatment. 


Primary Care Physician is a family or general practitioner, internist 
(internal medicine), obstetrician/gynecologist, pediatrician, Certified 
Nurse Midwife, urgent care Physician, geriatric Physician, or a Nurse 
or Physician assistant directed and supervised by a Primary Care Phy-
sician. This Plan does not require you to select a Primary Care Physi-
cian. 


Specialty Care Physician is a Physician who is not a Primary Care 
Physician. 


D. Covered Charges for an Assistant during Surgical Proce-
dures 


Benefits will be payable for the services of an assistant to a surgeon if 
the skill level of a Medical Doctor or Doctor of Osteopathy is required 
to assist the primary surgeon. Covered Charges for such services will 
be paid up to 20% of the Prevailing Charges of the covered surgical 
procedure if the procedure is performed by a Physician or a Health 
Care Extender. 


E. Covered Charges for Multiple Surgical Procedures 


If two or more surgical procedures are performed during any one time, 
Covered Charges for the services of the Physician for each procedure 
that is clearly identified and defined as a separate procedure will be 
based on: 


(1) 100% of Prevailing Charges for the first or primary sur-
gical procedures; and 


(2) 50% of Prevailing Charges for the second surgical pro-
cedures; and 


(3) 25% of Prevailing Charges for each of the other surgi-
cal procedures.  


F. Other Covered Charges 


Benefits will be payable for: 


(1) the services of a Nurse, but only when such services 
are provided during confinement in a Hospital or 
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Skilled Nursing Facility, or when such services are pro-
vided as part of Home Health Care or Hospice Care. 


(2) the services of a licensed physiotherapist. 
(3) the services of a qualified speech therapist to restore or 


rehabilitate any speech loss or impairment caused by 
injury or sickness, except a mental, psychoneurotic, or 
personality disorder or by surgery for that injury or 
sickness. In the case of congenital defect, speech ther-
apy expenses will be considered only if incurred after 
corrective surgery for the defect. 


(4) anesthesia, blood, blood plasma, and oxygen. 
(5) X-ray and laboratory examinations. 
(6) the services for genetic testing if the testing meets This 


Plan’s criteria and is pre-approved by Us. 
(7) X-ray, radium, and radioactive isotope therapy. 
(8) surgical dressings, casts, splints, braces, crutches, arti-


ficial limbs, and artificial eyes. 
(9) preventive care as required by federal law. 
(10) infertility Treatment but limited to initial lab tests, hys-


terosalpingogram, hysteroscopy, pelvic ultrasound, and 
transvaginal ultrasound for the restoration of fertility 
or the promotion of conception.  


(11) services for a diabetic self-management program for a 
Covered Person who has been newly diagnosed with 
Diabetes Mellitus, or has new complications thereof. 
Such program should be pre-approved by Us and the 
program must be well defined or have received Amer-
ican Diabetes Association approval. 


(12) the services of an Advanced Practice Registered Nurse, 
but only when such services are provided in lieu of a 
Physician. 


Advanced Practice Registered Nurse means a Nurse with advanced 
education at the masters or doctoral levels who possesses advanced 
training, knowledge, skills, and certification and/or licensure and in-
cludes Nurses such as a Certified Nurse Anesthetist, Certified Nurse 
Midwife, and Nurse Practitioner. 


(13) Dental Services to repair damage to the jaw and sound 
natural teeth, if the damage is the direct result of an 
accident (but did not result from chewing) and the 
Dental Services are completed within twelve months 
after the accident, and not covered by your dental plan. 
Covered Charges are limited to the least expensive pro-
cedure that would provide professionally acceptable re-
sults. 


Dental Services means any confinement, Treatment, or service to di-
agnose, prevent, or correct periodontal disease (disease of the sur-
rounding and supplemental tissues of the teeth, including deformities 
of the bone surrounding the teeth); and malocclusion (abnormal posi-
tioning and/or relationship of the teeth); and/or craniomandibular or 
temporomandibular joint disorders; and/or ailments or defects of the 
teeth and supporting tissues and bone (excluding appliances used to 
close an acquired or congenital opening). However, the term Dental 
Services will include Treatment performed to replace or restore any 
natural teeth in conjunction with the use of any such appliance. 


(14) the services of a Health Care Extender. 


Health Care Extender means a member of a covered provider's staff 
or allied health practitioner. Medical services must be billed by and de-
livered under the Direction and Supervision of a provider covered by 
This Plan. 


Direction and Supervision means the covered provider bills for and 
co-signs any progress notes written by the Health Care Extender; or 
there is a legal agreement that places overall responsibility for the 
Health Care Extender’s  services on the provider. 


(15) Federal Legend drugs and medicines requiring a Physi-
cian's prescription which are not eligible under the Pre-
scription Drug Coverage. 


(16) transportation services by ambulance provided by a 
Hospital or licensed service to a local Hospital, to the 
nearest Hospital  equipped to furnish needed Treat-
ment not available in a local Hospital, or when needed 
to transition to a more cost effective level of care as 
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determined by Us. This Plan will pay Preferred Pro-
vider (PPO) benefit levels for transportation by ambu-
lance regardless of whether such service is provided by 
a PPO or non-PPO provider. For non-PPO providers, 
Prevailing Charges may apply. For ambulance service 
in which total charges exceed $5,000 by ground and/or 
air, payment by This Plan will not exceed 150 percent 
of the Medicare allowance for all charges. Charges in-
clude those which relate to:  1) transportation and 2) 
medical supplies used during transport, including those 
for Basic Life Support only services and Advanced Life 
Support services and supplies. 


(17) rental or purchase of Durable Medical Equipment 
(DME). The maximum charges eligible for considera-
tion for rental of DME will be limited to the purchase 
price. When We determine whether to purchase or rent 
the equipment, We will consider the type of equipment 
requested, and the condition and length of time for 
which it will be used. Eligible equipment is a breast 
pump, nebulizer, commode, walker, manual wheel-
chair, or standard Hospital -type bed. Other DME may 
be eligible after Our review, but We must pre-approve 
the requested equipment. 


Durable Medical Equipment means equipment that can withstand 
repeated use; and is primarily and customarily used to serve a medical 
purpose; and is generally not useful to a person who is not sick or in-
jured, or used by other family members; and is appropriate for home 
use; and improves bodily function caused by sickness or injury, or fur-
ther prevents deterioration of the medical condition. Durable Medical 
Equipment also means the repair, adjustment, or replacement of 
covered purchased Durable Medical Equipment, unless damage results 
from you or your Dependent’s negligence or abuse of such equipment. 


(18) convalescent care charges by a Skilled Nursing Facility 
for room, board, and other services required for Treat-
ment. Confinement must be certified by a Physician as 
necessary for recovery from a sickness or injury and 


follow three or more consecutive days of Hospital In-
patient Confinement for which comprehensive Medi-
cal Benefits were paid. Confinement must be a direct 
result of the sickness or injury that was the cause of the 
Hospital Inpatient Confinement. Confinement must 
begin no later than 14 days after the end of the Hospi-
tal confinement or no later than 14 days after the end 
of a prior Skilled Nursing Facility confinement for 
which Comprehensive Medical Benefits were paid. 
Covered Charges for each day will not be more than 
50% of the Private Room Maximum of the Hospital in 
which the Covered Person was confined before the 
Skilled Nursing Facility confinement. In addition, Cov-
ered Charges will not include any charges after the date 
the attending Physician stops Treatment or withdraws 
certification. See Summary of Benefits and Coverage 
for maximum days confinement limits. 


Skilled Nursing Facility means an institution that is licensed to pro-
vide skilled nursing care for persons recovering from sickness or injury 
and: is supervised on a full-time basis by a Physician or a Nurse; and 
has transfer arrangements with one or more Hospitals, a utilization re-
view plan, and operating policies developed and monitored by a pro-
fessional group that includes at least one Physician; and has a contract 
for the services of a Physician, maintains daily records on each patient 
and is equipped to dispense and administer drugs; and provides 24-
hour nursing care and other medical Treatment. Not included are rest 
homes, homes for the aged, or Residential Treatment Facilities. 


Private Room Maximum means Covered Charges by a Hospital for 
room and board while confined in a private room up to the Hospital's  
most frequent semiprivate room rate, if the Hospital  has semiprivate 
rooms; or the Hospital's  most frequent private room rate, if the Hos-
pital  has no semiprivate rooms. 


(19) charges for Home Health Care including charges by a 
Home Health Care Agency, for: part-time or intermit-
tent home nursing care by or under the supervision of 
a Nurse; and part-time or intermittent home care by a 
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Home Health Aide; and physical, occupational, or 
speech therapy; and drugs and medicines (requiring a 
Physician’s prescription), and other supplies prescribed 
by the attending Physician, if the cost of these items 
would have been Covered Charges had the Covered 
Person remained as an inpatient in the Hospital; and 
laboratory services by or for a Hospital if the cost of 
these services would have been Covered Charges had 
the Covered Person remained as an inpatient in the 
Hospital. Only the services and supplies provided un-
der the terms of a Home Health Care Plan are covered. 


Home Health Care Plan means a program of home care that: is re-
quired as a result of a sickness or injury; and follows a period of Hos-
pital confinement; and is a result of the sickness or injury that was the 
cause of the Hospital Inpatient Confinement; and is established in 
writing by the attending Physician within seven days after Hospital In-
patient Confinement  ends; and is certified by the attending Physician 
as a replacement for Hospital Inpatient Confinement  that would oth-
erwise be necessary. One Home Health Care visit will be counted for 
up to four hours of service (in a 24-hour period) by a Home Health 
Aide and one visit will be counted for each visit by any other person. 
See Summary of Benefits and Coverage for maximum visit limits. 


Home Health Aide means a person, other than a Nurse, certified by 
the state to provide medical or therapeutic care under the supervision 
of a Home Health Care Agency. 


Home Health Care Agency means an agency or other service that is 
certified by the proper authority of the state in which it is located to 
provide home health care. 


(20) charges for Hospice Care Services as approved by the 
attending Physician and Us provided by a Hospice, 
Hospice Care Team (a group that provides coordinated 
Hospice Care Services and normally includes a Physi-
cian, a patient care coordinator (Physician or Nurse 
who serves as an intermediary between the program 
and the attending Physician), a Nurse, a mental health 


specialist, a social worker, a chaplain, and lay volun-
teers), Hospital, Home Health Care Agency, or Skilled 
Nursing Facility for any sick or injured Covered Person 
who, in the opinion of the attending Physician, has no 
reasonable prospect of cure and is expected to live no 
longer than six months; but only to the extent that such 
Hospice Care Services are provided under the terms of 
a Hospice Care Program and are billed through the 
Hospice that manages that program. See Summary of 
Benefits and Coverage for maximum day limits. 


Hospice Care Program means a coordinated, interdisciplinary pro-
gram that provides services that consist of inpatient and outpatient 
care, home care, nursing care, counseling, and other supportive ser-
vices and supplies provided to meet the physical, psychological, spir-
itual, and social needs of the dying Covered Person; and drugs and 
medicines (requiring a Physician’s prescription) and other supplies pre-
scribed for the dying Covered Person by any Physician who is a part 
of the Hospice Care Team; and instructions for care of the patient, 
counseling, and other supportive services for the family of the dying 
Covered Person. 


(21) charges for acupressure, acupuncture, and massage 
therapy services provided by a State Licensed Practi-
tioner. See Summary of Benefits and Coverage for lim-
itation of State Licensed Practitioner Benefit. 


State Licensed Practitioner means a provider who is licensed or cer-
tified and practices within the state of the license or certification; and 
is treating a medical condition; and is practicing within the scope of  
his or her license; and is not specifically covered under any other pro-
visions of the medical plan. 


(22) charges to assist Covered Persons with their nutritional 
needs for the Treatment of a covered illness if such 
Treatment meets Plan criteria and is ordered by a Phy-
sician and provided from a state licensed dietician. See 
Summary of Benefits and Coverage for limitation of 
State Licensed Practitioner Benefit. 
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(23) counseling services or visits performed by a covered 
provider or an individual trained and certified in natu-
ral family planning. Charges will be reimbursed to you 
at 100% up to a $200 yearly maximum. We will require 
proof of payment and an itemized billing with a diag-
nosis code confirming Treatment for natural family 
planning. 


(24) charges for the purchase of orthotics when they are 
prescribed for a specific diagnosed medical condition, 
such as, but not limited to: bone spurs, heel spurs or 
plantar fasciitis. Covered Charges will include testing 
and casting related to the purchase of the orthotics. See 
Summary of Benefits and Coverage for maximum lim-
itation. 


(25) charges related to pregnancy. The mother and new-
born are considered as separate Covered Persons un-
der This Plan and separate Deductibles and Out-of-
Pockets will apply. Maternity benefits include services 
which are considered to be the Generally Accepted 
standard of care as well as benefits for three routine 
obstetrical ultrasounds. Any additional ultrasounds 
must be reviewed to determine if they will be consid-
ered Medically Necessary Covered Charges.  


(26) Transplant Benefits only as described under Organ and 
Tissue Transplant Benefits. 


G. Organ and Tissue Transplant Benefits 


Transplant Benefits means Covered Charges incurred in connection 
with the Covered Transplants listed below that are necessary and re-
quired for Treatment and not considered to be an Experimental or 
Investigational Measure.  


NOTE: IN ORDER FOR YOU TO RECEIVE THE MAXIMUM PLAN BEN-
EFITS, YOU MUST CONTACT YOUR COST CONTAINMENT 
ADMINISTRATOR, WHO WILL HAVE A TRANSPLANT COOR-
DINATOR CONTACT YOU OR YOUR PROVIDER. 


1) Covered Transplant 


Covered Transplants include the following human-to-human organ 
or bone marrow transplant procedures and will be considered Covered 
Charges, subject to all limitations and maximums described in this sec-
tion and the Summary Plan Document, for a Covered Person under 
This Plan. 


(1) Heart; 
(2) Heart/Lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Pancreas; 
(7) Kidney/Pancreas (simultaneous); 
(8) Small Bowel; 
(9) Bone marrow transplant or peripheral stem cell infu-


sion when a positive response to standard medical 
Treatment or chemotherapy has been documented. 
Coverage is for one transplant or infusion only within 
a 12-month period, unless a tandem transplant or infu-
sion meets This Plan’s definition of Covered Charges 
and is not an Experimental or Investigational Measure. 


Cornea and skin transplants are not Covered Transplants for the pur-
pose of this Transplant Benefits section. Instead, cornea and skin 
transplants are covered under the normal provisions of This Plan, and 
are not subject to any conditions set forth in this Transplant Benefits 
section. 


The cost of securing an organ from a cadaver, including standard pro-
curement charges for removal of the organ and transportation of the 
organ, will be considered Covered Charges. 


Covered Charges will include cryopreservation and storage of bone 
marrow or peripheral stem cells when the cryopreservation and storage 
is part of a protocol of high dose chemotherapy, which has been de-
termined by the Plan Administrator to be Medically Necessary care, 
not to exceed $10,000 per approved transplant. 
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2) Benefits Payable; Within the Transplant Network 


Benefits for Treatment received will be paid at the PPO  level of ben-
efits if the Transplant Benefits are rendered by a provider in the Trans-
plant Network and the services are not considered to be an Experi-
mental or Investigational Measure. 


Transplant Network means any network of providers that the Plan 
Administrator determines to be an appropriate transplant network and 
that has contracted to provide Transplant Benefits subject to a negoti-
ated fee schedule. 


Covered Charges will also include charges incurred by the organ donor 
for a Covered Transplant if the charges are not covered by any other 
medical expense coverage. If the donor charges are incurred through 
a provider in the Transplant Network, Benefits Payable will be deter-
mined under this section. If the donor charges are incurred at a pro-
vider not in the Transplant Network and the Covered Person is eligible 
under this section, benefits for the donor charges will be limited as 
described under “Benefits Payable; Outside the Transplant Network.” 


If transplant related services are provided by a provider in the Trans-
plant Network, travel and lodging expenses for the recipient and one 
companion will be covered when services are performed at a location 
further than the normal community patterns of care (excluding travel 
and lodging provided by a family member or friend). Travel and lodg-
ing benefits will be payable at 100% without application of any De-
ductible Amount, up to a Lifetime Benefit Maximum of $10,000 for 
each approved transplant. All travel and lodging benefits must be ap-
proved in advance by Us. 


3) Benefits Payable; Outside the Transplant Network 


For Transplant Benefits rendered by any covered provider not in the 
Transplant Network, benefits will be payable on the same basis as for 
any other sickness up to the following maximum benefits for each sur-
gery listed below, and up to a Lifetime Benefit Maximum of $150,000 
for each Covered Person. 


(1) Heart $95,000 
(2) Heart/Lung (simultaneous) $145,000 


(3) Lung $110,000 
(4) Liver $110,000 
(5) Kidney $50,000 
(6) Pancreas $65,000 
(7) Kidney/Pancreas (simultaneous) $84,000 
(8) Small Bowel $150,000 
(9) Bone Marrow Autologous $60,000 
(10) Bone Marrow Allogeneic $100,000 


Services subject to the transplant episode and a Lifetime Benefit Max-
imums above will include Covered Charges as specified in this section, 
including but not limited to: evaluation; pre-transplant, transplant, and 
post-transplant care (not including out-patient immunosuppressant 
drugs); cadaver organ donor procurement; complications related to the 
procedure and follow-up care for services received during the 12 
month period from the date of transplant.  


The cost of securing an organ from a cadaver, including standard pro-
curement charges for removal of the organ and transportation of the 
organ, will be considered Covered Charges. 


The cost of organ or tissue procurement from a living person is cov-
ered if the charges are not covered by any other medical expense cov-
erage. 


Covered Charges will include cryopreservation and storage of bone 
marrow or peripheral stem cells when the cryopreservation and storage 
is part of a protocol of high dose chemotherapy, which has been de-
termined by the Plan Administrator to be Medically Necessary care, 
not to exceed $10,000 per approved transplant. 


No benefits will be payable for travel and lodging expenses if services 
are provided outside the Transplant Network. 


4) Limitations: Applicable Within and Outside the Transplant 
Network 


The limitations listed in this section apply to Transplant Benefits. In 
addition, limitations specific to Home Health Care, Skilled Nursing Fa-
cility and Hospice provisions will apply to Transplant Benefits if those 
benefits are used in connection with a Covered Transplant. 
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For each transplant episode, Covered Charges will include: 


(1) Transplant evaluations from no more than three trans-
plant providers; and 


(2) No more than one listing with a provider in the Trans-
plant Network. 


If the transplant is not a Covered Transplant under This Plan, all 
charges related to the transplant will be excluded from payment under 
This Plan, including but not limited to, dose-intensive chemotherapy. 


Benefits will not be paid for confinement, Treatment, service or mate-
rials for: 


(1) animal-to-human organ or tissue transplants; or 
(2) any Treatment related to the use of embryonic stem 


cells; 
(3) implantation within the human body of artificial or me-


chanical devices designed to replace human organ(s); 
or 


(4) transportation, lodging, or any other expenses not spe-
cifically indicated as Covered Charges related to a living 
donor or the recipient. 


H. Transportation Benefits 


Transportation benefits apply only to Medically Necessary Treatment 
covered under This Plan. Transportation benefits for any foreign med-
ical care will not be covered. Transportation benefits will not be cov-
ered for preventive care, diagnostic, or second opinion diagnosis un-
less services cannot be provided locally and are deemed Medically Nec-
essary by the Cost Containment Administrator. Transportation bene-
fits are separate from Medical and/or Prescription Drug benefits un-
der This Plan and do not apply to any Deductible, Copayments,  Co-
insurance, or Out-of-Pocket levels. 


If services cannot be provided locally and are deemed Medically Nec-
essary by the Cost Containment Administrator and are provided by a 
Preferred Provider, travel and lodging expenses for the recipient and 


one companion will be covered when services are performed at a loca-
tion further than the normal community patterns of care (excluding 
travel and lodging provided by a family member or friend).  


Travel and lodging benefits will be payable at 100% up to a Benefit 
Maximum of $5,000 per Plan Year. Airfare is limited to the actual dol-
lar cost paid for coach class commercial air transportation. Combined 
ground transportation and lodging will be limited to $150 per day and 
will apply to the Benefit Maximum. Lodging is limited to one night 
before or after a single day appointment and to one night before, dur-
ing, and one night after discharge for services requiring admission. All 
travel and lodging benefits must be approved in advance by the Cost 
Containment Administrator and will be paid upon submission of valid 
receipts and verification of services rendered. 


I. Compliance with Federal Law 


Subject to the provisions as described above, benefits under This Plan 
will be payable for: 


1) Newborns' and Mothers' Health Protection Act of 1996 


Under Federal law, Group Health Plans generally may not restrict ben-
efits for any Hospital length of stay in connection with childbirth for 
the mother or newborn child to fewer than 48 hours following a vagi-
nal delivery, or fewer than 96 hours following a cesarean section. How-
ever, Federal law generally does not prohibit the mother's or newborn's 
Physician, after consulting with the mother, from discharging the 
mother or her newborn earlier than 48 hours (or 96 hours as applica-
ble). In any case, a Group Health Plan may not, under Federal law, 
require that a provider obtain authorization from the Group Health 
Plan for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 


2) Women's Health and Cancer Rights Act of 1998 


Under Federal law, Group Health Plans and health insurance issuers 
providing benefits for a mastectomy must also provide, in connection 
with the mastectomy for which the participant or beneficiary is receiv-
ing benefits, coverage for: 
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(1) all stages of reconstruction of the breast on which the 
mastectomy has been performed; 


(2) surgery and reconstruction of the other breast to pro-
duce a symmetrical appearance; 


(3) prostheses; and 
(4) Treatment of physical complications of the mastec-


tomy, including lymphedema; 
in a manner determined in consultation between the attending Physi-
cian and the patient. 


These benefits are subject to all Plan provisions including the applica-
ble Deductible, Copayments and Coinsurance based upon where and 
by whom services are rendered.  


J. Limitations of Medical Benefits 
Benefits will not be paid for: 


(1) Treatment of an illness or injury except as described 
under Covered Charges; 


(2) Treatment that is an Experimental or Investigational 
Measure;  


(3) any part of a charge for Treatment that exceeds Pre-
vailing Charges; 


(4) charges that are billed incorrectly or separately for 
Treatments  that are an integral part of or included in 
another billed Treatment as determined by Us; 


(5) charges for Physician overhead, including but not lim-
ited to surgical rooms or suites or for equipment used 
to perform a particular Treatment (e.g., laser equip-
ment); 


(6) Treatment for foot care with respect to: corns, calluses, 
trimming of toe nails, flat feet, fallen arches, weak feet, 
chronic foot strain, or symptomatic complaints of the 
feet;  


(7) Treatment for foot care with respect to: casting, test-
ing, fitting or purchase of orthotics, or any appliance 
(including orthotics), except as described under Cov-
ered Charges 


(8) charges for shoes or shoe lifts;  
(9) Treatment related to the restoration of fertility or pro-


motion of conception (infertility Treatment) except as 
described under Covered Charges; 


(10) molecular genetic testing for the purposes of health 
screening or if not part of a Treatment  regimen for a 
specific sickness; 


(11) charges for storage of blood or blood products, unless 
otherwise approved by Us;  


(12) Treatment for voluntary sterilization or reversal of 
sterilization; 


(13) Treatment for abortion; 
(14) Treatment for contraception; 
(15) Treatment for sexual dysfunction, except when related 


to an illness and approved by Us;  
(16) Treatment for transsexualism;  
(17) charges incurred to improve general physical condi-


tion, including, but not limited to programs such as 
counseling and monitored exercise to improve or 
maintain general health; 


(18) Treatment for behavior modification; 
(19) Treatment for marital counseling or social counseling; 


; 
(20) Treatment for gambling addiction, or stress manage-


ment; 
(21) Treatment for educational or instructional purposes 


except as described under Covered Charges; 
(22) Treatment for educational, training or developmental 


problems, learning or social disorders; 
(23) Treatment eligible under your Dental Plan; 
(24) Dental Services except as described under Covered 


Charges; 
(25) Treatment for any form of temporomandibular joint 


disorder (TMJ) (malfunction, degeneration, or disease 
related to the joint that connects the jaw to the skull), 
including but not limited to braces, splints, appliances, 
or surgery of any type; unless otherwise specified under 







Effective 1-1-19 20 Medical/RX/BCBS 


Other Covered Services in the Summary of Benefits 
and Coverage; 


(26) drugs and medicines eligible under the Prescription 
Drug Coverage for Retail Network Pharmacy and 
Home Delivery Pharmacy, except as listed under Cov-
ered Charges;  


(27) drugs and medicines dispensed by a Skilled Nursing 
Facility (Note: such drugs are eligible under the Pre-
scription Plan if purchased at a Retail Network Phar-
macy or the mail order pharmacy); 


(28) Treatment for drugs determined by the Food and Drug 
Administration’s Drug Efficacy Study Implementation 
(DESI) program as lacking in substantial evidence of 
effectiveness; 


(29) charges for non-prescription drugs; non-prescription 
vitamins and minerals; 


(30) charges for nutritional supplements, special diets, spe-
cial formulas; 


(31) charges for eye examinations for correction of vision 
or fitting of glasses, vision materials (frames or lenses) 
unless otherwise specified under Other Covered Ser-
vices in the Summary of Benefits and Coverage;  


(32) Treatment for Kerato-Refractive Eye Surgery (surgery 
to improve nearsightedness, farsightedness, and/or 
astigmatism by changing the shape of the cornea, in-
cluding but not limited to radial keratotomy and kera-
tomileusis surgery); 


(33) Treatment for Cosmetic purposes (except when the 
surgery results from an accidental injury and is per-
formed within 18 months of that injury or as otherwise 
provided in this Summary Plan Document); 


Cosmetic means Treatment, procedure, or surgery to change the tex-
ture or appearance of the skin; or the relative size or position of any 
part of the body; when such Treatment, procedure, or surgery is per-
formed primarily for psychological purposes or is not needed to cor-
rect or improve a bodily function. 


(34) animal-to-human organ or tissue transplants; or im-
plantation within the human body of artificial or me-
chanical devices designed to replace human organs;  


(35) Treatment for unattended home sleep studies without 
prior approval from Us; 


(36) any nursing services except as described under Cov-
ered Charges;  


(37) Treatment for Custodial Care (assistance with meeting 
personal needs or the activities of daily living that does 
not require the services of a Physician, Nurse chiro-
practor, physical therapist, occupational therapist, 
speech therapist, or other health care professional and 
includes bathing, dressing, getting in and out of bed, 
feeding, walking, elimination, and taking of medica-
tions); 


Custodial Care means assistance with meeting personal needs or the 
Activities of Daily Living. For this purpose, Activities of Daily Liv-
ing means activities that do not require the services of a Physician, 
Nurse, or other health care professional including, but not limited to, 
bathing, dressing, getting in and out of bed, feeding, walking, elimina-
tion, and taking medications. 


(38) Treatment for maintenance therapy or supportive care 
or when maximum therapeutic benefit (no further ob-
jective improvement) has been attained except as de-
scribed under Covered Charges;  


(39) charges for employment or immigration physicals;  
(40) charges for transportation or ambulance services ex-


cept as described under Covered Charges;  
(41) Durable Medical Equipment: 


• used for personal hygiene, comfort, or convenience, 
whether or not recommended by a Physician, includ-
ing, but not limited to, air conditioners, humidifiers, di-
apers, underpads, bed tables, tub bench, shower chair, 
hoyer lift, gait belts, bedpans, physical fitness equip-
ment, stair glides, elevator, or lift;  
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• used for barrier free home modifications, whether or 
not recommended by a Physician, including, but not 
limited to, ramps, grab bars, or railings;  


• used for non-implantable communication-assist de-
vices, including, but not limited to, communications 
boards, and computers;  


• which are in excess of the purchase price of the equip-
ment; or 


• which are provided during rental for repair, adjust-
ment, or replacement of components and accessories 
necessary for the functioning and maintenance of cov-
ered equipment, as this is the responsibility of the 
DME supplier;  


(42) charges for comfort or convenience services and sup-
plies;  


(43) charges for prone standers, motorized carts, scooters, 
strollers, etc.;  


(44) charges for heating pads, heating and cooling units, ice 
bags or cold therapy units;  


(45) charges for devices used specifically as safety items or 
to affect performance in sport-related activities, includ-
ing but not limited to braces or orthotic devices worn 
for sports;  


(46) charges for hearing aids and related charges unless oth-
erwise specified in the Summary of Benefits and Cov-
erage ;  


(47) charges for wigs or hair prostheses;  
(48) delivery charges or taxes;  
(49) charges for telephone calls or telephone consultations 


or missed appointments;  
(50) charges for e-mail communication or e-mail consulta-


tion;  
(51) additional charges incurred because care was provided 


after hours, on a Sunday, holiday or weekend day;  
(52) Weekend Admission Charges;  


Weekend Admission Charges means room and board charges by a 
Hospital for the first Friday and/or Saturday of a confinement if the 
patient is admitted to the Hospital on one of these days, unless the 
confinement is for emergency Treatment; or a surgical operation is 
scheduled for the day or the day after the date of admission; or medical 
Treatment, requiring Hospital Inpatient Confinement, is scheduled for 
the day or the day after the date of admission. 


(53) charges for travel and lodging except as described un-
der Organ and Tissue Transplant Benefits;  


(54) charges for which the Covered Person is not legally ob-
ligated to pay or which are for medical or dental care 
furnished without charge, paid for or reimbursable by 
or through the government of a nation, state, province, 
county, municipality, or other political subdivision, or 
any instrumentality or agency of such a government;  


(55) Treatment rendered in a Hospital  owned or operated 
by the United States Government, either by the Hos-
pital  or a Physician/dentist employed by it (a) unless 
the Treatment  is of an emergency nature, and (b) un-
less the Covered Person is not entitled to such Treat-
ment  by reason of his status as a veteran or otherwise;  


(56) Treatment for an injury or sickness which results from 
war, act of war, or voluntary participation in criminal 
activities while a Covered Person;  


(57) Treatment for an injury or sickness which arises out of 
or in the course of employment, and which either en-
titles the Covered Person to benefits under a Worker's 
Compensation Act or similar legislation, or would have 
entitled him to benefits if coverage under such a statute 
could have been in force on a voluntary or elective ba-
sis;  


(58) Treatment for the purpose of duplicating or replacing 
equipment, brace, or supply that is lost or stolen;  


(59) charges which are eligible to be paid by a previous 
group plan which was replaced by enrollment in the 
Christian Brothers Employee Benefit Trust;  
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(60) Treatment provided outside the United States unless 
the Covered Person is outside the United States for 
one of the following reasons: 


• travel, provided the travel is for a reason other than 
securing medical or dental care diagnosis or Treatment;  


• a business assignment by a covered Employer;  
• the Employee is employed by a covered Employer and 


working outside the United States; or 
• an eligible Dependent child attending school outside 


the United States.  


(61) the services of any person in your Immediate Family or 
any person in your Dependent's Immediate Family or 
living in your or your Dependent’s residence;  


Immediate Family means a Covered Person’s husband or wife, nat-
ural or adoptive parent, child or sibling, stepparent, stepchild, step-
brother or stepsister, father-in-law, mother-in-law, son-in-law, daugh-
ter-in-law, brother-in-law, sister-in-law, grandparent, grandchild, or 
spouse of grandparent or grandchild. 


(62) Treatment provided by any type of health care practi-
tioner not otherwise provided for in This Plan;  


(63) non-PPO charges in excess of 100% of the Medicare 
allowance for incurred expenses due to renal dialysis; 


(64) Treatment incurred after termination of coverage un-
der This Plan; or 


(65) Services, supplies, and/or prescription drugs pre-
scribed under any state's Death with Dignity Act. 


K. Utilization Management Requirements  


1) Hospitalization 


A Hospital Admission Review by the Cost Containment Administrator 
is required for all Hospital Inpatient Confinements (scheduled or 
emergency). Your medical identification card gives you a precertifica-
tion telephone number to call your Cost Containment Administrator 
for Hospital Admission Review.  


Hospital means an institution that is licensed as a hospital by the 
proper authority of the state in which it is located, but not including 
any institution, or part thereof, that is used primarily as a clinic, Skilled 
Nursing Facility, convalescent home, rest home, home for the aged, 
nursing home, Custodial Care facility, or training center. Hospital shall 
also include an Inpatient Alcohol or Drug Abuse Treatment Facility 
and a Birthing Center.  


Residential Treatment Facility means a 24-hour state licensed facil-
ity that is not a hospital. Hospital Inpatient Confinement means any 
period of Treatment in a Hospital or Residential Treatment Facility in 
excess of 23 consecutive hours for any cause.  


Hospital Inpatient Confinement Charges means Covered Charges 
by a Hospital for room, board, and other usual services and by a Phy-
sician for pathology, radiology, or the administration of anesthesia 
During a Hospital Inpatient Confinement. 


Hospital Admission Review means review by the Cost Containment 
Administrator of a Physician’s report demonstrating the need for a 
Hospital Inpatient Confinement, scheduled or emergency.  


Inpatient Alcohol or Drug Abuse Treatment Facility means an in-
stitution that: 


(1) is licensed by the proper authority of the state in which 
it is located; and 


(2) is primarily engaged in providing alcohol or drug de-
toxification or rehabilitation Treatment  services; and 


(3) is supervised on a full-time basis by a Doctor of Medi-
cine or Doctor of Osteopathy; and 


(4) provides 24-hour a day on-site nursing care by a Nurse. 


The Physician’s report (verbal or written) must include: the reasons for 
the Hospital Inpatient Confinement; significant symptoms, physical 
findings, and Treatment plan; procedures performed or to be per-
formed during the Hospital Inpatient Confinement; and estimated 
length of the Hospital Inpatient Confinement. 


Notification of the number of Hospital days authorized will be sent to 
you, your Physician, and the Hospital. If you or your Physician has any 
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questions, please call the toll-free number of the Cost Containment 
Administrator.  


The benefits payable for non-PPO Hospital Inpatient Confinement 
Charges will be reduced 25% up to $2,000 per Calendar Year and the 
benefits payable for PPO Network Hospital Inpatient Confinement 
Charges maybe reduced according to the Network’s Provider Contract 
unless: 


(1) For Hospital Inpatient Confinement Charges, a Hos-
pital Admission Review is requested from the Cost 
Containment Administrator by you, a Dependent, or a 
designated patient representative as soon as a Hospital 
Inpatient Confinement is scheduled, but no later than 
the day of a Hospital Inpatient Confinement, for other 
than a Medical Emergency; and for a Medical Emer-
gency within two business days of a Hospital Inpatient 
Confinement; and 


(2) If a Hospital Admission Review is not requested in a 
timely manner as specified above, a reduction in bene-
fits payable will be applied to all Hospital Inpatient 
Confinement Charges, but only to the charges incurred 
up to the date a Hospital Admission Review is ob-
tained. 


If a Hospital Inpatient Confinement exceeds the approved number of 
days, the Cost Containment Administrator will initiate a Continued 
Stay Review. A Continued Stay Review means a review by the Cost 
Containment Administrator of a Physician’s report of the need for 
continued Hospital Inpatient Confinement. 


Benefits will be payable only for that part of the Hospital Inpatient 
Confinement Charges the Cost Containment Administrator deter-
mines to be Medically Necessary. 


The following exception applies to Hospital Inpatient Confinement 
for childbirth. 


Hospital Admission Review is not required for mother and baby for: 


(1) A 48-hour Hospital Inpatient Confinement following 
vaginal delivery; or 


(2) A 96-hour Hospital Inpatient Confinement following 
cesarean section. 


A request for review by the Cost Containment Administrator of the 
need for continued Hospital Inpatient Confinement for mother or 
baby beyond the automatically approved time period stated above 
must be made by a designated patient representative before the end of 
that time period. 


If you, a Dependent, or a designated patient representative fail to re-
quest a Hospital Admission Review as specified in this section, benefits 
will be reduced as described above for all Hospital Inpatient Confine-
ment Charges incurred beyond the 48-hour or 96-hour automatically 
approved Hospital Inpatient Confinement for childbirth. No benefits 
will be payable for any Treatment that is not for Medically Necessary 
Care. 


The reduction in benefits payable is a penalty for failure to comply with 
the Utilization Management Requirements listed. The reduction: 


(1) of 25% for non-PPO Providers will not count toward 
satisfaction of the Out-of-Pocket Expense Maxi-
mum(s); and 


(2) will not exceed $2,000 per Plan Year for any one per-
son 


(3) for a PPO Network Provider penalty for failure to 
comply with Utilization Management Requriements 
are not payable by The Plan or the Covered Person 


2) Outpatient Diagnostic Imaging 


An Outpatient Diagnostic Imaging Review by the Cost Containment 
Administrator is required for all Outpatient Diagnostic Imaging. Your 
medical identification card gives you a Precertification telephone num-
ber to call your Cost Containment Administrator for Diagnostic Im-
aging Review.  
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Diagnostic Imaging Review means review by the Cost Containment 
Administrator of a Physician’s report demonstrating the need for the 
Diagnostic Imaging. 


Outpatient Diagnostic Imaging includes, but is not limited to, MRI, 
MRA, PET, CT and SPECT imaging tests. 


Benefits payable for Outpatient Diagnostic Imaging will be reduced by 
25% unless:  


(1) an Outpatient Diagnostic Imaging review is requested 
by you, or a family member, or a Physician and ap-
proved by the Cost Containment Administrator.  


(2) services beyond the original approval, the Outpatient 
Diagnostic Imaging review is extended and approved 
by the Cost Containment Administrator.  


The request must be prior to, but no later than, the day of testing by 
an Outpatient Diagnostic Office or Facility (for other than a Medical 
Emergency). 


Notification of authorization will be sent to you, your Physician, and 
the Outpatient Diagnostic Office or Facility. If you or your Physician 
has any questions, please call the toll-free number of the Cost Contain-
ment Administrator. 


If an Outpatient Diagnostic Imaging review is not requested prior to 
testing as specified above, the 25% reduction in benefits payable will 
be applied. Benefits will be payable only for that part of the Outpatient 
Diagnostic Imaging charges that have been approved by the Cost Con-
tainment Administrator and that We determine to be Covered 
Charges. 


The 25% reduction in benefits payable is a penalty for failure to comply 
with the Utilization Management Requirements listed. The reduction: 


(1) will not count toward satisfaction of the Out-of-Pocket 
Expense Maximum(s); and 


(2) will not exceed $300 per occurrence for any one per-
son. 


3) Outpatient Surgery 


An Outpatient Surgery Review by the Cost Containment Administra-
tor is required for all Outpatient Surgery. Your medical identification 
card gives you a Precertification telephone number to call your Cost 
Containment Administrator for Surgery Review.  


Outpatient Surgery Review means review by the Cost Containment 
Administrator of a Physician’s report demonstrating the need for the 
Surgery. 


The Physician’s report (verbal or written) must include: the reasons for 
the Surgery; significant symptoms, physical findings, and Treatment 
plan; and procedures performed or to be performed during the Sur-
gery. 


Notification of authorization will be sent to you, your Physician, and 
the Hospital or Outpatient Facility. If you or your Physician has any 
questions, please call the toll-free number of the Cost Containment 
Administrator. 


Benefits will be payable only for that part of the Surgery the Cost Con-
tainment Administrator determines to be Medically Necessary. 


Benefits payable for Outpatient Surgery will be reduced by 25% unless:  


(1) an Outpatient Surgery Review is requested by you, or 
a family member, or a Physician and approved by the 
Cost Containment Administrator, and; 


(2) services beyond the original approval, the Outpatient 
Surgery review is extended and approved by the Cost 
Containment Administrator.  


The request must be prior to, but no later than, the day of surgery by 
a Hospital or Outpatient Facility (for other than a Medical Emergency). 


If an Outpatient Surgery review is not requested prior to surgery as 
specified above, the 25% reduction in benefits payable will be applied. 
Benefits will be payable only for that part of the Outpatient Surgery 
charges that have been approved by the Cost Containment Adminis-
trator and that We determine to be Covered Charges. 
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The 25% reduction in benefits payable is a penalty for failure to comply 
with the Utilization Management Requirements listed. The reduction: 


(1) will not count toward satisfaction of the Out-of-Pocket 
Expense Maximum(s); and 


(2) will not exceed $300 per occurrence for any one per-
son. 


L. Notice of Utilization Review 


For purposes of satisfying the claims processing requirements, receipt 
of a claim will be considered to be met when Notification of Utilization 
Review is received by Us or the Cost Containment Administrator. 


Notification of Utilization Review means receipt of necessary infor-
mation to initiate review of a request for Utilization Review services to 
include the patient’s name and your name (if different from patient’s 
name), attending Physician’s name, treating facility’s name, diagnosis, 
and date of service. 


Utilization Review means a set of formal techniques designed to 
monitor the use of or evaluate the clinical necessity, appropriateness, 
efficacy or efficiency of health care services, procedures, providers, or 
facilities. 


Initial Clinical Review means a clinical review conducted by appro-
priate licensed or certified health professionals. Initial Clinical Review 
staff may approve requests for admissions, procedures, and services 
that meet clinical review criteria, but must refer requests that do not 
meet clinical review criteria to a Peer Clinical Reviewer for certification 
or Noncertification. The person conducting the Initial Clinical Review  
is called the Initial Clinical Reviewer. 


Peer Clinical Review means a clinical review conducted by a Physi-
cian or other health professional when a request for an admission, pro-
cedure, or service was not approved during the Initial Clinical Review. 
The person conducting the Peer Clinical Review is called the Peer 
Clinical Reviewer. In the case of an appeal, the Peer Clinical Reviewer 
is a Physician or other health professional who holds an unrestricted 
license and is in the same or similar specialty as typically manages the 
medical condition procedures, or Treatment  under review. Generally, 


as a peer in a similar specialty, the individual must be in the same pro-
fession, i.e., the same licensure category as the ordering provider. 


Noncertification means a decision by the Cost Containment Admin-
istrator that an admission, continued stay, or other health care service 
has been reviewed and, based upon the information provided, does 
not meet the Cost Containment Administrator’s requirements for 
Medically Necessary care, appropriateness, health care setting level of 
care or effectiveness, and the request is therefore denied, reduced, or 
terminated. 


If the Covered Person, or designated patient representative fails to fol-
low the Cost Containment Administrator’s procedures for filing a 
claim for Hospital Admission Review, a Prospective Review or an Ur-
gent Review, the Cost Containment Administrator will notify the Cov-
ered Person or designated patient representative of the failure and the 
proper procedures to be followed.  


For certification, the Cost Containment Administrator will provide no-
tification to the attending Physician, the facility rendering service, and 
you or the patient. Upon request, the Cost Containment Administrator 
will provide written notification of the certification. For Noncertifica-
tions, notification will be made in writing to the attending Physician, 
the facility rendering service, and you or the patient. 


1) Prospective Review 


Prospective Review means a Utilization Review conducted prior to a 
patient’s stay in a Hospital or other health care facility or course of 
Treatment including any required preauthorization or precertification. 


For an initial Prospective Review, a decision and notification of the 
decision will be made within 15 days of the date the Notification of 
Utilization Review is received by Us or the Cost Containment Admin-
istrator. If a decision cannot be made due to insufficient information, 
the Cost Containment Administrator will either issue a Noncertifica-
tion or send an explanation of the information needed to complete the 
review prior to expiration of the 15 days. If the Cost Containment Ad-
ministrator does not issue a Noncertification and requests additional 
information to complete the review, you, the patient, the attending 







Effective 1-1-19 26 Medical/RX/BCBS 


Physician, or the facility rendering the service is permitted up to 45 
days to provide the necessary information. The Cost Containment Ad-
ministrator will render a decision within 15 days of either receiving the 
necessary information or, if no additional information is received, 
upon the expiration of 45 days. 


2) Urgent Prospective Review 


Urgent Prospective Review means a Utilization Review that must be 
completed sooner than a Prospective Review  in order to prevent seri-
ous jeopardy to your or the patient’s life or health or the ability to re-
gain maximum function, or in the opinion of a Physician with 
knowledge of you or the patient’s medical condition, would subject 
you or the patient to severe pain that cannot be adequately managed 
without Treatment. Whether or not there is a need for an Urgent Pro-
spective Review is based upon the Cost Containment Administrator’s 
decision using the judgment of a prudent lay-person who possesses an 
average knowledge of health and medicine 


For Urgent Prospective Review, a decision and notification of the de-
cision will be made within 24 hours of the date the Notification of 
Utilization Review is received by Us or the Cost Containment Admin-
istrator. If a decision cannot be made due to insufficient information, 
the Cost Containment Administrator will either issue a Noncertifica-
tion or send an explanation of the information needed to complete the 
review within 24 hours of receipt of Notification of Utilization Review 
Services. If the Cost Containment Administrator does not issue a Non-
certification and requests additional information to complete the re-
view, you, the patient, the attending Physician, or the facility rendering 
the service is permitted up to 48 hours to provide the necessary infor-
mation. The Cost Containment Administrator will render a decision 
within 48 hours of either receiving the necessary information or, if no 
additional information is received, upon the expiration of the 48 hours.  


3) Concurrent Review 


Concurrent Review means a Utilization Review conducted during a 
patient’s Hospital stay or course of Treatment. 


For a Concurrent Review that does not involve an Urgent Concurrent 
Review, a request to extend a course of Treatment beyond the period 
of time or number of Treatments previously approved by Us or the 
Cost Containment Administrator will be decided within the 
timeframes and according to the requirements for Prospective Review. 


For an Urgent Concurrent Review, a request to extend a course of 
Treatment beyond the period of time or number of Treatments previ-
ously approved by Us or the Cost Containment Administrator will be 
decided and notification of the decision will be made within 24 hours 
of receipt of the Notification of Utilization Review Services if the re-
quest is made at least 24 hours prior to the expiration of the previously 
approved period or number of Treatments. If a request is made fewer 
than 24 hours prior to the expiration of the previously approved period 
of number of Treatments, a decision and notification of the decision 
will be made within 72 hours of receipt of the Notification of Utiliza-
tion Review Services. 


4) Retrospective Review 


Retrospective Review means a Utilization Review conducted after 
the patient is discharged from a Hospital or other health care facility 
or has completed a course of Treatment.  


For a Retrospective Review, a decision and notification of the decision 
will be made within 30 days after the date the Notification of Utiliza-
tion Review is received by Us or the Cost Containment Administrator. 
If a decision cannot be made due to insufficient information, the Cost 
Containment Administrator will either issue a Noncertification or send 
an explanation of the information needed to complete the review prior 
to the expiration of the 30 days. If the Cost Containment Administra-
tor does not issue a Noncertification and requests additional infor-
mation to complete the review, you, the patient, the attending Physi-
cian, or the facility rendering the service is permitted up to 45 days to 
provide the necessary information. The Cost Containment Adminis-
trator will render a decision within 15 days of either receiving the nec-
essary information or, if no additional information is received, upon 
the expiration of 45 days.  
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5) Request for Reconsideration 


When an initial decision is made not to certify an admission or other 
service and no peer-to-peer conversation has occurred, upon the re-
quest of the attending Physician, the Peer Clinical Reviewer that made 
the initial decision will be made available within one business day to 
discuss the Noncertification decision with the attending Physician. If 
the original Peer Clinical Reviewer is not available, another Peer Clin-
ical Reviewer will be made available to discuss the review. 


At the time of the conversation, if the reconsideration process is una-
ble to resolve the difference of opinion regarding a decision not to 
certify, the attending Physician will be informed of his or her right to 
initiate an appeal and the procedure to do so.  


6) Expedited Appeal Review and Voluntary Appeal Review 


An Expedited Appeal Review means a request, usually by telephone 
but can be written, for a review of a decision not to certify an Urgent 
Review. An Expedited Appeal Review must be requested within 180 
days of the receipt of a Noncertification. A decision and notification 
of the decision on the Expedited Appeal Review of an Urgent Review 
decision will be made within 72 hours from request of an Expedited 
Appeal Review. Written or electronic notification of the appeal review 
outcome will be made to the attending Physician and you or the pa-
tient. 


If the Noncertification is affirmed on the appeal review, you, the pa-
tient, or attending Physician can request a voluntary appeal. The appeal 
may be requested by telephone, or in writing. You, the patient or the 
attending Physician may submit written comments, documents, rec-
ords, and other information relating to the request for appeal. An in-
dependent review agency will make a decision within 30 days of request 
for a voluntary appeal. However, if the appeal cannot be processed due 
to incomplete information, the independent review agency will send a 
written explanation of the additional information that is required or an 
authorization for you or the patient’s signature so information can be 
obtained from the attending Physician. This information must be sent 
to the independent review agency within 45 days of the date of the 


written request for information. Failure to comply with the request for 
additional information could result in declination of the appeal. A de-
cision will be made and notification of the outcome will be provided 
within 30 days of the receipt of all necessary information to properly 
review the appeal request. 


NOTE: THE EXPEDITED APPEAL REVIEW DOES NOT APPLY TO RET-
ROSPECTIVE REVIEWS. 


7) Standard Appeal Review and Voluntary Appeal Review 


A standard appeal may be requested either in writing or verbally. It 
must be requested within 180 days of the receipt of a Noncertification. 


A decision and notification of the decision will be made in writing to 
you or the patient and the attending Physician within two business days 
(but no later than 30 days from receiving the request for an appeal 
review.) 


If the Noncertification is affirmed on the appeal review, you, the pa-
tient, or attending Physician can request a voluntary appeal. The appeal 
may be requested by telephone, or in writing. You, the patient or the 
attending Physician may submit written comments, documents, rec-
ords, and other information relating to the request for appeal. A deter-
mination will be made by an independent review agency within 30 days 
of request for a voluntary appeal. However, if the appeal cannot be 
processed due to incomplete information, the independent review 
agency will send a written explanation of the additional information 
that is required or an authorization for you or the patient’s signature 
so information can be obtained from the attending Physician. This in-
formation must be sent to the independent review agency within 45 
days of the date of the written request for information. Failure to com-
ply with the request for additional information could result in declina-
tion of the appeal. A decision will be made and notification of the out-
come will be provided within 30 days of the receipt of all necessary 
information to properly review the appeal request. 
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M. Medical Claim Procedures 


1) Claim Forms 


Special claim forms are not required to file a claim with Us. Standard 
industry computerized forms may be used by your providers to submit 
a claim. When you become covered, you will be issued an identification 
card. This card should be presented to each provider at the time a Cov-
ered Person receives needed medical care. The Cost Containment Ad-
ministrator will assist you with the Hospital Precertification Authori-
zation in accordance with the terms of your coverage under This Plan. 


All Claims Must Be Received By Us Within One Year From The Date 
of Service To Be Eligible For Benefit Consideration. 


Proof of loss sent later will be accepted only if there is reasonable cause 
for the delay and if the claim is received no later than two years after 
date of service. 


For purposes of satisfying the claim processing requirements, receipt 
of claim will be considered to be met when We receive proof of claim. 
Proof of claim includes the patient’s name, your name (if different 
from the patient’s name) and identification number, patient’s date of 
birth, provider of services, dates of services, diagnosis, description of 
Treatment provided, and the amount of claim. We may request addi-
tional information to substantiate your loss or require a signed unal-
tered authorization to obtain information from the provider. Your fail-
ure to comply with such request could result in your claim being de-
clined. 


2) Payment and Denial 


We will process your claim as quickly as possible after We have re-
ceived all the required information, but no later than 30 days after re-
ceipt of the claim and all supporting documentation.  


If We cannot render a decision within 30 days because you have not 
provided sufficient information to determine whether, or to what ex-
tent, benefits are covered or payable under This Plan, the denial notice 
will describe the specific information needed to complete the claim. 


You will have 45 days from receipt of the notice to provide the re-
quired information. We will then have 30 days from the date of receiv-
ing your information to render Our decision. 


3) Independent Medical Examinations 


We may have the Covered Person for whom the claim is made exam-
ined by a Physician. We will pay for these examinations and will choose 
the Physician to perform them. 


4) Release of Medical Information 


As a condition of receiving benefits under This Plan, you and your 
Dependents authorize: 


(1) any provider to disclose to Us any medical information 
We request; 


(2) Us to examine your medical records at the office of any 
provider; 


(3) Us to release to or obtain from any person or organi-
zation any information necessary to administer your 
benefits; and 


(4) Us to examine your employment records in order to 
verify your eligibility. 


5) Form and Content of Notice of Adverse Benefit Determina-
tions 


If an adverse benefit determination is made, including a denial of a 
claim in whole or in part, or a rescission of coverage, notice of such 
adverse determination will be provided to you. Notice will be written 
in either paper or electronic format; oral notice might be provided only 
with respect to urgent care claims, but only if written confirmation is 
furnished to you within 3 days after the oral notice is provided. 


The notice will include the following: 


(1) the specific reason or reasons for the adverse determi-
nation, including the denial code, the meaning of the 
code and the standard, if any, used in denying the 
claim; 
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(2) reference to the specific Plan provisions on which the 
determination is based; 


(3) if applicable, a description of any additional infor-
mation needed for you to perfect the claim and an ex-
planation of why such information is needed; 


(4) a description of This Plan’s review procedures, includ-
ing a statement of your right to an external review; 


(5) a copy of any internal rule, guideline, protocol or other 
similar criteria relied on in making the adverse determi-
nation or a statement that it will be provided without 
charge upon request; 


(6) if the adverse determination is based on Medical Ne-
cessity, Experimental or Investigational Measure or a 
similar exclusion or limit, either an explanation of the 
scientific or clinical judgment, applying the terms of 
This Plan to your medical circumstances, or a state-
ment that this will be provided without charge upon 
request;  


(7) in the case of an adverse determination involving ur-
gent care, a description of the expedited review process 
available to such claims;  


(8) information sufficient to identify the claim involved, 
including the date of service, the healthcare provider, 
the claim amount, the diagnosis code, the Treatment 
code and the corresponding meanings of these codes; 
and 


(9) information about the availability of, and contact infor-
mation for, any applicable office of health insurance 
consumer assistance that can assist you with internal 
claim appeals and external review processes. 


N. Right of Recovery 


If it is determined that benefits paid under This Plan should have been 
paid by any other plan, We will have the right to recover those pay-
ments from: 


(1) the person to or for whom the benefits were paid; 
and/or 


(2) the other companies or organizations liable for the 
benefit payments. 


To the extent permitted by law, the rights of any Covered Person under 
This Plan may not be voluntarily or involuntarily transferred or as-
signed; provided, however, that all benefits of a Covered Person shall 
be paid to the permitted providers of care except to the extent that the 
Covered Person submits a provider statement showing that the Cov-
ered Person has paid the provider all or a portion of the covered ex-
penses for which benefits are payable under This Plan. 


1) Assignment of Benefits 


This Plan will use its best efforts to recognize assignments of benefits 
from providers of services but is not bound by such assignments. Not-
withstanding the foregoing, This Plan will not recognize any assign-
ment of a Covered Person’s right to bring a cause of action or other-
wise initiate a legal proceeding arising from an adverse benefit deter-
mination. When payment is made directly to the Covered Person (with 
or without an assignment), it is solely the responsibility of the Covered 
Person to reimburse the provider.  


2) Applicability 


Where allowed by law, this section will apply to Covered Persons who: 


(1) receive benefit payment under This Plan as the result 
of a sickness or injury; and 


(2) have a lawful claim against another party or parties for 
compensation, damages, or other payment for the 
same sickness or injury; and 


(3) recover payment from such party or parties which in-
cludes an amount (or part of an amount) previously 
paid under This Plan for Treatment. 


3) Transfer of Rights 


In those instances where this section applies, the rights of the Covered 
Person to claim or receive compensation, damages, or other payment 
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from the other party or parties will be transferred to the Trust, but only 
to the extent of benefit payments made under This Plan. 


O. Medical Appeal Procedures 


1) Internal Appeal 


You or your authorized representative may request an appeal in writing 
of an adverse benefit determination, a claim denied in whole or in part, 
within 180 days of receipt of notice of the adverse benefit determina-
tion. Any such written request for review must state the reason or rea-
sons why you believe that the original decision was incorrect.  


If more information is needed, We will send a written request for the 
additional information. You, the patient, the attending Physician, or 
the facility rendering the service is permitted up to 45 days to provide 
the necessary information. Failure to receive the additional infor-
mation could result in your appeal being denied. A determination will 
be made and notification of the outcome will be provided within 30 
days of the receipt of all necessary information to properly review the 
appeal request. During the appeal: 


(1) you will be given reasonable access to, and copies of, 
all documents relevant to the claim, free of charge; 


(2) you will be permitted to review the claim file and pre-
sent evidence and testimony; 


(3) if any new or additional evidence is considered, relied 
upon, or generated by This Plan or if Our decision is 
based on a new rationale, then We will provide you, 
upon request, with such evidence or rationale suffi-
ciently in advance of the date by which We are required 
to decide the final appeal in order to provide you with 
reasonable opportunity to respond prior to such date; 


(4) you may submit documents, issues and comments in 
writing and such material will be considered on review 
without regard to whether it was considered in the 
original benefit determination; 


(5) if the denial was based on a medical judgment, you 
have the right to have your claim reviewed by a health 


care professional with appropriate training and experi-
ence in the applicable field who was not consulted dur-
ing the initial benefit determination; 


(6) you shall have the right to have identified to you the 
experts whose advice was obtained in connection with 
the initial adverse benefit determination, even if the ad-
vice was not relied on; 


(7) if We fail to strictly adhere to all the requirements of 
the internal claim and appeal procedures set forth 
above, you will be deemed to have exhausted the inter-
nal claim and appeal procedures and may initiate an ex-
ternal review and pursue any remedies available under 
applicable law. 


The review of a claim denial during the internal appeal will be con-
ducted by a Plan fiduciary who will not be the individual who made 
the initial adverse benefit determination, nor the subordinate of such 
individual. This fiduciary will not give deference to the initial claim de-
nial or initial appeal decision.  


If your claim is denied during the appeal process, in whole or in part, 
the written notice will include: 


(1) the specific reason or reasons for the adverse determi-
nation, including the denial code, the meaning of this 
code, the standard, if any, used in denying the claim 
and a discussion of the decision; 


(2) reference to the specific Plan provisions on which the 
determination is based; 


(3) a statement that you are entitled to receive without 
charge reasonable access to any document: 


• relied on in making the determination;  
• submitted, considered or generated in the course of 


making the benefit determination; 
• that demonstrates compliance with the administrative 


processes and safeguards required in making the deter-
mination; or 
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• constitutes a statement of policy or guidance with re-
spect to This Plan concerning the denied Treatment 
without regard to whether the statement was relied on; 


(4) a copy of any internal rule, guideline, protocol or other 
similar criteria relied on in making the adverse determi-
nation or a statement that it will be provided without 
charge upon request;  


(5) if the adverse determination is based on Medical Ne-
cessity, Experimental or Investigational Measure or a 
similar exclusion or limit, either an explanation of the 
scientific or clinical judgment, applying the terms of 
This Plan to your medical circumstances, or a state-
ment that this will be provided without charge upon 
request; 


(6) information sufficient to identify the claim involved, 
including the date of service, the provider, the claim 
amount, the diagnosis code, the Treatment code, and 
the corresponding meanings of these codes; and 


(7) information about the availability of, and contact infor-
mation for, any applicable office of health insurance 
consumer assistance or ombudsman established under 
Section 2793 of the Public Health Service Act to assist 
you with internal claims and appeals and external re-
view processes. 


2) External Appeal 


You or your authorized representative, may request a review of an ad-
verse benefit determination by making written request to This Plan 
Administrator, within 4 months of receipt of notification of the final 
internal denial of benefits.  


You may request an expedited external review upon your receipt of 
either of the following: 


(1) a denial of benefits involving a medical condition for 
which the timeframe noted above for completion of an 
internal appeal would seriously jeopardize your health 


or life or your ability to regain maximum function and 
you have filed an internal appeal request; or 


(2) a final internal denial of benefits involving a medical 
condition for which the timeframe for completion of a 
standard external review would seriously jeopardize 
your health or life or your ability to regain maximum 
function or if the final determination involves any of 
the following: 


• an admission, 
• availability of care, 
• continued stay, or 
• a health care item or service for which you received 


Emergency services, but have not been discharged 
from a facility. 


3) Right to External Appeal 


Within 5 business days of receipt of the request (or immediately after 
receiving your request for expedited external review), We will perform 
a preliminary review of the request to determine if the request is eligi-
ble for external review, based on confirmation that: 


(1) you are or were covered under This Plan at the time 
the health care item or service was requested or, in the 
case of a Retrospective Review, were covered under 
This Plan at the time the health care item or service was 
provided; 


(2) the final internal denial does not relate to your failure 
to meet Plan eligibility requirements; 


(3) you have exhausted This Plan’s appeal process, to the 
extent required by law; and 


(4) you have provided all of the information and forms re-
quired to complete an external review. 


4) Notice of Right to External Appeal 


We (or Our designee) shall provide you or your authorized representa-
tive with a written notice of the decision as to whether the claim is 
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eligible for external review within 1 business day after completion of 
the preliminary review (or immediately in the case of an expedited ex-
ternal review request). 


The Notice of Right to External Appeal shall include the following: 


(1) the reason for ineligibility and the availability of the 
Employee Benefits Security Administration, if the re-
quest is complete but not eligible for external review; 
and 


(2) if the request is incomplete, the information or materi-
als necessary to make the request complete and the op-
portunity for you to perfect the external review request 
by the later of the following: 


• the end of the 4 month filing period; or 
• within the 48 hour time period following your receipt 


of notification. 


5) Independent Review Organization 


An Independent Review Organization (IRO) that is accredited by 
URAC or a similar nationally recognized accrediting organization shall 
be assigned to conduct the external review. The assigned IRO will no-
tify you timely, in writing, of the request’s eligibility and acceptance for 
external review. At that time, the IRO will notify you of the right to 
provide additional information for consideration. In addition, This 
Plan will provide the IRO with the documents and information con-
sidered in the claim or appeal denial.  


The IRO will review all of the information and documents received 
timely. In reaching its decision, the IRO will not be bound by any de-
cisions or conclusions reached during This Plan’s internal claim and 
appeal process. The IRO will utilize legal experts where appropriate to 
make coverage determinations under This Plan. In addition to the doc-
uments and information provided by you or your representative and 
This Plan, the IRO may consider the following information in reaching 
a decision to the extent it is available and appropriate: 


(1) your medical records; 


(2) the attending healthcare professional’s recommenda-
tion; 


(3) consulting reports from appropriate health care profes-
sionals and other documents submitted by the health 
carrier, Covered Person, the Covered Person’s author-
ized representative, or the covered person’s treating 
Physician or health care professional; 


(4) the terms of This Plan; 
(5) appropriate practice guidelines, including applicable 


evidence-based standards; and 
(6) the opinion of the IRO’s clinical reviewers after con-


sidering the relevant information described above.  


6) Notice of External Review Determination 


The assigned IRO shall provide Us (or Our designee) and you (or your 
authorized representative) with a written notice of the final external 
review decision within 45 days after receipt of the external review re-
quest. In the case of an expedited external review, the assigned IRO 
will provide notice of the final external review decision as expeditiously 
as your medical condition or circumstances require, but in no event 
more than 72 hours after receipt of the expedited external review re-
quest. If the notice of the expedited external review determination was 
not in writing, the assigned IRO shall provide Us (or Our designee) 
and you (or your authorized representative) written confirmation of its 
decision within 48 hours after the date of providing that notice. 


The written notice of the decision on external review shall include the 
following: 


(1) a general description of the reason for the external re-
view request, including information identifying the 
Claim, including the date or dates of service, the pro-
vider, the Claim amount, the diagnosis code and its 
meaning, the Treatment code and its meaning and the 
reasons for the previous denial; 


(2) the date the IRO received the assignment to conduct 
the external review and the date of the IRO’s decision; 
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(3) the evidence or documentation the IRO considered in 
reaching its decision; 


(4) the principal reason or reasons for the IRO’s decision, 
including its rationale and any evidence-based stand-
ards that were relied upon in making the decision; 


(5) a statement that the determination is binding except to 
the extent that other remedies may be available under 
State or Federal law to either the Group Health Plan 
or to You;  


(6) a statement that judicial review may be available to you; 
and 


(7) current contact information, including a phone num-
ber, for any applicable office health insurance con-
sumer assistance or ombudsman. 


The Notice of Final External Review Decision from the IRO is bind-
ing on you, This Plan and Plan Administrator, except to the extent that 
there may be other remedies available under State or Federal law. 


If the IRO reversed the claim or appeal denial, This Plan must imme-
diately provide you coverage or payment for the claim. 


7) Assignment 


No Covered Person may assign to a provider his or her right to file an 
appeal or to file a suit for benefits. As the sole exception to this prohi-
bition, a Covered Person may assign his right to appeal to a medical 
provider if the appeal involves an Urgent Review. 


P. Coordination with Other Benefits – Medical 


The intent of this Coordination with Other Benefits section is to pro-
vide that the sum of benefits paid under This Plan (except the benefits 
provided under the Prescription Drug Benefits) plus benefits paid un-
der all other Plans will not exceed the actual cost charged for a Treat-
ment. 


1) When Coordination Applies 


If a Covered Person is covered under more than one plan, This Plan 
will coordinate benefits with the other plan or plans. This means that 


the total payment from all plans will not exceed 100% of Allowable 
Expenses.  


This Plan means the medical, dental, and vision benefits described in 
this Summary Plan Document. 


Another Plan means any of the following insurance or group-type in-
surance coverage, whether insured or self-insured, that provides bene-
fits or services for Hospital, medical, mental health and substance use 
disorders, prescription drug, hearing, dental or vision care Treatment: 


(1) Insurance coverage other than school accident type 
coverage; 


(2) Coverage through HMOs and other prepayment, 
group practice and individual practice plans; 


(3) The medical benefits coverage in group, group-type 
and individual automobile no fault and traditional au-
tomobile fault type contracts; or 


(4) A governmental plan, including Medicare as provided 
under the Social Security Act and coverage required or 
provided by law but not Medicaid. 


The term Allowable Expenses will mean all Prevailing Charges for 
Treatment when at least a part of those charges are covered under at 
least one of This Plans then in force for the person for whom benefits 
are claimed.  


2) Benefits Payable under Coordination 


Claim Determination Period means the part of a Plan Year during 
which a Covered Person would receive benefit payments under This 
Plan if this section were not in force. 


Benefits otherwise payable under This Plan for Allowable Expenses 
during a Claim Determination Period may be reduced if: 


(1) benefits are payable under Another Plan for the same 
Allowable Expenses; and 


(2) the rules listed below provide that benefits payable un-
der Another Plan are to be determined before the ben-
efits payable under This Plan. 
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The reduction will be the amount needed to provide that the sum of 
payments under This Plan plus benefits payable under Another Plan is 
not more than the total of Allowable Expenses. Each benefit that 
would be payable in the absence of this section will be reduced pro-
portionately; such reduced amount will be charged against any appli-
cable benefit limit of This Plan. 


3) Order of Benefit Determination 


Except as described under Medicare Exception below, the benefits 
payable of Another Plan that does not have a coordination of benefits 
provision similar to the provision described in this section will be de-
termined before the benefits payable of Another Plan that does have 
such a provision. In all other instances, the order of determination will 
be in the order set forth below: 


(1) If Another Plan does not have a provision for the co-
ordination of benefits, its benefits are payable before 
This Plan. 


(2) If Another Plan covers a person other than as a De-
pendent, its benefits are payable before This Plan. This 
includes Medicare covering a person other than as a 
Dependent (e.g., a retired Employee) and any Medicare 
Supplement Plan. However, in all instances, federal 
regulations regarding Medicare as a secondary payer 
will apply. 


(3) If Another Plan covers an active Employee, its benefits 
are payable before This Plan. This order of determina-
tion does not supersede No. 2 above. 


(4) If an individual is covered as a Dependent under two 
separate plans, the benefits are payable first under the 
Employee’s plan having the earliest birthday in a Cal-
endar Year. However, if the Dependent is a child 
whose parents are separated or divorced, the birthday 
rule does not apply. The following order of determina-
tion will apply: 


(a) If the parent with custody has not remarried: 


• The plan of the parent with custody is primary. 
• The plan of the parent without custody is secondary. 


(b) If the parent with custody has remarried: 


• The plan of the parent with custody is primary. 
• The plan of the stepparent with custody is secondary. 
• The plan of the parent without custody is third. 


If there is a court order that makes one parent financially responsible 
for the health care expenses incurred by the child, then, if a plan covers 
the child as a Dependent of that parent, its benefits are payable before 
those of a plan that covers the child as a Dependent of the parent 
without financial responsibility. 


Benefits available for a newborn child under Another Plan for which 
a Covered Person is eligible, will be determined before benefits under 
the Automatic Coverage for a Newborn Child provision of This Plan. 


If the above items do not apply, the benefits of a plan that has covered 
the person for the longest period of time will be payable before those 
of the other plan. 


4) Coordination with HMOs 


If a Covered Dependent is covered under an HMO and, pursuant to 
the terms set forth above, HMO must provide benefits before This 
Plan, the Dependent is required to access benefits available under the 
HMO. 


If the Covered Dependent does not access benefits available under the 
HMO, This Plan will only consider 50% of This Plan's Covered 
Charges applicable to such Covered Dependent. 


5) Coordination with Excess Only or Secondary Only Plans 


If a Covered Person is covered by Another Plan containing a provi-
sion, either excess only or secondary only of other available benefits 
This Plan will be prorated between This Plan and Another Plan on an 
equal basis. 
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6) Integration With Medicare 


(For all Covered Persons where permitted by Law) 


The payments under This Plan are reduced by the benefits available 
under Medicare. 


Note:  Any balance owed to a provider after Medicare payment may 
not be paid by This Plan unless your Out-of-Pocket Expense Maxi-
mum has been reached for the year. 


It works this way: 


(1) In determining a claim payment under This Plan, the 
first step is to calculate the amount that would be paid 
if the person had no Medicare coverage. The Covered 
Charges under This Plan will be limited to the amounts 
approved by Medicare or no more than the limiting 
charges as determined by Medicare. 


(2) The above amount is reduced by the Medicare benefits 
for the expenses upon which the claim under This Plan 
is based. In determining the Medicare benefits, the per-
son will be assumed to have full Medicare coverage 
(that is, both Part A and Part B) whether or not the 
person has enrolled for the full coverage. 


(3) If a provider has chosen not to apply to Medicare to 
become a participating provider, This Plan will esti-
mate Medicare benefits as if application has been made 
and was approved. Any benefit payable by This Plan 
will then be calculated as if Medicare had been paid. 


If Medicare benefits are paid for expenses not covered under This 
Plan, they will not be used to reduce our benefits. In the case of ser-
vices and supplies for which Medicare makes direct reimbursement to 
the provider, the amount of expenses and Medicare benefits will be 
determined on the basis of the Prevailing Charges for the services and 
supplies. 


7) Exchange of Information 


Any person who claims benefits under This Plan must, upon request, 
provide all information We believe is needed to coordinate benefits. 


In addition, all information We believe is needed to coordinate benefits 
may be exchanged with other companies, organizations, or persons 
with whom we are coordinating benefits. 


8) Facility of Payment 


We may reimburse any other plan if: 


(1) benefits were paid by that other plan; but 
(2) should have been paid under This Plan in accordance 


with this section. 


In such instances, the reimbursement amounts will be considered ben-
efits paid under This Plan and, to the extent of those amounts, will 
discharge Us from liability. 


9) Reimbursement/Subrogation 


If This Plan provides any benefits in connection with a Claim by a 
Covered Person, the Covered Person shall reimburse This Plan, to the 
extent of all amounts that This Plan has paid, from any amounts that 
the Covered Person recovers from any source other than This Plan in 
connection with the Claim. The Covered Person's recovery from a 
source other than This Plan shall not be reduced by the amount of the 
Covered Person's attorney fees or for any other reason whatsoever, 
until This Plan has been repaid in full. 


In addition, This Plan shall be subrogated to any legal rights which the 
Covered Person may have to recover against any party in connection 
with the Claim. 


This reimbursement/subrogation provision applies to recoveries avail-
able to minor children from sources other than This Plan. 


By accepting benefits under This Plan, the Covered Person hereby 
grants a lien and assigns to This Plan an amount equal to the benefits 
paid against any recovery made by or on behalf of the Covered Person. 
The assignment is binding on any attorney who represents the Covered 
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Person whether or not an agent of the Covered Person and on any 
insurance company or other financially responsible party against whom 
a Covered Person may have a claim provided said attorney, insurance 
carriers or others have been notified by This Plan or its agents. 


5. PRESCRIPTION DRUG COVERAGE 


A. Description of Benefits 


1) Retail Network Pharmacy 


If drugs and medicines are prescribed to treat a Covered Person, We 
will pay Retail Network Pharmacy benefits for Covered Charges: 


(1) in excess of the Copayment, if applicable; 
(2) in excess of the Deductible, if applicable; and 
(3) at the payment percentage indicated; 


as described in the Summary of Benefits and Coverage. 


Benefit payments will be restricted to: 


(1) Covered Charges as described below; and 
(2) up to a 30 day supply for each prescription and each 


refill at a Retail Network Pharmacy. 


2) Mail Order Pharmacy 


If maintenance drugs and medicines are prescribed to treat a Covered 
Person, We will pay mail order prescription benefits for charges: 


(1) in excess of the Copayment, if applicable; 
(2) in excess of the Deductible, if applicable; and 
(3) at the payment percentage indicated; 


as described in your Summary Benefits and Coverage. 


Maintenance Drugs are those taken on a regular or long term basis to 
treat such conditions as high blood pressure, ulcers, arthritis, heart or 
thyroid conditions, emphysema or diabetes, etc. 


Benefit Payment will be restricted to: 


(1) prescribed Maintenance Drugs which are necessary to 
treat a chronic or long term sickness or injury; and 


(2) up to a 90 day supply for each prescription and each 
refill; and 


(3) prescriptions which are filled through the pharmacy 
designated to administer the mail order prescription 
drug program. 


B. Your Formulary 


Your prescription drug plan includes a Formulary. Formulary means 
a list of drugs that are preferred by This Plan. This list includes a wide 
selection of drugs and is preferred because it offers you a choice while 
helping to keep the cost of your prescription drug benefits affordable. 
Each drug is approved by the Food and Drug Administration and re-
viewed by an independent group of doctors and pharmacists for safety 
and effectiveness. The Plan’s Formulary is provided by the Pharmacy 
Benefits Manager. The Formulary is subject to change from time to 
time. In the event that your medication is removed from the Formu-
lary, you will be notified well in advance and informed of other drugs 
available to you in the same therapeutic class. Medications not on the 
Formulary are not covered by This Plan.  


The Pharmacy Benefits Manager may remind your doctor when a For-
mulary medication is available as a possible alternative for a drug that 
is not on your Formulary. This may result in a change in your prescrip-
tion. However, your doctor will always make the final decision on your 
medication. 


NOTE: TO VERIFY IF A DRUG IS CONSIDERED A FORMULARY MED-
ICATION OR A LONG-TERM MAINTENANCE PRESCRIPTION 
DRUG, CONTACT THE PHARMACY BENEFITS MANAGER. 


C. Covered Charges 


Covered Charges will be the actual cost charged to Covered Person 
for: 
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(1) Federal Legend Drugs, including vitamins and miner-
als, which may be legally dispensed only upon the writ-
ten prescription of a Physician; and 


(2) Insulin and supplies for injection of insulin. 


D. Payment of Prescription Drug Benefits 


If you buy your prescription drugs from a Retail Network Pharmacy, 
you should: 


(1) present your identification card to the pharmacist with 
your prescription each time you need to have a pre-
scription filled or refilled; 


(2) sign the pharmacy claims voucher (the pharmacist will 
have this voucher); and 


(3) pay the pharmacist the applicable payment amount as 
described in the Summary of Benefits and Coverage. 


If you buy your prescription drugs from a non-network pharmacy, you 
should: 


(1) pay the pharmacist the entire cost of the prescription; 
(2) call the Pharmacy Benefits Manager at the telephone 


number listed on your identification card to obtain a 
special claim form; and 


(3) complete the claim form, include your prescription re-
ceipt, and mail the completed form and receipt to the 
address shown on the form. Although reduced benefits 
are payable because you used a non-network Phar-
macy, the appropriate prescription drug benefits will be 
paid directly to you. 


E. Prescription Drug Management 


For certain drugs and classes of drugs as designated by Us, We reserve 
the right to: 


(1) require Prior Authorization for dispensing; 
(2) limit payment of benefits to specified quantities, Drug 


Quantity Management;  


(3) require the dispensing of certain drugs before paying 
benefits for another drug within a given class, as estab-
lished by Us, Step Therapy; 


(4) set Deductible, Copayments, or Coinsurance levels for 
certain Non-Essential medications up to any available 
foundational or manufacturer sponsored patient assis-
tance program; and 


Non-Essential Benefits are benefits that do not qualify as Minimum Es-
sential Benefits as outlined by the Patient Protection and Affordable 
Care Act of 2010 and further defined by Health & Human Services 
regulations. 


(5) limit the number of fills that may be obtained through 
retail pharmacies. 


You may call the Pharmacy Benefits Manager directly at the telephone 
number listed on your identification card to verify specific drug cover-
age and limitations. 


Prior Authorization is a program that monitors prescription drugs to 
ensure you are getting a medication that is suitable for the intended use 
and covered by your pharmacy benefit.  
 
If your prescription requires a Prior Authorization, your Physician 
needs to be consulted to provide additional information before it can 
be covered under your benefit. The pharmacist’s computer will have 
the phone number for the Pharmacy Benefits Manager who then will 
speak with your Physician. Only your Physician can provide this nec-
essary information to ensure the prescription is dispensed safely and 
for the appropriate conditions. If your Physician confirms that the clin-
ical criteria are satisfied, the prescription can be filled under your ben-
efit coverage.  If the clinical criteria are not satisfied, the claim is not 
covered under your benefit.  The Pharmacy Benefits Manager will con-
tact your pharmacist and will also send you a letter describing the rea-
sons for denial and provide instructions if you wish to appeal this de-
nial. 
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The following are examples of medications/drug categories that may 
require Prior Authorization.  The following is not a complete list and 
may change over time.   
 


(1) Acne Topical Products 
(2) Asthma – Combination Inhalers 
(3) Bipolar 
(4) Blood Clots 
(5) Cancer 
(6) CAPS (Cryopyrin-Associated Periodic Syndromes) 
(7) COPD (Chronic Obstructive Pulmonary Disease)  
(8) Diabetes 
(9) Dry Eye 
(10) Emphysema – alpha 1 Proteinase Inhibitors 
(11) Growth Hormones 
(12) Hepatitis  
(13) Hereditary Angioedema 
(14) Immune Globulins  
(15) Macular Degeneration 
(16) Metabolic Disorders  
(17) Migraine 
(18) Multiple Sclerosis 
(19) Opiate Addiction 
(20) Opioids 
(21) Osteoarthritis -  Hyaluronic Acid Derivatives 
(22) Osteoporosis 
(23) Preterm birth 
(24) Psoriasis 
(25) Red Blood Cell Stimulants 
(26) Rheumatoid Arthritis 
(27) RSV (Respiratory Syncytial Virus) 
(28) Seizure 
(29) Sleep Disorder 
(30) Specialty Medications 
(31) Testosterone 
(32) Topical Pain killer 
(33) White Blood Cell Stimulants 


Drug Quantity Management is a program designed to make your 
prescription drugs safer and more affordable.  Drug Quantity Manage-
ment does not deny access to the medication, it will only provide quan-
tities according to the medical guidelines. Drug Quantity Management 
ensures that the doctor is prescribing your medication at a dose and 
quantity considered safe and effective according to guidelines from the 
U.S. Food & Drug Administration (FDA).  


When you submit your prescription, your pharmacist sees a message 
on the computer system indicating that the quantity is exceeding the 
maximum allowed. This message will also include quantity which 
would be covered under your benefit. The pharmacist can then dis-
pense this quantity which is covered under your benefit. Your Physi-
cian can request an approval to dispense the original amount and 
strength prescribed. If the reasons for a higher quantity meet the crite-
ria, an approval is put into the computer system and you can receive 
the original quantity prescribed. 


The following are examples of medications/drug categories that may 
be limited under Drug Quantity Management.  The following is not a 
complete list and may change over time.   
 


(1) Allergy 
(2) Antifungals 
(3) Anti-infectives 
(4) Asthma 
(5) Blood cell deficiency 
(6) COPD  (Chronic Obstructive Pulmonary Disease) 
(7) Diabetes 
(8) Hepatitis 
(9) High cholesterol 
(10) High blood pressure  
(11) Hormone Supplementation 
(12) Hypnotic – sleep aids  
(13) Inflammatory Conditions 
(14) Influenza  
(15) Migraine Headaches 
(16) Multiple Sclerosis 
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(17) Osteoporosis 
(18) Overactive Bladder 
(19) Pain medications – narcotic and non-narcotic agents  
(20) Pulmonary Hypertension 
(21) Rheumatoid Arthritis 
(22) Ulcers 


Step Therapy is a program that requires for certain prescribed 
medications that you try a clinically effective, lower-cost mediation 
(Step 1) before using a higher-cost medication (Step 2). Within specific 
therapy classes, there are often multiple drugs available to treat the 
same condition and have very similar side effects. The costs for these 
drugs, however, can vary significantly. Physicians have reviewed these 
medications and determined, in most cases, they are interchangeable. 
The Step Therapy program will require that you try a clinically effec-
tive, lower-cost medication (Step 1) before using a higher-cost medi-
cation (Step 2).  If a trial with the Step 1 medication was not appropri-
ate for you, your Physician can request approval to use a Step 2 medi-
cation.  


The first time you submit a prescription for a Step 2 medication, your 
pharmacist will inform you that an authorization is required. Your 
pharmacist’s computer will have the phone number for the Pharmacy 
Benefits Manager who will then speak with your Physician. Only your 
Physician can provide the necessary information regarding your expe-
rience with the Step 1 medications to permit coverage of the Step 2 
medication. If your Physician confirms that the Step 1 medication is 
not appropriate for you, the prescription for the Step 2 medication can 
be covered under your benefit. Examples why a Step 1 medication may 
not be appropriate for you include a previous unsuccessful trial or an 
allergy to the Step 1 medication. If the criteria are satisfied, the Phar-
macy Benefits Manager will contact your pharmacist to approve your 
prescription. If the criteria are not satisfied, the claim is not covered 
under your benefit. Your Physician may change the prescription to a 
Step 1 medication which is covered under your benefit.  Your pharma-
cist will be contacted and will then fill the prescription with this ap-
proved medication.  Similar to the Prior Authorization process, you 
can appeal the denial. 


The following are examples of medications/ drug categories that may 
require Step Therapy.  The following is not a complete list and may 
change over time.   
 


(1) ADHD 
(2) Alzheimer’s 
(3) Angiotensin Receptor Blockers 
(4) Antidepressants 
(5) Bisphosphonates 
(6) COX-2 Agents 
(7) Hypnotics – sleep aids 
(8) Inhaled Corticosteroids 
(9) Lipid/Cholesterol - HMG agents 
(10) Migraine headache – Triptans 
(11) Nasal Steroids 
(12) NSAIDs (Non-steroidal anti-inflammatory agents) 
(13) Overactive Bladder 
(14) Pain – long acting opioids 
(15) Parkinson’s medications 
(16) Specialty medications 
(17) Seizure medications 
(18) Tetracyclines 
(19) Topical Acne products 
(20) Topical Steroids 
(21) Topical Immunomodulators 
(22) Ulcers - PPIs (Proton Pump Inhibitors) 
(23) Uric Acid medications 


F. Limitations for Prescription Drug Coverage 


Prescription Drug benefits will not include and no benefits will be paid 
for: 


(1) drugs or medicines that are not for a covered illness or 
injury or which are not approved by the FDA for the 
Treatment of that illness or injury; 


(2) drugs or medicines that are an Experimental or Inves-
tigational Measure;  
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(3) drugs or medicines that can be purchased without a 
Physician's prescription (except those listed under 
Covered Charges); 


(4) any prescription or refill in excess of the number di-
rected by the Physician or any refill dispensed more 
than one year after the prescription date;  


(5) any part of a charge for drugs or medicines that exceed 
the Retail Network Pharmacy costs;  


(6) drugs or medicines for DESI (drugs determined by the 
Food and Drug Administration as lacking in substan-
tial evidence of effectiveness);  


(7) infertility medications;  
(8) biological sera, blood, blood plasma, or any prescrip-


tion directing parenteral administration or use;  
(9) drugs or medicines dispensed by a Hospital, Skilled 


Nursing Facility, Home Health Care Agency, rest 
home, or other institution in which a Covered Person 
is confined;  


(10) drugs or medicines, or any other method, to restore 
fertilization or promote conception;  


(11) drugs or medicines to induce abortion;  
(12) drugs or medicines provided for Cosmetic purposes;  
(13) nonprescription vitamins and minerals;  
(14) nutritional and diet supplements, unless to sustain life 


and approved by Us;  
(15) diet or appetite suppressants, except when related to an 


illness and approved by Us;  
(16) contraceptives, except when related to an illness and 


approved by Us;  
(17) sexual dysfunction, except when related to an illness 


and approved by Us; 
(18) drugs or medicines prescribed for Treatment leading 


to, in connection with or resulting from sexual trans-
formation, intersex surgery, or transsexualism; 


(19) anabolic steroids, except when related to an illness and 
approved by Us; 


(20) any drug or medicine to promote hair growth;  


(21) devices or appliances, support garments, and other 
non-medicinal substances, regardless of intended use;  


(22) drugs or medicines prescribed or dispensed by any per-
son in your Immediate Family or any person in your 
Dependent's Immediate Family;  


(23) drugs or medicines purchased outside the United 
States unless the Covered Person is outside the United 
States for one of the following reasons: 


(24) travel, provided the travel is:  


(a) for a reason other than securing medical or dental 
care diagnosis or Treatment;  


(b) a business assignment by a covered Employer;  
(c) the Employee is employed by a covered Employer 


and working outside the United States; or 
(d) an eligible Dependent child attending school out-


side the United States.  


(25) drugs or medicines for which you or your Dependent 
have no financial liability or that would be provided at 
no charge in the absence of coverage or that is paid for 
or furnished by the United States Government or one 
of its agencies (except as required under Medicaid pro-
visions or Federal law) unless charges are imposed 
against the Covered Person for such drugs or medi-
cines;  


(26) drugs or medicines provided as the result of an injury 
arising out of or in the course of any self-employment 
for wage or profit;  


(27) drugs or medicines provided as the result of a sickness 
covered by a Workers’ Compensation Act or other 
similar law;  


(28) drugs or medicines provided as the result of a sickness 
or injury that is due to war or act of war or to voluntary 
participation in criminal activities; or 


(29) drugs or medicines purchased after termination of cov-
erage under This Plan. 
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G. How to Order From the Mail Order Pharmacy 


Your initial order consists of three parts: the written prescription from 
your Physician; a Patient Profile order form ; and a Copayment. These 
are described below. You should allow 14 days for your order to be 
completed and shipped to you. All orders are shipped either by UPS 
or First Class U.S. Mail. 


1) The Written Prescription 


When obtaining your prescription, be sure to ask your Physician to 
specify the following information: 


(1) patient name; 
(2) 90 day supply of medication (the Physician should in-


dicate the total number of pills required for that period 
of time. For example, 270 tablets would be needed for 
medication that must be taken three times a day.); 


(3) refills (Many Maintenance Drugs can be prescribed for 
up to one year; therefore, a prescription for a 90 day 
supply may specify up to three refills.); and 


(4) Physician’s signature. 


2) Patient Profile Order Form 


You will also need to complete the Patient Profile Order Form and 
send it to the mail order pharmacy with each order. The Patient Profile 
Order Form provides information concerning eligibility in addition to 
health and allergy conditions pertaining to each Covered Person. 


3) Copayment and/or Deductible 


Any Copayment and/or Deductible must accompany each order. The 
Copayment and/or Deductible amount is described in your Summary 
of Benefits and Coverage. 


4) Refills or Follow-up Orders 


Each filled order you receive includes Refill Ordering Instructions and 
a Patient/Profile Order Form. Orders for refills should be placed ap-


proximately two weeks before the current supply or medication is ex-
pected to run out. You may also be able to place refill orders via the 
internet.  


5) Special Situations 


If a Maintenance Drug is prescribed for immediate use, you should 
obtain two prescriptions--one for a 30 day supply to be filled immedi-
ately at a local pharmacy, and a second one for a 90 day supply with 
refills, to be filled by the Home Delivery Pharmacy if and when the 
medication proves satisfactory. 


6) Questions 


If you have a question concerning your prescriptions, you can call the 
Pharmacy Benefits Manager. You can also call the toll-free number on 
the Patient Profile Order Form.  


Also included with each order filled by the mail order pharmacy is a 
Patient Counseling information sheet which has specific information 
about the medication included with the order. 


H. Prescription Appeal Procedures 


If you or the pharmacist have a question about a prescription which 
cannot be filled at the pharmacy, either you or the pharmacist should 
contact the Pharmacy Benefits Manager at the telephone number listed 
on your identification card. 


If the prescription cannot be filled because pre-authorization is re-
quired, you should have the ordering Physician contact the Pharmacy 
Benefits Manager. 


1) Coverage review description 


 A Covered Person has the right to request a medication be covered or 
be covered at a higher benefit (e.g., lower Copayment, higher quantity, 
etc.). The first request for coverage is called an initial coverage review. 
The Pharmacy Benefits Manager reviews both clinical and administra-
tive coverage review requests. 


Clinical Coverage Review Request means a request for coverage of 
a medication based on clinical conditions of coverage that are set by 
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This Plan. For example, medications that require a Prior Authoriza-
tion.  


2) How to request an Initial Coverage Review  


 
The preferred method of requesting an Initial Coverage Review is for 
the prescriber or dispensing Pharmacist to call the Pharmacy Benefits 
Manager Initial Coverage Review Department. 


Home Delivery coverage review requests are automatically initiated by 
the Pharmacy Benefits Manager as part of filling the Prescription. 


 If the patient’s situation is urgent, an Urgent Review may be requested 
and will be conducted as soon as possible, but no later than 72 hours 
from receipt of the request 


An urgent situation is one which, in the opinion of the patient’s pro-
vider, the patient’s health may be in serious jeopardy or the patient may 
experience severe pain that cannot be adequately managed without the 
medication while the patient waits for a decision on the review. If the 
patient or provider believes the patient’s situation is urgent, the expe-
dited review must be requested by the provider by phone. 


A decision regarding your Initial Coverage Review will be sent to you 
within 15 days of receipt of your request. 


3) How to request a Level 1 Appeal  


When an Initial Coverage Review has been denied (Adverse Benefit 
Determination), You may request an appeal within 180 days from re-
ceipt of notice of the initial Adverse Benefit Determination. To initiate 
a Level 1 Appeal, the following information must be submitted by mail 
or fax to the Pharmacy Benefits Manager Level Appeals Department: 


(1) Name of patient;  
(2) Employee ID; 
(3) Phone number; 
(4) The drug name for which benefit coverage has been 


denied; 
(5) Brief description of why the claimant disagrees with 


the initial adverse benefit determination; and 


(6) Any additional information that may be relevant to the 
appeal, including prescriber statements/letters, bills or 
any other documents. 


An urgent appeal may be submitted if in the opinion of the attending 
provider, the application of the time periods for making non-urgent 
care determinations could seriously jeopardize the life or health of the 
patient or the patient’s ability to regain maximum function or would 
subject the patient to severe pain that cannot be adequately managed 
without the care or Treatment that is the subject of the claim.  


Urgent appeals must be submitted by phone or fax. Claims and appeals 
submitted by mail will not be considered for urgent processing unless 
a subsequent phone call or fax identifies the appeal as urgent  


4) How to request a Level 2 Appeal  


When a Level 1 Appeal has been denied, you may request a Level 2 
Appeal within 90 days from your receipt of notice of the Level 1 Ap-
peal Adverse Benefit Determination. To initiate a Level 2 Appeal, the 
following information must be submitted by mail or fax to Pharmacy 
Benefits Manager Appeals Department:  


(1) Name of patient  
(2) Employee ID  
(3) Phone number  
(4) The drug name for which benefit coverage has been 


denied  
(5) Brief description of why the claimant disagrees with 


the adverse benefit determination  
(6) Any additional information that may be relevant to the 


appeal, including prescriber statements/letters, bills or 
any other documents  


An urgent Level 2 Appeal may be submitted if in the opinion of the 
attending provider, the application of the time periods for making non-
urgent care determinations could seriously jeopardize the life or health 
of the patient or the patient’s ability to regain maximum function or 
would subject the patient to severe pain that cannot be adequately 
managed without the care or Treatment that is the subject of the claim. 
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Urgent appeals must be submitted by phone or fax. Claims and appeals 
submitted by mail will not be considered for urgent processing unless 
a subsequent phone call or fax identifies the appeal as urgent. 


5) External Review 


You have the right to request an independent external review of an 
Adverse Benefit Determination involving medical judgment, rescis-
sion, or a decision based on medical information, including determina-
tions involving Treatment that is considered an Experimental or In-
vestigational Measure. Generally, all internal appeal rights must be ex-
hausted prior to requesting an external review. The external review will 
be conducted by an Independent Review Organization with experts 
who were not involved in the prior determination of the claim.  


To submit an external review, the request must be mailed or faxed to 
the Pharmacy Benefits External Review Coordinator. The request 
must be received within 4 months of the date of the final Internal Ad-
verse Benefit Determination (If the date that is 4 months from that 
date is a Saturday, Sunday or holiday, the deadline will be the next busi-
ness day). 


The Pharmacy Benefits External Review Coordinator will review the 
external review request within 5 business days to determine if it is eli-
gible to be forwarded to an Independent Review Organization (IRO) 
and the patient will be notified within 1 business day following the 
decision. 


 If the request is eligible to be forwarded to an IRO, the request will 
randomly be assigned to an IRO and the appeal information will be 
compiled and sent to the IRO within 5 business days of assigning the 
IRO. The IRO will notify the claimant in writing that it has received 
the request for an external review if the IRO has determined that the 
claim involves medical judgment or rescission, the letter will describe 
the claimant’s right to submit additional information within 10 busi-
ness days for consideration to the IRO. Any additional information the 
claimant submits to the IRO will also be sent back to the Pharmacy 
Benefits Manager for reconsideration. The IRO will review the claim 
within 45 calendar days from receipt of the request and will send the 
claimant, This Plan and Pharmacy Benefits Manger written notice of 


its decision. If the IRO has determined that the claim does not involve 
medical judgment or rescission, the IRO will notify the claimant in 
writing that the claim is ineligible for a full external review. 


6) Urgent External Review 


Once an urgent external review request is submitted, the claim will im-
mediately be reviewed to determine if it is eligible for an urgent exter-
nal review. An urgent situation is one, where in the opinion of the at-
tending provider, the application of the time periods for making non-
urgent care determinations could seriously jeopardize the life, health 
or the ability of the patient to regain maximum function or would sub-
ject the patient to severe pain that cannot be adequately managed with-
out the care or Treatment that is the subject of the claim.  


If the claim is eligible for urgent processing, the claim will immediately 
be reviewed to determine if the request is eligible to be forwarded to 
an IRO, and the claimant will be notified of the decision. If the request 
is eligible to be forwarded to an IRO, the request will randomly be 
assigned to an IRO and the appeal information will be compiled and 
sent to the IRO. The IRO will review the claim within 72 hours from 
receipt of the request and will send the claimant written notice of its 
decision. 


I. Coordination with Other Benefits – Prescription Drugs 


Your Prescription Drug program does not coordinate benefits with 
any other plan or program nor will reimbursements be made for drugs 
purchased through other coverage, except where applicable by law. 


1) Reimbursement/Subrogation 


If This Plan provides any benefits in connection with a Claim by a 
Covered Person, the Covered Person shall reimburse This Plan, to the 
extent of all amounts that This Plan has paid, from any amounts that 
the Covered Person recovers from any source other than This Plan in 
connection with the Claim. The Covered Person's recovery from a 
source other than This Plan shall not be reduced by the amount of the 
Covered Person's attorney fees or for any other reason whatsoever, 
until This Plan has been repaid in full. 
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In addition, This Plan shall be subrogated to any legal rights which the 
Covered Person may have to recover against any party in connection 
with the Claim. 


This reimbursement/subrogation provision applies to recoveries avail-
able to minor children from sources other than This Plan. 


By accepting benefits under This Plan, the Covered Person hereby 
grants a lien and assigns to This Plan an amount equal to the benefits 
paid against any recovery made by or on behalf of the Covered Person. 
The assignment is binding on any attorney who represents the Covered 
Person whether or not an agent of the Covered Person and on any 
insurance company or other financially responsible party against whom 
a Covered Person may have a claim provided said attorney, insurance 
carriers or others have been notified by This Plan or its agents. 


The Covered Person shall notify timely This Plan of any litigation, set-
tlement discussions, or other efforts to recover amounts from sources 
other than This Plan in connection with the Claim. A Covered Person 
shall obtain approval from This Plan before releasing any rights to re-
cover medical and/or prescription drug expenses from sources other 
than This Plan. 


If This Plan establishes that a Covered Person, personally or through 
the acts of an agent or attorney, breaches obligations under this provi-
sion, This Plan shall be entitled to pursue and recover all available rem-
edies together with any and all costs, including reasonable attorney 
fees, that This Plan may incur in establishing the breach and in obtain-
ing remedies for the breach. 


Covered Persons shall comply with all of the requirements within this 
reimbursement/subrogation provision in order to continue receiving 
benefits under This Plan. 
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		(13) Dental Services to repair damage to the jaw and sound natural teeth, if the damage is the direct result of an accident (but did not result from chewing) and the Dental Services are completed within twelve months after the accident, and not covere...

		(14) the services of a Health Care Extender.

		(15) Federal Legend drugs and medicines requiring a Physician's prescription which are not eligible under the Prescription Drug Coverage.

		(16) transportation services by ambulance provided by a Hospital or licensed service to a local Hospital, to the nearest Hospital  equipped to furnish needed Treatment not available in a local Hospital, or when needed to transition to a more cost effe...

		(17) rental or purchase of Durable Medical Equipment (DME). The maximum charges eligible for consideration for rental of DME will be limited to the purchase price. When We determine whether to purchase or rent the equipment, We will consider the type ...

		(18) convalescent care charges by a Skilled Nursing Facility for room, board, and other services required for Treatment. Confinement must be certified by a Physician as necessary for recovery from a sickness or injury and follow three or more consecut...

		(19) charges for Home Health Care including charges by a Home Health Care Agency, for: part-time or intermittent home nursing care by or under the supervision of a Nurse; and part-time or intermittent home care by a Home Health Aide; and physical, occ...

		(20) charges for Hospice Care Services as approved by the attending Physician and Us provided by a Hospice, Hospice Care Team (a group that provides coordinated Hospice Care Services and normally includes a Physician, a patient care coordinator (Physi...

		(21) charges for acupressure, acupuncture, and massage therapy services provided by a State Licensed Practitioner. See Summary of Benefits and Coverage for limitation of State Licensed Practitioner Benefit.

		(22) charges to assist Covered Persons with their nutritional needs for the Treatment of a covered illness if such Treatment meets Plan criteria and is ordered by a Physician and provided from a state licensed dietician. See Summary of Benefits and Co...

		(23) counseling services or visits performed by a covered provider or an individual trained and certified in natural family planning. Charges will be reimbursed to you at 100% up to a $200 yearly maximum. We will require proof of payment and an itemiz...

		(24) charges for the purchase of orthotics when they are prescribed for a specific diagnosed medical condition, such as, but not limited to: bone spurs, heel spurs or plantar fasciitis. Covered Charges will include testing and casting related to the p...

		(25) charges related to pregnancy. The mother and newborn are considered as separate Covered Persons under This Plan and separate Deductibles and Out-of-Pockets will apply. Maternity benefits include services which are considered to be the Generally A...

		(26) Transplant Benefits only as described under Organ and Tissue Transplant Benefits.



		G. Organ and Tissue Transplant Benefits

		1) Covered Transplant

		(1) Heart;

		(2) Heart/Lung (simultaneous);

		(3) Lung;

		(4) Liver;

		(5) Kidney;

		(6) Pancreas;

		(7) Kidney/Pancreas (simultaneous);

		(8) Small Bowel;

		(9) Bone marrow transplant or peripheral stem cell infusion when a positive response to standard medical Treatment or chemotherapy has been documented. Coverage is for one transplant or infusion only within a 12-month period, unless a tandem transplan...



		2) Benefits Payable; Within the Transplant Network

		3) Benefits Payable; Outside the Transplant Network

		(1) Heart $95,000

		(2) Heart/Lung (simultaneous) $145,000

		(3) Lung $110,000

		(4) Liver $110,000

		(5) Kidney $50,000

		(6) Pancreas $65,000

		(7) Kidney/Pancreas (simultaneous) $84,000

		(8) Small Bowel $150,000

		(9) Bone Marrow Autologous $60,000

		(10) Bone Marrow Allogeneic $100,000



		4) Limitations: Applicable Within and Outside the Transplant Network

		(1) Transplant evaluations from no more than three transplant providers; and

		(2) No more than one listing with a provider in the Transplant Network.

		(1) animal-to-human organ or tissue transplants; or

		(2) any Treatment related to the use of embryonic stem cells;

		(3) implantation within the human body of artificial or mechanical devices designed to replace human organ(s); or

		(4) transportation, lodging, or any other expenses not specifically indicated as Covered Charges related to a living donor or the recipient.





		H. Transportation Benefits

		I. Compliance with Federal Law

		1) Newborns' and Mothers' Health Protection Act of 1996

		2) Women's Health and Cancer Rights Act of 1998

		(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 a symmetrical appearance;

		(3) prostheses; and

		(4) Treatment of physical complications of the mastectomy, including lymphedema;





		J. Limitations of Medical Benefits

		(1) Treatment of an illness or injury except as described under Covered Charges;

		(2) Treatment that is an Experimental or Investigational Measure;

		(3) any part of a charge for Treatment that exceeds Prevailing Charges;

		(4) charges that are billed incorrectly or separately for Treatments  that are an integral part of or included in another billed Treatment as determined by Us;

		(5) charges for Physician overhead, including but not limited to surgical rooms or suites or for equipment used to perform a particular Treatment (e.g., laser equipment);

		(6) Treatment for foot care with respect to: corns, calluses, trimming of toe nails, flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints of the feet;

		(7) Treatment for foot care with respect to: casting, testing, fitting or purchase of orthotics, or any appliance (including orthotics), except as described under Covered Charges

		(8) charges for shoes or shoe lifts;

		(9) Treatment related to the restoration of fertility or promotion of conception (infertility Treatment) except as described under Covered Charges;

		(10) molecular genetic testing for the purposes of health screening or if not part of a Treatment  regimen for a specific sickness;

		(11) charges for storage of blood or blood products, unless otherwise approved by Us;

		(12) Treatment for voluntary sterilization or reversal of sterilization;

		(13) Treatment for abortion;

		(14) Treatment for contraception;

		(15) Treatment for sexual dysfunction, except when related to an illness and approved by Us;

		(16) Treatment for transsexualism;

		(17) charges incurred to improve general physical condition, including, but not limited to programs such as counseling and monitored exercise to improve or maintain general health;

		(18) Treatment for behavior modification;

		(19) Treatment for marital counseling or social counseling;

		;

		(20) Treatment for gambling addiction, or stress management;

		(21) Treatment for educational or instructional purposes except as described under Covered Charges;

		(22) Treatment for educational, training or developmental problems, learning or social disorders;

		(23) Treatment eligible under your Dental Plan;

		(24) Dental Services except as described under Covered Charges;

		(25) Treatment for any form of temporomandibular joint disorder (TMJ) (malfunction, degeneration, or disease related to the joint that connects the jaw to the skull), including but not limited to braces, splints, appliances, or surgery of any type; un...

		(26) drugs and medicines eligible under the Prescription Drug Coverage for Retail Network Pharmacy and Home Delivery Pharmacy, except as listed under Covered Charges;

		(27) drugs and medicines dispensed by a Skilled Nursing Facility (Note: such drugs are eligible under the Prescription Plan if purchased at a Retail Network Pharmacy or the mail order pharmacy);

		(28) Treatment for drugs determined by the Food and Drug Administration’s Drug Efficacy Study Implementation (DESI) program as lacking in substantial evidence of effectiveness;

		(29) charges for non-prescription drugs; non-prescription vitamins and minerals;

		(30) charges for nutritional supplements, special diets, special formulas;

		(31) charges for eye examinations for correction of vision or fitting of glasses, vision materials (frames or lenses) unless otherwise specified under Other Covered Services in the Summary of Benefits and Coverage;

		(32) Treatment for Kerato-Refractive Eye Surgery (surgery to improve nearsightedness, farsightedness, and/or astigmatism by changing the shape of the cornea, including but not limited to radial keratotomy and keratomileusis surgery);

		(33) Treatment for Cosmetic purposes (except when the surgery results from an accidental injury and is performed within 18 months of that injury or as otherwise provided in this Summary Plan Document);

		(34) animal-to-human organ or tissue transplants; or implantation within the human body of artificial or mechanical devices designed to replace human organs;

		(35) Treatment for unattended home sleep studies without prior approval from Us;

		(36) any nursing services except as described under Covered Charges;

		(37) Treatment for Custodial Care (assistance with meeting personal needs or the activities of daily living that does not require the services of a Physician, Nurse chiropractor, physical therapist, occupational therapist, speech therapist, or other h...

		(38) Treatment for maintenance therapy or supportive care or when maximum therapeutic benefit (no further objective improvement) has been attained except as described under Covered Charges;

		(39) charges for employment or immigration physicals;

		(40) charges for transportation or ambulance services except as described under Covered Charges;

		(41) Durable Medical Equipment:

		(42) charges for comfort or convenience services and supplies;

		(43) charges for prone standers, motorized carts, scooters, strollers, etc.;

		(44) charges for heating pads, heating and cooling units, ice bags or cold therapy units;

		(45) charges for devices used specifically as safety items or to affect performance in sport-related activities, including but not limited to braces or orthotic devices worn for sports;

		(46) charges for hearing aids and related charges unless otherwise specified in the Summary of Benefits and Coverage ;

		(47) charges for wigs or hair prostheses;

		(48) delivery charges or taxes;

		(49) charges for telephone calls or telephone consultations or missed appointments;

		(50) charges for e-mail communication or e-mail consultation;

		(51) additional charges incurred because care was provided after hours, on a Sunday, holiday or weekend day;

		(52) Weekend Admission Charges;

		(53) charges for travel and lodging except as described under Organ and Tissue Transplant Benefits;

		(54) charges for which the Covered Person is not legally obligated to pay or which are for medical or dental care furnished without charge, paid for or reimbursable by or through the government of a nation, state, province, county, municipality, or ot...

		(55) Treatment rendered in a Hospital  owned or operated by the United States Government, either by the Hospital  or a Physician/dentist employed by it (a) unless the Treatment  is of an emergency nature, and (b) unless the Covered Person is not entit...

		(56) Treatment for an injury or sickness which results from war, act of war, or voluntary participation in criminal activities while a Covered Person;

		(57) Treatment for an injury or sickness which arises out of or in the course of employment, and which either entitles the Covered Person to benefits under a Worker's Compensation Act or similar legislation, or would have entitled him to benefits if c...

		(58) Treatment for the purpose of duplicating or replacing equipment, brace, or supply that is lost or stolen;

		(59) charges which are eligible to be paid by a previous group plan which was replaced by enrollment in the Christian Brothers Employee Benefit Trust;

		(60) Treatment provided outside the United States unless the Covered Person is outside the United States for one of the following reasons:

		(61) the services of any person in your Immediate Family or any person in your Dependent's Immediate Family or living in your or your Dependent’s residence;

		(62) Treatment provided by any type of health care practitioner not otherwise provided for in This Plan;

		(63) non-PPO charges in excess of 100% of the Medicare allowance for incurred expenses due to renal dialysis;

		(64) Treatment incurred after termination of coverage under This Plan; or

		(65) Services, supplies, and/or prescription drugs prescribed under any state's Death with Dignity Act.



		K. Utilization Management Requirements

		1) Hospitalization

		(1) is licensed by the proper authority of the state in which it is located; and

		(2) is primarily engaged in providing alcohol or drug detoxification or rehabilitation Treatment  services; and

		(3) is supervised on a full-time basis by a Doctor of Medicine or Doctor of Osteopathy; and

		(4) provides 24-hour a day on-site nursing care by a Nurse.

		(1) For Hospital Inpatient Confinement Charges, a Hospital Admission Review is requested from the Cost Containment Administrator by you, a Dependent, or a designated patient representative as soon as a Hospital Inpatient Confinement is scheduled, but ...

		(2) If a Hospital Admission Review is not requested in a timely manner as specified above, a reduction in benefits payable will be applied to all Hospital Inpatient Confinement Charges, but only to the charges incurred up to the date a Hospital Admiss...

		(1) A 48-hour Hospital Inpatient Confinement following vaginal delivery; or

		(2) A 96-hour Hospital Inpatient Confinement following cesarean section.

		(1) of 25% for non-PPO Providers will not count toward satisfaction of the Out-of-Pocket Expense Maximum(s); and

		(2) will not exceed $2,000 per Plan Year for any one person

		(3) for a PPO Network Provider penalty for failure to comply with Utilization Management Requriements are not payable by The Plan or the Covered Person



		2) Outpatient Diagnostic Imaging

		(1) an Outpatient Diagnostic Imaging review is requested by you, or a family member, or a Physician and approved by the Cost Containment Administrator.

		(2) services beyond the original approval, the Outpatient Diagnostic Imaging review is extended and approved by the Cost Containment Administrator.

		(1) will not count toward satisfaction of the Out-of-Pocket Expense Maximum(s); and

		(2) will not exceed $300 per occurrence for any one person.



		3) Outpatient Surgery

		(1) an Outpatient Surgery Review is requested by you, or a family member, or a Physician and approved by the Cost Containment Administrator, and;

		(2) services beyond the original approval, the Outpatient Surgery review is extended and approved by the Cost Containment Administrator.

		(1) will not count toward satisfaction of the Out-of-Pocket Expense Maximum(s); and

		(2) will not exceed $300 per occurrence for any one person.





		L. Notice of Utilization Review

		1) Prospective Review

		2) Urgent Prospective Review

		3) Concurrent Review

		4) Retrospective Review

		5) Request for Reconsideration

		6) Expedited Appeal Review and Voluntary Appeal Review

		7) Standard Appeal Review and Voluntary Appeal Review



		M. Medical Claim Procedures

		1) Claim Forms

		2) Payment and Denial

		3) Independent Medical Examinations

		4) Release of Medical Information

		(1) any provider to disclose to Us any medical information We request;

		(2) Us to examine your medical records at the office of any provider;

		(3) Us to release to or obtain from any person or organization any information necessary to administer your benefits; and

		(4) Us to examine your employment records in order to verify your eligibility.



		5) Form and Content of Notice of Adverse Benefit Determinations

		(1) the specific reason or reasons for the adverse determination, including the denial code, the meaning of the code and the standard, if any, used in denying the claim;

		(2) reference to the specific Plan provisions on which the determination is based;

		(3) if applicable, a description of any additional information needed for you to perfect the claim and an explanation of why such information is needed;

		(4) a description of This Plan’s review procedures, including a statement of your right to an external review;

		(5) a copy of any internal rule, guideline, protocol or other similar criteria relied on in making the adverse determination or a statement that it will be provided without charge upon request;

		(6) if the adverse determination is based on Medical Necessity, Experimental or Investigational Measure or a similar exclusion or limit, either an explanation of the scientific or clinical judgment, applying the terms of This Plan to your medical circ...

		(7) in the case of an adverse determination involving urgent care, a description of the expedited review process available to such claims;

		(8) information sufficient to identify the claim involved, including the date of service, the healthcare provider, the claim amount, the diagnosis code, the Treatment code and the corresponding meanings of these codes; and

		(9) information about the availability of, and contact information for, any applicable office of health insurance consumer assistance that can assist you with internal claim appeals and external review processes.





		N. Right of Recovery

		(1) the person to or for whom the benefits were paid; and/or

		(2) the other companies or organizations liable for the benefit payments.

		1) Assignment of Benefits

		2) Applicability

		(1) receive benefit payment under This Plan as the result of a sickness or injury; and

		(2) have a lawful claim against another party or parties for compensation, damages, or other payment for the same sickness or injury; and

		(3) recover payment from such party or parties which includes an amount (or part of an amount) previously paid under This Plan for Treatment.



		3) Transfer of Rights



		O. Medical Appeal Procedures

		1) Internal Appeal

		(1) you will be given reasonable access to, and copies of, all documents relevant to the claim, free of charge;

		(2) you will be permitted to review the claim file and present evidence and testimony;

		(3) if any new or additional evidence is considered, relied upon, or generated by This Plan or if Our decision is based on a new rationale, then We will provide you, upon request, with such evidence or rationale sufficiently in advance of the date by ...

		(4) you may submit documents, issues and comments in writing and such material will be considered on review without regard to whether it was considered in the original benefit determination;

		(5) if the denial was based on a medical judgment, you have the right to have your claim reviewed by a health care professional with appropriate training and experience in the applicable field who was not consulted during the initial benefit determina...

		(6) you shall have the right to have identified to you the experts whose advice was obtained in connection with the initial adverse benefit determination, even if the advice was not relied on;

		(7) if We fail to strictly adhere to all the requirements of the internal claim and appeal procedures set forth above, you will be deemed to have exhausted the internal claim and appeal procedures and may initiate an external review and pursue any rem...

		(1) the specific reason or reasons for the adverse determination, including the denial code, the meaning of this code, the standard, if any, used in denying the claim and a discussion of the decision;

		(2) reference to the specific Plan provisions on which the determination is based;

		(3) a statement that you are entitled to receive without charge reasonable access to any document:

		(4) a copy of any internal rule, guideline, protocol or other similar criteria relied on in making the adverse determination or a statement that it will be provided without charge upon request;

		(5) if the adverse determination is based on Medical Necessity, Experimental or Investigational Measure or a similar exclusion or limit, either an explanation of the scientific or clinical judgment, applying the terms of This Plan to your medical circ...

		(6) information sufficient to identify the claim involved, including the date of service, the provider, the claim amount, the diagnosis code, the Treatment code, and the corresponding meanings of these codes; and

		(7) information about the availability of, and contact information for, any applicable office of health insurance consumer assistance or ombudsman established under Section 2793 of the Public Health Service Act to assist you with internal claims and a...



		2) External Appeal

		(1) a denial of benefits involving a medical condition for which the timeframe noted above for completion of an internal appeal would seriously jeopardize your health or life or your ability to regain maximum function and you have filed an internal ap...

		(2) a final internal denial of benefits involving a medical condition for which the timeframe for completion of a standard external review would seriously jeopardize your health or life or your ability to regain maximum function or if the final determ...



		3) Right to External Appeal

		(1) you are or were covered under This Plan at the time the health care item or service was requested or, in the case of a Retrospective Review, were covered under This Plan at the time the health care item or service was provided;

		(2) the final internal denial does not relate to your failure to meet Plan eligibility requirements;

		(3) you have exhausted This Plan’s appeal process, to the extent required by law; and

		(4) you have provided all of the information and forms required to complete an external review.



		4) Notice of Right to External Appeal

		(1) the reason for ineligibility and the availability of the Employee Benefits Security Administration, if the request is complete but not eligible for external review; and

		(2) if the request is incomplete, the information or materials necessary to make the request complete and the opportunity for you to perfect the external review request by the later of the following:



		5) Independent Review Organization

		(1) your medical records;

		(2) the attending healthcare professional’s recommendation;

		(3) consulting reports from appropriate health care professionals and other documents submitted by the health carrier, Covered Person, the Covered Person’s authorized representative, or the covered person’s treating Physician or health care professional;

		(4) the terms of This Plan;

		(5) appropriate practice guidelines, including applicable evidence-based standards; and

		(6) the opinion of the IRO’s clinical reviewers after considering the relevant information described above.



		6) Notice of External Review Determination

		(1) a general description of the reason for the external review request, including information identifying the Claim, including the date or dates of service, the provider, the Claim amount, the diagnosis code and its meaning, the Treatment code and it...

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

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

		(4) the principal reason or reasons for the IRO’s decision, including its rationale and any evidence-based standards that were relied upon in making the decision;

		(5) a statement that the determination is binding except to the extent that other remedies may be available under State or Federal law to either the Group Health Plan or to You;

		(6) a statement that judicial review may be available to you; and

		(7) current contact information, including a phone number, for any applicable office health insurance consumer assistance or ombudsman.



		7) Assignment



		P. Coordination with Other Benefits – Medical

		1) When Coordination Applies

		(1) Insurance coverage other than school accident type coverage;

		(2) Coverage through HMOs and other prepayment, group practice and individual practice plans;

		(3) The medical benefits coverage in group, group-type and individual automobile no fault and traditional automobile fault type contracts; or

		(4) A governmental plan, including Medicare as provided under the Social Security Act and coverage required or provided by law but not Medicaid.



		2) Benefits Payable under Coordination

		(1) benefits are payable under Another Plan for the same Allowable Expenses; and

		(2) the rules listed below provide that benefits payable under Another Plan are to be determined before the benefits payable under This Plan.



		3) Order of Benefit Determination

		(1) If Another Plan does not have a provision for the coordination of benefits, its benefits are payable before This Plan.

		(2) If Another Plan covers a person other than as a Dependent, its benefits are payable before This Plan. This includes Medicare covering a person other than as a Dependent (e.g., a retired Employee) and any Medicare Supplement Plan. However, in all i...

		(3) If Another Plan covers an active Employee, its benefits are payable before This Plan. This order of determination does not supersede No. 2 above.

		(4) If an individual is covered as a Dependent under two separate plans, the benefits are payable first under the Employee’s plan having the earliest birthday in a Calendar Year. However, if the Dependent is a child whose parents are separated or divo...

		(a) If the parent with custody has not remarried:

		(b) If the parent with custody has remarried:



		4) Coordination with HMOs

		5) Coordination with Excess Only or Secondary Only Plans

		6) Integration With Medicare

		(1) In determining a claim payment under This Plan, the first step is to calculate the amount that would be paid if the person had no Medicare coverage. The Covered Charges under This Plan will be limited to the amounts approved by Medicare or no more...

		(2) The above amount is reduced by the Medicare benefits for the expenses upon which the claim under This Plan is based. In determining the Medicare benefits, the person will be assumed to have full Medicare coverage (that is, both Part A and Part B) ...

		(3) If a provider has chosen not to apply to Medicare to become a participating provider, This Plan will estimate Medicare benefits as if application has been made and was approved. Any benefit payable by This Plan will then be calculated as if Medica...



		7) Exchange of Information

		8) Facility of Payment

		(1) benefits were paid by that other plan; but

		(2) should have been paid under This Plan in accordance with this section.



		9) Reimbursement/Subrogation





		5. PRESCRIPTION DRUG COVERAGE

		A. Description of Benefits

		1) Retail Network Pharmacy

		(1) in excess of the Copayment, if applicable;

		(2) in excess of the Deductible, if applicable; and

		(3) at the payment percentage indicated;

		(1) Covered Charges as described below; and

		(2) up to a 30 day supply for each prescription and each refill at a Retail Network Pharmacy.



		2) Mail Order Pharmacy

		(1) in excess of the Copayment, if applicable;

		(2) in excess of the Deductible, if applicable; and

		(3) at the payment percentage indicated;

		(1) prescribed Maintenance Drugs which are necessary to treat a chronic or long term sickness or injury; and

		(2) up to a 90 day supply for each prescription and each refill; and

		(3) prescriptions which are filled through the pharmacy designated to administer the mail order prescription drug program.





		B. Your Formulary

		C. Covered Charges

		(1) Federal Legend Drugs, including vitamins and minerals, which may be legally dispensed only upon the written prescription of a Physician; and

		(2) Insulin and supplies for injection of insulin.



		D. Payment of Prescription Drug Benefits

		(1) present your identification card to the pharmacist with your prescription each time you need to have a prescription filled or refilled;

		(2) sign the pharmacy claims voucher (the pharmacist will have this voucher); and

		(3) pay the pharmacist the applicable payment amount as described in the Summary of Benefits and Coverage.

		(1) pay the pharmacist the entire cost of the prescription;

		(2) call the Pharmacy Benefits Manager at the telephone number listed on your identification card to obtain a special claim form; and

		(3) complete the claim form, include your prescription receipt, and mail the completed form and receipt to the address shown on the form. Although reduced benefits are payable because you used a non-network Pharmacy, the appropriate prescription drug ...



		E. Prescription Drug Management

		(1) require Prior Authorization for dispensing;

		(2) limit payment of benefits to specified quantities, Drug Quantity Management;

		(3) require the dispensing of certain drugs before paying benefits for another drug within a given class, as established by Us, Step Therapy;

		(4) set Deductible, Copayments, or Coinsurance levels for certain Non-Essential medications up to any available foundational or manufacturer sponsored patient assistance program; and

		Non-Essential Benefits are benefits that do not qualify as Minimum Essential Benefits as outlined by the Patient Protection and Affordable Care Act of 2010 and further defined by Health & Human Services regulations.

		(5) limit the number of fills that may be obtained through retail pharmacies.

		(1) Acne Topical Products

		(2) Asthma – Combination Inhalers

		(3) Bipolar

		(4) Blood Clots

		(5) Cancer

		(6) CAPS (Cryopyrin-Associated Periodic Syndromes)

		(7) COPD (Chronic Obstructive Pulmonary Disease)

		(8) Diabetes

		(9) Dry Eye

		(10) Emphysema – alpha 1 Proteinase Inhibitors

		(11) Growth Hormones

		(12) Hepatitis

		(13) Hereditary Angioedema

		(14) Immune Globulins

		(15) Macular Degeneration

		(16) Metabolic Disorders

		(17) Migraine

		(18) Multiple Sclerosis

		(19) Opiate Addiction

		(20) Opioids

		(21) Osteoarthritis -  Hyaluronic Acid Derivatives

		(22) Osteoporosis

		(23) Preterm birth

		(24) Psoriasis

		(25) Red Blood Cell Stimulants

		(26) Rheumatoid Arthritis

		(27) RSV (Respiratory Syncytial Virus)

		(28) Seizure

		(29) Sleep Disorder

		(30) Specialty Medications

		(31) Testosterone

		(32) Topical Pain killer

		(33) White Blood Cell Stimulants

		(1) Allergy

		(2) Antifungals

		(3) Anti-infectives

		(4) Asthma

		(5) Blood cell deficiency

		(6) COPD  (Chronic Obstructive Pulmonary Disease)

		(7) Diabetes

		(8) Hepatitis

		(9) High cholesterol

		(10) High blood pressure

		(11) Hormone Supplementation

		(12) Hypnotic – sleep aids

		(13) Inflammatory Conditions

		(14) Influenza

		(15) Migraine Headaches

		(16) Multiple Sclerosis

		(17) Osteoporosis

		(18) Overactive Bladder

		(19) Pain medications – narcotic and non-narcotic agents

		(20) Pulmonary Hypertension

		(21) Rheumatoid Arthritis

		(22) Ulcers

		(1) ADHD

		(2) Alzheimer’s

		(3) Angiotensin Receptor Blockers

		(4) Antidepressants

		(5) Bisphosphonates

		(6) COX-2 Agents

		(7) Hypnotics – sleep aids

		(8) Inhaled Corticosteroids

		(9) Lipid/Cholesterol - HMG agents

		(10) Migraine headache – Triptans

		(11) Nasal Steroids

		(12) NSAIDs (Non-steroidal anti-inflammatory agents)

		(13) Overactive Bladder

		(14) Pain – long acting opioids

		(15) Parkinson’s medications

		(16) Specialty medications

		(17) Seizure medications

		(18) Tetracyclines

		(19) Topical Acne products

		(20) Topical Steroids

		(21) Topical Immunomodulators

		(22) Ulcers - PPIs (Proton Pump Inhibitors)

		(23) Uric Acid medications



		F. Limitations for Prescription Drug Coverage

		(1) drugs or medicines that are not for a covered illness or injury or which are not approved by the FDA for the Treatment of that illness or injury;

		(2) drugs or medicines that are an Experimental or Investigational Measure;

		(3) drugs or medicines that can be purchased without a Physician's prescription (except those listed under Covered Charges);

		(4) any prescription or refill in excess of the number directed by the Physician or any refill dispensed more than one year after the prescription date;

		(5) any part of a charge for drugs or medicines that exceed the Retail Network Pharmacy costs;

		(6) drugs or medicines for DESI (drugs determined by the Food and Drug Administration as lacking in substantial evidence of effectiveness);

		(7) infertility medications;

		(8) biological sera, blood, blood plasma, or any prescription directing parenteral administration or use;

		(9) drugs or medicines dispensed by a Hospital, Skilled Nursing Facility, Home Health Care Agency, rest home, or other institution in which a Covered Person is confined;

		(10) drugs or medicines, or any other method, to restore fertilization or promote conception;

		(11) drugs or medicines to induce abortion;

		(12) drugs or medicines provided for Cosmetic purposes;

		(13) nonprescription vitamins and minerals;

		(14) nutritional and diet supplements, unless to sustain life and approved by Us;

		(15) diet or appetite suppressants, except when related to an illness and approved by Us;

		(16) contraceptives, except when related to an illness and approved by Us;

		(17) sexual dysfunction, except when related to an illness and approved by Us;

		(18) drugs or medicines prescribed for Treatment leading to, in connection with or resulting from sexual transformation, intersex surgery, or transsexualism;

		(19) anabolic steroids, except when related to an illness and approved by Us;

		(20) any drug or medicine to promote hair growth;

		(21) devices or appliances, support garments, and other non-medicinal substances, regardless of intended use;

		(22) drugs or medicines prescribed or dispensed by any person in your Immediate Family or any person in your Dependent's Immediate Family;

		(23) drugs or medicines purchased outside the United States unless the Covered Person is outside the United States for one of the following reasons:

		(24) travel, provided the travel is:

		(a) for a reason other than securing medical or dental care diagnosis or Treatment;

		(b) a business assignment by a covered Employer;

		(c) the Employee is employed by a covered Employer and working outside the United States; or

		(d) an eligible Dependent child attending school outside the United States.

		(25) drugs or medicines for which you or your Dependent have no financial liability or that would be provided at no charge in the absence of coverage or that is paid for or furnished by the United States Government or one of its agencies (except as re...

		(26) drugs or medicines provided as the result of an injury arising out of or in the course of any self-employment for wage or profit;

		(27) drugs or medicines provided as the result of a sickness covered by a Workers’ Compensation Act or other similar law;

		(28) drugs or medicines provided as the result of a sickness or injury that is due to war or act of war or to voluntary participation in criminal activities; or

		(29) drugs or medicines purchased after termination of coverage under This Plan.





		G. How to Order From the Mail Order Pharmacy

		1) The Written Prescription

		(1) patient name;

		(2) 90 day supply of medication (the Physician should indicate the total number of pills required for that period of time. For example, 270 tablets would be needed for medication that must be taken three times a day.);

		(3) refills (Many Maintenance Drugs can be prescribed for up to one year; therefore, a prescription for a 90 day supply may specify up to three refills.); and

		(4) Physician’s signature.



		2) Patient Profile Order Form

		3) Copayment and/or Deductible

		4) Refills or Follow-up Orders

		5) Special Situations

		6) Questions



		H. Prescription Appeal Procedures

		1) Coverage review description

		2) How to request an Initial Coverage Review

		3) How to request a Level 1 Appeal

		(1) Name of patient;

		(2) Employee ID;

		(3) Phone number;

		(4) The drug name for which benefit coverage has been denied;

		(5) Brief description of why the claimant disagrees with the initial adverse benefit determination; and

		(6) Any additional information that may be relevant to the appeal, including prescriber statements/letters, bills or any other documents.



		4) How to request a Level 2 Appeal

		(1) Name of patient

		(2) Employee ID

		(3) Phone number

		(4) The drug name for which benefit coverage has been denied

		(5) Brief description of why the claimant disagrees with the adverse benefit determination

		(6) Any additional information that may be relevant to the appeal, including prescriber statements/letters, bills or any other documents



		5) External Review

		6) Urgent External Review



		I. Coordination with Other Benefits – Prescription Drugs

		1) Reimbursement/Subrogation
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Metropolitan Life Insurance Company, New York NY 10166 


ENROLLMENT • CHANGE FORM All benefits, other than the MetLaw® Legal Services Plan, are provided by 


Metropolitan Life Insurance Company, New York, NY 10166. 


GROUP CUSTOMER INFORMATION  (To be Completed by the Recordkeeper) 


Name of Group Customer/Employer 


Catholic Charities Eastern Washington
Group Customer # 


5959273 


Division Class Dept Code 


Date of Hire (MM/DD/YYYY) Coverage Effective Date (MM/DD/YYYY) 


Original COBRA Effective Date if applicable (MM/DD/YYYY) COBRA Termination Date if applicable (MM/DD/YYYY)   


YOUR ENROLLMENT INFORMATION  (To be Completed by the Employee in blue or black ink) 


Name (First, Middle, Last) Social Security # 


    –    –    


 Male 


 Female 


 Single 


 Married 


Address (Street, City, State, Zip Code) Date of Birth (MM/DD/YYYY) 


 Employee  


 Retiree 


Job Title:  Basic Annual Earnings: 


$   


 Salaried 


 Hourly 


Hours Worked Per Week:  


 New Enrollment    Change in Enrollment    COBRA Continuation     If due to a Qualifying Event, enter date (MM/DD/YYYY)  


I have read my enrollment materials and I request coverage for the benefits for which I am or may become eligible.  I understand the amounts of 
insurance I request must comply with and are limited by the plan design described in my enrollment materials. 


The following disclosure is required by New Mexico law: This type of plan is NOT considered "minimum essential coverage" under the Affordable 
Care Act and therefore does NOT satisfy the individual mandate that you have health insurance coverage. If you do not have other health 
insurance coverage, you may be subject to a federal tax penalty. 


► If you are enrolling after the initial enrollment period, you must complete a Statement of Health form for all amounts you are requesting.


Term Life and Accidental Death & Dismemberment (AD&D) Insurance 


 Basic Life 1 and AD&D (Core)   


 Supplemental/Optional Life 1 and AD&D (Buy up) 


Enter amount requested  $   


 Supplemental/Optional Dependent Child Life 2 and AD&D (Buy up) 


Enter amount requested  $   


Disability Income Insurance 


 Long Term Disability Benefits 


Dental Insurance    


Select your level of coverage 


 Employee Only 


 Employee + Child 


 Employee + Child(ren) 


1 Life Insurance may include an Accelerated Benefits Option under which a terminally ill insured can accelerate a portion of his or her life insurance amount. 
An interest and expense charge may be deducted from the accelerated payment.  Receipt of accelerated benefits may affect eligibility for public assistance.  
This benefit may be taxable and you are advised to seek assistance from a personal tax advisor. 


2 Amounts will be subject to state limits, if applicable. 
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Metropolitan Life Insurance Company, New York NY 10166 


Vision Insurance    


Select your level of coverage 


 Employee Only  


 Employee + Child 


 Employee + Child(ren) 


MetLaw Legal Services Plan 


(The MetLaw Legal Services Plan is provided by Hyatt Legal Plans, Inc., Cleveland, Ohio (“Hyatt”).  Hyatt is an affiliate of Metropolitan Life Insurance 
Company.) 


I understand that by enrolling in the MetLaw Legal Services Plan I agree to enroll myself and my dependents for a full plan year and that I will not be able 
to cancel my coverage until my company’s next annual enrollment period. 


  I wish to enroll in the MetLaw Legal Services Plan  


Dependent Information    


If you are applying for coverage for your Child(ren), please provide the information requested below: 


Name(s) of your Child(ren) (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 


               Male    Female 


               Male    Female 


               Male    Female 


               Male    Female 


 Check here if you need more lines.  Provide the additional information on a separate piece of paper and return it with your enrollment form. 


GEF02-1 
ADM 
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;  
GEF02-1 
ADM applies to residents of Connecticut, North Dakota, and Utah) 


FRAUD WARNINGS 


Before signing this enrollment form, please read the warning for the state where you reside and for the state where the contract under which you are 
applying for coverage was issued. 


Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island and West Virginia:  Any person who 
knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty 
of a crime and may be subject to fines and confinement in prison. 


Colorado:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of 
an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies. 


Florida:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim or an application 
containing any false, incomplete or misleading information is guilty of a felony of the third degree. 


Kansas and Oregon:  Any person who knowingly presents a materially false statement in an application for insurance may be guilty of a criminal offense 
and may be subject to penalties under state law.   


Kentucky:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any 
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, 
which is a crime. 


Maine, Tennessee and Washington:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for 
the purpose of defrauding the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 


Maryland:  Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 


New Jersey:  Any person who files an application containing any false or misleading information is subject to criminal and civil penalties. 
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Metropolitan Life Insurance Company, New York NY 10166 


New York (only applies to Accident and Health Benefits):  Any person who knowingly and with intent to defraud any insurance company or other person files 
an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information 
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five 
thousand dollars and the stated value of the claim for each such violation.   


Oklahoma:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an 
insurance policy containing any false, incomplete or misleading information is guilty of a felony. 


Puerto Rico:  Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets 
in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and 
if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or 
imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) 
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. 


Vermont:  Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties 
under state law. 


Virginia:  Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement may have violated the state law. 


Pennsylvania and all other states:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
GEF09-1 
FW 
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;  
GEF09-1 
FW applies to residents of Connecticut, North Dakota and Utah) 


BENEFICIARY DESIGNATION FOR EMPLOYEE INSURANCE    


I designate the following person(s) as primary beneficiary(ies) for any amount payable upon my death for the MetLife insurance coverage applied for in this 
enrollment form.  With such designation any previous designation of a beneficiary for such coverage is hereby revoked. 
I understand I have the right to change this designation at any time.   


 Check if you need more space for additional beneficiaries and attach a separate page. Include all beneficiary information, and sign/date the page. 


Full Name (First, Middle, Last) 
      


Social Security # 
      


Date of Birth (Mo./Day/Yr.) 
      


Relationship 
      


Share % 


      
Address (Street, City, State, Zip) 
      


Phone # 
      


Full Name (First, Middle, Last) 
      


Social Security # 
      


Date of Birth (Mo./Day/Yr.) 
      


Relationship 
      


Share % 


      
Address (Street, City, State, Zip) 
      


Phone # 
      


Full Name (First, Middle, Last) 
      


Social Security # 
      


Date of Birth (Mo./Day/Yr.) 
      


Relationship 
      


Share % 


      
Address (Street, City, State, Zip) 
      


Phone # 
      


Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: 100% 


If all the primary beneficiary(ies) die before me, I designate as contingent beneficiary(ies): 


Full Name (First, Middle, Last) 
      


Social Security # 
      


Date of Birth (Mo./Day/Yr.) 
      


Relationship 
      


Share % 


      
Address (Street, City, State, Zip) 
      


Phone # 
      


Full Name (First, Middle, Last) 
      


Social Security # 
      


Date of Birth (Mo./Day/Yr.) 
      


Relationship 
      


Share % 


      
Address (Street, City, State, Zip) 
      


Phone # 
      


Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: 100% 
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Metropolitan Life Insurance Company, New York NY 10166 
 


DECLARATIONS AND SIGNATURE 


By signing below, I acknowledge: 


1. I have read this enrollment form and declare that all information I have given is true and complete to the best of my knowledge and belief.   


2. I declare that I am actively at work on the date I am enrolling and, if I am enrolling for any contributory life insurance, that I was actively at work for at least 
20 hours during the 7 calendar days preceding my date of enrollment.  I understand that if I am not actively at work on the scheduled effective date of 
insurance, such insurance will not take effect until I return to active work. 


3. I understand that, on the date dependent insurance for a person is scheduled to take effect, the dependent must not be confined at home under a 
physician’s care, receiving or applying for disability benefits from any source, or Hospitalized.  If the dependent does not meet this requirement on such 
date, the insurance will take effect on the date the dependent is no longer confined, receiving or applying for disability benefits from any source, or 
Hospitalized. 


4. I understand that if I do not enroll for life or disability coverage during the initial enrollment period, or if I do not enroll for the maximum amount of coverage 
for which I am eligible, evidence of insurability satisfactory to MetLife may be required to enroll for or increase such coverage after the initial enrollment 
period has expired.  Coverage will not take effect, or it will be limited, until notice is received that MetLife has approved the coverage or increase. I 
understand that if I do not enroll for dental coverage during the initial enrollment period, a waiting period may be required before I can enroll for such 
coverage after the initial enrollment period has expired. I understand that if I do not enroll for vision coverage during the initial enrollment period, I cannot 
enroll for such coverage until the next annual enrollment period. 


5. I authorize my employer to deduct the required contributions from my earnings for my coverage. Unless otherwise indicated, this authorization applies to 
such coverage until I rescind it in writing.  


6. I affirmatively decline coverage for any benefits for which I am eligible which I do not request on this enrollment form. 


7. I have read the Beneficiary Designation section provided in this enrollment form and I have made a designation if I so choose.  


8. I have read the applicable Fraud Warning(s) provided in this enrollment form. 


 


 


 


                
Signature of Employee  Print Name  Date Signed (MM/DD/YYYY) 


 


Sign 


Here 





		Division: 

		Class: 

		Dept Code: 

		Date of Hire MMDDYYYY: 

		Coverage Effective Date MMDDYYYY: 

		Original COBRA Effective Date if applicable MMDDYYYY: 

		COBRA Termination Date if applicable MMDDYYYY: 

		YOUR ENROLLMENT INFORMATION To be Completed by the Employee in blue or black ink: Off

		Name First Middle Last: 

		Social Security: 

		Single: Off

		Married: Off

		Address Street City State Zip Code: 

		Date of Birth MMDDYYYY: 

		Employee: Off

		Retiree: Off

		Job Title: 

		Salaried: Off

		Hourly: Off

		Hours Worked Per Week: 

		New Enrollment: Off

		Change in Enrollment: Off

		COBRA Continuation: Off

		Basic Life 1 and ADD Core: On

		SupplementalOptional Life 1 and ADD Buy up: Off

		SupplementalOptional Dependent Child Life 2 and ADD Buy up: Off

		Enter amount requested: 

		Enter amount requested_2: 

		undefined: On

		Employee Only: Off

		Employee  Child: Off

		Employee  Children: Off

		Employee Only_2: Off

		Employee  Child_2: Off

		Employee  Children_2: Off

		I wish to enroll in the MetLaw Legal Services Plan: Off

		Names of your Children First Middle Last 1: 

		Names of your Children First Middle Last 2: 

		Names of your Children First Middle Last 3: 

		Names of your Children First Middle Last 4: 

		Date of Birth MMDDYYYY 1: 

		Date of Birth MMDDYYYY 2: 

		Date of Birth MMDDYYYY 3: 

		Date of Birth MMDDYYYY 4: 

		Check here if you need more lines  Provide the additional information on a separate piece of paper and return it with your enrollment form: Off

		I understand I have the right to change this designation at any time: Off

		Full Name First Middle Last: 

		Social Security_2: 

		Date of Birth MoDayYr: 

		Relationship: 

		Address Street City State Zip: 

		Phone: 

		Share: 

		Full Name First Middle Last_2: 

		Social Security_3: 

		Date of Birth MoDayYr_2: 

		Relationship_2: 

		Address Street City State Zip_2: 

		Phone_2: 

		Share_2: 

		Full Name First Middle Last_3: 

		Social Security_4: 

		Date of Birth MoDayYr_3: 

		Relationship_3: 

		Address Street City State Zip_3: 

		Phone_3: 

		Share_3: 

		Full Name First Middle Last_4: 

		Social Security_5: 

		Date of Birth MoDayYr_4: 

		Relationship_4: 

		Address Street City State Zip_4: 

		Phone_4: 

		Share_4: 

		Full Name First Middle Last_5: 

		Social Security_6: 

		Date of Birth MoDayYr_5: 

		Relationship_5: 

		Address Street City State Zip_5: 

		Phone_5: 

		Share_5: 

		Print Name: 

		Date Signed MMDDYYYY: 

		Basic Annual Eranings: 

		Text2: 

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Check Box9: Off

		Check Box10: Off
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INSTRUCTIONS   
FOR THE STATEMENT OF HEALTH FORM AND THE AUTHORIZATION FORM THAT FOLLOW THIS SECTION


INSTRUCTIONS TO THE RECORDKEEPER (The Recordkeeper may be the Group Customer, a Third Party Administrator or MetLife.)
1. Fill in the Group Customer Information and Insurance Information on the Statement of Health form.
2. Give the forms to the Employee.
INSTRUCTIONS TO THE EMPLOYEE 
1. Fill in your name and Social Security # on the Statement of Health form. The Employee's Name and the Employee’s Social Security # must appear on the form.
2. Give the forms to the Proposed Insured to complete and send to MetLife.
INSTRUCTIONS TO THE PROPOSED INSURED (The Proposed Insured is the person for whom insurance is being requested. The Proposed Insured may be the Employee or the 
Employee’s Child.)  A separate Statement of Health form must be completed by each Proposed Insured. Based on the enrollment form submitted by the Employee, a Statement of 
Health form is required to complete the employee’s request for group insurance coverage for you, the Proposed Insured. 
1. If the Insurance Information Section is not completed, obtain the information before finalizing the form. Contact 


your Employer/Benefits Administrator if the Life Insurance amounts were not provided or to confirm the Life 
Insurance amounts. 


2. Complete the Statement of Health form and sign where indicated by an arrow.
3. Sign the Authorization form where indicated by an arrow.
4. After completion, make a copy of both completed forms for your records and FAX, MAIL or EMAIL the original forms 


to the address at the right. Emailed forms must be printed and signed before they are scanned and submitted.  
For QUESTIONS, call MetLife at 1-800-638-6420, prompt 1 (Statement of Health Unit) or email us at 
LMSOH@metlife.com. 


Metropolitan Life Insurance Company, 
Medical Underwriting 
P.O. Box 14593 
Lexington, KY  40512-4593 
FAX: 1-888-505-7446 
To submit by Email: 
METLIFESOH@metlife.com 


Note: Additional medical information may be required after MetLife’s initial review of a completed Statement of Health form. The additional information requested may be a 
physical examination, paramedical exam, or an Attending Physician Report. Correspondence will be sent within ten days by MetLife or our approved vendor. Incomplete forms 
will be returned to you for completion. 
Some services in connection with your coverage may be performed by our affiliates, MetLife Global Operations Support Center Private Limited and MetLife Services and 
Solutions, LLC., unless prohibited by state or local law or by mutual agreement with the group customer.  These service arrangements in no way alter Metropolitan Life 
Insurance Company’s obligation to you.  Your coverage will continue to be administered in accordance with Metropolitan Life Insurance Company’s policies and procedures. 


STATEMENT OF HEALTH FORM Metropolitan Life Insurance Company, New York, NY 10166 


GROUP CUSTOMER INFORMATION  (To be Completed by the Recordkeeper) 
Name of Group Customer/Employer/Association 
Catholic Charities Eastern Washington 


Group Customer # 
5959273 


Class Reporting Location # 


Street Address 
12 E 5th Ave 


City 
Spokane 


State 
WA 


Zip Code 
99202 


INSURANCE INFORMATION  (To be Completed by the Recordkeeper) Enrollment year  
Term Life Insurance 


 Supplemental/Optional Life (Buy up): Indicate amount subject to medical underwriting $     
 Supplemental/Optional Dependent Child Life (Buy up): Indicate amount subject to medical underwriting $ 


EMPLOYEE INFORMATION  (To be Completed by the Employee) 
Name of Employee (First, Middle, Last) Social Security # of Employee 


 Employee 
 Retiree 


Date of Hire (MM/DD/YYYY) Employee's Basic Annual Earnings 
$     


YOUR INFORMATION  (To be Completed by the Proposed Insured) 
Name (First, Middle, Last) Relationship to Employee 


 Self     Child 
 Male 
 Female 


Street Address City State Zip Code 


Date of Birth (MM/DD/YYYY) Daytime Phone # Home Phone # Email Address 



mailto:LMSOH@metlife.com

mailto:METLIFESOH@metlife.com
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Metropolitan Life Insurance Company,  New York, NY 10166 
 


HEALTH INFORMATION 
 


SECTION 1 
Please complete all questions below.  Omitted information will cause delays.  In this section, “you” and “your” refers to the person for whom 
insurance is being requested. Health Information is required for the Proposed Insured only.  For questions 5 through 11u, for “yes” answers, 
please provide full details in Section 2. 


Your name        Employee’s Name        
  Employee’s Social Security/Identification #        
1. Your height      feet     inches          Your weight       pounds Yes No 
2. Are you now on a diet prescribed by a physician or other health care provider?  If “yes” indicate type          
3. Are you now pregnant?  If “yes,” what is your due date (month/day/year)?          


If “yes”, provide Physician’s name        Telephone: (         )         –           
4. Are you now, or have you in the past 2 years, used tobacco in any form?   
5. In the past 5 years, have you received medical treatment or counseling by a physician or other health care provider for, or been 


advised by a physician or other health care provider to discontinue, the use of alcohol or prescribed or non-prescribed drugs?   
6. In the past 5 years, have you been convicted of driving while intoxicated or under the influence of alcohol and/or any drug? 
 If “yes”, specify ”date(s) of conviction(s) (month/day/year)          
7. Have you had any application for life, accidental death and dismemberment or disability insurance  declined   postponed 


 withdrawn   rated   modified or  issued other than as applied for?  Indicate reason          
8. Are you now receiving or applying for any disability benefits, including workers’ compensation?   
9. Have you been Hospitalized as defined below (not including well-baby delivery) in the past 90 days?   


Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long 
term care facility; or receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis. 


10. For residents of all states except CT, please answer the following question: Have you ever been diagnosed or treated by a 
physician or other health care provider for Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC) or the 
Human Immunodeficiency Virus (HIV) infection? 
For CT residents, please answer the following question: To the best of your knowledge and belief, have you ever been 
diagnosed or treated by a physician or other health care provider for Acquired Immunodeficiency Syndrome (AIDS), AIDS Related 
Complex (ARC) or the Human Immunodeficiency Virus (HIV) infection?   


11. Have you ever been diagnosed, treated or given medical advice by a physician or other health care provider for:   
 a. cardiac or cardiovascular disorder?  Indicate type          
 b. stroke or circulatory disorder?  Indicate type          
 c. high blood pressure?   
 d. cancer, Hodgkin's disease, lymphoma or tumors?  Indicate type          
 e. anemia, leukemia or other blood disorder?  Indicate type          
 f. diabetes? Your age at diagnosis?           Check if insulin treated   
 g. asthma, COPD, emphysema or other lung disease?  Indicate type          
 h. ulcers, stomach, hepatitis or other liver disorder?  Indicate type          
 i. colitis, Crohn’s, diverticulitis or other intestinal disorder?  Indicate type          
 j. memory loss?  Indicate type          
 k. epilepsy, paralysis, seizures, dizziness or other neurological disorder?   
  Specify date of last seizure (month/year)         Indicate type          
 l. Epstein-Barr, chronic fatigue syndrome or fibromyalgia?  Indicate type          
 m. multiple sclerosis, ALS or muscular dystrophy?  Indicate type          
 n. lupus, scleroderma, auto immune disease or connective tissue disorder?   
 o. arthritis?    osteoarthritis    rheumatoid    other/type          
 p. back, neck, knee, spinal, joint or other musculoskeletal disorder?  Indicate type          
 q. carpal tunnel syndrome?   
 r. kidney, urinary tract or prostate disorder?  Indicate type          
 s. thyroid or other gland disorder?  Indicate type          
 t. mental, anxiety, depression, attempted suicide or nervous disorder?  Indicate type          
 u. sleep apnea?  Indicate type          


After completing the Personal Physician and Prescription Information on the next page, please provide full details in Section 2 for “yes” answers 
to questions 5 through 11u.  
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Metropolitan Life Insurance Company,  New York, NY 10166 
 


Personal Physician Information 
Personal Physician’s Name:        
Address (Street, City, State, Zip Code):        Telephone: (         )         –         
Date of last visit (MM/DD/YYYY):    /    /       Reason for visit:        
 


Prescription Information 
Are you currently taking any prescribed medications?    Yes    No If yes, list the medications. 
Medication:          Condition/Diagnosis:        
Prescribing Physician’s Name:        Telephone: (         )         –         
Address (Street, City, State, Zip Code):        
Medication:          Condition/Diagnosis:        
Prescribing Physician’s Name:        Telephone: (         )         –         
Address (Street, City, State, Zip Code):        


 Check here if you are attaching another sheet for any additional medications. 
 


SECTION 2  
Please provide full details below for each “Yes” answer to questions 5 through 11u in Section 1.  If you need more space to provide full details, 
attach a separate sheet with the information and sign and date it.  Delays in processing your application may occur if complete details are not provided. 
MetLife may contact you for additional or missing information.  Check here if you are attaching another sheet. 
 


Your name        Employee’s Name        
Your Date of Birth     /    /       
 


Question Number Condition/Diagnosis Please list any medication prescribed that you did not already identify in 
the Prescription Information above. 


                  
Date of Diagnosis (Month/Year) Date of Last Treatment (Month/Year) Type of Treatment  
                  
Treating Health Professional 
Physician’s Name:            
Date of last visit:          Reason for visit:           
Address                           
 Street  City State Zip Code 
Telephone: (     )     -       
 


Question Number Condition/Diagnosis Please list any medication prescribed that you did not already identify in 
the Prescription Information above. 


                  
Date of Diagnosis (Month/Year) Date of Last Treatment (Month/Year) Type of Treatment  
                  
Treating Health Professional 
Physician’s Name:            
Date of last visit:          Reason for visit:           
Address                           
 Street  City State Zip Code 
Telephone: (     )     -       
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Metropolitan Life Insurance Company,  New York, NY 10166 
 


Question Number Condition/Diagnosis Please list any medication prescribed that you did not already identify in 
the Prescription Information above. 


                  
Date of Diagnosis (Month/Year) Date of Last Treatment (Month/Year) Type of Treatment  
                  
Treating Health Professional 
Physician’s Name:            
Date of last visit:          Reason for visit:           
Address                           
 Street  City State Zip Code 
Telephone: (     )     -       


GEF09-1 
HEA 
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;  
GEF09-1 
HEA applies to residents of Connecticut, North Dakota and Utah) 


FRAUD WARNINGS 
Before signing this Statement of Health form, please read the warning for the state where you reside and for the state where the contract under which you 
are applying for coverage was issued. 
Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island and West Virginia:  Any person who 
knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty 
of a crime and may be subject to fines and confinement in prison. 
Colorado:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of 
an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies. 
Florida:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim or an application 
containing any false, incomplete or misleading information is guilty of a felony of the third degree. 
Kansas and Oregon:  Any person who knowingly presents a materially false statement in an application for insurance may be guilty of a criminal offense 
and may be subject to penalties under state law. 
Kentucky:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any 
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, 
which is a crime. 
Maine, Tennessee and Washington:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for 
the purpose of defrauding the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland:  Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.   
New Jersey:  Any person who files an application containing any false or misleading information is subject to criminal and civil penalties. 
New York (only applies to Accident and Health Benefits):  Any person who knowingly and with intent to defraud any insurance company or other person files 
an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information 
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five 
thousand dollars and the stated value of the claim for each such violation. 
Oklahoma:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an 
insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
Puerto Rico:  Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets 
in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and 
if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or 
imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) 
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. 
Vermont:  Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties 
under state law. 
Virginia:  Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement may have violated the state law. 
Pennsylvania and all other states:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 







GEF09-1 
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  Catholic Charities of Spokane 
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Metropolitan Life Insurance Company,  New York, NY 10166 
 


DECLARATIONS AND SIGNATURES 
By signing below, I acknowledge: 
1. I have read this Statement of Health form and declare that all information I have given, including any health information, is true and complete to the best 


of my knowledge and belief. I understand that this information will be used by MetLife to determine insurability.  
2. I have read the applicable Fraud Warning(s) provided in this Statement of Health form. 


 


 
                
Signature of Proposed Insured  Print Name  Date Signed (MM/DD/YYYY) 


If a child proposed for insurance is age 18 or over, the child must sign this Statement of Health.  If the child is under age 18, a Personal Representative for 
the child must sign, and indicate the legal relationship between the Personal Representative and the proposed insured.  A Personal Representative 
for the child is a person who has the right to control the child’s health care, usually a parent, legal guardian, or a person appointed by a court. 


 


                
Signature of Personal Representative  Print Name  Date Signed (MM/DD/YYYY)  


      
Relationship of Personal Representative  


 


Sign 
Here 


Sign 
Here 







  Catholic Charities of Spokane - 5959273 
  AUTH-XDP110S-NW (03/19) 


AUTHORIZATION 
This Authorization is in connection with an enrollment in group insurance and information required for underwriting and claim purposes for the 
proposed insured(s) ("employee", spouse, and /or any other person(s) named below).  Underwriting means classification of individuals for 
determination of insurability and / or rates, based upon physician health reports, prescription drug history, laboratory test results, and other 
factors.  Notwithstanding any prior restriction placed on information, records or data by a proposed insured, each proposed insured hereby 
authorizes: 
• Any medical practitioner, facility or related entity; any insurer; MIB Group, Inc (“MIB”); any employer; any group policyholder, contract holder or benefit 


plan administrator; any pharmacy or pharmacy related service organization; any consumer reporting agency; or any government agency to give 
Metropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife's behalf in this regard: 
• personal information and data about the proposed insured including employment and occupational information;  
• medical information, records and data about the proposed insured including information, records and data about drugs prescribed, medical test 


results and sexually transmitted diseases; 
• information, records and data about the proposed insured related to alcohol and drug abuse and treatment, including information and data records 


and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 2; 
• information, records and data about the proposed insured relating to Acquired Immunodeficiency Syndrome (AIDS) or AIDS related conditions 


including, where permitted by applicable law, Human Immunodeficiency Virus (HIV) test results;  
• information, records and data about the proposed insured relating to mental illness, except psychotherapy notes; and   
• motor vehicle reports.  


Note to All Health Care Providers: The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA 
Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To 
comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. ‘Genetic 
information’ as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that 
an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an 
individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services. 
Expiration, Revocation and Refusal to Sign:  This authorization will expire 24 months from the date on this form or sooner if prescribed by law. The 
proposed insured may revoke this authorization at any time.  To revoke the authorization, the proposed insured must write to MetLife at P.O. Box 14069, 
Lexington, KY  40512-4069, and inform MetLife that this Authorization is revoked.  Any action taken before MetLife receives the proposed insured's 
revocation will be valid.  Revocation may be the basis for denying coverage or benefits.  If the proposed insured does not sign this Authorization, that 
person's enrollment for group insurance cannot be processed.   
By signing below, each proposed insured acknowledges his or her understanding that: 
• All or part of the information, records and data that MetLife receives pursuant to this authorization may be disclosed to MIB.  Such information may also 


be disclosed to and used by any reinsurer, employee, affiliate or independent contractor who performs a business service for MetLife on the insurance 
applied for or on existing insurance with MetLife, or disclosed as otherwise required or permitted by applicable laws.  


• Medical information, records and data that may have been subject to federal and state laws or regulations, including federal rules issued by Health and 
Human Services, setting forth standards for the use, maintenance and disclosure of such information by health care providers and health plans and 
records and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 2, once disclosed to MetLife or upon redisclosure by 
MetLife, may no longer be covered by those laws or regulations. 


• Information relating to HIV test results will only be disclosed as permitted by applicable law. 
• Information obtained pursuant to this authorization about a proposed insured may be used, to the extent permitted by applicable law, to determine the 


insurability of other family members. 
• A photocopy of this form is as valid as the original form.  Each proposed insured (or his/her authorized representative) has a right to receive a copy of 


this form. 
• I authorize MetLife, or its reinsurers, to make a brief report of my personal health information to MIB. 


 


 
         
Signature of Proposed Insured  Date Signed (MM/DD/YYYY) 
 
                     
Print Name  State of Birth  Country of Birth 


If a child proposed for insurance is age 18 or over, the child must sign this Authorization form.  If the child is under age 18, a Personal Representative for the 
child must sign, and indicate the legal relationship between the Personal Representative and the proposed insured.  A Personal Representative for 
the child is a person who has the right to control the child’s health care, usually a parent, legal guardian, or a person appointed by a court. 


 


 
                
Signature of Personal Representative  Print Name  Date Signed (MM/DD/YYYY) 
 
      
Relationship of Personal Representative  


 


Sign 
Here 


Sign 
Here 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2020–06/30/2021 
Christian Brothers Employee Benefit Trust: MP 6409 - Rx 0967 Coverage for: Individual+Family | Plan Type: PPO 
 


This document is subject to change based on the Trust Plan effective January 1 through December 31. The actual amount of benefits, if any, is subject to all plan 
provisions at the time of service, including eligibility, plan limitations and exclusions. For more information about limitations and exceptions, see the plan or policy 
document at myCBS.org/health. 
SBC_409_6_0967_20200409    Plan Year July 1 OOP 1 of 8 


The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 


This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1.800.807.0400 or visit us at 
www.myCBS.org/health or email at hbscustomerservice@cbservices.org. For general definitions of common terms, such as allowed amount, balance billing, 
coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 
1.800.807.0400 to request a copy.   


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


Medical Only In-Network 
$500 Individual / $1,000 Family 
Medical Only Out-of-Network 
$1,000 Individual / $2,000 Family 
In-Network & Out-of-Network deductibles do not reduce 
each other. 
Any portion of the deductible met in the last quarter of the 
previous plan year will carry over to the current plan year. 


Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. 
If you have other family members on the plan, each family member 
must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall 
family deductible. 


Are there services 
covered before you meet 
your deductible? 


Yes. For Preventive care services, the In-Network 
deductible does not apply. 


This plan covers some items and services even if you haven’t yet met 
the deductible amount, but a copayment or coinsurance may apply.  
For example, this plan covers certain preventive services without cost-
sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-
care-benefits/ 


Are there other 
deductibles for specific 
services? 


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


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


Combined Medical & Prescription Drug In-Network 
$2,500 Individual / $5,000 Family  
Medical Out-of-Network 
$5,000 Individual / $10,000 Family 
In-Network & Out-of-Network out-of-pocket limits do not 
reduce each other. 
Any portion of the out-of-pocket met in the last quarter of the 
previous plan year will carry over to the current plan year 


The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to 
meet their own out-of-pocket limits until the overall family out-of-pocket 
limit has been met.  



http://www.mycbs.org/health

http://www.mycbs.org/health

mailto:hbscustomerservice@cbservices.org

http://www.healthcare.gov/sbc-glossary/

https://www.healthcare.gov/coverage/preventive-care-benefits/

https://www.healthcare.gov/coverage/preventive-care-benefits/
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What is not included in 
the out-of-pocket limit? 


Premiums, balance-billed charges, deductible, copayment, 
or coinsurance amounts paid on a covered persons behalf 
by a foundational or manufacturer sponsored patient 
assistance program, penalty for prescription retail refill 
allowances, penalty for mandatory generics, penalty for non-
notification of hospital admission and other services 
requiring pre-certification, and health care this plan does not 
cover. 


Even though you pay these expenses, they don’t count toward the out-
of-pocket limit.  
Certain specialty pharmacy drugs are considered non-essential health 
benefits and fall outside the out-of-pocket limits. 


Will you pay less if you 
use a network provider? 


Yes. Your network is BlueCross BlueShield. See 
myCBS.org/ppo-hcsc or call 1.800.810.2583 for a list of 
participating medical network providers.  


This plan uses a provider network. You will pay less if you use a 
provider in the plan’s network. You will pay the most if you use an out-
of-network provider, and you might receive a bill from a provider for the 
difference between the provider’s charge and what your plan pays 
(balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your 
provider before you get services.  


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


 
 


 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 
 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information In-Network Provider 


(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  


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


Primary care visit to treat 
an injury or illness 


$25 Copayment / visit; 
deductible does not apply 40% Coinsurance / visit Virtual Care (via video or voice) In-Network 


only. 


Specialist visit $25 Copayment / visit; 
deductible does not apply 40% Coinsurance / visit Virtual Care (via video or voice) In-Network 


only.   


Preventive care/screening/ 
immunization No Charge 40% Coinsurance / visit 


You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for.  


If you have a test Diagnostic test (x-ray, 
blood work) 


Lab Work – No Charge; 
deductible does not apply  
Radiology – 20% 
Coinsurance 


40% Coinsurance 
Limited to services performed outside 
physician’s office. Payment may differ based on 
place of service. 



http://www.mycbs.org/health

http://mycbs.org/ppo-hcsc
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information In-Network Provider 


(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  


Imaging (CT/PET scans, 
MRIs)  0% Coinsurance 40% Coinsurance 


Limited to services performed outside 
physician’s office. Payment may differ based on 
place of service. Precertification is required. A 
25% penalty up to $300 may apply. Penalty 
does not apply to out-of-pocket limit.  


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
www.myCBS.org/health 
Log in and click on My 
Prescription Drugs or call 
Express Scripts at  
800-718-6601. 
More information about 
the Smart 90, Generics 
Member Pays The 
Difference, Formulary, 
Retail Refill Allowance 
and SaveonSP programs 
is available at: 
www.myCBS.org/Rx 


Generic drugs 
$15 / prescription (retail); 
$20 / prescription (mail or 
Smart90) 


Same as In-Network 
+20% coinsurance penalty 


Deductible does not apply. 
Covers up to 30-day supply at retail; 90-day 
supply mail order or Smart90 prescription.  
Retail maintenance prescriptions are limited to 
an initial fill and two refills. If you continue to use 
retail, outside of the Smart 90 program, you will 
pay the mail order copayment for a 30-day 
supply. 
You may fill a 90-day supply at Walgreens 
owned retail pharmacies through the Smart90 
program.  
If a generic equivalent is available and a brand-
name medication is dispensed for any reason, 
you will pay the difference in cost plus the brand 
copayment. 


Preferred brand drugs 
$30 / prescription (retail); 
$40 / prescription (mail or 
Smart90) 


Same as In-Network 
+20% coinsurance penalty 


Non-preferred brand drugs 
$60 / prescription (retail); 
$80 / prescription (mail or 
Smart90) 


Same as In-Network 
+20% coinsurance penalty 


Specialty drugs  


Generic  10% up to a maximum of $150 
Preferred 20% up to a maximum of $150 
Non-Preferred 20% up to a maximum of $250   
Certain specialty pharmacy drugs are considered non-
essential health benefits and copayments may be set to 
the maximum of above or any available manufacturer-
funded copay assistance.  
For a complete list of non-essential specialty 
medications, see mycbs.org/health/SaveonSP 


If you have outpatient 
surgery 


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


20% Coinsurance 40% Coinsurance 
Limited to services performed outside 
physician’s office. You may be billed amounts in 
excess of prevailing charges for Out-of-Network 
Providers. Precertification is required. A 25% 
penalty up to $300 may apply. Penalty does not 
apply to out-of-pocket limit. 


Physician/surgeon fees 20% Coinsurance 40% Coinsurance 



http://www.mycbs.org/health

http://www.mycbs.org/health
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information In-Network Provider 


(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  


If you need immediate 
medical attention 


Emergency room care – 
Facility fee 


20% Coinsurance after 
$200 Copayment and 
Deductible applied 


20% Coinsurance after 
$200 Copayment and 
Deductible applied 


None. 


Emergency room care – 
Physician/surgeon fees 20% Coinsurance 20% Coinsurance 


Emergency room care may include tests and 
services described elsewhere in the SBC (i.e. 
Diagnostic tests or Imaging.) You may be billed 
amounts in excess of prevailing charges for 
Out-of-Network Providers. 


Emergency medical 
transportation 20% Coinsurance 


For transportation service charges exceeding 
$5,000 by ground and/or air, payment will not 
exceed 150% of Medicare allowance for such 
incurred expenses. Charges include 
transportation and medical supplies used during 
transport. 


Urgent care 


Primary Care – $25 
Copayment; deductible 
does not apply  
Free Standing Clinic – 
20% Coinsurance 
Emergency Room – 20% 
Coinsurance after $200 
Copayment and 
Deductible applied 


Primary Care – 40% 
Coinsurance 
Free Standing Clinic – 
40% Coinsurance 
Emergency Room – 20% 
Coinsurance after $200 
Copayment and Deductible 
applied 


Payment may differ based on place of service.  
 
Deductible and coinsurance applies to urgent 
care services billed via the emergency room or 
outpatient clinic. 


If you have a hospital 
stay 


Facility fee (e.g., hospital 
room) 20% Coinsurance 40% Coinsurance  Precertification is required.  


Physician/surgeon fees 20% Coinsurance 40% Coinsurance None. 


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


Outpatient services 20% Coinsurance 40% Coinsurance None. 


Inpatient services 20% Coinsurance  40% Coinsurance  Precertification is required.  


If you are pregnant Office visits $25 Copayment / visit; 
deductible does not apply 40% Coinsurance 


Copayment applies to initial prenatal visit only 
(per pregnancy). Cost sharing does not apply to 
preventive services.  



http://www.mycbs.org/health
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information In-Network Provider 


(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  


Childbirth/delivery 
professional services 20% Coinsurance 40% Coinsurance 


Depending on the type of services, a 
copayment, coinsurance, or deductible may 
apply. Maternity care may include tests and 
services described elsewhere in the SBC (i.e. 
ultrasound.) 


Childbirth/delivery facility 
services 20% Coinsurance  40% Coinsurance  None. 


If you need help 
recovering or have 
other special health 
needs 


Home health care 20% Coinsurance 40% Coinsurance Limited to 130 visits per year maximum. 


Rehabilitation services $25 Copayment / visit; 
deductible does not apply 40% Coinsurance / visit 


Services for all State Licensed Practitioners, 
including PT, OT, Neurocognitive, Speech, 
Cardiac or Pulmonary Rehab and other 
Therapies, including Massage Therapists 
performed in a medical office, are limited to 
combined 45 visits per year. 
Chiropractic, Acupuncture & Naturopath limited 
to 24 visits per year, not combined with other 
providers or each other. 


Habilitation services 


Specialist – $25 
Copayment / visit; 
deductible does not apply  
Outpatient Facility – 
20% Coinsurance 


40% Coinsurance 


Payment may differ based on place of service. 
Limited to a combined 20 visits per year for all 
providers, including, but not limited to, physical, 
occupational and speech therapy. Visit limits 
apply to Habilitation services only.  


Skilled nursing care 20% Coinsurance 40% Coinsurance 
Limited to 180 day maximum for all 
confinements resulting from the same or a 
related illness or injury. 


Durable medical 
equipment 20% Coinsurance 40% Coinsurance 


Check your plan document for limitations. 
Orthotics – Limited to $10,000 calendar year for 
all DME including $300 limit for Foot Orthotics 
and Therapeutic Shoes. 



http://www.mycbs.org/health
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information In-Network Provider 


(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  


Hospice services 20% Coinsurance 40% Coinsurance 


Limited to 180 day per year maximum. An 
additional 180 days will be provided if patient is 
facing imminent death or entering remission. 
Respite Care during Hospice limited to 240 
hours per lifetime. 


If your child needs 
dental or eye care 


Children’s eye exam No charge. 40% Coinsurance Covered up to age 5.  
Children’s glasses Not covered. Unless covered by your vision plan. 
Children’s dental check-up Not covered. Unless covered by your dental plan. 


 
Excluded Services & Other Covered Services: 


Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
• Contraceptives 
• Cosmetic surgery – not related to sickness or 


injury 
• Dental care (Adult) 
• Eye exam over age 5 


• Hearing aids and related charges 
• Infertility treatment (except initial diagnosis) 
• Long-term care 
• Private-duty nursing 


• Routine eye care (Adult) 
• Routine foot care 
• Sterilization or Abortion  
• Weight loss programs 


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
• Bariatric surgery 
• Chiropractic care (payable per medical necessity as specialist MD). 
• Non-emergency care when traveling outside the U.S. (only when on assignment by ER). 
• Nutritional therapy limited to 4 visit maximum per year with $25 Copayment (Diabetes not subject to this limit.) 
• Services provided by State Licensed Practitioners within the scope of license not specifically covered under any other provisions of the medical plan, including 


Acupuncture, Massage Therapy, and Nutritional Counseling – Limited to 24 combined visits per year for all services. 
• Vision limited to one exam every 12 months with $25 Copayment. 


 


Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. Church plans are not covered by the 
Federal COBRA continuation coverage rules. For more information on your rights to continue coverage, contact the plan at 1.800.807.0400. You may also contact 
your state insurance department. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact the plan at 1.800.807.0400. A list of states with Consumer Assistance Programs is available at cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 



http://www.mycbs.org/health

http://www.healthcare.gov/
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Does this plan provide Minimum Essential Coverage?  Yes 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 
 
Does this plan meet the Minimum Value Standards?  Yes  
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1.800.807.0400. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1.800.807.0400. 
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1.800.807.0400. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1.800.807.0400. 


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



http://www.mycbs.org/health
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Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 
 


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


up care) 
 


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


controlled condition)  


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


 
 
 


 
 


 
 


 
 
 
 
 
 
 
 
 The plan’s overall deductible  $500 
 Specialist copayment $ 25  
 Hospital (facility) coinsurance 20%  
 Other coinsurance 20% 
  
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 


Total Example Cost $13,056 
  
  In this example, Peg would pay: 


Cost Sharing 
Deductibles $ 325 
Copayments $ 350 
Coinsurance $1,825 


What isn’t covered 
Limits or exclusions $  60 
The total Peg would pay is $2,560 


 


 
 
 
 
 
 
 
 
 The plan’s overall deductible  $500 
 Specialist copayment $ 25  
 Hospital (facility) coinsurance 20%  
 Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 


Total Example Cost $7,465 
  
  In this example, Joe would pay: 


Cost Sharing 
Deductibles $ 500 
Copayments $1,105 
Coinsurance $ 346 


What isn’t covered 
Limits or exclusions $  55 
The total Joe would pay is $2,006 


 


 
 
 
 
 
 
 
  
 The plan’s overall deductible  $500 
 Specialist copayment $ 25  
 Hospital (facility) coinsurance 20%  
 Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 


Total Example Cost $1,925 
  
  In this example, Mia would pay: 


Cost Sharing 
Deductibles $ 500 
Copayments $ 175 
Coinsurance $ 283 


What isn’t covered 
Limits or exclusions $   0 
The total Mia would pay is $ 958 


About these Coverage Examples: 


 
 


 


This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.    
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Ask Your 


Advocate 
Helping you make the most of your 


healthcare benefits. 


Gallagher is ready to help you get the most from your benefit programs by providing an advocate at no cost to assist you with: 


• Explanation of benefits. Is it unclear to you what the insurance covered on a particular claim and what is your responsibility?


• Prescription/pharmacy problems. Is the pharmacy telling you that your medication is not covered or charging you full price? Do you need


help getting an authorization on a medication?


• Benefits questions. Are you unsure if the insurance will pay for a certain procedure?


• Claim issues. Did you receive a bill from a doctor but don’t know why?


• Difficult situations. Are you having difficulty getting a referral? Has the insurance carrier denied a procedure and you want to appeal their


decision?


You have a dedicated Advocate ready to handle any situation in a discreet and confidential manner. 


CONTACT INFORMATION 


The services provided by an Advocator does not ensure or guarantee benefits. Applicable plan documents containing information regarding all terms, conditions and exclusions of coverages shall govern 


Consulting and insurance brokerage services to be provided by Gallagher Benefit Services, Inc. and/or its affiliate Gallagher Benefit Services (Canada) Group Inc. Gallagher Benefit Services, Inc. is a licensed insurance agency that does 


business in California as “Gallagher Benefit Services of California Insurance Services” and in Massachusetts as “Gallagher Benefit Insurance Services.” Neither Arthur J. Gallagher & Co., nor its affiliates provide accounting, legal or tax 


advice. 


© 2018 Arthur J. Gallagher & Co. 
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MEMBERSHIP ENROLLMENT 
 
 


 
 


MEMBER ENROLLMENT INFORMATION 


Name:    Date of Birth:  


Spouse/Domestic Partner:  Date of Birth:  


Mailing Address:   


City:    State:    Zip:    


Phone:   Email Address:    
 


Additional Eligible Household Members:   


 Includes any dependents claimed on your tax return and elderly(65+) or disabled family members living in the same household 


  Date of Birth  Relationship 
     


     


     


     


     


 
 


MEMBERSHIP RATES     


 $69 – 1 Year  $130 – 2 Years  $300 – 5 Years 


 $1,200 – Lifetime Membership  $300 each year for 4 consecutive years – Lifetime Payment Plan 


 


      


PAYMENT INFORMATION 


 Check payable to Life Flight Network Foundation 


 Credit or Debit (Visa, M/Card, AmEx, Discover):  Amount $ ____________ 


Card Number:  Exp. Date:         / 
Security 
Code:  


Billing Address:  Zip:  


I hereby authorize Life Flight Network to charge the amount indicated above. 


Signature:  Date:  
 


GIFT GIVER INFORMATION (IF APPLICABLE)  


Name(s):    Phone:  


Mailing Address:   


City:    State:  Zip:  


 Send membership cards to me                                  Send renewal form to me when due 


PLEASE RETURN APPLICATION TO LIFE FLIGHT NETWORK MEMBERSHIP OFFICE: 


PO Box 3841 • Portland, OR 97208-3841 • Phone (800) 982-9299 • Fax (503) 678-4369 


 


This application is valid through 12/31/2020  Please contact the Membership Office for an updated application if this form is expired.  New member benefits take 


effect 72 hours after receipt of completed application and payment.   Life Flight Network transports patients based on medical need, not membership status. Medicaid 
beneficiaries should not apply for membership. Life Flight Network operates under its own FAA Part 135 Air Carrier Certificate. 
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STATEMENT OF UNDERSTANDING 
 


By becoming a Life Flight Network Member, you agree to the terms stated below. 


A Life Flight Network Membership relieves you from liability for out-of-pocket costs of emergent, medically 
necessary transports completed and billed by Life Flight Network. Your membership is not an insurance 
policy but secondary to insurance carriers and health care cost sharing programs. All available insurances 
will be billed first including health, auto, workers compensation and third-party insurance. Life Flight Network 
will accept payment from insurance carriers and other third party payers as payment in full.  


Membership benefits are available for those eligible household members listed on the member record at 
the time of transport if the transport is an emergent, medically necessary transport to the closest, most 
appropriate facility, performed by Life Flight Network, its contracted agents, or reciprocal partners, subject 
to the reciprocal program’s rules.  


Membership benefits are extended to the primary 
member, his/her spouse or domestic partner and 
dependents claimed on their income tax return. 
Dependents must be added to the member record 
within 30 days of birth or adoption.  Elderly (age 
65+) and disabled family members living in the 
same household are also covered. Life Flight 
Network may require documentation or other 
verification of membership eligibility.   


Emergency medical transports are based on 
medical need, not membership status. Medical 
need can only be determined by a physician, EMS 
provider, hospital or another qualified third-party 
recognized by Medicare, and is in all cases subject 
to the final determination of the health insurance 
carrier, if any.   Non-emergent transports are not 
eligible for Life Flight Network membership 
benefits.  


Availability of service cannot be guaranteed due to weather conditions, maintenance, commitment to 
another transport, out-of-service equipment and other reasons. 


New and lapsed membership benefits take effect 72 hours after receipt of a completed enrollment with 
payment.  


Membership fees are non-refundable, non-transferable and are not tax-deductible. Life Flight Network may 
cease selling and servicing memberships should any governmental body, now or in the future, determine 
memberships can no longer be offered within their jurisdiction. No refunds will be made for any memberships 
already purchased. 


I transfer directly to Life Flight Network my rights to insurance payments due to me for services 
provided by Life Flight Network. Such payments shall not exceed Life Flight Network’s regular charges. 
Denial of a claim by an insurance provider must be received by Life Flight Network in writing. Membership 
benefits do not extend to transports deemed not medically necessary or when insurers deny payments due 
to coordination of benefit issues. Per government regulations, individuals covered by Medicaid are not 
eligible for Life Flight Network membership and should not apply. 


I specifically release and waive any and all rights, claims or causes of action against Life Flight 
Network and its employees and agents with respect to my Life Flight Network Membership. 


The Membership Program may be canceled at any time for any reason, including financial feasibility and 
governmental regulation of such programs.  Terms and conditions are subject to change.  For current terms 
see www.lifeflight.org 


LIFE FLIGHT NETWORK LOCATIONS 
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[As a Company employee,] and participant in MetLife’s [Personal AD&D/Supplemental AD&D/Voluntary 


AD&D/BTA coverage.], you have access to Travel Assistance [and Identity Theft solution] services 


administered by AXA Assistance USA, Inc. (AXA).   


 


Worldwide protection, 24/7 


Whether traveling internationally or domestically, you and your dependents can access professional medical, 


travel, legal, financial and concierge services, 24 hours a day, 365 days a year. More than 600,000 pre-


qualified providers worldwide are ready to help you get the expert support you need, when you need it.   


 


Travel and financial support  


 General travel information, telephone interpretation, 24-hour departure information, emergency cash 


or bail assistance, lost document and luggage assistance 


Medical assistance 


 Hospital admission validation, prescription transfer, physician, hospital or dental referrals 


Concierge services 


 Restaurant, shopping, hotel and airline recommendations and reservations, destination transport 


information, destination information, driving directions, entertainment referrals and 


recommendations 


Mobile phone support  


 Information to help you avoid expensive mobile telephone charges when traveling abroad, including 


a detailed guide with essential apps, resources and helpful hints on using a mobile phone 


internationally   


Virtual medical support 


 Consult with a U.S. medical care provider while traveling abroad and in need of medical intervention 
with Teleconsultation Services*— via smartphone, tablet or web.   
 


At home or away…identity theft solutions are available 


You and your dependents also have access to important, preventative solutions to identify theft and services 


including: 


 An identity theft risk and prevention toolkit and resolution guide 


 help with filing and obtaining police and credit reports, and contacting creditor fraud departments.  


 


Start taking advantage of this important benefit. 


 Call toll free at 1-800-454-3679 or US collect 1-312-935-3783  


 Visit the AXA website http://webcorp.axa-assistance.com  


 Download the AXA app from Google Play or App Store for iOS or Android by searching 
“webcorp"  


o Login: axa Password: travelassist 


 
Travel Assistance and Identity Theft Solutions services are administered by AXA Assistance USA, Inc. Certain benefits provided under the Travel 
Assistance program are underwritten by Lloyd’s Illinois, Inc. for Underwriters at Lloyd’s, London (Not Incorporated). AXA Assistance and Lloyd’s 
Illinois, Inc. for Underwriters at Lloyd’s, London (Not Incorporated) are not affiliated with MetLife, and the services and benefits they provide are 
separate and apart from the insurance provided by MetLife.  


*Teleconsultation is not an emergency medical response program. In the event of a medical emergency, members should contact their local emergency medical service. Teleconsultation 
services may not be appropriate for all medical conditions. Carefully review our Terms of Service available at https://axaassistance.avizia.com. Services are available for limited, non-
urgent, non-life threatening medical conditions. Services, including assistance with prescriptions, will be provided as permitted under applicable law. Teleconsultation services are 


provided by HAA Preferred Partners, LLC, an AXA Assistance company. AXA Assistance USA, Inc. is an unaffiliated service provider that provides travel assistance services. 



http://webcorp.axa-assistance.com/






Frequently Asked Questions


Life InsuranceWill Preparation Services


What are Will Preparation Services?


This service, offered through Hyatt Legal Plans, fully covers attorney 
fees by a participating plan attorney for preparing or updating a will, 
living will or power of attorney.


Am I eligible for this service?


You are eligible for this service if you are enrolled in MetLife’s 
Supplemental Term Life, Group Universal Life or Group Variable 
Universal Life coverage. As a life policyholder, your spouse/domestic 
partner also has access to this service.


What are the covered services?


Covered services: 
• Preparing and updating wills, including complex wills and codicils,


living wills and powers of attorney for both you and your spouse/
domestic partner.1


• In-person or telephone consultations with a participating plan
attorney in a private and supportive environment.


• Unlimited access to prepare or update a will for as long as you
continue to participate in a MetLife Group Life Plan.


Advantages include:
• Convenient access to a local attorney.
• Extensive network of more than 14,000 participating plan


attorneys.
• Professional Client Service Center to assist you in locating


an attorney.


Are ancillary documents included?


Yes. Assistance with ancillary documents such as all living wills, 
codicils, testamentary trusts and powers of attorney are included 
with this service.


Exclusions: There is an additional fee associated with living trusts 
and tax planning needs. The participating plan attorney can provide 
guidance on living trusts and how to approach tax issues related to 
a will. The attorney will provide a written fee statement detailing any 
associated costs in advance of providing these services.


Are there additional fees charged to my plan?


No. Covered services are available at no additional cost to you  
with your MetLife Group Life Plan. There will be no claim forms  
or co-payments to file - fees are included in your plan and the 
attorney handles all the paperwork. If you ask the attorney to  
provide additional work that is not fully covered under this service, 
the attorney will provide a written fee statement detailing any 
associated costs in advance of providing the service.


How can I access this service?


Simply contact a Client Services representative to get started. 
• Call Hyatt Legal Plans’ toll-free number at 1-800-821-6400.
• Provide your company name, customer number (if available) and


the last 4 digits of the life policy holder’s Social Security number.


The Client Services representative will assign you a case number 
and help you locate a participating plan attorney near you.


Is there a limit to how often I can update my will?


No. As long as you are an active participant in a MetLife Group  
Plan, you can meet with a participating plan attorney as often as 
you deem necessary to keep your will up-to-date.


How often should I review and update my will?


It’s good practice to review your will every 5 to 10 years with an 
attorney and it’s especially important to review a will whenever  
a life-changing event occurs such as marriage, divorce, birth of a 
child, etc.


What is the average wait time to meet with a participating 
attorney?


Average wait time can vary depending on individual circumstances. 
Appointments are typically made within one business day of initial 
contact and most participating plan attorneys offer evening and 
Saturday appointments.


Can I use an attorney outside Hyatt Legal Plans’ network?


Yes. You can choose to use an out-of-network attorney if 
needed. When using an out-of-network attorney, you will receive 
reimbursement for covered services based on a set fee schedule.2


However, you will be responsible for any attorney fees that exceed 
the reimbursed amount.


What is the average turnaround time to prepare or update a will?


Wills can vary in complexity, but can generally be produced in 
approximately a week. The attorney will take as much time as needed 
to work with you to meet your needs.


Does my spouse/domestic partner need a joint will with me  
in order to take advantage of this service?


No. You and your spouse/domestic partner can prepare separate 
wills with a participating plan attorney.
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Will Preparation is offered by Hyatt Legal Plans, Inc., a MetLife company, Cleveland, Ohio. In certain states, legal services benefits are provided through insurance 
coverage underwritten by Metropolitan Property and Casualty Insurance Company and Affiliates, Warwick, Rhode Island. For New York sitused cases, the Will Preparation 
service is an expanded offering that includes office consultations and telephone advice for certain other legal matters beyond Will Preparation. Tax Planning and 
preparation of Living Trusts are not covered by the Will Preparation Service.


1.	 Will Preparation Services is only available for spouse/domestic partners when employee coverage is elected for Supplemental Term Life, Group Universal Life 
or Group Variable Universal Life.


2.	 The amount reimbursed will be the lesser of the maximum reimbursement amount or the attorney’s actual charge.


Does this feature provide translation services for participants  
for whom English is not their primary language?


Yes. Participating plan attorneys have access to translation services 
and some attorneys have alternate language abilities.


Am I responsible for storing the executed documents?


Yes. The Hyatt Legal plan participating attorney will provide the 
original will to you upon its completion. The attorney will provide 
advice on how to properly store the will, but it is your responsibility 
to store the will in a safe place.


What are my options if I am not satisfied with the service  
provided by a participating plan attorney?


Hyatt Legal Plans carefully screens and manages its network of 
participating plan attorneys on a regular basis. If you are dissatisfied 
with the service provided by a participating plan attorney, you can 
notify Hyatt Legal Plans and they will work with you to resolve any 
issues to your satisfaction.


What are the minimum requirements for an attorney to be part  
of Hyatt Legal Plan’s network?


Hyatt Legal Plan’s attorneys have a minimum of 7 years of experience 
and adhere to a “code of excellence” as a member of the network.







