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INTRODUCTION 
 
This Wraparound Summary Plan Description (SPD) is intended to provide you with an overview of the benefits 
(herein “component benefits” that are available under the employee welfare Plan offered by Hawaii Residency 
Programs.  This SPD is not a contract and does not guarantee any benefits.  The actual terms and conditions of the 
Plan’s component benefits are contained in the various insurance policies, booklets, and plan documents etc. (herein 
"Benefit Documents") and are incorporated by reference.  A listing of those documents is shown in the PLAN 
BENEFITS section. 
 
This SPD is also intended to provide you with certain information as required by the Employee Retirement Income 
Security Act of 1974 (“ERISA”) as well as other important information.  In the event of any conflict between the 
information contained in this SPD and any Benefit Document, the terms of the Benefit Document will control. 
 
If you have any questions that are not answered by this Summary Plan Description, please contact: 
 

Hawaii Residency Programs, Inc. 
Human Resources 
1356 Lusitana St., #510 
Honolulu, HI  96813-2421 
Phone:  (808) 586-2891 

 
IMPORTANT:  The Employee Retirement Income Security Act (ERISA) is federal law.  In general, it is not the 
intent of the SPD to provide benefit language or information that is mandated by any state insurance code.  
State-mandated benefits and information are as included in the Benefit Documents issued by the respective 
insurance carriers.   

 
With regard to COBRA Continuation Coverage rights, please examine your options carefully before declining 
COBRA coverage.  You should be aware that companies selling individual health insurance typically require 
a review of your medical history that could result in higher premiums or you could be denied coverage 
entirely.   

 
• • • • • 

 

IMPORTANT NOTICES 
 

Additional Benefit Information - Who to Contact 
A Plan participant or beneficiary can obtain additional information, free of charge, about Plan coverage of a specific 
drug, treatment, procedure, preventive service, etc. from his/her benefit provider (see “Provider” in the PLAN 
BENEFITS section).  The name, address and phone number of the provider is as shown in the applicable benefit 
information section. 
 
COBRA Notice Requirements for Plan Participants  
A Plan participant must timely provide the following Notices as they relate to COBRA Continuation Coverage: 
 

Notice of Divorce or Separation - Notice of a divorce or legal separation of a covered employee from his or her 
spouse. 
 
Notice of Child’s Loss of Dependent Status - Notice of a child’s loss of dependent status (e.g., a dependent child 
reaching the maximum age limit). 
 
Notice of a Second Qualifying Event - Notice of a second Qualifying Event after a Qualified Beneficiary has 
become entitled to COBRA Continuation Coverage with a maximum duration of 18 (or 29) months. 
 
Notice Regarding Disability - Notice that: (a) a Qualified Beneficiary entitled to receive COBRA Continuation 
Coverage with a maximum duration of 18 months has been determined by the Social Security Administration to 
be disabled at any time during the first 60 days of continuation coverage, or (b) a Qualified Beneficiary as 
described in “(a)” has subsequently been determined by the Social Security Administration to no longer be 
disabled. 
 
Notice Regarding Address Changes – It is important that the Plan Administrator be kept informed of the current 
addresses of all Plan participants or beneficiaries who are or may become Qualified Beneficiaries. 

 



IMPORTANT NOTICES 
 

 

Notification must be made in accordance with the following procedures.  However, these procedures are current as of 
the date this document was prepared and a Qualified Beneficiary should make certain that procedure changes have 
not occurred before relying on this information.  The most current information is included in the Employer’s COBRA 
Initial General Notice provided to new hires. 
 
Any individual who is either the covered Employee, a Qualified Beneficiary with respect to the Qualifying Event, or 
any representative acting on behalf of the covered Employee or Qualified Beneficiary may provide the Notice.  Notice 
by one individual shall satisfy any responsibility to provide Notice on behalf of all related Qualified Beneficiaries with 
respect to the Qualifying Event. 
 

Hawaii Medical Service Association (HMSA) Medical Program 
Notice of the Qualifying Event must be provided on the HMSA Notification of COBRA Election form.  The 
completed form must be submitted to the Plan Administrator at: 
 
HMSA 
Membership Services Department 
P.O. Box 860 
Honolulu, HI  96808-6105 
(808) 948-6111 
 
The Plan Participant will receive a letter from HMSA to explain the billing procedures.  The first bill for premium 
dues (at 102%) must be paid within 45 days from the date of the COBRA election date.  However during the 45 
day period, drug benefits may be denied.  If this should occur the drug claim may be submitted to HMSA for 
reimbursement once the participant’s account is paid and is current. 

 
Form, Content & Delivery - Notification of the Qualifying Event must be in writing. 
 
Notification must include: 
 

◊ The date of the notice 
◊ The name of your company 
◊ The name of the employer/plan administrator 
◊ The qualified beneficiary(ies) and their relationship to the subscriber 
◊ Type of coverage to be continued 
◊ The date coverage will end 
◊ The type of qualifying event 
◊ The start date of COBRA 
◊ The end date of COBRA 
◊ The current COBRA premium 
◊ The employer contact information 
◊ Copy of divorce decree (if applicable) 
◊ Copy of child’s birth certificate (if applicable) 
◊ Copy of the Social Security Administration’s disability determination letter (if applicable) 

 
 

Time Requirements - In the case of a divorce, legal separation or a child losing dependent status, Notice must be 
delivered within 60 days from the later of: (1) the date of the Qualifying Event, (2) the date health plan coverage 
is lost due to the event, or (3) the date the Qualified Beneficiary is notified of the obligation to provide Notice 
through the Summary Plan Description or the Plan Sponsor’s General COBRA Notice.  If Notice is not received 
within the 60-day period, COBRA Continuation Coverage will not be available, except in the case of a loss of 
coverage due to foreign competition where a second COBRA election period may be available – see “Effect of 
the Trade Act” in the COBRA Continuation Coverage section of the Plan’s Summary Plan Description or Plan 
Document. 
 
If an employee or Qualified Beneficiary is determined to be disabled under the Social Security Act, Notice must 
be delivered within 60 days from the later of: (1) the date of the determination, (2) the date of the Qualifying 
event, (3) the date coverage is lost as a result of the Qualifying Event, or (4) the date the covered employee or 
Qualified Beneficiary is advised of the Notice obligation through the SPD or the Plan Sponsor’s General COBRA 
Notice.  Notice must be provided within the 18-month COBRA coverage period.  Any such Qualified Beneficiary 
must also provide Notice within 30 days of the date he is subsequently determined by the Social Security 
Administration to no longer be disabled. 

 
 



IMPORTANT NOTICES 
 

 

Newborns’ and Mothers’ Health Protection Act (NMHPA) 
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 delivery.  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).  The group health plan does not need to provide the 
minimum period of coverage for a maternity stay if the mother and health care provider agree to an earlier discharge.   
 
A provider is not required to obtain authorization for a length of stay that is not in excess of 48 hours (or 96 hours). 
 
Women's Health and Cancer Rights Act (WHCRA) 
The health benefits of most plans must include coverage for the following post-mastectomy services and supplies 
when provided in a manner determined in consultation between the attending physician and the patient: (1) 
reconstruction of the breast on which a mastectomy has been performed, (2) surgery and reconstruction of the other 
breast to produce symmetrical appearance, (3) breast prostheses, and (4) physical complications of all stages of 
mastectomy, including lymphedemas. 
 
Plan participants must be notified, upon enrollment and annually thereafter, of the availability of benefits required due 
to the WHCRA.   
 
Section 125 Plan - “Pretax“ Premiums 
The Employer has established a “cafeteria plan” under Internal Revenue Code Section 125 which allows employees 
to pay for certain welfare benefits on a pre-tax basis.   
 
If an employee enrolls in the pre-tax premium benefit, his salary will be reduced by an amount equal to his share of 
the premium or coverage cost for the benefits he elects.  The employer pays that “salary reduction amount” toward 
the cost of the benefits employee has elected.  The salary reduction amount is not included in the employee’s taxable 
income for purposes of federal and most state and local income taxes.  Employee also does not pay Social Security 
tax on the money, which means the salary reduction may reduce his wages reported for Social Security purposes and 
could, ultimately, reduce his Social Security benefit amount. 
 
If an employee enrolls in the pre-tax premium benefit, his salary reduction election will be effective for the entire Plan 
Year.  An employee cannot modify his salary reduction elections during a Plan Year unless he has an allowable 
change and then any modifications are subject to the plan’s guidelines and IRS regulations.  An IRS “allowable 
change” includes events such as marriage, divorce, birth or adoption of a child, death of a spouse or child, 
commencement or termination of employment, change from part-time to full-time employment or vice versa, other 
employment changes or changes in cost or coverage. 
 
An employee should contact the employer’s human resource department or personnel office if he wants additional 
information about how the pre-tax premium benefit works or how participation may affect his Social Security benefits. 
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GENERAL PLAN INFORMATION  
 
The following identifying information is disclosed to Plan participants to comply with the Employee Retirement Income 
Security Act (ERISA).   
 

NAME OF PLAN (actual name) Hawaii Residency Programs Employee Benefit Program 

PLAN NUMBER 501 

PLAN SPONSOR / EMPLOYER 
Address 
Phone Number 

Hawaii Residency Programs, Inc. 
1356 Lusitana St., #510, Honolulu, HI  96813-2421 
(808) 586-2891 

TYPE OF PLAN / TYPE OF BENEFITS This is a welfare plan providing the benefits reflected on the 
PLAN BENEFITS page(s) that follow.  To the extent that the 
Plan includes group health benefits, the Plan is a group health 
plan which is subject to the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) 

This SPD provides only a general description of Plan benefits.  In each benefit section which follows, reference is 
made to one or more Benefit Documents.  Additional benefit information is contained in those documents and is 
available to a Plan participant on request and without charge. 

TYPE OF ADMINISTRATION (see the PLAN BENEFITS section for this information) 

PLAN YEAR July 1 through June 30 

PLAN SPONSOR TAX ID NUMBER 99-0215841 

PLAN ADMINISTRATOR 
Business Address 
Business Phone Number 

Hawaii Residency Programs, Inc. 
1356 Lusitana St., #510, Honolulu, HI  96813-2421 
(808) 586-2891 

NAMED FIDUCIARY (see NOTE) 
Address 

Human Resources, Inc. 
Hawaii Residency Programs 
1356 Lusitana St., #510, Honolulu, HI  96813-2421 

NOTE:  For any Plan benefit that is fully insured (i.e., provided through a licensed insurance company), the 
insurance company is the Named Fiduciary for benefit determination purposes.  See “Provider” in the following 
benefit sections for the identity of any such company. 
AGENT FOR SERVICE OF PROCESS 
Address Where Process May be Served 

Human Resources 
Hawaii Residency Programs, Inc. 
1356 Lusitana St., #510, Honolulu, HI  96813-2421 

Service of legal process may also be made on a Plan trustee (if any) or the Plan Administrator. 

ORIGINAL PLAN EFFECTIVE DATE September 1, 1981 

PARTICIPATING EMPLOYER(S) Hawaii Residency Programs, Inc. 

 



 

Wraparound Summary Plan Description for Hawaii Residency Programs / page 2 

PLAN BENEFITS  
(“Component Benefits” of the Plan) 

 
MEDICAL BENEFITS  

PROVIDER 
Address 
Customer Service Phone Number 

HMSA 
818 Keeaumoku St., Honolulu, HI  96814 
(808)948-6111 

The provider performs the following administrative services with respect to this benefit of the Plan:  collection of 
premiums and payment of claims. 
BENEFIT DOCUMENT(S) Guide to Benefits 

Plan participants should refer to the Benefit Documents for more complete information including detailed benefit 
schedules, the eligibility criteria, and circumstances that may result in the loss of benefits, etc.  Benefit Documents 
are available without cost to any Plan participant or beneficiary who requests them. 
FUNDING MEDIUM Fully Insured - The benefit is fully insured by the named Provider 

SOURCES OF CONTRIBUTIONS Costs are shared (i.e., employer and employee share the 
coverage cost).  Costs are subject to change and employees will 
receive notice of any changes in advance 

TYPE OF ADMINISTRATION Insurer Administration  

ELIGIBLE PARTICIPANTS Employees working at least 20 hours per week 
Spouse 
Children under age 19 (students under age 25) 

COVERAGE EFFECTIVE DATE On the first of the month following commencement of employment 
in an eligible status 

 

DENTAL BENEFITS  
PROVIDER 
Address 
Customer Service Phone Number 

HMSA 
818 Keeaumoku St., Honolulu, HI  96814 
(808) 948-6111 

The provider performs the following administrative services with respect to this benefit of the Plan:  collection of 
premiums and payment of claims. 
BENEFIT DOCUMENT(S) Guide to Benefits 

Plan participants should refer to the Benefit Documents for more complete information including detailed benefit 
schedules, the eligibility criteria, and circumstances that may result in the loss of benefits, etc.  Benefit Documents 
are available without cost to any Plan participant or beneficiary who requests them. 
FUNDING MEDIUM Fully Insured - The benefit is fully insured by the named Provider 

SOURCES OF CONTRIBUTIONS Costs are shared (i.e., employer and employee share the 
coverage cost).  Costs are subject to change and employees will 
receive notice of any changes in advance 

TYPE OF ADMINISTRATION Insurer Administration  

ELIGIBLE PARTICIPANTS Employees working at least 20 hours per week 
Spouse 
Children under age 19 (students under age 25) 

COVERAGE EFFECTIVE DATE On the first of the month following commencement of employment 
in an eligible status 

 



PLAN BENEFITS 
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LONG TERM DISABILITY INSURANCE  
PROVIDER 
Address 
 
Customer Service Phone Number 

UNUM 
The Benefits Center 
P.O. Box 100158, Columbia, SC  29202-3158 
(800) 858-6843 

The provider performs the following administrative services with respect to this benefit of the Plan:  collection of 
premiums and payment of claims. 
BENEFIT DOCUMENT(S) Certificate of Coverage/ Policy # 121387 

Plan participants should refer to the Benefit Documents for more complete information including detailed benefit 
schedules, the eligibility criteria, and circumstances that may result in the loss of benefits, etc.  Benefit Documents 
are available without cost to any Plan participant or beneficiary who requests them. 
FUNDING MEDIUM Fully Insured - The benefit is fully insured by the named Provider 

SOURCE OF CONTRIBUTIONS 100% employer-paid 

TYPE OF ADMINISTRATION Insurer Administration  

ELIGIBLE PARTICIPANTS Employees working at least 20 hours per week 

COVERAGE EFFECTIVE DATE On the first of the month following commencement of employment 
in an eligible status 

 

GROUP LIFE AND AD&D INSURANCE  
PROVIDER 
Address 
Customer Service Phone Number 

Lincoln Financial 
P.O. Box 2616, Omaha, NE  68103-2616 
(800) 432-2765 

The provider performs the following administrative services with respect to this benefit of the Plan:  collection of 
premiums and payment of claims. 
BENEFIT DOCUMENT(S) Certificate of Coverage / Policy # HI RESID-BL-134047 

Plan participants should refer to the Benefit Documents for more complete information including detailed benefit 
schedules, the eligibility criteria, and circumstances that may result in the loss of benefits, etc.  Benefit Documents 
are available without cost to any Plan participant or beneficiary who requests them. 
FUNDING MEDIUM Fully Insured - The benefit is fully insured by the named Provider 

SOURCE OF CONTRIBUTIONS 100% employer-paid 

TYPE OF ADMINISTRATION Insurer Administration  

ELIGIBLE PARTICIPANTS Employees working at least 20 hours per week 

COVERAGE EFFECTIVE DATE On the first of the month following commencement of employment 
in an eligible status 
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QMCSO PROCEDURES 
(A “QMCSO” is a QUALIFIED MEDICAL CHILD SUPPORT ORDER) 

 
These procedures (“QMCSO Procedures”) set forth the steps to be taken by the Plan Administrator in the event the 
Plan Administrator receives a “Medical Child Support Order” with respect to a child of a Plan participant or a National 
Medical Support Notice issued pursuant to Section 401(b) of the Child Support Performance and Incentive Act of 
1998 (an “NMSN”).  These QMCSO Procedures shall be followed by the Plan Administrator for determination by the 
Plan Administrator of whether the Medical Child Support Order or National Medical Support Notice is a “Qualified 
Medical Child Support Order” (“QMCSO”) within the meaning of Section 609 of the Employee Retirement Income 
Security Act of 1974 (“ERISA”).  “Child” refers to any natural child of a Plan participant, or any child adopted by or 
placed for adoption with a Plan participant. 
 
A “Medical Child Support Order” is any judgment, decree or order (including approval of a settlement agreement), 
issued by a court of competent jurisdiction, or issued through an administrative process established under State law 
which has the force and effect of law under applicable State law, and which is made pursuant to Social Security Act 
Section 1908 with respect to the Plan, or which: 
 
• provides for child support with respect to a child of a Participant under the Plan, or provides for health benefit 

coverage to the child under the Plan; 
 
• is made pursuant to a State domestic relations law (including community property law); and 
 
• relates to benefits under the Plan. 

 
The Plan Administrator will follow these QMCSO Procedures with respect to a medical child support order or a 
proposed medical child support order (an “Order”) or with respect to a National Medical Support Notice (an “NMSN”) 
received by the Plan. 
 
Receipt of Order or NMSN - Upon receiving an Order or National Medical Support Notice, the Plan Administrator will 
take the following steps: 
 
• The Plan Administrator will send a letter acknowledging receipt of the Order or NMSN to: 
 

-  the employee Plan participant; and 
 

- the entity(ies) designated in the Order or NMSN to receive acknowledgement for the child (i.e., each named 
child or the named State or local official).   

 
• The Plan Sponsor will review the Order or NMSN to make certain that it: 
 

- specifically provides for a dependent (or dependents) to receive benefits under the group health 
coverage(s); 

 
- provides: (1) the name and last known mailing address of the employee Plan participant, and (2) the name 

and last known mailing address of each child covered by the Order or NMSN or the name and mailing 
address of a State or local official; 

 
- provides a reasonable description of the health care coverage to be provided by the Plan or the manner in 

which the coverage can be determined.  The Order or NMSN cannot require a Plan to provide any benefit or 
option that is not otherwise provided; 

 
- specifies the time period to which the Order or NMSN applies; 

 
- names each group health benefit to which the Order or NMSN applies. 

 
• The employee Plan participant may be required to provide necessary identifying information about the child(ren), 

such as social security number(s), so that the Plan Administrator can comply with the requirements of the law. 
 
• If an Order, upon completion of its review, the Plan Administrator will send a letter to the employee Plan 

participant and each affected child (or the designated State or local official) advising whether or not the Order 
has been determined to be a qualified Order (a “QMCSO”), including the specific reasons for denial if the Order 
is determined not to be a QMCSO.  If the Order is determined to be a QMCSO, the Plan Administrator shall 
commence benefit coverage on the date set forth in the QMCSO (or as soon as administratively feasible if the 
QMCSO calls for immediate commencement of benefit coverage).  



QMCSO PROCEDURES 
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• If an NMSN, within 40 days of receipt of the NMSN the Plan Administrator will notify the State agency issuing the 
NMSN whether the NMSN is determined to be a QMCSO, including the specific reasons for denial if the NMSN 
is determined not to be a QMCSO.  If the NMSN is determined to be a QMCSO, the Plan Administrator will notify 
the State agency issuing the NMSN whether coverage of the child is available under the terms of the group 
health care programs offered under the Plan and, if such coverage is available, notify such State agency whether 
such child is covered under the Plan.  If such coverage is available and the child is not covered, the Plan 
Administrator will notify such State agency of any steps to be taken by the custodial parent (or by a State official 
substituted for the name of such child) to effectuate such coverage. 

 
• If the Order or NMSN is determined to be qualified, each child (or the designated State or local official) is entitled 

to all reporting and disclosure requirements to which other Plan participants are entitled under ERISA.  Any child 
affected by the Order or NMSN is also permitted to designate a representative to receive copies of any notices 
regarding this matter or any coverage or benefits matters.  Any such designation should be sent to the Plan 
Administrator. 
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OTHER ERISA INFORMATION 
 
ERISA (Employee Retirement Income Security Act) requires that the following information be included in a Summary 
Plan Description of an employee welfare plan.  For ease of reference, the information has been given titles and is 
alphabetized.  A title is not intended to change the meaning of any provision. 
 
Benefits 
This SPD provides only a general description of Plan benefits.  However, in the PLAN BENEFITS section(s), one or 
more "Benefit Documents" are referenced.  More benefit information is contained in those documents and the 
documents are available to a Plan participant on request and without charge.  For a health benefit, the information 
shall include: 
 

cost-sharing provisions, including premiums, deductibles, coinsurance, and copayment amounts for which a 
covered person may be responsible; 

 
any annual, lifetime or other benefit maximums;  

 
other items of important information etc. as may apply to a particular benefit; 

 
the extent to which preventive services are covered; 

 
whether, and under what circumstances, coverage is provided for existing and new drugs, medical tests, devices 
and procedures; 

 
any limits applicable to obtaining emergency medical care; 

 
any preauthorization or utilization review requirements for obtaining a benefit or service under the Plan. 
 

Claims Procedures 
Procedures for group health and disability claims must be provided to Plan participants automatically and without 
charge.  Such procedures may be included in the applicable Benefit Document or may be provided in one or more 
separate documents that can be obtained from the Plan Sponsor or Plan Administrator.  Briefly, claims procedure 
information includes: 
 

procedures for obtaining preauthorizations, approvals or utilization review decisions in the case of group health 
plan services or benefits;  

 
procedures for filing claim forms, providing notifications of benefit determinations and reviewing denied claims; 
and 

 
applicable time limits, and remedies available under a component benefit of a Plan for the redress of claims 
which are denied in whole or in part. 

 
Questions regarding claim procedures should be directed to the Plan Sponsor/Plan Administrator. 
 
Creditable Coverage Certificates - Under the Health Insurance Portability and Accountability Act of 1996 
(commonly known as HIPAA), an individual has the right to receive a certificate of prior health coverage, called a 
“certificate of creditable coverage” or “certificate of group health plan coverage,” from the Plan Sponsor or its 
delegate.  If Plan coverage or COBRA continuation coverage terminates (including termination due to exhaustion of 
all lifetime benefits under the Plan), the Plan Sponsor will automatically provide a certificate of creditable coverage.  
The certificate is provided at no charge and will be mailed to the person at the most current address on file.  A 
certificate of creditable coverage will also be provided, on request, in accordance with the law (i.e., a request can be 
made at any time while coverage is in effect and within twenty-four (24) months after termination of coverage).  
Written procedures for requesting and receiving certificates of creditable coverage are available from the Plan 
Sponsor. 
 
Eligibility and Participation Requirements 
See each benefit listing within the PLAN BENEFITS section for summary information as to who may participate in the 
Plan’s component benefits.  The applicable Benefit Document should be consulted for more complete information. 
 
Fiduciary(ies) / Named Fiduciary 
Plan fiduciaries include the Plan Administrator and any other person or entity that exercises fiduciary discretion and 
authority under the Plan as prescribed in ERISA, but only with respect to their specific fiduciary responsibilities.  Any 
person or group of persons may serve in more than one fiduciary capacity with respect to the Plan. 



OTHER ERISA INFORMATION 
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A Named Fiduciary with regard to a component benefit is an entity (e.g., an insurer) with authority to make claims 
decisions and/or decisions on claims appeals. 
 
Funding 
Funding Medium - The identity of any funding medium, including any insurance company, trust fund, or other entity 
that maintains a fund on behalf of a Plan or through which a Plan is funded or benefits are provided is shown in the 
PLAN BENEFITS section with respect to each component benefit. 
 
Contributions - From time to time, the Plan Sponsor will evaluate the costs of Plan benefits and determine the 
amounts to be contributed by the employer and the amounts to be contributed (if any) by each employee.  The 
employer shall contribute the difference between the amount employees contribute and the premiums or full 
contribution cost for the benefit.  Any experience credits or refunds under a group contract shall be applied first to 
reimburse the employer for its contributions, unless otherwise provided in the contract or required by applicable law. 
 
Loss of Benefits 
The following circumstances may result in disqualification, ineligibility or denial, loss, forfeiture, suspension, offset, 
reduction or recovery of any benefit a Plan participant or beneficiary might otherwise reasonably expect a Plan to 
provide based on the benefit description: 
 

an employee's cessation of active service for the employer; 
 

a Plan participant's failure to pay his/her share of the coverage cost, if any, in a timely manner;  
 

a dependent ceases to meet the eligibility requirements (e.g., a child reaches a maximum age limit or spouses 
divorce); 

 
a Plan participant is injured and expenses for treatment may be paid by or recovered from a third party (e.g., by 
exercise of subrogation or reimbursement rights); 

 
a claim for benefits is not filed within the required time limits;  

 
an amendment to the Plan by the Plan Sponsor that reduces or eliminates a benefit, or the termination of the 
Plan by the Plan Sponsor; 

 
deliberate falsification or misrepresentation of an individual’s eligibility for benefits. 

 
Network Providers - Where a health benefit involves the use of "network providers" (also sometimes referred to as 
"PPO", "EPO" or "preferred providers"), Plan participants will receive listings of such providers without charge.  The 
listings may be provided in one or more separate documents or by electronic document access via the Internet.   
 
Where a network is involved, a Benefit Document will include provisions governing the use of such providers, primary 
care providers or providers of specialty services, the composition of the network and whether and under what 
circumstances coverage is provided for emergency and out-of-network services. 
 
Purpose of the Plan(s) 
A Plan is established for the exclusive benefit of eligible employees. 
 
Termination or Amendment of the Plan(s) 
The Plan Document defines the right and obligations of the Plan Administrator with regard to amending or terminating 
the Plan.   
 
NOTE:  See "Health Insurance Portability and Accountability Act" in the FEDERAL LAWS AFFECTING HEALTH & 
WELFARE BENEFITS for more information on amendment procedures. 
 
Utilization Review - The medical benefits offered by a Plan may include utilization review programs - see the 
appropriate Benefit Document(s) in the list of PLAN BENEFITS.  A utilization review program usually requires that an 
employee or Plan participant (or a hospital or physician on his/her behalf) contact an independent organization prior 
to hospitalization or prior to the receipt of other health care services or supplies.  The organization then reviews the 
proposed treatment to make certain that the type or level of care is appropriate and medically necessary.  Failure to 
contact or to comply with the recommendations of the utilization review organization may result in reduced benefits. 
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FEDERAL LAWS AFFECTING HEALTH & WELFARE BENEFITS 
 
Certain federal laws apply to group health programs in addition to those addressed in the IMPORTANT NOTICES.  
Many of these laws are amendments to ERISA.  The following is an overview of the laws and their impact.  The effect 
of these laws on Plan benefits is as reflected in the various Benefit Documents (i.e., the certificates or evidences of 
coverage) provided to Plan participants. 

 
Family and Medical Leave Act (FMLA) 
If the employer is subject to the Family and Medical Leave Act (FMLA) and a covered employee ceases active 
employment due to an employer-approved leave in accordance with the requirements of FMLA, coverage will be 
continued under the same terms and conditions that would have applied had the employee continued in active 
employment.  Contributions will remain at the same employer/employee levels as were in effect on the date 
immediately prior to the leave (unless contribution levels change for other employees in the same classification). 
 
In accordance with the FMLA, an employee is entitled to continued coverage if he/she: (1) has worked for the 
employer for at least twelve months, (2) has worked at least 1,250 hours in the year preceding the start of the leave, 
and (3) is employed at a worksite where the employer employs at least fifty employees within a 75-mile radius.   
 
Except as noted, continued coverage under the FMLA is allowed for up to 12 workweeks of unpaid leave in a rolling 
12-month period.  Such leave must be for one or more of the following reasons: 
 

the birth of an employee’s child and in order to care for the child; 
 
the placement of a child with the employee for adoption or foster care; 
 
to care for a spouse, child or parent of the employee where such relative has a serious health condition; 
 
employee’s own serious health condition that makes him/her unable to perform the functions of his or her job; 
 
the employee has a “qualifying exigency” (as defined by DOL regulations) arising because the employee’s 
spouse, son, daughter or parent is on active duty (or has been notified of an impending call or order to active 
duty) in the Armed Forces in support of a contingency operation (a specified military operation). 

 
Plan benefits may be maintained during an FMLA leave at the levels and under the conditions that would have been 
present if employment was continuous.  The above is a summary of FMLA requirements.  An employee can obtain a 
more complete description of his/her FMLA rights from the Plan Sponsor’s human resources department or personnel 
office.  Any Plan provisions that are found to conflict with the FMLA are modified to comply with at least the minimum 
requirements of the Act.   
 
NOTE:  An eligible employee will be entitled to take up to a combined total of 26 workweeks of FMLA leave during a 
single 12-month period where the employee is a spouse, son, daughter, parent or next of kin (i.e., nearest blood 
relative) of a covered servicemember.  A “covered servicemember” is a member of the Armed Forces (including the 
National Guard or Reserves) who is undergoing medical treatment, recuperation, or therapy, is an outpatient, or is on 
the temporary disability retired list, for a “serious injury or illness” (an injury or illness incurred in line of duty on active 
duty in the Armed Forces that may render the servicemember medically unfit to perform his or her duties).   
 
Health Insurance Portability and Accountability Act (HIPAA) 
HIPAA amended ERISA and applies to the health benefits of a Plan.  HIPAA was enacted, among other things, to 
improve portability and continuity of health care coverage.  The following are summaries of HIPAA's primary impact 
on group health plans. 
 
• Non-Discrimination Due to Health Status 

Application to Eligibility - Any rule for eligibility that discriminates based on a "health factor" of an individual or a 
dependent of that individual is prohibited.  For instance, a Plan is prohibited from containing an actively-at-work 
requirement that is based on a health factor of an employee.  An exception is made with regard to an employee's 
first day of work (e.g., if an individual does not report to work on his/her first scheduled work day he/she need not 
be covered and any waiting period for coverage need not begin).  Similarly, a dependent cannot be refused 
enrollment or coverage based on a "health factor" such as confinement in a health care facility. 

 
An individual's engagement in recreational activities (including high-risk recreational activities) cannot be used to 
deny an individual enrollment in a Plan. 
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A "health factor" means any of the following: 
 

a medical condition (whether physical or mental and including conditions arising out of acts of domestic 
violence) 

claims experience 
receipt of health care 
medical history 
evidence of insurability  
disability 
genetic information 

 
"Rules for eligibility" include, but are not limited to, rules relating to: 

 
enrollment; 
 
the effective date of coverage; 
 
waiting (or affiliation) periods; 
 
late and special enrollment; 
 
eligibility for benefit packages (including rules for individuals to change their selection among benefit 
packages); 
 
benefits (including rules related to covered benefits, benefit restrictions, and cost-sharing mechanisms such 
as coinsurance, co-payments and deductibles); 
 
continued eligibility; and 
 
terminating coverage of any individual under a Plan. 
 

Application to Benefits – Any restriction on a benefit or benefits must apply uniformly to all similarly situated 
individuals and must not be directed at individual Plan participants or beneficiaries based on any health factor or 
the participants or beneficiaries.  Similarly, any amendment limiting benefits under a Plan based on a health 
factor must be universally applicable to all individuals.  A Plan amendment applicable to all individuals in one or 
more groups of similarly situated individuals under the Plan and made effective no earlier than the first day of the 
first Plan Year after the amendment is adopted is not considered to be directed at individual participants and 
beneficiaries. 

 
• Special Enrollment Rights 

An individual who enrolls in accordance with HIPAA's "Special Enrollment Rights" is not a "late enrollee" as that 
term may apply to any pre-existing condition limitations of a Plan or a Component Benefit.  The following is an 
overview of such rights and the minimum requirements of the law.   
 
Entitlement Due to Loss of Other Coverage - An individual who did not enroll when previously eligible, will be 
allowed to apply for coverage at a later date if:   

 
he/she was covered under another group health plan or other health insurance coverage at the time 
coverage was initially offered or previously available to him/her.  "Health insurance coverage" means 
benefits consisting of medical care under any hospital or medical service policy or certificate, hospital or 
medical service plan contract or health maintenance organization contract offered by a health insurance 
issuer; 
 
the employee stated in writing at the time a prior enrollment was offered or available that other coverage 
was the reason for declining enrollment.  However, this only applies if the Plan Sponsor required such a 
written statement and provided the person with notice of the requirement and the consequences of failure to 
comply with the requirement; 

 
the individual lost the other coverage as a result of a certain event such as, but not limited to: 

 
- loss of eligibility as a result of legal separation, divorce, cessation of dependent status, death of an 

employee, termination of employment, reduction in the number of hours of employment, and any loss of 
eligibility for coverage after a period that is measured by reference to any of the foregoing; 
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- loss of eligibility when coverage is offered through an HMO or other arrangement in the individual 
market that does not provide benefits to individuals who no longer reside, live, or work in a service area 
(whether or not within the choice of the individual); 

 
- loss of eligibility when coverage is offered through an HMO or other arrangement in the group market 

that does not provide benefits to individuals who no longer reside, live or work in a service area 
(whether or not within the choice of the individual), and no other benefit package is available to the 
individual; 

 
- loss of eligibility when an individual incurs a claim that would meet or exceed a lifetime limit on all 

benefits.  An individual has a special enrollment right when a claim that would exceed a lifetime limit on 
all benefits is incurred, and the right continues at least until thirty (30) days after the earliest date that a 
claim is denied due to the operation of the lifetime limit; 

 
- loss of eligibility when a plan no longer offers any benefits to a class of similarly situated individuals.  

For example, if a plan terminates health coverage for all part-time workers, the part-time workers incur a 
loss of eligibility, even if the plan continues to provide coverage to other employees; 

 
- loss of eligibility when employer contributions toward the employee’s or dependent’s coverage 

terminates.  This is the case even if an individual continues the other coverage by paying the amount 
previously paid by the employer; 

 
- loss of eligibility when COBRA continuation coverage is exhausted; and 

 
the employee requested Plan enrollment within thirty (30) days of termination of the other coverage.   
 

If the above conditions are met, coverage will be effective not later than the first day of the first calendar month 
that begins after the date on which the completed application was received. 
 
NOTE:  For a dependent to enroll under the terms of this provision, the employee must be enrolled or must enroll 
concurrently. 

 
Entitlement Due to Acquiring New Dependent(s) - If an employee acquires one (1) or more new eligible 
dependents through marriage, birth, adoption, or placement for adoption (as defined by federal law), he/she will 
have at least thirty (30) days from the date acquired (the "triggering event") to apply for their coverage and 
coverage will be effective as follows - see NOTE: 

 
where employee's marriage is the "triggering event" - not later than the first day of the first calendar month 
after the enrollment request is received; and 
 
where birth, adoption or placement for adoption is the "triggering event" - on the date of the event (i.e., 
concurrent with the child's date of birth, date of placement or date of adoption). The "triggering event" date 
for a newborn adoptive child is the child’s date of birth. 

 
NOTE:  For a newly-acquired dependent to be enrolled under the terms of this provision, the employee must be 
enrolled or must enroll concurrently.  If the newly-acquired dependent is a child, the spouse is also eligible to 
enroll.  However, other dependent children who were not enrolled when first eligible are not considered to be 
"newly acquired" and may be subject to the late enrollment provisions of the health coverages. 
 

• Pre-Existing Conditions 
Definition - For medical benefit purposes, a "pre-existing condition" is an illness or injury for which medical 
advice, diagnosis, care or treatment was recommended or received ("treatment" includes taking drugs or 
medicines) during a period which, by law, cannot exceed six (6) months before the individual’s enrollment date.  
An individual's "enrollment date" is his/her first day of coverage, or if earlier, the first day of the waiting period for 
such coverage.  A pregnancy cannot be considered a pre-existing condition, regardless of the date of 
conception, diagnosis, or first treatment.  Genetic information is not a pre-existing condition in the absence of a 
diagnosis of a condition related to the genetic information. 
 
Coverage Restrictions - A medical benefits program may limit or deny benefits for a pre-existing condition.  Any 
such benefit restrictions must be removed not later than the 12-month anniversary from the individual's 
enrollment date (i.e., 12 months from his/her first day of medical coverage, or if earlier, 12 months from the first 
day of the waiting period for such coverage). 



FEDERAL LAWS AFFECTING HEALTH & WELFARE BENEFITS 
 

Wraparound Summary Plan Description for Hawaii Residency Programs / page  11 

However, for an individual who is a late enrollee (i.e., who is permitted to enroll after his/her initial eligibility 
period), a pre-existing condition can be restricted for up to a period of eighteen (18) consecutive months from 
his/her enrollment date. 

 
The pre-existing time limits may be credited (i.e., reduced) if an individual had prior coverage. See "Allowance for 
Prior Creditable Coverage" below.  A Plan cannot reduce the length of a pre-existing condition period based on 
the absence of claims or receipt of health care services. 

 
Exceptions - A pre-existing condition limitation will not apply to an adopted child or a newborn who is acquired by 
the employee if the child is enrolled in a timely manner when first eligible.  An "adopted child" is any person 
under the age of 18 as of the date of adoption or placement for adoption.  "Placement for adoption" means the 
assumption and retention by the employee of the legal obligation for the total or partial support of a child to be 
adopted.  Placement ends whenever the legal support obligation ends. 
 

• Allowance for Prior "Creditable Coverage" 
An individual who transfers to health plan coverage from another plan of "creditable coverage" within 63 days 
(i.e., with not more than 62 days of non-coverage, not counting any days applied toward waiting period 
requirements), has a right to demonstrate "creditable coverage" and to request a certificate of creditable 
coverage from the prior health plan(s).  The Plan Sponsor will help any such individual in obtaining such 
certificate(s).  An individual also has the right to demonstrate creditable coverage through the presentation of 
documentation or other means where a certificate of creditable coverage cannot be obtained from the prior 
health plan(s). 

 
If the prior coverage is determined to be "creditable coverage", the enrollee will be credited with time covered 
under such prior plan(s) toward the time limits of any pre-existing condition limitations that may apply.  

 
"Creditable coverage" includes coverage under a group health plan (including a governmental or church plan), 
individual health insurance coverage, Medicare (other than coverage solely under § 1928 of the Social Security 
Act – the program for distribution of pediatric vaccines), Medicaid, military-sponsored health care, a program of 
the Indian Health Services, a State health benefits risk pool, the Federal Employees Health Benefit Program, The 
State Children’s Health Insurance Program, a public health plan as defined in regulations (i.e., any plan 
established or maintained by a State, the U.S. government, a foreign country, or any political subdivision of a 
State, the U.S. government, or a foreign country that provides health coverage to individuals who are enrolled in 
the plan), and a health benefit plan under the Peace Corps Act.  A coverage can be “creditable coverage” even if 
such coverage remains in effect. 

 
• Source of Injury Restrictions - A Plan cannot exclude benefits for injury which results from a medical (physical 

or mental) condition or domestic violence.  For example, any restriction for injury resulting from criminal activity 
or self-inflicted injury will not apply where such injury results from a medical condition (physical or mental), 
including a medical condition resulting from domestic violence (e.g. depression).  Similarly, an injury sustained 
while intoxicated may not be excluded from coverage if the injury resulted from alcoholism (a medical condition).   
 

• Wellness Programs - A Plan cannot impose higher cost-sharing factors (i.e., deductibles, copayments, etc.) on 
individuals based on an adverse health factor (e.g., smoking), unless the benefit differential is based on 
participation in an employer's bona fide wellness program as defined by IRS Regulations Section 54.9802-1(f).  
Participation in such program must waive any adverse benefit differentials.  

 
Mental Health Parity Act  
Except in limited circumstances, federal law requires that any mental health care coverage provided by a group 
health plan may not be subject to annual or lifetime dollar maximums that are less than those applied to any other 
sickness.   
 
Omnibus Budget Reconciliation Act of 1993  
OBRA 1993 requires that an eligible dependent child of an employee will include a child who is adopted by the 
employee or placed with him/her for adoption prior to age 18 and a child for whom the employee or covered 
dependent spouse is required to provide coverage due to a Medical Child Support Order (MCSO) which is 
determined by the Plan Sponsor to be a Qualified Medical Child Support Order (QMCSO).  A QMCSO will also 
include a judgment, decree or order issued by a court of competent jurisdiction or through an administrative process 
established under state law and having the force and effect of law under state law and which satisfies the QMCSO 
requirements of ERISA (section 609(a)). 
 
See the QMCSO Procedures section, if any, for more information.  If no such section is included, a copy of the 
QMCSO procedures can be obtained, without charge, from the Plan Administrator. 
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Pregnancy Discrimination Act 
Federal law requires that an employer provide coverage for pregnancy expenses in the same manner as any other 
sickness.  This requirement applies to pregnancy expenses of an employee or a covered dependent spouse of an 
employee.   
 
Privacy Rules & Security Standards  
To the extent required by law, the Plan is amended and will comply with: (1) the Standards for Privacy of Individually 
Identifiable Health Information (i.e., the “Privacy Rules”) of the Health Insurance Portability and Accountability Act 
(HIPAA) and (2) the HIPAA Security Standards with respect to electronic Protected Health Information. 
 
The Plan and the Plan Sponsor will not intimidate or retaliate against employees who file complaints with regard to 
their privacy, and employees will not be required to give up their privacy rights in order to enroll or have benefits. 
 
NOTE:  The Privacy Rules requirements do not apply to “summary health information” which is provided only for the 
purpose of obtaining premium bids or for modifying or terminating the Plan.  “Summary health information” is health-
related information that is in a form that excludes individual identifiers such as names, addresses, social security 
numbers or other unique patient-identifying numbers or characteristics. 
 
Uniformed Services Employment and Reemployment Rights Act (USERRA) 
Regardless of an Employer's established termination or leave of absence policies, the Plan will at all times comply 
with the regulations of the Uniformed Services Employment and Reemployment Rights Act (USERRA) for an 
Employee entering military service.   
 
An Employee who is ordered to active military service is (and the Employee’s eligible Dependent(s) are) considered 
to have experienced a COBRA qualifying event.  The affected persons have the right to elect continuation of 
coverage under either USERRA or COBRA.  Under either option, the Employee retains the right to re-enroll in the 
Plan in accordance with the stipulations set forth herein. 
 
Notice Requirements - To be protected by USERRA and to continue health coverage, an Employee must generally 
provide the Employer with advance notice of his military service.  Notice may be written or oral, or may be given by 
an appropriate officer of the military branch in which the Employee will be serving.  Notice will not be required to the 
extent that military necessity prevents the giving of notice or if the giving of notice is otherwise impossible or 
unreasonable under the relevant circumstances.  If the Employee’s ability to give advance notice was impossible, 
unreasonable or precluded by military necessity, then the Employee may elect to continue coverage at the first 
available moment and the Employee will be retroactively reinstated in the Plan to the last day of active employment 
before leaving for active military service.  The Employee will be responsible for payment of all back premiums from 
date of termination of Plan coverage.  No administrative or reinstatement charges will be imposed. 
 
If the Employee provides the Employer with advance notice of his military service but fails to elect continuation of 
coverage under USERRA, the Plan Administrator will continue coverage for the first thirty (30) days after Employee’s 
departure from employment due to active military service.  The Plan Administrator will terminate coverage if 
Employee’s notice to elect coverage is not received by the end of the 30-day period.  If the Employee subsequently 
elects to continue coverage while on active military service and within the time set forth in the subsection entitled 
“Maximum Period of Coverage” below, then the Employee will be retroactively reinstated in the Plan as of the last day 
of active employment before leaving for active military service.  The Employee will be responsible for payment of all 
back premium charges from the date Plan coverage terminated. 
 
Cost of USERRA Continuation Coverage - The Employee must pay the cost of coverage (herein “premium”).  The 
premium may not exceed 102% of the actual cost of coverage, and may not exceed the active Employee cost share if 
the military leave is less than 31 days.  If the Employee fails to make timely payment within the same time period 
applicable to those enrollees of the plan continuing coverage under COBRA, the Plan Administrator will terminate the 
Employee’s coverage at the end of the month for which the last premium payment was made.  If the Employee 
applies for reinstatement to the Plan while still on active military service and otherwise meets the requirements of the 
Plan and of USERRA, the Plan Administrator will reinstate the Employee to Plan coverage retroactive to the last day 
premium was paid.  The Employee will be responsible for payment of all back premium charges owed. 
 
Maximum Period of Coverage – The maximum period of USERRA continuation coverage is the lesser of: 
 

18 months (or 24 months for elections made on or after December 10, 2004); or  
 
the duration of Employee’s active military service.   
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Reinstatement of Coverage Following Active Duty - Regardless of whether an Employee elects continuation coverage 
under USERRA, coverage will be reinstated on the first day the Employee returns to active employment if the 
Employee was released under honorable conditions. 
 
The Employee must return to employment: 
 

on the first full business day following completion of military service for military leave of 30 days or less; or 
 
within 14 days of completion of military service for military leave of 31-180 days; or 
 
within 90 days of completion of military service for military leave of more than 180 days. 
 

When coverage under the Plan is reinstated, all provisions and limitations of the Plan will apply to the extent that they 
would have applied if the Employee had not taken military leave and coverage had been continuous.  No waiting 
period or preexisting condition exclusion can be imposed on a returning Employee or Dependents if these exclusions 
would have been satisfied had the coverage not been terminated due to the order to active military service. 
 

• • • • • 
 

STATEMENT OF ERISA RIGHTS 
 

Plan participants are entitled to certain rights and protections under the Employee Retirement Income Security Act of 
1974 (ERISA).  ERISA provides that a Plan participant shall be entitled to: 
 
Receive Information About His/Her Plan and Benefits.  This includes the right to: 
 

examine, without charge, at the Plan Administrator’s office and at other specified locations such as worksites, all 
documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 5500 
Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the 
Employee Benefits Security Administration; 

 
obtain, upon written request to the Plan Administrator, copies of documents governing the operation of a Plan, 
including insurance contracts and copies of the latest annual report (Form 5500 Series) and updated summary 
plan description.  The administrator may make a reasonable charge for the copies.  Where permitted by law, 
these documents may be provided electronically; and 

 
receive a summary of a Plan’s annual financial report.  The Plan Administrator is required by law to furnish each 
participant with a copy of this summary annual report. 

 
Continue Group Health Plan Coverage.  This includes: 
 

the right to continue health care coverage for himself/herself, spouse or dependents if there is a loss of coverage 
under a Plan as a result of a Qualifying Event.  The employee or his/her dependents may have to pay for such 
coverage.  See the COBRA Continuation Coverage section for additional details about these rights; and 

 
reduction or elimination of exclusionary periods of coverage for preexisting conditions under a Plan, if he/she has 
creditable coverage from another plan.  An individual should be provided a certificate of creditable coverage, free 
of charge, from his/her group health plan or health insurance issuer when he/she loses coverage under a plan, 
when he/she becomes entitled to elect COBRA continuation coverage, when his/her COBRA continuation 
coverage ceases, if he/she requests it before losing coverage or if he/she requests it up to 24 months after losing 
coverage.  Without evidence of creditable coverage, he/she may be subject to a preexisting condition exclusion 
for 12 months (18 months for late enrollees) after his/her enrollment date in the Plan. 

 
Prudent Actions by Plan Fiduciaries 
 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible 
for the operation of a Plan (the fiduciaries).  Fiduciaries have a duty to operate a Plan prudently and in the 
interest of Plan participants and beneficiaries.  No one, including the employer, may fire a Plan participant or 
discriminate against him/her to prevent him/her from obtaining a welfare benefit or exercising rights under 
ERISA. 
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Enforce His/Her Rights 
 

If an individual’s claim for a welfare benefit is denied in whole or in part, he/she must receive a written 
explanation of the reason for the denial.  He/she has the right to have the Plan Administrator review and 
reconsider his/her claim.   
 
Under ERISA there are steps a Plan participant can take to enforce the above rights.  For instance, if he/she 
requests materials from a Plan and does not receive them within 30 days, he/she may file suit in a Federal court.  
In such a case, the court may require the Plan Administrator to provide the materials and pay him/her up to $110 
a day until he/she receives the materials, unless the materials were not sent because of reasons beyond the 
control of the Administrator.   
 
If he/she has a claim for benefits which is denied or ignored, in whole or in part, he/she may file suit in a state or 
Federal court.  In addition, if he/she disagrees with the Plan decision or lack thereof, concerning the qualified 
status of a medical child support order (QMCSO), he/she may file suit in Federal court.   
 
If it should happen that Plan fiduciaries misuse the Plan’s money, or if he/she is discriminated against for 
asserting his/her rights, he/she may seek assistance from the U.S. Department of Labor, or he/she may file suit 
in a Federal court.  The court will decide who should pay court costs and legal fees.  If he/she is successful, the 
court may order the person he/she has sued to pay these costs and fees.  If he/she loses, the court may order 
him/her to pay these costs and fees, for example, if it finds his/her claim is frivolous. 

 
Assistance With His/Her Questions 

 
If a Plan participant has any questions about a Plan, he/she should contact the Plan Administrator. If he/she has 
any questions about this statement or about his/her rights under ERISA, he/she should contact: (1) the nearest 
office of the Employee Benefits Security Administration, U.S. Department of Labor as listed in his/her telephone 
directory, or (2) the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, 
U.S. Department of Labor, 200 Constitution Avenue, NW, Washington, DC  20210.  A Plan participant may also 
obtain certain publications about his/her rights and responsibilities under ERISA by calling the publications 
hotline of the Employee Benefits Security Administration. 
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COBRA CONTINUATION COVERAGE 
 
To comply with the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), the Plan may include a 
continuation of coverage option.  COBRA applies to employers with twenty (20) or more employees on a typical 
business day in the preceding Calendar Year.  COBRA is available to certain Plan participants whose health care 
coverage(s) under the Plan would otherwise terminate.  Plan participants should review the applicable Benefit 
Document or contact their COBRA Administrator for governing details.  The following is only a summary of the major 
features of the law.   
 
NOTE:  Life insurance, accidental death and dismemberment benefits and short-term or long-term disability benefits 
(if part of the employer's Plan) are not eligible for continuation under COBRA.   
 
Definitions - When capitalized in this COBRA section, the following items will have the meanings shown below: 
 

Qualified Beneficiary - An individual who, on the day before a Qualifying Event, is covered under the Plan by 
virtue of being either a covered employee, or the covered dependent spouse or child of a covered employee.   

 
Any child who is born to or placed for adoption with a covered employee during a period of COBRA continuation 
coverage.  Such child has the right to immediately elect, under the COBRA continuation coverages the covered 
employee has at the time of the child's birth or placement for adoption, the same coverage that a dependent child 
of an active employee would receive.  The employee's Qualifying Event date and resultant continuation coverage 
period also apply to the child. 

 
An individual who is not covered under the Plan on the day before a Qualifying Event because he/she was 
denied Plan coverage or was not offered Plan coverage and such denial or failure to offer constitutes a violation 
of applicable law.  The individual will be considered to have had the Plan coverage and will be a "Qualified 
Beneficiary" if that individual experiences a Qualifying Event. 

 
Exception: An individual is not a Qualified Beneficiary if the individual's status as a covered employee is 
attributable to a period in which he/she was a nonresident alien who received no earned income from the 
employer that constituted income from sources within the United States.  If such an employee is not a Qualified 
Beneficiary, then a spouse or dependent child of the employee is not a Qualified Beneficiary by virtue of the 
relationship to the employee. 
 
Qualifying Event - Any of the following events which would result in the loss of health coverage under the Plan in 
the absence of COBRA continuation coverage: 

 
voluntary or involuntary termination of employee's employment for any reason other than employee’s gross 
misconduct; 
 
reduction in an employee's hours of employment to non-eligible status.  In this regard, a Qualifying Event 
occurs whether or not employee actually works and may include absence from work due to a disability, 
temporary layoff or leave of absence where Plan coverage terminates but termination of employment does 
not occur.  If a covered employee is on FMLA unpaid leave, a Qualifying Event occurs at the time the 
employee fails to return to work at the expiration of the leave, even if the employee fails to pay his/her 
portion of the cost of Plan coverage during the FMLA leave; 

 
for an employee's spouse or child, employee’s entitlement to Medicare.  For COBRA purposes, "entitlement" 
means that the Medicare enrollment process has been completed with the Social Security Administration 
and the employee has been notified that his/her Medicare coverage is in effect; 

 
for an employee's spouse or child, the divorce or legal separation of the employee and spouse; 

 
for an employee's spouse or child, the death of the covered employee; 

 
for an employee's child, the child’s loss of dependent status (e.g., a child reaching the maximum age limit). 

 
NonCOBRA Beneficiary - An individual who is covered under the Plan on an "active" basis (i.e., an individual to 
whom a Qualifying Event has not occurred). 

 
Notification – If the Employer is the Plan Administrator and if the Qualifying Event is Employee’s 
termination/reduction in hours, death, or Medicare entitlement, then the Plan Administrator must provide Qualified 
Beneficiaries with notification of their COBRA continuation coverage rights, or the unavailability of COBRA rights, 
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within 44 days of the event.  If the Employer is not the Plan Administrator, then the Employer’s notification to the Plan 
Administrator must occur within 30 days of the Qualifying Event and the Plan Administrator must provide Qualified 
Beneficiaries with their COBRA rights notice within 14 days thereafter.  Notice to Qualified Beneficiaries must be 
provided in person or by first-class mail.   
 
If COBRA continuation coverage terminates early (e.g., the Employer ceases to provide any group health coverage, a 
Qualified Beneficiary fails to pay a required premium in a timely manner, or a Qualified Beneficiary becomes entitled 
to Medicare after the date of the COBRA election, etc.), the Plan Administrator must provide the Qualified 
Beneficiary(ies) with notification of such early termination.  Notice must include the reason for early termination, the 
date of termination and any right to alternative or conversion coverage.  The early termination notice(s) must be sent 
as soon as practicable after the decision that coverage should be terminated. 
 
Each Qualified Beneficiary, including a child who is born to or placed for adoption with an employee during a period of 
COBRA continuation coverage, has a separate right to receive a written election notice when a Qualifying Event has 
occurred which permits him to exercise coverage continuation rights under COBRA.  However, where more than one 
Qualified Beneficiary resides at the same address, the notification requirement will be met with regard to all such 
Qualified Beneficiaries if one election notice is sent to that address, by first-class mail, with clear identification of 
those beneficiaries who have separate and independent rights to COBRA continuation coverage. 
 
An employee or Qualified Beneficiary is responsible for notifying the Plan of a Qualifying Event that is a dependent 
child's ceasing to be eligible under the requirements of the Plan, or the divorce or legal separation of the employee 
from his/her spouse.  A Qualified Beneficiary is also responsible for other notifications.  See the “COBRA Notice 
Requirements for Plan Participants” in the IMPORTANT NOTICES section (or see the employer’s “COBRA General 
Notice” or “Initial Notice”) for further details and time limits imposed on such notifications.  Upon receipt of a notice, 
the Plan Administrator must notify the Qualified Beneficiary(ies) of their continuation rights within 14 days. 

 
Election and Election Period - COBRA continuation coverage may be elected during the period beginning on the 
date Plan coverage would otherwise terminate due to a Qualifying Event and ending on the later of the following: (1) 
60 days after coverage ends due to a Qualifying Event, or (2) 60 days after the notice of the COBRA continuation 
coverage rights is provided to the Qualified Beneficiary.  Failure to make a COBRA election within the 60-day period 
will result in the inability to elect COBRA continuation coverage.  See NOTE. 
 
If the COBRA election of a covered employee or spouse does not specify "self-only" coverage, the election is 
deemed to include an election on behalf of all other Qualified Beneficiaries with respect to the Qualifying Event.  
However, each Qualified Beneficiary who would otherwise lose coverage is entitled to choose COBRA continuation 
coverage, even if others in the same family have declined.  A parent or legal guardian may elect or decline for minor 
dependent children. 
 
An election of an incapacitated or deceased Qualified Beneficiary can be made by the legal representative of the 
Qualifying Beneficiary or the Qualified Beneficiary's estate, as determined under applicable state law, or by the 
spouse of the Qualified Beneficiary. 
 
If, during the election period, a Qualified Beneficiary waives COBRA continuation coverage rights, the waiver can be 
revoked at any time before the end of the election period.  Revocation of the waiver will be an election of COBRA 
continuation coverage.  However, if a waiver is revoked, coverage need not be provided retroactively (that is, from the 
date of the loss of coverage until the waiver is revoked).  Waivers and revocations of waivers are considered to be 
made on the date they are sent to the employer or Plan Administrator. 
 
Open enrollment rights which allow NonCOBRA Beneficiaries to choose among any available coverage options are 
also applicable to each Qualified Beneficiary.  Similarly, the "special enrollment rights" of the Health Insurance 
Portability and Accountability Act (HIPAA) extend to Qualified Beneficiaries.  However, if a former Qualified 
Beneficiary did not elect COBRA, he/she does not have special enrollment rights, even though active employees not 
participating in the Plan have such rights under HIPAA. 
 
The Plan is required to make a complete response to any inquiry from a healthcare provider regarding a Qualified 
Beneficiary's right to coverage during the election period. 
 
NOTE:  See the “Effect of the Trade Act” provision for information regarding a second 60-day election period 
allowance. 
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Effective Date of Coverage - COBRA continuation coverage, if elected within the period allowed for such election, is 
effective retroactively to the date coverage would otherwise have terminated due to the Qualifying Event, and the 
Qualified Beneficiary will be charged for coverage in this retroactive period.   
 
See "Election and Election Period" for an exception to the above when a Qualified Beneficiary initially waives COBRA 
continuation coverage and then revokes his/her waiver.  In that instance, COBRA continuation coverage is effective 
on the date the waiver is revoked. 
 
Level of Benefits - COBRA continuation coverage will be equivalent to coverage provided to similarly situated 
NonCOBRA Beneficiaries to whom a Qualifying Event has not occurred.  If coverage is modified for similarly situated 
NonCOBRA Beneficiaries, the same modification will apply to Qualified Beneficiaries.   
 
If the Plan includes a deductible requirement, a Qualified Beneficiary's deductible amount at the beginning of the 
COBRA continuation period must be equal to his/her deductible amount immediately before that date.  If the 
deductible is computed on a family basis, only the expenses of those family members electing COBRA continuation 
coverage are carried forward to the COBRA continuation coverage.  If more than one family unit results from a 
Qualifying Event, the family deductibles are computed separately based on the members in each unit.  Other Plan 
limits are treated in the same manner as deductibles. 
 
If a Qualified Beneficiary is participating in a region-specific health plan that will not be available if the Qualified 
Beneficiary relocates, any other coverage that the Plan Sponsor makes available to active employees and that 
provides service in the relocation area must be offered to the Qualified Beneficiary.   
 
Cost of Continuation Coverage - The cost of COBRA continuation coverage is fixed in advance for a 12-month 
determination period and will not exceed 102% of the Plan’s full cost of coverage during the period for similarly 
situated NonCOBRA Beneficiaries to whom a Qualifying Event has not occurred.  The “full cost” includes any part of 
the cost which is paid by the employer for NonCOBRA Beneficiaries.  Qualified Beneficiaries will be charged 150% of 
the full cost for the 11-month disability extension period if the disabled person is among those extending coverage. 
 
The initial "premium" (cost of coverage) payment must be made within 45 days after the date of the COBRA election 
by the Qualified Beneficiary.  If payment is not made within such time period, the COBRA election is null and void.  
The initial premium payment must cover the period of coverage from the date of the COBRA election retroactive to 
the date of loss of coverage due to the Qualifying Event (or the date a COBRA waiver was revoked, if applicable).  
Contributions for successive periods of coverage are due on the first of each month thereafter, with a 30-day grace 
period allowed for payment.   
 
The Plan must allow the payment for COBRA continuation coverage to be made in monthly installments but the Plan 
is also permitted to allow for payment at other intervals.  The Plan is not obligated to send monthly premium notices. 
 
The cost of COBRA continuation coverage can only increase during the Plan’s 12-month determination period if: 
 

the cost previously charged was less than the maximum permitted by law; 
 

the increase occurs due to a disability extension (i.e., the 11-month disability extension) and does not exceed the 
maximum permitted by law which is 150% of the Plan's full cost of coverage if the disabled person is among 
those extending coverage; or 

 
the Qualified Beneficiary changes his/her coverage option(s) which results in a different coverage cost. 

 
Timely payments which are less than the required amount but are not significantly less (an "insignificant shortfall") will 
be deemed to satisfy the Plan's payment requirement.  The Plan may notify the Qualified Beneficiary of the deficiency 
but must grant a reasonable period of time (at least 30 days) to make full payment.  A payment will be considered an 
"insignificant shortfall" if it is not greater than $50 or 10% of the required amount, whichever is less. 
 
If premiums are not paid by the first day of the period of coverage, the Plan has the option to cancel coverage until 
payment is received and then reinstate the coverage retroactively to the beginning of the period of coverage. 
 
NOTES:  For Qualified Beneficiaries who reside in a state with a health insurance premium payment program, the 
State may pay the cost of COBRA coverage for a Qualified Beneficiary who is eligible for health care benefits from 
the State through a program for the medically-indigent or due to a certain disability.  The employer’s human 
resources department or personnel office should be contacted for additional information. 
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Maximum Coverage Periods - The maximum coverage periods for COBRA continuation coverage are based on the 
type of Qualifying Event and the status of the Qualified Beneficiary and are as follows: 
 

if the Qualifying Event is a termination of employment or reduction of hours of employment, the maximum 
coverage period is 18 months after the Qualifying Event.  With a disability extension (see "Disability Extension" 
information below), the 18 months is extended to 29 months; 

 
if the Qualifying Event occurs to a dependent due to employee's enrollment in the Medicare program before the 
employee himself/herself experiences a Qualifying Event, the maximum coverage period for the dependent is 36 
months from the date the employee is enrolled in Medicare; 
 
for any other Qualifying Event, the maximum coverage period ends 36 months after the loss of coverage. 

 
If a Qualifying Event occurs which provides an 18-month or 29-month maximum coverage period and is followed by a 
second Qualifying Event that allows a 36-month maximum coverage period, the original period will be expanded to 36 
months, but only for individuals who are Qualified Beneficiaries at the time of both Qualifying Events.  Thus, a 
termination of employment following a Qualifying Event that is a reduction of hours of employment will not expand the 
maximum COBRA continuation period.  In no circumstance can the COBRA maximum coverage period be more than 
36 months after the date of the first Qualifying Event. 
 
COBRA entitlement runs concurrently with continuation of coverage under The Uniformed Services Employment and 
Reemployment Rights Act of 1994 (USERRA) - USERRA does not extend the maximum period of COBRA coverage.  
If coverage is continued under USERRA, the equivalent number of months of COBRA entitlement will be exhausted.  
 
Disability Extension - An 11-month disability extension (an extension from a maximum 18 months of COBRA 
continuation coverage to a maximum 29 months) will be granted if a Qualified Beneficiary is determined under Title II 
or XVI of the Social Security Act to have been disabled at the time of the Qualifying Event or at any time during the 
first 60 days of COBRA continuation coverage.  To qualify for the disability extension, the Plan Administrator must be 
provided with notice of the Social Security Administration's disability determination date which falls within the 
allowable periods described.  The notice must be provided within 60 days of the disability determination and prior to 
expiration of the initial 18-month COBRA continuation coverage period.  The disabled Qualified Beneficiary or any 
Qualified Beneficiaries in his/her family may notify the Plan Administrator of the determination.  The Plan must also 
be notified if the Qualified Beneficiary is later determined by Social Security to be no longer disabled. 
 
If an individual who is eligible for the 11-month disability extension also has family members who are entitled to 
COBRA continuation coverage, those family members are also entitled to the 29-month COBRA continuation 
coverage period. This applies even if the disabled person does not elect the extension himself/herself. 
 
Termination of Continuation Coverage - Except for an initial interruption of Plan coverage in connection with a 
waiver (see "Election and Election Period" above), COBRA continuation coverage that has been elected by or for a 
Qualified Beneficiary will extend for the period beginning on the date of the loss of coverage due to the Qualifying 
Event and ending on the earliest of the following dates: 
 

the last day of the applicable maximum coverage period - see "Maximum Coverage Periods" above; 
 
the date on which the employer ceases to provide any group health plan to any employee; 
 
the date, after the date of the COBRA election, that the Qualified Beneficiary first becomes covered under any 
other plan that does not contain any exclusion or limitation with respect to any pre-existing condition that would 
reduce or exclude benefits for such condition in the Qualified Beneficiary; 
 
the date, after the date of the COBRA election, that the Qualified Beneficiary becomes entitled to Medicare 
benefits.  For COBRA purposes, "entitled" means that the Medicare enrollment process has been completed with 
the Social Security Administration and the individual has been notified that his/her Medicare coverage is in effect; 
 
in the case of a Qualified Beneficiary entitled to a disability extension, the later of: 
 

29 months after the date of the Qualifying Event, or the first day of the month that is more than 30 days after 
the date of a final determination under Title II or XVI of the Social Security Act that the disabled Qualified 
Beneficiary whose disability resulted in the Qualified Beneficiary's entitlement to the disability extension is no 
longer disabled, whichever is earlier; or 
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the end of the maximum coverage period that applies to the Qualified Beneficiary without regard to the 
disability extension; 

 
the end of the last period for which the cost of continuation coverage is paid, if payment is not received in a 
timely manner (i.e., coverage may be terminated if the Qualified Beneficiary is more than 30 days delinquent in 
paying the applicable premium).  The Plan is required to make a complete response to any inquiry from a 
healthcare provider regarding a Qualified Beneficiary's right to coverage during any period the Plan has not 
received payment. 
 

The Plan Sponsor can terminate, for cause, the coverage of any Qualified Beneficiary on the same basis that the 
Plan may terminate the coverage of similarly-situated NonCOBRA Beneficiaries for cause (e.g., for the submission of 
a fraudulent claim). 

 
If an individual is receiving COBRA continuation coverage solely because of the person's relationship to a Qualified 
Beneficiary (i.e., a newborn or adopted child acquired during an employee's COBRA coverage period), the Plan's 
obligation to make COBRA continuation coverage available will cease when the Plan is no longer obligated to make 
COBRA continuation coverage available to the Qualified Beneficiary. 
 
Effect of the Trade Act - In response to Public Law 107-210, referred to as the Trade Act of 2002 (“TAA”), the Plan 
is deemed to be “Qualified Health Insurance” pursuant to TAA, the Plan provides COBRA continuation of coverage in 
the manner required of the Plan by TAA for individuals who suffer loss of their medical benefits under the Plan due to 
foreign trade competition or shifts of production to other countries, as determined by the U.S. International Trade 
Commission and the Department of Labor pursuant to the Trade Act of 1974, as amended.  
 
Eligible Individuals - The Plan Administrator shall recognize those individuals who are deemed eligible for federal 
income tax credit of their health insurance cost or who receive a benefit from the Pension Benefit Guaranty 
Corporation (“PBGC”), pursuant to TAA as of or after November 4, 2002. The Plan Administrator shall require 
documentation evidencing eligibility of TAA benefits, including but not limited to, a government certificate of TAA 
eligibility, a PBGC benefit statement, federal income tax filings, etc. The Plan need not require every available 
document to establish evidence of TAA eligibility. The burden for evidencing TAA eligibility is that of the individual 
applying for coverage under the Plan. The Plan shall not be required to assist such individual in gathering such 
evidence. 
 
Temporary Extension of COBRA Election Period 
 
Definitions: 

 
Nonelecting TAA-Eligible Individual – A TAA-Eligible Individual who has a TAA related loss of coverage and did 
not elect COBRA continuation coverage during the TAA-Related Election Period. 
 
TAA-Eligible Individual – An eligible TAA recipient and an eligible alternative TAA recipient. 
 
TAA-Related Election Period – with respect to a TAA-related loss of coverage, the 60-day period that begins on 
the first day of the month in which the individual becomes a TAA-Eligible Individual. 
 
TAA-Related Loss of Coverage – means, with respect to an individual whose separation from employment gives 
rise to being a TAA-Eligible Individual, the loss of health benefits coverage associated with such separation. 

 
In the case of an otherwise COBRA Qualified Beneficiary who is a Nonelecting TAA-Eligible Individual, such 
individual may elect COBRA continuation of coverage during the TAA-Related Election Period, but only if such 
election is made not later than 6 months after the date of the TAA-Related Loss of Coverage. 
 
Any continuation of coverage elected by a TAA-Eligible Individual shall commence at the beginning of the TAA-
Related Election Period, and shall not include any period prior to the such individual’s TAA-Related Election Period. 
 
HIPAA Creditable Coverage Credit 
With respect to any TAA-Eligible Individual who elects COBRA continuation of coverage as a Nonelecting TAA 
Individual, the period beginning on the date the TAA-Related Loss of Coverage, and ending on the first day of the 
TAA-Related Election Period shall be disregarded for purposes of determining the 63-day break-in-coverage period 
pursuant to HIPAA rules regarding determination of prior creditable coverage for application to the Plan’s pre-existing 
condition exclusion provision. 
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Applicable Cost of Coverage Payments 
Payments of any portion of the applicable COBRA cost of coverage by the federal government on behalf of a TAA-
Eligible Individual pursuant to TAA shall be treated as a payment to the Plan.  Where the balance of any contribution 
owed the Plan by such individual is determined to be significantly less than the required applicable cost of coverage, 
as explained in IRS regulations 54.4980B-8, A-5(d), the Plan will notify such individual of the deficient payment and 
allow thirty (30) days to make full payment.  Otherwise the Plan shall return such deficient payment to the individual 
and coverage will terminate as of the original cost of coverage due date.   
 
Conversion - If the Plan Sponsor offers a conversion privilege to NonCOBRA Beneficiaries and in conjunction with 
the health benefits of the Plan, then a Qualified Beneficiary has the right to exercise the conversion option when 
he/she reaches the end of his/her COBRA continuation coverage.   
 
The option to enroll in the conversion health plan must be given within 180 days before COBRA coverage ends.  The 
premium for a conversion policy may be more expensive that the cost of COBRA coverage or the cost of Plan 
coverage.  Also, the conversion policy may provide a lower level of coverage.   
 
The conversion option is not available if the Qualified Beneficiary terminates COBRA coverage before reaching the 
end of the maximum period of COBRA coverage. 
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FEDERAL CLAIMS GUIDELINES 
 

The following information outlines the federal minimum requirements for claims handling procedures.  The actual 
claims procedures for a given benefit as set forth in the appropriate “Benefit Document” may be less restrictive as to 
the claimant’s responsibilities.  See the appropriate “Benefit Document” for that information.   

 
The following claims procedures are intended to comply with the United States Department of Labor ("DOL") 
regulation, 29 CFR § 2560.503-1, and the Employee Retirement Income Security Act of 1974, as amended 
("ERISA").  Where any provision is in conflict with the DOL's claims procedure regulations, ERISA, or any 
other applicable law, such law shall control. 
 
Further, if the Plan is the “named insured” with an insurance company, nothing herein shall be construed to 
supersede any provision of state law that regulates insurance, except to the extent that such law prevents 
application of a requirement of DOL regulation 29 CFR § 2560.503-1. 

 
 

A “CLAIM” DEFINED 
 

The federal claims guidelines outlined herein affect the following types of group benefits: 
 

Health benefits (i.e., medical benefits and including dental and vision benefits when part of a medical benefit 
plan) 
 
Disability benefits (i.e., wage replacement benefits) 

 
The guidelines differ in some regards from one benefit to another and those differences are outlined below.    
 
The Plan Administrator, at its discretion, may contract with other entities to handle claims communications and benefit 
determinations for the Plan.  Such other entities may include insurance companies, third party claims payers, 
managed care organizations, or pharmacy benefit managers.   
 
A Health Claim 
A group health claim is a request for benefits which is made, in accordance with the Plan's procedures, by a claimant 
or his/her authorized representative.  A claim must be received by the person or organizational unit customarily 
responsible for handling benefit matters on behalf of the Plan so that the claim review and benefit determination 
process can begin.  A claim must name the Plan, a specific claimant, a specific health condition or symptom or 
diagnostic code, and a specific treatment, service or supply (or procedure/revenue code) for which a benefit or benefit 
determination is requested, the date of service, the amount of charges, the address (location) where services are 
received, and provider name, address, phone number and tax identification number. 
 
There are two types of group health claims: (1) Pre-Service Claims, and (2) Post-Service Claims: 
 

1) A Pre-Service Claim is a written or oral claim where benefits are subject, in whole or in part, to prior 
approval of the proposed care (e.g., a utilization review requirement).  See the applicable Benefit 
Document(s) in the PLAN BENEFITS for pre-approval programs and requirements.  A Pre-Service Claim 
should be made to the organization identified in the Benefit Document or as may be shown on the 
employee's coverage identification card. 

 
Important:  A benefit determination for a Pre-Service Claim shall only be for the purposes of assessing the 
medical necessity and appropriateness of care and delivery setting.  A benefit determination for a Pre-
Service Claim is not a guarantee of benefits from the Plan.  Plan benefit payments are subject to review 
upon submission of a claim to the Plan after medical services have been received, and are subject to all 
related Plan provisions, including exclusions and limitations. 
 

2) A Post-Service Claim is a written request for benefit determination after a service has been rendered and 
expense has been incurred.  A Post-Service Claim must be submitted within the reasonable claims-filing 
time requirements as included in the Benefit Document.  A Post-Service Claim should be submitted to the 
claims office identified in the appropriate Benefit Document or as may be shown on the employee’s 
coverage identification card. 

 
NOTE:  In accordance with federal law, the Centers for Medicare and Medicaid Services (CMS) have three 
(3) years to submit claims when Medicare has paid as primary and the Plan should have been primary. 
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A Disability Claim 
A disability claim is a written request for wage replacement benefits that is made by an employee or his/her 
authorized representative.  It must name the employee, the date the disability started, the cause of the disability, and 
the seriousness of the disability. 
 
A disability claim should be submitted to the claims office identified in the appropriate Benefit Document. 
 
 

CHART(S) OF CLAIMS TIME LIMITS AND ALLOWANCES 
 
The chart(s) below reflect the time limits and allowances which apply to the Plan and a claimant with respect to 
claims filings, administration and benefit determinations (i.e., how quickly the Plan must respond to claims notices, 
filings and claims appeals and how much time is allowed for claimants to respond, etc.).   
 
Important:  The stated claims procedures herein address the periods within which claims determinations 
must be decided, not paid.  Benefit payments must be made within reasonable periods of time following Plan 
approval as governed by ERISA.  Further, with regard to preemption of state law, nothing herein shall be 
construed to supersede any provision of state law that regulates insurance, except to the extent that such 
law prevents the application of a requirement of U.S. Department of Labor Regulation 29 CFR § 2560.503-1. 

 

HEALTH CLAIM GUIDELINES 

“PRE-SERVICE” CLAIM ACTIVITY TIME LIMIT OR ALLOWANCE 
 

Urgent Claim - defined below  
 

Claimant Makes Initial Incomplete Claim Request  
 

 
Within no more than 24 hours (and as soon as possible taking 
into account the medical exigencies), Plan notifies claimant of 
material needed to complete the claim request.  Notification 
may be oral unless claimant requests a written notice.  
Claimant will have at least 48 hours to provide the required 
information to complete the claim. 

 
Plan Receives Completing Information  

 

 
Plan notifies claimant, in writing or electronically, of its benefit 
determination as soon as possible and not later than 48 hours 
after the earlier of: (1) receipt of the completing information, or 
(2) the period of time claimant was allowed to provide the 
completing information.   

 
Claimant Makes Initial Complete Claim Request 

 

 
Within no more than 72 hours (and as soon as possible taking 
into account the medical exigencies), Plan responds with 
written or electronic benefit determination.   

 
Claimant Appeals 

 
See "Appeal Procedures" subsection.  An appeal for an urgent 
claim may be made orally or in writing. 

 
Plan Responds to Appeal 

 
Within no more than 72 hours (and as soon as possible taking 
into account the medical exigencies), after receipt of claimant's 
appeal.   

 
An "urgent claim" is an oral or written request for benefit determination where the decision would result in either of 
the following if decided within the time frames for non-urgent claims: (1) serious jeopardy to the claimant’s life or 
health, or the ability to regain maximum function, or (2) in the judgment of a physician knowledgeable about the 
claimant’s condition, severe pain that could not be adequately managed without the care or treatment being 
claimed.   

 
Where the "Time Limit or Allowance" stated above reflects "or sooner if possible", this phrase means that an earlier 
response may be required, taking into account the medical exigencies.. 
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Concurrent Care Claim - defined below  

 
Plan Makes an Adverse Claim Decision 
 

 

 
Plan notifies claimant of intent to reduce or deny benefits 
before any reduction or termination of benefits is made and 
provides enough time to allow the claimant to appeal and 
obtain a determination on review before the benefit is reduced 
or terminated.  Any decision with the potential of causing 
disruption to ongoing care which is medically necessary, is 
subject to the urgent claim rules. 

 
Claimant Requests Extension for Urgent Care 
 

 

 
Plan notifies claimant of its benefit determination within not 
more than 24 hours after receipt of the request (and as soon 
as possible taking into account the medical exigencies), 
provided such request is made at least 24 hours prior to the 
expiration of the previously-approved period of time or 
treatment.  Otherwise, the Plan's notification must be made in 
accordance with the time allowances for appeal of an urgent, 
pre-service or post-service claim, as appropriate. 

 
A "concurrent care claim" is a claimant's request to extend a previously-approved and ongoing course of treatment 
(e.g., kidney dialysis) beyond the approved period of time or number of treatments.  An adverse claim decision for 
concurrent care does not include a benefit reduction or denial due to Plan amendment or termination.   

 
Non-Urgent Claim  

 
Claimant Makes Initial Incomplete Claim Request  

 

 
Within 5 days of receipt of the incomplete claim request, Plan 
notifies claimant, orally or in writing, of material needed to 
complete the claim request.  Claimant may request a written 
notification. 

 
Plan Receives Completing Information  

 

 
Plan responds with written or electronic benefit determination 
within 15 days, minus the number of days under review before 
additional information was requested.  15 additional days may 
be allowed with full notice to Claimant - see definition of "full 
notice" below.  

 
Claimant Makes Initial Complete Claim Request 

 

 
Within 15 days, Plan responds with written or electronic benefit 
determination.  15 additional days may be allowed with full 
notice to claimant - see definition of "full notice" below.   

 
Claimant Appeals 

 
See "Appeal Procedures" subsection.  

 
Plan Responds to Appeal 

 
Within 30 days after receipt of appeal (or where Plan provides 
for 2 mandatory levels of appeal, within 15 days for each 
appeal).  

 
"Full notice" means that notice is provided to the claimant describing the circumstances requiring the extension of 
time and the date by which the Plan expects to render a decision.  Such extension must be necessary due to 
matters beyond the control of the Plan and notification to claimant must occur prior to the expiration of the initial 15-
day period. 

"POST-SERVICE" CLAIM ACTIVITY” TIME LIMIT OR ALLOWANCE 
 

Claimant Makes Initial Incomplete Claim Request 
 

Within 30 days (and sooner if reasonably possible), Plan 
advises claimant of material needed to complete the claim 
request.  The Plan may extend this period for up to 15 days 
with full notice to the claimant - see definition of "full notice" 
below.   

 
Plan Receives Completing Information  
 

 

 

Plan approves or denies claim within 30 days, minus the 
number of days under review before additional information 
was requested.  15 additional days may be allowed with full 
notice to Claimant - see definition of "full notice" below. 
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Claimant Makes Initial Complete Claim Request 
 

 

Within 30 days of receiving the claim, Plan approves or denies 
claim.  15 additional days may be allowed with full notice to 
claimant - see definition of "full notice" below.  

 
Claimant Appeals 

 
See "Appeals Procedures" subsection. 

 
Plan Responds to Appeal 

 

 
Within 60 days after receipt of appeal (or within 30 days for 
each appeal if Plan provides for two appeal levels).   

 
"Full notice" means that notice is provided to the claimant describing the circumstances requiring the extension of 
time and the date by which the Plan expects to render a decision.  Such extension must be necessary due to 
matters beyond the control of the Plan and notification to Claimant must occur prior to the expiration of the initial 30-
day or 60-day period. 

 
 

DISABILITY CLAIM GUIDELINES 

CLAIM ACTIVITY TIME LIMIT OR ALLOWANCE 
 

Notice of Claim 
 
 
 

 
Written notice of a claim for disability benefits must be 
submitted to the Plan's claims office within a reasonable 
period (typically 30 days), if possible.  If that is not possible, 
the claims office must be notified as soon as reasonably 
possible.  

 
Claim Forms are Provided 
 
 
 

 
Upon receipt of notice of a claim, the claims office will provide 
the employee with claim forms.  If the forms are not received 
within a reasonable period (typically 15 days), the employee 
may submit his/her proof of claim to the claims office without 
the use of forms. 

 
Proof of Claim 
 
 

 
Proof of claim must be provided to the claims office as 
required by the Benefit Document (typically no later than 90 
days unless not reasonably possible and then up to one year 
is usually allowed). 

 
Benefit Determination 
 
 
 

 
Within 45 days after receiving complete proof of claim, the 
claims office responds with written or electronic benefit 
determination.  30 additional days may be allowed.  A second 
30-day extension may also be allowed.  See NOTE below. 

 
NOTE:  An initial 30-day extension will be allowed with full notice to the employee.  A second 30-day extension is 
allowed if the claims office determines that a decision cannot be rendered within the initial 30-day extension. Notice 
to the employee must occur prior to the expiration of the initial 30-day extension period and must include the date 
by which the Plan expects to render a decision. 

 
Proof of Continued Disability 
 
 
 

 
Proof of continued disability and regular attendance of a 
physician must be given to the claims office within the time 
period required by the Benefit Document (typically 30 days) 
upon any request of such proof on the part of the claims office.  

 
Employee's Right of Appeal 

 
 

 
Employee is allowed at least 180 days to file an appeal 
following receipt of notice of an adverse benefit determination 
(i.e., a full or partial denial of benefits).  See "Appeal 
Procedures" subsection.  

 
Employee Files an Appeal 

 
The Plan Administrator must respond with written or electronic 
benefit determination within 45 days after receipt of an appeal.  
45 additional days may be allowed - see NOTE.   

 
NOTE:  A 45-day extension will be allowed with full notice to the employee.   
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ADMINISTRATIVE INFORMATION 
 

Authorized Representative May Act for Claimant 
Any claim-related actions which can be done by a claimant can also be done by an authorized representative acting 
on the claimant's behalf.  The claimant may be required to provide reasonable proof of such authorization.   
 
For an urgent group health claim, a health care professional, with knowledge of a claimant's medical condition, may 
act as the authorized representative of the claimant.  "Health care professional" means a physician or other health 
care professional licensed, accredited, or certified to perform specified health services consistent with state law. 
 
Written or Electronic Notices 
The Plan shall provide a claimant with written or electronic notification of any benefit reduction or denial.  Written or 
electronic notice of an approved benefit must be provided only for a group health Pre-Service benefit determination.   
 

 
CLAIMS DENIALS 

 
If a claim is wholly or partially denied, the claimant will be given written or electronic notification of such denial within 
the time frames required by law - see "Claims Time Limits and Allowances.”  The notice will include the following and 
will be provided in a manner intended to be understood by the claimant: 

 
the specific reason(s) for the decision to reduce or deny benefits; 

 
specific reference to the Plan provision(s) on which the denial is based as well as identification of and access to 
any guidelines, rules, and protocols which were relied upon in making the decision; 

 
a statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records or other information relevant to the claimant's claim for benefits; 

 
a description of any additional information needed to change the decision and an explanation of why it is needed; 
and 

 
a description of the Plan’s procedures and time limits for appealed claims, including a statement of the claimant's 
right to bring a civil action under section 502(a) of ERISA. 

 
 

APPEAL PROCEDURES 
 

Filing an Appeal  
Within 180 days of receiving notice of a claim reduction or denial, a claimant may appeal his/her claim, in writing, to a 
new decision-maker and he/she may submit new information (comments, documents, records, etc.) in support of 
his/her appeal.   
 
In response to his/her appeal, the claimant is entitled to a full and fair review of the claim and a new decision.  A "full 
and fair review" takes into account all comments, documents, records and other information submitted by the 
claimant relating to the claim, without regard to whether the information was submitted or considered in the initial 
benefit determination. 
 
At such time as the claimant appeals a denied claim, he/she will be provided, upon request and free of charge, with 
access to and copies of all documents, records and other information relevant to his/her claim for benefits.   
 
Decision on Appeal 
A decision with regard to the claim appeal will be made within the allowed time frame - see "Claims Time Limits and 
Allowances.”   
 
The decision on appeal will be in writing or by electronic notification.  If the decision is to continue to reduce or deny 
benefits, the notification will be provided in a manner calculated to be understood by the claimant and will include: 
 

the specific reason(s) for the decision; 
 

reference to the pertinent Plan provisions on which the decision is based; 



FEDERAL CLAIMS GUIDELINES 
 

Wraparound Summary Plan Description for Hawaii Residency Programs / page  26 

a statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to and 
copies of all documents, records, and other information relevant to the claim; 

 
identification of and access to any guidelines, rules, protocols which were relied upon in making the decision; 
and 

 
a statement describing any voluntary appeal procedures offered by the Plan, the claimant's right to obtain the 
information about such procedures, and a statement of the claimant's right to bring an action under ERISA 
section 502(a). 

 
A Plan participant and the Plan may have other voluntary alternative dispute resolutions options, such as mediation.  
One way to find out what may be available is to contact the Local U.S. Department of Labor Office and the State 
insurance regulatory agency. 
 
In accordance with federal law, the Plan cannot require more than two (2) levels of mandatory appeal.  If more than 
one (1) level of mandatory appeal is required, both must be completed within the time frame applicable to one (1) 
level.   

 
Voluntary Additional Levels of Appeal 
Subject to the Plan's established procedures, up to two (2) voluntary additional levels of appeal (including arbitration 
or any other form of dispute resolution) are permitted, but only after exhaustion of the Plan's mandatory appeal 
procedure.  
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