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THE CHRIST HOSPITAL
HEALTH AND WELFARE BENEFIT PLAN
SUMMARY PLAN DESCRIPTION
INTRODUCTION
The purpose of this document is to provide a summary of benefits available under this Plan as well as
information on a Covered Person's rights and obligations under The Christ Hospital Health Network
(TCHHN) Health and Welfare Benefit Plan (the "Plan"). As a valued Employee of The Christ Hospital
Health Network, we are pleased to sponsor this Plan to provide benefits that can help meet health care
needs. Please read this document carefully and contact the Plan Administrator with any questions.
The Christ Hospital is named the Plan Administrator for this Plan. The Plan Administrator has retained
the services of independent Third-Party Administrators to process claims and handle other duties for
this self-funded Plan. The Third-Party Administrators for this Plan are Contigo Health, LLC (Contigo)
for medical claims and OptumRx for Pharmacy claims. The Third-Party Administrators do not assume
liability for benefits payable under this Plan, as they are solely claims paying agents for the Plan
Administrator.
The employer assumes the sole responsibility for funding the Plan benefits out of general assets;
however, Employees help cover some of the costs of Covered Benefits through contributions,
Deductibles, out-of-pocket, and Coinsurance amounts as described in the Schedule of Benefits. All
claim payments and reimbursements are paid out of the general assets of the employer and there is no
separate fund that is used to pay promised benefits. The Plan is intended to comply with and be
governed by the Employee Retirement Income Security Act of 1974 (ERISA) and its amendments.
Individuals covered under this Plan will be receiving an identification card to present to the provider
whenever services are received. On the back of this card are telephone numbers to call with any
questions.
This document summarizes the benefits and limitations of the Plan and is known as a Summary Plan
Description ("SPD"). It is being furnished in accordance with ERISA.
This document becomes effective on January 1, 2021.

Summary Plan Description
This Summary Plan Description for The Christ Hospital explains benefits
specific to this self-funded health plan. The Employer’s health plan is a nongrandfathered health plan under the Affordable Care Act. This document
supersedes all previous revisions.
Please read and save this document
Covered Persons are responsible for understanding their benefits
IMPORTANT CONTACT INFORMATION
Contigo Health, LLC (Contigo) is a Third-Party Administrator (TPA) that
performs claim benefit administration for this self-funded group health
plan.
Employee and Family Contact
Contigo Customer Service:

800-549-9114

Access to Contigo Claim information:
OptumRx (Prescription Drugs):

www.contigohealth.com
855-312-7412

Healthcare Provider Contact
Contigo Care Management (Precertification):

800-893-0777
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SECTION I: PREFERRED PROVIDER ORGANIZATION (PPO) NETWORK
The Plan has contracted with a Network of preferred provider Hospitals and Physicians to provide care
at contracted rates. The PPO Network should be contacted prior to services being rendered to
determine if providers being utilized are participating in the PPO Network.
FREE CHOICE OF PHYSICIAN AND TREATMENT
The Covered Person shall have free choice of any Physician or surgeon, and the Physician-patient
relationship shall be maintained. The Covered Person, together with their Physician, is ultimately
responsible for determining the appropriate course of medical treatment, regardless of whether the Plan
will pay for all or a portion of such care. Providers who are members of the network used by the Plan
are merely independent contractors; neither the Plan nor the Plan Administrator makes any warranty
as to the quality of care that may be rendered by any Provider. The Plan shall not be liable for Injuries
resulting from negligence, misfeasance, malfeasance, nonfeasance or malpractice on the part of any
officer or Employee or on the part of any Physician in the course of performing services for the Covered
Persons.
The covered Employee and their covered Dependents have the choice of using any provider for
healthcare services. Utilizing the services of participating PPO providers will save the Covered Person
money. To determine if a provider participates in the PPO network, visit their website or call.
Anthem
Telephone: 800-810-BLUE (provider locator)
Website: www.anthem.com
PPO Network Benefits: When a Covered Person receives services from providers in the PPO network,
their expenses may include a Calendar Year Deductible, a Copayment for certain services, or a fixed
percentage that is applied to the contracted rates with the PPO network Providers. The Covered Person
is not responsible for billed charges that are above the contracted rates. The attending Physician should
be contacted by the Covered Person prior to services being rendered to determine if any additional
providers may be used for services (e.g. assistant surgeons or co-surgeons), and to verify their PPO
network status. Out-of-Network provider charges will be reimbursed at the Out-of-Network benefit level,
unless otherwise indicated below.
Out-of-Network Benefits: When services are performed by a provider who is not in the PPO network,
the Covered Person’s expenses include a Calendar Year Deductible and a fixed percentage of the
Maximum Allowable Amount. Out-of-Network providers are paid based on the Maximum Allowable
Amount, and not billed charges. The Maximum Allowable Amount may often be less than the amount a
Provider bills for a service. The Covered Person will be responsible for charges in excess of the
Maximum Allowable Amount. Charges that exceed the Maximum Allowable Amount are not covered
and do not apply to the annual Out-of-Pocket Maximum.
In the following situations, “PARE” provider services rendered by an Out-of-Network provider will be
considered as follows:
1. PARE provider services performed by an Out-of-Network (Tier 3) provider at a Christ Hospital
Health Network (TCHHN Network) (Tier 1) facility, will be paid at The Christ Hospital Health
Network (TCHHN Network) (Tier 1) level of benefits if the facility claim has been received. If the
facility claim is not received, benefits will be paid at the Out-of-Network (Tier 3) level.
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2. PARE provider services performed by an Out-of-Network (Tier 3) provider at an Anthem (Tier 2)
facility, will be paid at the Anthem (Tier 2) level of benefits if the facility claim has been received.
If the facility claim is not received, benefits will be paid at the Out-of-Network (Tier 3) level.
3. PARE provider services performed by an Out-of-Network (Tier 3) provider at an Out-of-Network
(Tier 3) facility, will be paid at the Out-of-Network (Tier 3) provider level of benefits.
“PARE” provider means a pathologist, anesthesiologist, radiologist and emergency room Physician.
The provisions outlined above will apply in the following situations: inpatient, outpatient, surgical facility,
and for inpatient Physicians (other than the Covered Member’s own Physician).
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SECTION II: SCHEDULE OF BENEFITS
CORE PPO PLAN
Employees may receive the highest level of benefit when services are available and performed at The
Christ Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits

TCHHN Network

Anthem Network

Out-of-Network

Individual: $500
Individual + 1: $750
Family: $1,000

Individual: $1,000
Individual + 1: $1,500
Family: $2,000

Individual: $1,000
Individual + 1: $1,500
Family: $2,000

80%

70%

50%

Individual: $3,000
Individual + 1: $6,000
Family: $9,000

Individual: $6,000
Individual + 1: $9,000
Family: $12,000

Individual: $6,000
Individual + 1: $9,000
Family: $12,000

(Includes office charge only

100% after $25
Copayment
100% after $25
Copayment
100% after $45
Copayment
100% after $15
Copayment
100% after $25
Copayment
100% after $45
Copayment

Retail Clinic and Convenient Care Clinic

Not Applicable

100% after $50
Copayment
100% after $25
Copayment
100% after $65
Copayment
100% after $15
Copayment
100% after $25
Copayment
100% after $65
Copayment
100% after $50
Copayment

Calendar Year Deductible
Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-insurance,
medical Copayments and Rx OOP)

Common Medical Event
Physician Services
Office Visit - Primary Care
(Includes office charge only)

Office Visit - Pediatrician

(Includes office charge only)

Office Visit – Specialist

(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine - Pediatrician
(Includes office charge only

Telemedicine - Specialist

Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

TCHHN Network

Anthem Network

Out-of-Network
50%
50%
50%
50%
50%
50%
50%

80%

70%

50%

80%
80%
80%
80%

70%
70%
70%
70%

50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
80%
70%
50%
Freestanding, Facility or Physician Office)
Surgery (Inpatient, Outpatient or Office)
80%
70%
50%
Note: ENT bundle services will have up to $300 applied towards a member’s out-of-pocket responsibility, up to the out-of-pocket maximum.

Preventive Care / Wellness Services
Physical Examination
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+; 1 screening every 2 years; no age
restriction if at risk)

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Breast Feeding Counseling & Supplies (One
rental or purchase of a breast pump per
pregnancy)

Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

Preventive Counseling for Alcohol / Tobacco
Use
Preventive / Routine Screening Services

(Based on recommended frequency, age &
gender)
Recommended Immunizations (Age Schedule
by CDC/ACIP, exception: Shingles covered at age
50)

Recommended Well Baby / Well Child Care
Recommended Routine Screening
Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing - annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) - 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges

Screening Hearing Exam (1 per year)
Mammography Screening or Diagnostic
(Includes 3D mammography)

Routine Eye Exam and Refraction (1 per year)
(Includes Diabetic Eye Exam)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Anthem Network
100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Out-of-Network
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

80%

70%

50%

80% (Deductible waived)
80%
80%
80%
80%

70% (Deductible waived)
70%
70%
70%
70%

50%
50%
50%
50%
50%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network

Facility Services

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours - Inpatient
Private Room and Board paid at hospital's
average semi-private room rate)

Birthing Center
Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and Sub
acute Facility semi-private room rate - 180 days
maximum per Calendar Year when immediately
following a hospital stay)
Newborn Stay (including ancillary charges)

Outpatient Ambulatory Surgery Center
Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

Emergency Services

Emergency Department Facility

80%

Emergency Department Physician

80%
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Common Medical Event
Emergency Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

Not Covered
Not Covered
100% after $30
Copayment

Not Covered
Same benefit as
TCHHN Network
Not Covered
100% after $50
Copayment

Not Covered
Same benefit as
TCHHN Network
Not Covered

80%

70%

50%

80%

70%

50%

100% after $25
Copayment

100% after $50
Copayment

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)

60%
80%

60%
70%

Not Covered
50%

Chemotherapy

80%

70%

50%

100% after $45
Copayment

100% after $65
Copayment

50%

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and Treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits
Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and Out-

80%

70%

50%

80%
None
100%
$10,000 per transplant

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

80%

70%

50%

80%
80%
100% after $45
Copayment

70%
70%
100% after $65
Copayment

50%
50%
50%

80%

70%

50%

70%

70%

70%

80%

70%

50%

Emergency Department Non-Emergency
Emergency Air & Ground Ambulance
Transport
Ambulette Transport
Urgent Care

80%

Behavioral Health Services (Mental Health Disorders & Substance Abuse)
Inpatient Behavioral Health
Outpatient Behavioral Health (Including
Partial Stay)

Behavioral Health (Counseling/Therapy)

Other Services

Chiropractic – (Includes office charge only)

(20 visits combined with therapy In and Out-ofNetwork maximum per Calendar Year)

Chiropractic – Manipulation, therapy,
radiology, and laboratory
Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

(Including Orthotics and Prosthetics)
1 wheelchair every 3 years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3 years
Compression stockings – 4 stockings per year
Prosthesis – $1,500 per device

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

($2,500 annual treatment limit, excluding
Prescription drugs)

of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
Temporomandibular Joint Dysfunction (TMJ)
Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction (TMJ)
Surgical Services
Wig (1 for hair loss from chemotherapy or
radiation therapy up to $400 lifetime)

All Other Covered Benefits
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50%

Important:
•

•
•
•
•
•
•
•
•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce but
will not reduce the Out-of-Network Deductible.
The Christ Hospital Health Network (TCHHN Network) and Network Out-of-Pocket Maximums will
cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital Health
Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN) benefit level.
Non-covered charges do not apply toward the Deductibles or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
CORE PPO PLAN
Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
25% Coinsurance
25% Coinsurance
25% Coinsurance
Preferred Brand Name
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
Drugs
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
50% Coinsurance
50% Coinsurance
50% Coinsurance
Non-Preferred Brand
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
Name Drugs
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
50% Coinsurance
Specialty Drugs
50% Coinsurance
$100 minimum Copayment
$200 minimum Copayment
(Dispensed at specialty
Not Available
$225 maximum Copayment
$450 maximum Copayment
pharmacies)
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30-day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum
does not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the
drug will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network
Copayment has been applied.
*All Copayments will be applied toward The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan
Calendar Year Out-of-Pocket (OOP) Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA),
will be covered by this plan at 100% when received from a Network Pharmacy with a valid written Prescription.
Generic Drugs
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SECTION III: SCHEDULE OF BENEFITS
TCH PCP NETWORK CORE PPO PLAN
Employees may receive the highest level of benefit when services are available and performed at The
Christ Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits
Calendar Year Deductible
Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-

insurance, medical Copayments and Rx OOP)

Common Medical Event
Physician Services
Office Visit – Primary Care
(Includes office charge only)

Office Visit – Pediatrician

(Includes office charge only)

Office Visit – Specialist

(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine – Pediatrician
(Includes office charge only)

Telemedicine – Specialist
(Includes office charge only)

Retail Clinic and Convenient Care Clinic
Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

TCHHN Network

Anthem Network

Out-of-Network

Individual: $500
Individual + 1: $750
Family: $1,000

Individual: $1,000
Individual + 1: $1,500
Family: $2,000

Individual: $1,000
Individual + 1: $1,500
Family: $2,000

80%

70%

50%

Individual: $3,000
Individual + 1: $6,000
Family: $9,000

Individual: $6,000
Individual + 1: $9,000
Family: $12,000

Individual: $6,000
Individual + 1: $9,000
Family: $12,000

Not Covered

Not Covered

TCHHN Network
100% after $25
Copayment
100% after $25
Copayment
100% after $45
Copayment
100% after $15
Copayment
100% after $25
Copayment
100% after $45
Copayment

Not Applicable

Anthem Network

100% after $25
Copayment
100% after $65
Copayment
Not Covered
100% after $25
Copayment
100% after $65
Copayment
100% after $50
Copayment

Out-of-Network

Not Covered
50%
Not Covered
Not Covered
Not Covered
50%

80%
80%
80%
80%
80%

70%
70%
70%
70%
70%

50%
50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

Not Covered

Not Covered

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
80%
70%
50%
Freestanding, Facility or Physician
Surgery (Inpatient, Outpatient or Office)
80%
70%
50%
Note: ENT bundle services will have up to $300 applied towards a member’s out-of-pocket responsibility, up to the out-of-pocket maximum.

Preventive Care / Wellness Services
Physical Examination
Well Child (Pediatrician)
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+; 1 screening every 2 years; no
age restriction if at risk)

100%

(Deductible waived)

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Breast Feeding Counseling & Supplies

(One rental or purchase of a breast pump per
pregnancy)

Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

Preventive Counseling for Alcohol /
Tobacco Use

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

Anthem Network
100%

(Deductible waived)

100%

Out-of-Network
Not Covered

(Deductible waived)

Not Covered

Not Covered

Not Covered

Preventive / Routine Screening Services (Based on recommended frequency, age & gender)
BRCA Counseling
Dietary Counseling (Nutritional counseling for
adults that are overweight and obese with
cardiovascular disease risk factors or obese
children and adults, ages 6+)
Preventive / Routine Screening and
counseling Services: High Blood
Pressure Screening, STI
Counseling, Depression Screening,
and Development/Autism
Preventive Radiology: Lung Cancer
Screening, Abdominal Aortic
Aneurysm
Recommended Immunizations (Age

Schedule by CDC/ACIP, exception: Shingles
covered at age 50)

Recommended Well Baby Care
Recommended Routine
Screening Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing - annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) - 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges charge.)

Screening Hearing Exam (1 per year)
Mammography Screening or Diagnostic
(Includes 3D mammography)

Routine Eye Exam and Refraction (1 per
year) (Includes Diabetic Eye Exam)

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

Not Covered

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Not Covered
Not Covered
Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

Facility Services

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours Inpatient Private Room and Board paid at
hospital's average semi-private room rate)

Birthing Center
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Common Medical Event
Facility Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

70%

50%

70% (Deductible waived)
70%
70%
70%
70%

50%
50%
50%
50%
50%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered
100% after $50
Copayment

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered

80%

70%

50%

80%

70%

50%

100% after $50
Copayment

50%

Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and
Sub acute Facility semi-private room rate - 180
days maximum per Calendar Year when
immediately following a hospital stay)
Newborn Stay (including ancillary charges)

Outpatient Ambulatory Surgery Center
Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

Emergency Services

80%
80% (Deductible waived)
80%
80%
80%
80%

Emergency Department Facility

80%

Emergency Department Physician

80%

Emergency Department Non-Emergency
Emergency Air & Ground
Ambulance Transport
Ambulette Transport
Urgent Care

Not Covered
80%
Not Covered
100% after $30
Copayment

Behavioral Health Services (Mental Health Disorders & Substance Abuse)
Inpatient Behavioral Health
Outpatient Behavioral Health
(Including Partial Stay)

Behavioral Health (Counseling/Therapy)

Other Services

100% after $25
Copayment

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)

60%
80%

60%
70%

Not Covered
50%

Chemotherapy

80%

70%

50%

100% after $65
Copayment

50%

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and
Treatment ($2,500 annual treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits

80%

70%

50%

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

Chiropractic – (Includes office charge only)
(20 visits combined with therapy In and Outof- Network maximum per Calendar Year)

Chiropractic – Manipulation,
therapy, radiology, and laboratory
Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

(Including Orthotics and
Prosthetics) 1 wheelchair every 3
years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3
years Compression stockings – 4 stockings

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

limit, excluding Prescription drugs)

100% after $45
Copayment

80%
None
100%
$10,000 per transplant
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Common Medical Event
Other Services (continued)

Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and

Out- of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
Temporomandibular Joint Dysfunction
(TMJ) Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction
(TMJ) Surgical Services
Wig (1 for hair loss from chemotherapy
or radiation therapy up to $400 lifetime )

All Other Covered Benefits

TCHHN Network

Anthem Network

Out-of-Network

70%

50%

70%
70%
100% after $65
Copayment

50%
50%
50%

80%

70%

50%

70%

70%

70%

80%

70%

50%

80%
80%
80%
100% after $45
Copayment

Important:
•

•
•
•
•
•
•
•
•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce
but will not reduce the Out-of-Network Deductible.
The Christ Hospital Health Network (TCHHN Network) and Network Out-of-Pocket Maximums will
cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital Health
Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN Network) benefit level.
Non-covered charges do not apply toward the Deductibles or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
TCH PCP NETWORK CORE PPO PLAN
Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
25% Coinsurance
25% Coinsurance
25% Coinsurance
Preferred Brand Name
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
Drugs
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
50% Coinsurance
50% Coinsurance
50% Coinsurance
Non-Preferred Brand
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
Name Drugs
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
50% Coinsurance
50% Coinsurance
Specialty Drugs
$100 minimum Copayment
$200 minimum Copayment
Not Available
(Dispensed at specialty
$225 maximum Copayment
$450 maximum Copayment
pharmacies)
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30 day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum
does not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the
drug will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network
Copayment has been applied.
*All Copayments will be applied toward The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan
Calendar Year Out-of-Pocket (OOP) Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA),
will be covered by this plan at 100% when received from a Network Pharmacy with a valid written Prescription.
Generic Drugs
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SECTION IV: SCHEDULE OF BENEFITS
BASIC HDHP
Employees may receive the highest level of benefit when services are available and performed at The Christ
Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits
Calendar Year Deductible (No individual to
exceed $8,150 Network Deductible)

Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-insurance and
Rx OOP) (No individual to exceed $8,150 Network
OOP)

Common Medical Event
Physician Services
Office Visit - Primary Care
(Includes office charge only)

Office Visit – Pediatrician
(Includes office charge only)
Office Visit – Specialist
(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine – Pediatrician
(Includes office charge only)

Telemedicine – Specialist
(Includes office charge only)

Retail Clinic and Convenient Care Clinic
Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
Freestanding, Facility or Physician Office)
Surgery (Inpatient, Outpatient or Office)

Preventive Care / Wellness Services
Physical Examination
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+; 1 screening every 2 years; no age
restriction if at risk)
Breast Feeding Counseling & Supplies (One
rental or purchase of a breast pump per
pregnancy)

TCHHN Network

Anthem Network

Out-of-Network

Employee: $3,000
Employee + 1: $6,000
Family: $6,000

Employee: $6,000
Employee + 1: $12,000
Family: $12,000

Employee: $6,000
Employee + 1: $12,000
Family: $12,000

80%

70%

50%

Employee: $4,200
Employee + 1: $8,400
Family: $12,600

Employee: $6,000
Employee + 1: $12,000
Family: $12,900

Employee: $6,000
Employee + 1: $12,000
Family: $12,900

TCHHN Network

Anthem Network

Out-of-Network

80%

65%

50%

80%

80%

50%

80%

70%

50%

80%

65%

50%

80%

80%

50%

80%

70%

50%

Not Applicable

65%

50%

80%

70%

50%

80%
80%
80%
80%

70%
70%
70%
70%

50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

Preventive Counseling for Alcohol / Tobacco
Use
Preventive / Routine Screening Services

(Based on recommended frequency, age &
gender)
Recommended Immunizations (Age Schedule
by CDC/ACIP, exception: Shingles covered at age
50)

Recommended Well Baby / Well Child Care
Recommended Routine Screening
Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing - annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) - 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges

Screening Hearing Exam (1 per year)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Anthem Network
100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

Out-of-Network
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Not Covered

Not Covered

(Deductible waived)

(Deductible waived)

(Includes 3D mammography)

(Deductible waived)

(Deductible waived)

(Includes Diabetic Eye Exam)

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Outpatient Ambulatory Surgery Center
Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

80%
80%
80%
80%
80%

70%
70%
70%
70%
70%

50%
50%
50%
50%
50%

Emergency Department Facility

80%

Emergency Department Physician

80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network

Mammography Screening or Diagnostic
Routine Eye Exam and Refraction (1 per year)

Facility Services

100%

100%

100%

100%

Not Covered
Not Covered

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours - Inpatient
Private Room and Board paid at hospital's
average semi-private room rate)

Birthing Center
Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and Sub
acute Facility semi-private room rate - 180 days
maximum per Calendar Year when immediately
following a hospital stay)
Newborn Stay (including ancillary charges)

Emergency Services

Emergency Department Non-Emergency
Emergency Air & Ground Ambulance
Transport

Not Covered
80%
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Common Medical Event
Emergency Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

Not Covered
80%

Not Covered
70%

Not Covered
50%

Inpatient Behavioral Health
Outpatient Behavioral Health (Including
Partial Stay)
Behavioral Health (Counseling/Therapy)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)
Chemotherapy
Chiropractic – includes office visit,
manipulation, therapy, radiology, and
laboratory (20 visits combined In and Out-of-

60%
80%
80%

60%
70%
70%

Not Covered
50%
50%

80%

70%

50%

Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and Treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits
Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and Out-

80%

70%

50%

80%
None
100%
$10,000 per transplant

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

70%

50%

80%

70%

50%

80%

80%

80%

80%

70%

50%

Ambulette Transport
Urgent Care

Behavioral Health Services (Mental Health Disorders & Substance Abuse)

Other Services

Network maximum per Calendar Year)

(Including Orthotics and Prosthetics)
1 wheelchair every 3 years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3 years
Compression stockings – 4 stockings per year
Prosthesis – $1,500 per device

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

($2,500 annual treatment limit, excluding
Prescription drugs)

of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
Temporomandibular Joint Dysfunction (TMJ)
Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction (TMJ)
Surgical Services
Wig (1 for hair loss from chemotherapy or
radiation therapy up to $400 lifetime )

All Other Covered Benefits

Important:
•

•
•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
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•
•
•
•
•
•

The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce
but will not reduce the Out-of-Network Deductible.
The Christ Hospital Health Network (TCHHN Network) and Network Out-of-Pocket Maximums will
cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital Health
Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN Network) benefit level.
Non-covered charges do not apply toward the Deductible or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
BASIC HDHP

Generic Drugs

Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
Preferred Brand Name
25% Coinsurance
25% Coinsurance
25% Coinsurance
Drugs
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
Non-Preferred Brand
50% Coinsurance
50% Coinsurance
50% Coinsurance
Name Drugs
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
Specialty Drugs
50% Coinsurance
50% Coinsurance
Not Available
(Dispensed at specialty
$100 minimum Copayment
$200 minimum Copayment
pharmacies)
$225 maximum Copayment
$450 maximum Copayment
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30-day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum does
not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the drug
will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network Copayment
has been applied.
*The medical plan Calendar Year The Christ Hospital Health Network (TCHHN Network) (Tier 1) Deductible must be met
first, for all levels, before this plan pays any benefit. After the Deductible is met, all Copayments will be applied toward
The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan Calendar Year Out-of-Pocket (OOP)
Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA), will be covered by this plan at 100% when
received from a Network Pharmacy with a valid written Prescription.
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SECTION V: SCHEDULE OF BENEFITS
TCH PCP NETWORK BASIC HDHP
Employees may receive the highest level of benefit when services are available and performed at The Christ
Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits
Calendar Year Deductible (No individual to
exceed $8,150 Network Deductible)

Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-insurance and
Rx OOP) (No individual to exceed $8,150 Network
OOP)

Common Medical Event
Physician Services
Office Visit - Primary Care
(Includes office charge only)

Office Visit – Pediatrician

(Includes office charge only)

Office Visit – Specialist

(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine – Pediatrician
(Includes office charge only)

Telemedicine – Specialist
(Includes office charge only)

Retail Clinic and Convenient Care Clinic
Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
Freestanding, Facility or Physician Office)
Surgery (Inpatient, Outpatient or Office)

Preventive Care / Wellness Services
Physical Examination
Well Child (Pediatrician)
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+; 1 screening every 2 years; no age
restriction if at risk)
Breast Feeding Counseling & Supplies (One
rental or purchase of a breast pump per
pregnancy)

TCHHN Network

Anthem Network

Out-of-Network

Employee: $3,000
Employee + 1: $6,000
Family: $6,000

Employee: $6,000
Employee + 1: $12,000
Family: $12,000

Employee: $6,000
Employee + 1: $12,000
Family: $12,000

80%

70%

50%

Employee: $4,200
Employee + 1: $8,400
Family: $12,600

Employee: $6,000
Employee + 1: $12,000
Family: $12,900

Employee: $6,000
Employee + 1: $12,000
Family: $12,900

TCHHN Network

Anthem Network

Out-of-Network

80%

Not Covered

Not Covered

80%

80%

Not Covered

80%

70%

50%

80%

Not Covered

Not Covered

80%

80%

Not Covered

80%

70%

50%

Not Applicable

65%

50%

80%

70%

50%

80%
80%
80%
80%

70%
70%
70%
70%

50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

Not Covered

Not Covered

100%

(Deductible waived)

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

Preventive Counseling for Alcohol / Tobacco
Use

100%

(Deductible waived)

100%

(Deductible waived)

Anthem Network
100%

Out-of-Network

(Deductible waived)

Not Covered

Not Covered

Not Covered

Preventive / Routine Screening Services (Based on recommended frequency, age & gender)
BRCA Counseling
Dietary Counseling (Nutritional counseling for
adults that are overweight and obese with
cardiovascular disease risk factors or obese children
and adults, ages 6+)
Preventive / Routine Screening and
counseling Services: High Blood
Pressure Screening, STI Counseling,
Depression Screening, and
Development/Autism Screening
Preventive Radiology: Lung Cancer
Screening, Abdominal Aortic
Aneurysm
Recommended Immunizations (Age Schedule

by CDC/ACIP, exception: Shingles covered at age
50)

Recommended Well Baby Care
Recommended Routine Screening
Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing – annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) – 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges

Screening Hearing Exam (1 per year)

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

Not Covered

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

Not Covered
Not Covered
Not Covered

Not Covered

Not Covered

(Deductible waived)

(Deductible waived)

(Includes 3D mammography)

(Deductible waived)

(Deductible waived)

(Includes Diabetic Eye Exam)

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

80%

70%

50%

80%
80%

70%
70%

50%
50%

Mammography Screening or Diagnostic
Routine Eye Exam and Refraction (1 per year)

Facility Services

100%

100%

100%

100%

Not Covered
Not Covered

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours –
Inpatient Private Room and Board paid at
hospital’s average semi-private room rate)

Birthing Center
Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and Sub
acute Facility semi-private room rate – 180 days
maximum per Calendar Year when immediately
following a hospital stay)
Newborn Stay (including ancillary charges)

Outpatient Ambulatory Surgery Center
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Common Medical Event
Facility Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

80%
80%
80%

70%
70%
70%

50%
50%
50%

Emergency Department Facility

80%

Emergency Department Physician

80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered
50%

Emergency Services

Emergency Department Non-Emergency
Emergency Air & Ground Ambulance
Transport
Ambulette Transport
Urgent Care

Not Covered
Not Covered
80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered
70%

Inpatient Behavioral Health
Outpatient Behavioral Health (Including
Partial Stay)
Behavioral Health (Counseling/Therapy)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)
Chemotherapy
Chiropractic – includes office visit,
manipulation, therapy, radiology, and
laboratory (20 visits combined In and Out-of-

60%
80%
80%

60%
70%
70%

Not Covered
50%
50%

80%

70%

50%

Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and Treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits
Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and Out-

80%

70%

50%

80%
None
100%
$10,000 per transplant

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

70%

50%

80%

70%

50%

80%

Behavioral Health Services (Mental Health Disorders & Substance Abuse)

Other Services

Network maximum per Calendar Year)

(Including Orthotics and Prosthetics)
1 wheelchair every 3 years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3 years
Compression stockings – 4 stockings per year
Prosthesis – $1,500 per device

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

($2,500 annual treatment limit, excluding
Prescription drugs)

of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
Temporomandibular Joint Dysfunction (TMJ)
Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction (TMJ)
Surgical Services
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Common Medical Event
Other Services (continued)

Wig (1 for hair loss from chemotherapy or
radiation therapy up to $400 lifetime )

All Other Covered Benefits

TCHHN Network

Anthem Network

Out-of-Network

80%

80%

80%

80%

70%

50%

Important:
•

•
•
•
•
•
•
•
•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce
but will not reduce the Out-of-Network Deductible.
The Christ Hospital Healt h Netw or k (TCHHN Network) and Network Out-of-Pocket Maximums
will cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital
Health Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN Network) benefit level.
Non-covered charges do not apply toward the Deductible or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
TCH PCP NETWORK BASIC HDHP

Generic Drugs

Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
Preferred Brand Name
25% Coinsurance
25% Coinsurance
25% Coinsurance
Drugs
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
Non-Preferred Brand
50% Coinsurance
50% Coinsurance
50% Coinsurance
Name Drugs
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
Specialty Drugs
50% Coinsurance
50% Coinsurance
Not Available
(Dispensed at specialty
$100 minimum Copayment
$200 minimum Copayment
pharmacies)
$225 maximum Copayment
$450 maximum Copayment
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30-day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum does
not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the drug
will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network Copayment
has been applied.
*The medical plan Calendar Year The Christ Hospital Health Network (TCHHN Network) (Tier 1) Deductible must be met
first, for all levels, before this plan pays any benefit. After the Deductible is met, all Copayments will be applied toward
The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan Calendar Year Out-of-Pocket (OOP)
Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA), will be covered by this plan at 100% when
received from a Network Pharmacy with a valid written Prescription.
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SECTION VI: SCHEDULE OF BENEFITS
STANDARD HDHP
Employees may receive the highest level of benefit when services are available and performed at The Christ
Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits
Calendar Year Deductible
Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-insurance and
Rx OOP) (No individual to exceed $8,150 Network
OOP)

Common Medical Event
Physician Services
Office Visit – Primary Care
(Includes office charge only)

Office Visit – Pediatrician

(Includes office charge only)

Office Visit – Specialist

(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine – Pediatrician
(Includes office charge only)

Telemedicine – Specialist
(Includes office charge only)

Retail Clinic and Convenient Care Clinic
Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
Freestanding, Facility or Physician Office)
Surgery (Inpatient, Outpatient or Office)

Preventive Care / Wellness Services
Physical Examination
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+: 1 screening every 2 years; no age
restriction if at risk)
Breast Feeding Counseling & Supplies (One
rental or purchase of a breast pump per
pregnancy)

TCHHN Network

Anthem Network

Out-of-Network

Employee: $2,000
Employee + 1: $4,000
Family: $4,000

Employee: $4,000
Employee + 1: $8,000
Family: $8,000

Employee: $4,000
Employee + 1: $8,000
Family: $8,000

80%

70%

50%

Employee: $3,500
Employee + 1: $7,000
Family: $10,500

Employee: $5,325
Employee + 1: $10,650
Family: $12,900

Employee: $5,325
Employee + 1: $10,650
Family: $12,900

TCHHN Network

Anthem Network

Out-of-Network

80%

65%

50%

80%

80%

50%

80%

70%

50%

80%

65%

50%

80%

80%

50%

80%

70%

50%

Not Applicable

75%

50%

80%

70%

50%

80%
80%
80%
80%

70%
70%
70%
70%

50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

Preventive Counseling for Alcohol / Tobacco
Use
Preventive / Routine Screening Services

(Based on recommended frequency, age &
gender)
Recommended Immunizations (Age Schedule
by CDC/ACIP, exception: Shingles covered at age
50)

Recommended Well Baby / Well Child Care
Recommended Routine Screening
Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing - annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) - 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges

Screening Hearing Exam (1 per year)
Mammography Screening or Diagnostic
(Includes 3D mammography)

Routine Eye Exam and Refraction (1 per year)
(Includes Diabetic Eye Exam)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Anthem Network
100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Out-of-Network
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Outpatient Ambulatory Surgery Center
Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

80%
80%
80%
80%
80%

70%
70%
70%
70%
70%

50%
50%
50%
50%
50%

Emergency Department Facility

80%

Emergency Department Physician

80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network

Facility Services

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours - Inpatient
Private Room and Board paid at hospital's
average semi-private room rate)

Birthing Center
Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and Sub
acute Facility semi-private room rate - 180 days
maximum per Calendar Year when immediately
following a hospital stay)
Newborn Stay (including ancillary charges)

Emergency Services

Emergency Department Non-Emergency
Emergency Air & Ground Ambulance
Transport

Not Covered
80%
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Common Medical Event
Emergency Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

Not Covered
80%

Not Covered
70%

Not Covered
50%

Inpatient Behavioral Health
Outpatient Behavioral Health (Including
Partial Stay)
Behavioral Health (Counseling/Therapy)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)
Chemotherapy
Chiropractic – includes office visit,
manipulation, therapy, radiology, and
laboratory (20 visits combined In and Out-of-

60%
80%
80%

60%
70%
70%

Not Covered
50%
50%

80%

70%

50%

Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and Treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits
Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and Out-

80%

70%

50%

80%
None
100%
$10,000 per transplant

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

70%

50%

80%

70%

50%

70%

70%

70%

80%

70%

50%

Ambulette Transport
Urgent Care

Behavioral Health Services (Mental Health Disorders & Substance Abuse)

Other Services

Network maximum per Calendar Year)

(Including Orthotics and Prosthetics)
1 wheelchair every 3 years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3 years
Compression stockings – 4 stockings per year
Prosthesis – $1,500 per device

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

($2,500 annual treatment limit, excluding
Prescription drugs)

of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
Temporomandibular Joint Dysfunction (TMJ)
Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction (TMJ)
Surgical Services
Wig (1 for hair loss from chemotherapy or
radiation therapy up to $400 lifetime )

All Other Covered Benefits

Important:
•

•
•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
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•
•
•
•
•

•

The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce
but will not reduce the Out-of-Network Deductible.
The Christ Hospital Health Network (TCHHN Network) and Network Out-of-Pocket Maximums will
cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital Health
Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN Network) benefit level.
Non-covered charges do not apply toward the Deductible or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
STANDARD HDHP

Generic Drugs

Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
Preferred Brand Name
25% Coinsurance
25% Coinsurance
25% Coinsurance
Drugs
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
Non-Preferred Brand
50% Coinsurance
50% Coinsurance
50% Coinsurance
Name Drugs
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
Specialty Drugs
50% Coinsurance
50% Coinsurance
Not Available
(Dispensed at specialty
$100 minimum Copayment
$200 minimum Copayment
pharmacies)
$225 maximum Copayment
$450 maximum Copayment
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30-day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum does
not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the drug
will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network Copayment
has been applied.
*The medical plan Calendar Year The Christ Hospital Health Network (TCHHN Network) (Tier 1) Deductible must be met
first, for all levels, before this plan pays any benefit. After the Deductible is met, all Copayments will be applied toward
The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan Calendar Year Out-of-Pocket (OOP)
Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA), will be covered by this plan at 100% when
received from a Network Pharmacy with a valid written Prescription.
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SECTION VII: SCHEDULE OF BENEFITS
TCH PCP NETWORK STANDARD HDHP
Employees may receive the highest level of benefit when services are available and performed at The Christ
Hospital Health Network (TCHHN). Members should contact Contigo to verify provider status.
Plan Limits
Calendar Year Deductible
Coinsurance (Plan pays after Deductible is met,
unless otherwise specified)

Calendar Year Out-of-Pocket (OOP)
Maximum (Includes Deductible, co-insurance and
Rx OOP) (No individual to exceed $8,150 Network
OOP)

Common Medical Event
Physician Services
Office Visit - Primary Care
(Includes office charge only)

Office Visit - Pediatrician

(Includes office charge only)

Office Visit – Specialist

(Includes office charge only)

Telemedicine – Primary Care
(Includes office charge only)

Telemedicine – Pediatrician
(Includes office charge only)

Telemedicine – Specialist
(Includes office charge only)

Retail Clinic and Convenient Care Clinic
Additional Services Performed During Office
Visit
Allergy Treatment, Injections, and Extracts
Physician Inpatient Services
Physician Outpatient Services
Anesthesiologist
Diagnostic Testing
(Stress test, sleep study, EKG, etc.)

Laboratory and Pathology

(Freestanding, Facility or Physician Office)
Radiology (X-rays, MRI, CT Scan, etc. –
Freestanding, Facility or Physician Office)
Surgery (Inpatient, Outpatient or Office)

Preventive Care / Wellness Services
Physical Examination
Well Child (Pediatrician)
Well Woman Examination
PAP Screening or Diagnostic
PSA Screening or Diagnostic
Bone Density Screening

(Ages 60+: 1 screening every 2 years; no age
restriction if at risk)
Breast Feeding Counseling & Supplies (One
rental or purchase of a breast pump per
pregnancy)

TCHHN Network

Anthem Network

Out-of-Network

Employee: $2,000
Employee + 1: $4,000
Family: $4,000

Employee: $4,000
Employee + 1: $8,000
Family: $8,000

Employee: $4,000
Employee + 1: $8,000
Family: $8,000

80%

70%

50%

Employee: $3,500
Employee + 1: $7,000
Family: $10,500

Employee: $5,325
Employee + 1: $10,650
Family: $12,900

Employee: $5,325
Employee + 1: $10,650
Family: $12,900

TCHHN Network

Anthem Network

Out-of-Network

80%

Not Covered

Not Covered

80%

80%

Not Covered

80%

70%

50%

80%

Not Covered

Not Covered

80%

80%

Not Covered

80%

70%

50%

Not Applicable

75%

50%

80%

70%

50%

80%
80%
80%
80%

70%
70%
70%
70%

50%
50%
50%
50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

80%

70%

50%

Not Covered

Not Covered

100%

(Deductible waived)

100%

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)
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100%
100%
100%
100%

(Deductible waived)

100%

(Deductible waived)

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Common Medical Event
TCHHN Network
Preventive Care / Wellness Services (continued)
Contraceptive Counseling & Supplies for
Women (including contraceptive devices and
sterilization)

100%

(Deductible waived)

Anthem Network
100%

(Deductible waived)

Preventive Counseling for Alcohol / Tobacco
100%
Not Covered
(Deductible waived)
Use
Preventive / Routine Screening Services (Based on recommended frequency, age & gender)
BRCA Counseling
Dietary Counseling (Nutritional counseling for
adults that are overweight and obese with
cardiovascular disease risk factors or obese children
and adults, ages 6+)
Preventive / Routine Screening and
counseling Services: High Blood
Pressure Screening, STI Counseling,
Depression Screening, and
Development/Autism Screening
Preventive Radiology: Lung Cancer
Screening, Abdominal Aortic
Aneurysm
Recommended Immunizations (Age Schedule

by CDC/ACIP, exception: Shingles covered at age
50)

Recommended Well Baby Care
Recommended Routine Screening
Laboratory Testing
Screening for Colorectal Cancer:

Colonoscopy (no age limit and regardless of
diagnosis);
Sigmoidoscopy (no age limit and regardless of
diagnosis);
Proctosigmoidoscopy (no age limit and
regardless of diagnosis);
Fecal Occult blood testing - annually;
Colon DNA stool testing (age 45+) (aka
Cologuard) - 1 every 3 years;
Colonoscopy includes related surgeon, facility,
anesthesia, pathology, and related office visit
charges

Screening Hearing Exam (1 per year)
Mammography Screening or Diagnostic
(Includes 3D mammography)

Routine Eye Exam and Refraction (1 per year)
(Includes Diabetic Eye Exam)

Out-of-Network
Not Covered
Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%
(Deductible waived)

Not Covered

Not Covered

100%
(Deductible waived)

100%
(Deductible waived)

Not Covered

100%

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

(Deductible waived)

(Deductible waived)

(Deductible waived)

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

100%

100%

(Deductible waived)

100%

(Deductible waived)

100%

(Deductible waived)

100%

Not Covered
Not Covered
Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

(Deductible waived)

(Deductible waived)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Facility Services

Inpatient Semi-Private Room & Board

(Includes ICU, ancillary charges and ER
observations exceeding 48 hours - Inpatient
Private Room and Board paid at hospital's
average semi-private room rate)

Birthing Center
Extended Care Facility Benefits

(Includes Skilled Nursing, Convalescent and Sub
acute Facility semi-private room rate - 180 days
maximum per Calendar Year when immediately
following a hospital stay)
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Common Medical Event
Facility Services (continued)

TCHHN Network

Anthem Network

Out-of-Network

Newborn Stay (including ancillary charges)
Outpatient Ambulatory Surgery Center
Outpatient Diagnostic Testing & Procedures
Outpatient Hospital Surgery
Outpatient Laboratory & Pathology

80%
80%
80%
80%
80%

70%
70%
70%
70%
70%

50%
50%
50%
50%
50%

Emergency Department Facility

80%

Emergency Department Physician

80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered
50%

Emergency Services

Emergency Department Non-Emergency
Emergency Air & Ground Ambulance
Transport
Ambulette Transport
Urgent Care

Not Covered
Not Covered
80%

Same benefit as
TCHHN Network
Same benefit as
TCHHN Network
Not Covered
Same benefit as
TCHHN Network
Not Covered
70%

Inpatient Behavioral Health
Outpatient Behavioral Health (Including
Partial Stay)
Behavioral Health (Counseling/Therapy)

80%

70%

50%

80%

70%

50%

80%

70%

50%

Bariatric Surgery (1 per person per lifetime)
Cardiac Rehabilitation (Phase II)
Chemotherapy
Chiropractic – includes office visit,
manipulation, therapy, radiology, and
laboratory (20 visits combined In and Out-of-

60%
80%
80%

60%
70%
70%

Not Covered
50%
50%

80%

70%

50%

Dental Injury / Oral Surgeries
Dialysis
Durable Medical Equipment

80%
80%

70%
70%

50%
50%

80%

70%

50%

100%

100%

Not Covered

Home Health Care
Hospice Services
Infertility Counseling and Treatment

80%
80%

70%
70%

50%
50%

80%

70%

50%

Medical/Surgical Supplies
Organ Transplants
Medical Services
Medical Services Limits
Lodging and Transportation
Lodging and Transportation Limits
Physical, Occupational, Cognitive and
Speech Therapy (30 visits combined In and Out-

80%

70%

50%

80%
None
100%
$10,000 per transplant

70%
None
100%
$10,000 per transplant

50%
$35,000 per transplant
Not Covered
N/A

80%

70%

50%

80%
80%

70%
70%

50%
50%

80%

Behavioral Health Services (Mental Health Disorders & Substance Abuse)

Other Services

Network maximum per Calendar Year)

(Including Orthotics and Prosthetics)
1 wheelchair every 3 years
1 motorized wheelchair per lifetime
Custom foot orthotics – 1 per foot every 3 years
Compression stockings – 4 stockings per year
Prosthesis – $1,500 per device

Eyeglasses/Contacts after Cataract Surgery
(initial pair only)

($2,500 annual treatment limit, excluding
Prescription drugs)

of-Network maximum per Calendar Year)
Private Duty Nursing (Inpatient Only)

Radiation Therapy
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Common Medical Event
Other Services (continued)

Temporomandibular Joint Dysfunction (TMJ)
Initial Office Visit (limit 1 per year)
Temporomandibular Joint Dysfunction (TMJ)
Surgical Services
Wig (1 for hair loss from chemotherapy or
radiation therapy up to $400 lifetime )

All Other Covered Benefits

TCHHN Network

Anthem Network

Out-of-Network

80%

70%

50%

80%

70%

50%

70%

70%

70%

80%

70%

50%

Important:
•

•
•
•
•
•
•
•

•

The benefits outlined in this Schedule of Benefits are subject to all Plan Provisions, including Medical
Necessity and the Exclusions and Limitations. Refer to the specific section in the Summary Plan
Description for benefit details.
Certain medical services require precertification (see Section X “Managed Care Program”).
Benefits are based on the Maximum Allowable Amount.
The Christ Hospital Health Network (TCHHN Network) and Network Deductibles will cross reduce
but will not reduce the Out- of-Network Deductible.
The Christ Hospital Health Network (TCHHN Network) and Network Out-of-Pocket Maximums will
cross reduce but will not reduce the Out-of-Network Out-of-Pocket Maximum.
Covered Out-of-Pocket Prescription Drug expenses accumulate toward The Christ Hospital Health
Network (TCHHN Network) and Anthem Medical Deductible or Out-of-Pocket Maximums.
Non-specialty pediatricians in the Anthem network will be reimbursed at The Christ Hospital Health
Network (TCHHN Network) benefit level.
Non-covered charges do not apply toward the Deductible or Out-of-Pocket Maximum.
All claims must be submitted within twelve (12) months from the date of service.
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PRESCRIPTON DRUG BENEFIT
TCH PCP NETWORK STANDARD HDHP

Generic Drugs

Retail
(30 day supply) *

Retail
(90 day supply) *

Mail Order
(90 day supply) *

25% Coinsurance
25% Coinsurance
25% Coinsurance
$10 minimum Copayment
$30 minimum Copayment
$21 minimum Copayment
$40 maximum Copayment
$120 maximum Copayment
$105 maximum Copayment
Preferred Brand Name
25% Coinsurance
25% Coinsurance
25% Coinsurance
Drugs
$35 minimum Copayment
$105 minimum Copayment
$60 minimum Copayment
$75 maximum Copayment
$225 maximum Copayment
$205 maximum Copayment
Non-Preferred Brand
50% Coinsurance
50% Coinsurance
50% Coinsurance
Name Drugs
$55 minimum Copayment
$165 minimum Copayment
$150 minimum Copayment
$100 maximum Copayment
$300 maximum Copayment
$300 maximum Copayment
Specialty Drugs
50% Coinsurance
50% Coinsurance
Not Available
(Dispensed at specialty
$100 minimum Copayment
$200 minimum Copayment
pharmacies)
$225 maximum Copayment
$450 maximum Copayment
Note: Insulin prescriptions filled at the Apothecary are subject to a $10 Copayment for a 30-day supply.
Limitations: Infertility medications have a separate $2,500 annual maximum paid by plan, per individual. This maximum does
not apply toward the medical plan Out-of-Pocket Maximum.
Generic Requirement: If a Covered Person purchases a Brand Name medication, and an equivalent Generic medication is
available, the Covered Person must pay the difference between the Brand Name medication and the Generic medication plus
any applicable Brand Name medication Copayment. If a Physician indicates on the Prescription “dispense as written”, the drug
will be dispensed as such, and the Covered Person will only be responsible for the Brand Name medication Copayment.
Out-of-Network Prescription Drugs: If a Covered Person uses an out-of-network pharmacy, the Covered Person will be
required to pay the full price of the drug and submit a claim for reimbursement. Claims must be submitted to the Pharmacy
Benefit Manager for reimbursement and reimbursement will be at 50% of the default rate after the applicable Network Copayment
has been applied.
*The medical plan Calendar Year The Christ Hospital Health Network (TCHHN Network) (Tier 1) Deductible must be met
first, for all levels, before this plan pays any benefit. After the Deductible is met, all Copayments will be applied toward
The Christ Hospital Health Network (TCHHN Network) (Tier 1) medical plan Calendar Year Out-of-Pocket (OOP)
Maximum. Preventive drugs, as defined under the Affordable Care Act (ACA), will be covered by this plan at 100% when
received from a Network Pharmacy with a valid written Prescription.
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SECTION VIII: ELIGIBILITY AND COVERAGE
ENROLLMENT PROCEDURES
The Employee is responsible for enrolling in the manner and form prescribed by The Christ Hospital
Health Network. The Plan’s eligibility and enrollment procedures include administrative safeguards
and processes designed to ensure and verify that eligibility and enrollment determinations are made
in accordance with the Plan. The Plan may request documentation from the Employee or their
Dependents in order to make these determinations. The coverage choices that will be offered will be
the same choices offered to other similarly situated Employees.
EMPLOYEE ELIGIBILITY REQUIREMENTS
Employees are eligible for coverage if the following conditions are met:
•
•
•

Full-time (.75 FTE to 1.0 FTE) and part-time (.5 FTE to .7499 FTE) eligibility requirements set by
the Employer. Full-time status will be determined met pursuant to the applicable Affordable Care
Act rules and regulations; or
The Employee is a Supplemental Staffing Pool (SSP) Employee working 12 hours per week; and
The Employee is in Active Status.

An Employee’s eligibility date is determined by the Employer.
The Plan Administrator may, in its discretion, limit the medical plan options available to Employees who
have an Outstanding Financial Obligation. For example, the Plan Administrator may provide that
Employees who have an Outstanding Financial Obligation at the time they request enrollment are
eligible for only the Core PPO Plan or TCH PCP Network Core PPO plan and are not eligible to
participate in the Basic HDHP, TCH PCP Network Basic HDHP, Standard HDHP, or TCH PCP Network
Standard HDHP. If the Plan Administrator decided to apply this type of limitation, the Plan Administrator
will communicate the limitation to all eligible Employees before the limitation takes effect. Employees
can determine whether this type of limitation is in effect by contacting the Plan Administrator.
EMPLOYEE EFFECTIVE DATE
Employees may elect coverage under this Plan and will be considered a Timely Applicant provided
completed enrollment is received within 30 days from the date of eligibility.
Coverage under this Plan will be effective as determined by the Employer, unless otherwise specified
in this section Special Enrollment section.
If the Employee is not in Active Status on the effective date of coverage, coverage will be effective
the day the Employee returns to Active Status.
DEPENDENT ELIGIBILITY REQUIREMENTS
Note: The Christ Hospital (TCH) employees must file taxes under one of the following three
categories to be defined as currently married: (1) Head of Household, (2) Married Filing Jointly or (3)
Married Filing Separately. The spouse will not be covered by the Plan if current documentation
depicting tax filing category is not provided to TCHHN Benefits Department. Spouses/Domestic
Partners who have medical insurance benefits available to them, through their place of
employment, are not considered an eligible dependent under this plan.

33

Eligible Dependents include:
1. The Employee’s legally recognized spouse. A spouse means:
•
•
•

The person recognized as the Employee's husband or wife under the laws of the state where
the Employee lives. The Plan Administrator may require documentation proving a legal marital
relationship such as current year tax returns and marriage license;
A person of the opposite gender as the Employee and is legally married to the Employee; and
Same gender spouses can be recognized as legal spouse in states that allow same sex
marriage.

2. The Employee’s domestic partner. A domestic partner means:
•
•

Partners who are not legally married or legally separated from anyone else in the last 12 months;
Same gender spouses can be recognized as legal spouse in states that all same sex marriage.

3. Any of the following children until the limiting age:
•
•
•
•
•
•

A biological child;
Step-child;
Legally adopted child or child placed with the Employee or spouse for adoption;
Child for which the Employee or spouse has Legal Guardianship;
Child in Employee’s or spouse’s legal custody;
Covered Employee's child who is entitled to coverage under the provisions of this Plan because
of a medical child support order.

Children of a domestic partner are not eligible as dependents.
The limiting age for each Dependent child is the end of the month he or she attains the age of 26
years. A child is covered to the limiting age regardless if the child is:
•
•
•
•
•
•

Married;
A tax dependent;
A student;
Employed;
Residing with or receives financial support from the Employee, or
Eligible for other coverage through employment.

The Employee must furnish satisfactory proof, upon request, to the Plan Administrator that the above
conditions continuously exist. If satisfactory proof is not submitted to the Plan Administrator, the
child's coverage will not continue beyond the last date of eligibility.
A covered Dependent child who attains the limiting age while covered under this Plan will remain
eligible for benefits if all of the following exist at the same time:
•
•
•
•
•

Permanently mentally disabled or permanently physically disabled, the Dependent needs to be
disabled prior to age 26;
Incapable of self-sustaining employment;
The child meets all of the qualifications of a Dependent as determined by the United States
Internal Revenue Service;
Declared on and legally qualify as a Dependent on the Employee's federal personal income tax
return filed for each year of coverage; and
Unmarried.
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Each Dependent is eligible for coverage on:
1. The date the Employee is eligible for coverage, if he or she has Dependents who may be covered
on that date; or
2. The date of the Employee's marriage for any Dependent acquired on that date; or
3. The date of birth of the Employee's natural-born child; or
4. The date a child is Placed for Adoption under the Employee's Legal Guardianship, or the date which
the Employee incurs a legal obligation for total or partial support in anticipation of adoption; or
5. The date a covered Employee's child is determined to be eligible as an alternate recipient under the
terms of a medical child support order.
DEPENDENT EFFECTIVE DATE
In order to be considered a Timely Applicant, a completed enrollment form must be received within 30
days of the date of eligibility. Late enrollment will result in denial of Dependent coverage.
NEWBORN REQUIREMENTS
To be considered “Timely Enrolled”, a newborn must be added to the Plan within 30 days following the
date of birth.
If an eligible Employee Timely Enrolls their newborn, coverage will be effective as of the date of birth.
Covered Charges will be paid under the newborn’ Plan of benefit. The Plan’s Coordination of Benefit
provisions will apply if the newborn also has coverage under another plan.
If an eligible Employee chooses NOT to enroll their newborn, or fails to Timely Enroll their newborn, and
the Claims Administrator receives a claim on the newborn, a Coordination of Benefits letter will be sent
out for the Employee to complete. The following will apply:
•
•
•

If no other coverage for the newborn is identified, claims will be paid for the first 30 days under
the mother/parent’s Plan beginning from the newborn’s date of birth. Claims incurred after 30
days following the date of birth will not be covered.
If other coverage for the newborn is identified, there will be no coverage under this Plan.*
If the Coordination of Benefits letter is not returned, there will be no coverage under this Plan.*

If the Employee does not Timely Enroll their newborn and wishes to obtain coverage for the newborn in
the future, the Employee will have the opportunity to enroll the newborn in the Plan during the next Open
Enrollment period.
*These provisions will override the normal Coordination of Benefits provisions of this Plan.
NON-DUPLICATION OF COVERAGE
If an Employee is enrolled in a The Christ Hospital (TCH) medical plan, they cannot also be a Dependent
on another family member’s TCHHN medical plan. If both parents of a Dependent child are Employees,
the child(ren) may be covered as a Dependent under one of the parents, but not both.
MEDICAL CHILD SUPPORT ORDERS
An individual who is a child of a covered Employee shall be enrolled for coverage under this Plan in
accordance with the direction of a Qualified Medical Child Support Order (QMCSO) or a National
Medical Support Notice (NMSN).
A QMCSO is a state court order or judgment, including approval of a settlement agreement that: (a)
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provides for support of a covered Employee’s child; (b) provides for health care coverage for that child;
(c) is made under state domestic relations law (including a community property law); (d) relates to
benefits under this Plan; and (e) is “qualified” in that it meets the technical requirements of ERISA or
applicable state law. QMCSO also means a state court order or judgment that enforces a state Medicaid
law regarding medical child support required by Social Security Act §1908 (as added by Omnibus
Budget Reconciliation Act of 1993).
An NMSN is a notice issued by an appropriate agency of a state or local government that is similar to
a QMCSO that requires coverage under this Plan for the Dependent child of a non-custodial parent who
is (or will become) a Covered Person by a domestic relations order that provides for health care
coverage.
Procedures for determining the qualified status of medical child support orders are available at no cost
upon request from the Plan Administrator.
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ANNUAL ENROLLMENT PROVISION
Once annually, eligible Employees will have a choice of enrolling themselves and their eligible
Dependents in this Plan. Employees will be notified in advance when the Annual Enrollment Period is
to begin and how long it will last. If an eligible Employee declines coverage for him or herself and his or
her Dependents at the time of initial eligibility, the Employee will be able to enroll themselves and/or
eligible Dependents during the Annual Enrollment Period. During the Annual Enrollment Period,
Employees that are already enrolled will also have the option to make a change to their current coverage
for themselves and/or their covered Dependent. During the Annual Enrollment Period, an eligible
Employee may choose to enroll or continue coverage in any medical plan option in which he or she is
eligible to participate. See the “Eligibility and Coverage” section above for information about eligibility
for various medical plan options.
SPECIAL PROVISIONS FOR NOT BEING IN ACTIVE STATUS
If an employee loses active status, coverage will remain in force for a period of time as determined by
The Christ Hospital Health Network or until the Plan is terminated.
REINSTATEMENT OF COVERAGE FOLLOWING INACTIVE STATUS
If an Employee’s coverage under this Plan was terminated after a period of layoff, Total Disability,
approved medical leave of absence, approved non-medical leave of absence, approved military leave
of absence (other than USERRA) and he or she is now returning to work, coverage is effective as
determined by the Employer.
If an Employee’s coverage under the Plan was terminated due to a period of service in the uniformed
services covered under the Uniformed Services Employment and Reemployment Rights Act of 1994,
coverage is effective immediately on the day the Employee returns to work.
FAMILY AND MEDICAL LEAVE ACT (FMLA)
If an Employee is granted a leave of absence (Leave) by the Employer as required by the Federal
Family and Medical Leave Act (FMLA), he or she may continue to be covered under this Plan for the
duration of the Leave under the same conditions as other Employees who are in Active Status and
covered by this Plan. If the Employee chooses to terminate coverage during the Leave, or if coverage
terminates as a result of nonpayment of any required contribution, coverage may be reinstated on the
date the Employee returns to Active Status immediately following the end of the Leave. Charges
incurred after the date of reinstatement will be paid as if the Employee had been continuously covered.
EXTENDED BENEFITS
If, on the date the Employee’s coverage terminates under this Plan, the Employee or any covered
Dependents are totally disabled as a result of a covered Injury or Sickness, this Plan will continue to
provide medical benefits until the end of twelve consecutive months immediately following the date of
the Employee’s termination of coverage. This period of time is measured from the date coverage is
terminated under this Plan, to the same calendar day of the next succeeding months.
The extended benefits provision applies only to Covered Benefits for the disabling condition which
existed on the date the Employee’s coverage terminated. This Plan must remain in effect for coverage
to be effective.

37

SPECIAL ENROLLMENT
If an Employee previously declined coverage under this Plan for his or herself or any eligible
Dependents, due to the existence of other health coverage (including COBRA), and that coverage is
now lost, this Plan permits the Employee, his or her Dependent spouse, and any eligible Dependents
to be enrolled for medical benefits under this Plan due to any of the following qualifying events:
1. Loss of eligibility for the coverage due to any of the following:
•
•
•
•
•
•
•
•

Legal separation;
Divorce
Cessation of Dependent status (such as attaining the limiting age);
Death;
Termination of employment;
Reduction in the number of hours of employment;
Plan no longer offering benefits to a class of similarly situated individuals, which includes the
Employee;
Any loss of eligibility after a period that is measured by reference to any of the foregoing.

However, loss of eligibility does not include a loss due to failure of the individual or the participant
to pay premiums on a timely basis or termination of coverage for cause (such as making a fraudulent
claim or an intentional misrepresentation of a material fact in connection with the plan).
2. Employer contributions towards the other coverage have been terminated. Employer contributions
include contributions by any current or former employer (of the individual or another person) that
was contributing to coverage for the individual.
3. COBRA coverage under the other plan has since been exhausted.
The previously listed qualifying events apply only if the Employee stated in writing at the previous
enrollment the other health coverage was the reason for declining enrollment, but only if the Employer
requires a written waiver of coverage which includes a warning of the penalties imposed on late
enrollees.
If the Employee is a covered Employee or an otherwise eligible Employee, who either did not enroll or
did not enroll Dependents when eligible, he or she will now have the opportunity to enroll themselves
and/or any previously eligible Dependents or any newly acquired Dependents when due to any of the
following changes:
1.
2.
3.
4.

Marriage;
Birth;
Adoption or Placement for Adoption;
There is a judgment, decree or court order for the Employee to provide coverage for a Dependent
(e.g. an Employee gains Legal Guardianship of a child);
5. A Dependent is eligible due to being disabled prior to reaching the limiting age;
6. Loss of eligibility due to termination of Medicaid or State Children’s Health Insurance Program
(SCHIP) coverage; or
7. Eligibility for premium assistance subsidy under Medicaid or SCHIP.
The Employee may elect coverage under this Plan and will be considered a Timely Applicant provided
completed enrollment is received within 30 days from the qualifying event or 60 days from such event
as identified in #6 and #7 above. The Employee MUST provide proof that the qualifying event has
occurred due to one of the reasons listed before coverage under this Plan will be effective.
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Coverage under this Plan will be effective as determined by the Employer, unless otherwise specified
in this section.
1. In the case of a Dependent's birth, enrollment is effective on the date of such birth.
2. In the case of a Dependent's adoption or Placement for Adoption, enrollment is effective on the date
of such adoption or Placement for Adoption.
Enrollment requests received after the Timely Applicant deadline will be considered late and will not be
eligible for coverage under this Plan.
An Employee who experiences one of the Special Enrollment events and timely requests enrollment as
described above may enroll in any medical plan option in which he or she is eligible to participate. See
the “Eligibility and Coverage” section above for information about eligibility for the various medical plan
options.
Contact the Plan Administrator for additional information regarding Special Enrollment provisions.
Special Note Regarding COVID-19: Recent government guidance issued in response to the COVID-19
National Emergency requires the Plan to disregard the Outbreak Period when determining certain Plan
deadlines. This means that deadlines related to HIPAA Special Enrollment events will be tolled until the
end of the Outbreak Period. The Plan will disregard the Outbreak Period for purposes of calculating the
30 or 60-day HIPAA special enrollment period.
This guidance impacts applicable deadlines and timeframes that begin during the Outbreak Period as
well as those that began prior to the Outbreak Period but that had not yet lapsed. The Outbreak Period
is defined as the period from March 1, 2020, through 60 days after the announced end of the COVID-19
“National Emergency” (or such other time as the government agencies may announce in the future).
TERMINATION OF EMPLOYEE COVERAGE
The Employee’s coverage under this Plan will end on the earliest of:
1. The date this Plan terminates.
2. The end of the period for which any required contribution was due and not paid.
3. The end of the calendar month in which the Employee enters full-time military, naval or air service,
except coverage may continue during an approved military leave of absence as indicated in the
Special Provisions for Not Being in Active Status provision.
4. The end of the calendar month in which the Employee fails to be eligible for coverage.
5. The end of the calendar month in which the Employee terminates employment.
6. The end of the calendar month in which an Employee retires.
7. The date prior to an approved qualifying termination event in which an Employee requests a
termination of coverage for him or herself and/or his or her covered Dependents. This request must
be in accordance with IRS Section 125 Change in Status rules. If the approved qualifying termination
event is other coverage, documentation must be provided showing proof of new coverage.
8. For any benefit, the date the benefit is removed from this Plan.
9. The date the Employee submits a false claim or is involved in any other form of fraudulent act related
to this Plan or any other group plan.
For information about continuing coverage, see the COBRA Continuation of Coverage section in this
document.
TERMINATION OF DEPENDENT COVERAGE
Coverage for a Dependent will end on the earliest of the following:
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1.
2.
3.
4.
5.
6.
7.
8.
9.

The date this Plan terminates.
The date the Employee’s coverage terminates.
The end of the period for which any required contribution was due and not paid.
The end of the calendar month in which a Dependent spouse or Domestic Partner enters full-time
military, naval or air service, except coverage may continue during an approved military leave of
absence as indicated in the Special Provisions for Not Being in Active Status provision.
For any benefit, the date the benefit is removed from this Plan;
The date in which a Dependent spouse or domestic partner no longer meets the definition of
Dependent.
The last day of the month in which a Dependent child reaches the limiting age.
The date in which a Dependent child no longer meets the definition of Dependent, excluding
reaching the limiting age.
The date the Employee or their Dependent submits a false claim or is involved in any other form of
fraudulent act related to this Plan or any other group plan.

For information about continuing coverage, see the COBRA Continuation of Coverage section in this
document.
The Employee is responsible for notifying the Plan Administrator if any of their covered Dependent(s)
no longer meet the eligibility requirements under this Plan.
RESCISSION OF COVERAGE
This Plan will rescind coverage only due to fraud or an intentional misrepresentation of a material fact.
Rescission is a cancellation or discontinuance of coverage that has a retroactive effect. A cancellation
or discontinuance is not a rescission if the cancellation or discontinuance of coverage has only a
prospective effect, or the cancellation or discontinuance of coverage is effective retroactively, to the
extent it is attributable to a failure to timely pay premium or costs of coverage.
NOTICE OF COBRA CONTINUATION OF COVERAGE RIGHTS & RESPONSIBILITIES
Important: Read this entire provision to understand a Covered Person’s COBRA rights and obligations.
The following is a summary of the federal continuation requirements under the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). This summary generally explains COBRA Continuation
Coverage, when it may become available to a Covered Person, and what they need to do to protect the
right to receive it. This summary provides a general notice of a Covered Person’s rights under COBRA
but is not intended to satisfy all of the requirements of federal law. The Employer or the COBRA
Administrator will provide additional information to the Covered Person as required.
The COBRA Administrator for this Plan is:
Chard Snyder
6867 Cintas Boulevard
Mason, Ohio 45040
888-993-4646
INTRODUCTION
Federal law gives certain persons, known as Qualified Beneficiaries, the right to continue their health
care benefits beyond the date that they might otherwise terminate. The Qualified Beneficiary must pay
the entire cost of the COBRA Continuation Coverage, plus an administrative fee which in total cannot
exceed 102% of the monthly health plan premium. In general, a Qualified Beneficiary has the same
rights and obligations under the Plan as an active participant.
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A Qualified Beneficiary may elect to continue coverage under this Plan if such person’s coverage would
terminate because of a life event known as a Qualifying Event, outlined below. When a Qualifying Event
causes (or will cause) a Loss of Coverage, then the Plan must offer COBRA Continuation Coverage.
Loss of Coverage means more than losing coverage entirely. It means that a person ceases to be
covered under the same terms and conditions that are in effect immediately before the Qualifying Event.
In short, a Qualifying Event plus a Loss of Coverage allows a Qualified Beneficiary the right to elect
coverage under COBRA.
Generally, the Employee, their covered spouse, and their Dependent Children may be Qualified
Beneficiaries and eligible to elect COBRA Continuation Coverage even if the person is already covered
under another Employer-sponsored group health plan or is enrolled in Medicare at the time of the
COBRA election.
COBRA CONTINUATION COVERAGE FOR QUALIFIED BENEFICIARIES
The length of COBRA Continuation Coverage that is offered varies based on who the Qualified
Beneficiary is and what Qualifying Event is experienced as outlined below.
An Employee will become a Qualified Beneficiary if coverage under the Plan is lost because either one
(1) of the following Qualifying Events happens:
Employee Qualifying Event

Length of Continuation

• The Employee’s employment ends for any reason other than up to eighteen (18) months
gross misconduct
• The Employee’s hours of employment are reduced

up to eighteen (18) months

(There are two (2) ways in which this eighteen (18) month period of COBRA Continuation Coverage can
be extended. See the section below entitled “The Right to Extend Coverage” for more information.)
The spouse of an Employee will become a Qualified Beneficiary if coverage is lost under the Plan
because any of the following Qualifying Events happen:
Spouse Qualifying Event

Length of Continuation

•

The Employee dies

up to thirty-six (36) months

•

The Employee’s hours of employment are reduced

up to eighteen (18) months

•

The Employee’s employment ends for any reason other than
gross misconduct

up to eighteen (18) months

•

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

up to eighteen (18) months

•

The spouse becomes divorced or legally separated from the
Employee

up to eighteen (18) months

The Dependent Children of an Employee become Qualified Beneficiaries if coverage is lost under the
Plan because any of the following Qualifying Events happen:
Dependent Children Qualifying Event
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Length of Continuation

up to thirty-six (36) months

•

The parent-Employee dies

•

The parent-Employee’s employment ends for any reason other up to eighteen (18) months
than his or her gross misconduct

•

The parent-Employee’s hours of employment are reduced

•

The parent-Employee becomes entitled to Medicare benefits up to thirty-six (36) months
(Part A, Part B, or both)
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up to eighteen (18) months

up to thirty-six (36) months

•

The parents become divorced or legally separated

•

The Child stops being eligible for coverage under the plan as a up to thirty-six (36) months
Dependent

Note: A spouse or Dependent Child newly acquired (newborn or adopted) during a period of
Continuation Coverage is eligible to be enrolled as a Dependent. The standard enrollment
provision of the Plan applies to enrollees during Continuation Coverage. A Dependent, other
than a newborn or newly adopted Child, acquired and enrolled after the original Qualifying Event
is not eligible as a Qualified Beneficiary if a subsequent Qualifying Event occurs.
COBRA NOTICE PROCEDURES
THE NOTICE(S) A COVERED PERSON MUST PROVIDE UNDER THIS SUMMARY PLAN
DESCRIPTION
To be eligible to receive COBRA Continuation Coverage, covered Employees and their Dependents
have certain obligations with respect to certain Qualifying Events (including divorce or legal separation
of the Employee and spouse or a Dependent Child’s loss of eligibility for coverage as a Dependent) to
provide written notices to the administrator. Follow the rules described in this procedure when providing
notice to the administrators, either the Employer or the COBRA Administrator.
A Qualified Beneficiary’s written notice must include all of the following information:
1.
2.
3.
4.

The Qualified Beneficiary’s name, their current address and complete phone number;
The group number, name of the Employer that the Employee was with;
Description of the Qualifying Event (i.e., the life event experienced); and
The date that the Qualifying Event occurred or will occur.

A form to notify the COBRA Administrator is available from the Human Resource Department upon
request.
Send all notices or other information required to be provided by this Summary Plan Description
in writing to:
Chard Snyder
6867 Cintas Boulevard
Mason, Ohio 45040
888-993-4646
For purposes of the deadlines described in this Summary Plan Description, the notice must be
postmarked by the deadline. In order to protect the Employee’s family’s rights, the Plan Administrator
should be informed of any changes in the addresses of family members. Keep a copy of any notices
sent to the Plan Administrator or COBRA Administrator.
COBRA NOTICE REQUIREMENTS AND ELECTION PROCESS
EMPLOYER OBLIGATION TO PROVIDE NOTICE OF THE QUALIFYING EVENT
The Employer will give notice to the COBRA Administrator when coverage terminates due to Qualifying
Events that are the Employee’s termination of employment or reduction in hours, death of the Employee,
or the Employee becoming entitled to Medicare benefits due to age or disability (Part A, Part B, or both).
The Employer will notify the COBRA Administrator within thirty (30) calendar days when these events
occur.
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EMPLOYEE OBLIGATION TO PROVIDE NOTICE OF THE QUALIFYING EVENT
The Covered Person must give notice to the Plan Administrator in the case of other Qualifying Events
that are divorce or legal separation of the Employee and a spouse, a Dependent Child ceasing to be
eligible for coverage under the Plan, or a second Qualifying Event. The covered Employee or Qualified
Beneficiary must provide written notice to the Plan Administrator in order to ensure rights to COBRA
Continuation Coverage. The Covered Person must provide this notice within the sixty (60) calendar day
period that begins on the latest of:
1. The date of the Qualifying Event;
2. The date on which there is a Loss of Coverage (or would lose coverage); or
3. The date on which the Qualified Beneficiary is informed of this notice requirement by receiving this
Summary Plan Description or the General COBRA Notice.
The Plan Administrator will notify the COBRA Administrator within thirty (30) calendar days from the
date that notice of the Qualifying Event has been provided.
The COBRA Administrator will, in turn, provide an election notice to each Qualified Beneficiary within
fourteen (14) calendar days of receiving notice of a Qualifying Event from the Employer, covered
Employee or the Qualified Beneficiary.
MAKING AN ELECTION TO CONTINUE GROUP HEALTH COVERAGE
Each Qualified Beneficiary has the independent right to elect COBRA Continuation Coverage. A
Qualified Beneficiary will receive a COBRA election form that must be completed to elect to continue
group health coverage under this Plan. A Qualified Beneficiary may elect COBRA coverage at any time
within the sixty (60) day election period. The election period ends sixty (60) calendar days after the later
of:
1. The date Plan coverage terminates due to a Qualifying Event; or
2. The date the Plan Administrator provides the Qualified Beneficiary with an election notice.
A Qualified Beneficiary must notify the COBRA Administrator of their election in writing to continue
group health coverage and must make the required payments when due in order to remain covered. If
the Qualified Beneficiary does not choose COBRA Continuation Coverage within the sixty (60) day
election period, group health coverage will end on the day of the Qualifying Event.
PAYMENT OF CLAIMS AND DATE COVERAGE BEGINS
No claims will be paid under this Plan for services the Qualified Beneficiary receives on or after the date
coverage is lost due to a Qualifying Event. If, however, the Qualified Beneficiary has not completed a
waiver and decides to elect COBRA Continuation Coverage within the sixty (60) day election period,
group health coverage will be reinstated back to the date coverage was lost, provided that the Qualified
Beneficiary makes the required payment when due. Any claims that were denied during the initial
COBRA election period will be reprocessed once the COBRA Administrator receives the completed
COBRA election form and required payment.
If a Qualified Beneficiary previously waived COBRA coverage but revokes that waiver within the sixty
(60) day election period, coverage will not be retroactive to the date of the Qualifying Event but instead
will be effective on the date the waiver is revoked.
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PAYMENT FOR CONTINUATION COVERAGE
Qualified Beneficiaries are required to pay the entire cost of Continuation Coverage, which includes
both the Employer and Employee contribution. This may also include a 2% additional fee to cover
administrative expenses (or in the case of the eleven (11) month extension due to disability, a 50%
additional fee). Fees are subject to change at least once a year.
If the Employer offers annual open enrollment opportunities for active Employees, each Qualified
Beneficiary will have the same options under COBRA (for example, the right to add or eliminate
coverage for Dependents). The cost of Continuation Coverage will be adjusted accordingly.
The initial payment is due no later than forty-five (45) calendar days after the Qualified Beneficiary
elects COBRA as evidenced by the postmark date on the envelope. This first payment must cover the
cost of Continuation Coverage from the time coverage under the Plan would have otherwise terminated,
up to the time the first payment is made. If the initial payment is not made within the forty-five (45) day
period, then coverage will remain terminated without the possibility of reinstatement. There is no grace
period for the initial payment.
The due date for subsequent payments is typically the first day of the month for any particular period
of coverage, however the Qualified Beneficiary will receive specific payment information including due
dates, when the Qualified Beneficiary becomes eligible for and elects COBRA Continuation Coverage.
If, for whatever reason, any Qualified Beneficiary receives any benefits under the Plan during a month
for which the payment was not made on time, then the Qualified Beneficiary will be required to reimburse
the Plan for the benefits received.
If the COBRA Administrator receives a check that is missing information or has discrepancies regarding
the information on the check (i.e., the numeric dollar amount does not match the written dollar amount),
the COBRA Administrator will provide a notice to the Qualified Beneficiary and allow them fourteen (14)
days to send in a corrected check. If a corrected check is not received within the fourteen (14) day
timeframe, then the occurrence will be treated as non-payment and the Qualified Beneficiary(s) will be
termed from the Plan in accordance with the plan language above.
Note: Payment will not be considered made if a check is returned for non-sufficient funds.
A QUALIFIED BENEFICIARY’S NOTICE OBLIGATIONS WHILE ON COBRA
Always keep the COBRA Administrator informed of the current addresses of all Covered Persons who
are or who may become Qualified Beneficiaries. Failure to provide this information to the COBRA
Administrator may cause the Covered Person to lose important rights under COBRA.
In addition, after any of the following events occur, written notice to the COBRA Administrator is required
within thirty (30) calendar days of:
1. The date any Qualified Beneficiary marries. Refer to the Special Enrollment section of this SPD for
additional information regarding special enrollment rights;
2. The date a Child is born to, adopted by, or Placed For Adoption by a Qualified Beneficiary. Refer to
the Special Enrollment section of this SPD for additional information regarding special enrollment
rights;
3. The date of a final determination by the Social Security Administration that a disabled Qualified
Beneficiary is no longer disabled;
4. The date any Qualified Beneficiary becomes covered by another group health plan; or
5. The COBRA Administrator or the Plan Administrator requests additional information from the
Qualified Beneficiary, the Qualified Beneficiary must provide the requested information within thirty
(30) calendar days.
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LENGTH OF CONTINUATION COVERAGE
COBRA coverage is available up to the maximum periods described below, subject to all COBRA
regulations and the conditions of this Summary Plan Description:
1. For Employees and Dependents. Eighteen (18) months from the Qualifying Event if due to the
Employee’s termination of employment or reduction of work hours. (If an active Employee enrolls in
Medicare before their termination of employment or reduction in hours, then the covered spouse
and Dependent Children would be entitled to COBRA Continuation Coverage for up to the greater
of eighteen (18) months from the Employee’s termination of employment or reduction in hours, or
thirty-six (36) months from the earlier Medicare Enrollment Date, whether or not Medicare
enrollment is a Qualifying Event.)
2. For Dependents only. Thirty-six (36) months from the Qualifying Event if coverage is lost due to
one (1) of the following events:
•
•
•
•

Employee’s death;
Employee’s divorce or legal separation;
Former Employee becomes enrolled in Medicare; or
A Dependent Child no longer being a Dependent as defined in the Plan.

THE RIGHT TO EXTEND THE LENGTH OF COBRA CONTINUATION COVERAGE
While on COBRA Continuation Coverage, certain Qualified Beneficiaries may have the right to extend
Continuation Coverage provided that written notice to the COBRA Administrator is given as soon as
possible but no later than the required timeframes stated below.
Social Security Administration (SSA) Disability Determination (For Employees and Dependents):
A Qualified Beneficiary may be granted an eleven (11) month extension to the initial eighteen (18) month
COBRA continuation period, for a total maximum of twenty-nine (29) months of COBRA in the event
that the Social Security Administration determines the Qualified Beneficiary to be disabled some time
before the 60th day of COBRA Continuation Coverage. This extension will not apply if the original
COBRA continuation was for thirty-six (36) months.
If the Qualified Beneficiary has non-disabled family members who are also Qualifying Beneficiaries,
those non-disabled family members are also entitled to the disability extension.
The Qualified Beneficiary must give the COBRA Administrator a copy of the Social Security
Administration letter of disability determination within sixty (60) days of the later of:
1. The date of the SSA disability determination;
2. The date the Qualifying Event occurs;
3. The date the Qualified Beneficiary loses (or would lose) coverage due to the Qualifying Event or the
date that Plan coverage was lost; or
4. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the disability by receiving this Summary Plan Description or the General COBRA
Notice.
Note: Premiums may be higher after the initial eighteen (18) month period for persons exercising this
disability extension provision available under COBRA, which in total cannot exceed 150% of the monthly
health plan premium.
If the SSA determines the Qualified Beneficiary is no longer disabled, the Qualified Beneficiary must
notify the Plan of that fact within thirty (30) days after the SSA’s determination.
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Second Qualifying Events: (Dependents only) If an Employee’s family experiences another
Qualifying Event while receiving eighteen (18) months of COBRA Continuation Coverage, the spouse
and Dependent Children who are Qualified Beneficiaries can receive up to eighteen (18) additional
months of COBRA Continuation Coverage, for a maximum of thirty-six (36) months, if notice of the
second event is provided to the COBRA Administrator. This additional coverage may be available to
the spouse or Dependent Children who are Qualified Beneficiaries if the Employee or former Employee
dies, becomes entitled to Medicare (Part A, Part B or both) or is divorced or legally separated, or if the
Dependent Child stops being eligible under the Plan as a Dependent. This extension is available only
if the Qualified Beneficiaries were covered under the Plan prior to the original Qualifying Event. A
Dependent acquired during COBRA continuation (other than newborns and newly adopted Children) is
not eligible to continue coverage as the result of a subsequent Qualifying Event. These events will only
lead to the extension when the event would have caused the spouse or Dependent Child to lose
coverage under the Plan had the first qualifying event not occurred.
The Employee or their Dependents must provide the notice of a second Qualifying Event to the COBRA
Administrator within a sixty (60) day period that begins to run on the latest of:
1. The date of the second Qualifying Event;
2. The date the Qualified Beneficiary loses (or would lose) coverage due to the second Qualifying
Event; or
3. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the second Qualifying Event by receiving this Summary Plan Description or the
General COBRA Notice.
EARLY TERMINATION OF COBRA CONTINUATION
COBRA Continuation Coverage may terminate before the end of the above maximum coverage periods
for any of the following reasons:
1. The Employer ceases to maintain a group health plan for any Employees. (Note that if the Employer
terminates the group health plan that the Qualified Beneficiary is under, but still maintains another
group health plan for other similarly-situated Employees, the Qualified Beneficiary will be offered
COBRA Continuation Coverage under the remaining group health plan, although benefits and costs
may not be the same);
2. The required contribution for the Qualified Beneficiary’s coverage is not paid on time;
3. After electing COBRA Continuation Coverage, the Qualified Beneficiary becomes entitled to and
enrolled with Medicare;
4. The Qualified Beneficiary is found not to be disabled during the disability extension. The Plan will
terminate the Qualified Beneficiary's COBRA Continuation Coverage one (1) month after the Social
Security Administration makes a determination that the Qualified Beneficiary is no longer disabled;
or
5. Termination for cause, such as submitting fraudulent claims.
COBRA PREMIUM GRACE LETTER & SHORT PAYMENT LETTER LANGUAGE
The U.S. Departments of Labor and Treasury have issued extended deadlines for COBRA premium
payments due to COVID-19. Deadlines to pay your COBRA premiums are extended by disregarding the
period from March 1, 2020, until 60 days after the end of the National Emergency (date TBD); this period
is known as the Outbreak Period. This means additional time has been allotted to pay your premiums.
COBRA coverage will be suspended until a COBRA premium payment is timely made. Payment will be
applied to the earliest outstanding months due before applying to the current month. If you are unable to
pay your COBRA premium but would like to retain coverage, we will be accepting payments on any date
during the Outbreak Period. This process will continue until the end of the Outbreak Period. Please note
that failure to pay all due premiums beginning with your initial COBRA eligibility up through any month
you wish to remain covered will result in termination retroactive to the first month not paid. Once premium
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payment is received, coverage will be reactivated with your insurance carrier. If claims have been paid
for expenses incurred during a month for which premiums were not paid timely, the insurance carrier may
reverse claims previously paid. You may also be required to reimburse the plan for claims paid or face
collection processes initiated by the provider.
COBRA TERMINATION LETTER LANGUAGE
The U.S. Departments of Labor and Treasury have issued extended deadlines for COBRA premium
payments due to COVID-19. Deadlines to pay your COBRA premiums are extended by disregarding the
period from March 1, 2020, until 60 days after the end of the National Emergency (date TBD); this period
is known as the Outbreak Period. This means additional time has been allotted to pay your COBRA
premiums. If you would like your coverage reinstated, we will be accepting COBRA premium payments
after termination of coverage. Your payment will indicate that you would like your COBRA coverage
reinstated. We will be accepting late COBRA premium payments according to the due date of the
premium payment but disregarding the Outbreak Period. Once we receive your timely COBRA premium
payments, we will contact the insurance carrier(s) to reactivate your coverage for the months
corresponding to the premium payments received. Once coverage is reactivated, you still have a
responsibility to pay premiums due by the end of the extended grace period if you want to maintain
COBRA continued coverage. Please be advised that failure to pay the premium due for a specific month
will result in retroactive termination of COBRA coverage for that month if the premium is not caught up
by the extended due date. You may call the plan administrator to validate the due dates corresponding
to the premium payments you owe. If claims have been paid for expenses incurred during a month for
which premiums were not paid timely, the insurance carrier may reverse claims previously paid. You may
also be required to reimburse the plan for claims paid or face collection processes initiated by the
provider.
COBRA ELECTION NOTICE SUPPLEMENT LANGUAGE
The U.S. Departments of Labor and Treasury have issued extended deadlines for COBRA Election and
COBRA premium payments due to COVID-19. Deadlines to elect and pay for COBRA are extended by
disregarding the period from March 1, 2020, until 60 days after the end of the National Emergency (date
TBD); this period is known as the Outbreak Period. This means additional time has been allotted to elect
COBRA and/or to pay your COBRA premiums. At any point during the outbreak period and the 30 days
following, you will be able to submit your election form and make any premium payments for the months
applicable to you based on your COBRA election notice. At any time during this period if you are unable
to pay your COBRA premium but would like to retain coverage, we will be accepting payments on any
date during the Outbreak Period. This process will continue until the end of the Outbreak Period. Please
note that failure to pay all due premiums by the end of the typical grace period will result in suspension
of active COBRA coverage until payment is made. Once premium payment is received, coverage will be
reactivated with your insurance carrier. If claims have been paid for expenses incurred during a month
for which premiums were not paid timely, the insurance carrier may reverse claims previously paid. You
may also be required to reimburse the plan for claims paid or face collection processes initiated by the
provider.
HEALTH COVERAGE TAX CREDIT PROGRAM (HCTC)
The Trade Act of 2002 created a new health coverage tax credit for certain individuals who become
eligible for trade adjustment assistance. Trade adjustment assistance is generally available to only a
limited group of individuals who have lost their jobs or suffered a reduction in hours as a result of import
competition or shifts of production to other countries. Under the new tax provisions, eligible individuals
can either take a tax credit or get advance payment of 65% of premiums paid for qualified health
insurance, including COBRA Continuation Coverage.
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If the Employee has questions about these new tax provisions, they may call the Health Coverage
Tax Credit Customer Contact Center toll-free at 1-866-628-4282. TTD/TTY callers may call toll-free at
1-866-626-4282. More information about the Trade Act is available at
www.doleta.gov/tradeact/2002act_index.cfm.
Special COBRA rights apply to certain Employees who are eligible for the health coverage tax credit.
These Employees are entitled to a second opportunity to elect COBRA coverage during a special
second election period (if the Employee did not elect COBRA coverage already). The special second
COBRA election period lasts sixty (60) days or less, beginning on the first day of the month in which the
Employee becomes an eligible HCTC recipient, but the election must also be made within six (6) months
after the initial loss of group health coverage. As a result, if the Employee finds out that they are eligible
for this program with fewer than sixty (60) days remaining in the six (6) month period after initial loss of
group health coverage, then this second election period will be less than sixty (60) days. The Employee
must send the COBRA Administrator a copy of the confirmation letter from HCTC or the State Workforce
Agency, stating the effective date of eligibility under this program.
COBRA coverage elected during the special second election period is not retroactive. Coverage begins
on the date that the special second election period begins, and the maximum COBRA coverage period
will end on the same day it would have ended if COBRA coverage had been elected during the regular
sixty (60) day election period. There is no retroactive coverage for the gap period from the initial loss of
coverage to the first day of the special second election period. For example, if an Employee's coverage
ends on June 30 due to termination of employment, and the Employee elects COBRA coverage during
a second sixty (60) day election period that begins on November 1, the person would have no coverage
from July 1 to October 31. COBRA coverage would start on November 1 and would end fourteen (14)
months later because the maximum COBRA coverage period would expire eighteen (18) months from
loss of coverage due to termination of employment.
DEFINITIONS
Qualified Beneficiary means a person covered by this group health Plan immediately before the
Qualifying Event who is the Employee, the spouse of a covered Employee or the Dependent Child of a
covered Employee. This includes a Child who is born to or Placed For Adoption with a covered
Employee during the Employee’s COBRA coverage period if the Child is enrolled within the Plan’s
Special Enrollment Provision for newborns and adopted Children. This also includes a Child who was
receiving benefits under this Plan pursuant to a Qualified Medical Child Support Order (QMCSO)
immediately before the Qualifying Event.
Qualifying Event means Loss of Coverage due to one (1) of the following:
1. The death of the covered Employee;
2. Voluntary or involuntary termination of the covered Employee’s employment (other than for gross
misconduct);
3. A reduction in work hours of the covered Employee;
4. Divorce or legal separation of the covered Employee from the Employee’s spouse. (Also, if an
Employee terminates coverage for their spouse in anticipation of a divorce or legal separation, and
a divorce or legal separation later occurs, then the later divorce or legal separation may be
considered a Qualifying Event even though the ex-spouse lost coverage earlier. If the ex-spouse
notifies the Plan or the COBRA Administrator in writing within sixty (60) calendar days after the
divorce or legal separation and can establish that the coverage was originally eliminated in
anticipation of the divorce or legal separation, then COBRA coverage may be available for the period
after the divorce or legal separation);
5. The covered former Employee becomes enrolled in Medicare; or
6. A Dependent Child no longer being a Dependent as defined by the Plan.
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Loss of Coverage means any change in the terms or conditions of coverage in effect immediately
before the Qualifying Event. Loss of Coverage includes change in coverage terms, change in plans,
termination of coverage, partial Loss of Coverage, increase in Employee cost, as well as other changes
that affect terms or conditions of coverage. Loss of Coverage does not always occur immediately after
the Qualifying Event, but it must always occur within the applicable eighteen (18) or thirty-six (36) month
coverage period. A Loss of Coverage that is not caused by a Qualifying Event may not trigger COBRA.
UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994
Employers are required to offer COBRA-like health care Continuation Coverage to persons in the armed
service if the absence for military duty would result in loss of coverage as a result of active duty.
Employees on leave for military service must be treated like they are on leave of absence and are
entitled to any other rights and benefits accorded to similarly situated Employees on leave of absence
or furlough. If an Employer has different types of benefits available depending on the type of leave of
absence, the most favorable comparable leave benefits must apply to Employees on military leave.
COVERAGE
The maximum length of health care Continuation Coverage required under USERRA is the lesser of:
1. Twenty-four (24) months beginning on the day that the Uniformed Service leave begins, or
2. A period beginning on the day that the Service leave begins and ending on the day after the
Employee fails to return to or reapply for employment within the time allowed by USERRA.
USERRA NOTICE AND ELECTION
An Employee or an appropriate officer of the uniformed service in which their service is to be performed
must notify the Employer that the Employee intends to leave the employment position to perform service
in the uniformed services. An Employee should provide notice as far in advance as is reasonable under
the circumstances. The Employee is excused from giving notice due to military necessity, or if it is
otherwise impossible or unreasonable under all the circumstances.
Upon notice of intent to leave for uniformed services, Employees will be given the opportunity to elect
USERRA continuation. Dependents do not have an independent right to elect USERRA coverage.
Election, payment and termination of the USERRA extension will be governed by the same
requirements set forth under the COBRA Section, to the extent these COBRA requirements do not
conflict with USERRA.
PAYMENT
If the military leave orders are for a period of thirty (30) days or less, the Employee is not required to
pay more than the amount they would have paid as an active Employee. For periods of thirty-one (31)
days or longer, if an Employee elects to continue health coverage pursuant to USERRA, such Employee
and covered Dependents will be required to pay up to 102% of the full premium for the coverage elected.
EXTENDED COVERAGE RUNS CONCURRENT
Employees and their Dependents may be eligible for both COBRA and USERRA at the same time.
Election of either the COBRA or USERRA extension by an Employee on leave for military service will
be deemed an election under both laws, and the coverage offering the most benefit to the Employee
will generally be extended. Coverage under both laws will run concurrently. Dependents that choose
to independently elect extended coverage will only be deemed eligible for COBRA extension because
they are not eligible for a separate, independent right of election under USERRA.
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SECTION XI: MEDICAL BENEFITS
If a Covered Person incurs covered medical expenses for Medically Necessary services due to a nonoccupational Injury or Illness, the Plan will consider charges up to the Maximum Allowable Amount
and pay benefits as shown in the Schedule of Benefits. The benefits payable are subject to all General
Limitations and Exclusions and Provisions of the Plan.
COPAYMENT
A Copayment is the amount the Covered Person must pay to a Provider each time certain services
are received. Copayments are shown in the Schedule of Benefits.
DEDUCTIBLE
Deductible refers to an amount of money paid once a Plan Year by the Covered Person before any
Covered Benefits are paid by this Plan. When a new Plan Year begins, a new Deductible must be
satisfied.
PPO Plans
Core PPO Plan and TCH PCP Network Core PPO Plan
A Deductible applies to each Covered Person up to a family Deductible limit. The maximum amount of
expenses any one (1) family member can incur that will go toward the family deductible is the individual
deductible amount. Once the combined medical expenses that were applied to the individual
deductibles equal the family deductible amount, the family deductible will be considered having been
met for the calendar year.
Any Deductible satisfied for The Christ Hospital Health Network (TCHHN Network) and the Anthem
Network will apply towards each other but will not apply toward the Out-of-Network Deductible. Any
Deductible satisfied for the Out-of-Network tier will not be applied toward the TCHHN Network
Deductible or the Anthem Network Deductible.
High Deductible Health Plans (HDHPs)
Basic HDHP, Standard HDHP, TCH PCP Network Basic HDHP, TCH PCP Network Standard HDHP
If an Employee has single coverage, the total Deductible required to be met will be the Employee
Deductible as shown in the Schedule of Benefits.
If an Employee enrolls him or herself and one (1) of his or her Dependents, the total Deductible required
to be met will be the Employee + 1 Deductible as shown in the Schedule of Benefits. The total must
be met by one (1) or more Covered Persons.
If an Employee enrolls him or herself and two (2) or more of his or her Dependents, the total Deductible
required to be met will be the Family Deductible as shown in the Schedule of Benefits. The total must
be met by one (1) or more Covered Persons.
Any Deductible satisfied for The Christ Hospital Health Network (TCHHN Network) and the Anthem
Network will apply towards each other but will not apply toward the Out-of-Network Deductible. Any
Deductible satisfied for the Out-of-Network tier will not be applied toward The Christ Hospital Health
Network (TCHHN Network) Deductible or the Anthem Network Deductible.
COINSURANCE
After the Covered Person satisfies the Deductible, the Covered Person and the Plan each pay a
percentage of the Covered Benefits until the Covered Person’s (or family’s, if applicable) Out-of-Pocket
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Maximum is reached. The Plan Coinsurance is shown in the Schedule of Benefits. The Covered
Person will be responsible for paying any remaining charges due to the Provider after the Plan has
paid its portion of the Covered Benefit. Once the Out-of-Pocket Maximum has been satisfied, the Plan
will pay 100% of the Covered Benefits for the remainder of the Plan Year.
Any payment for an expense that is owed to a provider and not covered under this Plan will be the
Covered Person’s responsibility.
OUT-OF-POCKET MAXIMUM
Out-of-Pocket Maximum refers to the maximum amount of money a Covered Person will be required to
pay out-of-pocket under this Plan. The maximums are shown in the Schedule of Benefits and include
Covered Benefits such as any Deductible, Copayment, and Coinsurance. The Out-of-Pocket Maximum
does not include the following:
•
•
•
•

Penalties, legal fees and interest charged by a provider;
Non-Covered Benefits;
Precertification penalties; and
Amounts over the Maximum Allowable Amount.

When a new Plan Year begins, a new Out-of-Pocket Maximum must be satisfied.
PPO Plans
Core PPO Plan and TCH PCP Network Core PPO Plan
The maximum amount of expenses any one (1) family member can incur that will go toward the family
out-of-pocket maximum is the individual out-of-pocket maximum amount. Once the combined medical
expenses that were applied to the individual out-of-pocket maximum equal the family amount, the family
out-of-pocket will be considered having been met for the calendar year.
Any Out-of-Pocket Maximum satisfied for The Christ Hospital Health Network (TCHHN Network) and
the Anthem Network will apply towards each other but will not apply toward the Out-of-Network Out-ofPocket Maximum. The Out-of- Pocket Maximum satisfied for the Out-of-Network tier will not be applied
toward The Christ Hospital Health Network (TCHHN Network) Out- of-Pocket Maximum or the Anthem
Network Out-of-Pocket Maximum.
High Deductible Health Plans (HDHPs)
Basic HDHP, Standard HDHP, TCH PCP Network Basic HDHP, TCH PCP Network Standard HDHP
If an Employee has single coverage, the total Out-of-Pocket Maximum required to be met will be the
Employee Out-of-Pocket Maximum as shown in the Schedule of Benefits.
If an Employee enrolls him or herself and one (1) of his or her Dependents, the total Out-of-Pocket
Maximum required to be met will be the Employee + 1 Out-of-Pocket Maximum as shown in the
Schedule of Benefits. The total must be met by one (1) or more Covered Persons.
If an Employee enrolls him or herself and two (2) or more of his or her Dependents, the total Out-ofPocket Maximum required to be met will be the Family Out-of-Pocket Maximum as shown in the
Schedule of Benefits. The total must be met by one (1) or more Covered Persons.
Any Out-of-Pocket Maximum satisfied for The Christ Hospital Health Network (TCHHN Network) and
the Anthem Network will apply towards each other but will not apply toward the Out-of-Network Out-ofPocket Maximum. The Out-of- Pocket Maximum satisfied for the Out-of-Network tier will not be applied
toward The Christ Hospital Health Network (TCHHN Network) Out- of-Pocket Maximum or the Anthem
Network Out-of-Pocket Maximum.
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HEALTH SAVINGS ACCOUNTS (HSA PLANS ONLY)
A Health Savings Account (HSA) is a personal savings account established with a Custodian or Trustee
to be used primarily for reimbursement of “eligible medical expenses” Incurred by the covered Employee
and his or her eligible tax dependents (as defined in IRS Code Section 152), as set forth in IRS Code
Section 223. The Health Savings Account (HSA) is administered by a Health Savings Account (HSA)
Custodian or Trustee, or its designee, and the terms of the Health Savings Account (HSA) are set forth
in the custodial or trust agreement. A Health Savings Account (HSA) is not a health benefit plan.
Only individuals who satisfy the following IRS guidelines are eligible for a Health Savings Account
(HSA):
1. The individual is enrolled in a qualifying High Deductible Health Plan (HDHP), such as one of
the HDHP’s offered by The Christ Hospital;
2. The individual has opened a Health Savings Account (H.S.A.) with a qualified Health Savings
Account (HSA) Custodian;
3. The individual is not covered (as a Dependent or otherwise) under any other non-HDHP health
plan; and
4. The individual has certified that he or she is otherwise eligible to participate in the Health Savings
Account (HSA) (e.g. the individual (i) cannot be claimed as a tax dependent; (ii) is not enrolled
in Medicare coverage; (iii) has qualifying HDHP coverage; and (iv) has no disqualifying coverage
from any other source).
COVERED BENEFITS
This Plan provides coverage for the following Covered Benefits if services are authorized by a Qualified
Practitioner and are necessary for the treatment of an Illness or Injury, subject to any limits, maximums,
exclusions or other Plan provisions in this Plan.
This Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, sex, age, or disability.
1. Allergy Treatment. Including injections, testing and extracts.
2. Ambulance Transportation. Local professional ground or air Ambulance service to the nearest
Hospital equipped to provide the necessary treatment is covered as shown in the Schedule of
Benefits. Ambulance service must not be provided primarily for the convenience of the patient or
the Provider.
Ambulance services for routine transportation to, from or between medical facilities and/or a
Qualified Practitioner’s office are not covered. Non-routine transportation services to, from or
between medical facilities and/or a Qualified Practitioner’s office will be covered if Medically
Necessary.
Transportation services provided by an ambulette or wheelchair van are not covered services.
3. Anesthetics. Anesthetics and their administration.
4. Applied Behavioral Analysis (ABA) Therapy. Precertification required.
5. Behavioral Health Services. Expense Incurred by the Covered Person during a plan of treatment
for Behavioral Health is payable as shown in the Schedule of Benefits for:
•
•

Charges made by a Qualified Practitioner;
Charges made by a Hospital;

53

•
•

Charges made by a Qualified Treatment Facility;
Charges for x-ray and laboratory expenses.

Inpatient Services. Covered Benefits while confined as a registered bed patient in a Hospital or
Qualified Treatment Facility are payable as shown in the Schedule of Benefits.
Outpatient Services. Covered Benefits for Outpatient treatment received while not Confined in a
Hospital or Qualified Treatment Facility are payable as shown in the Schedule of Benefits.
Limitations. No benefits are payable under this provision for marriage counseling, treatment of
nicotine habit or addiction (unless required to be covered under the Affordable Care Act), or for
treatment of being obese or overweight unless required to be covered by law. Treatment must be
provided for the cause for which benefits are payable under this provision of the Plan.
6. Blood and Blood Plasma. Blood and blood plasma are payable as long as it is not replaced by
donation, and administration of blood and blood products including blood extracts or derivatives.
7. Cardiac Rehabilitation programs are covered if referred by a Physician, for patients who have:
•
•
•

Had a heart attack in the last twelve (12) months;
Had coronary bypass surgery; or
A stable angina pectoris.

Services covered include:
•
•

Phase I, while the Covered Person is an Inpatient; and
Phase II, while the Covered Person is in a Physician supervised Outpatient monitored lowintensity exercise program. Services generally will be in a Hospital rehabilitation facility and
include monitoring of the Covered Person’s heart rate and rhythm, blood pressure and
symptoms by a health professional.

Phase III, an unsupervised exercise program, is not covered.
8. Cataract Surgery. Cataract or Aphakia surgery and the initial pair of glasses/contacts following
such procedure.
9. Chemotherapy.
10. Chiropractic. Chiropractic care for the treatment of an Injury or Sickness is payable as shown in
the Schedule of Benefits. Physical therapy, when provided by a chiropractor, will deplete the
physical therapy and chiropractic limits shown in the Schedule of Benefits.
11. Clinical Trials. A Phase I, II, III or IV clinical trial for the prevention, detection or treatment of cancer
or other life-threatening condition or disease as required by the Affordable Care Act.
12. Compression Stockings. Compression stockings prescribed by a Physician and fitted to the
patient. Limited to the maximum shown in the Schedule of Benefits under Durable Medical
Equipment.
13. Contraceptives. Contraceptive methods, including but not limited to: devices (e.g. IUD or
diaphragms); injections; implant insertion/removal; and sterilization (tubal ligation). See the
Prescription Drug benefit for contraceptives that a Covered Person can self-administer.
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14. Coronavirus (COVID-19). As required under the Families First Coronavirus Response Act (FFCRA)
and the Coronavirus Aid, Relief, and Economic Security Act (CARES Act), this Plan will cover certain
COVID-19 testing and the related health care visit with no cost sharing, no prior authorization, no
utilization review and no medical management requirements.
Covered items and services include:
• FDA-approved, in vitro diagnostic products to detect the virus that causes COVID-19;
• The administration of such in vitro diagnostic products;
• Certain items and services furnished to a plan participant during a health care visit if that visit
results in an order for covered COVID-19 testing, including in-person office visits, telehealth visits,
urgent care center visits, or emergency room visits.
Coverage is required only to the extent that items or services furnished during the visit relate to:
• The furnishing or administration of the covered testing; or
• The evaluation of the individual to determine whether covered testing is needed.
This benefit will be effective throughout the entire COVID-19 public health emergency as declared
by the Secretary of the Department of Health and Human Services.
15. Dental Services. Oral surgical operations due to an Injury or Sickness are payable as shown in the
Schedule of Benefits for the following procedures:
•
•
•
•
•
•
•
•
•
•

Excision of benign bony growths of the jaw and hard palate;
Excision of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth when
such conditions require pathological examination;
External incision and drainage of cellulitis;
Excision of partially or completely unerupted impacted teeth;
Incision of accessory sinuses, salivary glands or ducts;
Inpatient Hospital, Outpatient Hospital or dentist office services for removal of teeth prior to
radiation therapy for a covered medical condition;
Reduction of fractures and dislocations of the jaw;
Surgical procedures required to correct accidental injuries to the jaws, cheeks, lips, tongue, floor
and roof of the mouth;
Frenectomy (the cutting of the tissue in the midline of the tongue);
Dental osteotomies.

Coverage also include services for the treatment of a Dental Injury to a Sound Natural Tooth,
including but not limited to extraction and initial replacement. Services must begin within ninety (90)
days after the date of the Dental Injury and be completed within twelve (12) months after the date
of the Dental Injury. Benefits will be paid only for expenses Incurred for the least expensive service
that will produce a professionally adequate result as determined by this Plan. Services for teeth
injured as a result of chewing are not covered.
No charge will be covered under the medical plan for dental and oral surgical procedures involving
orthodontic care of the teeth, periodontal disease and preparing the mouth for the fitting of or
continued use of dentures.
16. Diabetes Treatment. Charges Incurred for the treatment of diabetes, including nutritional
counseling and Diabetes Self-Management Training. This also includes use of Diabetic Equipment
and Diabetic Supplies, unless covered through the Prescription Drug Benefit section, or otherwise
excluded.

55

17. Dialysis Treatment. Charges for dialysis for the treatment of acute renal failure or chronic
irreversible renal insufficiency for the removal of waste materials from the body, including
hemodialysis and peritoneal dialysis.
18. Durable Medical Equipment (DME). Durable Medical Equipment (is payable as shown in the
Schedule of Benefits and includes DME provided within a Covered Person’s home. Rental is allowed
up to, but not to exceed, the total purchase price of the DME. This Plan, at its option, may authorize
the purchase of DME in lieu of its rental, if the rental price is projected to exceed the purchase price.
Oxygen and rental of equipment for its administration and insulin infusion pumps in the treatment of
diabetes are considered DME.
Repair or maintenance of purchased DME is a Covered Benefit if:
•
•
•
•

The manufacturer’s warranty is expired; and
Repair or maintenance is not a result of misuse or abuse; and
Maintenance is not more frequent than every 6 months; and
The repair cost is less than the replacement cost.

Replacement of purchased DME is a covered Benefit if:
•
•
•
•

The manufacturer’s warranty is expired; and
The replacement cost is less than the repair cost; and
The replacement is not due to lost or stolen equipment or misuse or abuse of the equipment; or
Replacement is required due to a change in condition that makes the current equipment
nonfunctional.

Duplicate DME is not covered.
19. Emergency and Urgent Care. Emergency and Urgent Care services are payable as shown in the
Schedule of Benefits.
The Plan does not require precertification or impose any other administrative requirements or benefit
limitations that are more restrictive if Emergency Services are received from an Out-of-Network
provider. However, an Out-of-Network provider of Emergency Services may send the Covered
Person a bill for any charges remaining after this Plan has paid (this is called "balancing billing").
No benefits are payable for emergency department services that do not meet the following definition
of a Medical Emergency. A Medical Emergency is a situation when a sudden and serious
condition such that a Prudent Layperson could expect the patient’s life would be jeopardized,
the patient would suffer severe pain, or serious impairment of his or her bodily functions
would result, unless immediate medical care is rendered. Examples of a Medical Emergency
may include, but are not limited to: chest pain; hemorrhaging; syncope; fever equal to or
greater than 103° F; presence of a foreign body in the throat, eye, or internal cavity; or a
severe allergic reaction.
20. Extended Care Facility. Services for both mental and physical health diagnosis. Benefits are
available for Covered Benefits in a Skilled Nursing Facility (see Skilled Nursing Facility benefit),
rehabilitation facility, convalescent and subacute facility. Confinement in the facility:
•
•
•

Is for treatment of the Illness causing the Hospital Confinement;
Is one for which a Physician visits the Covered Person at least once every thirty (30) days; and
Is not for routine Custodial Care.

A new convalescent period will not begin until a previous convalescent period has ended.
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21. Gender Transition. Medically Necessary services are covered as required by the
Nondiscrimination in Health Programs and Activities, as codified in 45 CFR Part 92, and will be paid
the same as any other covered benefit under this Plan.
22. Genetic Testing. Genetic testing when necessary for the care and treatment of the Covered
Person. Precertification may be required.
23. Home Health Care Services. Expenses Incurred for home health care are payable as shown in the
Schedule of Benefits. The maximum weekly benefit for such coverage may not exceed the
maximum allowable weekly cost for care in a skilled nursing facility. Each visit by a home health
care provider for evaluating the need for, developing a plan, or providing services under a home
health care Plan will be considered one home health care visit. Up to 4 consecutive hours of service
in a 24-hour period is considered one home health care visit. A visit by a home health care provider
of 4 hours or more is considered one visit for every 4 hours or part thereof.
Home health care provider means an agency licensed by the proper authority as a home health
agency or Medicare approved as a home health agency. Home health care will not be reimbursed
unless this Plan determines:
•
•
•

Hospitalization or Confinement in a skilled nursing facility would otherwise be required if home
care were not provided;
Necessary care and treatment are not available from a Family Member or other persons residing
with the Covered Person; and
The home health care services will be provided or coordinated by a state-licensed or Medicare
certified home health agency or certified rehabilitation agency.

The Home Health Care Plan must be reviewed and approved by the Covered Person’s Physician.
Home health plan consist of:
• Care by or under the supervision of a registered nurse (R.N.) or licensed practical nurse (L.P.N.);
• Physical, speech, occupational, cognitive and respiratory therapy and home health aide
services; and
• Medical supplies, laboratory services and nutritional counseling, if such services and supplies
would have been covered if the Covered Person was hospital confined.
Home health care benefits do not include:
•
•
•
•
•

Charges for mileage or travel time to and from the Covered Person's home;
Wage or shift differentials for home health care providers;
Charges for supervision of home health care providers;
Private duty nursing;
Durable Medical Equipment and prosthetics.

24. Hospice Care Services. Hospice services are payable as shown in the Schedule of Benefits, and
must be furnished in a hospice facility or the Covered Person’s home. Benefits for Hospice services
are available when the prognosis of life expectancy is six (6) months or less.
For hospice services only, immediate family is considered to be the hospice patient’s parent,
spouse, children or step-children.
The following services and supplies are eligible:
•
•
•

Room and board and other services and supplies;
Part-time nursing care by, or supervised by, a registered nurse for up to 8 hours per day;
Counseling services for the hospice patient and the immediate family;
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•

•
•
•
•
•

Medical social services provided to the hospice patient or immediate family, which include the
following: assessment of social, emotional and medical needs, and the home and family
situation; identification of the community resources available; and assistance in obtaining those
resources;
Nutritional counseling;
Physical or occupational therapy;
Part-time home health aide service for up to 8 hours in any one day;
Respite care;
Medical supplies, drugs and medicines prescribed by a Qualified Practitioner.

Non-covered Hospice services include, but are not limited to:
•
•
•
•
•
•
•
•
•

Private duty nursing services when confined in a hospice facility;
A Confinement not required for pain control or other acute chronic symptom management;
Funeral arrangements;
Financial or legal counseling, including estate planning or drafting of a will;
Homemaker or caretaker services, including a sitter or companion services;
Housecleaning and household maintenance;
Services of a social worker other than a licensed clinical social worker;
Services by volunteers or persons who do not regularly charge for their services; or
Services by a licensed pastoral counselor to a member of his or her congregation when
services are in the course of the duties to which he or she is called as a pastor or minister.

Hospice care program means a written plan of hospice care, established and reviewed by the
Provider attending the patient and the hospice care agency, for providing palliative and supportive
care to hospice patients. It offers supportive care to the families of hospice patients, an assessment
of the hospice patient's medical and social needs, and a description of the care to meet those needs.
Hospice facility means a licensed facility or part of a facility which principally provides hospice care,
keeps medical records of each patient, has an ongoing quality assurance program and has a
Physician on call at all times. A hospice facility provides 24-hour-a-day nursing services under the
direction of a R.N. and has a full-time administrator.
Hospice care agency means an agency which has the primary purpose of providing hospice
services to hospice patients. It must be licensed and operated according to the laws of the state in
which it is located and meets all of these requirements: (1) has obtained any required certificate of
need; (2) provides 24-hours a day, 7 day-a-week service supervised by a Physician; (3) has a fulltime coordinator; (4) keeps written records of services provided to each patient; (5) has a nurse
coordinator who is a R.N., who has four years of full-time clinical experience, of which at least two
involved caring for terminally ill patients; and, (6) has a licensed social service coordinator.
A hospice care agency will establish policies for the provision of hospice care, assess the patient's
medical and social needs and develop a program to meet those needs. It will provide an ongoing
quality assurance program, permit area medical personnel to use its services for their patients, and
use volunteers trained in care of, and services for, non-medical needs.
25. Hospital Services (Includes Inpatient Services, Surgical Centers and Birthing Centers). The
following benefits are covered:
•
•
•

Semi-private room and board. Benefits for a private or single-bed room are limited to the
Maximum Allowable Amount for a semi-private room in the Hospital while a registered bed
patient.
Intensive care unit and coronary care room and board; and
Miscellaneous and Ancillary Services.
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Hospital Inpatient services are not covered when the Covered Persons is in observation status.
26. Hospital Services (Outpatient). Outpatient facility and Ambulatory Surgical Center services are
payable as shown in the Schedule of Benefits.
27. Infertility. Infertility services are payable for the covered Employee and covered Dependent spouse
as shown in the Schedule of Benefits. Services performed to achieve pregnancy or ovulation by
artificial means include but are not limited to, artificial insemination, in vitro fertilization,
spermatogenesis, gamete intra fallopian transfer (GIFT), zygote intra fallopian transfer (ZIFT), tubal
ovum transfer. Services for sexual dysfunction and impotence are not covered.
28. Laboratory and Pathology. Laboratory and pathology tests, including interpretation changes, for
Covered Benefits.
29. Maternity Benefits. Maternity benefits for Covered Persons for normal maternity care, C-sections
and complications of a pregnancy. Covered Benefits include:
•
•
•
•
•
•
•

Inpatient Hospital room and board and Ancillary Services;
Birthing Center room and board and Ancillary Services;
Prenatal and postnatal care;
Obstetrical fees for routine prenatal care;
Diagnostic testing;
Abdominal operation for intrauterine pregnancy or miscarriage;
Certified Nurse Midwives in an office or facility setting.

Group health plans generally may not, under Federal law, restrict benefits for any hospital length of
stay in connection with childbirth for the mother or newborn child to less than 48 hours following a
vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally
does not prohibit the mother's or newborn's attending provider, after consulting with the mother,
from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). An
attending provider is defined as an individual who is licensed under applicable state law to provider
maternal or pediatric care and who is directly responsible for providing such care to a mother or
newborn child. The definition of attending provider does not include a plan, Hospital, managed care
organization or other issuer. In any case, plans and issuers may not, under Federal law, require that
a provider obtain authorization from the plan or the issuer for prescribing a length of stay not in
excess of 48 hours (or 96 hours).
Dependent maternity benefits are also provided for a Dependent daughter of the Employee who
is enrolled in this Plan, however; coverage shall not extend to the newborn Child of the Dependent,
unless such newborn meets all eligibility requirements and is enrolled for coverage.
A Birthing Center is a free-standing facility, licensed by the state, which provides prenatal care,
delivery, immediate postpartum care and care of the newborn child. Services are payable when
Incurred within 48 hours after Confinement in a Birthing Center for services and supplies furnished
for prenatal care and delivery.
30. Morbid Obesity. Morbid Obesity is payable as shown in the Schedule of Benefits under the Bariatric
Surgery benefit. The list of covered bariatric surgeries is subject to change without notice.
Precertification is required for bariatric services. If precertification is not received, benefits will not
be covered. Coverage under this benefit includes: examinations and Physician visits; laboratory, xray and other diagnostic testing; Inpatient facility services; Outpatient facility services; Durable
Medical, Equipment, Bariatric Surgery, and nutritional counseling.
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The Plan must be notified of the need for bariatric services in advance of receiving the initial
evaluation for Bariatric Surgery. The Plan must be given a reasonable opportunity to review the
clinical results of the Bariatric Surgery evaluation before determining if the Bariatric Surgery will be
covered. The Covered Person’s Physician will be advised of the determination.
Covered Persons are eligible for Bariatric Surgery ONLY if:
•
•
•
•

The patient is age 18 or older; and
The patient meets the definition of Morbid Obesity as defined in the Definitions section; and
The patient has been previously unsuccessful with medical treatment for obesity; and;
The patient has had a recent (within 12 months prior to planned surgical intervention)
psychological evaluation in which they are evaluated to rule out psychiatric disorders (e.g.
schizophrenia, major depression, chemical dependency) that interfere with adherence to a new
lifestyle and are cleared for surgery.

Covered Persons may be eligible under this Plan for repeat Bariatric Surgery if:
•
•
•
•

Coverage for Bariatric Surgery is available under this Plan; and
The patient utilizes a Network facility for the repeat Bariatric Surgery; and
There are complications because of a covered Bariatric Surgery (e.g. anastomotic strictures)
making it Medically Necessary; or
The Covered Person has inadequate weight loss or weight re-gain after a covered primary
Bariatric Surgery that is evidenced by documentation of compliance with postoperative
nutritional counseling, exercise recommendations and Physician follow-up visits.

Benefits are payable only if the bariatric services are approved by the Plan. Direct, non-medical
costs for the Covered Person receiving bariatric services and one designated caregiver or support
person will be paid as shown in the Schedule of Benefits, for: (a) transportation to and from the
bariatric services facility where the bariatric services are performed; and (b) temporary lodging at a
prearranged location when requested by the bariatric services facility and approved by the Plan.
These direct, non-medical costs are only available if the Covered Person lives more than 100 miles
from the bariatric services facility and are only available to the caregiver or support person, if he or
she lives more than 100 miles from the bariatric services facility.
No benefits are available for surgical procedures for the removal of excess skin and/or fat in
conjunction with or resulting from weight loss or weight loss surgery.
31. Multiple Surgical Procedures. If multiple or bilateral surgical procedures are performed at one
operative session, the amount payable for these procedures will be limited to the Maximum
Allowable Amount for the primary surgical procedure. When a Network provider is utilized,
subsequent procedures will be paid in accordance with the network contract. When an Out-ofNetwork provider is utilized, the amount will be 50% of the Maximum Allowable Amount. No benefits
will be payable for incidental procedures.
32. Nursery and Newborn Expenses. Covered Benefits Incurred during a newborn child's initial
Inpatient Hospital Confinement include Hospital expenses for nursery room and board and
miscellaneous services, expenses for circumcision and expenses for routine examination before
release from the Hospital. Covered Benefits also include services for the treatment of an injury or
Sickness, care or treatment for premature birth and medically diagnosed birth defects and
abnormalities.
33. Obesity. Services are payable the same as any other medical diagnosis but does not include the
coverage of surgeries. No benefits are available for surgical procedures for the removal of excess
skin and/or fat in conjunction with or resulting from weight loss or weight loss surgery.
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34. Occupational Therapy. (See Therapy Services below).
35. Orthotic Appliances and Other Devices. Casts, trusses, crutches, Orthotics, splints and braces.
Orthotics must be custom made or custom fitted, made of rigid or semi-rigid material. Oral or dental
splints and appliances must be custom made and for the treatment of documented obstructive sleep
apnea. Unless specifically stated otherwise, fabric supports, replacement Orthotics and braces, oral
splints and appliances, dental splints and appliances, and dental braces are not covered.
36. Oxygen. Oxygen and the administration.
37. Physical Therapy. (See Therapy Services below).
38. Physician Services. Services of a Physician for medical care or Surgery. Services include but are
not limited to examinations, x-ray and laboratory tests (including the reading or processing of the
tests), supplies, cast application and minor Surgery.
39. Prescription Medications. Any drug prescribed that is FDA approved and utilized for FDA
approved indications; or any drug prescribed that is FDA approved and utilized for Off-Label Drug
Indications recognized in at least one compendia reference or peer-reviewed medical literature
deemed acceptable to this Plan. Coverage includes specialty medications. (Refer to the Prescription
Benefits section of this Plan for coverage if there is a written Physician’s Prescription and medication
is obtained from a Pharmacy).
40. Preventive Care / Wellness Services. If a Covered Person incurs eligible expenses for Preventive
Care and screenings, the Plan will consider charges and pay benefits, subject to specific age and
risk factors, as shown in the Schedule of Benefits. The Schedule of Benefits is not an inclusive list
of Preventive Care / Wellness Services covered under the health plan. A list of the preventive
services covered under this section and as required by the Affordable Care Act is available at the
following website or can be mailed upon request:
https://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
Eligible Preventive services have been determined by recommendations and comprehensive
guidelines of governmental scientific committees and organizations. Eligible services are updated
annually to include any new recommendations or guidelines.
The following preventive care services will be covered as shown in the Schedule of Benefits:
General Preventive Care
Routine well adult care by a Physician that is not for an Injury or Sickness. This includes evidencebased items or services that have in effect a rating of “A” or “B” in the current recommendations of
the United States Preventive Services Task Force;
Immunizations
Immunizations for routine use in children, adolescents and adults that have in effect a
recommendation from the Advisory Committee on Immunization Practices of the Centers for
Disease Control and Prevention;
Preventive Care for Children
Routine well child care is routine care by a Physician that is not for an Injury or Sickness. For infants,
children and adolescents, this includes evidence-informed preventive care and screenings provided
for in the comprehensive guidelines supported by the Health Resources and Services
Administration;
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Preventive Care for Women
For women, this includes such additional preventive care and screenings not described in “General
Preventive Care”, but as provided for in comprehensive guidelines supported by the Health
Resources and Services Administration. Charges for mammograms are subject to the limits as
stated in the Schedule of Benefits.
Routine Eye Exam
No benefits are payable under this routine vision benefit for repair, maintenance or supplies for
eyeglass frames and lenses and contact lenses, a medical examination for an Injury or Sickness,
or medical and/or surgical treatment of the eye.
Routine Hearing Exam
No benefits are payable under this routine hearing benefit for repair, maintenance or supplies for
hearing aids, a medical examination for an Injury or Sickness, or medical and/or surgical treatment
of the ear.
41. Prosthetic Devices. Initial prosthetic devices or supplies, including but not limited to, limbs and
eyes are payable as shown in the Schedule of Benefits. Coverage will be provided for prosthetic
devices necessary to restore minimal basic function. Replacement is a Covered Benefit if due to
pathological changes or growth. Repair of the basic prosthetic device, including replacing a part or
putting together what is broken, is covered.
The repair or replacement must also be recommended by the attending Physician. In all cases,
repairs or replacement due to abuse or misuse, as determined by the Plan, are not covered.
42. Pulmonary Rehabilitation. Pulmonary rehabilitation will be covered in connection with a loss of
function as a result of a pulmonary condition, provided that it is delivered in an approved, hospitalbased pulmonary rehabilitation program under the direct supervision of a licensed therapist or
pulmonologist, and the services are deemed Medically Necessary.
43. Radiation Therapy. Radiation therapy and radiation, radium, X-ray therapy, including the
Physician’s charges for treatment using roentgen rays, radium rays, or the rays of other radioactive
substance.
44. Radiology. Radiology, including interpretation charges, for Covered Benefits. Benefits includes
CAT scans, MRIs, PETs, ultrasounds and x-rays.
45. Reconstructive Surgery includes:
•

•

Breast reconstruction following a covered mastectomy. Covered Benefits, but are not limited to:
reconstruction of the breast on which a mastectomy was performed, surgery and reconstruction
of the other breast to produce a symmetrical appearance; and prostheses and complications of
mastectomies, including lymphedema; and
Reconstructive Surgery due to Injury, infection or other disease of the involved part or congenital
disease or anomaly of a covered Dependent child which resulted in a functional impairment.

46. Residential Treatment Facility. Charges made by a Residential Treatment Facility (as defined by
the Plan.
47. Respiratory Therapy. (See Pulmonary Rehabilitation).
48. Second Surgical Opinion must be given by a board-certified Specialist in the medical field relating
to the surgical procedure being proposed. The Physician providing the second opinion must not be
affiliated in any way with the Physician who rendered the first opinion. If the two (2) opinions
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disagree, a third opinion may be obtained and will be payable the same as for the second opinion.
The Specialist providing the second or third surgical opinion may confirm the need for surgery or
present other treatment options. The decision whether or not to have surgery is always up to the
Covered Person.
49. Skilled Nursing Facility. Expenses Incurred for daily room and board and general nursing services
for each day of Confinement in a skilled nursing facility are payable as shown in the Schedule of
Benefits. The daily rate will not exceed the maximum daily rate established for licensed skilled
nursing care facilities by the Department of Health and Social Services. Covered Benefits for a
skilled nursing facility Confinement are payable when the Confinement:
•
•
•

Occurs after discharge from a Hospital Confinement or a prior covered skilled nursing facility
Confinement;
Is necessary for care or treatment of the same Injury or Sickness which caused the prior
Confinement; and
Occurs while the Covered Person is under the regular care of a Physician.

Skilled nursing facility means only an institution licensed as a skilled nursing facility and lawfully
operated in the jurisdiction where located. It must maintain and provide:
•
•
•
•
•
•

Permanent and full-time bed care facilities for resident patients;
A Physician's services available at all times;
24-hour-a-day skilled nursing services under the full-time supervision of a Physician or
registered nurse (R.N.);
A daily record for each patient;
Continuous skilled nursing care for sick or injured persons during their convalescence from
Sickness or Injury; and
A utilization review plan.

A skilled nursing facility is not except by incident, a rest home, a home for care of the aged, or
engaged in the care and treatment of Mental Health Disorders or Substance Abuse.
50. Sleep Studies.
51. Speech Therapy. (See Therapy Services below).
52. Sterilization Procedures. Includes tubal ligations and vasectomy. See General Exclusions section
of this Plan regarding reversal of sterilization.
53. Surgical Assistance/Assistant Surgeon. Surgical assistant charges are eligible when assisting
the surgeon while performing covered surgery when the procedure requires an assistant, based on
accepted medical practice and professionally recognized standards. The allowable charges cannot
exceed 25% of the surgeon’s Maximum Allowable Amount.
Physician assistant charges are eligible when assisting the surgeon while performing covered
surgery when the procedure requires an assistant based on accepted medical practice and
professionally recognized standards. The allowable charges cannot exceed 10% of the surgeon’s
Maximum Allowable Amount.
54. Telemedicine. The use of telecommunication technology to evaluate, diagnose and treat patients.
55. Temporomandibular Joint Dysfunction (TMJ). Covered Benefits are payable as shown in the
Schedule of Benefits for any jaw joint problem including any temporomandibular joint disorder,
craniomaxillary, craniomandibular disorder or other conditions of the joint linking the jaw bone and
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skull and treatment of the facial muscles used in expression and mastication functions, for symptoms
including but not limited to, headaches. These expenses do not include charges for orthodontic
services. Non-surgical services are not covered (includes splints and appliances).
56. Therapy Services. Therapy must be medically necessary, ordered by a Physician, nonmaintenance, and provided as part of the Covered Person’s treatment plan. The expectation must
exist that the therapy will result in a practical improvement in the level of functioning within a
reasonable period of time. Therapy must be provided on a regular basis and are subject to the limits
listed in the Schedule of Benefits. Services include:
•

Occupational therapy by a qualified occupational therapist. Treatment of a physically disabled
person by means of constructive activities designed and adapted to promote the restoration of
the person’s ability to satisfactorily accomplish the ordinary tasks of daily living and those tasks
required by the person’s particular occupational role. Covered Charges do not include
recreational programs, maintenance therapy and vocational therapies (such as hobbies, arts
and crafts), or supplies used in occupational therapy.

•

Physical therapy by a qualified physical therapist. Treatment given to relieve pain, restore
maximum function and prevent disability following disease, Injury or loss of body part. Treatment
includes Massage Therapy by a licensed physical therapist or Physician for Medically Necessary
Treatment.

•

Speech therapy by a qualified speech therapist. Treatment given for restorative or habilitative
speech therapy for speech loss or impairment due to an Illness or Injury or due to surgery
performed as the result of an Illness or Injury. If speech loss is due to congenital anomaly surgery
to correct the anomaly must be performed prior to the therapy.

57. Transplant Services. (Refer to Transplant section of this document).
58. Travel Outside the United States. Emergency treatment for a Covered Person will be paid at the
Network benefit level based on billed charges and in accordance with the Plan provisions. When a
Covered Person pays out-of-pocket for emergency services Incurred while traveling out of the
United States, a Contigo Health Medical Claim Request Form and a copy of proof of payment must
be submitted, along with any related invoice received from the provider, so benefits can be
determined based on the services rendered.
Travel outside the United States (Blue Cross Blue Shield Global Core Program). Coverage
outside of the United States may be different then what is stated in this Plan. The Blue Cross Blue
Shield Global Care Program is available to assist with providing coverage. When traveling outside
the United States is it recommended that Plan Participants contact the Employer or call the customer
service number on the back of the Plan Participant’s ID card to find out what benefits are available
for travel prior to leaving home.
•
•

When traveling and have an emergency, go straight to the nearest Hospital.
When traveling and need to see a doctor or Hospital, visit www.bcbsglobalcore.com or call
Blue Cross Blue Shield Global Core Service Center, available 24/7, at 1-800-810-2583
(BLUE), or call collect at 1-804-673-1177. A representative will be available to assist with
doctor visits and/or hospital stays.

The precertification requirements of this Plan will still apply to care received outside of the United
States. After contacting the Blue Cross Blue Shield Global Care Service Center, the Plan Participant
will need to call the Contigo Health precertification number on the back of their ID Card to get approval
for benefits.
Payment Details
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Unless it is an emergency, call the Blue Cross Blue Shield Global Core Services Center before getting
care. Blue Cross Shield Global Core will work with the doctor and Anthem to approve and accept a
Guarantee of Payment (GOP).
•

Participating Hospitals/Doctors: If a Plan Participant receives care from a doctor or Hospital
that agrees to accept a GOP, then in most cases the Plan Participant will not need to pay the
full cost of care upfront except for normal out-of-pocket expenses such as non-covered
services, deductibles, copayments, coinsurance, etc. The doctor or Hospital should submit
the claim to the Plan on behalf of the Plan Participant.

•

Non-Participating Hospital/Doctors: If a Plan Participant receives care from a doctor or
Hospital that has not accepted a GOP, then the Plan Participant will be responsible for paying
for the full cost of care upfront. Plan Participants are responsible for submitting their own
claims to the Plan for reimbursement.
International claim forms are available online at www.bcbsglobalcore.com or by calling the
Blue Cross Blue Shield Global Care Service Center. The claim form and original bills will need
to be mailed to the address on the form.

59. Wigs or Hairpiece. Wigs for cancer patients with hair loss resulting from chemotherapy and/or
radiation therapy. Subject to the limits shown in the Schedule of Benefits.
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SECTION X: MANAGED CARE PROGRAM
PRE-CERTIFICATION AND UTILIZATION REVIEW
The Plan uses the services of Contigo Health ("Contigo Care Management") to provide the required
precertification and utilization review services to the Plan. The Plan provides care management
services, including precertification and utilization review. Care management is designed to assist the
Covered Person, their Physician and their Hospital to contain costs, while providing the patient with full,
Medically Necessary care.
PRE-CERTIFICATION
Precertification is a mandatory program requiring notification prior to certain services being rendered or
within forty-eight (48) hours of emergency hospital admittance. It is the Covered Person’s responsibility
to make sure any required precertification is completed by their Provider.
Whenever precertification is required, the Covered Person's selected Network Provider will obtain the
necessary approval. If the Covered Person does not choose a Network Provider for care, the Covered
Person must obtain any necessary precertification. To prior authorize the service; please call a
Contigo Care Management nurse at 800-893-0777. The Covered Person is responsible to ensure all
required precertifications have been approved prior to services being rendered.
The Plan requires pre-certification for the following healthcare encounters:
Inpatient Precertification
All Inpatient services:
1. Inpatient Medical/Surgical
2. Inpatient Mental Health Disorders
3. Inpatient Care for Chemical Dependence and Abuse (includes detox, rehab and
residential)(excludes partial day program)
4. Inpatient long term acute care facility
5. Inpatient rehabilitation services
6. Inpatient skilled nursing facility
7. Inpatient Maternity (Mother and/or Newborn) only for length of stay exceeding 48 hours
following a vaginal delivery and 96 hours following a Cesarean section.
Outpatient Precertification
1. Home infusion therapy
2. Hyperbaric Oxygen Treatment
3. Genetic testing specific to:
a. Unlisted genetic testing codes
b. Preconception genetic testing
c. Prenatal genetic testing (precertification not required for the following screenings:
Ashkenazi panel, cystic fibrosis carrier test, integrated screening test and quad
screening)
d. Cell free DNA testing for pregnant member under age 35 (no precertification required for
age 35 and older)
4. Durable Medical Equipment with purchase cost in excess of $750 and all rentals
5. Potential cosmetic procedures
6. Non-standard/FDA non-approved device/treatment
7. Applied Behavioral Analysis (ABA) therapy
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8. All transplant related services including evaluation
Pre-Service Notification
Dialysis Services (to confirm start date for Medicare COB)
Note: Failure to obtain precertification will/may result in a benefit reduction (see “Penalties for
not Obtaining Precertification”).
If precertification is denied because the service or supply is not a Covered Benefit, or is determined to
not be Medically Necessary, any claim submitted for that service or supply will be ineligible for benefits.
Certification does not guarantee payment. Certification is valid only when the patient is eligible for
services on the date the service is provided. All charges for such services are subject to Plan provisions
(Deductibles, Copayments, Coinsurance, Out-of-Pocket Maximums, benefit reimbursement levels,
Covered Benefits and excluded services).
Certification does not verify or approve that services are Network or Out-of-Network. Refer to the back
of the Employee identification card on how to locate a Network provider.
Questions about services that require precertification and verification of benefits can be obtained by
contacting a Contigo Health Customer Service Representative. The Contigo Customer Service
telephone lines are staffed 8:30 A.M. - 5:00 P.M. (Eastern) Monday through Friday. The Covered Person
or their provider may call this number twenty-four (24) hours a day. For the caller’s convenience, they
will reach a confidential mailbox after office hours and over weekends and holidays. The caller may
leave a message which is dated and timed. Simply leave a telephone number with an area code where
the caller, or a family member, can be reached to obtain the required information.
CONTACTING CONTIGO HEALTH
It is important for a Covered Person to contact Contigo Health as soon as they know that they (or their
Dependent) will be admitted to a medical facility as an Inpatient or as soon as a Doctor has
recommended an Outpatient service that requires precertification. Notification for elective admissions
and Outpatient services should be made at least seven (7) days prior to admission or as soon as the
Covered Person is aware of their Doctor’s intent to admit them to the Hospital or schedules them for an
Outpatient service.
Please have the following information available:
1.
2.
3.
4.
5.
6.

Employee name and Employee’s social security number;
Patient name, address, telephone number with area code, date of birth;
Doctor’s name, address, telephone number with area code, and specialty;
Hospital / other facility name, address, telephone number with area code;
Date of admission or Outpatient service; and
Reason for the admission or Outpatient service.

The provider of service (Doctor, Hospital, free standing surgical facility, home health care agency, etc.)
will be notified if the requested medical service has been certified or if further review is required. A letter
will be sent to the Covered Person and their provider regarding all precertification determinations.
Federal law does not allow group health plans to require pre-certification for maternity admissions for
mother or newborn child for hospital stays equal to or less than forty-eight (48) hours following a vaginal
delivery or ninety-six (96) hours following a Cesarean section. If the Covered Person experience an
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emergency situation, or complications of pregnancy requiring admission to a hospital, either as an
Inpatient, or the Mother or newborn’s length of stay exceeds forty-eight (48) hours or ninety-six (96)
hours as outlined above, the Covered Person is required to call Customer Service within one (1) working
day following the admission or extended stay.
CASE MANAGEMENT
The Plan Sponsor has contracted with Contigo Health to conduct case management services for the
Plan. Case Management is a program designed to assist the Covered Person in receiving medically
appropriate and coordinated care, specific to their needs.
If the Covered Person is involved in a difficult or complex medical situation, the Plan may provide them
with a case manager to assist in getting the care they need. Case Managers are experienced
professional nurses certified and trained to coordinate healthcare services among providers. They are
available to help the patient and their family to obtain equipment or supplies they may need at home.
Case Managers work with the patient, Doctors, Hospitals, and other medical providers to review
proposed treatment plans and to assist in coordinating care. Case Managers may, from time to time,
make recommendations regarding alternative methods of treatment that may be medically appropriate
but more cost-effective for the Plan. The Plan Administrator may, at their discretion, approve such
alternate treatment even if the treatment would not normally be covered by the Plan. In all cases,
however, all treatment decisions rest with the patient and their medical providers.
CONTINUITY OF CARE
If the Covered Person is receiving treatment from a Network Provider and that Provider’s contract to
provide Medically Necessary services terminates for reasons other than medical competence or
professional behavior, the Covered Person may be entitled to continue treatment with that terminating
Network Provider if at the time of the Network Provider’s termination, the Covered Person is: a)
undergoing active treatment for a chronic or acute medical condition; or b) in the 2nd or 3rd trimester of
pregnancy. If this Plan agrees to the continued treatment, Medically Necessary services provided by
the terminating Network Provider will continue to be payable at the Network benefit level. The maximum
duration of continued treatment under this provision may not exceed: a) 90 days from the date of
termination of the provider’s contract; or b) through the delivery of a child, including immediate postpartum care and the follow-up visit within the first six weeks of delivery, in the case of being in the 2nd
or 3rd trimester of pregnancy.
DISEASE MANAGEMENT
The Healthy Living program is a service provided to Employees and their eligible adult Dependents of
this Plan. This program assists people with chronic conditions to better manage their health. If the
Covered Person has one (1) or more of the following conditions: asthma, chronic obstructive pulmonary
disease, diabetes, coronary artery disease, high blood pressure, congestive heart failure, or high
cholesterol, call Contigo Health at 800-893-0777 to learn more about this program. In addition, potential
eligible Employees will receive an invitation letter from the Contigo Health Medical Director. Participants
will receive health education materials tailored to help work with their doctors and help management
any of their conditions. Healthy Living is a FREE and convenient program offered to all eligible
Employees.
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EXPERIMENTAL, INVESTIGATIONAL OR UNPROVEN PROCEDURES
The Plan does not pay for procedures which are determined to be Experimental, Investigational, or
Unproven, as defined by the Plan.
MEDICALLY NECESSARY CARE AND TREATMENT
The Plan will only pay for Medically Necessary Care and Treatment, as defined by the Plan.
DETERMINATIONS BY THE PLAN ADMINISTRATOR
The Plan Administrator has the sole authority to determine what constitutes Medically Necessary Care
and Treatment, and Experimental, Investigational, or Unproven procedures. In all cases, the Plan
Administrator’s determination will be final and binding. However, those determinations are solely for the
purpose of establishing what services or courses of treatment are covered by the Plan. All decisions
regarding medical treatment are between the patient and their Physician and should be based on all
appropriate factors, only one (1) of which is the level of benefits available under the Plan.
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SECTION XI: TRANSPLANT BENEFITS
This Plan will pay benefits for the expense of a transplant as defined below for a Covered Person when
approved in advance by the Plan, subject to those terms, conditions and limitations described below
and contained in this Plan. Refer to Managed Care Program section of this document for
notification requirements.
COVERED TRANSPLANTS
Only the services, care and treatment received for, or in connection with, the pre-approved transplant
of the organs identified hereafter, which are determined by the Plan to be medically necessary services
and which are not experimental, investigational or for research purposes will be covered by this Plan.
The transplant includes: pre-transplant services, transplant inclusive of any chemotherapy and
associated services, post-discharge services and treatment of complications after transplantation of the
following organs or procedures only:
•
•
•
•
•
•
•
•
•
•
•

Heart;
Lung(s);
Liver;
Kidney;
Bone Marrow*;
Intestine;
Pancreas;
Auto islet cell;
Multivisceral;
Any combination of the above listed organs;
Any organ not listed above required by federal law.

*The term bone marrow refers to the transplant of human blood precursor cells which are administered
to a patient following high-dose, ablative or myelosuppresive chemotherapy. Such cells may be derived
from bone marrow, circulating blood, or a combination of bone marrow and circulating blood obtained
from the patient in an autologous transplant or from a matched related or unrelated donor or cord blood.
If chemotherapy is an integral part of the treatment involving a transplant of bone marrow, the term bone
marrow includes the harvesting, the transplantation and the chemotherapy components. Storage of cord
blood and stem cells will not be covered unless as an integral part of a transplant of bone marrow
approved by the Plan.
Corneal transplants and porcine heart valve implants, which are tissues rather than organs, are
considered part of regular plan benefits and are subject to other applicable provisions of this Plan. For
a transplant to be considered fully approved, prior written approval from the Plan is required in advance
of the transplant.
COVERED BENEFITS
For approved transplants, and all related complications, this Plan will cover only the following expenses:
•

Hospital and Physician services, payable as shown in the Schedule of Benefits;

•

Organ acquisition and donor costs. Except for bone marrow transplants, donor costs are not payable
under this Plan if they are payable in whole or in part by any other group plan, insurance company,
organization or person other than the donor's family or estate. Coverage for bone marrow
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transplants procedures will include costs associated with the donor-patient to the same extent and
limitations associated with the Covered Person;
•

Direct, non-medical costs for the Covered Person, will be paid as shown in the Schedule of Benefits,
for: (a) transportation to and from the Hospital where the transplant is performed; and (b) temporary
lodging at a prearranged location when requested by the Hospital and approved by the Plan. These
direct, non-medical costs are only available if the Covered Person lives more than 100 miles from
the transplant facility;

•

Direct, non-medical costs for one support person of the Covered Person (two persons if the patient
is under age 18 years), when the transplant is performed at a Network facility, will be paid as shown
in the Schedule of Benefits, for: (a) transportation to and from the approved facility where the
transplant is performed; and (b) temporary lodging at a prearranged location during the Covered
Person's Confinement in the Hospital. These direct, non-medical costs are only available if the
Covered Person's support person(s) live more than 100 miles from the transplant facility.
Non-medical costs are not covered if a transplant is performed at a facility that is not an approved
Network facility.

TRANSPLANT EXCLUSIONS
In addition to the items listed in the General Exclusions section of this document, no benefit is payable
for, or in connection with, a transplant if:
1. It is Experimental, Investigational or Unproven as defined in the Definitions section;
2. The transplant is not preauthorized and approved by the Plan;
3. Expenses are eligible to be paid under any private or public research fund, government program,
except Medicaid, or another funding program, whether or not such funding was applied for or
received;
4. The expense relates to the transplantation of any non-human organ or tissue, unless otherwise
stated in this Plan;
5. The expense relates to the donation or acquisition of an organ for a recipient who is not covered by
this Plan;
6. A denied transplant is performed; this includes the pre-transplant evaluation, pre-transplant
services, the transplant procedure, post-discharge services, immunosuppressive drugs and
complications of such transplant.
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SECTION XII: COORDINATION OF BENEFITS
Benefits described in this Plan are coordinated with benefits provided by other plans under which a
Covered Person is also covered. This is to prevent duplication of coverage and a resulting increase in
the cost of medical coverage. Prescription drug coverage under the Prescription drug benefit, if
applicable, is not subject to these coordination provisions.
For this purpose, a plan is one which covers medical or dental expenses and provides benefits or
services by group, franchise or blanket insurance coverage. This includes group-type contracts not
available to the general public, obtained and maintained only because of the Covered Person's
membership in, or connection with, a particular organization or group, whether or not designated as
franchise, blanket, or in some other fashion. Plan also includes any coverage provided through the
following:
• Employer, trustee, union, employee benefit, or other association; or
• Governmental programs, programs mandated by state statute, or sponsored or provided by an
educational institution.
This Coordination of Benefits provision does not apply to any individual policies or Blanket Student
Accident Insurance provided by, or through, an educational institution. Allowable expense means any
eligible expense, a portion of which is covered under one of the plans covering the person for whom
claim is made. Each respective plan will determine what is an allowable expense according to the
provisions of the plan. When a plan provides benefits in the form of services rather than cash payments,
the reasonable cash value of each service rendered will be deemed to be both an allowable expense
and a benefit paid.
One of the plans involved will pay benefits first. This is called the primary plan. All other plans are called
secondary plans.
When this Plan is the secondary plan, the sum of the benefit payable by this Plan when added to the
primary plan's benefits will not exceed this Plan's normal liability.
ORDER OF BENEFIT DETERMINATION RULES
In order to pay claims, it must be determined which plan is primary and which plan(s) are secondary. A
plan will pay benefits first if it meets one of the following conditions:
•

The plan has no coordination of benefits provision;

•

The plan covers the person as an Employee;

•

For a child who is covered under both parents' plans, the plan covering the parent whose birthday
(month and day) occurs first in the Calendar Year pays before the plan covering the other parent. If
the birthdates of both parents are the same, the plan which has covered the person for the longer
period of time will be determined the primary plan;
If a plan other than this Plan does not include provision 3, then the gender rule will be followed to
determine which plan is primary.
Gender rule means the plan that covers the Covered Person as the Dependent of the male Covered
Person is considered to be the primary plan, and its benefits are paid before those of a plan that
covers the enrollee as the Dependent of a female Covered Person.
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•

In the case of Dependent children covered under the plans of divorced or separated parents, the
following rules apply:
•
•
•
•

The plan of a parent who has custody will pay the benefits first;
The plan of a step-parent who has custody will pay benefits next;
The plan of a parent who does not have custody will pay benefits next;
The plan of a step-parent who does not have custody will pay benefits next.

There may be a court decree which gives one parent financial responsibility for the medical or dental
expenses of the Dependent children. If there is a court decree, the rules stated above will not apply
if they conflict with the court decree. Instead, the plan of the parent with financial responsibility will
pay benefits first.
•

If a person is laid off or is retired or is a Dependent of such person, that plan covers after the plan
covering such person as an active Employee or Dependent of such Employee. If the other plan does
not have this rule, and if, as a result, the plans do not agree on the order of benefits, this rule will be
ignored.

If the above rules do not apply or cannot be determined, then the plan that covered the person for the
longest period of time will pay first.
MEDICARE
When an employer employs 100 or more persons, the benefits of this Plan will be payable first for a
Covered Person who is under age 65 and eligible for Medicare. The benefits of Medicare will be payable
second.
•
•

Medicare Part A means the Social Security program that provides hospital insurance benefits.
Medicare Part B means the Social Security program that provides medical insurance benefits.

Federal Law allows this Plan’s actively working covered Employees age 65 or older and their covered
spouses who are eligible for Medicare to choose one of the following options:
•
•

Option 1 - The benefits of this Plan will be payable first and the benefits of Medicare will be payable
second.
Option 2 - Medicare benefits only. The Covered Person and his or her Dependents, if any, will not
be covered by this Plan.

Each covered Employee and each covered spouse will be provided with the choice to elect one of these
options at least one month before the covered Employee or the covered spouse becomes age 65. All
new covered Employees and newly covered spouses age 65 or older will also be offered these options.
If Option 1 is chosen, its issue is subject to the same requirements as for a covered Employee or
Dependent who is under age 65.
Under Federal law, there are two categories of persons eligible for Medicare. The calculation and
payments of benefits by this Plan differs for each category.
•
•

Category 1 - Medicare Eligible are actively working covered Employees age 65 or older and their
age 65 or older covered spouses, and age 65 or older covered spouses of actively working covered
Employees who are under age 65.
Category 2 - Medicare Eligible are any other Covered Persons entitled to Medicare, whether or not
they enrolled for it.
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For Covered Persons in Category 1, benefits are payable by this Plan without regard to any benefits
payable by Medicare. Medicare will then determine its benefits.
For Covered Persons in Category 2, Medicare benefits are payable before any benefits are payable by
this Plan. The benefits of this Plan will then be reduced by the full amount of all Medicare benefits the
Covered Person is entitled to receive.
TRICARE
In all instances where an eligible Employee is also a TRICARE beneficiary, TRICARE will pay
secondary to this employer-provided Plan.
RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION
Certain facts about health care coverage and services are needed to apply these COB rules and to
determine benefits payable under this Plan and other plans. The Plan may obtain the information it
needs from or provide such information to other organizations or persons for the purpose of applying
those rules and determining benefits payable under this Plan and other plans covering the person
claiming benefits. The Plan need not tell, or obtain the consent of, any person to do this. However, if
the Plan needs assistance in obtaining the necessary information, each person claiming benefits under
this Plan must provide the Plan any information it needs to apply those rules and determine benefits
payable.
REIMBURSEMENT TO THIRD PARTY ORGANIZATION
A payment made under another plan may include an amount which should have been paid under this
Plan. If it does, the Plan may pay that amount to the organization which made that payment. That
amount will then be treated as though it were a benefit paid under this Plan. The Plan will not have to
pay that amount again.
RIGHT OF RECOVERY
This Plan reserves the right to recover benefit payments made for an allowable expense under this Plan
in the amount which exceeds the maximum amount this Plan is required to pay under these provisions.
This right of recovery applies to this Plan against:
•
•

Any person(s) to, for or with respect to whom, such payments were made; or
Any other insurance companies, or organizations which according to these provisions, owe benefits
due for the same allowable expense under any other plan.

This Plan alone will determine against whom this right of recovery will be exercised.
MEDICAID
This Plan will not take into account the fact that an Employee or Dependent is eligible for medical
assistance or Medicaid under state law with respect to enrollment, determining eligibility for benefits, or
paying claims.
If payment for Medicaid benefits has been made under a state Medicaid plan for which payment would
otherwise be due under this Plan, payment of benefits under this Plan will be made in accordance with
a state law which provides that the state has acquired the rights with respect to a covered Employee to
the benefits payment.
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SECTION XIII: RIGHT OF SUBROGATION, REIMBURSEMENT AND OFFSET
This Plan is designed to cover an Employee and their Dependent(s) with health benefits. This Plan is
not intended to serve as a supplement to, or replacement for, any payments or benefits a Covered
Person has or may recover when charges are incurred as the result of an Accident, Illness, Injury or
other medical condition caused by an act or omission of any Other Party. Benefits under this Plan are
reduced or excluded subject to the terms and conditions of this Subrogation, Reimbursement and Offset
Provision anytime there is an Other Party who is liable or responsible (legally or voluntarily) to make
payments in relation to the Accident, Illness or Injury.
For purposes of this section, Other Party is defined to include, but is not limited to, the following:
1. The party or parties that caused the Accident, Illness, Injury or other medical condition;
2. The insurer or other indemnifier of the party or parties who caused the Accident, Illness, Injury or
other medical condition;
3. The Covered Person’s own insurer including, but not limited to, uninsured motorist, underinsured
motorist, medical payment, no-fault insurers or home-owner’s insurance;
4. A worker’s compensation or school insurer; or
5. Any other person, entity, policy or plan that is liable or legally responsible to make payments in
relation to the Accident, Illness, Injury or other medical condition.
For purposes of this section, Recovery is defined to include, but is not limited to, any amount paid or
payable by an Other Party through a settlement, judgment, mediation, arbitration, or other means in
connection with an Accident, Injury or Illness.
If the Covered Person has the legal right to seek a Recovery from such Other Party, benefits will only
be payable if there is an agreement to the following:
1. The Plan is subrogated to all rights the Covered Person may have, and they acknowledge that the
Plan will have a first priority lien and right of recovery, on any Recovery received from any Other
Party as a result of an Accident, Illness, Injury or other medical condition caused by an act or
omission of the Other Party. Any Covered Person accepting benefits from the Plan assigns from
any such Recovery an amount equal to the benefits paid by the Plan. A Covered Person further
agrees that notice of this assignment presented to the Covered Person’s attorney and/or insurance
company or Other Party responsible for payment of the damages is binding on the party receiving
such notice;
2. The Covered Person, or their legal representative, shall notify the Plan of any claim or potential
claim the Covered Person and/or their Dependent(s) have against any Other Party within thirty (30)
days of the act which gives rise to such claim. That, if requested, the Covered Person or their legal
representative shall supply the Plan with any information that is reasonably necessary to protect the
Plan’s subrogation interests;
3. If an act or omission of an Other Party causing an Accident, Illness or Injury results in payments
being made under the Plan, that neither the Covered Person nor their Dependent(s) do anything
that would prejudice the Plan’s rights to recover payments;
4. If requested, the Covered Person shall execute documents (including a lien agreement) and deliver
instruments and papers and do whatever else is necessary to protect the Plan’s rights. Such

75

documents may require the Covered Person to direct their attorney (and other representatives) in
writing to retain separately from any Recovery that the attorney or representative receive on the
Covered Person’s behalf an amount of money sufficient to reimburse the Plan as required by such
agreement and to pay such money to the Plan. Failure or refusal to execute such documents or
agreements or to furnish information does not preclude the Plan from exercising its right to
Subrogation or obtaining full reimbursement. In the event the Covered Person does not sign or
refuses to sign such an agreement, the Plan has no obligation to make any payment for any
treatment required as a result of the act or omission of any Other Party, such agreement is expressly
incorporated in this Plan and will be provided to the Covered Person at anytime upon request;
5. The Plan is also granted a right of reimbursement from the proceeds of any Recovery obtained or
that may be obtained by the Covered Person. This right of reimbursement runs concurrent with and
is not necessarily exclusive of the Plan’s subrogation and lien rights described above. A Covered
Person shall promptly convey to the Plan any amounts received from any Recovery for the
reasonable value of the medical benefits advanced by the Plan or provided by the Plan to the
Covered Person;
6. In the event that the Covered Person fails to cooperate with the Plan or fails to comply with the
terms of this provision, the Plan may offset or otherwise reduce present or future benefits otherwise
payable to the Covered Person or their Spouse or Dependent under the terms of the Plan. Moreover,
in the event that a Covered Person fails to cooperate with the Plan, the Covered Person shall be
responsible for any and all costs Incurred by the Plan in enforcing its rights, including but not limited
to attorney’s fees;
7. The Plan has a right to recover, through subrogation, reimbursement, offset or through any other
available means, the following:
•

Any amount from the first dollar, that the Covered Person or any other person or organization
on behalf of the Covered Person is entitled to receive as a result of the Accident, Illness, Injury
or other medical condition, to the full extent of benefits paid or provided by the Plan; and

•

Any overpayments made directly to providers on behalf of the Covered Person for the Accident,
Illness, Injury or other medical condition.

8. The Plan’s rights under this section shall be in first priority, to the full extent of any and all benefits
paid or payable under the Plan, and will not be reduced due to the Covered Person’s own negligence
or due to the Covered Person not being made whole;
9. The Covered Person shall be solely responsible for all expenses of recovery from any Other Party,
including but not limited to all attorney’s fees and costs, which amounts will not reduce the amount
of reimbursement payable to the Plan under the operation of any common fund doctrines.
Specifically, the Plan does not permit a deduction in any amount to which it is subrogated or to which
it is entitled to reimbursement for attorneys’ fees, costs or expenses expended by or on behalf of a
Covered Person to obtain a settlement, payment or other recovery;
10. The Plan will not pay any fees or costs associated with any claim or lawsuit without the Plan’s
express written consent in advance;
11. The Covered Person or their legal representative or Legal Guardian, shall be considered a
constructive trustee with respect to any Recovery received or that may be received from any Other
Party in consideration of an Accident, Illness, Injury or other medical condition for which they have
received benefits. Any such funds will be held in trust until the Plan’s lien is satisfied;
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12. The Plan’s rights apply to the Covered Person, to the spouse and Dependent(s) of a Covered
Person, COBRA beneficiaries, and any other person who may recover on behalf of a participant,
including the Covered Person’s estate;
13. The Plan reserves the right to independently pursue and recover paid benefits; and
14. The Plan’s Subrogation, Reimbursement and Offset provisions apply to a Recovery obtained by the
Covered Person in connection with an Accident, Injury or Illness without regard to the description,
name or label applied to the Recovery.
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SECTION XIV: GENERAL EXCLUSIONS
These limitations and exclusions apply even if a Qualified Practitioner has performed or prescribed a
medically necessary procedure, treatment or supply. This does not prevent a Covered Person’s
Qualified Practitioner from providing or performing the procedure, treatment or supply, however, the
procedure, treatment or supply will not be a Covered Benefit. (See Definition section for additional
information).
The Plan does not pay for expenses Incurred for the following, unless otherwise stated:
1. Abortions. Elective abortions, unless the pregnancy is a life-threatening physical condition of the
Covered Person, was the result of rape or incest, or the fetus has been diagnosed with a lethal or
otherwise significant abnormality.
2. Acts of War. Any loss caused by or contributed to: war or any act of war, whether declared or not;
insurrection; or any act of armed conflict, or any conflict involving armed forces of any authority.
3. Administrative. Charges for missed appointments, charges to complete claim forms, taxes, and
shipping and handling charges.
4. Allergies. Therapy and testing for treatment of allergies including, but not limited to, services related
to clinical ecology, environmental allergy and allergic immune system dysregulation and sublingual
antigen(s), extracts, neutralization test and/or treatment UNLESS such therapy or testing is
approved by:
•
•

The American Academy of Allergy and Immunology, or
The Department of Health and Human Services or any of its offices or agencies.

5. Alternative Medicine. Treatment, services or supplies for, including, but not limited to: acupuncture,
acupressure, aromatherapy, ayurveda, biofeedback, faith healing, guided mental imagery, herbal
medicine, holistic medicine, homeopathy, hypnosis, macrobiotics, naturopathy, ozone therapy,
reflexotherapy, relaxation response, rolfing, shiatsu and yoga. Services rendered in a premenstrual
syndrome clinic or holistic medicine clinic are also excluded.
6. Bariatric Surgery. No benefits will be provided for, or on account of, the following items:
•
•
•

Expenses for a Bariatric Surgery that are Experimental, Investigational or Unproven;
Expenses for Bariatric Surgery performed outside of the United States;
Any care resulting from a non-covered Bariatric Surgery.

7. Before Enrollment and After Termination. Services, supplies or treatment rendered before
coverage begins under this Plan or after coverage ends.
8. Behavioral Health. Services which are:
•
•

Rendered in connection with a Mental Health Disorder not classified in the International
Classification of Diseases of the U.S. Department of Health and Human Services;
Extended beyond the period necessary for evaluation and diagnosis of learning and behavioral
disabilities or for mental retardation.
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9. Billing Error. Services that are billed incorrectly or billed separately, but are an integral part of
another billed service.
10. Blood. Blood donor expenses.
11. Cardiac Rehabilitation. Cardiac rehabilitation beyond Phase II including self-regulated physical
activity that the Covered Person performs to maintain health that is not considered to be a treatment
program.
12. Contraceptives. Contraceptive pills, patches and spermicide (see the Prescription Drug Benefit for
coverage).
13. Cosmetic Surgery. Cosmetic Surgery and cosmetic services or devices, unless for Reconstructive
Surgery:
•
•

Resulting from an Injury, infection or other disease of the involved part, when Functional
Impairment is present; or
Resulting from a congenital disease or anomaly of a covered Dependent child which resulted in
a Functional Impairment.

Expense Incurred for Reconstructive Surgery performed due to the presence of a psychological
condition is not covered, unless the condition(s) described above are also met.
14. Court-Ordered. Court-Ordered Mental Health Disorder or Substance Abuse services.
15. Criminal Activity. Any expense due to the Covered Person's engaging in an illegal occupation or
commission of or an attempt to commit a criminal act.
A criminal act is defined as the commission of an assault or battery (or a similar crime against a
person) or a felony. The Plan shall enforce this exclusion based upon reasonable information showing
that criminal activity took place. It is not necessary that an arrest occur, criminal charges be filed, or,
if filed, that a conviction result. This exclusion does not apply if the Injury (a) resulted from being the
victim of an act of domestic violence; or (b) resulted from a documented medical condition (including
both physical and mental health conditions).
16. Custodial Care. Custodial Care and Maintenance Care.
17. Dental Services. Dental services or appliances for the treatment of the teeth, gums, jaws or alveolar
processes, including but not limited to, implants and related procedures, routine dental extractions
and orthodontic procedures, unless specifically covered under this Plan.
18. Education or Training. Education or training, unless otherwise specified in this Plan. This exclusion
also includes educational or vocational therapy, testing, services or schools, including therapeutic
boarding schools and other therapeutic environments. Educational or vocational videos, tapes,
books and similar materials are also excluded.
19. Environmental Control. Expenses for services that are primarily and customarily used for
environmental control or enhancement (whether or not prescribed by a Qualified Practitioner) and
certain medical devices including, but not limited to:
•
•
•

Common household items including air conditioners, air purifiers, water purifiers, vacuum
cleaners, waterbeds, hypoallergenic mattresses or pillows or exercise equipment;
Motorized transportation equipment (e.g. scooters), escalators, elevators, ramps or
modifications or additions to living/working quarters or transportation vehicles;
Personal hygiene equipment including bath/shower chairs and transfer equipment or supplies;
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•
•
•
•

Personal comfort items including cervical pillows, gravity lumbar reduction chairs, swimming
pools, whirlpools, spas or saunas;
Medical equipment including blood pressure monitoring devices, PUVA lights and stethoscopes;
Communication system, telephone, television or computer systems and related equipment or
similar items or equipment;
Communication devices, except after surgical removal of the larynx or a diagnosis of permanent
lack of function of the larynx.

20. Examinations. Routine physical exams and related services for occupation, employment, school,
travel, sports, camp, purchase of insurance or premarital tests or examinations, unless specifically
stated as covered under this Plan.
21. Excess Charges. Charges or the portion thereof which are in excess of the Maximum Allowable
Amount (Usual, Customary and Reasonable Allowance, the Negotiated Rate or fee schedule) or in
excess of the maximum benefit available under this plan.
22. Experimental and/or Investigational. Any medical treatment, procedure, drug, biological product
or device which is Experimental, Investigational or Unproven, unless otherwise specified in this Plan.
23. Eye Care. Radial keratotomy, refractive keratoplasty or any other surgery to correct myopia,
hyperopia or stigmatic error. Also excluded is the purchase, fitting or repair of eyeglass frames and
lenses or contact lenses, unless specifically provided under this Plan.
24. Family Member. Services provided by a person who ordinarily resides in the Covered Person’s
home or who is a Family Member (as defined by this Plan).
25. Fitness Programs. Expenses for health clubs or health spas, aerobic and strength conditioning,
work-hardening programs or weight loss or similar programs, and all related material and product
for these programs.
26. Foot Care (Podiatry). The following types of care of the feet are not covered:
•
•
•
•
•
•

Shock wave therapy of the feet.
Hygienic care, and the treatment of superficial lesions of the feet, such as corns, calluses or
hyperkeratosis, that are not related to Injury, diabetic, vascular, or neuropathic disease of the
feet.
Treatment of tarsalgia, metatarsalgia, or bunion, except surgically.
Cutting of toenails, except the removal of the nail matrix or when needed to treat a metabolic or
peripheral vascular disease.
Heel wedges, lifts or shoe inserts.
Arch supports or orthopedic shoes. Arch supports and orthopedic shoes are covered if medically
necessary because of diabetes or hammertoe.

27. Government. Furnished by or payable under any plan or law through any government or any
political subdivision (this does not include Medicare or Medicaid).
28. Growth Hormones. Growth hormones (medications, drugs or hormones to stimulate growth).
29. Half-Way House Services.
30. Hearing Aids. Hearing aids, the fitting or repair of hearing aids or advice on their care; implantable
hearing devices, except for cochlear implants and auditory brain stem implants as determined by
this Plan.
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31. Immunizations. Immunizations that are required for foreign travel. This exclusion does not include
any immunization required to be covered under the Preventive Care benefit.
32. Late Claims. Claims received later than twelve (12) months from the date of service.
33. Maintenance Therapy. Such services are excluded if, based on medical evidence, treatment or
continued treatment could not be expected to resolve or improve the condition, or that clinical
evidence indicates that a plateau has been reached in terms of improvement from such services.
34. Marital or Pre-marital Counseling.
35. Midwife. Services of a midwife, unless provided by a Certified Nurse Midwife.
36. Military. Furnished for a military service connected Sickness or Injury by or under an agreement
with a department or agency of the United States Government, including the Department of
Veterans Affairs, unless payment is legally required.
37. Miscellaneous Therapy and Treatment. No benefits will be provided for the following, unless
otherwise specified as covered by this Plan:
•
•
•
•
•
•
•
•
•
•
•

Immunotherapy for recurrent abortion;
Chemonucleolysis;
Biliary lithotripsy;
Home uterine activity monitoring;
Sleep therapy;
Light treatments for Seasonal Affective Disorder (S.A.D.);
Immunotherapy for food allergy;
Prolotherapy;
Hyperhidrosis surgery;
Lactation therapy; or
Sensory integration therapy.

38. No Charge. Services which the Covered Person would not be obligated to pay in the absence of
this Plan or which are available to the Covered Person at no cost, or which the Plan has no legal
obligation to pay, unless charges are received from and reimbursable to the United States
Government or any of its agencies as required by law.
39. Not Medically Necessary. Services, supplies, treatment, facilities or equipment which the Plan
determines do not meet the definition of Medically Necessary.
40. Not Provided. Services, supplies, and treatment which was not provided to the Covered Person.
41. Not Covered. Services, supplies, and treatment which are not specifically covered by this plan
whether or not prescribed by a Qualified Practitioner. Also excluded are services performed in
association with a service that is not covered under the Plan.
42. Other Coverage. Any Covered Benefit to the extent of any amount received from others for the
bodily injuries or losses which necessitate such benefits. Without limitation, "amounts received from
others" specifically includes, but is not limited to, liability insurance, workers’ compensation,
uninsured motorists, underinsured motorists, "no-fault" and automobile med-pay payments or
recovery from any identifiable fund regardless of whether the beneficiary was made whole.
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43. Over-The-Counter Medication and Supplies. Over-the-counter medical items or supplies that can
be provided or prescribed by a Qualified Practitioner but are also available without a written order
or Prescription, except for medications and supplies required to be covered under the Preventive
Care benefits (with a Prescription from a Qualified Practitioner);
44. Pathology and Radiology Interpretation. Professional pathology or radiology charges, including
but not limited to, blood counts, multi-channel testing, and other clinical chemistry tests, when:
•
•

The services do not require a professional interpretation, or
The Qualified Practitioner did not provide a specific professional interpretation of the test results
of the Covered Person.

45. Preadmission Testing. Preadmission testing/procedural testing duplicated during a hospital
Confinement.
46. Prescription Medication. Prescription drugs and Self-Administered Injectable Drugs, unless
administered to the Covered Person:
•
•

While Inpatient in a hospital, Qualified Treatment Facility or skilled nursing facility; or
By the following, when deemed appropriate by this Plan: a Qualified Practitioner, during an office
visit, while Outpatient, or at a home health care agency as part of a covered home health care
Plan approved by this Plan.

Coverage will not be provided for Off-Evidence Drug Indications.
47. Previous Health Plan. Expenses Incurred for which a Covered Person is entitled to receive benefits
under their previous dental or medical plan.
48. Private Duty Nursing. Private duty nursing services, except in an Inpatient Hospital.
49. Qualified Provider. Service that are not furnished by a Qualified Practitioner or Qualified Treatment
Facility and services not authorized or prescribed by a Qualified Practitioner.
50. Reversal of Sterilization: Procedures or treatments to reverse prior sterilization.
51. Sexual Dysfunction/Impotence. Services related to the treatment and/or diagnosis of sexual
dysfunction/impotence.
52. Smoking Cessation. Treatment of nicotine habit or addiction, including, but not limited to hypnosis,
smoking cessation products, classes or tapes, unless otherwise required to be covered as part of
the Affordable Care Act.
53. Stand-by Physician and Assistants. Services rendered by a standby Physician, surgical assistant,
assistant surgeon, Physician assistant, registered nurse or certified operating room technician
unless medically necessary.
54. Subrogation. Charges for Illness or Injuries suffered by a Covered Person due to the action or
inaction of any third party if the Covered Person fails to provide information as specified in the
Subrogation section. See the Subrogation, Reimbursement and Offset section for more information.
55. Supplements. Vitamins, dietary supplements and dietary formulas, except enteral formulas,
nutritional supplements or low protein modified food products for the treatment of an inherited
metabolic disease, e.g. phenylketonuria (PKU).
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56. Surrogate Parenting. Services or supplies provided in connection with a surrogate parent,
including pregnancy and maternity charges Incurred by a Covered Person acting as a surrogate
parent.
57. Transportation. Transportation services which are solely for the convenience of the Covered
Person, the Covered Person's Family Member, or the Covered Person's Physician.
58. Travel. Travel costs, including accommodations, whether or not recommended or prescribed by
a Physician, unless authorized in advance by the Plan.
59. Travel outside the United States. Any Expense Incurred for services received outside of the
United States, except for emergency care services, unless preauthorized by the Plan prior to
treatment.
60. Vision Therapy.
61. Weekend Admission. Weekend Non-Emergency hospital admissions, specifically admissions
to a hospital on a Friday or Saturday at the convenience of the Covered Person or his or her
Qualified Practitioner when there is no cause for an emergency admission and the Covered
Person receives no surgery or therapeutic treatment until the following Monday.
62. Wigs. Wigs, except for cancer patients with hair loss resulting from chemotherapy and/or
radiation therapy.
63. Work-related. Any Injury or Sickness arising from or sustained in the course of any occupation
or employment for compensation, profit or gain for which:
•
•

Benefits are provided or payable under any Workers' Compensation or Occupational
Disease Act or Law, or
Coverage was available under any Workers' Compensation or Occupational Disease Act
or Law regardless of whether such coverage was actually purchased.

The Plan does not limit a Covered Person’s right to choose their own medical care. If a medical
expense is not a Covered Benefit, or is subject to a limitation or exclusion, a Covered Person still has the
right and privilege to receive such medical service or supply at the Covered Person’s own personal
expense.
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SECTION XV: MEDICAL CLAIM PROCESSING
All claims for benefits must be submitted within twelve (12) months from the Incurred date of
service to be eligible for benefits under this Plan. Any additional information requested related
to the claim must be provided within the initial twelve (12) months.
All providers of services and/or Covered Persons should submit their expenses as stated on the
Covered Person’s ID card. The Covered Person’s health plan identification card explains to providers
and Covered Persons how to file a claim.
Note: Cancelled checks, balance-due statements, photocopies, faxes, handwritten claims and
payment receipts do not contain sufficient information to meet claim-filing requirements and
cannot be accepted.
If a Covered Person or provider needs help filing a claim or information on the benefits provided under
the Plan, they may contact the telephone number listed on the Covered Person’s health plan
identification card and speak with a Customer Service Representative.
TYPES OF CLAIMS
How a Covered Person files a claim for benefits depends on the type of claim it is. There are several
categories of claims for benefits:
Pre-Service Care Claim - A pre-service claim is a claim for a benefit under the Plan which the terms
of the Plan require approval of the benefit in advance of obtaining medical care. There are two (2)
special kinds of pre-service claims:
Urgent Pre-Service Claim- An urgent pre-service claim is any pre-service claim for medical
care or treatment where applying the timeframes for non-urgent care could (a) seriously
jeopardize the Covered Person’s life or health or their ability to regain maximum function or
(b) in the opinion of a Physician with knowledge of their medical Condition, would subject
them to severe pain that cannot be adequately managed without the care or treatment that is
the subject of the claim. This type of claim generally includes those situations commonly
treated as emergencies. Determination of urgent can be made by (a) an individual acting on
behalf of the plan and applying the judgment of a Prudent Layperson who possesses an
average knowledge of medicine or (b) any Physician with knowledge of their medical
Condition can determine that a claim involves urgent care.
Concurrent Pre-Service Claim - A concurrent pre-service claim is a claim for an extension
of the duration or number of treatments provided through a previously approved pre-service
claim. Where possible, this type of claim should be filed at least twenty-four (24) hours before
the expiration of any course of treatment for which an extension is being sought.
Additionally, if the Plan or its designee reduces or terminates a course of treatment before the
end of the course previously approved (unless it's due to a health plan amendment or health
plan termination), then the reduction or termination is considered an Adverse Benefit
Determination. The Plan or its designee will notify the Covered Person, in advance, of the
reduction or termination so that they may appeal and obtain an answer on the appeal before
the benefit is reduced or terminated.
Post-Service Care Claim - A Post-Service Claim is a claim for payment or reimbursement
after services have been rendered. It is any claim that is not a pre-service claim.
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WHO MUST FILE
The Covered Person may initiate pre-service claims if they are able, or their treating Physician may file
the claim for them. The Covered Person is responsible for filing post-service claims, although the Plan
or its designee may accept billings directly from providers on their behalf, if they contain all of the
information necessary to process the claim.
Appointing an Authorized Representative. If the Covered Person wishes to have someone act on
their behalf for purposes of filing claims, making inquiries and filing appeals, they must furnish the Plan
or its designee with a written designation of their Authorized Representative. The Covered Person can
appoint any individual as their Authorized Representative. A health care provider with knowledge of the
Covered Person’s medical condition can act as their Authorized Representative for purposes of an
urgent care claim as defined above without a written designation as Authorized Representative. Once
the Covered Person appoints an Authorized Representative in writing, all subsequent communications
regarding their claim will be provided to their Authorized Representative.
TIMING OF CLAIMS DETERMINATIONS
Urgent Care Claims. If the Covered Person’s claim involves urgent care, the Covered Person or their
authorized representative will be notified of the Plan's or its designee’s initial decision on the claim,
whether adverse or not, as soon as is feasible, but not later than seventy-two (72) hours after receiving
the claim. If the claim does not include sufficient information for the Plan or its designee to make an
intelligent decision, the Covered Person or their representative will be notified within twenty-four (24)
hours after receipt of the claim of the need to provide additional information. The Covered Person or
their representative will have at least forty-eight (48) hours to respond to this request; the Plan or its
designee then must inform them of its decision within forty-eight (48) hours of receiving the additional
information. The Plan or its designee may provide notification its benefit determination decision orally
and follow with written or electronic notification not later than three (3) days after the oral notification.
Concurrent Care Claims. If a claim is one involving concurrent care, the Plan or its designee will notify
the Covered Person of its decision, whether adverse or not, within twenty-four (24) hours after receiving
the claim, if the claim was for urgent care and was received by the Plan or its designee at least twentyfour (24) hours before the expiration of the previously approved time period for treatment or number of
treatments. The Covered Person will be given time to provide any additional information required to
reach a decision. If the concurrent care claim does not involve urgent care or is filed less than twentyfour (24) hours before the expiration of the previously approved time period for treatment or number of
treatments, the Plan or its designee will respond according to the type of claim involved (i.e., urgent,
other pre-service or post-service).
Other Pre-Service Claims. If the claim is for any other pre-service authorization, the Plan or its
designee will notify the Covered Person of its initial determination, whether adverse or not, as soon as
possible, but not more than fifteen (15) days from the date it receives the claim. This fifteen (15) day
period may be extended by the Plan or its designee for an additional fifteen (15) days if the extension
is required due to matters beyond the Plan's or its designee’s control. The Plan or its designee will
provide notification of such an extension and date by which it expects to render a decision.
If an extension is needed because all of the necessary information was not provided to process the
claim, the Plan or its designee will notify the Covered Person, in writing, within the initial fifteen (15) day
response period and will specifically describe the missing information. The Covered Person will have at
least forty-five (45) days to provide any additional information requested by the Plan or its designee.
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Post-Service Claims. If the claim is for a post-service reimbursement or payment of benefits, the Plan
or its designee will notify the Covered Person within thirty (30) days of receipt of the claim that the claim
has been approved or denied. The thirty (30) days can be extended to forty-five (45), if the Plan or its
designee provides notification within the initial thirty (30) days of the circumstances beyond the Plan's
or its designee’s control that require an extension of the time period, and the date by which the Plan or
its designee expects to render a decision. If more information is necessary to decide a post-service
claim, the Plan or its designee will deny the claim and provide notification of the specific information
necessary to complete the claim.
No legal action for recovery of benefits allegedly due under any Company Sponsored benefit
plan may be commenced by or on behalf of an Employee or former Employee against the Plan,
the Plan Administrator, or successor of the same unless it is filed within three (3) years after the
date of the final determination noted in the appeals procedure of the relevant benefit Plan
document.
Special Note Regarding COVID-19: Recent government guidance issued in response to the COVID-19
National Emergency requires the Plan to disregard the Outbreak Period when determining certain Plan
deadlines. This means that deadlines related to certain ERISA Benefit Claims and Appeals rules will be
tolled until the end of the Outbreak Period.
This guidance impacts applicable deadlines and timeframes that begin during the Outbreak Period as
well as those that began prior to the Outbreak Period but that had not yet lapsed. The Outbreak Period
is defined as the period from March 1, 2020, through 60 days after the announced end of the COVID-19
“National Emergency” (or such other time as the government agencies may announce in the future).
PAYMENT OF BENEFITS
If in the opinion of the Claims Administrator, a party entitled to a benefit payment under this Plan cannot
be found, the Claims Administrator may, at its option, make such payment to the individual or individuals
as are, in the Claims Administrator’s opinion, equitably entitled thereto. In the event of the death of the
Covered Person prior to such time as all benefit payments due him/her have been made, the Claims
Administrator may, at their sole discretion and option, honor benefit assignments, if any, made prior to
the death of such Covered Person. All such benefit payments shall absolve the Plan and the Claims
Administrator from any further liability for the payment of said benefits under this Plan.
Benefits payable under the Plan may be assigned to the provider of service. The Claims Administrator
will endeavor to pay assigned benefits directly to the assignee, but to the extent any such benefits are
paid directly to the Covered Person, the Plan and the Claims Administrator shall be deemed to have
fulfilled their obligations with respect to the payment. To avoid the payment of assigned benefits directly
to the assignee, the Claims Administrator must receive a written request signed by both the Covered
Person and the assignee no later than the time the claim for benefits is filed.
TRAVEL OUTSIDE OF THE UNITED STATES
Emergency treatment for a Covered Person will be paid at the Network benefit level based on billed
charges and in accordance with the Plan provisions. When a Covered Person pays out-of-pocket for
services Incurred while traveling out of the United States, a Contigo Medical Claim Request Form and
a copy of proof of payment must be submitted, along with any related invoice received from the provider,
so benefits can be determined based on the services rendered.
RIGHT TO REQUEST OVERPAYMENTS
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The Plan reserves the right to recover any payments made by the Plan that were:
•
•
•

Made in error;
Made after the date the person should have been terminated under this Plan; or
Made to any Covered Person or any party on a Covered Person’s behalf where the Plan Sponsor
determines the payment to the Covered Person or any party is greater than the amount payable
under the Plan.

This Plan has the right to recover against a Covered Person if this Plan has paid that Covered Person
or any other party on their behalf.
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WORKERS' COMPENSATION
If benefits are paid by this Plan and this Plan determines that a Covered Person received Workers'
Compensation for the same incident, this Plan has the right to recover as described under the
Subrogation, Reimbursement and Offset provision. This Plan will exercise its right to recover against
the Covered Person even though:
•
•
•
•

The Workers' Compensation benefits are in dispute or are made by means of settlement or
compromise;
No final determination is made that Injury or Sickness was sustained in the course of, or resulted
from, the Covered Person’s employment;
The amount of Workers' Compensation due to medical or health care is not agreed upon or defined
by the Covered Person or the Workers' Compensation carrier;
The medical or health care benefits are specifically excluded from the Workers' Compensation
settlement or compromise.

The Covered Person hereby agrees that, in consideration for the coverage provided by this Plan, he or
she will notify the Plan Administrator of any Workers' Compensation claim made, and agree to
reimburse this Plan as described above.
RIGHT TO REQUIRE MEDICAL EXAMINATIONS
This Plan has the right to require that a medical examination be performed on any Claimant for whom
a claim is pending as often as may be reasonably required. If this Plan requires a medical examination,
it will be performed at this Plan’s expense. This Plan also has a right to request an autopsy in the case
of death, if state law so allows.
ADVERSE BENEFIT DETERMINATIONS
If a benefit is denied, reduced, terminated, or refused payment, including eligibility denials, utilization
reviews and coverage rescissions, in whole or in part, it is considered an Adverse Benefit Determination,
as defined. When an Adverse Benefit Determination is made, the Claimant will receive written or
electronic notification of the following:
1. The specific reason(s) for the Adverse Benefit Determination;
2. Reference to relevant Plan provisions used in making the determination;
3. A description of additional information necessary for the Claimant to perfect the claim and an
explanation of why the additional information is necessary;
4. A description of the Plan’s appeal procedures applicable to the claim, including any applicable time
limits;
5. The Claimant’s right to bring a civil action under ERISA 502(a) following exhaustion of an appeal of
an Adverse Benefit Determination; and
6. If the Adverse Benefit Determination reflected was based upon an internal rule, guideline or protocol,
a copy of the rule, guideline or protocol will be provided free of charge upon written request. In
addition, if the determination was based on a limitation or exclusion that the treatment was
experimental or not medically necessary, an explanation of the scientific or clinical judgment relied
upon will be sent free of charge upon written request.
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FRAUD
Fraud is a crime that can be prosecuted. Any Covered Person who willfully and knowingly engages in
an activity intended to defraud the Plan is guilty of fraud. The Plan will utilize all means necessary to
support fraud detection and investigation. It is a crime for a Covered Person to file a claim containing
any false, incomplete or misleading information with intent to injure, defraud or deceive the Plan. In
addition, it is a fraudulent act when a Covered Person willfully and knowingly fails to notify the Plan
regarding an event that affects eligibility for a Covered Person. Notification requirements are outlined in
this SPD and other Plan materials. Please read them carefully and refer to all Plan materials provided
(i.e., COBRA notices). A few examples of events that require Plan notification would be divorce,
Dependent aging out of the Plan, and enrollment in other group health coverage while on COBRA
(please note that the examples listed are not all inclusive).
These actions will result in denial of the Covered Person’s claim or termination from the Plan, and are
subject to prosecution and punishment to the full extent under state and/or federal law.
Covered Persons must:
1. File accurate claims. If someone else files claims on the Covered Person’s behalf, the Covered
Person should review the form before signing it;
2. Review the Explanation of Benefits (EOB) form. Make certain that benefits have been paid correctly
based on the Covered Person’s knowledge of the expenses Incurred and the services rendered;
3. Never allow another person to seek medical treatment under the Covered Person’s identity. If the
Plan identification card is lost, report the loss to the Plan immediately;
4. Provide complete and accurate information on claim forms and any other forms. Answer all
questions to the best of their knowledge; and
5. Notify the Plan when an event occurs that affects a Covered Person’s eligibility.
To maintain the integrity of this Plan, Covered Persons are encouraged to notify the Plan whenever a
provider:
1.
2.
3.

Bills for services or treatment that have never been received;
Asks a Covered Person to sign a blank claim form; or
Asks a Covered Person to undergo tests that the Covered Person feels are not needed.

Covered Persons concerned about any of the charges that appear on a bill or EOB form, or who know
of or suspect any illegal activity, should call the Customer Service telephone number on the ID card. All
calls are strictly confidential.
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SECTION XVI: APPEAL OF ADVERSE BENEFIT DETERMINATIONS
A Covered Person, or their authorized representative, has one hundred eighty (180) calendar days
following receipt of an Adverse Benefit Determination notice to submit a written first level appeal to the
Claims Administrator. If an appeal relates to an urgent care claim, the Covered Person will be notified
of the appeal determination as soon as possible, but not later than seventy-two (72) hours after receipt
of the appeal request. If an appeal relates to a non-urgent Pre-Service Claim, the Covered Person will
be notified of the appeal determination no later than fifteen (15) calendar days after receipt of the appeal
request. If the appeal relates to a post-service claim, the Covered Person will be notified of the appeal
determination no later than thirty (30) calendar days after receipt of the appeal request.
If a medical professional was consulted for the initial Adverse Benefit Determination, the appeal can be
requested either in writing or verbally, and an independent reviewer, with the same specialty as the
servicing provider, will perform the appeal review.
Any individual involved in the initial Adverse Benefit Determination will not participate in the
determination of the appeal. The Covered Person may submit comments, documents and other
supporting information in conjunction with the appeal. Upon written request (and free of charge),
reasonable access to the Plan’s documents and information relevant to the appealed claim will be
provided. As part of the appeal process, a full and fair review of all comments and documentation will
be provided on an unbiased basis.
Prior to the exhaustion of the internal appeal process, any new or additional evidence considered, relied
upon, or generated in connection with the claim or internal appeal of an Adverse Benefit Determination,
will be provided to the Covered Person, or their authorized representative, free of charge to provide
them an opportunity to respond to such new evidence or rationale.
If the appeal determination is to uphold the initial claim processing, the written notification will include
all mandated notices required for Adverse Benefit Determinations, and also include a description of the
Covered Person’s right to further action.
If the Covered Person remains dissatisfied with the appeal determination, they may submit a second
level appeal in writing within sixty (60) calendar days of receipt of the initial appeal determination notice.
The second level appeal will be reviewed by individuals who were not involved in the initial appeal
determination. A second level appeal, including all relevant information, may be sent to the address
listed below.
All appeal procedures specified must be exhausted before any legal action is filed. No legal action can
be filed more than three years after the appeal determination notice.
FILING AN APPEAL OF AN ADVERSE BENEFIT DETERMINATION
The Covered Person or their authorized representative may submit appeals to the Claims Administrator.
The address for the Claims Administrator is:
Contigo Health
Attn: Appeals Coordinator
1755 Georgetown Road
Hudson, Ohio 44236
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EXTERNAL REVIEW
External Review is available when an Adverse Benefit Determination involves medical judgment
or rescission of coverage and the internal Appeal process is exhausted or if the Plan fails to
adhere to the requirements of claim and appeal processing.
Upon issuance of a final Adverse Benefit Determination on benefits involving medical judgments and
coverage rescissions from the internal review and appeal procedures discussed above, the Covered
Person (or an authorized representative) has four (4) months to file a request for an external review. If
the last day for filing a request for an external review falls on a Saturday, Sunday or federal holiday, the
last filing date is extended to the next day that is not a Saturday, Sunday or federal holiday. Within five
(5) business days following receipt of an external review request, the Plan will complete a preliminary
review to determine if:
1. The Covered Person was covered at the time the health care service was provided;
2. The final Adverse Benefit Determination does not relate to the Covered Person’s failure to meet
eligibility requirements under the Plan;
3. The Covered Person exhausted the Plan’s internal review and appeal process; and
4. The Covered Person has provided all the information and forms required to process an external
review.
Within one (1) business day after completion of the preliminary review, the Plan will issue written notice
that either:
1. The external review request is complete but ineligible for external review, the reasons for ineligibility
and contact information for the Employee Benefits Security Administration (866-444-3272); or
2. The external review request is not complete, the description of information or materials needed to
make the external review request complete within the four (4) month filing period or within the fortyeight (48) hour period following receipt of the notice, whichever is later.
Within five (5) days after the complete request for external review has been assigned to an Independent
Review Organization (“IRO”), the Plan will provide the IRO the documents and information considered
in making the final Adverse Benefit Determination. If the Covered Person submits any information to
the IRO, the IRO must forward any such information to the Plan within one (1) business day. The Plan
may reconsider its final Adverse Benefit Determination and if it decides to reverse its final Adverse
Benefit Determination before the IRO’s external review decision, the Plan will notify in writing, within
one (1) business day, the Covered Person and IRO of its reversal. The IRO must provide a decision
within thirty (30) calendar days from the date of request for the external review. The Plan will comply
with the IRO’s determination.
Request for expedited external review
A group health plan must allow a Covered Person to make a request for an expedited external review
if it involves a medical condition where the time for completion of a standard external review process
would seriously jeopardize the Claimant’s life or health or the Claimant’s ability to regain maximum
function, or if the final internal Adverse Benefit Determination concerns an admission, availability of
care, continued stay, or health care item or service for which the Claimant received emergency services,
but has not been discharged from a facility.
The IRO must provide a notice of the final external review decision as expeditiously as the Claimant’s
medical condition or circumstance require, but in no event more than seventy-two (72) hours after
the IRO receives the request for an expedited external review. If the notice is not in writing, within
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forty-eight (48) hours after providing the notice, the IRO must provide written confirmation of the
decision to both the Claimant and the plan.
Filing an External Review
The Covered Person, or their authorized representative, may file an External Review by submitting a
written request, to include all supporting documentation to:
External Review
Contigo Health
1755 Georgetown Road
Hudson, Ohio 44236
Special Note Regarding COVID-19: Recent government guidance issued in response to the COVID-19
National Emergency requires the Plan to disregard the Outbreak Period when determining certain Plan
deadlines. This means that the Plan will disregard the Outbreak Period for determining the deadline by
which a participant must file or perfect a request for external review of a medical benefits claim.
This guidance impacts applicable deadlines and timeframes that begin during the Outbreak Period as
well as those that began prior to the Outbreak Period but that had not yet lapsed. The Outbreak Period
is defined as the period from March 1, 2020, through 60 days after the announced end of the COVID-19
“National Emergency” (or such other time as the government agencies may announce in the future).
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SECTION XVII: FEDERAL LAWS IMPACTING BENEFITS
COBRA CONTINUATION COVERAGE
If a Covered Person loses coverage under the Plan, they have the right, in certain situations, to
temporarily continue coverage, at their expense, beyond the date it would otherwise end. This right is
guaranteed under the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
(COBRA).
See Section, “Notice of COBRA Continuation of Coverage and Responsibilities.”
GENETIC INFORMATION NONDISCRIMINATION ACT (GINA)
Individuals will be protected from discrimination in health plans on the basis of their genetic
information. The Plan will not discriminate against individuals based upon their genetic information,
which includes information about genetic tests, the genetic test of family members and the
manifestation of a disease or disorder in family members. In addition, genetic information will be
considered “health information” for purposes of the Health Insurance Portability and Accountability Act
of 1996 (HIPAA).
MENTAL HEALTH PARITY ACT
The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA) is a federal law that generally prevents group health plans that provide mental health or
substance use disorder (MH/SUD) benefits from imposing less favorable benefit limitations on those
benefits than on medical/surgical benefits.
The Mental Health Parity Act of 1996 (MHPA) provided that large group health plans cannot impose
annual or lifetime dollar limits on mental health benefits that are less favorable than any such limits
imposed on medical/surgical benefits.
MHPAEA preserves the MHPA protections and adds significant new protections, such as extending the
parity requirements to substance use disorders. Although the law requires a general equivalence in the
way MH/SUD and medical/surgical benefits are treated with respect to annual and lifetime dollar limits,
financial requirements and treatment limitations, MHPAEA does NOT require large group health plans
to cover MH/SUD benefits. The law's requirements apply only to large group health plans that choose
to include MH/SUD benefits in their plans.
Requirements include the following:
•

If a group health plan includes medical/surgical benefits and MH/SUD benefits, the financial
requirements (e.g., Deductibles and Copayments) and treatment limitations (e.g., number of visits
or days of coverage) that apply to MH/SUD benefits must be no more restrictive than the
predominant financial requirements or treatment limitations that apply to substantially all
medical/surgical benefits (this is referred to as the “substantially all/predominant test”).
The substantially all/predominant test must be applied separately to six classifications of benefits:
inpatient In-Network; inpatient Out-of-Network; outpatient In-Network; outpatient Out-of-Network;
emergency; and prescription drug. Although the regulation does not require plans to cover
MH/SUD benefits, if they do, they must provide MH/SUD benefits in all classifications in which
medical/surgical benefits are provided.
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•

MH/SUD benefits may not be subject to any separate cost-sharing requirements or treatment
limitations that only apply to such benefits. All cumulative financial requirements, including
deductibles and out-of-pocket limits, in a classification must combine both medical/surgical and
MH/SUD benefits in the classification.

•

If a group health plan includes medical/surgical benefits and MH/SUD benefits, and the plan or
coverage provides for Out-of-Network medical/surgical benefits, it must provide for Out-of-Network
MH/SUD benefits; and

•

Standards for medical necessity determinations and reasons for any denial of benefits relating to
MH/SUD benefits must be disclosed upon request.

A group health plan cannot impose a non-quantitative treatment limitation with respect to MH/SUD
benefits in any classification unless, under the terms of the plan as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying the non-quantitative
treatment limitation to MH/SUD benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other factors used in
applying the limitation with respect to medical surgical/benefits in the classification.
THE NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than
48 hours following a vaginal delivery, or less than 96 hours following a cesarean section. However,
Federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting
with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, under Federal law, require that a provider obtain
authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48
hours (or 96 hours). If you would like more information on maternity benefits, call your plan administrator.
QUALIFIED MEDICAL CHILD SUPPORT ORDERS
A Dependent Child will become covered as of the date specified in a judgment, decree or order issued
by a court of competent jurisdiction or through a state administrative process.
The order must clearly identify all the following:
•
•
•
•

The name and last known mailing address of the participant;
The name and last known mailing address of each alternate recipient (or official state or political
designee for the alternate recipient);
A reasonable description of the type of coverage to be provided to the Child or the manner in which
such coverage is to be determined; and
The period of which the order applies.

In accordance with federal law, the Plan has written policies and procedures for the receipt and
processing of Qualified Medical Child Support Orders. A copy of these policies and procedures may be
obtained by making a written request to the Plan Administrator.
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THE WOMEN’S HEALTH AND CANCER RIGHTS ACT
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending physician
and the patient, for:
•
•
•
•

All stages of reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and
Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other
medical and surgical benefits provided under this plan. If you would like more information on WHCRA
benefits, call your plan administrator.
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SECTION XVIII: HIPAA PRIVACY AND SECURITY
In compliance with the requirements of the HIPAA regulations, herein referred to as the “HIPAA Privacy
Rule”, the following has been established as the extent to which the Plan Sponsor will receive, use,
and/or disclose Protected Health Information.
HIPAA regulations, herein referred to as the “HIPAA Privacy Rule”, and applicable state laws, the
following has been established as the extent to which the Plan Sponsor will receive, use, and/or disclose
Protected Health Information.
Permitted disclosure of individuals’ Protected Health Information to the Plan Sponsor
1. The Plan (and any Business Associate acting on behalf of the Plan), or any health care issuer
servicing the Plan will disclose individuals’ Protected Health Information to the Plan Sponsor
only to permit the Plan Sponsor to carry out plan administration functions. Such disclosure will
be consistent with the provisions of this regulation.
2. All disclosures of the Protected Health Information of the Plan’s individuals by the Plan’s
Business Associate or health care issuer, to the Plan Sponsor will comply with the restrictions
and requirements set forth in this document and in the “504” provisions.
3. The Plan (and any Business Associate acting on behalf of the Plan), may not permit a health
care issuer, to disclose individuals’ Protected Health Information to the Plan Sponsor for
employment-related actions and decisions in connection with any other benefit or Employee
benefit plan of the Plan Sponsor.
4. The Plan Sponsor will not use or further disclose individuals’ Protected Health Information other
than as described in the Plan Documents and permitted by the “504” provisions.
5. The Plan Sponsor will ensure that any agent(s), including a subcontractor, to whom it provides
individuals’ Protected Health Information received from the Plan (or from the Plan’s Business
Associate or health care issuer), agrees to the same restrictions and conditions that apply to the
Plan Sponsor with respect to such Protected Health Information.
6. The Plan Sponsor will not use or disclose individuals’ Protected Health Information for
employment-related actions and decisions or in connection with any other benefit or Employee
benefit plan of the Plan Sponsor.
The Plan Sponsor will report to the Plan any use or disclosure of Protected Health Information that is
inconsistent with the uses or disclosures provided for in the Plan Documents (as amended) and in the
“504” provisions, of which the Plan Sponsor becomes aware.
Disclosure of individuals’ Protected Health Information - Disclosure by the Plan Sponsor
1. The Plan Sponsor will make the Protected Health Information of the individual who is the subject
of the Protected Health Information available to such individual in accordance with 45 C.F.R. §
164.524.
2. The Plan Sponsor will make individuals’ Protected Health Information available for amendment
and incorporate any amendments to individuals’ Protected Health Information in accordance
with 45 C.F.R. § 164.526.
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3. The Plan Sponsor will make and maintain an accounting so that it can make available those
disclosures of individuals’ Protected Health Information that it must account for in
accordance with 45 C.F.R. § 164.528.
4. The Plan Sponsor will make its internal practices, books, and records relating to the use and
disclosure of individuals’ Protected Health Information received from the Plan available to
the U.S. Department of Health and Human Services for purposes of determining compliance
by the Plan with the HIPAA Privacy Rule.
5. The Plan Sponsor will, if feasible, return or destroy all individuals’ Protected Health
Information received from the Plan (or a Business Associate or health care issuer with
respect to the Plan) that the Plan Sponsor still maintains in any form after such information
is no longer needed for the purpose for which the use or disclosure was made. Additionally,
the Plan Sponsor will not retain copies of such Protected Health Information after such
information is no longer needed for the purpose for which the use or disclosure was made.
If, however, such return or destruction is not feasible, the Plan Sponsor will limit further uses
and disclosures to those purposes that make the return or destruction of the information
infeasible.
6. The Plan Sponsor will ensure that the required adequate separation, described later in this
section, is established and maintained.
Disclosures of Summary Health Information and Enrollment and Disenrollment Information to
the Plan Sponsor
1. The Plan, or a Business Associate or health care issuer with respect to the Plan, may
disclose summary health information to the Plan Sponsor without the need to amend the
Plan Documents as provided for in the “504” provisions, if the Plan Sponsor requests the
summary health information for the purpose of:
•

Obtaining premium bids from health plans for providing health coverage under the Plan;
or

•

Modifying, amending, or terminating the Plan.

2. The Plan, or a Business Associate or health care issuer with respect to the Plan, may
disclose enrollment and disenrollment information to the Plan Sponsor without the need to
amend the Plan Documents as provided for in the “504” provisions.
Required separation between the Plan and the Plan Sponsor
1. In accordance with the “504” provisions, this section describes the Employees or classes of
Employees or workforce members under the control of the Plan Sponsor who may have
access to individuals’ Protected Health Information received from the Plan or from a
Business Associate or health care issuer servicing the Plan.
•
•
•
•
•
•

Human Resources Department
Employee Benefits Department
Population Health Department
Total Value Department
Broker
Finance Department
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•

Legal Department

2. This list reflects the Employees, classes of Employees, or other workforce members of the
Plan Sponsor who may receive or at times access individuals’ Protected Health Information
relating to payment under, health care operations of, or other matters pertaining to plan
administration functions that the Plan Sponsor provides for the Plan. These individuals will
have access to individuals’ Protected Health Information solely to perform these identified
functions, and they will be subject to disciplinary action and/or sanctions (including
termination of employment or affiliation with the Plan Sponsor) for any use or disclosure of
individuals’ Protected Health Information in violation of, or noncompliance with, the
provisions of this Amendment.
3. The Plan Sponsor will promptly report any such breach, violation, or noncompliance to the
Plan and will cooperate with the Plan to correct the violation or noncompliance, to impose
appropriate disciplinary action and/or sanctions, and to mitigate any deleterious effect of the
violation or noncompliance.
HIPAA SECURITY STANDARDS
Definitions
1. Electronic Protected Health Information – The term "Electronic Protected Health Information"
has the meaning set forth in 45 C.F.R. § 160.103, as amended from time to time, and
generally means Protected Health Information that is transmitted or maintained in any
electronic media.
2. Plan - The term "Plan" means The Christ Hospital Health and Welfare Benefit Plan.
3. Plan Documents - The term "Plan Documents" means the group health plan's governing
documents and instructions (i.e., the documents under which the group health plan was
established and is maintained), including but not limited to The Christ Hospital Health and
Welfare Benefit Plan document.
4. Plan Sponsor - The term "Plan Sponsor" means the entity as defined at section 3(16) (B) of
ERISA 29 U.S.C. § 1002(16) (B). The Plan's Sponsor is The Christ Hospital.
5. Security Incidents – The term "Security Incidents" has the meaning set forth in 45 C.F.R. §
164.304, as amended from time to time, and generally means the attempted or successful
unauthorized access, use, disclosure, modification, or destruction of information or
interference with systems operations in an information system.
Plan Sponsor Obligations
Where Electronic Protected Health Information will be created, received, maintained, or transmitted
to or by the Plan Sponsor on behalf of the Plan, the Plan Sponsor shall reasonably safeguard the
Electronic Protected Health Information as follows:
1. Plan Sponsor shall implement administrative, physical, and technical safeguards that reasonably
and appropriately protect the confidentiality, integrity, and availability of the Electronic Protected
Health Information that Plan Sponsor creates, receives, maintains, or transmits on behalf of the
Plan;
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2. Plan Sponsor shall ensure that the adequate separation that is required by 45 C.F.R. §
164.504(f) (2) (iii) of the HIPAA Privacy Rule is supported by reasonable and appropriate security
measures;
3. Plan Sponsor shall ensure that any agent, including a subcontractor, to whom it provides
Electronic Protected Health Information agrees to implement reasonable and appropriate
security measures to protect such Information; and
4. Plan Sponsor shall report to the Plan any Security Incidents of which it becomes aware as
described below:
•
•

Plan Sponsor shall report to the Plan within a reasonable time after Plan Sponsor becomes
aware, any Security Incident that results in unauthorized access, use, disclosure,
modification, or destruction of the Plan's Electronic Protected Health Information; and
Plan Sponsor shall report to the Plan any other Security Incident on an aggregate basis
every month or more frequently upon the Plan's request.
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SECTION XIX: PRESCRIPTION DRUG BENEFITS
The Pharmacy Benefits Administrator for this Plan is: OptumRx.
Information on how to contact OptumRx can be found on the Employee identification card.
The Plan will pay for Covered Benefits (including dispensing fees) for Prescription products Incurred by
a Covered Person, in accordance with the Prescription Schedule of Benefits located in the applicable
Schedule of Benefits section of this document.
When a Network Pharmacy is used and the Covered Person does not present their I.D. card at the time
of purchase, the Covered Person must pay the Pharmacy the full retail price and submit the Pharmacy
receipt to the Pharmacy Benefits Administrator. The Covered Person will be reimbursed at 100% of
billed charges after the charge has been reduced by the applicable Copayment.
When an Out-of-Network Pharmacy is used, the Covered Person must pay the Pharmacy the full price
of the drug and submit the Pharmacy receipt to the Pharmacy Benefits Administrator. The Covered
Person will be reimbursed at the Default Rate, after the charge has been reduced by the applicable
Coinsurance. The Covered Person is responsible for 100% of the difference between the Default Rate
and the Out-of-Network Pharmacy’s charge. The charge received from an Out-of-Network Pharmacy
for a Prescription or refill may be higher than the Default Rate.
Expenses will not be paid for Prescription products purchased before coverage with this Plan begins,
or after coverage under this Plan or this provision terminates.
DEFINITIONS
The following terms are used for the purpose of the Prescription Benefits in this document:
Brand Name medication means a drug, medicine or medication that is manufactured and distributed
by only one pharmaceutical manufacturer, or any drug product that has been designated as brand name
by an industry-recognized source.
Default Rate means the rate or amount equal to the Medicare reimbursement rate for the Prescription
or refill.
Dispensing Limit means the monthly drug dosage limit and/or the number of months the drug usage
is usually needed to treat a particular condition.
Generic medication means a drugs that has the same ingredients, safety, dosage, quality and strength
as their brand-name counterparts.
Legend Drug means any medicinal substance the label of which, under the Federal Food, Drug and
Cosmetic Act is required to bear the legend: “Caution: Federal Law Prohibits dispensing without
Prescription”.
Mail Order Pharmacy means a Pharmacy that provides covered Mail Order Pharmacy services and
delivers covered Prescriptions or refills through the mail to Covered Persons.
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Orphan Drug means a drug or biological used for the diagnosis, treatment, or prevention of rare
diseases or conditions, which:
1. Affects less than 200,000 persons in the United States; or
2. Affects more than 200,000 persons in the United States, however, there is no reasonable
expectation that the cost of developing the drug and making it available in the United States will be
recovered from the sales of that drug in the United States.
Pharmacy Benefits Administrator is an organization that manages payment for Prescriptions and
services under this Plan.
Prior Authorization means the required prior approval for the coverage of Prescription drugs,
medicines and medications, including the dosage, quantity and duration, as appropriate for the Covered
Person’s diagnosis, age and sex. Certain Prescription drugs, medicines or medications may require
Prior Authorization. Contact the Pharmacy Benefit Administrator as listed on the ID card for information
on what Prescription drugs, medicines and medications require Prior Authorization.
Self-Administered Injectable Drug means an FDA approved medication which a person may
administer to himself/herself by means of intramuscular, intravenous, or subcutaneous injection, and is
intended for use by the Covered Person.
Specialty Drug means a drug, medicine, medication or biological used as a specialized therapy
developed for chronic, complex Sicknesses or Injuries. Specialty Drugs may:
1.
2.
3.
4.

Require nursing services or special programs to support patient compliance;
Require disease-specific treatment programs;
Have limited distribution requirements; or
Have special handling, storage or shipping requirements.

Step Therapy means that a Covered Person is required to follow certain steps prior to coverage of
some high-cost drugs, medicines or medications. The Plan may require a Covered Person to try a
similar drug, medicine or medication that has been determined to be safe, effective and less costly for
most people with the same condition.
COVERED BENEFITS
Covered Prescription drugs, medicine or medications must:
•
•

Be prescribed by a Qualified Practitioner for the treatment of a Sickness or Injury; and
Be dispensed by a Pharmacist.

Additional information on what Prescription drugs are covered, contact the Pharmacy Benefit
Administrator.
The Plan may decline coverage of a specific Prescription or, if applicable, drug list inclusion of any and
all drugs, medicines or medications until the conclusion of a review period not to exceed six (6) months
following FDA approval for the use and release of the drug, medicine or medication into the market.
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EXCLUSIONS & LIMITATIONS
1. Any drug, medicine, medication or supply not approved for coverage under this Plan;
2. Legend Drugs which are not deemed Medically Necessary by a Qualified Practitioner;
3. Charges for the administration or injection of any drug, except covered immunizations received at a
Network Pharmacy;
4. Any drug, medicine or medication labeled “Caution-limited by federal law to investigational use,” or
any drug, medicine or medication that is Experimental, Investigational or Unproven, even though a
charge is made to the Covered Person;
5. Any drug, medicine or medication that is consumed or injected at the place where the Prescription
is given, or dispensed by the Qualified Practitioner, except covered immunizations received at a
Network Pharmacy;
6. Prescriptions that are to be taken by, or administered to, the Covered Person, in whole or in part,
while he or she is a patient in a facility where drugs are ordinarily provided by the facility on an
Inpatient basis;
7. Any drug prescribed, except: FDA approved drugs utilized for FDA approved indications; or FDA
approved drugs utilized for Off-Label Drug Indications recognized in at least one compendia
reference or peer-reviewed medical literature deemed acceptable to this Plan;
8. Off-Evidence Drug Indications;
9. Prescription refills: in excess of the number specified by the Qualified Practitioner; filled prior to the
designated refill percentage; or dispensed more than one year from the date of the original order;
10. Any drug for which a charge is customarily not made;
11. Therapeutic devices or appliances, including, but not limited to: hypodermic needles and syringes
(except needles and syringes for use with insulin and covered Self-Administered Injectable Drugs)
whose coverage is approved by this Plan; support garments; test reagents; mechanical pumps for
delivery of medications; and other non-medical substances;
12. Dietary supplements (except enteral formulas and nutritional supplements for the treatment of
phenylketonuria (PKU) or other inherited metabolic disease); nutritional products; fluoride
supplements; minerals; herbs; and vitamins (except pre-natal vitamins, including greater than one
milligram of folic acid, and pediatric multi-vitamins with fluoride);
13. Drug delivery implants;
14. Injectable drugs, including but not limited to: immunizing agents; biological sera; blood; blood
plasma; or Self-Administered Injectable Drugs or Specialty Drugs not covered under this Plan;
15. Any drug prescribed for a Sickness or Injury not covered under this Plan;
16. Any portion of a Prescription or refill that exceeds the day supply as shown in the Schedule of
Benefits;
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17. Any drug, medicine or medication received by the Covered Person: before becoming covered under
this Plan; or after the date the Covered Person’s coverage under this Plan has ended;
18. Any costs related to the mailing, sending, or delivery of Prescription drugs;
19. Any intentional misuse of this benefit including Prescriptions purchased
someone other than the Covered Person;

for consumption by

20. Any Prescription or refill for drugs, medicines, or medications that are lost, stolen, spilled, spoiled,
or damaged;
21. Repackaged drugs;
22. Any drug or medicine that is: lawfully obtainable without a Prescription (over the counter drugs),
except insulin; or available in Prescription strength without a Prescription (except as may be required
to be covered by law);
23. Any drug or biological that has received designation as an Orphan Drug, unless approved by this
Plan;
24. Any amount paid for a Prescription that has been filled, regardless of whether the Prescription is
revoked or changed due to adverse reaction or change in dosage or Prescription;
25. Any portion of a Prescription or refill that exceeds the drug specific Dispensing Limit, is dispensed
to a Covered Person whose age is outside the drug specific age limits, is refilled early, or exceeds
the duration-specific Dispensing Limit;
26. Any drug for which Prior Authorization or Step Therapy is required and not obtained;
27. Any amount exceeding the Default Rate.
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SECTION XX: RESPONSIBILITIES FOR PLAN ADMINISTRATION
PLAN ADMINISTRATOR. The Christ Hospital, is the Plan Administrator, also called the Plan Sponsor.
The Plan Administrator shall administer this Plan in accordance with its terms and establish its policies,
interpretations, practices, and procedures. The Plan Administrator shall have sole, full and final
discretionary authority to interpret all Plan provisions, including the right to remedy possible ambiguities,
inconsistencies or omissions in the Plan and related documents; to make determinations in regard to
issues relating to the eligibility for benefits; to decide disputes that may arise relative to a Plan
Participants rights; and to determine all questions of fact and law arising under the Plan. The decisions
of the Plan Administrator will be final and binding on all interested parties.
DUTIES OF THE PLAN ADMINISTRATOR

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 third party administrator to pay claims;
9. To perform all necessary reporting as required by ERISA;
10. To establish and communicate procedures to determine whether a medical child support order or
national medical support notice is a QMCSO;

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

12. To perform each and every function necessary for or related to the Plan’s administration.
PLAN ADMINISTRATOR COMPENSATION. The Plan Administrator serves without compensation;
however, all expenses for plan administration, including compensation for hired services, will be paid
by the Plan.
FIDUCIARY. A fiduciary exercises discretionary authority or control over management of the Plan or
the disposition of its assets, renders investment advice to the Plan or has discretionary authority or
responsibility in the administration of the Plan.
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FIDUCIARY DUTIES. A fiduciary must carry out his or her duties and responsibilities for the purpose of
providing benefits to the Employee and their Dependent(s), and defraying reasonable expenses of
administering the Plan. These are duties which must be carried out:
1. With care, skill, prudence and diligence under the given circumstances that a prudent person,
acting in a like capacity and familiar with such matters, would use in a similar situation;
2. By diversifying the investments of the Plan so as to minimize the risk of large losses, unless
under the circumstances it is clearly prudent not to do so; and
3. In accordance with the Plan documents to the extent that they agree with ERISA.
THE NAMED FIDUCIARY. A "named fiduciary" is the one named in the Plan. A named fiduciary can
appoint others to carry out fiduciary responsibilities (other than as a trustee) under the Plan. These
other persons become fiduciaries themselves and are responsible for their acts under the Plan. To the
extent that the named fiduciary allocates its responsibility to other persons, the named fiduciary shall
not be liable for any act or omission of such person unless either:
1. The named fiduciary has violated its stated duties under ERISA in appointing the fiduciary,
establishing the procedures to appoint the fiduciary or continuing either the appointment or the
procedures; or
2. The named fiduciary breached its fiduciary responsibility under Section 405(a) of ERISA.
CLAIMS ADMINISTRATOR IS NOT A FIDUCIARY. A Claims Administrator is not a fiduciary under the
Plan by virtue of paying claims in accordance with the Plan's rules as established by the Plan
Administrator.
FUNDING THE PLAN AND PAYMENT OF BENEFITS
The cost of the Plan is funded as follows:
For Employee and Dependent Coverage: Funding is derived from the funds of the Employer and
contributions made by the Covered Employees.
The level of any Employee contributions will be set by the Plan Administrator. These Employee
contributions will be used in funding the cost of the Plan as soon as practicable after they have been
received from the Employee or withheld from the Employee’s pay through payroll deduction.
Benefits are paid directly from the Plan through the Claims Administrator.
PLAN IS NOT AN EMPLOYMENT CONTRACT
The Plan is not to be construed as a contract for or of employment.
CLERICAL ERROR
Any clerical error by the Plan Administrator or an agent of the Plan Administrator in keeping pertinent
records or a delay in making any changes will not invalidate coverage otherwise validly in force or
continue coverage validly terminated. An equitable adjustment of contributions will be made when the
error or delay is discovered.
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If, due to a clerical error, an overpayment occurs in a Plan reimbursement amount, the Plan retains a
contractual right to the overpayment. The person or institution receiving the overpayment will be
required to return the incorrect amount of money. In the case of a Plan Participant, if it is requested, the
amount of overpayment will be deducted from future benefits payable.
AMENDING AND TERMINATING THE PLAN
If the Plan is terminated, the rights of the Plan Participants are limited to expenses Incurred before
termination.
The Employer intends to maintain this Plan indefinitely; however, it reserves the right, at any time, to
amend, suspend or terminate the Plan in whole or in part. This includes amending the benefits under
the Plan or the Trust agreement (if any).
HOW TO FILE A COMPLAINT
If there is a Complaint regarding the Plan or services relating to the Plan’s benefits, please write to:
Complaint Department
Contigo Health, LLC
1755 Georgetown Road
Hudson, Ohio 44236
CERTAIN PLAN PARTICIPANTS RIGHTS UNDER ERISA
Plan Participants in this Plan are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA specifies that all Plan Participants shall be
entitled to:
1. Examine, without charge, at the Plan Administrator’s office and at other specified locations, such
as work sites and union halls, all documents governing this Plan, including insurance contracts
and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series)
filed by this Plan with the U.S. Department of Labor and available at the Public Disclosure Room
of the Employee Benefits Security Administration;
2. Obtain, upon written request from the Plan Administrator, copies of documents governing the
operation of this Plan, including insurance contracts and collective bargaining agreements, and
copies of the latest annual report (Form 5500 Series) and updated Summary Plan Description.
The administrator may make a reasonable charge for copies;
3. Receive a summary of this Plan’s annual financial report. The Plan Administrator is required by
law to furnish each participant with a copy of this summary annual report; and
4. Continue health care coverage for Covered Persons if there is a loss of coverage under this
Plan as a result of a qualifying event. Covered Persons may have to pay for such coverage.
Review this Summary Plan Description and this Plan’s documents on the rules governing
COBRA Continuation Coverage rights.
If a Plan Participant's claim for a benefit is denied or ignored, in whole or in part, the participant has 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.
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Under ERISA, there are steps a Plan Participant can take to enforce the above rights. For instance, if
a Plan Participant requests a copy of Plan documents or the latest annual report from the Plan and
does not receive them within thirty (30) days, they may file suit in a federal court. In such a case, the
court may require the Plan Administrator to provide the materials and to pay the Plan Participant up to
$110 a day until they receive the materials, unless the materials were not sent because of reasons
beyond the control of the Plan Administrator. If the Plan Participant has a claim for benefits which is
denied or ignored, in whole or in part, the participant may file suit in state or federal court.
In addition, if a Plan Participant disagrees with the Plan's decision or lack thereof concerning the
qualified status of a medical child support order, they may file suit in federal court.
In addition to creating rights for Plan Participants, ERISA imposes obligations upon the individuals who
are responsible for the operation of the Plan. The individuals who operate the Plan, called "fiduciaries"
of the Plan, have a duty to do so prudently and in the interest of the Plan Participants and their
beneficiaries. No one, including the Employer or any other person, may fire a Plan Participant or
otherwise discriminate against a Plan Participant in any way to prevent the Plan Participant from
obtaining benefits under the Plan or from exercising their rights under ERISA.
If it should happen that the Plan fiduciaries misuse the Plan's money, or if a Plan Participant is
discriminated against for asserting their rights, they may seek assistance from the U.S. Department of
Labor, or may file suit in a federal court. The court will decide who should pay court costs and legal
fees. If the Plan Participant is successful, the court may order the person sued to pay these costs and
fees. If the Plan Participant loses, the court may order them to pay these costs and fees, for example,
if it finds the claim or suit to be frivolous.
If the Plan Participant has any questions about the Plan, they should contact the Plan Administrator. If
the Plan Participant has any questions about this statement or their rights under ERISA, including
COBRA or the Health Insurance Portability and Accountability Act (HIPAA), and other laws affecting
group health plans, that Plan Participant should contact either the nearest Regional or District Office of
the U.S. Department of Labor's Employee Benefits Security Administration (EBSA) or visit the EBSA
website at www.dol.gov/ebsa/. (Addresses and phone numbers of Regional and District EBSA Offices
are available through EBSA's website.)
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SECTION XXI: GENERAL PLAN INFORMATION
TYPE OF ADMINISTRATION
The Plan is a self-funded health and welfare Plan providing group health benefits and the administration
is provided through a Third Party Claims Administrator. The funding for the benefits is derived from the
funds of the Employer and contributions made by Covered Employees. The Plan is not insured.
This group health plan believes this plan is a “Non-grandfathered health plan” under the Affordable
Care Act. Questions regarding the protections that apply to a Non-grandfathered health plan can be
directed to the Plan Administrator or the Employee Benefits Security Administration, U.S. Department
of Labor at 1-866-444-3272 or visit their website at www.dol.gov/ebsa/healthreform.
PLAN NAME: The Christ Hospital Health and Welfare Benefit Plan
PLAN NUMBER: 507
TAX ID NUMBER: 31-0538525
BENEFIT PLAN YEAR: Benefits begin on January 1 and end on the following December 31. For new
Employees and Dependents, a Benefit Plan Year begins on the individual’s effective date and runs
through December 31 of the same Benefit Plan Year.
PLAN YEAR: January 1 through December 31
FISCAL YEAR: July 1 through June 30
EMPLOYER INFORMATION:
The Christ Hospital
2139 Auburn Avenue
Cincinnati, OH 45219
Phone: 513-585-2000
PLAN ADMINISTRATOR / PLAN SPONSOR:
The Christ Hospital and all legal entities
2139 Auburn Avenue
Cincinnati, OH 45219
NAMED FIDUCIARY:
The Christ Hospital and all legal entities
2139 Auburn Avenue
Cincinnati, OH 45219
AGENT FOR SERVICE OF LEGAL PROCESS:
The Christ Hospital
2139 Auburn Avenue
Cincinnati, OH 45219
CLAIMS ADMINISTRATOR:
Contigo Health, LLC
1755 Georgetown Road
Hudson, Ohio 44236
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SECTION XXII: DEFINITIONS
1.

Accident means a sudden event that results in an Injury and is exact as to time and place of
occurrence.

2.

Activities of Daily Living (ADL) means the following, with or without assistance: Bathing,
dressing, toileting and associated personal hygiene; transferring (which is to move in and out of a
bed, chair, wheelchair, tub or shower); mobility, eating (which is getting nourishment into the body
by any means other than intravenous), and continence (which is voluntarily maintaining control of
bowel and/or bladder function; in the event of incontinence, maintaining a reasonable level of
personal hygiene).

3.

Active status means the Employee is performing on a regular basis all customary occupational
duties as determined by the Employer, at the Employer's business locations or when required to
travel for the Employer's business purposes. Each day of a regular paid vacation and any regular
non-working holiday will be deemed Active Status if the Employee was in an Active Status on their
last regular working day prior to the vacation or holiday. The Employee must have actually
reported for their first day of employment in order to be eligible for any benefits, even if all other
eligibility requirements have been met. However, an Employee who is absent due to a health
factor is considered to be actively at work for eligibility purposes of the Plan.

4.

Adverse Benefit Determination means a denial, reduction or termination of a benefit or a failure
to provide or make payment, in whole or in part, for a benefit. It also includes any such denial,
reduction, termination or failure to provide or make payment that is based on a determination that
the Covered Person is no longer eligible to participate in the Plan.

5.

Alternative Medicine means an approach to medical diagnosis, treatment or therapy that has
been developed or practiced NOT using the generally accepted scientific methods in the United
States of America.

6.

Ambulance means a professionally operated vehicle, provided by a licensed ambulance service,
equipped for the transportation of a sick or injured person to or from the nearest medical facility
qualified to treat the person’s Sickness or Injury. Use of the ambulance must be medically
necessary and/or ordered by a Qualified Practitioner.

7.

Ambulatory Surgical Center means an institution which meets all of the following requirements:
•
•
•
•
•
•

8.

It must be staffed by Physicians and a medical staff which includes registered nurses;
It must have permanent facilities and equipment for the primary purpose of performing surgery;
It must provide continuous Physicians’ services on an Outpatient basis;
It must admit and discharge patients from the facility within a 24-hour period;
It must be licensed in accordance with the laws of the jurisdiction where it is located. It must
be operated as an Ambulatory Surgical Center as defined by those laws;
It must not be used for the primary purpose of terminating pregnancies, or as an office or clinic
for the private practice of any Physician or dentist.

Ancillary Services means services rendered in connection with Inpatient or Outpatient care in a
Hospital or in connection with a Medical Emergency including the following: ambulance,
anesthesiology, assistant surgeon, pathology and radiology. This term also includes services of
the attending Physician or primary surgeon in the event of a Medical Emergency.
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9.

Bariatric surgery means gastrointestinal surgery to promote weight loss for the treatment of
Morbid Obesity.

10.

Behavioral Health means Mental Health Disorder and Substance Abuse services.

11.

Birthing Center means a free standing facility, licensed by the state, which provides prenatal
care, delivery, immediate postpartum care and care of the newborn child under the direction and
supervision of one (1) or more Physicians specializing in obstetrics or gynecology or a certified
nurse midwife. It must provide for twenty-four (24) hour nursing care provided by registered nurses
or certified nurse midwives.

12.

Calendar Year means a period of time beginning on January 1 and ending on December 31.

13.

Claimant means a Covered Person (or authorized representative) who files a claim.

14.

COBRA means Title X of the Consolidated Omnibus Budget Reconciliation Act of 1985, as
amended from time to time, and applicable regulations. This law gives Covered Persons the right,
under certain circumstances, to elect Continuation Coverage under the Plan when active coverage
ends due to a Qualifying Event.

15.

Coinsurance is the Covered Person and the Plan each pay a percentage of the Covered Benefits
as listed on the Schedule of Benefits, after the Covered Person pays the Deductible(s).

16.

Confinement or confined means the Covered Person is admitted as a registered bed patient in
a hospital or a Qualified Treatment Facility as the result of a Qualified Practitioner’s
recommendation. It does not mean detainment in observation status.

17.

Convenient Care Clinics are a category of walk-in clinic located in retail stores, supermarkets
and pharmacies that treat uncomplicated minor illnesses and provide preventative health care
services.

18.

Copayment is the amount a Covered Person must pay each time certain covered services are
provided, as outlined on the Schedule of Benefits.

19.

Cosmetic Surgery means surgery performed to reshape structures of the body in order to change
an appearance or improve self-esteem.

20.

Court-Ordered means involuntary placement in Behavioral Health treatment as a result of a
judicial directive.

21.

Covered Benefit means treatment, services, supplies, medicines or facilities necessary and
appropriate for the diagnosis, care or treatment of an Illness or Injury and that meet Medical
Necessity for Coverage as determined by the Plan. Covered Benefits do not include those listed
under the General Exclusions section but include services, supplies, medicines or facilities that
are:
•
•
•

Generally provided in accordance with accepted medical practice and professionally
recognized standards;
Provided safely at the appropriate level of care or services;
Not provided solely for the convenience of the Covered Person, his or her family, or any
provider;
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•
•

Known to be effective in improving health outcomes. For new interventions, effectiveness is
determined by scientific evidence, then by professional standards, and finally by expert
opinions; and
Cost-effective for the condition, compared to alternative interventions, including no
intervention. Cost-effective does not necessarily mean the lowest price.

In determining Covered Benefits, consideration is given to the customary practice of providers in
the community or field of specialty. However, the fact that a provider may prescribe, order,
recommend or approve a service, supply, medicine or facility does not, of itself, make the service
a Covered Benefit.
22.

Covered Person means the Employee or any of the Employee's covered Dependents enrolled
under this Plan.

23.

Custodial Care means nonmedical care given to a Covered Person to administer medication and
to assist with personal hygiene or other Activities of Daily Living rather than providing therapeutic
treatment and services. Custodial Care services can be safely and adequately provided by
persons who do not have the technical skills of a covered healthcare provider. Custodial Care also
includes care when active medical treatment cannot be reasonably expected to reduce the
disability or condition. These services are considered Custodial Care regardless if a Qualified
Practitioner or provider has prescribed, recommended or performed the services.

24.

Deductible means a specified dollar amount that must be satisfied, either individually or combined
as a covered family, per Calendar Year before this Plan pays benefits for certain specified
services. The Schedule of Benefits shows the amount of the applicable Deductible (if any) and
the health care benefits to which it applies.

25.

Dental Injury means an injury to a Sound Natural Tooth caused by a sudden, violent, and external
force that could not be predicted in advance and could not be avoided.

26.

Dependent (see Eligibility section of this SPD).

27.

Diabetes Equipment means blood glucose monitors, including monitors designed to be used by
blind individuals, insulin infusion pumps and associated accessories, insulin infusion devices and
podiatric appliances for the prevention of complications associated with diabetes.

28.

Diabetes Self-Management Training means the training provided to a Covered Person after the
initial diagnosis of diabetes for care and management of the condition including nutritional
counseling and use of Diabetes Equipment and supplies. It also includes training when changes
are required to the self-management regime and when new techniques and treatments are
developed.

29.

Diabetes supplies means test strips for blood glucose monitors, visual reading and urine test
strips, lancets and lancet devices, insulin and insulin analogs, injection aids, syringes, prescriptive
and non-prescriptive oral agents for controlling blood sugar levels, glucagon emergency kits and
alcohol swabs.

30.

Durable Medical Equipment (DME) means equipment that is medically necessary and able to
withstand repeated use. It must also be primarily and customarily used to serve a medical purpose
and not be generally useful to a person except for the treatment of an Injury or Sickness.
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31.

Employee means an Employee that is regularly employed and paid a salary or earnings and are
in an Active Status with the Employer.

32.

Employer means The Christ Hospital and all legal entities.

33.

ERISA means the Employee Retirement Income Security Act of 1974, as amended from time to
time and the applicable regulations.

34.

Expense Incurred means the fee charged for services provided to the Covered Person. The date
the service is provided is the Expense Incurred date.

35.

Experimental, Investigational or Unproven means any drug, service, supply, care and/or
treatment that, at the time provided or sought to be provided, is not recognized as conforming to
accepted medical practice or to be a safe, effective standard of medical practice for a particular
condition. This includes, but is not limited to:
•

Items within the research, Investigational or Experimental stage of development or performed
within or restricted to use in Phase I, II, or III clinical trials (unless identified as a covered
service elsewhere);

•

Items that do not have strong research-based evidence to permit conclusions and/or clearly
define long-term effects and impact on health outcomes (have not yet shown to be consistently
effective for the diagnosis or treatment of the specific condition for which it is sought). Strong
research-based evidence is identified as peer-reviewed published data derived from multiple,
large, human randomized controlled clinical trials OR at least one (1) or more large controlled
national multi-center population-based studies;

•

Items based on anecdotal and Unproven evidence (literature consists only of case studies or
uncontrolled trials), i.e., lacks scientific validity, but may be common practice within select
practitioner groups even though safety and efficacy is not clearly established; or

•

Items which have been identified through research-based evidence to not be effective for a
medical condition and/or to not have a beneficial effect on health outcomes.

Note: FDA and/or Medicare approval does not guarantee that a drug, supply, care and/or
treatment is accepted medical practice, however, lack of such approval will be a consideration in
determining whether a drug, service, supply, care and/or treatment is considered Experimental,
Investigational or Unproven. In assessing cancer care claims, sources such as the National
Comprehensive Cancer Network (NCCN) Compendium, Clinical Practice Guidelines in
OncologyTM or National Cancer Institute (NCI) standard of care compendium guidelines, or
similar material from other or successor organizations will be considered along with benefits
provided under the Plan and any benefits required by law. Furthermore, off-label drug or device
use (sought for outside FDA-approved indications) is subject to medical review for
appropriateness based on prevailing peer-reviewed medical literature, published opinions and
evaluations by national medical associations, consensus panels, technology evaluation bodies,
and/or independent review organizations to evaluate the scientific quality of supporting evidence.
36.

Extended Care Facility includes, but is not limited to a skilled nursing, rehabilitation,
convalescent or subacute facility. It is an institution or a designated part of one (1) that is operating
pursuant to the law for such an institution and is under the full time supervision of a Physician or
registered nurse. In addition, the Plan requires that the facility: provide 24 hour-a-day service to
include skilled nursing care and therapies deemed to be Medically Necessary for the recovery of
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health or physical strength; is not a place primarily for Custodial Care; requires compensation from
its patients; admits patients only upon Physician orders; has an agreement to have a Physician's
services available when needed; maintains adequate medical records for all patients; has a written
transfer agreement with at least one (1) Hospital and is licensed by the state in which it operates
and provides the services under which the licensure applies.
37.

Family Member means a person related to the Covered Person as a Spouse, parent, child,
brother, sister, grandchild or grandparent.

38.

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

39.

Functional Impairment means a direct and measurable reduction in physical performance of an
organ or body part.

40.

HIPAA means the Health Insurance Portability and Accountability Act of 1996, as amended from
time to time, and the applicable regulations. This law gives special enrollment rights, prohibits
discrimination, and protects privacy of Protected Health Information among other things.

41.

Home Health Care Plan means a formal, written plan made by the Covered Person’s attending
Physician which is evaluated on a regular basis. It must state the diagnosis, certify that the home
health care is in place of Hospital Confinement, and specify the type and extent of home health
care required for the treatment of the Covered Person.

42.

Hospital means:
•
•
•
•

•
•

A facility that is licensed as an acute Hospital;
Provides diagnostic and therapeutic facilities for the surgical or medical diagnosis, treatment,
and care of injured and sick persons as Inpatients at the patient’s expense;
Has a staff of licensed Physicians available at all times;
It is accredited by The Joint Commission (formerly known as JCAHO), or is recognized by the
American Hospital Association (AHA), or other recognized accrediting body or licensed by the
state as an acute care psychiatric, chemical dependency or dual diagnosis facility for the
treatment of Mental Health Disorders and is qualified to receive payments under the Medicare
program, or, if outside of the United States, is licensed or approved by the foreign government
or an accreditation or licensing body working in that foreign country;
Always provides 24 hour nursing services by registered graduate nurses; and
Is not a place primarily for maintenance or Custodial Care.

For purposes of this Plan, Hospital also includes Surgical Centers and Birthing Centers licensed
by the state in which it operate and the following:
•
•

A facility operating legally as a psychiatric Hospital or residential treatment facility for Mental
Health Disorders and licensed as such by the state in which the facility operates.
A facility operating primarily for the treatment of Substance Abuse if it meets these tests:
maintains permanent and full-time facilities for bed care and full-time Confinement of at least
fifteen (15) resident patients; has a Physician in regular attendance; continuously provides
twenty-four (24) hour a day nursing service by a registered nurse (R.N.); has a full-time
psychiatrist or psychologist on the staff; and is primarily engaged in providing diagnostic and
therapeutic services and facilities for treatment of Substance Abuse.
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43.

Illness means a bodily disorder, disease, physical or mental Sickness, functional nervous
disorder, pregnancy or complication of pregnancy. The term Illness when used in connection with
a newborn Child includes, but is not limited to, congenital defects and birth abnormalities, including
premature birth.

44.

Incurred means the date the service or treatment is given, the supply is received or the facility is
used, without regard to when the service, treatment, supply or facility is billed, charged or paid.
(See also Expense Incurred.)

45.

Injury means a physical harm or disability to the body which is the result of a specific incident
caused by external means. The physical harm or disability must have occurred at an identifiable
time and place. Injury does not include Illness or Sickness. Physical harm or disability resulting
from infection or muscle strain due to athletic or physical activity is considered a Sickness and not
an Injury.

46.

Inpatient means a registered bed patient using and being charged for room and board at the
Hospital or in a Hospital for forty-eight (48) hours or more. A person is not an Inpatient on any day
on which they are on leave or otherwise gone from the Hospital, whether or not a room and board
charge is made.

47.

Legal Guardianship/Guardian means the individual is recognized by a court of law as having the
duty of taking care of a person and managing the individual’s property and rights.

48.

Maintenance Care means any service or activity which seeks to prevent Injury or Sickness,
prolong life, promote health or prevent deterioration of a Covered Person who has reached the
maximum level of improvement or whose condition is resolved or stable.

49.

Maximum Allowable Amount is the maximum amount considered a Covered Benefit by the Plan.
For purposes of providers who have entered into agreements with the Preferred Provider
Organization applicable to the Medical Benefits section of this Plan or have entered into
agreements with the Plan for providing Specialized Services to Covered Persons, the Maximum
Allowable Amount shall be the amount specified in such agreements. For all other purposes, the
Maximum Allowable Amount shall be the Usual Customary and Reasonable Allowance or a
negotiated rate. Charges in excess of the Maximum Allowable Amount are not covered.
Note: The bill a Covered Person receives for services from Out-of-Network providers may be
significantly higher than the Maximum Allowable Amount. In addition to Deductibles, Copayments
and Coinsurance, the Covered Person is responsible for the difference between the Maximum
Allowable Amount and the amount the provider bills for the services. Any amount paid to the
provider in excess of the Maximum Allowable Amount will not apply to the Out-of-Pocket Maximum
or Deductible.
The Plan will pay the greater of the following amounts for Emergency Services received from NonNetwork Providers (excluding any Copayment or Coinsurance that would be imposed if the service
had been received from a Network provider):
a.
b.
c.

The amount negotiated with Network Providers for Emergency Services provided; or
The amount for the Emergency Services calculated using the same method the Plan
generally uses to determine payments for services provided by a Non-Network Provider; or
The amount that would be paid under Medicare (Part A or Part B of title XVIII of the Social
Security Act, 42 U.S.C. 1395 et seq.) for the Emergency Services.

114

The Plan Administrator has the sole authority to determine the level of the Maximum Allowable
Amount the Plan will use, and in all cases the Plan Administrators’ determination will be final and
binding.
50.

Medically Necessary means health care services, supplies or treatment that are required to
identify or treat the Illness or Injury which a Physician has diagnosed or reasonably suspects. To
be Medically Necessary the service, supplies or treatment must be:
1.
2.
3.
4.

Consistent with the diagnosis and treatment of the patient’s condition;
Consistent with professionally recognized standards of health care;
Not solely for the convenience of the patient, Physician or supplier; and
Performed in the least costly setting required by the patient’s medical condition.

The fact that a Physician may have prescribed, ordered, recommended, or approved the services,
supplies or treatment does not necessarily mean that they satisfy the above criteria.
51.

Medical Emergency means a situation when a sudden and serious condition such that a Prudent
Layperson could expect the patient’s life would be jeopardized, the patient would suffer severe
pain, or serious impairment of his or her bodily functions would result, unless immediate medical
care is rendered. Examples of a Medical Emergency may include, but are not limited to: chest
pain; hemorrhaging; syncope; fever equal to or greater than 103° F; presence of a foreign body in
the throat, eye, or internal cavity; or a severe allergic reaction.

52.

Medicare means a program of medical insurance for the aged and disabled, as established under
Title 18 of the Social Security Act of 1965, as amended.

53.

Mental Health Disorder means a disease or condition, regardless of whether the cause is
organic, that is classified as a Mental Disorder in the current edition of International Classification
of Diseases, published by the U.S. Department of Health and Human Services or is listed in the
current edition of Diagnostic and Statistical Manual of Mental Disorders, published by the
American Psychiatric Association.

54.

Morbid Obesity (clinically severe obesity) means a body mass index (BMI) as determined by a
Qualified Practitioner as of the date of service of:
•
•

40 kilograms or greater per meter squared (kg/m2); or
35 kilograms or greater per meter squared (kg/m2) with an associated comorbid condition
such as hypertension, type II diabetes, life-threatening cardiopulmonary conditions; or joint
disease that is treatable, if not for the obesity.

55.

Negotiated Rate means the amount that providers have contracted to accept a payment in full for
Covered Benefits of the Plan, subject to the member’s applicable Copayment, Deductible and
Coinsurance.

56.

Network Pharmacy means any retail or Mail Order Pharmacy that is contracted by the Pharmacy
Benefits Administrator to be included in a network of pharmacies at a contracted amount.

57.

Non-Emergency means an onset of a Sickness or Injury which is not life threatening or will not
significantly worsen without immediate medical or surgical treatment.

58.

Off-Evidence Drug Indications mean indications for which there is a lack of sufficient evidence
for safety and/or efficacy for a particular medication.
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59.

Off-Label Drug Indications mean prescribing of an FDA-approved medication for a use or at a
dose that is not included in the product indications or labeling. This term specifically refers to drugs
or dosages used for diagnoses that are not approved by the FDA and may or may not have
adequate medical evidence supporting safety and efficacy. Off-label prescribing of traditional
drugs is a common clinical practice and many off-label uses are effective, well documented in peer
reviewed literature and widely employed as standard of care treatments.

60.

Orthotic means custom-fitted or custom-made braces, splints, casts, supports and other devices
used to support, align, prevent, or correct deformities or to improve the function of movable parts
of the body when prescribed by a Qualified Practitioner.

61.

Outpatient means medical care, treatment, services or supplies in a facility in which a patient is
not registered as a bed patient and room and board charges are not Incurred.

62.

Out-of-Pocket Maximum is a specified dollar amount that must be satisfied, either individually or
combined as a covered family, per Calendar Year before a benefit percentage will be increased.

63.

Outstanding Financial Obligation is a delinquent amount owed by an Employee or his or her
eligible Dependents to The Christ Hospital Health Network (TCHHN) for health services provided
by TCHHN to the employee or his or her eligible Dependents. An Employee will not be considered
to have an Outstanding Financial Obligation if the Plan Administrator determines that the
Employee has entered into and is making timely payments under a payment plan to which the
Employee and TCHHN have mutually agreed.

64.

Pharmacist means a person who is licensed to prepare, compound and dispense medication and
who is practicing within the scope of his or her license.

65.

Pharmacy means a licensed establishment where Prescription medications are dispensed by a
Pharmacist.

66.

Physician means any of the following licensed practitioners, acting within the scope of their
license in the state in which they practice, who perform services payable under this Plan: a doctor
of medicine (MD), doctor of dental medicine including oral surgeons (DMD), osteopathy (DO),
podiatry (DPM), dentistry (DDS), chiropractic (DC), optometry (OPT), a physician’s assistant (PA),
a nurse practitioner (NP), a certified nurse midwife (CNM) when performed in a facility, or a
certified registered nurse anesthetist (CRNA). The term Physician also may include, at the Plan
Sponsor’s discretion, other licensed practitioners who are regulated by a state or federal agency,
who perform services payable under this Plan, and who are acting within the scope of their license,
unless specifically excluded by this Plan.

67.

Placed or Placement for Adoption means the assumption and retention of a legal obligation for
total or partial support of a Child in anticipation of adoption of such Child. The Child's placement
with the person terminates upon the termination of such legal obligation.

68.

Preadmission testing means only those Outpatient x-ray and laboratory tests made within seven
days before admission as a registered bed patient in a hospital. The tests must be for the same
Injury or Sickness causing the patient to be hospital confined. The tests must be accepted by the
hospital in lieu of like tests made during Confinement. Preadmission testing does not mean tests
for a routine physical check-up.
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69.

Prescription means a direct order for the preparation and use of a drug, medicine or medication.
The drug, medicine or medication must be obtainable only by Prescription. The Prescription must
be given to a Pharmacist verbally, electronically or in writing by a Qualified Practitioner for the
benefit of and use by a Covered Person.

70.

Preventive / Routine Care means a prescribed standard procedure that is ordered by a Physician
to evaluate or assess the Covered Person’s health and well-being, screen for possible detection
of unrevealed Illness or Injury, improve the Covered Person’s health, or extend the Covered
Person’s life expectancy.

71.

Protected Health Information means individually identifiable health information about a Covered
Person, including: (a) patient records, which includes but is not limited to all health records,
Physician and provider notes and bills and claims with respect to a Covered Person; (b) patient
information, which includes patient records and all written and oral information received about a
Covered Person; and (c) any other individually identifiable health information about Covered
Persons.

72.

Primary Care Physician means a family practitioner, general practitioner, doctor of internal
medicine, non-specializing internist (i.e., those that work out of a family practice clinic),
pediatrician, nurse practitioner, registered nurse, Physician’s assistant and Retail Clinic.
Generally, these Physicians provide a broad range of services. For instance, family practitioners
treat a wide variety of conditions for all family members; general practitioners give routine medical
care; internist treat routine and complex conditions in adults; and pediatricians treat Children.

73.

Prudent Layperson means a person with average knowledge of health and medicine who is not
formally educated or specialized in the field of medicine.

74.

Qualified Practitioner means a practitioner, professionally licensed by the appropriate state
agency to diagnose or treat an Injury or Sickness, and who provides services within the scope of
that license.

75.

Qualified Treatment Facility means only a facility, institution or clinic duly licensed by the
appropriate state agency, and is primarily established and operating within the scope of its license.

76.

Reconstructive Surgery means surgical procedures performed on abnormal structures of the
body caused by congenital Illness or anomaly, Accident, or Illness. The fact that physical
appearance may change or improve as a result of Reconstructive Surgery does not classify
surgery as Cosmetic when a physical impairment exists and the surgery restores or improves
function.

77.

Residential Treatment Facility means:
•
•
•

A licensed 24-hour residential facility that provides care for Mental Health Disorder and
Substance Abuse treatment, although not licensed as a hospital; and
A facility that provides a multidisciplinary treatment plan in a controlled environment, with
periodic supervision of a Physician or a Ph.D. psychologist; and
Provides programs such as social, psychological and rehabilitative training, age appropriate
for the special needs of the age group of patients, with focus on reintegration back into the
community.

Residential treatment is utilized to provide structure, support and reinforcement of the treatment
required to reverse the course of behavioral deterioration.
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78.

Retail Clinic means a Qualified Treatment Facility, located in a retail store, that is often staffed by
nurse practitioners and Physician assistants who provide minor medical services on a “walk- in”
basis (no appointment required).

79.

Sickness means a disturbance in function or structure of the Covered Person’s body which
causes physical signs or symptoms and which, if left untreated, will result in a deterioration of the
health state of the structure or system(s) of the body.

80.

Sound Natural Tooth means a tooth that:
•
•
•
•

Is organic and formed by the natural development of the body (not manufactured);
Has not been extensively restored;
Has not become extensively decayed or involved in periodontal disease; and
Is not more susceptible to injury than a whole natural tooth.

81.

Specialist means a provider who treats specific medical conditions. For instance, a neurologist
treats nervous disorders, a gastroenterologist treats digestive problems, and an oncologist treats
cancer patients. Providers that are not considered a Specialist include, but are not limited to, family
practitioners, non-specializing internists, or pediatricians.

82.

Substance Abuse means the abuse of, or psychological or physical dependence on, or addiction
to alcohol or a controlled substance.

83.

Surgical Center means a licensed facility that is under the direction of an organized medical staff
of Physicians; has facilities that are equipped and operated primarily for the purpose of performing
surgical procedures; has continuous Physician services and registered professional nursing
services available whenever a patient is in the facility; generally does not provide Inpatient services
or other accommodations; and offers the following services whenever the patient is in the center:
•
•
•
•

Provides drug services as needed for medical operations and procedures performed;
Provides for the physical and emotional well-being of the patients;
Provides Emergency services; and
Has organized administration structure and maintains statistical and medical records.

84.

Temporomandibular Joint Disorder (TMJ) shall mean a disorder of the jaw joint(s) and/or
associated parts resulting in pain or inability of the jaw to function properly.

85.

Third Party Administrator (TPA) is a service provider hired by the Plan to process claims and
perform other administrative services. The TPA does not assume liability for payment of benefits
under this Plan.

86.

Timely Applicant means an Employee and/or an Employee's eligible Dependent who applies for
medical coverage within 30 days of the eligibility date.

87.

Total Disability or Totally Disabled means:
•

During the first twelve months of disability the covered Employee or his or her employed
covered spouse are at all times prevented by Injury or Sickness from performing each and
every material duty of their respective job or occupation;
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•

After the first twelve months, Total Disability or Totally Disabled means that the covered
Employee or his or her employed covered spouse are at all times prevented by Injury or
Sickness from engaging in any job or occupation for wage or profit for which he or she is
reasonably qualified by education, training or experience;

•

For a non-employed spouse or a child, Total Disability or Totally Disabled means the
inability to perform the normal activities of a person of similar age and gender.

A Totally Disabled person also may not engage in any job or occupation for wage or profit.
88.

Urgent Care is the delivery of ambulatory care in a facility dedicated to the delivery of care outside
of a Hospital Emergency department, usually on an unscheduled, walk-in basis. Urgent Care
centers are primarily used to treat patients who have an Injury or Illness that requires immediate
care but is not serious enough to warrant a visit to an Emergency room. Often Urgent Care centers
are not open on a continuous basis, unlike a Hospital Emergency room that would be open at all
times.

89.

Usual, Customary and Reasonable (UCR) Allowance shall mean the prevailing fee or fees

accepted by providers of the same or similar services in the geographic area where the
services were performed. All charges shall be deemed to be Incurred as the date of the

treatment that gives rise to the charge or as the date of purchase of the supply or service covered
by the charge.
The Plan Administrator has the sole authority and discretion to determine the UCR Allowance for
each service, and in all cases the Plan Administrator’s determination will be final and binding. The
Plan Administrator, in its sole discretion, shall determine which data shall be relied upon for making
the UCR Allowance determination. Any data not relied upon by the Plan Administrator has no
relevance to the UCR Allowance determination and is expressly excluded from consideration in
reaching the UCR Allowance amount. Such excluded data shall not be taken into account if any
dispute arises over the amount of the UCR Allowance.
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Appendix A
Notice Informing Individuals about Nondiscrimination and Accessibility Requirements
and Nondiscrimination Statement: Discrimination is Against the Law
This Section 1557 Non-Discrimination Notice is intended to comply with current federal law. It
does not reflect The Christ Hospital’s more expansive stance against discrimination, which
includes groups of individuals not specifically listed in this Notice.
THE CHRIST HOSPITAL complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex. THE
CHRIST HOSPITAL does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.
THE CHRIST HOSPITAL:
• Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
○ Qualified sign language interpreters
○ Written information in other formats (large print, audio, accessible
electronic formats, other formats)
• Provides free language services to people whose primary language is not English, such
as:
○ Qualified interpreters
○ Information written in other languages
If you need these services, contact Patient & Guest Services.
If you believe that THE CHRIST HOSPITAL has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with: PATIENT & GUEST SERVICES, 2139 AUBURN AVENUE,
CINCINNATI, OH 45212; 513-585-4127. You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance Patient & Guest Services is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Appendix B
Tagline Informing Individuals with Limited English Proficiency of Language Assistance Services
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.
Llame al 513-585-4127.
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電

513-585-4127。

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfügung. Rufnummer: 513-585-4127.

 )رﻗم4127-585-513  اﺗﺻل ﺑرﻗم. ﻓﺈن ﺧدﻣﺎت اﻟﻣﺳﺎﻋدة اﻟﻠﻐوﯾﺔ ﺗﺗواﻓر ﻟك ﺑﺎﻟﻣﺟﺎن، إذا ﻛﻧت ﺗﺗﺣدث اذﻛر اﻟﻠﻐﺔ:ﻣﻠﺣوظﺔ
.ھﺎﺗف اﻟﺻم واﻟﺑﻛم
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 513-585-4127.
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги
перевода. Звоните 513-585-4127.
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 513-585-4127.
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số
513- 585-4127.
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 513-585-4127.
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 513-5854127 번으로 전화해 주십시오.
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 513-585-4127.

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。513585- 4127 まで、お電話にてご連絡ください。
AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel
513-585-4127.
УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної
служби мовної підтримки. Телефонуйте за номером 513-585-4127.
ATENȚIE: Dacă vorbiți limba română, vă stau la dispoziție servicii de asistență lingvistică, gratuit.
Sunați la 513-585-4127.

