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ESTABLISHMENT OF THE PLAN; 

ADOPTION OF THE PLAN DOCUMENT 

AND SUMMARY PLAN DESCRIPTION 
 

THIS PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION made by Le Mars Community 

School District (the “Company” or the “Plan Sponsor”) as of July 1, 2010, hereby sets forth the provisions 

of the Le Mars Community School District Group Benefit Plan (the “Plan”).   

 

The Plan Document and Summary Plan Description is effective as of the date first set forth above, and 

each amendment is effective as of the date set forth therein (the “Effective Date”). 
 

The Plan Sponsor, as the settler of the Plan, hereby adopts this Plan Document and Summary Plan 

Description as the written description of the Plan, which amends and replaces any prior statement of the 

health care coverage with respect to the Plan or any predecessor to the Plan. 

 

IN WITNESS WHEREOF, the Plan Sponsor has caused this Plan Document and Summary Plan 

Description to be executed as of the date first set forth above. 
 

 

 

 

 

 

 

 

 

 

 

Le Mars Community School District   

 

 

 

By:  _________________________________ 

 

 Sandra L. Downing 

 Business Manager 
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GENERAL PLAN INFORMATION 
 

Name of Plan: Le Mars Community School District Group 

Reimbursement Plan 

  

Plan Sponsor: Le Mars Community School District 

 

  

Plan Administrator: 

(Named Fiduciary) 

Le Mars Community School District 

 

  

Plan Sponsor ID No. (EIN): 42-6037691 

  

Plan Year: July 1, 2010 through June 30, 2011 

  

Plan Number: LCSD  501 

  

Plan Type: Medical 

  

Plan Supervisor: Three Rivers Benefit Corporation 

P.O. Box 3440 

Sioux City, IA 51102-3440 

(712) 258-1525 

  

Agent for Service of Process: Le Mars Community School District, 

Plan Administrator 

940 Lincoln Street S.W. 

Le Mars, Iowa  51031 
 

Eligibility for Coverage; Plan Benefits; Claim Procedures: The requirements for being covered under 

the Plan, the provisions concerning termination of coverage, a description of the Plan’s benefits (including 

any limitations and exclusions that may result in reduction or loss of benefits) and the procedures for 

filing claims for benefits are set forth on the following pages of this SPD. 

Contributions:  Contributions to the cost of the Plan are made by the Plan Sponsor and the Covered 

Employees.  Such Employee contributions are based upon a fixed rate and are subject to change, at the 

sole discretion of the Plan Sponsor, with written notice to the Employee of such change.  Contributions to 

the Plan are deposited into a separate bank account. All contributions received shall be applied toward the 

payment of claims and reasonable expenses for the administration of the Plan.  

Plan Year:  The fiscal records of this Plan are maintained on the basis of plan years ending on the last 

day of June.   

Summary Plan Description:  The information contained in this booklet is intended to be both the Plan 

Document and the "Summary Plan Description" or "SPD" required by Section 102 of ERISA. 
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INTRODUCTION AND PURPOSE 

 

The Plan has been established and will be maintained pursuant to Internal Revenue Service Code Section 

105 and ERISA for the purpose of providing, for the Eligible Employees of the Company and their 

Dependents, benefits in the event of Sickness and/or Injury for medical, surgical and hospital benefits, but 

limited to those benefits specifically approved by the Plan Sponsor from time to time. 

 

Plan benefits may be self-funded through a benefit fund or a trust established by the Plan Sponsor.  The 

Plan may be funded solely from the general assets of the Plan Sponsor. Covered Persons in the Plan may 

be required to contribute toward their benefits.    

 

The Plan Sponsor’s purpose in establishing the Plan is to help offset, for Eligible Employees, the 

economic effects arising from a non-occupational Injury or Sickness.  To accomplish this purpose, the 

Plan Sponsor must be cognizant of the necessity of containing health care costs through effective plan 

design, and of abiding by the terms of the SPD, to allow the Plan Sponsor to allocate the resources 

available to help those individuals participating in the Plan to the maximum feasible extent. 

 

The purpose of this SPD is to set forth the terms and provisions of the Plan that provide for the payment 

or reimbursement of all or a portion of certain benefits.   
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SCHEDULE OF BENEFITS 
 

 

The Self-Funded Group Medical Reimbursement Plan will issue benefit payments to the Covered 

Employee for eligible medical expenses that apply towards the Calendar Year Deductible under the Plan 

Sponsor’s group medical plan and that exceed $200.00, $500.00 or $1,000.00, (as elected by the 

employee for the plan year), (the employee deductible) per Calendar Year. If the Covered Employee 

elects dependent coverage under the Plan Sponsor’s group medical plan, the Plan will reimburse the 

Covered Employee for eligible amounts that exceed $200.00, $500.00 or $1,000 for each Covered 

Dependent during a Calendar Year until the Family Calendar Year Deductible has been reached under the 

Plan Sponsor’s group medical plan.  

 

If the Plan Sponsor’s group medical plan provides a Deductible Carryover Credit provision, the Plan will 

reimburse the Covered Employee for the remaining Calendar Year Deductible not satisfied but will not 

exceed the $200.00, $500.00 or $1,000.00 limit. 

 

The Plan will coordinate with all other group medical plans that are determined to be primary payors for 

Eligible Dependents, but will only reimburse the Covered Employee if the primary carrier’s Calendar 

Year Deductible amount exceeds $200.00, $500.00 or $1,000.00.      

 

The Plan will reimburse the Covered Employee and/or Covered Dependent for the out-of-pocket expenses 

that exceed the associated out-of-pocket maximums for the employee provided $200, $500 and $1,000 

Deductible Plans.   
 

 

 

GENERAL LIMITATIONS 

 

No payment will be made under any benefit of this Plan for expense incurred in connection with: 

 

1. Pre-Existing Conditions.  Pre-Existing Conditions, unless otherwise provided by the provisions 

of HIPAA; and  

2. Plan Sponsor’s Group Medical Plan.  Expenses that would not be covered under the terms and 

conditions by the Plan Sponsor’s Group Medical Plan and those expenses that would apply toward 

the Calendar Year Deductible.  
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CLAIM PROCEDURES; PAYMENT OF CLAIMS 
 

The procedures outlined below must be followed by Covered Employees to obtain payment of benefits 

under this Plan for themselves and for their Covered Dependents. 

 

Claim Requirements 

A Covered Person must submit an Explanation of Benefits (EOB) worksheet from the Plan Sponsor’s 

group medical plan directly to the Plan Supervisor. The Plan Sponsor shall be ultimately and finally 

responsible for adjudicating such claims and for providing full and fair review of the decision on such 

claims in accordance with the following provisions and with ERISA.  The responsibility to process claims 

in accordance with the SPD may be delegated to the Plan Supervisor; provided, however, that the Plan 

Supervisor is not a fiduciary of the Plan and does not have the authority to make decisions involving the 

use of discretion. 
 

Each Covered Person claiming benefits under the Plan shall be responsible for supplying, at such times 

and in such manner as the Plan Administrator in its sole discretion may require, written proof that covered 

expenses were incurred or that the benefit is covered under the Plan.  If the Plan Administrator in its sole 

discretion shall determine that a Covered Person has not incurred a covered expense or that the benefit is 

not covered under the Plan, or if the Covered Person shall fail to furnish such proof as is requested, no 

further benefit(s) hereunder shall be payable to such Covered Person. 

 

Claim Forms 

Upon receipt of written notice of a claim, the Plan Administrator or Plan Supervisor will furnish to the 

Covered Person the claim form it customarily furnishes for filing proof of loss. 
 

When Claims Must Be Filed 

Claims must be filed with the Plan Supervisor within a reasonable time following the date charges for the 

service were incurred, but in no event later than 12 months following the date the charges were incurred.  

Benefits are based on the Plan’s provisions at the time the charges were incurred.  Charges are considered 

incurred when treatment or care is given or a procedure is performed.  Claims filed later than 12 months 

from the date the service is rendered shall be denied. 

 

The Plan Supervisor will determine if enough information has been submitted to enable proper 

consideration of the claim. If not, more information may be requested.  In any event, a claim will not be 

considered submitted for the purposes of the 12-Month time period referred to above until all 

requested information is received by the Plan Supervisor. 
 

Claim Denial 

In the event a claim is denied, in whole or in part, notice of the decision will be furnished to the claimant 

within 30 days after receipt of the claim by the Plan unless special circumstances require an extension of 

time for processing the claim.  If such an extension of time for processing is required, written notice of the 

extension shall be furnished to the claimant prior to the termination of the initial 30-day period.  In no 

event shall such extension exceed a period of 90 days from the end of such initial period.  The extension 

notice shall indicate the special circumstances requiring an extension of time and the date by which the 

Plan expects to render the final decision.   
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CLAIM PROCEDURES; PAYMENT OF CLAIMS (continued) 
 

Claim Denial (continued) 

A claimant, whose claim is denied, in whole or in part, will be advised of the following: 

 

1. The specific reason or reasons for the denial; 

2. Specific reference to the pertinent Plan provision or provisions on which the denial is based; 

3. A description of any additional material or information necessary for the claimant to perfect the 

claim and an explanation of why such material or information is necessary; and 

4. An explanation of the steps to be taken if a Covered Person wishes to submit his or her claim for 

review. 
 

Claims Review Procedure 

In cases where a claim for benefits payment is denied, in whole or in part, and the claimant believes the 

claim has been denied wrongly, the claimant may appeal the denial and review pertinent documents.  

Such an appeal must include: 

 

1. The name of the Employee;  

2. The Employee’s social security number;  

3. The name of the patient;  

4. The group name or identification number;  

5. All facts and theories supporting the claim for benefits.  Failure to include any theories or facts 

in the written appeal will result in their being deemed waived.  In other words, the claimant 

will lose the right to raise factual arguments and theories which support his or her claim if 

he or she fails to include them in the written appeal; and 

6. The reason or reasons for disagreement with the handling of the claim. 

The claimant must file the appeal in writing, and it must be directed to the Plan Administrator or Plan 

Supervisor within 180 days after the claim payment date or the date of the notification of denial of 

benefits. 
 

A review of the denial will be made by the Plan Administrator, and the Plan Administrator will provide 

the claimant with a written response within 30 days of the date the Plan Administrator receives the 

claimant’s written request for review.  If, because of special circumstances, the Plan Administrator is 

unable to complete the review process within 30 days, the Plan Administrator shall notify the claimant of 

the delay within the 30-day period and indicate the special circumstances requiring an extension of time 

and the date by which the Plan expects to render the final decision.  In no event shall the Plan 

Administrator provide a written response to the request for review more than 120 days after the date the 

Plan Administrator received the claimant’s written request for review.  If, for any reason, the claimant 

does not receive a written response within such 120-day period, the claimant may assume that the claim 

has been denied on review.  The Plan Administrator’s decision on review will be final, binding and 

conclusive and will be afforded the maximum deference permitted by law.  

 

The Plan Administrator’s written response to the claimant shall, if the denial is upheld, set forth the 

specific reasons for the decision and refer to the specific Plan provision(s) upon which the denial is based. 
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CLAIM PROCEDURES; PAYMENT OF CLAIMS (continued) 

 

It shall be the responsibility of the claimant to submit proof that the claim for benefits is covered and 

payable under the provisions of the Plan. 
 

All claim review procedures provided for in the Plan must be exhausted before any legal action is 

brought.  Any legal action for the recovery of any benefits must be commenced within one year 

after the Plan’s claim review procedures have been exhausted.  No legal action may be commenced 

prior to the expiration of sixty days after a claim has been filed.   
 

Payment of Benefits 

All benefits under this Plan are payable, in U.S. Dollars, to the Covered Employee whose Sickness or 

Injury, or whose Covered Dependent’s Sickness or Injury, is the basis of a claim.  In the event of the 

death or incapacity of a Covered Employee and in the absence of written evidence to this Plan of the 

qualification of a guardian for his or her estate, this Plan may, in its sole discretion, make any and all such 

payments to the individual or institution which, in the opinion of this Plan, is or was providing the care 

and support of such Employee, or to the surviving spouse of the Covered Employee, or if none, to his or 

her surviving child or children (including any legally adopted children) in equal shares, or if none, to the 

executors or administrators of the Covered Employee’s estate. 
 

Discharge 

Any payment by the Plan in accordance with these provisions will discharge the Plan from all further 

liability to the extent of the payment made. 
 

Assignment Of Benefits 

Any benefits for medical expenses covered under this Plan will be issued to the Covered Employee. The 

Plan will NOT accept assignment to issue benefits to medical providers.  

 

No Covered Person shall at any time, either during the time in which he or she is a Covered Person in the 

Plan, or following his or her termination as a Covered Person, in any manner, have any right to assign his 

or her right to sue to recover benefits under the Plan, to enforce rights due under the Plan or to any other 

causes of action which he or she may have against the Plan or its fiduciaries.   
 

 

Recovery of Payments 

The Plan reserves the right to deduct from any benefits properly payable under this Plan the amount of 

any payment that has been made: 

 

1. In error;  

2. Pursuant to a misstatement contained in a proof of loss or a fraudulent act;  

3. Pursuant to a misstatement made to obtain coverage under this Plan within two years after the date 

such coverage commences;  

4. With respect to an ineligible person; or 

5. Pursuant to a claim for which benefits are recoverable under any policy or act of law providing for 

coverage for occupational Injury or Sickness to the extent that such benefits are recovered.  This 

provision shall not be deemed to require the Plan to pay benefits under this Plan in any such 

instance. 
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CLAIMS PROCEDURES; PAYMENT OF CLAIMS (continued) 

 

The deduction may be made against any claim for benefits under this Plan by a Covered Employee or by 

any of his or her Covered Dependents if such payment is made with respect to the Covered Employee or 

any person covered or asserting coverage as a Dependent of the Covered Employee. 

 



-    - 9 

YOUR RIGHTS UNDER ERISA 

 

As a Covered Person in the Plan, you are entitled to certain rights and protections under ERISA.  ERISA 

provides that all Covered Persons are entitled to: 

 

Receive Information About Your Plan and Benefits 
 

 Examine, without charge, at the Plan Administrator’s office and at other specified locations, such 

as worksites, all documents governing the Plan, including if applicable copies of the latest annual 

report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the 

Public Disclosure Room of the Pension and Welfare Benefit Administration. 

 

 Obtain, upon written request to the Plan Administrator, copies of documents governing the 

operation of the Plan, including if applicable, copies of the latest annual report (Form 5500 Series) 

and updated summary plan description.  The Plan Administrator may make a reasonable charge 

for the copies.   

 

 Receive a summary of the Plan’s annual financial report.  The Plan Administrator is required by 

law to furnish each Covered Person with a copy of this summary annual report.  However, plans 

with fewer than 100 participants, plans under which benefits are paid solely from the general 

assets of the Plan Sponsor, and certain other plans are not required to prepare and furnish such a 

summary annual report.  

 

Continue Group Medical Reimbursement Plan Coverage 

 

 Continue coverage under this Plan for yourself, Spouse or Dependents if there is a loss of 

coverage under the Plan as a result of a Qualifying Event.  You or your Dependents may have to 

pay for such coverage.  Review this Summary Plan Description and the documents governing the 

Plan on the rules governing your COBRA or state continuation coverage rights. 

 

 Reduction or elimination of exclusionary periods of coverage for Pre-existing Conditions under 

this Plan, if you have Creditable Coverage from another group medical plan.  You should be 

provided a Certificate of Coverage, free of charge, from your group medical plan or medical 

insurance issuer when you lose coverage under the plan, when you become entitled to elect 

COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request 

it before losing coverage, or if you request it up to 24 months after losing coverage.  Without 

evidence of Creditable Coverage, you may be subject to a Pre-existing Condition exclusion for 12 

months (18 months for Late Enrollees) after your Enrollment Date in your coverage.  

 

Prudent Actions by Plan Fiduciaries 

 

In addition to creating rights for Covered Persons, ERISA imposes duties upon the people who are 

responsible for the operation of the Plan.  The people who operate your Plan, called “fiduciaries” of the 

Plan, have a duty to do so prudently and in the interest of you and other Covered Persons and 

beneficiaries.  No one, including your Employer or any other person, may fire you or otherwise 

discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your 

rights under ERISA.   
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YOUR RIGHTS UNDER ERISA (continued) 

 

Enforce Your Rights 

 

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

this was done, to obtain copies of documents relating to the decision without charge, and to appeal any 

denial, all within certain time schedules.   

 

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a 

copy of Plan documents or if applicable the latest annual report from the Plan and do not receive them 

within 30 days, you may file suit in a Federal court.  In such a case, the court may require the Plan 

Administrator to provide the materials and pay you up to $110 a day until you receive the materials, 

unless the materials were not sent because of reasons beyond the control of the Plan Administrator.  If you 

have a claim for benefits that are denied or ignored, in whole or in part, you may file suit in a state or 

Federal court.  In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified 

status of a domestic relations order or a Medical Child Support Order, you may file suit in Federal court.  

If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for 

asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in 

a Federal court.  The court will decide who would pay court costs and legal fees.  If you are successful, 

the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order 

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

 

Assistance with Your Questions 

 

If you have any questions about your Plan, you should contact the Plan Administrator.  If you have any 

questions about this statement or about your rights under ERISA, or if you need assistance in obtaining 

documents from the Plan Administrator, you should contact the nearest office of the Pension and Welfare 

Benefits Administration, U.S. Department of Labor listed in the telephone directory, or: the Division of 

Technical Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S. Department of 

Labor, 200 Constitution Avenue, N.W., Washington, D.C.  20210.  You may also obtain certain 

publications about your rights and responsibilities under ERISA by calling the publications hotline of the 

Pension and Welfare Benefits Administration. 
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 CHANGE OF BENEFITS UPON BECOMING ELIGIBLE FOR MEDICARE 

 

Current laws and regulations require that a private group medical plan and group medical reimbursement 

plan provide primary coverage for active employees and for dependents of active employees who are 

eligible for Medicare due to age or disability, with Medicare providing supplemental coverage. An 

exception to this is if your employer has less than the minimum required number of employees and you 

are entitled to Medicare.  This will not apply if the employee or dependent elects, in writing, to terminate 

participation in the private group medical plan and group medical reimbursement plan and have Medicare 

provide primary coverage. 

 

The laws do not permit the private group health plan and the group medical reimbursement plan to 

provide benefits supplementing Medicare for such active employees and dependents. If you elect 

Medicare as primary coverage, you must terminate participation in your private group medical plan that 

applies the group medical reimbursement plan and have only Medicare. If you wish to elect to have your 

private group medical plan and the medical reimbursement plan provide your primary coverage with 

Medicare providing supplemental coverage, you must continue to be covered by Medicare. 

 

If you should terminate your coverage under the Plan Sponsor’s group medical plan, the group medical 

reimbursement plan would also terminate and Medicare would provide your medical care benefits. 

Otherwise, the Plan Sponsor’s group health plan and the medical reimbursement plan will continue to 

provide you primary medical care benefits, with Medicare providing supplemental coverage. 

 

The requirement that the private group medical plan provide benefits primary to Medicare applies only to 

active employees and dependents of active employees who are eligible for Medicare due to age or 

disability. 

 

Exception:  For active employees and dependents of active employees who are eligible for Medicare due 

to end stage renal disease, the Plan Sponsor’s group medical plan and the medical reimbursement plan 

will provide primary coverage during the first 30 Months of disability.  When Medicare becomes primary, 

this Plan will provide secondary coverage. 
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CONTINUATION COVERAGE (COBRA) 

 

Continuation coverage as described in this section is offered in compliance with the requirements of Title 

X of Public Law 99-272, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), and 

any amendments thereto. It is the intent of the Plan to provide all rights under COBRA to Covered 

Employees and their Covered Dependents (known as “Qualified Beneficiaries”). A child who is born to a 

Covered Employee, or who is placed for adoption with the Covered Employee, during a period of 

COBRA continuation coverage is also a Qualified Beneficiary. If any provision of this section is contrary 

to COBRA, such provision is hereby amended to conform to the minimum requirements thereof. This 

notice is intended to inform Covered Employees and their Covered Dependents, in a summary fashion, of 

their rights and obligations under the continuation coverage provisions of the law.  

 

COBRA requires the Plan Sponsor to offer Covered Employees and their Covered Dependents the 

opportunity for a temporary extension of the health coverage (called “continuation coverage”), plus a 2% 

administration fee, in certain instances where coverage under the Plan would otherwise end. The 

qualifying event date of COBRA will be the date coverage will end for a Covered Employee and/or a 

Covered Dependent.   

 

Covered Employees and Covered Dependents under the Plan will each have the right to choose 

continuation coverage for up to 18 Months, if the loss of group health coverage is due to the Covered 

Employee’s reduction in hours of employment or termination of employment (for reasons other than gross 

misconduct by the Covered Employee). 

 

Note: A Covered Employee and/or a Covered Dependent who is totally disabled may have COBRA 

coverage extended from 18 Months to 29 Months provided that: 

 

1. The date a Covered Employee and/or Covered Dependent is determined to be totally disabled by 

the Social Security Administration is on or within 60 days of the qualifying event date; and  

2. The Covered Employee and/or Covered Dependent must notify the Plan Administrator within 60 

days of the Social Security Administration’s determination of disability and within the original 18-

Month COBRA period. 

 

If you are a Covered Spouse under the Plan, you have the right to choose continuation coverage for 

yourself for up to 36 Months if you lose group health coverage under the Plan for any of the following 

reasons: 

 

1. The death of your spouse; 

2. Divorce or legal separation from your spouse; or 

3. Your spouse becomes entitled (that is, covered) under Medicare. 

If you are a Dependent Child under the Plan, you have the right to continuation coverage for yourself for 

up to 36 Months if you lose group health coverage under the Plan for any of the following reasons: 

 

1. The death of the Covered Employee; 

2. The Covered Employee becomes entitled (that is, covered) under Medicare; or 

3. The Covered Dependent ceases to be a “Dependent Child” under the Plan. 
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CONTINUATION COVERAGE (COBRA) – (continued) 

 

Covered Employees or Covered Dependents have the responsibility to inform the Plan Administrator of a 

divorce, legal separation or a child losing Dependent status under the Plan within 60 days of the date a 

Covered Dependent would no longer be eligible for coverage under the Plan.  A Qualified Beneficiary 

may waive COBRA continuation coverage during the 60-day election period.  This waiver of coverage 

may be revoked at any time before the end of the election period.  In this case, coverage will be effective 

on the date the waiver of revocation notice is received by the Plan Administrator or its representative.  

Coverage will not be provided retroactively.   If the Plan Administrator is not informed within 60 days, 

the Plan will not allow continuation coverage. 

 

The Plan Sponsor has the responsibility to notify the Plan Administrator of a Covered Employee’s death, 

termination of employment, reduction in hours or Medicare entitlement. If during the initial 18 Months of 

continuation coverage a second qualifying event were to occur, the Covered Dependent should inform the 

Plan Administrator immediately. In no event will the continuation coverage last beyond 36 Months from 

the initial qualifying event date of COBRA. 

 

When the Plan Administrator is notified that a qualifying event has occurred, the Plan Administrator will 

notify the Covered Employee and/or the Covered Dependents of their right to choose continuation 

coverage. The law allows Covered Employees and/or Covered Dependents 60 days from the qualifying 

event date, or the date of the election notice if later, to apply for continuation coverage. If Covered 

Employees and/or Covered Dependents do not elect continuation coverage within the 60-day time period, 

coverage under the Plan will end as of the qualifying event date.   

 

Qualified Beneficiaries do not have to show they are insurable to choose continuation coverage. However, 

the Plan requires a Qualified Beneficiary to pay for continuation coverage provided that the charge does 

not exceed 102% of the cost of the Plan for similarly situated Covered Employees and Covered 

Dependents for whom a qualifying event has not taken place. For the extension of coverage past the 18 

Months allowed for totally disabled persons, the cost will be 150% from the 19th through the 29th Month. 

 

The first payment for continuation coverage must be postmarked within 45 days from the date 

continuation coverage is elected. The first payment will be for the period beginning with the qualifying 

event date to the date continuation coverage is elected. Thereafter, payments are due on a Monthly basis 

and must be postmarked within the following 30 days. 

 

If the first payment, or any subsequent payment is not received on time, continuation coverage will 

terminate as of the last date for which payment has been made. If a payment is for an amount not 

significantly less than the amount due, the payment must be treated as satisfying the payment requirement 

or the Qualified Beneficiary must be notified of the deficient payment and be given a reasonable period of 

time (e.g. 30 days) to make payment. 
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CONTINUATION COVERAGE (COBRA) – (continued) 

 

The law also provides that continuation coverage may be terminated for any of the following reasons: 

 

1. When the Plan Sponsor no longer provides group medical coverage to any of its employees; 

2. When the Qualified Beneficiary fails to make premium payment within the time specified; 

3. When the Qualified Beneficiary first becomes, after the date of election, covered under Medicare; 

4. When the Qualified Beneficiary first becomes, after the date of election, covered under another 

group medical plan that does not include a Pre-Existing Condition clause that applies to the 

Qualified Beneficiary; 

5. In the case of a Qualified Beneficiary who has extended his or her coverage to 29 Months because 

of disability, thirty days after the date the Qualified Beneficiary is no longer disabled.  The 

Qualified Beneficiary must notify the Plan Sponsor of this determination within 30 days after the 

determination is made; or 

6. When the time specified for continuation coverage has expired. 

 

NOTE - The above description refers to the Federal Continuation (COBRA) requirements.  If your Plan is 

not subject to these regulations, it may be subject to the regulations of the state in which the policy is 

delivered or issued.  The state continuation of coverage regulations may differ from the Federal 

regulations.  Please contact your Plan Administrator for additional information on the state continuation 

regulations. 

  

If a Covered Employee and/or a Covered Dependent has a question about the law, he or she should 

contact the Plan Administrator. Also, if a Covered Employee has a change in marital status, or a Covered 

Employee or a Covered Dependent has a change in their mailing addresses, he or she should notify the 

Plan Administrator. 
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ELIGIBILITY, EFFECTIVE DATE, TERMINATION DATE  

AND LIMITS ON PRE-EXISTING CONDITIONS 

 

Eligibility for Covered Employee 

All Eligible Employees are covered under this Plan if he/she participates in the Plan Sponsor’s group 

medical plan. 

 

 Special Enrollment Periods allowed under HIPAA 

If an employee initially declined coverage on himself/herself and/or their eligible dependents under the 

Plan Sponsor’s group medical plan and would be entitled to coverage under the Special Enrollment 

Periods under HIPAA, coverage under this Plan will be effective on the date coverage would begin with 

the Plan Sponsor’s group medical plan.  

 

 Effective Date of Employee’s Coverage 

The effective date of coverage under this Plan will begin on the date coverage under the Plan Sponsor’s 

group medical plan would become effective.  

 

 Termination of Covered Employee’s Coverage 

Subject to any rights to COBRA continuation coverage, a Covered Employee’s coverage will end on the 

date coverage under the Plan Sponsor’s group medical plan terminates. 

 

 Continuation During Family and Medical Leave 

The Plan will comply at all times with the FMLA.  During an approved leave taken under FMLA, 

coverage will be maintained under the Plan on the same conditions as coverage would be provided if the 

Covered Employee had been continuously employed during the entire leave period. 

 

If coverage is terminated during the FMLA leave and the Employee returns to work in accordance with 

the terms of the FMLA, the coverage type in effect at the time of the FMLA leave will be reinstated on 

the date the Employee returns to work on a full-time basis.   

 

Eligibility for Dependent Coverage 

A Covered Employee who has Dependents will be eligible to have his or her Dependents covered under 

this Plan if they are covered under the Plan Sponsor’s group medical plan. If a Covered Employee gains a 

Dependent and elected coverage under the Plan Sponsor’s group medical plan, the Dependent will be 

covered under this medical reimbursement plan on the date coverage becomes effective under the Plan 

Sponsor’s group medical plan.  

 

In the event a husband and wife are both eligible to be covered by the Plan as Covered Employees, one, 

but not both, may elect Dependent coverage. Upon the death or termination of employment of the 

Covered Employee who has elected the Dependent coverage, the remaining Covered Employee may then 

elect the Dependent coverage. 
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ELIGIBILITY, EFFECTIVE DATE, TERMINATION DATE 

AND LIMITS ON PRE-EXISTING CONDITIONS 

(continued) 

 

 Dependent Special Enrollment Period 

If an employee declined coverage under this Plan (single or family) and was not covered by another group 

health plan, he or she may be entitled to coverage under this Plan under certain situations.  These 

situations are:  

 

1. The employee gets married; or  

2. The employee acquires a child by birth, adoption or placement for adoption.  

 

If one of these situations occurs, the employee will need to complete an enrollment form within 30 days 

of the occurrence to be covered under this Plan.  The effective date of coverage under this Plan will be the 

first of the Month following the date of marriage, or the date a child is born, adopted or placed for 

adoption.  The coverage only will be available to the employee, employee’s spouse and the child who is 

acquired by birth, adoption or placement for adoption. The coverage will not be available for children 

who were not covered under the Plan.  The employee must elect coverage on himself or herself in order to 

have his or her eligible Dependents covered under this Plan. 

 

 Effective Date of Dependent Coverage 

Each Covered Employee may elect to have his or her Dependents covered by signing a proper application 

form. The effective date of coverage for each Covered Dependent will be the date on which the Covered 

Employee becomes eligible for Dependent coverage, if he or she signs a proper application form on or 

before that date. 

 

The Employee must be covered for Employee coverage in order to be eligible for Dependent coverage. If 

a Covered Employee has Dependent coverage and acquires another Dependent, coverage on that 

Dependent is effective on the date the Dependent is acquired. 

 

 Termination of Covered Dependent’s Coverage 

Subject to any rights to COBRA continuation coverage, a Covered Dependent’s coverage will terminate 

on the occurrence of the first of the following events: 

 

1. When the coverage of the Covered Employee is terminated; 

2. When the Covered Employee ceases to be in a class of Covered Employees eligible for Dependent 

coverage; 

3. When the Covered Employee ceases to make the required contribution for Dependent coverage; 

4. When the Covered Dependent ceases to meet the definition of a Dependent; 

5. When such Covered Dependent enters the military, navy or air force of any country or 

international organization on a full-time basis other than scheduled drills or other training not 

exceeding one Month in any Calendar Year; 

6. When a Covered Dependent Child becomes eligible as a Covered Employee; 

7. When a Covered Dependent Spouse becomes eligible as a Covered Employee; 

8. When Dependent coverage is discontinued under the Plan;  
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ELIGIBILITY, EFFECTIVE DATE, TERMINATION DATE 

AND LIMITS ON PRE-EXISTING CONDITIONS 

(continued) 

 

 Termination of Covered Dependent’s Coverage (continued) 

 

9. On the date the Plan is terminated by the Plan Sponsor; or 

10. Immediately after a Covered Employee or his Covered Dependent submits, or has knowledge of 

the submission of, a fraudulent claim or any fraudulent information to the Plan, including 

enrollment information. 

 

Limits on Pre-existing Conditions 

A Pre-existing Condition limitation will apply for all Employees and Dependents entering or reentering 

the Plan after the effective date of the Plan, except as set forth in HIPAA.  No coverage is provided for 

expenses in connection with a Pre-existing Condition.  

 

A “Pre-existing Condition” is any Sickness or Injury (other than pregnancy), regardless of cause, for 

which medical advice, diagnosis, care or treatment was recommended or received by or from a health care 

provider or practitioner duly licensed to provide such care under applicable state law and operating within 

the scope of practice authorized by such state law, during the six months immediately prior to the date an 

Employee’s service waiting period commences or, in the case of an individual who enters the Plan under 

either the Special Enrollment Period or the Dependent Special Enrollment Period, such individual’s 

effective date (the “Enrollment Date”).   

 

Coverage will be available for a condition, determined to be pre-existing, on the day immediately 

following the expiration of 12 Months after the Enrollment Date (18 Months for Late Enrollees).  A 

Covered Person has the right to demonstrate any Creditable Coverage, and the applicable period shall be 

reduced by any Creditable Coverage unless that Creditable Coverage occurred before a Significant Break 

in Coverage.   

 

 Creditable Coverage 

“Creditable Coverage” shall mean prior medical coverage that an individual had from any of the 

following sources: a group health plan, health insurance coverage, Medicare, Medicaid, medical and 

dental care for members and former members of the Uniformed Services and their dependents, a medical 

care program of the Indian Health Service or a tribal organization, a state health benefits risk pool, certain 

other state-sponsored arrangements established primarily to provide medical benefits to persons who have 

difficulty in obtaining affordable coverage because of a medical condition, a health plan offered under the 

Federal Employees Health Benefits Program, a public health plan, or a health benefit plan under the Peace 

Corps Act. 

 

 Significant Break in Coverage 

“Significant Break in Coverage” shall mean a period of 63 consecutive days during all of which an 

individual did not have any Creditable Coverage, but does not include waiting periods and affiliation 

periods. 
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ELIGIBILITY, EFFECTIVE DATE, TERMINATION DATE 

AND LIMITS ON PRE-EXISTING CONDITIONS 

(continued) 

 

 Proof of Creditable Coverage 

A Covered Person may prove Creditable Coverage by either of two methods: 

 

For prior coverage effective on or after July 1, 1996, the Covered Person may present a written Certificate 

of Coverage from the source or entity that provided the coverage showing: 

 

1. The date the Certificate was issued; 

2. The name of the group health plan that provided the coverage; 

3. The name of the Covered Person to whom the Certificate applies; 

4. The name, address, and telephone number of the plan administrator or issuer providing the 

Certificate; 

5. A telephone number for further information (if different); 

6. Either:   

 

a. A statement that the Covered Person has at least 18 Months (546 days) of Creditable 

Coverage, not counting days of coverage before a Significant Break in Coverage; or  

b. The date any waiting period (and affiliation period, if applicable) began and the date 

Creditable Coverage began; and 

7. The date Creditable Coverage ended, unless the Certificate indicates that coverage is continuing as 

of the date of the Certificate; or 

 

If the Covered Person for any reason is unable to obtain a Certificate from another plan (including 

because the prior coverage was effective prior to July 1, 1996), he or she may demonstrate Creditable 

Coverage by other evidence satisfactory to the Plan Administrator.   

 

 Certificate of Coverage 

“Certificate of Coverage” shall mean a written certification provided by any source that offers medical 

care coverage, including the Plan, for the purpose of confirming the duration and type of an individual’s 

previous coverage. 

 

 Notice of Pre-existing Condition Exclusion 

If, within a reasonable time after receiving the information about Creditable Coverage described above, 

the Plan Administrator determines that an exclusion for Pre-existing Conditions applies, it will notify the 

Covered Person of that conclusion and will specify the source of any information on which it relied in 

reaching the determination.  Such notification will also explain the Plans’ appeal procedures and give the 

Covered Person a reasonable opportunity to present additional evidence. 

 

Certificate of Coverage Notification Requirement 

HIPAA requires that a certificate of coverage be issued to persons who terminate coverage under this 

Plan. This certificate must be furnished within a reasonable time period and will show the person’s 

enrollment date, effective date and termination date. A person may request a copy of the certificate of 

coverage at any time up to 24 Months following the date coverage terminated. 
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PLAN ADMINISTRATION 

 

The Plan is administered by the Plan Administrator.  The Plan Administrator has retained the services of 

Three Rivers Benefit Corporation to provide certain claims processing and other technical services. 

 

The Plan is administered by the Plan Administrator in accordance with the provisions of the Internal 

Revenue Service Code Section 105 and ERISA.  An individual or entity may be appointed by the Plan 

Sponsor to be Plan Administrator and serve at the convenience of the Plan Sponsor.  If the Plan 

Administrator resigns, dies, is otherwise unable to perform, is dissolved, or is removed from the position, 

the Plan Sponsor shall appoint a new Plan Administrator as soon as reasonably possible. 

 

The Plan Administrator shall administer this Plan in accordance with its terms and establish its policies, 

interpretations, practices and procedures.  It is the express intent of this Plan that the Plan Administrator 

shall have maximum legal discretionary authority to construe and interpret the terms and provisions of the 

Plan, to make determinations regarding issues which relate to eligibility for benefits (including the 

determination of what services, supplies, care and treatments are Experimental), to decide disputes which 

may arise relative to a Covered Person’s rights, and to decide questions of Plan interpretation and those of 

fact relating to the Plan. The decisions of the Plan Administrator as to the facts related to any claim for 

benefits and the meaning and intent of any provision of the Plan, or its application to any claim, shall 

receive the maximum deference provided by law and will be final and binding on all interested parties.  

Benefits under this Plan will be paid only if the Plan Administrator decides, in its discretion, that the 

Covered Person is entitled to them.   

 

The Plan Administrator reserves the right to enter into a contract with either an insurance company 

authorized to do business in the state in which the business is domiciled and a consulting firm, whereby 

such entity will furnish administrative services in connection with the Plan.  The contract may authorize 

the insurance company or consulting firm to act as an agent for the Plan Administrator in receiving and 

processing claims for benefits under the Plan and to perform such other duties as may be set forth in the 

contract. 

 

Duties of the Plan Administrator 

The duties of the Plan Administrator include the following: 

 

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

2. To determine all questions of eligibility, status and coverage under the Plan;  

3. To interpret the Plan, including the authority to construe possible ambiguities, inconsistencies, 

omissions and disputed terms;  

4. To make factual findings;  

5. To decide disputes which may arise relative to a Covered Person’s rights;  

6. To prescribe procedures for filing a claim for benefits, to review claim denials and appeals relating 

to them and to uphold or reverse such denials;  

7. To keep and maintain the Plan documents and all other records pertaining to the Plan;  

8. To appoint and supervise a Plan Supervisor to pay claims;  

9. To perform all necessary reporting as required by ERISA; To establish and communicate 

procedures to determine whether a Medical Child Support Order or a NMSN is a QMCSO;  
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PLAN ADMINISTRATION (continued) 
 

Duties of the Plan Administrator (continued) 

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

appropriate; and 

11. To perform each and every function necessary for or related to the Plan’s administration.   

 

 

Amending and Terminating The Plan 

The Plan Sponsor expects to maintain this Plan indefinitely; however, as the settlor of the Plan, the Plan 

Sponsor, through its directors and officers, may, in its sole discretion, at any time, amend, suspend or 

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

 

Any such amendment, suspension or termination shall be enacted, if the Plan Sponsor is a corporation, by 

resolution of the Plan Sponsor’s directors and officers, which shall be acted upon as provided in the Plan 

Sponsor’s Articles of Incorporation or Bylaws, as applicable, and in accordance with applicable federal 

and state law.  Notice shall be provided as required by ERISA.  In the event that the Plan Sponsor is a 

different type of entity, then such amendment, suspension, or termination shall be taken and enacted in 

accordance with applicable Federal and state law and any applicable governing documents.  In the event 

that the Plan Sponsor is a sole proprietorship, then such action shall be taken by the sole proprietor, in his 

or her own discretion. 

 

If the Plan is terminated, the rights of the Covered Persons are limited to Expenses Incurred before 

termination.  All amendments to this Plan shall become effective as of a date established by the Plan 

Sponsor.   
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GENERAL PROVISIONS 

 

Entire Plan Documentation 

This SPD, and any amendments thereto, constitutes the terms and provisions of coverage under this Plan.  

These documents shall not be deemed to constitute a contract of any type between the Plan Sponsor and 

any Covered Person or to be consideration for, or an inducement or condition of, the employment of any 

employee.  Nothing in these documents shall be deemed to give any employee the right to be retained in 

the service of the Plan Sponsor or to interfere with the right of the Plan Sponsor to discharge any 

employee at any time. 

Explanation of Plan Benefits 

An oral explanation of any benefits of the Plan by an employee or representative of the Plan Sponsor that 

disagrees with the provisions of the Plan shall not be legally binding. 

Worker’s Compensation 

The Plan is not in lieu of and does not affect any requirement for coverage by workers’ compensation 

insurance. 

Misstatement of Age 

If the age of any Covered Person has been misstated, the benefits payable will be those shown in the 

Schedule of Benefits for his or her true age. 

Physician-Patient Relationship 

The Covered Person will have free choice of any Physician.  The Plan Administrator will in no way 

disturb the Physician-Patient relationship.  In addition, the Plan is not responsible for any injuries or 

damage a Covered Person may suffer due to the actions of any Hospital, Physician or other person. 

Conformity With Applicable Laws 

This Plan shall be deemed to automatically be amended to conform as required by any applicable law, 

regulation or the order or judgment of a court of competent jurisdiction governing provisions of this Plan, 

including, but not limited to, stated maximums, exclusions or limitations.  In the event that any law, 

regulation or the order or judgment of a court of competent jurisdiction causes the Plan Administrator to 

pay claims which are otherwise limited or excluded under this Plan, such payments will be considered as 

being in accordance with the terms of the Plan.  It is intended that the Plan will conform to the 

requirements of ERISA, as it applies to employee welfare plans, as well as any other applicable law. 

Clerical Error/Delay 

Clerical errors made on the records of the Plan and delays in making entries on such records shall not 

invalidate coverage nor cause coverage to be in force or to continue in force.  Rather, the effective dates 

of coverage shall be determined solely in accordance with the provisions of this Plan regardless of 

whether any contributions with respect to Covered Persons have been made or have failed to be made 

because of such errors or delays.  Upon discovery of any such error or delay, an equitable adjustment of 

any such contributions will be made. 

Headings 

The headings used in this SPD are used for convenience of reference only. Covered Persons are advised 

not to rely on any provision because of the heading.  

Limitation on Actions for Fiduciary Breach 

Any action with respect to a fiduciary’s breach of any responsibility, duty or obligation hereunder must be 

brought within three years after the expenses due to Injury or Sickness are incurred or are alleged to have 

been incurred.   
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GENERAL PROVISIONS (continued) 
 

No Waiver or Estoppel 

No term, condition or provision of this Plan shall be deemed to have been waived, and there shall be no 

estoppel against the enforcement of any provision of this Plan, except by written instrument of the party 

charged with such waiver or estoppel.  No such written waiver shall be deemed a continuing waiver 

unless specifically stated therein, and each such waiver shall operate only as to the specific term or 

condition waived and shall not constitute a waiver of such term or condition for the future or as to any act 

other than the one specifically waived.  

 

Right to Receive and Release Information 

For the purpose of determining the applicability of and implementing the terms of these benefits, the Plan 

Administrator may, without the consent of or notice to any person, release or obtain any information 

necessary to determine the acceptability of any applicant or Covered Person for benefits from this Plan.  

In so acting, the Plan Administrator shall be free from any liability that may arise with regard to such 

action.  Any Covered Person claiming benefits under this Plan shall furnish to the Plan Administrator 

such information as may be necessary to implement this provision. 

 

Waiver 

The failure of the Plan Administrator to strictly enforce any provision of this Plan shall not be construed 

as a waiver of the provision.  Rather, the Plan Administrator reserves the right to strictly enforce each and 

every provision of this Plan at any time regardless of the prior conduct of the Plan Administrator and 

regardless of the similarity of the circumstances or the number of prior occurrences. 

 

Written Notice 

Any written notice required under this Plan that, as of the effective date, is in conflict with the law of any 

governmental body or agency that has jurisdiction over this Plan shall be interpreted to conform to the 

minimum requirements of such law.   

 

Fraud 

The following actions by any Covered Person, or a Covered Person’s knowledge of such actions being 

taken by another, constitute fraud and will result in immediate termination of all coverage under this Plan 

for the Covered Employee and his Covered Dependents:   

 

1. Attempting to submit a claim for benefits (which includes attempting to fill a prescription) for a 

person who is not a Covered Person in the Plan;  

2. Attempting to file a claim for a Covered Person for services which were not rendered or drugs or 

other items which were not provided;  

3. Providing false or misleading information in connection with enrollment in the Plan; or  

4. Providing any false or misleading information to the Plan.   

 

Right of Recovery 

Whenever payments have been made by this Plan in a total amount, at any time, in excess of the 

maximum amount of benefits payable under this Plan, the Plan shall have the right to recover such 

payments, to the extent of such excess, from any one or more of the following as this Plan shall 

determine: any person to or with respect to whom such payments were made, or such person’s legal 

representative, any insurance companies, or any other individuals or organizations which the Plan 

determines are responsible for payment of such amount.   



-    - 23 

GENERAL DEFINITIONS 

 

The following words and phrases shall have the following meanings when used in the SPD.  The 

following definitions are not an indication that charges for particular services or supplies are 

eligible for payment under the Plan; please refer to the appropriate sections of the SPD for that 

information. 

 

Calendar Year   

“Calendar Year” means a period of twelve consecutive Months ending on any December 31
st
. 

 

Covered Dependent  

“Covered Dependent” means a Dependent of any Covered Employee for whom coverage under this Plan 

meets the eligible requirements under the Plan Sponsor’s group medical plan. 

 

Covered Employee   

“Covered Employee” means an Eligible Employee whose coverage under this Plan meets the eligible 

requirements under the Plan Sponsor’s group medical plan. 

 

Covered Person   

“Covered Person” means either a Covered Employee or a Covered Dependent. 

 

Dependent 

1. “Dependent” means the Covered Employee's Spouse and each unmarried Dependent Child of the 

Covered Employee who meet the eligible requirements of the Plan Sponsor’s group medical plan.  

 

Alternate Recipient shall mean any child of a Covered Person who is recognized under a 

Medical Child Support Order as having a right to enrollment under this Plan as the 

Covered Person’s Dependent.  For purposes of the benefits provided under this Plan, an 

Alternate Recipient shall be treated as a Covered Dependent, but for purposes of the 

reporting and disclosure requirements under ERISA, an Alternate Recipient shall have the 

same status as a Covered Person. 

 

Medical Child Support Order shall mean any judgment, decree or order (including 

approval of a domestic relations settlement agreement) issued by a court of competent 

jurisdiction that:   

 

1. Provides for child support with respect to a Covered Person’s child or directs the 

Covered Person to provide coverage under a health benefits plan pursuant to a state 

domestic relations law (including a community property law); or 

2. Enforces a law relating to medical child support described in Social Security Act §1908 

(as added by Omnibus Budget Reconciliation Act of 1993 §13822) with respect to a 

group health plan. 
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GENERAL DEFINITIONS (continued) 

 

Dependent (continue) 

 

National Medical Support Notice or NMSN shall mean a notice that contains the 

following information: 

 

1. Name of an issuing state agency; 

2. Name and mailing address (if any) of an employee who is a Covered Person under the 

Plan; 

3. Name and mailing address of one or more Alternate Recipients (i.e., the child or 

children of the Covered Person or the name and address of a substituted official or 

agency that has been substituted for the mailing address of the Alternate 

Recipients(s)); and 

4. Identity of an underlying child support order. 

 

Qualified Medical Child Support Order or QMCSO is a Medical Child Support Order 

that creates or recognizes the existence of an Alternate Recipient’s right to, or assigns to an 

Alternate Recipient the right to, receive benefits for which a Covered Person is entitled 

under this Plan.  In order for such order to be a QMCSO, it must clearly specify the 

following: 

 

1. The name and last known mailing address (if any) of the Covered Person and the name 

and mailing address of each such Alternate Recipient covered by the order; 

2. A reasonable description of the type of coverage to be provided by the Plan to each 

Alternate Recipient, or the manner in which such type of coverage is to be determined; 

3. The period of coverage to which the order pertains; and 

4. The name of this Plan.   

 

In addition, a National Medical Support Notice shall be deemed a QMCSO if it: 

 

1. Contains the information set forth above in the definition of “National Medical Support 

Notice”; 

2. (a) Identifies either the specific type of coverage or all available group health 

coverage.  If the Plan Sponsor receives an NMSN that does not designate either 

specific type(s) of coverage or all available coverage, the Plan Sponsor and the Plan 

Administrator will assume that all are designated; or 

(b) Informs the Plan Administrator that, if a group health plan has multiple options and 

the individual is not enrolled, the issuing agency will make a selection after the 

NMSN is qualified, and, if the agency does not respond within 20 days, the child 

will be enrolled under the Plan’s default option (if any); and 

3. Specifies that the period of coverage may end for the Alternate Recipient(s) only when 

similarly situated dependents are no longer eligible for coverage under the terms of the 

Plan, or upon the occurrence of certain specified events. 
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GENERAL DEFINITIONS (continued) 

 

Qualified Medical Child Support Order or QMCSO (continued) 
 

However, such an order need not be recognized as “qualified” if it requires the Plan to 

provide any type or form of benefit, or any option, not otherwise provided to the Covered 

Persons and eligible beneficiaries without regard to this provision, except to the extent 

necessary to meet the requirements of a state law relating to medical child support orders, 

as described in Social Security Act §1908 (as added by Omnibus Budget Reconciliation 

Act of 1993 §13822). 

 

Upon receiving a Medical Child Support Order, the Plan Administrator shall, as soon as 

administratively possible: 

 

1. Notify the Covered Person and each Alternate Recipient covered by the Order  (at the 

address included in the Order) in writing of the receipt of such Order and the Plan’s 

procedures for determining whether the Order qualifies as a QMCSO; and 

 

2. Make an administrative determination if the order is a QMCSO and notify the Covered 

Person and each affected Alternate Recipient of such determination.  

 

Upon receiving a National Medical Support Notice, the Plan Administrator shall: 

 

1. Notify the state agency issuing the notice with respect to the child whether coverage of 

the child is available under the terms of the Plan and, if so: 

(a) Whether the child is covered under the Plan; and  

(a) Either the effective date of the coverage or, if necessary, any steps to be taken by 

the custodial parent or by the official of a state or political subdivision to effectuate 

the coverage; and 

2. Provide to the custodial parent (or any state official serving in a substitute capacity) a 

description of the coverage available and any forms or documents necessary to 

effectuate such coverage. 

 

To give effect to this requirement, the Plan Administrator shall: 

 

1. Establish reasonable, written procedures for determining the qualified status of a 

Medical Child Support Order or National Medical Support Notice; and 

2. Permit any Alternate Recipient to designate a representative for receipt of copies of the 

notices that are sent to the Alternate Recipient with respect to the Order. 

 

Eligible Employee 

“Eligible Employee” means any individual employed by the Plan Sponsor who is regularly scheduled to 

work the hours per week (usually 30) required to be eligible to be covered under the employer’s group 

health plan. 

 

ERISA 

“ERISA” means the Employee Retirement Income Security Act of 1974, as amended. 
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Expenses Incurred   

“Expenses Incurred” means an expense at the time the service or the supply to which it relates is 

provided. 

 

 

FMLA 

“FMLA” means the Family and Medical Leave Act of 1993, as amended. 

 

HIPAA 

“HIPAA” means the Health Insurance Portability and Accountability Act of 1996, as amended. 

 

Medical Reimbursement Plan  

“Medical Reimbursement Plan” as defined under Internal Revenue Service Section 105 and any 

amendments.  

 

Month 

“Month” means a period of time beginning at 12:01 A.M. on any day in a given calendar Month and 

ending at 12:01 A.M. on the same day of the succeeding calendar Month. If the succeeding calendar 

Month does not have the same numbered-day, the last day of the calendar Month will be used. 

 

Plan Administrator  

“Plan Administrator,” as defined in ERISA, means the Company, or an individual who is specifically 

designated by the Company as such for purposes of this Plan. 

 

Plan Sponsor  

“Plan Sponsor,” as defined in ERISA, means the Company. 

 

Plan Supervisor  

“Plan Supervisor” means the third party administrator with which the Plan Administrator has contracted 

to perform certain claims processing and other technical services with respect to the Plan. 

 

Plan Year  

“Plan Year” means the twelve-month period ending on June 30th of each year. 

 

SPD or Summary Plan Description 

"SPD" or "Summary Plan Description" means this Plan Document and Summary Plan Description. 
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 COORDINATION OF BENEFITS 

 

Application 

If any Covered Person under this Plan (which, for purposes of this section of the SPD, includes this Plan 

and any other group medical care expense benefits provided through or by the Plan Sponsor) is also 

covered under one or more Other Plans, the benefits payable with respect to him or her under this Plan 

will be coordinated with benefits payable with respect to him or her under all Other Plans. Coordination 

will apply in determining the benefits payable with respect to a Covered Person for any Claim 

Determination Period if, for the Allowable Expenses incurred during that Period, the sum of: 

 

1. The benefits that would be payable under this Plan in the absence of coordination, and 

2. The benefits that would be payable under all Other Plans in the absence of provisions for 

coordination in those Other Plans,  

 

Except as provided in the following paragraph, when coordination of benefits applies to the benefits 

payable with respect to a Covered Person for a Claim Determination Period, the benefits that would be 

payable for Allowable Expenses incurred during that Period under this Plan, in the absence of 

coordination of benefits, will be reduced to the extent necessary so the sum of those reduced benefits and 

all the benefits payable for those Allowable Expenses under all Other Plans will not exceed the total of 

those Allowable Expenses. Benefits payable under all Other Plans include the benefits that would have 

been payable had claims been properly made for them. 

 

If, in coordinating the benefits of this Plan with those of any Other Plan, the rules set forth in the 

following paragraph would require this Plan to determine its benefits before the Other Plan and the Other 

Plan, which contains a provision coordinating its benefits with those of this Plan, would according to its 

rules determine its benefits after the benefits of this Plan have been determined, then the benefits of the 

Other Plan will be ignored for the purposes of determining the benefits of this Plan. 

 

Order of Benefit Determination 

The rules establishing the order of benefit determination are: 

 

1. A plan which does not provide for coordination of benefits will pay its benefits first; 

2. A plan which covers a person other than as a dependent will pay its benefits before the plan which 

covers the person as a dependent; 

3. A plan which covers a person other than as a laid-off or formerly employed person, or as a 

dependent of such person, will pay its benefits before the plan which covers the person as a laid-

off or formerly employed person, or as a dependent of such person; 

4. When a child is covered by the plans of both parents, unless they are divorced or legally separated, 

the plan of the parent whose birthday occurs earlier in the Calendar Year, regardless of the year of 

birth, will pay first. When both parents have the same birthday, the plan that has covered the child 

for the longest period of time will pay first; 
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COORDINATION OF BENEFITS (continued) 

 

5. If a child’s parents are divorced or legally separated, payment will be made:  

a. Under the plan of the parent with custody before the plan of a step-parent or of the parent 

without custody; or 

b. Under the plan of a step-parent before the plan of the parent without custody.  

However, if, by court decree, one parent is held responsible for the child’s health care expenses, 

payment will be made first under the plan of that parent; and 

6. When the rules above do not apply, the plan which has covered the person for the longer period of 

time will pay its benefits first. A new plan is not established when coverage by one carrier is 

replaced within one day by that of another. 

 

When coordination of benefits operates to reduce the total amount of benefits otherwise payable during 

any Claim Determination Period with respect to a Covered Person covered under this Plan, each benefit 

that would be payable in the absence of coordination of benefits will be reduced proportionately, and the 

reduced amount will be charged against any applicable benefit limit of this Plan. 

 

Release of Information 

For the purpose of determining the applicability of and implementing the terms of the above provisions of 

the Plan or any similar provision of another plan, the Plan Administrator may, without the consent of or 

notice to any individual, release to or obtain from an insurance company or other organization or 

individual any information, concerning any Covered Person, which the Plan Administrator considers to be 

necessary for those purposes.  Any Covered Person claiming benefits under this Plan will furnish to the 

Plan Administrator such information as may be necessary to implement the above provisions. 

 

Payment to Other Carriers 

Whenever payments which should have been made under this Plan in accordance with the above 

provisions have been made under Other Plans, the Plan Administrator will have the right, in its sole 

discretion, to pay to any organization making those payments any amounts it determines to be warranted 

in order to satisfy the intent of the above provisions, and amounts paid in this manner will be considered 

to be benefits paid under this Plan and, to the extent of these payments, the Plan will be fully discharged 

from liability. 

 

Effect of Managed Care Plan Coverage 

This Plan will not consider as an Allowable Expense any charge which would have been covered by a 

managed care plan (such as an HMO, PHO or PPO) had a Covered Person for whom the managed care 

plan would be the primary payor used the services of a managed care plan participating provider. Nor will 

this Plan consider any charge in excess of what a managed care plan provider has agreed to accept as 

payment in full. 

 

Recovery 

At any time, when payments have been made by the Plan for Allowable Expenses in a total amount in 

excess of the maximum amount of payment necessary at that time to satisfy the intent of the above 

provisions, the Plan will have the right to recover these payments, to the extent of the excess, from among 

one or more of the following, as the Plan Administrator will determine: Any individuals to or for with 

respect to whom these payments were made, any other insurance company, or other organizations. 
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COORDINATION OF BENEFITS (continued) 

 

Other Plan 

“Plan” means any of the following types of coverage providing medical or dental benefits or 

services:  

 

1. Group, blanket or franchise insurance coverage;  

2. Any group hospital service prepayment, group medical service prepayment, group practice or 

other group prepayment coverage;  

3. Group coverage under labor-management trusteed plans, union welfare plans, employer 

organization plans or employee benefit plans;  

4. Coverage under governmental programs or coverage required or provided by any statute; and 

5. Coverage provided through a school or educational institution. 

 

For purposes of the coordination of benefits provision, “Other Plan” does not include:  

 

1. School accident insurance plans covering grammar and high school students;  

2. Individual health insurance policies for which the individual or an insured Dependent makes 

premium payments directly to the organization providing coverage; or  

3. Medicaid (Title XIX, Grants to States for Medical Assistance Programs). 

 

“Other Plan” will be construed separately with respect to each policy, contract or other arrangement for 

benefits or services, separately with respect to that portion of a policy, contract or other arrangement 

which reserves the right to take the benefits or services of other plans into consideration in determining its 

benefits, and separately with respect to that portion which does not reserve the right. 

 

Allowable Expense 

“Allowable Expense” means any Medically Necessary, Reasonable and Customary item of expense, at 

least a portion of which is covered under at least one of the plans covering the individual for whom claim 

is made. 

 

When a plan provides benefits in the form of services rather than cash payments, the reasonable cash 

value of each service rendered will be considered to be both an Allowable Expense and a benefit paid. 

 

Claim Determination Period 

“Claim Determination Period” means a Calendar Year beginning with any January 1
st
 and ending with the 

next December 31
st
, except that the first Calendar Year of any individual will begin with the effective date 

of coverage on his or her account under this Plan and end on the next December 31
st
. 

  
 


