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SECTION I  ï INTRODUCTION  

Introduction  
The Ashdown Mill PCN Plan Trust (ñPlan Sponsorò) hereby has established the Ashdown Mill PCN 

Plan (ñPlanò) to provide health Benefits to its eligible Participants and their eligible Dependents.   

 

The Plan is a self-funded group health plan, which is a type of welfare benefit plan that is subject to the 

provisions of the Employee Retirement Income Security Act of 1974, as amended (ñERISAò).    

 

Contributions from the Employer and from Participants are used to provide the non-insured Benefits 

under the Plan.  A fund has been established pursuant to the Plan into which such contributions are 

made.  Such contributions are deposited into a bank or similar financial institution.  The fund is held in 

trust to be utilized for the purpose of providing Benefits to Covered Persons and defraying the 

reasonable expenses of administering the Plan.   

 

The Plan Sponsor shall, from time to time, evaluate the funding method of the Plan and determine the 

amount to be contributed by the Employer and the amount to be contributed, if any, by each Participant.  

For active Employees, the Employeeôs share of the contributions shall be deducted on a regular basis 

from his or her wages or salary.  In other instances, the Employee shall be responsible for remitting 

contributions to the Employer in a timely manner as prescribed by the Employer.  If Plan benefits are 

part of an Employer-sponsored cafeteria plan under §125 of the Internal Revenue Code (ñIRCò), such 

coverage costs may be deducted on a pre-tax basis.  

 

The Purpose of the Plan  
The purpose of the Plan is to provide certain health care benefits for eligible Participants of the 

participating Employer(s) and the eligible Dependents of such Participants.    

 

The Purpose of the Plan Document  
The Plan Sponsor is required under ERISA to provide to Participants a Plan Document or Summary Plan 

Description.   

 

The Plan has adopted and is providing this Plan Document as the written description of the Plan.  This 

Plan Document replaces any and all statements regarding healthcare coverage contained in any Plan 

Document or Summary Plan Description previously provided to Participants. 

 

This Plan Document is not a contract of employment between the Employer and the Participant, and 

does not give the Participant the right to be retained in the service of the Employer.        

 
NOTE: Questions about the Plan may be directed to the Planôs contracted Third-Party Administrator, 

GreenTree Administrators, at (409) 832-2335 or toll-free at (800) 825-2117. 
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SECTION II  ï GENERAL PLAN INFORMATION  

 

Name of Plan:  Ashdown Mill PCN Plan 

 

Plan Sponsor:  Ashdown Mill PCN Plan Trust 
  285 Highway 71 South 

  Ashdown, Arkansas 71822 

  

Plan Administrator:  Ashdown Mill PCN Plan Trust 

  285 Highway 71 South 

  Ashdown, Arkansas 71822 

  (870) 898-2711 

 

Participating Employer:  Ashdown Mill  
  285 Highway 71 South 

  Ashdown, Arkansas 71822 

 

Plan Sponsor ID Number (EIN):   30-6061809 

 

Plan Number:  501 

 

Plan Year:  January 1st through December 31st 

  

Plan Benefits:  Medical and Prescription Benefits  

 

Named Fiduciary:  Ashdown Mill PCN Plan Trust 
  285 Highway 71 South 

  Ashdown, Arkansas 71822 

  (870) 898-2711 

 

Agent for Service of Legal Process:  Legal process may be served upon  

 the Plan Administrator.  

 

 

Third -Party Administrator:  GreenTree Administrators  
Mailing Address: P. O. Box 7306  

Beaumont, Texas 77726-7306  

 

Street Address:  87 IH 10 North, Suite 102  

Beaumont, Texas 77707  

(409) 832-2335 

  Toll-free: (800) 825-2117 

  Fax: (409) 832-2301  

 

Administration Expenses 
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In addition to being used to pay for benefits, contributions to the Plan may be used to pay 

administrative expenses of the Plan in accordance with the terms and conditions of any 

administration agreement between the Plan Sponsor and the Third-Party Administrator, and other 

reasonable operating expenses of the Plan. 

 

Taxes 
Any premium or other taxes that may be imposed by any state or other taxing authority and that are 

applicable to the coverage under the Plan shall be paid by the Plan Sponsor.  

 

NOTE:  In providing Benefits and paying administrative expenses and any taxes required by law, the 

contributions made by Participants shall be used first.  Any remaining Plan obligations shall be paid 

by Employer contributions.  Should total Plan liabilities in a Calendar Year be less than total 

Participant contributions, any excess shall be applied to reduce total Participant contribution 

requirements in the subsequent Calendar Year or, at the Plan Sponsorôs discretion, may be used in 

any other manner consistent with applicable law. 
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SECTION III  ï ELIGIBILITY AND EFFECTIVE DATES  

General Information  
In order to be covered under the Plan, a Participant must be eligible under the terms described for 

each enrollment classification, and must be included through the terms of the collective bargaining 

agreement or a participation agreement with a Participating Employer.  Certain Benefits of this Plan 

may not be available to all classifications of enrollment.  Part-time, temporary, leased, or seasonal 

employees and independent contractors who are not covered under the terms of the CBA are not 

eligible to participate in the Plan. 

 

Mistake of Fact/Notification of Change or Error 
Any mistake of fact or misstatement of fact shall be corrected when it becomes known, and proper 

adjustment shall be made.  Each Participant is responsible for providing birth, marital status, and 

Dependent information.  The Plan, Plan Administrator, and Third-Party Administrator shall not be 

responsible for any loss of Benefits or coverage due to any misstatement by a Participant, whether 

intentional or unintentional.  It is the responsibility of the Participant to notify the Employer and the 

Third-Party Administrator of any status change, error in classification of coverage, or other error that 

affects his or her coverage and/or contribution amount.  Any such failure later determined shall be 

corrected on the first day of the following month.  Refund of contributions shall be limited to three 

months, retroactive from the date notice is received by the Plan Administrator. 

 

Application for Enrollment /Coverage Levels 
An Employee covered under the terms of the CBA is not automatically eligible for coverage under 

the Plan, nor are his or her Dependents.  The Employee and such Dependents must meet eligibility 

requirements for coverage to become effective. 

 

To become eligible for coverage under the Plan, the Employee must:  

 

1. Commence full-time Active Employment for the Employer, as described more fully below in 

Eligibility Requirements/Full-Time Active Employees. Such person must actually begin 

work for the Employer in order to be eligible for such coverage.  A person who is unable to 

begin work as scheduled is not eligible for coverage until he or she begins work; 

2. Obtain, complete, sign, and submit an application for enrollment in the Plan no more than 31 

days after commencing Active Employment with the Employer.  Such application may be 

for:  

a. Individual coverage (self only); or  

b. Family coverage (self plus one or more eligible Dependents); and  

3. Make any required contributions to the Plan for himself or herself and for his or her 

Dependents no more than 31 days after commencing Active Employment with the Employer.  

The Plan Administrator determines whether (and to what extent) Participants shall be 

required to contribute toward the cost of coverage under the Plan.  Contributions may be 

required to obtain coverage for Participants and/or Dependents. 
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Coverage shall continue for those Employees who properly enroll in the Plan and for other eligible 

Participants pursuant to the terms of this Plan Document.  See also SECTION V ï 

TERMINATION OF COVERAGE  and SECTION VII  ï COBRA CONTINUATION 

COVERAGE.   

 

Eligibility Requirements/Active Full -Time Employees  
A person is considered to be an active, full-time Employee of the Employer if he or she normally 

works at least 40 hours per week and is on the regular payroll of the Employer for that work.  A 

Participant shall be deemed to be ñActiveò in ñActive Employment,ò or ñActively at Workò on:  

 

1. Each day that he or she is performing the regular duties of his or her occupation at an 

established business location of the Employer, or at another location to which he or 

she may be required to travel to perform such duties; 

 

2. Each day of a regular paid vacation; 

 

3. A regular non-working day provided that he or she was Actively at Work on the last 

preceding regular working day;   

 

4. Any day on which he or she is absent from work during an approved leave pursuant 

to FMLA or solely due to his or her own health status (see Non-Discrimination Due 

to Health Status in SECTION XXI  ï ADMINISTRATIVE MATTERS ).  ñLeave 

of absenceò means a period of time during which the Employee does not work due to 

Illness, Injury, or other circumstance that has been approved by his or her Employer, 

as provided for in the Employerôs rules, policies, procedures, and practices.  There 

shall be an agreed-upon stated period of time for any such leave, after which the 

Employee is expected to return to active, full-time work in order to maintain 

eligibility for coverage under this Plan.  

 

In no event shall a person be considered Actively at Work if his or her employment has been 

terminated.   

 

NOTE:   An eligible Participant does not include one who is eligible for Medicare by reason of age 

and who has elected Medicare coverage in lieu of Plan coverage.  Also, eligibility for Medicaid or 

the receipt of Medicaid benefits shall not be taken into account in determining eligibility. 

 

When Both Spouses Are Covered Employees 
Under the Plan, a Participant who is eligible for coverage may not be covered as a Dependent.  In no 

event may a person be enrolled simultaneously as a Participant and as a Dependent. 

 

In the event that a husband and wife are both eligible for coverage under the Plan as Employees, the 

eligible Dependent Child(ren) may be enrolled as Dependents of the husband or wife, but not both.  

If the Employee who is covering the Dependent Child(ren) terminates coverage, Dependent 

coverage may be continued by the other covered Employee with no waiting period so long as 

application is promptly made and coverage is continuous.   
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Effective Date/Employees 
An Employeeôs coverage is effective on the first day of the month after he or she meets the 

eligibility requirements.  

 

If an Employee fails to obtain, complete, sign, and submit an application for enrollment in the Plan 

no more than 31 days after commencing Active Employment with the Employer and/or to make any 

required contributions to the Plan within that 31-day time period, he or she may only become 

eligible for coverage in accordance with the Open Enrollment or Special Enrollment Rights 

sections below.    

 

NOTE:  If an Employee elects not to apply for enrollment in the Plan for himself or herself or for his 

or her eligible Dependent(s), he or she must complete a waiver of coverage form.  The waiver of 

coverage must be submitted to the Employer no later than 31 days after such Employee commences 

Active Employment for the Employer. 

 

Eligibility Requirements/Retirees and Their Dependents 
 

An Employee who retires on or after his or her 62
nd

 birthday but before his or her 65
th
 birthday 

(ñRetireeò) may retain the same coverage under the Plan as an Active Employee until such time as 

the Retiree attains the age of 65 if the Retiree: 

 

1. Was covered under the Plan on the day immediately before the date of his or her 

retirement.  A Retiree who was not covered under the Plan on the day immediately before 

the date of his or her retirement may not enroll in the Plan during the annual open 

enrollment period or pursuant to the provisions of Special Enrollment Rights; 

 

2. Has not elected, prior to his or her 65
th
 birthday, Medicare or Medicaid coverage in lieu 

of Plan coverage.  If the Retiree has so elected Medicare or Medicaid coverage, his or her 

coverage under the Plan shall terminate on the day that such Medicare or Medicaid 

coverage becomes effective; and 

 

3. Makes any required contributions for coverage under the Plan for himself or herself and 

for his or her eligible Dependents on a timely basis.  If the Retiree fails to make required 

such contributions on a timely basis, his or her coverage under the Plan, and coverage for 

his or her eligible Dependents, shall terminate at the end of the period for which the 

Retiree last made the required contributions.   

 

The Retireeôs eligible Dependents may retain coverage under the Plan for so long as the Retiree 

retains such coverage, or pursuant to COBRA if applicable.  If a Retiree cancels his or her coverage 

under the Plan, coverage for his or her eligible Dependents shall also terminate on the date of such 

cancellation.    
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Eligibility Requirements/Disabled Employees and Their Dependents 
 

A disabled Employee may retain the same coverage under the Plan as an Active Employee until such 

time as the disabled Employee becomes eligible for Medicare or Medicaid coverage if the disabled 

Employee: 

 

1. Was covered under the Plan on the day immediately before the date of onset of his or her 

disability.  A disabled Employee who was not covered under the Plan on the day 

immediately before the date of onset of his or her disability may not enroll in the Plan 

during the annual open enrollment period or pursuant to the provisions of Special 

Enrollment Rights; and 

 

2. Makes any required contributions for coverage under the Plan for himself or herself and 

for his or her eligible Dependents on a timely basis.  If the disabled Employee fails to 

make required such contributions on a timely basis, his or her coverage under the Plan, 

and coverage for his or her eligible Dependents, shall terminate at the end of the period 

for which the disabled Employee last made the required contributions.   

 

The disabled Employeeôs eligible Dependents may retain coverage under the Plan for so long as the 

disabled Employee retains such coverage, or pursuant to COBRA if applicable.  If a disabled 

Employee cancels his or her coverage under the Plan, coverage for his or her eligible Dependents 

shall also terminate on the date of such cancellation.    

 

A ñdisabled Employeeò means an Employee who is unable to perform the material and substantial 

duties of his or her occupation as defined by the Employeeôs Collective Bargaining Agreement as 

the result of an Illness or Injury.  

 
Required Eligibility Documentation 
The Plan requires documentation, satisfactory to the Plan Administrator, which establishes a 

Dependent relationship.  Each Participant is responsible for providing copies of birth certificates, 

marriage licenses, certificates of common-law marriage, divorce decrees, QMCSOs, 

adoption/guardianship documents, income tax returns, and other documents or information deemed 

necessary to determine eligibility. 

 

Eligibility Requirements/Dependents 
A Participantôs eligible Dependent includes: 

 

1. A legally married spouse.  A ñspouseò means a person of the opposite sex (that is, not 

the same sex as the Participant) who is a husband or a wife.  ñLegally marriedò means 

a legal union (as defined by the state of residence of the Participant) between one man 

and one woman as husband and wife evidenced by possession of a marriage license.  

A spouse may also mean a common-law spouse in a state where common-law 

marriage is recognized.  In such case, a notarized ñAffidavit of Common-Law 
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Marriageò may be required to establish Dependent status.   A spouse does not include 

a domestic same-sex partner;  

 

2. An unmarried Child under age 19.  A ñChildò includes:  

 

a. The natural child of a Participant, any stepchild (but only if the stepchildôs 

natural parent is covered under the Plan), or any child placed under the legal 

guardianship of the Participant or his or her spouse (but only if the spouse is 

covered under the Plan);  

   

b. A foster child who is living in a regular parent-child relationship with the 

Participant and with the expectation that the Participant shall continue to rear 

the child into adulthood.  To establish the childôs eligibility, the Participant 

must submit legal documentation from a court of competent jurisdiction which 

establishes a bona fide foster child relationship, which identifies the foster 

child by name, and which sets forth all of the relevant aspects of the 

relationship.  A child placed in a home by a welfare agency that obtains 

control of and provides for the maintenance of the child is not an eligible 

Dependent;  

 

c. A child who is adopted by the Participant who is placed with him or her in 

anticipation of adoption prior to the childôs 18
th
 birthday.  ñPlaced for 

adoptionò means the assumption and retention by the Participant of a legal 

obligation for total or partial support of the child in anticipation of adoption of 

the child.  The child must be available for adoption and the legal process must 

have begun.  Placement ends when the legal support obligation ends;  

 

d. Any other child, including a grandchild, for whom the Participant is 

responsible for maintenance and support.  ñResponsible for maintenance and 

supportò means that the Participant is primarily responsible for more than 

50% of the childôs support and the child resides in the home of the Participant 

in a regular parent-child relationship; and 
  

e. Notwithstanding any residency or main support and care requirements, a child 

whose medical care is the legal responsibility of the Participant or of his or her 

covered spouse pursuant to a divorce decree or other court order, including a 

child for whom Plan coverage is required pursuant to a MCSO that the Plan 

Sponsor determines is a QMCSO in accordance with its written procedures.  

A QMCSO also includes a judgment, decree, or order issued by a court of 

competent jurisdiction or through an administrative process established under 

state law that has the force and effect of law under state law and that satisfies 

the QMCSO requirements of ERISA §609(a);  

3. An unmarried student age 19 or over but less than age 25, if such Child meets the 

above Dependent Child eligibility requirements except for age and: 

a. Is financially dependent upon the Participant or such personôs spouse for 

support and is enrolled full -time at an accredited high school, junior college, 
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community college, college, university, or licensed trade school.  ñFull-time 

enrollmentò means 12 credit hours or more per semester, trimester, or term, 

except with respect to a licensed trade school, where full -time enrollment 

means attendance of at least 20 hours per week in a course of instruction 

requiring at least six months to complete.  If a Dependent whose eligibility is 

based on his or her enrollment in an accredited school as a full-time student 

becomes ineligible because of his or her failure to enroll full-time (except if 

he or she has taken a Medically Necessary Leave of Absence, as discussed 

more fully below), he or she shall again become eligible for coverage under 

the Plan on the date that he or she re-enrolls as a full-time student.  Students 

enrolled full -time in the spring semester, trimester, or term shall be covered 

through the summer, regardless of enrollment in the fall semester, trimester, or 

term.  If the student fails to enroll full -time in the fall semester, trimester, or 

term, his or her coverage under the Plan shall terminate 15 days after 

commencement of the semester, trimester, or term.  If the student fails to 

enroll full -time in the spring semester, trimester, or term, his or her coverage 

under the Plan shall terminate 15 days after the commencement of the 

semester, trimester, or term.  Proof of full-time student status must be 

submitted to the Third-Party Administrator no later than 15 days after the 

beginning of each semester or term.  If proof is not submitted within this time 

period, coverage shall be terminated 20 days after the beginning of such term 

until proof of full-time student status has been submitted; or  

 

b. Was enrolled full-time at a vocational trade school or an accredited junior 

college, community college, college, or university immediately before the first 

day of a Medically Necessary Leave of Absence.  A ñMedically Necessary 

Leave of Absenceò means a leave of absence or any other change in 

enrollment from a vocational trade school or an accredited junior college, 

community college, college, or university that commences while the 

Dependent Child is suffering from an Accidental Injury or a Sickness; that is 

Medically Necessary; and that causes such Child to lose student status for 

purposes of coverage under the Plan.  Such Childôs coverage under the Plan 

shall not be terminated due to a Medically Necessary Leave of Absence before 

the date that is the earlier of the date that is one year after the first day of the 

Medically Necessary Leave of Absence or the date on which such Childôs 

coverage under the Plan would otherwise terminate under the provisions of 

this Plan Document.  A Dependant Child seeking to establish that he or she is 

entitled to coverage while on a Medically Necessary Leave of Absence must 

submit to the Third-Party Administrator or to the Plan Administrator written 

certification from his or her treating Physician which states that such Child is 

suffering from an Accidental Injury or a Sickness and that the leave of 

absence or other change in enrollment is Medically Necessary.  A Dependent 

Child whose coverage is continued under this section shall be entitled to the 

same benefits during the Medically Necessary Leave of Absence as if such 

Child continued to be a covered student at a vocational trade school or an 

accredited junior college, community college, college, or university and was 

not on a Medically Necessary Leave of Absence.  If a Dependent Child is in a 
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period of coverage under the Plan pursuant to a Medically Necessary Leave of 

Absence and the manner in which the Employee or Participant is covered 

under the Plan changes (for example, if the Plan ceases to be self-insured and 

instead offers coverage through a health insurer), and if the coverage as so 

changed continues to apply to Dependent Children, then such Child shall be 

entitled to the coverage as so changed for the remainder of the period of the 

Medically Necessary Leave of Absence in the same manner as if the changed 

coverage had been the previous coverage.     

If cessation of school attendance is due to graduation, a Dependent Childôs eligibility for coverage 

shall terminate at the end of the month in which such Child graduates.  If cessation of school 

attendance is due to a Medically Necessary Leave of Absence, such Childôs eligibility for coverage 

shall terminate on the date that his or her treating Physician determines that the leave of absence is 

no longer Medically Necessary and that the Plan Administrator is notified in writing of such 

determination, or on the date that is one year after the first day that the Medically Necessary Leave 

of Absence commences, or on the date on which such Childôs coverage under the Plan would 

otherwise terminate pursuant to the provisions of this Plan Document, whichever date is earliest.   

If a previously ineligible Child is less than 25 years of age and becomes eligible due to enrollment as 

a full-time student, such Child may be enrolled as a new Dependent within 31 days of the date of 

full -time enrollment.  Proof of full-time student status from the registrar of the educational 

institution must be provided to the Third Party Administrator within the 31-day period.  Coverage 

shall be effective on the first day of the month in which the semester, trimester, or term begins.  

 

A Dependent Child is not eligible for coverage as a full-time student if that Dependent Child was 

employed while not in school and as a result of that employment became covered under an 

employer-sponsored health plan.  This restriction applies even if the Dependent Child terminates 

such employment to return to school;      

 

4. A Child of a Participant who was a covered Dependent under the Plan on the day 

before he or she attains an age that would otherwise terminate his or her status as a 

Dependent, who has never been married, and who:  

 

a. At the time of attaining such age, is incapable of self-sustaining employment 

by reason of a developmental disability, cerebral palsy, epilepsy, a 

neurological disorder, a physical handicap, or a disability due to a Congenital 

Defect, an Injury,  or a Sickness; and 

 

b. Has been diagnosed by a Physician as suffering from a permanent or long-

term disability or condition, as described in the preceding paragraph; and 

c. Is primarily dependent upon the Participant for financial support and 

maintenance; or 

 

d. Is temporarily disabled and incapable of attending school.  In such case, the 

Childôs status as a Dependent shall not terminate solely by reason of his or her 

having attained the limiting age and he or she shall continue to be considered 

a covered Dependent under the Plan for as long as he or she remains in such 
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condition and otherwise conforms to the definition of Dependent.    

 

In all cases where coverage is sought for a Child who is permanently or temporarily disabled, the 

Participant must submit written proof of the Childôs disability and financial dependency to the Third-

Party Administrator or the Plan Administrator no more than 31 days after the date that such Child 

attains the limiting age (that is, age 19 or age 25 if a full-time student).  Failure to submit such proof 

in a timely manner may result in a lapse of coverage for the Child.  Proof of the Childôs disability 

and financial dependency may also be required thereafter, but not more frequently than once per year 

after the two-year period following the Childôs attaining the limiting age.  ñProofò includes a 

statement of disability and dependency from the Participant and a statement of disability from the 

Childôs attending Physician.   

 

The Plan may require that a Physician chosen by the Plan Administrator examine a Child before 

granting coverage pursuant to this provision.  The Plan may also require that a Physician chosen by 

the Plan Administrator examine the Child at other times to determine such Childôs continued 

eligibility for coverage, but such examinations may not be required more than once per year after the 

two-year period following the Childôs attaining the limiting age.  Continued coverage for a disabled 

Child shall end on the earlier of the dates that the Child is no longer disabled according to the Plan, 

or that the Plan is not furnished with proof of the Childôs disability when such proof has been 

requested.  

 

NOTE:  The Participant must be covered under the Plan in order to cover any Dependents. 

 

Effective Date/Dependents 
A Dependent who is eligible for coverage on the same date as the Participant shall have coverage 

effective as of 12:00 a.m. on the same date as such Participant.  Dependents acquired later may be 

enrolled within 31 days of the date that they are acquired (see Special Enrollment Rights for 

details, as well as for instances when the loss of other coverage and other circumstances may allow a 

Dependent to be enrolled).  Otherwise, a Dependent may be enrolled only in accordance with the 

Open Enrollment section.   

 

NOTE:  In no event shall a Dependentôs coverage become effective prior to the effective date of 

coverage for the Participant. 

 
Newborn Children/Enrollment Requirements and Effective Dates 

Limited Benefit Unless Enrolled 
A newborn Childôs Benefits shall be limited unless such Child is timely and properly enrolled in the 

Plan.  Actual enrollment is necessary upon birth of newborn.  A Participant must obtain, complete, 

sign, and submit to the Third-Party Administrator an application for enrollment no more than 31 

days after the birth of the newborn and must make any required contributions to the Plan within that 

31-day time period in order to add a newborn to the Plan.  If the Participant fails to obtain, complete, 

sign, and submit such form and/or to make any required contributions to the Plan within the 31-day 

time period, the newborn shall not have coverage, nor shall such Child be eligible for enrollment in 

the Plan until the next open enrollment period. 
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A newborn Child who has been properly enrolled in the Plan no more than 31 days after his or her 

birth and for whom any required contributions have been made to the Plan during that 31-day time 

period shall be eligible for Benefits under the following conditions: 

 

1. If the Childôs mother is a Covered Person under the Plan, such Child shall be covered 

from the moment of birth for routine newborn care as part of the motherôs claim during 

the period of initial hospitalization, and no pre-existing condition limitation shall apply. 

 

2. If the Childôs mother is not a Covered Person under the Plan, such Child shall be covered 

from the moment of birth for routine newborn care during the initial period of 

hospitalization.   

 

3. Coverage for an injured or sick newborn shall become effective from the moment of 

birth, and no pre-existing condition limitation shall apply. 

 

Ineligible Persons 
The following persons are not eligible for Benefits under the Plan: 

  

1. A spouse following legal separation or a final decree of dissolution or divorce;  

 

2. A spouse who is eligible for Medicare coverage by reason of age and who has elected 

Medicare coverage in lieu of Plan coverage; 

 

3. A person who is on active duty in a military service, to the extent permitted by law; or 

 

4. A person who is covered as a Dependent of another Participant under this Plan. 

 

See SECTION VI ï EXTENSION OF COVERAGE  for instances when these eligibility 

requirements may be waived or modified.  

 

Eligibility for Medicaid or the receipt of Medicaid benefits shall not be taken into account in 

determining a Dependentôs eligibility.  

 

Special Enrollment Rights 
Any individual who enrolls in accordance with this section is not a ñlate enrolleeò as that term 

applies to the pre-existing condition limitations.  

Entitlement Due to Loss of Other Coverage 

A Participant who did not enroll himself or herself or his or her Dependents in the Plan when 

previously eligible shall be allowed to apply for coverage for himself or herself and/or for his or her 

Dependents under the Plan at a later date if:    

 

1. He or 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 or 

her.  ñHealth insurance coverageò means benefits consisting of medical care under 
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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;  

 

2. He or she stated in writing at the time a prior enrollment was offered or available that 

other coverage was the reason for declining enrollment in the Plan.  However, this 

only applies if the Plan Sponsor required such a written statement and provided the 

Employee or Participant with notice of the requirement and of the consequences of 

failure to comply with the requirement;  

 

3. He or she lost the other coverage as a result of a certain event, including but not 

limited to: 

  

a. Loss of eligibility as a result of legal separation, divorce, cessation of 

dependent status, death of a covered person, termination of employment, 

reduction in the number of hours of employment, or any loss of eligibility for 

coverage after a period that is measured by reference to any of the foregoing;  

 

b. 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 live or work in a service area (whether or not 

within the choice of the individual); 

 

c. 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 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;   

 

d. 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 30 days after the earliest date 

that a claim is denied due to the operation of the lifetime limit;  

 

e. 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;  

 

e. Loss of eligibility when employer contributions toward the employeeôs, 

participantôs, or dependentôs coverage terminates, even if an individual 

continues the other coverage by paying the amount previously paid by the 

employer; or 

 

f. Loss of eligibility when COBRA continuation coverage is exhausted.  
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To apply for enrollment after loss of coverage, the Participant must obtain, complete, sign, and 

submit to the Third-Party Administrator an application for enrollment no more than 31 days after the 

loss of coverage and must make any required contributions to the Plan within that 31-day time 

period.  If the Participant fails to obtain, complete, sign, and submit such form and/or to make any 

required contributions to the Plan within the 31-day time period, the Participant and his or her 

Dependents shall not have coverage, nor shall they be eligible for enrollment in the Plan until the 

next open enrollment period. 

   

For a Dependent to enroll under the terms of this provision, the Participant must be enrolled or must 

enroll concurrently. 

 

If the above conditions for special enrollment are met (including those with respect to submission of 

a new enrollment form and payment of any required contributions), Plan coverage for the Participant 

and for his or her Dependents shall be effective at 12:00 a.m. on the first day of the first month 

following loss of coverage.   

NOTE:  A Participant and his or her Dependents shall not be eligible for special enrollment rights if 

the other coverage was COBRA continuation coverage and was not exhausted, the other coverage 

was lost due to non-payment of premium or failure on the part of the Participant to make the 

required contributions, the other coverage was lost for cause (such as making a fraudulent claim or 

an intentional misrepresentation of a material fact in connection with the Other Plan), or the other 

coverage was dropped by the Participant due to plan or rate changes. 

 

Enrollment Under CHIP 

If an Employee has declined enrollment in the Plan for himself or herself or for his or her 

Dependents, including a spouse, because of coverage under Medicaid or CHIP, such Employee may 

be entitled to enroll in the Plan if there is a loss of eligibility for Medicaid or CHIP.  However, a 

request for enrollment must be made no later than 60 days after coverage under Medicaid or CHIP 

terminates.  Any change in enrollment status shall be on a prospective basis only. 

 

In addition, if an Employee has declined enrollment in the Plan for himself or herself or for his or 

her Dependents, including a spouse, and later becomes eligible for state assistance through Medicaid 

or CHIP to pay for Plan coverage, such Employee may be entitled to enroll in the Plan.  However, a 

request for enrollment must be made no later than 60 days after the determination of eligibility for 

assistance through Medicaid or CHIP is made.  Any change in enrollment status shall be on a 

prospective basis only. 

Entitlement Due to Acquiring New Dependent(s) 

If a Participant acquires one or more new eligible Dependents through marriage, birth, adoption, or 

Placement for Adoption (as defined by federal law and herein referred to as a ñtriggering eventò), he 

or she must obtain, complete, sign, and submit to the Third-Party Administrator an application for 

enrollment no more than 31 days after the triggering event and must make any required contributions 

to the Plan within that 31-day time period in order to add the Dependent(s) to the Plan.  If the 

Participant fails to obtain, complete, sign, and submit such form and/or to make any required 
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contributions to the Plan within the 31-day time period, the newly-acquired Dependent(s) shall not 

have coverage, nor shall they be eligible for enrollment in the Plan until the next open enrollment 

period. 

 

If the above conditions for special enrollment are met (including those with respect to submission of 

a new enrollment form and payment of any required contributions), Plan coverage for the Employee 

or Participant and for his or her Dependents shall be effective as follows: 

  

1. When the marriage of the Employee or the Participant is the triggering event, the spouseôs 

coverage (and the coverage of any eligible Dependent Children whom the Employee or 

Participant acquires in the marriage) shall be effective at 12:00 a.m. on the date of the 

marriage; and/or 

 

2. When acquisition of a Child is the triggering event, the Childôs coverage shall be effective at 

12:00 a.m. on the date of the event (that is, on the Childôs date of birth, date of adoption, or 

date of Placement for Adoption).  The triggering event date for a newborn adoptive Child is 

the Childôs date of birth if the Child is placed with the Employee or Participant within 31 

days of birth.  

 

The pre-existing condition limitation shall be waived for an adopted Child under age 18, and for a 

child under age 18 placed in the home of the Employee or Participant in anticipation of adoption, 

provided that the adoption or Placement for Adoption occurs while the Employee or Participant is 

covered under the Plan and that Child has any Creditable Coverage during the first 30 days 

following the adoption or Placement for Adoption that is not followed by a significant break in 

coverage. 

 

NOTE:  For a newly-acquired Dependent to be enrolled under the terms of this provision, the 

Employee or Participant must be enrolled or must be eligible to enroll (that is, must have satisfied 

any waiting period requirement) and must enroll with such Dependent.  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 only be 

enrolled in accordance with the late enrollment provisions of the Plan.  

Court-Ordered Coverage (QMCSO) 

Federal law requires the Plan, under certain circumstances, to provide coverage for the Child(ren) of 

Covered Persons.  The Plan Administrator shall enroll for immediate coverage under this Plan any 

alternate recipient who is the subject of a MCSO or an NMSN that is a QMCSO if the Child named 

in the MCSO is not already covered by the Plan as an eligible Dependent, once the Plan 

Administrator has determined that the order or notice meets the standards for qualification set forth 

below.  For the purposes of the Plan:   

 

1. ñAlternate recipientò means any Child of a Covered Person who is recognized under a 

MCSO as having a right to enrollment under this Plan as the Covered Personôs eligible 

Dependent.    
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2. ñMCSOò means any judgment, decree, or order (including approval of a domestic relations 

settlement agreement) issued by a court of competent jurisdiction that provides for child 

support with respect to a Covered Personôs Child or directs the Covered Person to provide 

coverage under a health benefits plan pursuant to a state domestic relations law (including a 

community property law), or enforces a law relating to medical child support described in 

Social Security Act §1908 with respect to a group health plan. 

3. ñNMSNò shall mean a notice that contains the following information:  

a. The name of an issuing state agency;  

b. The name and mailing address (if any) of a Covered Person under the Plan; 

c. The name and mailing address of one or more alternate recipients (that is, the 

Child(ren) of the Covered Person or the name and address of a substituted official or 

agency that has been substituted for the mailing address of the alternate recipients(s)); 

and 

d. The identity of an underlying child support order. 

4. ñQMCSOò means an MCSO that creates or recognizes the existence of an alternate 
recipientôs right to, or assigns to an alternate recipient the right to, receive Benefits for which 

a Covered Person or eligible Dependent is entitled under the Plan.  In order for such order to 

be a QMCSO, it must clearly specify the following: 

  

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

name and mailing address of each alternate recipient covered by the order; 

 

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

alternate recipient, or the manner in which such type of coverage is to be 

determined; 

 

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

 

 d. The name of this Plan.   

 

 5. An NMSN shall be deemed a QMCSO if it: 

  

 a. Contains the information set forth above in the definition of ñNMSN;ò 

 

 b. Identifies either the specific type of coverage or all available group health coverage.  

If the Employer receives a NMSN that does not designate either specific type(s) of 

coverage or all available coverage, the Employer and the Plan Administrator shall 

assume that all are designated; or 

 

c. Informs the Plan Administrator that, if a group health plan has multiple options and 

the Covered Person is not enrolled, the issuing agency shall make a selection after 
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the NMSN is qualified, and if the agency does not respond within 20 days, the 

Child shall be enrolled under the Planôs default option, if any; and 

 

d. Specifies that the period of coverage may end for the alternate recipient(s) only 

when similarly situated Dependents are no longer eligible for coverage under the 

terms of the Plan, or upon the occurrence of certain specified events. 

 

6. An NMSN need not be recognized as a QMSCO if it requires the Plan to provide any 

type or form of Benefit, or any option, not otherwise provided to Covered Persons 

without regard to this provision, except to the extent necessary to meet the requirements 

of a state law relating to MCSOs, as described in Social Security Act §1908. 

 

 7. Upon receiving a MCSO, the Plan Administrator shall, as soon as administratively 

possible: 

 

 a. Notify in writing the Covered Person and each alternate recipient covered by the 

order (at the address set forth in the order) of the receipt of such order and of the 

Planôs procedures for determining whether the order qualifies as a QMCSO; and 

 

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

Covered Person and each affected alternate recipient of such determination.   

 

 8. Upon receiving a NMSN, the Plan Administrator shall: 

 

a. Notify in writing the state agency issuing the notice with respect to the Child whether 

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

 

i. Whether the Child is covered under the Plan; and  

ii. Either the effective date of the coverage or, if necessary, any steps to be taken 

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

effectuate the coverage;  

 

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

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

effectuate such coverage; and 

 

c. To give effect to the above requirement, establish reasonable, written procedures for 

determining the qualified status of a MCSO or NMSN and permit any alternate 

recipient to designate a representative for receipt of copies of the notices that are 

sent to the alternate recipient with respect to the order. 

 

NOTE: If the Covered Person is not enrolled when the Plan is presented with a QMCSO and such 

personôs enrollment is required in order to enroll the Child, both must be enrolled.  The Employer 

may withhold any applicable contributions for coverage from such Covered Personôs pay. 

Open Enrollment 
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If a Participant does not enroll when he or she is first eligible to do so or if he or she allows coverage 

to lapse, he or she and his or her Dependents may enroll for coverage during the Planôs annual open 

enrollment period, which shall be held in the month of December in each Calendar Year.  If a 

Participant and his or her Dependents enroll during an open enrollment period, coverage shall be 

effective at 12:00 a.m. on January 1st following the end of the open enrollment period, unless the 

waiting period has not been satisfied.  In that case, coverage shall be effective at 12:00 a.m. on the 

first day of the month following completion of the waiting period.  Enrollees during the open 

enrollment period shall be considered ñlate enrolleesò and shall be subject to a longer pre-existing 

condition limitation period.  See SECTION IV ï SPECIAL RESTRICTIONS FOR PRE-

EXISTING CONDITIONS.    

NOTE:  See Special Enrollment Rights above for exceptions to this section.  

 

 

Reinstatement/Rehire 

If a Participant returns to Active Employment and eligible status following an approved leave of 

absence in accordance with the Employerôs guidelines and FMLA, and during the leave the 

Participant stopped paying his or her share of the cost of coverage causing coverage to terminate, 

such Participant may have coverage reinstated for himself or herself and any Dependents who were 

covered at the point contributions ceased as if there had been no lapse.  However, the Participant 

must make written application to elect such reinstatement no more than 31 days following the date of 

his or her return to Active Employment and must make any required contributions within that 31-day 

time period in order to have such coverage reinstated.  

 

If a Participant or Dependent returns to an eligible status after having experienced a Qualifying 

Event and having continued Plan coverage without interruption, such person shall be reinstated to 

active status and shall have uninterrupted coverage under the Plan.  A new waiting period 

requirement shall not be applied and the Planôs pre-existing condition limits shall apply only to the 

extent they may have applied upon discontinuance of COBRA coverage. 

   

In accordance with USERRA, certain Participants who return to Active Employment following 

active duty service as a member of the United States armed forces shall be reinstated to coverage 

under the Plan immediately upon returning from military service.  Additional information 

concerning USERRA may be obtained from the Plan Sponsor.  

 

Benefits for any Participant or Dependent who is covered under the Plan, whose employment or 

coverage is terminated, and who is subsequently rehired or reinstated at any time shall be limited to 

the maximum Benefits that would have been payable had there been no interruption of employment 

or coverage. 

 

NOTE:  Except in the above instances, any terminated Participant who is rehired shall be treated as a 

new hire and shall be required to satisfy all eligibility and enrollment requirements.    

Transfer of Coverage 
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If a husband and wife are both Participants and are covered as Participants under the Plan and one of 

them terminates coverage, the terminating spouse and any of his or her eligible and enrolled 

Dependents shall be permitted to enroll under the remaining Participantôs coverage.  Application to 

enroll must be made no more than 31 days after the status change.  Such new coverage shall be 

deemed an uninterrupted continuation of prior coverage and shall not operate to reduce or increase 

any coverage to which the person was entitled while enrolled as the Participant or the Dependent of 

the terminated Participant.  If the remaining Participant was not eligible to participate in the Plan 

prior to the spouseôs termination but gains eligibility within the 31-day period after the status 

change, no waiting period requirement shall be applied and no lapse in coverage shall occur, 

provided that any required contributions are made within that 31-day period.     

 

If a Covered Person changes status from Participant to Dependent or vice versa and the person 

remains eligible and covered without interruption, Plan benefits shall not be affected by the personôs 

change in status.  Whether or not coverage is interrupted, any Deductible credits for a given 

Calendar Year and any Benefits paid toward Benefit Maximums shall be carried forward from one 

period of coverage to the next.  

Restatement/Replacement of Benefits 

This Plan replaces prior Benefits offered by the Plan Sponsor, but is not a new Plan.  Except to the 

extent that Benefits are expressly added, removed, or modified, any Benefits provided with respect 

to Covered Persons under the prior Plan shall be deemed to be Benefits provided hereunder for a 

person who is eligible as an active enrollee or a COBRA enrollee on the effective date of this Plan 

Document.  Any continuous periods that a person was covered under the Plan replaced by this Plan 

shall be deemed to be time covered hereunder. 
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SECTION IV- SPECIAL RESTRICTIONS FOR PRE-EXISTING 

CONDITIONS  

Pre-existing Conditions 
For Plan purposes, a ñpre-existing conditionò is an Injury or a Sickness for which medical advice, 

diagnosis, care, or treatment was recommended or received during the six months before an 

individualôs Enrollment Date.  A Pregnancy is not 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.  

 

For purposes of the Plan and the above paragraph, the following shall apply:  

 

1. Medical advice, diagnosis, care, or treatment must have been recommended by or received 

from a health care Provider duly licensed to provide such care under state law and who is 

operating within the scope of practice authorized by applicable state law; and 

 

2. An individualôs ñEnrollment Dateò is the first day of his or her Plan coverage or, if there is a 

waiting period for coverage, the first day of such Waiting Period.  For a Late Enrollee, the 

Enrollment Date is the individualôs first day of Plan coverage.   

 

Special Waiting Periods for Pre-existing Conditions 
For an individual who enrolls for coverage under the Plan when he or she is first eligible (see 

Effective Date/Employees and Effective Date/Dependents in SECTION III  ï ELIGIBILITY  

AND EFFECTIVE DATES ), a pre-existing condition shall not be covered until the 12-month 

anniversary of his or her Enrollment Date (that is, 12 months from the first day of his or her Plan 

coverage or, if there is a Waiting Period, 12 months from the first day of the Waiting Period for such 

coverage).  

 

For an individual who is a ñLate Enrolleeò (see SECTION III  ï ELIGIBILITY  AND 

EFFECTIVE DATES  to determine if any late enrollment alternatives are applicable), a pre-existing 

condition shall not be covered until the 18-month anniversary of his or her Enrollment Date.  An 

individual who enrolls in accordance with a Special Enrollment Rights provision is not a Late 

Enrollee.   

 

The pre-existing condition waiting periods may be credited if an individual had prior coverage.  See 

the Allowance for Prior Creditable Coverage below. 

 

Exceptions to the Pre-existing Condition Limitations  
The pre-existing condition limitation shall not apply to a Participantôs adopted Child or newborn 

who is enrolled in a timely manner when the Child is first eligible (see SECTION  III  ï 

ELIGIBILITY AND EFFECTIVE DATES ) or to any such Child enrolled in other Creditable 

Coverage within 31 days after birth, adoption, or Placement for Adoption.  For these purposes, an 

ñadopted Childò is any person under the age of 18 as of the date of adoption or Placement for 

Adoption. ñPlacement for Adoptionò means the assumption and retention by the Participant of the 

legal obligation for the total or partial support of a Child to be adopted.  Placement ends whenever 
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the legal support obligation ends.  

 

NOTE:  These pre-existing condition limitations are intended to comply with at least the minimum 

requirements of HIPAA and if such limitations are incomplete or in conflict with the law, the law 

shall prevail.   

 

 Allowance for Prior Creditable Coverage 
A Participant or Dependent who transfers to this Plan from another plan of Creditable Coverage 

within 63 days (that is, with not more than 62 days of non-coverage, not counting any days applied 

toward Waiting Period requirements) has a right to demonstrate such Creditable Coverage and to 

reduce or eliminate the pre-existing condition limitations that would otherwise apply.  Such 

Participant or Dependent also has the right to request a Certificate of Creditable Coverage from the 

prior health plan(s).  This Plan shall help any such person in obtaining such certificates.  A 

Participant or Dependent 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).   

 

In determining whether or not an individual has incurred a significant break in coverage that may 

affect his or her eligibility for Creditable Coverage allowances toward the pre-existing condition 

limitations, the following shall apply:  

 

1. With regard to the Trade Act and the second opportunity to elect COBRA for individuals 

who are determined to qualify for trade adjustment assistance but who did not elect COBRA 

when initially eligible, the days between the date an individual lost group health plan 

coverage and the first day of the second COBRA election period are not taken into account in 

determining whether a significant break in coverage has occurred; and  

 

2. When an individual seeks coverage in the individual market, a ñWaiting Periodò begins on 

the date that the individual submits a substantially complete application for coverage and 

ends on the date that coverage begins, the date that the application is denied by the issuer, or 

the date on which the offer of coverage lapses.  The days spent waiting for an individual 

policy application to be approved do not count toward a significant break in coverage.  

 

Where coverage is determined to be Creditable Coverage, the Participant or Dependent shall be 

credited with time covered under such prior plan(s) toward the time limits of this Planôs pre-existing 

condition limitations.  If, after Creditable Coverage has been taken into account, there shall still be a 

pre-existing condition limitation imposed on an individual, the individual shall be notified of that 

fact.  

 

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, CHIP, a public health plan as defined in 

regulations (that is, any plan established or maintained by a State, the United States government, or a 

foreign country, or any political subdivision of a State, the United States government, or a foreign 

country that provides health coverage to individuals who are enrolled in the plan), and a health 
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benefit plan under the Peace Corps Act.  Coverage can be Creditable Coverage even if such 

coverage remains in effect.  

 

NOTE:  See Creditable Coverage Certificates in SECTION XXï ADMINISTRATIVE  

MATTERS  for information on how to obtain such Certificates of Creditable Coverage from the 

Plan. 
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SECTION V ï TERMINATION OF COVERAGE  

Participant Coverage Termination 
Coverage for a Participant under the Plan shall terminate at 11:59 p.m. upon the earliest of the 

following:  

 

1. The date on which the Plan is terminated;  

 

2. The end of the month in which the Participant requests termination of his or her participation 

in the Plan;  

 

3. The date on which the Participant begins active duty service in the armed services of any 

country or organization, except for reserve duty of less than 30 days.  See Extension of 

Coverage During United States Military Service in SECTION   VI  ï EXTENSION OF 

COVERAGE;  
 

4. The end of the period for which the Participant last made the required contribution, if 

coverage is provided on a contributory basis (that is, if the Participant shares in the cost);  

 

5. The date on which a Participant or his or her Dependent submits, or has knowledge of the 

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

enrollment information; 

 

6. The earliest date on which the Participant has a claim that is denied in whole or in part 

because he or she has met or exceeded a Lifetime limit on all Benefits; 

 

7. The date on which the CBA or participation agreement obligating contributions to the Plan is 

terminated.  It is the responsibility of the Participating Employers to advise Covered Persons 

of the termination and of any new coverage arrangements; 

 

8. The date on which an Employee retires, leaves, or is dismissed from the employment of the 

Employer; ceases to be eligible; or ceases to be engaged in Active Employment for the 

required number of hours as specified in ARTICLE IV ï ELIGIBILITY AND 

EFFECTIVE DATES,  except when coverage is extended pursuant to any provision of 

ARTICLE VI ï EXTENSION OF COVERAGE.  Unused vacation days or severance pay 

following cessation of Active Employment shall not count as extending the period of time 

coverage shall remain in effect.  For purposes of this Plan, cessation of Active Employment 

is deemed termination of employment unless: 

 

a. The Employee is disabled, as defined in SECTION IV ï ELIGIBILITY AND 

EFFECTIVE DATES, and has been certified to receive disability benefit payments 

from the Participating Employerôs pension and/or disability plan.  In such case, 

coverage under the Plan may be continued until such time as the disabled Employee 

becomes eligible for Medicare or Medicaid coverage, provided that the disabled 

Employee was covered under the Plan on the day immediately before the date of 

onset of his or her disability and makes any required contributions for coverage under 
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the Plan for himself or herself and for his or her eligible Dependents on a timely 

basis; or 

 

b. The Employee ceases Active Employment and is eligible to continue coverage under 

the Plan as a qualified Retiree of the Participating Employer (see SECTION IV ï 

ELIGIBILITY AND EFFECTIVE DATES ).  In such case, coverage under the Plan 

may be continued, provided that the Retiree was covered under the Plan on the day 

immediately before the date of his or her retirement; has not elected, prior to his or 

her 65
th
 birthday, Medicare or Medicaid coverage in lieu of Plan coverage; and makes 

any required contributions for coverage under the Plan for himself or herself and for 

his or her eligible Dependents on a timely basis and that the Plan continues to offer 

coverage to Retirees. 

 

9. The date on which the Participant dies.  

 

A Covered Personôs coverage for any specific Benefit under the Plan shall terminate at 11:59 p.m. 

on the earlier of the date on which coverage under the Plan for such Benefit ends or the date on 

which the Covered Person ceases to be eligible for such Benefit. 

 

NOTE:  A Participant otherwise eligible and validly enrolled under the Plan shall not be terminated 

from the Plan solely due to his or her health status or need for health services. 

 

Dependent Coverage Termination 
Coverage for the Dependent(s) of a Participant under the Plan shall terminate at 11:59 p.m. upon the 

earliest of the following:  

 

1. The date on which the Plan is terminated;  

2. The date on which the Plan discontinues coverage for Dependents;  

3. The date on which the Dependent ceases to be eligible as such;  

4. The date on which the Dependent becomes covered as a Participant under the Plan;  

5. The date on which the Participantôs coverage is terminated for any reason, including his or 

her death (see SECTION  VII  ï COBRA CONTINUATION COVERAGE );  

6. The end of the period for which the Participant last made the required contribution, if 

coverage is provided on a contributory basis (that is, if the Participant shares in the cost).  

However, in the case of a Child covered pursuant to a QMCSO, the Participant must provide 

proof that the child support obligation is no longer in effect or that the Dependent has 

replacement coverage which shall take effect immediately upon termination;   

7. In the case of a Child for whom coverage is being continued because of his or her financial 

dependency upon the Participant due to such Childôs permanent or temporary disability, the 

earliest of the dates on which: 

a. The disability ceases;  



 

Ashdown Mill PCN Plan Trust Page 25 Termination of Coverage 

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

 

b. The Participant fails to furnish the Plan with proof of the Childôs disability when such 

proof has been requested or fails to allow the Child to be examined by a Physician 

chosen by the Plan Administrator (see Eligibility Requirements/Dependents in 

SECTION  III  ï ELIGIBILITY  AND EFFECTIVE DATES ); or  

c. The Child marries or is no longer dependent upon the Participant for his or her support;  

 

8. In the case of a Child other than a Child for whom coverage is being continued because of his 

or her financial dependency upon the Participant due to such Childôs permanent or temporary 

disability, the date on which the Child attains the age of 19 or the age of 25 in the case of a 

Child who is a enrolled as a full -time student in an accredited high school, junior college, 

college, university or licensed trade school; 

 

9. The last day of the month in which the Participant requests termination of coverage and 

completes the necessary change form.  If a Participant fails to request termination of 

coverage for a Dependent who is no longer eligible for coverage upon termination of 

coverage for the Participant, the Employer reserves the right to recoup any Benefit payments 

made on behalf of such Dependent retroactive to the date on which such Dependent lost his 

or her eligibility for coverage;  

 

10. The date on which a Participant or his or her Dependent submits, or has knowledge of the 

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

enrollment information; or 

 

11. The earliest date on which the Dependent has a claim that is denied in whole or in part 

because he or she has met or exceeded a Lifetime limit on all Benefits. 

 

NOTE:   A Dependent otherwise eligible and validly enrolled under the Plan shall not be terminated 

from the Plan solely due to his or her health status or need for health services.  

 

Certificate of Creditable Coverage upon Termination 
In general, the Plan shall automatically provide a Certificate of Creditable Coverage to anyone who 

loses coverage under the Plan, upon request.  The Plan shall make reasonable efforts to collect 

information applicable to any Dependents and to include that information on the Certificate of 

Creditable Coverage, but the Plan shall not issue an automatic Certificate of Creditable Coverage for 

Dependents until the Plan has reason to know that a Dependent has lost coverage under the Plan. 
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SECTION VI ï EXTENSION OF COVERAGE  

General Information 
Coverage may be continued beyond the dates set forth in SECTION V ï TERMINATION  OF 

COVERAGE under the circumstances identified below.  However, unless expressly stated 

otherwise, coverage for a Dependent shall not extend beyond the date that coverage for a Participant 

ceases.  

 

Extension of Coverage During Absence from Work 
If an Employee fails to continue in eligible active status but is not terminated from employment (for 

example, if he or she is absent due to an approved leave or a temporary layoff), he or she may be 

permitted to continue health care coverage for himself or herself and for his or her Dependents, 

though he or she could be required to pay the full cost of coverage during such absence.  Any such 

extended coverage allowances shall be provided on a non-discriminatory basis.  

 

Except as noted, any coverage that is extended pursuant to this section shall automatically and 

immediately cease on the date coverage terminates as specified in the Employerôs personnel policies, 

policy announcements, or other Employer communications, if any.  Such documents, if any, are 

incorporated into this Plan Document by reference. 

 

Extension of Coverage under FMLA 
To the extent that the Employer is subject to FMLA , it intends to comply with FMLA.  The 

Employer is subject to FMLA if it is engaged in commerce or in any industry or activity affecting 

commerce and employs 50 or more Employees for each working day during each of 20 or more 

calendar workweeks in the current or preceding Calendar Year.  

 

In accordance with FMLA, an Employee is entitled to continued coverage if he or she has worked 

for the Employer for at least 12 months, has worked at least 1,250 hours in the year preceding the 

start of the leave, and is employed at a worksite where the Employer employs at least 50 employees 

within a 75-mile radius.    

 

Except as noted, continued coverage under FMLA provides for up to 12 workweeks of unpaid leave 

in any 12-month period.  Such leave must be for one or more of the following reasons:  

 

1. The birth of an Employeeôs Child and in order to care for the Child;  

 

2. The placement of a Child with the Employee for adoption or foster care;  

 

3. To care for a spouse, Child, or parent of the Employee where such relative has a serious 

health condition;  

 

4. The Employeeôs own serious health condition leaves him or her unable to perform the 

functions of his or her job; and/or  

   

 5. The Employee has a ñqualifying exigencyò (as defined by DOL regulations) arising 

because the Employeeôs spouse, Child, or parent is on active duty (or has been notified of 
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an impending call or order to active duty) in the Armed Forces in support of a 

contingency operation (that is, a specified military operation) or occurring during the 

deployment of the spouse, Child, or parent to a foreign country.  

 

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 may obtain a more complete description of his or her FMLA rights 

from the Plan Sponsorôs Human Resources or Personnel department(s).  Any Plan provisions found 

to conflict with FMLA are modified to comply with at least the minimum requirements of FMLA. 

  

NOTE:  An eligible Employee shall 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, child, parent, or next 

of kin (that is, nearest blood relative) of a covered service-member.  A ñcovered service-memberò 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 ñserious Injury or Illnessò (that is, an Injury or Illness incurred in line of duty while on 

active duty in the Armed Forces that may render the service-member medically unfit to perform his 

or her duties).  A covered service-member also includes a veteran of the Armed Forces who is 

undergoing medical treatment, recuperation, or therapy for a serious Injury or Illness that was 

sustained or aggravated while he or she was on active duty in the Armed Forces (whether or not the 

Injury or Illness manifested itself before or after he or she became a veteran) and who was a member 

of the Armed Forces at any time during the five-year period before he or she began the treatment, 

recuperation, or therapy.    

   

In addition to the mandated FMLA coverage specified above, an Employee who qualifies for a 

maximum of 12 weeks of FMLA, and exhausts that maximum, shall be offered COBRA coverage.  

Such COBRA coverage shall count toward the maximum coverage period allowed for COBRA 

Continuation Coverage. 

 

Extension of Coverage During United States Military Service 
Regardless of an Employerôs established termination or leave of absence policies, the Plan shall at 

all times comply with the regulations of USERRA for an Employee entering military service.  

   

USERRA provides for the continuation of health Benefits for Employees who are on military leave.  

If an Employee was covered under the Plan immediately prior to being ordered to active military 

duty, coverage may continue for up to 18 months (or up to 24 months for elections made on or after 

December 10, 2004) or the duration of active military service, whichever is shorter.  The Employee 

must pay the cost of coverage.  The premium may not exceed 102% of the actual cost of coverage, 

and may not exceed the active Employee cost if the military leave is less than 31 days. 

 

Regardless of whether an Employee elects continuation coverage under USERRA, coverage shall be 

reinstated on the first day that the Employee returns to active employment if the Employee was 

discharged or 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, within 14 days of completion of military service 

for military leave of 31 to 180 days, or within 90 days of completion of military service for military 
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leave of more than 180 days.  

 

When coverage under the Plan is reinstated, all provisions and limitations of the Plan shall 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 pre-existing condition exclusion may be imposed on a 

returning Employee or on his or her Dependents if these exclusions would have been satisfied had 

the coverage not been terminated due to the order to active military service.  

 

An Employee who is ordered to active military service and his or her eligible Dependents 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 above stipulations.  
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SECTION VII ï COBRA CONTINUATION COVERAGE   

General Information 
In order to comply with COBRA, the Plan includes a continuation of coverage option, which is 

available to certain Covered Persons whose health care coverage under the Plan would otherwise 

terminate.  This section is intended to comply with COBRA, but it is only a summary of the major 

features of the law.  In any individual situation, the law and its clarifications and intent shall prevail 

over this section.  

 

Defined Terms 
When capitalized herein, the following items shall have the meanings set forth below:  

 

1. 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 is also a Qualified Beneficiary.  Such Child has the right to 

immediately elect, under the COBRA Continuation Coverage that the covered 

Employee has at the time of the Childôs birth or Placement for Adoption, the same 

coverage that a Dependent Child of an active Employee would receive.  The 

Employeeôs Qualifying Event date and resultant continuation coverage period also 

apply to the Child.   

 

NOTE:  An individual who is not covered under the Plan on the day before a Qualifying Event 

because he or she was denied Plan coverage or was not offered Plan coverage and such denial or 

failure to offer constitutes a violation of applicable law may be considered to have had the Plan 

coverage and shall be a Qualified Beneficiary if that individual experiences a Qualifying Event; 

provided, however, that individual is not a Qualified Beneficiary if the individualôs status as a 

covered Employee is attributable to a period in which he or 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.  

 

2. Qualifying Event: Any of the following events that would result in the loss of health 

coverage under the Plan in the absence of COBRA Continuation Coverage:  

 

a. Voluntary or involuntary termination of an Employeeôs employment for any 

reason other than the Employeeôs gross misconduct;  

 

b. Reduction in an Employeeôs hours of employment to non-eligible status.  In 

this regard, a Qualifying Event occurs whether or not the Employee actually 

works and may include absence from work due to a disability, a temporary 

layoff, or a 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 or her 
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portion of the cost of Plan coverage during the FMLA leave;  

 

c. For an Employeeôs spouse or Child, the Employeeôs entitlement to Medicare.  

ñEntitlementò means that the Medicare enrollment process has been 

completed with the Social Security Administration and the Employee has been 

notified that his or her Medicare coverage is in effect.  In accordance with IRS 

Revenue Ruling 2004-22, it is not the Planôs intent to recognize a terminated 

Employeeôs Medicare entitlement as a second Qualifying Event for a spouse 

or Child who is covered under the Plan as a COBRA-Qualified Beneficiary;  

 

d. For an Employeeôs spouse or Child, the divorce or legal separation of the 

Employee and spouse; 

  

e. For an Employeeôs spouse or Child, the death of the covered Employee;  

 

f. For an Employeeôs Child, the Childôs loss of Dependent status (for example, a 

Dependent childôs reaching the maximum age limit); and/or 

 

g. Sometimes, the filing a proceeding in bankruptcy under Title 11 of the United 

States Code.  If a proceeding in bankruptcy is filed with respect to a 

collectively-bargained Participating Employer, and that bankruptcy results in 

the loss of coverage of any retired Employee covered under the Plan, the 

retired Employee shall become a Qualified Beneficiary with respect to the 

bankruptcy.  The retired Employeeôs spouse, surviving spouse, and Dependent 

Child(ren) shall also become Qualified Beneficiaries if bankruptcy results in 

the loss of their coverage under the Plan. 

  

3. Non-COBRA Beneficiary: An individual who is covered under the Plan on an 

ñactiveò basis (that is, an individual to whom a Qualifying Event has not occurred).  

 

Notification  
If the Employer is the Plan Administrator and if the Qualifying Event is the Employeeôs 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, within 44 days of the event.  If the Employer is not the Plan 

Administrator, then the Employerôs 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 in 

writing and must be sent by first-class mail.  

 

If COBRA Continuation Coverage terminates early (for example, if 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), the Plan Administrator must provide the Qualified Beneficiaries 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.  
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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 that permits him or her to exercise 

coverage continuation rights under COBRA.  However, where more than one Qualified Beneficiary 

resides at the same address, the notification requirement shall 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 Qualified 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 results in a Dependent Childôs ceasing to be eligible under the requirements of the Plan, or of 

the divorce or legal separation of the Employee from his or her spouse.  A Qualified Beneficiary is 

also responsible for other notifications.  See COBRA Notification Procedures in SECTION VIII  ï 

SPECIAL NOTICES and the Employerôs ñCOBRA General Noticeò or ñInitial Noticeò for further 

details and time limits imposed on such notifications.  Upon receipt of a Notice, the Plan 

Administrator must notify the Qualified Beneficiaries of their continuation rights within 14 days.  

 

Election and Election Period 
COBRA Continuation Coverage may be elected during the period beginning on the date that 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 COBRA Continuation Coverage rights is provided to the 

Qualified Beneficiary.  Failure to make a COBRA election within the 60-day period shall 

result in the inability to elect COBRA Continuation Coverage.   

 

If the COBRA election of a covered Employee or spouse does not specify ñself-onlyò 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 may be made by the legal 

representative of the Qualifying Beneficiary or the Qualified Beneficiaryôs 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 may be revoked at any time before the end of the election period.  Revocation of the 

waiver shall 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 that 

they are sent to the Employer or Plan Administrator.  

 

Open enrollment rights which allow Non-COBRA Beneficiaries to choose among any available 

coverage options are also applicable to each Qualified Beneficiary.  Similarly, the ñspecial 
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enrollment rightsò under HIPAA extend to Qualified Beneficiaries.  However, if a former Qualified 

Beneficiary did not elect COBRA, he or 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 health care Provider 

regarding a Qualified Beneficiaryôs right to coverage during the election period.  

 

NOTE:  See Effect of the Trade Act for information regarding a second 60-day election period 

allowance.  

 

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 shall 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 waiver.  In that instance, 

COBRA Continuation Coverage is effective on the date the waiver is revoked.  

 

Level of Benefits 
COBRA Continuation Coverage shall be equivalent to coverage provided to similarly situated Non-

COBRA Beneficiaries.  If coverage is modified for similarly situated Non-COBRA Beneficiaries, 

the same modification shall apply to Qualified Beneficiaries.    

 

If the Plan includes a Deductible requirement, a Qualified Beneficiaryôs Deductible amount at the 

beginning of the COBRA continuation period must be equal to his or 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 shall 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 shall not exceed 102% of the Planôs full cost of coverage during the period for similarly situated 

Non-COBRA Beneficiaries.  The ñfull costò includes any part of the cost which is paid by the 

Employer for Non-COBRA Beneficiaries.  Qualified Beneficiaries shall 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 payment (that is, for the cost of coverage) 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 
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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.  Payment is considered to be made on the date that it is sent to the Plan 

or the Plan Sponsor.  

 

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 Planôs 12-month 

determination period if:  

 

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

 

2. The increase occurs due to a disability extension (that is, the 11-month disability 

extension) and does not exceed the maximum permitted by law, which is 150% of the 

Planôs full cost of coverage if the disabled person is among those extending coverage; or  

 

3. The Qualified Beneficiary changes his 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 

ñinsignificant shortfallò) shall be deemed to satisfy the Planôs 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 shall 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 to then reinstate the coverage retroactively to the beginning 

of the period of coverage.  

 

NOTE:  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 Employerôs personnel offices may be contacted for additional information.  

  

See Effect of the Trade Act for additional cost of coverage information.  

 

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:  

 

1. 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 below), the 18 months is 



 

Ashdown Mill PCN Plan Trust Page 34 COBRA Continuation Coverage 

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

 

extended to 29 months;  

 

2. If the Qualifying Event occurs to a Dependent due to an Employeeôs enrollment in the 

Medicare program before the Employee himself or herself experiences a Qualifying 

Event, the maximum coverage period for the Dependent is 36 months from the date 

the Employee is enrolled in Medicare; and 

 

3. For any other Qualifying Event, the maximum coverage period ends 36 months after 

the Qualifying Event.  

 

If a Qualifying Event occurs which provides for an 18- or 29- month maximum coverage period and 

is followed by a second Qualifying Event that provides for a 36-month maximum coverage period, 

the original period shall 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 shall not expand the maximum COBRA 

continuation period.  In no event may the COBRA maximum coverage period be more than 36 

months after the date of the first Qualifying Event.  

 

Also, COBRA coverage shall run concurrently with medical continuation of coverage under 

USERRA.  If an Employee on military leave continues coverage under USERRA, equivalent months 

of COBRA entitlement shall be exhausted, unless there was another Qualifying Event.  

 

Disability Extension  
An 11-month disability extension (an extension from a maximum 18 months of COBRA 

Continuation Coverage to a maximum 29 months) shall 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 Administrationôs disability determination and the date of onset of such disability 

must fall within the allowable periods described.  The Notice must be provided within 60 days of the 

disability determination and prior to the expiration of the initial 18-month COBRA Continuation 

Coverage period.  The disabled Qualified Beneficiary or any Qualified Beneficiaries in his or her 

family may notify the Plan Administrator of the determination.  The Plan must also be notified if the 

Qualified Beneficiary is later determined by the Social Security Administration to no longer be 

disabled.  

 

If an individual who is eligible for the 11-month disability extension 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 provision applies even if the disabled person does not 

elect the extension himself or 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 shall extend for the period beginning on the date of the Qualifying Event and ending on 

the earliest of the following dates:  
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1. The last day of the applicable maximum coverage period (see Maximum Coverage 

Periods above); 

  

2. The date on which the Employer ceases to provide any group health plan to any 

Employee;  

 

3. 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 which would reduce or exclude 

benefits for such condition in the Qualified Beneficiary;  

 

4. The date, after the date of the COBRA election, that the Qualified Beneficiary 

becomes entitled to Medicare benefits.  ñEntitledò means that the Medicare 

enrollment process has been completed with the Social Security Administration and 

the individual has been notified that his or her Medicare coverage is in effect;  

 

5. In the case of a Qualified Beneficiary entitled to a disability extension, the later of:  

 

a. 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 Beneficiaryôs entitlement to the 

disability extension is no longer disabled, whichever is earlier; or  

 

b. The end of the maximum coverage period that applies to the Qualified 

Beneficiary, without regard to the disability extension; or 

 

6. The end of the last period for which the cost of continuation coverage is paid, if 

payment is not received in a timely manner (that is, 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 

health care Provider regarding a Qualified Beneficiaryôs right to coverage during 

any period the Plan has not received payment.  
 

The Plan Sponsor may terminate, for cause, the coverage of any Qualified Beneficiary on the same 

basis that the Plan may terminate the coverage of similarly-situated Non-COBRA Beneficiaries for 

cause (for example, for the submission of a fraudulent claim).  

 

If an individual is receiving COBRA Continuation Coverage solely because of the personôs 

relationship to a Qualified Beneficiary (for example, a newborn or adopted Child acquired during an 

Employeeôs COBRA coverage period), the Planôs obligation to make COBRA Continuation 

Coverage available shall cease when the Plan is no longer obligated to make COBRA Continuation 

Coverage available to the Qualified Beneficiary.  

 

Effect of the Trade Act 
Pursuant to the Trade Act, the Plan is deemed to be ñQualified Health Insurance,ò because the Plan 

provides COBRA Continuation Coverage in the manner required of the Plan by the Trade Act for 
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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 United States International Trade 

Commission and the DOL under 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 (ñPBGCò), pursuant to the Trade Act as of or after November 4, 2002.  The Plan 

Administrator shall require documentation evidencing eligibility of Trade Act benefits, including but 

not limited to a government certificate of Trade Act eligibility, a PBGC benefit statement, and 

federal income tax filings.  The Plan need not require every available document to establish evidence 

of Trade Act eligibility. The burden for evidencing Trade Act 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 the COBRA Election Period 
The following definitions shall apply:  

 

1. Non-Electing Trade Act-Eligible Individual :  A Trade Act-Eligible Individual who has a 

Trade Act related loss of coverage and who did not elect COBRA Continuation Coverage 

during the Trade Act-Related Election Period; 

 

2. Trade Act-Eligible Indiv idual: An eligible Trade Act recipient and an eligible alternative 

Trade Act recipient; 

 

3. Trade Act-Related Election Period: With respect to a Trade Act-related loss of coverage, 

the 60-day period that begins on the first day of the month in which the individual becomes a 

Trade Act-Eligible Individual; and  

 

4. Trade-Act Related Loss of Coverage: With respect to an individual whose separation from 

employment gives rise to being a Trade Act-Eligible Individual, the loss of health Benefits 

coverage associated with such separation.  In the case of an otherwise COBRA Qualified 

Beneficiary who is a Non-Electing Trade Act-Eligible Individual, such individual may elect 

COBRA Continuation Coverage during the Trade Act-Related Election Period, but only if 

such election is made not later than six months after the date of the Trade Act-Related Loss 

of Coverage.  Any continuation of coverage elected by a Trade Act-Eligible Individual shall 

commence at the beginning of the Trade Act-Related Election Period, and shall not include 

any period prior to the such individualôs Trade Act-Related Election Period.  

 

HIPAA Creditable Coverage Credit  
With respect to any Trade Act-Eligible Individual who elects COBRA Continuation Coverage as a 

Non-Electing Trade Act Individual, the period beginning on the date of the Trade Act-Related Loss 

of Coverage, and ending on the first day of the Trade Act-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 Planôs 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 Trade Act-Eligible Individual pursuant to the Trade Act 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(b), the Plan shall notify such individual of the deficient payment and allow 30 days 

to make full payment.  Otherwise, the Plan shall return such payment to the individual and coverage 

shall terminate as of the original cost of coverage due date. 

 
Coverage under the American Recovery and Reinvestment Act of 2009 
To the extent that the Employer is subject to the American Recovery and Reinvestment Act of 2009 

(ñARRAò), it intends to comply with ARRA.   

 

The information set forth herein is a summary of ARRA requirements.  An Employee may obtain a 

more complete description of his or her ARRA rights from the Plan Sponsorôs Human Resources or 

Personnel department(s).  Any Plan provisions found to be in conflict with ARRA are hereby 

modified to comply with at least the minimum requirements of ARRA.   

 

COBRA Election for Persons Who Lost Coverage Due to 

Involuntary Termination of Employment   
Persons who lost group health coverage from September 1, 2008 through February 16, 2009 due to 

an involuntary termination of employment (that is, for reasons other than gross misconduct) which 

occurred during that period and who did not elect COBRA Continuation Coverage during their first 

election period or who elected but subsequently discontinued COBRA coverage for reasons other 

than becoming eligible for another group health plan or Medicare may be entitled to elect coverage 

at this time (ñsecond election periodò).  Persons who lost coverage for any other reason between 

September 1, 2008 and February 16, 2009 and did not elect COBRA Continuation Coverage when it 

was first offered are not entitled to this second election period. 

 

Coverage elected during this second election period shall be effective retroactive to the date that is 

the beginning of the first period of coverage on or after February 17, 2009.  Such coverage may 

generally continue for up to 18 months from the date of involuntary termination of employment.  

The duration of the premium reduction described below shall be determined separately and may not 

last for the entire duration of the COBRA Continuation Coverage.   

 

COBRA Continuation Coverage shall terminate before the end of the 18-month period if: 

 

1. Any required premium is not paid in full and in a timely manner; 

 

2. A Qualified Beneficiary becomes covered, after electing COBRA continuation coverage, 

under another group health plan that does not impose any pre-existing condition exclusions 

for a pre-existing condition of such Qualified Beneficiary; 

 

3. A Qualified Beneficiary becomes entitled to Medicare benefits under Part A, Part B, or both 

after electing COBRA Continuation Coverage; or  
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4. The Employer ceases to provide any group health plan for its Employees.       

 
COBRA Continuation Coverage may also terminate for any reason that the Plan may terminate the 

coverage of a person who is not receiving continuation coverage (for example, for fraud).   

 
An extension of the maximum period of coverage may be available to a person who has elected 

COBRA Continuation Coverage if a Qualified Beneficiary is or becomes disabled or a second 

Qualifying Event occurs.  The person must notify the Plan Administrator of a disability or a second 

Qualifying Event in order to extend the period of continuation coverage.  Failure to provide adequate 

notice of a disability or a second Qualifying Event may affect the personôs right to extend the period 

of continuation coverage. 

 

To elect COBRA Continuation Coverage, the election form must be completed and furnished in 

accordance with the instructions on such form.  Each Qualified Beneficiary has a separate right to 

elect continuation coverage.  For example, an Employeeôs spouse may elect continuation coverage 

even if the Employee does not.  Continuation coverage may be elected for only one, for some, or for 

all Dependent Children who are Qualified Beneficiaries.  A parent may elect to continue coverage on 

behalf of any of his or her Dependent Children, and an employee or his or her spouse may elect 

continuation coverage on behalf of all Qualified Beneficiaries.    

 

A failure to elect COBRA Continuation Coverage may affect a personôs future rights under federal 

law.  The right to avoid application of pre-existing conditions exclusions by other group health plans 

may be lost if there is a 63-day gap in health coverage, and election of continuation coverage may 

help prevent such a gap.  In addition, the right to purchase individual continuation coverage for the 

maximum time available may be lost.  Election of continuation coverage during the second election 

period may stop the period from a Qualifying Event to the date such coverage begins from being 

counted as a break in coverage in determining whether there has been a 63-day gap in health 

coverage.   

 

Generally, each Qualified Beneficiary may be required to pay the entire cost of COBRA 

Continuation Coverage.  The amount that a Qualified Beneficiary may be required to pay may not 

exceed 102% (or 150%, in the case of an extension of continuation coverage due to a disability) of 

the cost to the group health plan, including both Employer and Employee contributions, for coverage 

of a similarly-situated Plan participant or beneficiary who is not receiving continuation coverage.      

 

ARRA reduces the COBRA premium in some cases.  The premium reduction is available to certain 

persons who experience a Qualifying Event that is an involuntary termination of employment (that 

is, for reasons other than for gross misconduct) during the period from September 1, 2008 through 

December 31, 2009.  A person who qualifies for this premium reduction must only pay 35% of the 

COBRA premium otherwise due to the plan.  The premium reduction is available for up to nine 

months.  Thereafter, the Qualified Beneficiary must pay the full amount of the premium in order to 

continue coverage.   

 

The Trade Act created a tax credit for certain individuals who become eligible for trade adjustment 

assistance and for certain retired Employees who are receiving pension payments from the PBGC.  

Under such tax provisions, eligible persons may either take a tax credit or receive advance payment 

of 65% of premiums paid for qualified health insurance, including continuation coverage.  ARRA 
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resulted in several amendments to such tax provisions, including an increase in the amount of the 

credit to 80% of premiums for coverage before January 1, 2011 and temporary extensions of the 

maximum period of COBRA continuation coverage for PBGC recipients (that is, covered 

Employees who have a non-forfeitable right to a Benefit, any portion of which is to be paid by the 

PBGC) and for Trade-Act Eligible Individuals.  Questions regarding these provisions may be 

directed to the Health Coverage Tax Credit Customer Contact Center, which may be reached toll-

free at (866) 626-4282.  More information about the Trade Act is also available at 

www.doleta.gov/tradeact.   

 

Premium Reductions  
ARRA gives ñAssistance Eligible Individualsò the right to pay reduced COBRA premiums for 

periods of coverage beginning on or after February 17, 2009 and lasting for up to nine months.  A 

person is considered an Assistance Eligible Individual if he or she: 

 

1. Is eligible for COBRA Continuation Coverage at any time during the period from September 

1, 2008 through December 31, 2009 and elects such coverage; 

 
2. Has a continuation coverage election opportunity related to an involuntary termination of 

employment (that is, for reasons other than for gross misconduct) that occurred between 

September 1, 2008 and December 31, 2009;  

 

3. Is not eligible for Medicare; and  

 

4. Is not eligible for coverage under any other group health plan, such as a plan sponsored by a 

successor employer or a spouseôs employer, but not including a plan that only provides 

coverage for dental, vision, counseling, or referral services; coverage under a health flexible-

spending arrangement; or treatment furnished in an on-site medical facility maintained by the 

employer.     

 
Individuals who experienced a Qualifying Event as the result of an involuntary termination of 

employment (that is, for reasons other than for gross misconduct) at any time from September 1, 

2008 through February 16, 2009 and who were offered but did not elect continuation coverage or 

who elected such coverage but subsequently discontinued it may have the right to an additional 60-

day election period. 

 

Other Important Information  
If a person who has elected COBRA Continuation Coverage and who has the right to pay reduced 

premiums becomes eligible for other group health plan coverage or for Medicare, he or she must 

notify the plan in writing of such eligibility.  Failure to do so may result in the imposition of a tax 

penalty.  

  

 

Electing the premium reduction disqualifies a person from the Health Coverage Tax Credit, which 

may be of greater value or benefit than the premium reduction to such person.   

 

The amount of the premium reduction is recaptured for certain high-earning individuals.  If the 

http://www.doleta.gov/tradeact
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amount earned by the individual per year is $125,000 (or is $250,000 for married couples filing a 

joint federal income tax return), all or part of the premium reduction may be recaptured by an 

increase in income tax liability for the year.  More information may be obtained from the IRS 

webpage on ARRA at www.irs.gov.   

 

General information regarding this Planôs COBRA Continuation Coverage and specific information 

regarding this Planôs administration of the ARRA premium reduction may be obtained by contacting 

the Plan Administrator: 

 

Ashdown Mill PCN Plan Trust 

285 Highway 71 South 

Ashdown, Arkansas 71822 

(870) 898-2711 

  

A person who is denied treatment as an Assistance Eligible Individual may have the right to have 

such denial reviewed.  Information regarding the review process and general information regarding 

ARRA premium reduction may be obtained by going to www.dol.gov/COBRA or by calling (866) 

444-3272. 

 

Current Addresses 
In order to protect his or her rights and the rights of his or her Dependents, the Employee or 

Participant should keep the Plan Administrator informed of any changes in the addresses of family 

members. 

http://www.irs.gov/
http://www.dol.gov/COBRA
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SECTION VIII ï SPECIAL NOTICES  

COBRA Notification Procedures 
It is an Employeeôs responsibility to provide the following notices as they relate to COBRA 

Continuation Coverage: 

 

1. Notice of Divorce or Separation: Notice of the occurrence of a Qualifying Event 

that is a divorce or legal separation of a covered Employee from his or her spouse;  

 

2. Notice of Childôs Loss of Dependent Status: Notice of a Qualifying Event that is a 

Childôs loss of Dependent status under the Plan (for example, a Dependent Child 

reaching the maximum age limit);  

 

3. Notice of a Second Qualifying Event: Notice of the occurrence 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;  

 

4. Notice Regarding Disability: Notice that 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 that a Qualified Beneficiary entitled to 

receive COBRA Continuation Coverage with a maximum duration of 18 months and 

determined by the Social Security Administration to be disabled at any time during 

the first 60 days of continuation coverage has subsequently been determined by the 

Social Security Administration to no longer be disabled; and  

 

5. Notice Regarding Address Changes: Notice of the current addresses of all Plan 

Participants or Beneficiaries who are or may become Qualified Beneficiaries.  

 

Notification of a Qualifying Event must be made in writing.  Notice may be made by submitting the 

ñNotice of Qualifying Eventò form and mailing it or transmitting it electronically to the COBRA 

Administrator.  This form is available, without charge, from the Plan Sponsor.  

Notification must include an adequate description of the Qualifying Event or disability 

determination.  In the case of a disability determination by the Social Security Administration, a 

copy such determination must be included.  The Qualified Beneficiary must also provide any 

additional information deemed necessary by the Plan for making the appropriate determination with 

regard to the Notice, such as a divorce decree or a Childôs birth certificate. 

 

Notification must be received by the Plan Administrator at:  

 

Ashdown Mill PCN Plan Trust 

285 Highway 71 South 

Ashdown, Arkansas 71822 

(870) 898-2711 
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Time Requirements for Notification 
Should an event occur as described above, the Employee or family member must provide notice to 

the designated recipient within the following time frames. The notice must be received in the Plan 

Administratorôs office no more than 60 days after the occurring event.   

 

In the case of a divorce or legal separation or of a Child losing Dependent status, notice must be 

delivered no more than 60 days after the latest of the date of the Qualifying Event, the date health 

plan coverage is lost due to the event, or the date the Qualified Beneficiary is notified of the 

obligation to provide notice through the Plan Document or a General COBRA Notice.  If notice is 

not received within the 60-day period, COBRA Continuation Coverage shall 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 SECTION VII  ï COBRA CONTINUATION 

COVERAGE ).  

 

If an Employee or Qualified Beneficiary is determined to be disabled under the Social Security Act, 

notice must be delivered no more than 60 days after the latest of:  

 

1. The date of the determination;  

 

2. The date of the Qualifying Event;  

 

3. The date that coverage is lost as a result of the Qualifying Event; or   

 

4. The date that the covered Employee or Qualified Beneficiary is advised of the notice 

obligation through the Plan Document or a General COBRA Notice.  Notice must be 

provided within the 18-month COBRA coverage period.  Any such Qualified 

Beneficiary must also provide notice no more than 30 days after the date that he or 

she is subsequently determined by the Social Security Administration to no longer be 

disabled.  

 

Any individual who is the covered Employee, a Qualified Beneficiary with respect to a 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.  

 

The Plan shall not reject an incomplete notice as long as the notice identifies the Plan, the covered 

Employee and Qualified Beneficiaries, the Qualifying Event/disability determination, and the date 

on which such event occurred or such determination was made.  However, the Plan is not prevented 

from rejecting an incomplete notice if the Qualified Beneficiary does not comply with a request by 

the Plan for more complete information within a reasonable period of time following such request.  

 

Special Enrollment Rights Under CHIP 
If an Employee or Covered Person has declined enrollment in the Plan for himself or herself or for 

his or her Dependents, including a spouse, because of coverage under Medicaid or CHIP, such 

Employee or Covered Person may be entitled to enroll in the Plan if there is a loss of eligibility for 

Medicaid or CHIP.  However, a request for enrollment must be made within 60 days after coverage 

under Medicaid or CHIP ends.  Any change in enrollment status shall be on a prospective basis only. 
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In addition, if an Employee or Covered Person has declined enrollment in the Plan for himself or 

herself or for his or her Dependents, including a spouse, and later becomes eligible for state 

assistance through Medicaid or CHIP to pay for Plan coverage, such Employee or Covered Person 

may be entitled to enroll in the Plan.  However, a request for enrollment must be made within 60 

days after the determination of eligibility for assistance through Medicaid or CHIP is made.  Any 

change in enrollment status shall be on a prospective basis only. 

 

Newbornsô and Mothersô Health Protection Act  
Group health plans and health insurance issuers generally may not, under federal law, restrict 

benefits for any hospital length of stay in connection with childbirth for the mother or newborn Child 

to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean 

delivery.  However, federal law generally does not prohibit the motherôs or newbornôs attending 

Provider, after consulting with the mother, from discharging the mother or her newborn earlier than 

48 hours (or 96 hours as applicable).  In any case, plans and issuers may not, under federal law, 

require that a Provider obtain authorization from the plan or the issuer for prescribing a length of 

stay not in excess of 48 hours (or 96 hours). 

 

WHCRA  
Under federal law, 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.  

 

5. Plan Participants must be notified, upon enrollment and annually thereafter, of the 

availability of benefits required due to the WHCRA. 

 

Whom to Contact for Additional Information  
A Covered Person may obtain additional information about Plan coverage of a specific drug, device, 

preventive service, procedure, or treatment from the office that handles claims on behalf of the Plan 

Administrator (that is, the Third-Party Administrator).  See SECTION II ï GENERAL PLAN 

INFORMATION  for the name, address, and telephone number of the Third-Party Administrator.  
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SECTION IX ï COST CONTAINMENT  / MEDICAL  

MANAGEMENT PROGRAM   

Medical Management 
The Plan includes a Medical Management Program as described below.  The purpose of such 

program is to encourage Covered Persons to obtain quality medical care while utilizing the most 

cost-efficient sources.  Pre-certification reviews help to reduce the cost of claims by evaluating high-

dollar claim expenses before a Covered Personôs utilization of medical services or procedures.     

  

The Medical Management Program provides an appropriate level of support to all Covered Persons, 

from those with simple, everyday concerns to those with chronic or catastrophic conditions.  The 

goal of the Medical Management Program is to assist Covered Persons in receiving high-quality 

care, provided in the most appropriate setting, while carefully managing costs. 

 

Neither the Plan Administrator nor the Third Party Administrator shall interfere with a Covered 

Personôs course of treatment or the Physician-patient relationship.  All decisions regarding treatment 

and use of facilities shall be the Covered Personôs and should be made independently of the Medical 

Management Program. 

 

Pre-certification 
The Plan requires Pre-Certification with respect to several areas, including but not limited to 

Inpatient confinements, certain Outpatient Surgical procedures, certain Outpatient Diagnostic 

Services or procedures, and Mental Health/Substance Abuse Condition services.  Failure on the 

part of a Participant or Covered Person, or a person acting on behalf of such Participant or 

Covered Person, to contact the Third-Party Administratorôs Medical Management Department at 

(409) 617-0105 or toll-free at (800) 825-2117 for Pre-certification within the required time periods 

set forth below may result in a penalty reducing the Benefits otherwise payable.  

 

It is the responsibility of the Participant or Covered Person to see to it that the Pre-certification 

procedures required under the Medical Management Program have been completed.  To minimize 

the risk of reduced benefits, the Participant or Covered Person or his or her representative should 

contact the Medical Management Department to make certain that the facility or attending Physician 

has initiated the necessary processes.  

Pre-certification is not a guarantee of coverage.  The Medical Management Program is designed 

only to determine whether or not a proposed setting and course of treatment is Medically Necessary 

and appropriate.  Benefits under the Plan shall depend upon the patientôs eligibility for coverage and 

the Planôs limitations and exclusions.  Nothing in the Medical Management Program shall increase 

benefits to cover any confinement or service which is not Medically Necessary or which is otherwise 

not covered under the Plan.  

If, in the opinion of the patientôs Physician, it is necessary for the patient to be confined for a longer 

time than initially authorized, the Physician may request that additional days be authorized by 

contacting the Third Party Administratorsô Medical Management Department no later than the last 

authorized day.  
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Pre-certification  Notification Requirements and Penalties for Non-

compliance 
The procedures outlined below must be followed to avoid a penalty for non-compliance.  

 

NOTE: Under the Plan, any confinement that lasts more than 23 hours is considered an Inpatient 

confinement, regardless of a facilityôs designation of the patient as anything other than an Inpatient. 

 

TYPE OF SERVICE NOTIFICATION REQUIREMENTS                                                     PENALTY                                  

All Inpatient admissions, at a Hospital or 

other facility  

See below See below 

Emergency Inpatient admissions, at a 

Hospital or other facility (does not include 

transplant procedures and related services-

see below) 

No more than 48 hours after admission or 

on the next regular business day following 

a weekend or holiday admission 

$500 

Maternity Inpatient  admissions  

Pre-certification shall not be required for a 

maternity Inpatient admission that  does not 

exceed 48 hours following a normal vaginal 

delivery, or 96 hours following a cesarean 

section delivery.  However, if/when the 

Pregnancy confinement for the mother or 

newborn is expected to exceed these limits, 

prior authorization for such extended 

confinement is required. 

No more than 48 hours after admission if  

the admission is expected to exceed 48 

hours following a vaginal delivery, or 96 

hours following a caesarean section   

$500 

Non-Emergency Inpatient  admissions, at 

a Hospital or other facility (does not include 

transplant-related services-see below) 

At least three (3) business days prior to the  

admission 

$500 

Emergency,  Outpatient services and 

supplies, as set forth in the Pre-certification 

list below 

No more than 48 hours after services being 

provided or the supplies being furnished or 

on the first business day following a 

weekend or holiday.  

Up to $500 

Non-Emergency, Outpatient services and 

supplies, as set forth in the Pre-certification 

list below (does not include Emergency 

room services) 

At least three (3) business days hours prior 

to the services being provided or the 

supplies being furnished or on the first 

business day following a weekend or 

holiday  

Up to $500 

Transplant Procedures (organ and tissue 

replacement) and related services 

Prior to any service Not covered 

Any Covered Person who has a serious condition that may jeopardize his or her life or health 

should not delay seeking treatment because of the requirements of this program. 

 

Contact may be made by Covered Person, a friend or family member, or a Physician or facility. 

 

Failure to abide by the notification requirements set forth above may result in a penalty reducing 

the Benefits otherwise payable. 
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Pre-certification List  
The following services and supplies must be Pre-certified: 

 

1. All Inpatient admissions, at a Hospital or other facility  

2. Outpatient services and supplies as follows: 

a) Ambulance, Ground non-Emergency 

b) Arthroscopic Surgeries including, but not limited to, shoulder or knee 

c) Back or neck Surgeries 

d) Chemotherapy 

e) Cochlear implants 

f) Colonoscopies for Covered Persons under 50 years old 

g) CT (CAT) scans, except for CT-guided biopsies 

h) Dialysis (Kidney/Renal) 

i) Durable Medical Equipment (DME) valued at $500 or more and all rentals, repair and 

maintenance 

j) Enteral Nutrition 

k) Epidural steroid injections (ESI) and related spinal injections 

l) Experimental and/or Investigational  Services or procedures 

m) Facial (maxillomandibular) Surgeries 

n) Foot or hand Surgeries including , but not limited to, carpal tunnel Surgeries 

o) Home Health Care services and home infusions (including private duty nursing services) 

p) Hospice care services 

q) Hyperbaric oxygen treatments 

r) Hysterectomies 

s) IV infusions (Outpatient or home). Except for hydration infusions.  

t) Injectables costing over $500 per injection 

u) MRIs and MRAs 

v) Mastectomies 

w) Mental Health/Substance Abuse Treatment services, except for Office Visits  

x) Nerve blocks 

y) Nutritional Counseling Services and Supplements  

z) Oral Surgical procedures 

aa) PET scans 

bb) Potentially Cosmetic procedures (that is, procedures to  restore or improve appearance, 

but which may also correct a functional impairment such as Botox, reduction 

mammoplasty, or sclerotherapy) 

cc) Prostate procedures involving Surgery 

dd) Radiation therapy 

ee) Reconstructive procedures 

ff)  Rehabilitation services (physical therapy, occupational therapy, speech therapy, 

inhalation therapy and cardiac rehabilitation) 

gg) Sleep Studies 

hh) Transplants  including, but not limited to, evaluation, treatment, procedures, and follow-

up care for organ/tissue replacement and related services 

ii)  Wound care provided on an Outpatient basis 
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A Pre-certification or concurrent review determination pursuant to this provision is not a guarantee 

of eligibility, coverage, or Benefits.  All Benefit determinations shall be based on the terms and 

conditions set forth in this Plan Document, as construed and interpreted by the Plan Administrator in 

its sole discretion.  See provisions regarding the filing of a Pre-Service Claim in SECTION XVII  ï 

CLAIMS  PROCEDURES, which include information about appealing an adverse decision (that is, 

a benefit denial or reduction) under the Utilization Management Program. 

 

Pre-Determination of Benefits 
The Plan helps Participants and Covered Persons determine, in advance, whether or not a proposed 

setting or a course of treatment is an Eligible Expense under the Plan, at the request of the provider, 

facility or member. Pre-determination of Benefits is a voluntary aspect of the Utilization 

Management Program, and Participants and Covered Persons are under no obligation to obtain pre-

determination of their treatment.  However, they are encouraged to use this service to avoid 

Incurring non-eligible expenses for which they shall be responsible.  

 

In order to evaluate the proposed treatment, the Plan Administrator shall require detailed medical 

information from the Physician, including: 

 

1. The identity of the Covered Person, and such personôs date of birth and sex; 

2. The diagnosis code (ñICD-9ò) for the proposed treatment; 

3. The CPT code for the proposed treatment; and  

4. The amount of the proposed charge. 

 

This information should be submitted to the Third-Party Administrator as follows: 

    

GreenTree Administrators 

87 IH 10 North, Suite 102 

Beaumont, Texas 77707 

(409) 832-2335 or toll-free at (800) 825-2117 

Fax: (409) 832-2301 

 

The Participant or Covered Person shall receive a written pre-determination of Benefits from the 

Plan Administrator, which he or she may furnish to his or her Physician. 

 

Pre-determination of Benefits is not recommended with respect to any Covered Person who has a 

serious condition that may jeopardize his or her life or health.  

 

Case Management 
Covered Persons are identified for Case Management through the Medical Management Program, 

which may project such personôs future burden of Illness so that earlier referrals to Case 

Management may be made.  Earlier referrals help mitigate overall health care costs. 

 

Case management is a voluntary aspect of the Medical Management Program, and Participants and 
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Covered Persons are under no obligation to participate in this aspect of such program.  Benefits shall 

not be reduced and no person shall Incur penalties for choosing not to participate in Case 

Management.  Each treatment plan is individually tailored to a specific patient and should not be 

seen as appropriate or recommended for any other patient, even one with the same diagnosis.  

 

When a Covered Person is enrolled in the Case Management aspect of the Medical Management 

Program, a Personal Health Care Consultant will  work directly with such person and his or her 

health care Providers to establish patient-centered goals to better manage care across a continuum.  

The Personal Health Care Consultant is dedicated to each case through completion of treatment, 

centralizing the referral process and concentrating on cases needing additional support. 

 

Personal Health Care Consultants are experienced, licensed RNs or LVNs who provide support and 

may: 

 

1. Answer questions and provide information about the patientôs condition, Illness or Injury;  

2. Serve as patient advocate by helping the Participant or Covered Person navigates the 

health care system; 

3.  Work with the patientôs Physician and support treatment plans; 

4.  Act as a liaison and communicate with available community and/or social services; 

and/or  

5. Assist in coordinating services provided by the Third-Party Administrator.   

Measures shall be taken to help the Covered Person effectively manage his or her medical care and 

Benefits to assure the best clinical and financial outcomes.  Case Management focuses on conditions 

that may lead to extended, highly-specialized, or resource-intensive care.  Enhanced case 

management (also called Large Case Management) focuses on oncology management, transplant 

care, and other specific health care services. 

 

Disease Management  
The Plan identifies potential candidates for the Disease Management aspect of the Medical 

Management Program using medical and prescription drug claims information and then contacts 

those candidates and asks them to participate in Disease Management.  If they volunteer to do so, 

they receive: 

 

1. A call from a Personal Health Care Consultant to discuss the candidateôs medical history, 
lifestyle, behaviors, and current health condition;  

2. Follow-up calls to monitor health and provide support for the Physician's treatment plan; 

and  

3. Toll-free access to a program Nurse.  

The Disease Management program is intended to help Covered Persons learn about their conditions, 

make informed health care decisions, stay healthy, and avoid unnecessary medical costs. 
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Disease Management is a voluntary aspect of the Medical Management Program, and Participants 

and Covered Persons are under no obligation to participate in this aspect of such program.  Benefits 

shall not be reduced and no person shall Incur penalties for choosing not to participate in disease 

management.  Each treatment plan is individually tailored to a specific patient and should not be 

seen as appropriate or recommended for any other patient, even one with the same diagnosis. 

  

It is not the intention of the Plan, the Plan Administrator, or the Third-Party Administrator to provide 

specific medical advice or opinions related to the Case Management or Disease Management aspects 

of the Medical Management Program, but rather to provide Participants and Covered Persons with 

information to better understand their health and diagnosed disorders.  Specific medical advice shall 

not be provided, nor shall the Plan, the Plan Administrator, or the Third-Party Administrator take 

part in any credentialing or assess the qualifications of Providers.  Each Participant and Covered 

Person is urged to consult with a qualified Physician for diagnosis and for answers to questions 

about his or her health conditions.  The Planôs Case Management and Disease Management aspects 

of the Medical Management Program are designed to support, not replace, the relationship that exists 

between a patient and his or her Physician, Dentist, or other professional health care Provider.  

 

Second and/or Third  Surgical Opinions 
Certain surgical procedures may be performed either inappropriately or unnecessarily.  In some 

cases, Surgery is only one of several treatment options.  In other cases, Surgery may not help the 

condition. 

 

In order to address potentially unnecessary or potentially harmful surgical procedures, the Second 

and/or Third Surgical Opinion aspect of the Medical Management Program fulfills the dual purpose 

of protecting the health of the Covered Person and protecting the financial integrity of the Plan. 

 

Benefits shall be provided for a second (and third, if necessary) surgical consultation to determine 

the Medical Necessity of an elective surgical procedure. An elective surgical procedure is one that 

can be scheduled in advance; that is, that is not being used to treat an Emergency or a life-

threatening condition. 

 

The Physician rendering the second surgical opinion regarding the Medical Necessity of a proposed 

Surgery must be qualified to render such a service through experience, specialist training, education, 

or similar criteria, and must not be affiliated in any way with the Physician who shall be performing 

the actual Surgery.  A third surgical consultation shall also be covered if the second opinion does not 

concur with the first Physicianôs recommendation.  The Physician rendering the third opinion must 

be qualified to render such a service through experience, specialist training, education, or similar 

criteria, and must not be affiliated in any way with the Physician who shall be performing the actual 

Surgery.    
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SECTION X ï CHOICE OF PROVIDERS 

General Information  
The choice of health care Provider is entirely up to the Covered Person, and each Covered Person, 

along with his or her health care Provider(s), is ultimately responsible for determining his or her 

course of medical treatment.  Accordingly, a Covered Person may seek health care services from a 

Network Provider or from a non-network Provider.  All non-network Providers from whom health 

care services are sought must be Covered Providers under the Plan, however.    

The Plan Sponsor has entered into one or more agreements with a Network of health care Providers.  

These Providers have agreed to provide services to Covered Persons at discounted rates.  As a result, 

a Covered Person may incur lower out-of-pocket expenses when using Network Providers, because 

Network Providers may not bill for expenses in excess of the discounted rates.  The Plan may 

include other Benefit incentives to encourage a Covered Person to use Network Providers, as shown 

in the Schedule of Medical Benefits in SECTION XII  ï MEDICAL BENEFITS SUMMARY .  

Using a Network Provider may also result in lower costs to the Plan.   

However, any agreement between the Plan and the Network of health care Providers is subordinate 

to the provisions of this Plan Document.  Contractual arrangements entered into by the Plan are for 

the exclusive benefit of the Plan and its Participants and Beneficiaries.  If the Plan Administrator, in 

its capacity as a Fiduciary of the Plan and in accordance with ERISA, determines, in its sole 

discretion, that certain contractual arrangements are not in the best interests of the Plan or its 

Participants and Beneficiaries in any particular case or that such provisions violate applicable laws, 

the Plan Administrator shall pay Benefits in accordance with its Fiduciary duties and this Plan 

Document, regardless of any contractual arrangements to the contrary.  In no event shall a Network 

Provider or a non-network Provider be paid more than the amount deemed by the Plan Administrator 

to be Reasonable and Appropriate under the terms of this Plan Document.   

Network Providers are independent contractors.  The Plan, the Plan Administrator, and the Third-

Party Administrator make no representations as to the quality of care that may be rendered by any 

Network Provider, and do not credential Providers when private, preferred Networks are created.   

The Plan Sponsor shall provide, without charge, each Participant with information about how he or 

she may access a directory of Network Providers for his or her service area.  This information shall 

be made available either in hard copy as a separate document, or in electronic format.  Since certain 

Covered Services and supplies may not be available through the Network, Covered Persons are 

encouraged to refer to the Network directory to determine if a particular specialty is included.  

Covered Persons are also encouraged to refer to this directory before scheduling appointments or 

elective procedures to verify that the Provider from whom health care services are sought is a 

Network Provider.  The Plan and the Third-Party Administrator reserve the right to update the 

directory at any time, and may add to the list of Network Providers or delete Network Providers 

from the existing directory in the course of any such update.     

 

Use of Non-Network Providers 
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There may be circumstances when a Network Provider cannot be used.  Non-Network Providers 

may receive Wrap Network Benefits for the following services only.  The Benefit levels may be 

applied to Reasonable and Appropriate allowances: 

1. Emergency Care: If a Covered Person requires care for a Medical Emergency and 

must use the services of a non-Network Hospital or Urgent Care Facility, Reasonable 

and Appropriate charges Incurred in connection with such services may be covered at 

the Wrap Network Benefit level.  Also, if while receiving Emergency care in a 

Network facility a Covered Person requires services by a non-Network Provider, 

Reasonable and Appropriate charges Incurred in connection with such services may 

be covered at Network Benefit levels.  The Plan Administrator has the sole discretion 

to determine whether or not charges are Reasonable and Appropriate and are subject 

to payment at Network Benefit levels.  For a Covered Person receiving Emergency 

services in a non-Network Hospital or Urgent Care Facility, Eligible Expenses 

include those for all services provided until the Covered Personôs condition has been 

stabilized to the point that he or she could be safely transferred to a Network 

Provider.  Thereafter, the Covered Person must be transferred to a Network Provider, 

otherwise non-Network Benefit levels may apply.   

2. No Choice of Provider: If a Network Provider is not available and a Covered Person 

is receiving Inpatient or Outpatient treatment at a Network facility, Reasonable and 

Appropriate charges Incurred in connection with ancillary services of a non-Network 

Provider (such as an anesthesiologist, pathologist, radiologist, or a Provider of 

Diagnostic Services) may be covered at the Wrap Network Benefit level.  The Plan 

Administrator has the sole discretion to determine whether or not charges are 

Reasonable and Appropriate and are subject to payment at Wrap Network Benefit 

levels.   

3. Surgery-Related Services: Reasonable and Appropriate charges Incurred in 

connection with administration of anesthesia or services provided by an assistant 

surgeon may be covered at the Wrap Network Benefit level when a Network surgeon 

performs a covered Surgery.  The Plan Administrator has the sole discretion to 

determine whether or not charges are Reasonable and Appropriate and are subject to 

payment at Wrap Network Benefit levels.   

4. Unavailable Services: If a Covered Person uses a non-Network specialist because 

the necessary specialty is not represented in the Network or is not reasonably 

accessible to the Covered Person due to geographical restraints, Reasonable and 

Appropriate charge Incurred in connection with services provided by the non-

Network specialist may be covered at the Wrap Network Benefit level.  The Plan 

Administrator has the sole discretion to determine whether or not charges are 

Reasonable and Appropriate and are subject to payment at Wrap Network Benefit 

levels.   

5. Dependents Who Resides Outside of the Service Area:  Eligible Expenses for 

services by Dependents who reside outside of the service area will be paid at the 

Wrap Network Benefit level. However, if an out-of-area Dependent Incurs Eligible 

Expenses within the service area, Benefits will be reimbursed according to standard 
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Plan reimbursement levels.  The Plan Administrator has the sole discretion to 

determine whether or not charges are Reasonable and Appropriate and are subject to 

payment at Wrap Network Benefit levels.    

NOTE:  Some Network Hospitals may have arrangements through which the Benefit payable is 

more than the actual charges; that is, the per diem or diagnosis-related group (ñDRGò) charges.  

When this occurs, the Plan shall pay the Network Hospitalôs per diem or DRG rates, not to exceed 

Reasonable and Appropriate charges for such services as determined by the Plan Administrator, 

regardless of any contractual arrangements to the contrary.  

The Plan Administrator, in its sole discretion, may engage an independent medical billing reviewer 

and/or medical chart auditor to perform a comprehensive analysis of any Network or non-network 

claim (see Right to Review or Audit of Claims in SECTION   XVII  ï CLAIMS 

PROCEDURES).  In the event that a claim submitted by a Network or non-network Provider is 

subject to a medical bill review or medical chart audit and that some or all of the charges in 

connection with such claim are repriced because of billing errors and/or overcharges, it is the Planôs 

position that the Covered Person should not be responsible for payment of any charges denied as a 

result of the medical bill review or medical chart audit, and should not be balance-billed for the 

difference between the billed charges and the amount determined to be payable by the Plan 

Administrator.  Furthermore, with respect to services rendered by a Network Provider being paid in 

accordance with a discounted rate, it is the Planôs position that the Covered Person should not be 

responsible for the difference between the amount charged by the Network Provider and the amount 

determined to be payable by the Plan Administrator, and should not be balance-billed for such 

difference.  The Covered Person is responsible for payment of co-insurances, Deductibles, and Out-

of-Pocket Expenses.  If the Claimant disputes the amount determined to be payable by the Plan 

Administrator, the Claimant may appeal the denial of any charge pursuant to the provisions of this 

Plan Document and ERISA appeal procedures.    
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SECTION XI  ï OUT-OF-POCKET EXPENSES 

General Information 
Participants and Covered Persons must pay for a certain portion of the cost of Eligible Expenses 

under the Plan, including Deductibles, co-payments, and the co-insurance percentage that is not paid 

by the Plan.  These expenses are called Out-of-Pocket Expenses. 

 

Deductibles, co-payments, and co-insurance are set forth in SECTION XII  ï MEDICAL 

BENEFITS SUMMARY .  Separate Deductibles apply to charges for Network Providers and for 

non-network Providers.  Such Deductibles do not accrue or apply together toward satisfaction of 

either the Network or the non-network Deductible.   

 

The Plan limits the amount of Deductibles and Out-of-Pocket Expenses that must be paid per 

individual and family unit, as set forth in SECTION XII  - MEDICAL  BENEFITS SUMMARY .  

The limit for Deductibles and Out-of-Pocket Expenses may be higher for non-network Providers 

than for Network Providers.  In addition, there may be differences in the co-insurance percentage 

payable by the Plan depending upon whether a Network Provider or a non-network Provider is used.  

These payment levels are also set forth in SECTION XII  - MEDICAL BENEFITS  SUMMARY . 

 

NOTE:  Not all expenses accrue or apply toward Out-of-Pocket expense limits.  These types of 

ineligible expenses include: 
 

1. Co-payments; 

2. Deductibles; 

3. Expenses related to Mental Health and Substance Abuse Treatment services; 

4. Expenses related to non-network transplant procedures and related services and supplies; 

5. Penalties including, but not limited to, those for non-compliance with Pre-certification requirements; 

6. Expenses in excess of Reasonable and Appropriate charges; 

7. Expenses that are not covered under the Plan; 

8. Expenses processed under the Prescription Drug Card Program; and 

9. Expenses in excess of Plan limits (that is, Lifetime or Calendar Year Benefit maximums). 

Once the Participant and/or Covered Person has paid the Out-of-Pocket Expense limit for expenses 

Incurred during a Calendar Year, the Plan shall reimburse additional Eligible Expenses Incurred 

during such year at 100%.  The Plan shall not reimburse any expense that is not an Eligible Expense 

or that is in excess of Reasonable and Appropriate charges as determined by the Plan Administrator. 

Questions about whether an expense is an Eligible Expense or is eligible to accrue or apply toward 

the Out-of-Pocket Expense limit should be directed to the Third-Party Administratorôs Customer 

Service Department@409/832-2335 or toll-free @ 800/825-2117. 
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SECTION XII  ï MEDICAL BENEFITS  SUMMARY  

Effect on Benefits  
Simply because a service or supply is listed in this Plan Document as an Eligible Expense does not 

necessarily mean that it shall be an Eligible Expense for a specific Covered Person.   In order for an 

expense to be an Eligible Expense for a specific Covered Person, such expense must not be subject 

to such personôs pre-existing conditions limitation, if any; must be Medically Necessary for such 

person; and must comply with all other terms and conditions of the Plan.  

 

Explanation of Benefit Levels 
The Plan provides for three Benefit levels: 

 

1. Preferred Network: The highest Benefit level, which applies to care provided in the 

Preferred Network area.  Covered Persons who seek care from a Preferred Network 

Provider shall pay a co-pay for a primary care Physician and a co-pay plus co-

insurance for a specialist with respect to Covered Services.  A directory of Preferred 

Network Providers is available at www.greentreeadmin.com.  

 

2. Wrap Network:  The intermediate Benefit level, which applies to care provided in 

the Wrap Network area.  Covered Persons who seek care from a Wrap Network 

Provider shall pay a Deductible plus co-insurance with respect to Covered Services.  

A directory of Wrap Network Providers is available at www.greentreeadmin.com.   

 

3. Non-network:  The Benefit level which applies to care provided outside of the 

Network.  Covered Persons who seek care from a non-network Provider shall pay a 

Deductible of $600 per person plus co-insurance with respect to Covered Services.  

See Schedule of Medical Benefits below. 

 

Schedule of Medical Benefits 
This schedule is provided as a convenience only and is not intended to be all-inclusive.  Important 

information is contained in SECTION XIII  ï ELIGIBLE MEDICAL EXPENSES  AND 

LIMITATIONS , SECTION XIV ï MEDICAL EX CLUSIONS, and SECTION XV ï 

GENERAL EXCLUSIONS.   See also SECTION XXIV  ï DEFINITIONS  for helpful information 

with respect to some of the terms used in this Plan Document and SECTION IX ï COST 

CONTAINMENT/ MEDICAL  MANAGEMENT PROGRAM for other requirements and 

provisions that may affect Benefits.  

 

http://www.greentreeadmin.com/
http://www.greentreeadmin.com/


 

Ashdown Mill PCN Plan Trust Page 55 Medical Benefits Summary 

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

 

CALENDAR YEAR 

DEDUCTIBLES  
Network and non-network Deductibles and 

Out-of-Pocket Expenses accumulate 

separately 

 

PREFERRED 

NETWORK  

 

 

WRAP 

NETWORK  

 

NON-NETWORK  

 

Per individual $200 
$600 

per person 

Per family $400 
$600 

per person 

Eligible Expenses Incurred in and applied toward the Deductible in October, November and December 

will be applied toward the Deductible in the following Calendar Year. 

 

OUT-OF-POCKET 

EXPENSE LIMITS  
Only Includes Eligible Expenses 

Preferred out-of-pocket limit contributes 

towards the Wrap out-of-pocket limit.  

 

 

PREFERRED 

NETWORK  

 

 

WRAP 

NETWORK  

 

NON-NETWORK  

 

Per individual 
$1,000 (plus 

Deductible) 

$2,000 (plus 

Deductible) 
Unlimited 

Per family  
$2,500 (plus 

Deductible) 

$3,500 (plus 

Deductible) 
Unlimited 

 

LIFETIME MAXIMUM BENEFITS PER COVERED PERSON  

Lifetime Maximum  $2,000,000 

 

 

Cochlear implants 

 

$20,000 

 

Infertility counseling/testing 

 

$10,000 

Transplant procedures (organ/tissue replacement) and  related expenses 

Limited to the 

lesser of two 

transplants or 

$2,000,000 

 

Any separate Lifetime Maximums are included in, and are not in addition to, the Lifetime 

Maximum Benefit for all Benefits set forth above.  The total payments for all Benefits under the 

Plan shall not exceed that Maximum Benefit, whether or not the Covered Person is continuously 

covered under the Plan. 
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CALENDAR YEAR MAXIMUM BENEFITS PER C OVERED 

PERSON 

Accidental dental Injury services $2,000 

Ambulance (air) $4,000 

Ambulance (ground) $1,000 

Cardiac rehabilitation 60 visits 

Chiropractic services 45 visits 

DME and supplies, including prosthetics and orthotics $4,000 

Extended Care Facility/Skilled Nursing Facility Care 100 days 

Home Health Care Services 50 visits 

Inhalation therapy 45 visits 

Jobst stockings Three pairs 

Occupational therapy 45visits 

Physical Therapy  45 visits 

Preventive ï annual vision examination One  

Rehabilitation services (Inpatient) 30 days 

Speech therapy 45 visits 

 

 

 

 

 



 

Ashdown Mill PCN Plan Trust Page 57 Medical Benefits Summary 

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

BENEFIT PROVISIONS 
 

 

PREFERRED 

NETWORK  

 

 

WRAP 

NETWORK  

 

 

NON-

NETWORK  

 

Accidental Dental Injury Services 

Limited to $2,000 per Calendar Year for 

treatment of non-diseased teeth due to 

Accidental Injury 

 

80% after 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Allergy Services 

  

Primary care 

Physician (Office 

Visit): $30 co-

pay, then 100%; 

All other services: 

80% with no 

Deductible 

 
Specialist (Office 

Visit): $30 co-

pay, then 80%; 

All other services: 

80% with no 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Ambulance Services 

Ground: $1,000 Calendar Year Maximum 

Air:  $4,000 Calendar Year Maximum 

 

80% after $200 Deductible 

Cochlear Implants (Including the Device, 

Surgery, and One Speech Processor) 

Limited to $20,000 per Lifetime 

 

80% after 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Diabetes Management Services 

Diabetic supplies and equipment and  

diabetic self-management training 

 

80% after 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Diagnostic Laboratory and X-ray 

(Imaging)  
Services performed outside of the primary 

care Physicianôs office 

 

100% with no 

Deductible 

 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

DME and Supplies  
(Including Prosthetics and Orthotics) 

Limited to $4,000 per Calendar Year 

 

80% after 

Deductible 

 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 
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BENEFIT PROVISIONS 

 
PREFERRED 

NETWORK  

 

WRAP 

NETWORK  

 

NON-

NETWORK  

 

Emergency Care 

Accidental Injury and Emergency care 

NOTE:  If Emergency or Urgent Care 

Facility services are sought at an Out-of-

Network facility for treatment of an Illness or 

Injury which is not a Medical Emergency as 

defined by this Plan Document, 

reimbursement for charges billed by the 

facility and the Physician shall be reduced to 

50% of Medicare allowable, shall not be 

subject to a Deductible, and shall not apply 

to the Wrap Out-of-Pocket Expense 

Maximum. 

 

$100 co-pay (to facility)  

then 80% with no Deductible;  

co-pay waived if admitted  

 

$100 co-pay (to 

facility)  

then 80% with 

no Deductible;  

co-pay waived if 

admitted 

Benefits will 

apply to the 

Wrap Network 

out-of-pocket 

maximum. 

Extended Care Facility/Skilled Nursing 

Facility Care 

Limited to 100 days per Calendar Year 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Home Health Care Services 

Limited to 50 visits per Calendar Year 

80% after 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Hospice Care Services 

80% after 

Deductible 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Injectable Medications 

Requires Pre-certification for each injection 

over $500 

 

80% after 

Deductible 

 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Inpatient Hospital Services 

  

 

80% after 

Deductible 

 

80% after 

Deductible 

50% of 

Medicare 

allowable after 

Deductible 

Maternity and Family Planning Services 

 Prenatal and postnatal Outpatient care 

 

 Inpatient services (Semi-private 

Room) 

 

 
Infertility counseling/testing  

Limited to $10,000 Lifetime Maximum 

 

$30 co-pay, then 100% 

 

80% after 

Deductible 

 

 
50% after 

Deductible 

 

 

80% after 

Deductible 

 

 

 
50% after 

deductible 

 

 

50% of 

Medicare 

allowable after 

Deductible 
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BENEFIT PROVISIONS 

 

 

PREFERRED 

NETWORK  

 

 

WRAP 

NETWORK  

 

NON-

NETWORK  

Mental Health and Substance Abuse 

Treatment 
 

Inpatient 

Limited to 5 days per Calendar Year 

 
Partial Hospitalization  

Limited to 5 days per Calendar Year.  

Each day counts as one inpatient day.   

 
Outpatient  

Limited to 30 visits per Calendar Year 

 

 
$150 copay per day, 

then 80%  

 
 

80% after 

Deductible 

 
80 % after  

Deductible 

 

$150 co-pay per 

day, then 80%  

 
 

80% after 

Deductible 

 
80 % after  

Deductible 

50% of Medicare 

allowable after 

Deductible 

Outpatient Hospital Services 
80% after 

Deductible 

80% after 

Deductible 

50% of Medicare 

allowable after 

Deductible 

Physician Services 

Includes Hospital and Office Visits/Office 

Surgery, diagnostic tests and other Physician 

Services  

 

 

 

 

 

 

 

 

Primary care Physician 

Office Visit/Office 

Surgery: $30 co-pay, 

then 100% 

 

All other services in 

the office: 100% 

 
Specialist Office 

Visit/Office Surgery: 

$30 co-pay, then 80% 

 

All other services in 

the office: 80% 

 

 

 

 

 

 

 

80% after 

Deductible 

 

 

 

 

 

 

 

 

 

 

 

 

50% of Medicare 

allowable after 

Deductible 

 

 

 

 

Preventive Care 

 immunizations 

  well-baby/well-child care 

 physical examinations 

 annual routine gynecological 

examination and PAP smear 

  mammogram (which is limited to 

one baseline between age 35 and 39 

and annually for persons age 40 and 

older)  

 
Annual vision examination (limited to one 

per Calendar Year 

 

 

 

 

 

$10 co-pay, then 100% 

(co-pay waived for 

immunizations) 

 

 

 

 

 

80% after 

Deductible 

 

 

 

 
$10 co-pay, then 

100% 

 

 

50% of Medicare 

allowable after 

Deductible 

 

 

 



 

Ashdown Mill PCN Plan Trust Page 60 Medical Benefits Summary 

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

 

BENEFIT PROVISIONS 

 

 

PREFERRED 

NETWORK  

 

 

WRAP 

NETWORK  

 

NON-

NETWORK  

Rehabilitation Services 

Inpatient: Limited to 30 days per Calendar 

Year 

Outpatient: Limited to Calendar Year visits 

as described below: 

 cardiac rehabilitation (60 visits) 

 chiropractic services (45 visits) 

 inhalation therapy (45 visits) 

 occupational therapy (45 visits) 

 physical therapy (45 visits) 

 speech therapy  (45 visits) 

 

80% after 

Deductible 

 

80% after 

Deductible 

 

50% of Medicare 

allowable after 

Deductible 

Transplant Procedures (Organ/Tissue 

Replacement) and Related Expenses 

Lifetime Maximum limited to the lesser of 

two transplants per Lifetime or $2,000,000 

 
Procurement Maximum: $10,000 per 

transplant 

Nursing Care: $10,000 per transplant 

Transportation, lodging and meals: $10,000 

per transplant (daily limit for lodging and 

meals: $250) 

 

80% after 

Deductible 

 

80% after 

Deductible 

 

 

 

50% of Medicare 

allowable after 

Deductible 

 

 

 

Additional Eligible Medical Expenses 
80% after 

Deductible 

80% after 

Deductible 

50% of Medicare 

allowable after 

Deductible 

PRESCRIPTION DRUG CARD PROGRAM  

Generic Drug (Per 34-day supply) No deductible, $10 co-pay 

Brand Name Drug (Per 34-day supply) No deductible, $40 co-pay 

Generic Drug (Per 100-day supply) No deductible, $30 co-pay 

Brand Name Drug (Per 100-day supply) No deductible, $120 co-pay 

 

About This Summary 
This summary reflects the percentages of Eligible Expenses paid by the Plan after any required 

Deductible or co-pay has been deducted.  The percentages apply to Reasonable and Appropriate Charges 

only.   

 

NOTE:  This Section only provides a summary of benefits.  See SECTION XIII  ï ELIGIBLE 

MEDICAL EXPENSES  AND LIMITATION S, SECTION XIV  ï MEDICAL EXCLUSIONS, and 

SECTION XVI ï PRESCRIPTION BENEFIT SUMMARY  for more information.  
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SECTION XIII  ï ELIGIBLE MEDICAL EXPENSES AND 

LIMITATIONS  

General Information 
This section lists those medical services, supplies, and conditions that are covered by the Plan, and 

must be read in conjunction with SECTION XII  ï MEDICAL BENEFIT S SUMMARY  to 

understand how Plan Benefits are determined.  All medical care, services, and supplies must be 

received from or ordered by a Covered Provider and must be Medically Necessary for the care and 

treatment of an Accidental Injury, a covered Sickness, Pregnancy, or other covered health care 

condition. 

Except as otherwise noted below, Benefits are payable based on the Reasonable and Appropriate 

charge for the expense incurred by a Covered Person, and are subject to SECTION  XXIV  ï 

DEFINITIONS, SECTION  XIV ï MEDICAL EXCLUSIONS, SECTION   XV ï GENERAL 

EXCLUSIO NS, and all other terms and conditions of the Plan.   

Please refer to the Schedule of Medical Benefits in SECTION XII  ï MEDICAL BENEFITS 

SUMMARY to determine what percentage of each Eligible Expense is payable by the Plan.   

 
Eligible Expenses 
The following are covered by the Plan: 

 

1. Abortion:  Charges for therapeutic abortion when the life of the mother would be threatened if 

the fetus were carried to term, when complications arise, or when Pregnancy resulted from rape 

or incest.  

NOTE:  Eligible Expenses shall not include purely elective abortions, voluntary abortions, pregnancy 

terminations, and complications resulting from these non-covered procedures. 

2. Accidental Dental Injury Services: See Oral Surgical Procedures. 

3. AIDS Treatment: Charges for the treatment of AIDS is covered as any other Illness. 

4. Allergy Testing and Treatment: Charges for allergy testing and treatment, including serum 

preparations and allergy injections, given in a Physicianôs office and approved by the American 

Academy of Allergy and Immunology, or the Department of Health and Human Services or any 

of its agencies or offices.  

5. Allogeneic Bone Marrow Transplantation:  The only instances in which charges for services, 

supplies or drugs associated with allogeneic bone marrow transplantation and related procedures 

will be covered are in the treatment of diseases of the bone marrow (when the specified donor 

match is used) described below:  

 

a) The following diseases when the acceptable donor matches patient at all six HLA 

antigens and the patient and donor cells are nonreactive in mixed leukocyte culture: 

i. Aplastic anemia; 
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ii.  Wiskott-Aldrich syndrome; 

iii.  Infantile malignant osteopetrosis (Albers-Schonberg syndrome or marble bone 

disease); 

iv. Homozygous beta-thalassemia (thalassemia major); or 

v. Myelodysplastic Syndromes (including primary [e.g. secondary to drug or toxin 

exposure] forms using six of six antigen matched, mixed lymphocyte culture 

negative, family member donor). 

b) Acceptable donor matches the patient at three or more of six HLA antigens; patient and 

donor cells are nonreactive in mixed leukocyte culture, and the patient has severe 

combined immunodeficiency syndrome (e.g. adenosine deaminase deficiency and 

idiopathic deficiencies). 

 

c) For the following malignancies in which the acceptable donor is related or unrelated to 

the patient with matches at all six HLA loci and patient and donor cells are nonreactive in 

mixed leukocyte culture: 

i. Non-Hodgkinôs lymphoma, intermediate or high grade stage III or stage IV; 

ii.  Hodgkinôs disease, stage IIIA or IIIB, or stage IVA or IVB; 

iii.  Neuroblastoma, stage III or stage IV; or 

iv. Chronic myelogenous blast leukemia in blast crisis or chronic phase 

d) The following diseases for patients in absence of HLA identical donor, if acceptable 

donor is related (haploidentical) to the patient with one or more antigen mismatches and 

the patient and donor cells are nonreactive in mixed leukocyte culture: 

i. Acute lymphocytic or nonlymphocytic (acute myelocytic) leukemic patients who 

are in first or subsequent remission, but at high risk for relapse.  Factors 

associated with high risk for relapse are: 

1. Age greater than 15 years; 

2. Leukocyte count greater than 10 x 10
9 
per liter; 

3. Extramedullary disease (especially central nervous system disease); 

4. Leukemic blast with chromosomal translocations; and 

5. Failure to achieve a complete remission within six weeks of the start of 

induction therapy. 

ii.  Chronic mylogenous leukemia in chronic phase. 
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e) Multiple myeloma in patients under the age of 55 years when performed with an HLA-

matched donor. 

NOTE:  Except as otherwise specifically provided in this Plan Document, Eligible Expenses shall not 

include charges for allogeneic bone marrow transplantation and all related procedures, including high 

dose chemotherapy, designed to replace bone marrow or peripheral blood cells.  

6. Ambulance Service (Subject to limitations shown in Medical Benefits Summary): Charges for 

all Emergency Ambulance services are considered Medically Necessary when the patientôs 

condition is such that any other form of transportation would be medically contraindicated and 

would endanger the patientôs health.  Ambulance service by air is covered if ground Ambulance 

Transportation is impossible, or would put the patientôs life or health in serious jeopardy. If 

special circumstances exist, Benefits may be payable for Emergency air Ambulance 

Transportation to a Hospital that is not the closest facility to provide Emergency health services 

as determined by the Plan Administrator. Eligible Expenses include:  

a. Ground Emergency: Ambulance Transportation for Medically Necessary services, 

including local professional Ambulance service from a patientôs home to a hospital or 

from the scene of an Accidental Injury or Medical Emergency to the nearest facility 

capable of treating the Illness or Injury; 

b. Ground Non-Emergency: Ambulance Transportation, other than air, for Medically 

Necessary services, including Ambulance service between facilities for treatment not 

available in the original facility or when the patient is confined to  bed 

(Precertification is required in such case);  

c. Air Emergency: Ambulance Transportation services in exceptional circumstances 

for Medically Necessary services, including transport of the patient to the nearest 

facility capable of treating the Illness or Injury; and 

d. Emergency services provided by an advance life support unit, even if the unit does 

not provide transportation.  

NOTE:  Charges for the convenience of the patient and his or her family are not covered, nor are charges 

for routine transports such as scheduled or non-scheduled transports to or from Physician offices or 

Outpatient facilities for dialysis, chemotherapy, Physical Therapy, or other services; charges for 

transports by private vehicles such as taxis or vans; or charges for transports in situations in which some 

means of transportation other than an Ambulance could be utilized. 

7. Ambulatory Surgical Center: Charges for services and supplies provided by an Ambulatory 

Surgical Center in connection with a covered Outpatient Surgery. 

8. Anesthesia: Charges for anesthetics and services of a Physician or CRNA for the administration 

of anesthesia and stand-by anesthesia costs when required due to the circumstances of the 

Surgery.  

9. Attention Deficit Disorders: Charges for periodic Physician check-ups for evaluation and for 

medication management of attention deficit disorder (ñADDò) or attention deficit hyperactive 

disorder (ñADHDò).   
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NOTE:  Testing to determine the existence of ADD or ADHD is not covered.  

10. Autism:  Charges for periodic Physician check-ups, laboratory tests, and other services for 

evaluation and medication management of autism.  

11. Birthing Center:   Charges for services and supplies provided by a Birthing Center in connection 

with a covered Pregnancy. 

12. Blood/Blood Derivatives: Charges for blood and blood plasma (if not replaced by or for the 

patient), including blood processing and administration services.  The Plan shall also cover 

processing, storage, and administration services for autologous blood (a patientôs own blood) 

when a Covered Person is scheduled for a Surgery that can be reasonably expected to require 

blood. 

13. Cancer Clinical Trials:  Charges for cancer clinical trials when there is no superior, non-

investigational treatment as determined by the Plan Administrator. 

14. Cardiac Rehabilitation (Subject to limitations shown in Medical Benefits Summary):  Charges 

for a medically supervised cardiac rehabilitation program Medically Necessary for selected 

members when it is individually prescribed by a Physician within a 12 month window after a 

heart attack, heart surgery, or other Medically Necessary condition as prescribed by a Physician 

and approved by the Plan Administrator.  The patient must complete the program in order for 

Benefits to be payable, unless failure to complete is due to unavoidable circumstances of which 

the Plan Administrator has been made aware.  

15. Chelation Therapy: Coverage limited to services and supplies for treatment of acute metal 

poisoning only.  

16. Chemotherapy: Charges for professional services and supplies related to the administration of 

chemical agents in the treatment or control of a Sickness. 

In each of the nine limited cases outlined below, the following conditions must be satisfied in 

order for high dose chemotherapy to be a covered benefit: 

 

a. The patientôs disease characteristics and treatment history suggest that the probability 
of achieving a durable, complete remission are greater with high dose chemotherapy 

compared to standard treatment or conventional dose chemotherapy; and 

b. The patient does not have a concurrent condition which would seriously jeopardize 

the achievement of a durable, complete remission with high dose chemotherapy. 

 

Other than for allogeneic bone marrow transplantation, the only instances in which drugs, 

services or supplies associated with high dose chemotherapy and related procedures will be 

covered are in the following limited circumstances: 

 

a. Diagnosis of Non-Hodgkinôs lymphoma, when classified as intermediate or high 

grade stage III, or stage IV; 

 

b. Diagnosis of Hodgkinôs disease, when classified as stage IIIA, IIIB, IVA, or IVB; 

 

c. Diagnosis of neuroblastoma, when classified as stage III or stage IV; 
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d. Diagnosis of acute lymphocytic or nonlymphocytic leukemia following an initial or 

any subsequent relapse; 

 

e. Diagnosis of testicular, mediastinal, retroperitoneal or ovarian germ cell tumors that 

are refractory to standard dose chemotherapy with a US Food and Drug 

Administration platinum compound.  Refractory cases include patients with: 
 

i. Advanced disease who fail to achieve a complete response to second-line 

therapy, and 

ii.  Moderate or minimal extent disease who fail to achieve a complete response 

to third-line therapy.  Disease extent (e.g., minimal, moderate, advanced) 

refers to germ cell tumor stage according to the Indiana/Einhorn 

Classification; 

 

f. Diagnosis of breast cancer under the following: 

 

i. Ten or more positive nodes in the adjuvant setting; or  

 

ii.  Inflammatory breast cancer at the time of the diagnosis of the cancer; or 

 

iii.  Stage II or III metastatic breast cancer that has relapsed after first line therapy; 

or 
 

iv. Stage II or III metastatic breast cancer than is known to be chemotherapy 

sensitive (partial or complete response to prior chemotherapy) and are at high 

risk of relapse. 
 

Such patients must have adequate marrow function with no evidence of marrow 

involvement of disease. 

 

g. Diagnosis of multiple myeloma in patients who meet the medical criteria established 

by the Plan. 
 

h. For children up to 18 years of age with pineoblastoma who have shown response to 

standard Chemotherapy and whose disease is localized in the brain; 

 

i. For children or young adults up to 32 years of age with metastatic Ewingôs sarcoma. 

 

NOTE:  Except as otherwise specifically provided in this Plan Document, Eligible Expenses shall not 

include charges for high dose chemotherapy and all related procedures including, but not limited to, 

autologous bone marrow transplantation, allogeneic bone marrow transplantation, stem cell rescue or 

similar treatments or procedures designed to replace or rejuvenate bone marrow or peripheral blood 

cells.  

17. Chiropractic Care/Spinal Manipulation (Subject to limitations shown in Medical Benefits 

Summary): Charges for diagnostic x-rays and musculoskeletal manipulation and modalities (for 

example, hot and cold packs) provided by a chiropractor to correct vertebral disorders such as 

incomplete dislocation, off-centering, misalignment, misplacement, fixation, abnormal spacing, 
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sprain, or strain.  

NOTE:  If treatment ceases to be therapeutic and is administered to maintain a level of functioning or to 

prevent a medical problem from occurring or recurring, Benefits may be denied.  

18. Circumcision  

19. Cochlear Implants: Charges for cochlear implant limited to one cochlear implant device, the 

Surgical procedure and one speech processor.  

NOTE:  Eligible Expenses shall not include charges for reimplantation of the same device.  

20. Colonoscopy: Charges for diagnostic colonoscopies.  

21. Congenital Heart Disease (ñCHDò):  Charges for CHD services ordered by a Physician. 

Eligible Expenses include those for: 

a. Outpatient diagnostic testing; 

b. Evaluation; 

c. Surgical Interventions; 

d. Interventional cardiac catheterizations (insertion of a tubular device into the heart); 

e. Fetal echocardiograms (examination, measurement and diagnosis of the heart using 

ultrasound technology); and  

f. Approved fetal intervention.  

NOTE:  CHD services other than those listed above are excluded from coverage, unless determined by 

the Plan Administrator to be proven procedures for the diagnoses.  

22. Diabetes Management Services (Diabetic self-management training is limited to one program 

per Lifetime, except when ordered by the Primary Care Physician. Diabetes equipment and 

supplies not subject to the DME and Medical Supplies Calendar Year Maximum): Charges for 

diabetes management services including:  

a. Training provided after the initial diagnosis of diabetes in the care and management 

of the condition, such as nutritional counseling and training in the proper use of 

diabetes equipment and supplies; 

b. Additional training authorized on the diagnosis of a health care Provider of a 

significant change in the Covered Personôs symptoms or condition that require 

change in the self-management regime;  

c. Periodic or episodic continuing training when prescribed by an appropriate health 

care Provider as warranted by the development of new techniques and treatment for 

diabetes.  

d. The following equipment and supplies for the management and treatment of insulin-

using diabetes, non-insulin using diabetes, and gestational diabetes:  
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1. Diabetic supplies including, but not limited to, insulin, needles, 

syringes, lancets, and dextrostix;  

2. Blood glucose monitors and blood glucose testing strips;  

3. Blood glucose monitors designed to assist the visually impaired;  

4. Insulin pumps and all related necessary supplies;  

5. Insulin infusion devices; and 

6. Podiatric (foot) devices to prevent or treat diabetes-related 

complications. 

NOTE:  Charges for services for Diabetes Self-Management Training must be provided by a licensed 

provider duly certified to provide diabetes self-management instruction that is in compliance with the 

National Standards for Diabetes Self-Management Education developed by the American Diabetes 

Association.   

 

23. Diagnostic Laboratory and X-ray, Outpatient: Charges for laboratory, x-ray, and other non-

surgical services performed to diagnose medical disorders, including scanning and imaging work 

(for example, CT scans and MRIs), electrocardiograms, basal metabolism tests, and similar 

diagnostic tests when the study is directed toward the diagnosis of an Illness or Injury and is 

generally used by Physicians throughout the United States.  

24. Dialysis Services: Charges for dialysis services and supplies, including the training of a person 

to assist the patient with home dialysis, when provided by a Hospital, freestanding dialysis 

center, or other appropriate Covered Provider.  

25. Durable Medical Equipment/DME (Subject to limitations shown in Medical Benefits 

Summary): Charges for rental of DME or surgical equipment (but not at a rate in excess of the 

fair market purchase price), or purchase of such equipment, including oxygen, where only 

purchase is permitted or where purchase is more cost-effective due to a long-term need for the 

equipment but only if agreed to in advance by the Plan Administrator.  Such equipment must be 

prescribed by a Physician and be Medically Necessary for therapeutic use in treatment of an 

active Sickness or Accidental Injury Charges for repair, maintenance, and replacement of DME 

are Eligible Expenses; however, replacement is covered only when needed due to a change in the 

Covered Personôs physical condition or when it is likely to cost less to purchase a replacement 

than to repair the existing appliance or to rent like equipment, except when additional features 

are required for effective medical treatment or to allow the Covered Person to operate the 

equipment without assistance. 

NOTE:  Eligible Expenses shall not include charges for disposable items; purchase or rental of medical 

equipment and supplies that are not covered by Medicare; duplicate equipment; excess charges for 

deluxe or luxury equipment or devices (for example, wheelchair sidecars and motorized equipment 

when manually-operated equipment can be used; air conditioners: air purifiers; waterbeds; motorized 

transportation equipment except as approved by the Plan Administrator; automobile/van conversion or 

addition of patient lifts, hand controls, or wheelchair ramps; home modifications such as overhead 

patient lifts and wheelchair ramps; exercise equipment or similar items.)   
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26. Emergency Care Services: Charges for treatment for Accidental Injury and Emergency care. 

The Emergency services Benefits pays for Outpatient treatment at a Hospital or Urgent Care 

Facility when required to stabilize a patient or initiate treatment. 

NOTE:   In most cases, non-Emergency care is not covered when received in a Hospital emergency 

room. 

27. Enteral Nutrition:  Charges for feedings, as well as the supplies, when accompanied by a 

Physicianôs statement attesting to the Medical Necessity and the fact that such feedings are the 

patientôs primary means of nutrition.  

28. Extended Care Facility (Subject to limitations shown in Medical Benefits Summary): Charges 

for Inpatient care in an Extended Care Facility within 14 days following an Inpatient Hospital 

confinement of at least one (1) day when care cannot be safely provided on an Outpatient basis. 

The attending Physician must certify that the confinement is needed for non-custodial continuing 

care of a condition that necessitated a Hospital confinement and must complete a treatment plan 

that includes a diagnosis, the proposed course of treatment, and the projected date of discharge 

from the facility.  

29. Foot Care: Charges for cutting or removal of corns and calluses; nail trimming or cutting; and 

debriding (removal of dead skin or underlying tissue) when Medically Necessary in the 

prevention of complications or treatment of metabolic, peripheral vascular, or severe systemic 

disease.  

NOTE: Eligible Expenses shall not include routine foot care such as hygienic and preventive 

maintenance including cleaning and soaking feet, applying skin creams in order to maintain skin tone 

and other service not performed not to treat a localized Illness, Injury or symptom involving the foot; 

removal of corns, warts or calluses, and toenail trimming; and/or treatment of flat feet or fallen arches 

other than as specifically stated above.  

30. Genetic Testing/Counseling: Charges are limited to those approved by the Plan including, but 

not limited to, testing for Downôs syndrome, phenylketonuria (PKU)/galactosemia, medullary 

thyroid carcinoma, hypothyroidism sickle-cell anemia and provisions set forth under Pregnancy 

Care.  

31. Hearing Evaluations: Charges for hearing evaluations to determine the location of disease 

within the auditory system or for validation or organicity tests to confirm organic hearing 

problems.  

NOTE:  See Hearing Aids, Talking Aids and Examinations under SECTION XIV ï MEDICAL 

EXCLUSIONS. 

32. Home Health Care (Subject to limitations shown in Medical Benefits Summary): Services and 

supplies that are furnished to a Covered Person in accordance with a written home health care 

plan established by the Covered Personôs attending Physician.  Periodic assessment visits by 

either such Physician or a Registered Nurse must occur during the period of home health care.  

Also, such Physician must certify that the patientôs condition would require Inpatient 

confinement in a Hospital or Extended Care/Skilled Nursing Facility in the absence of home 
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health care.  Home health care services and/or supplies must be provided through a Home Health 

Care Agency or by other Covered Providers as specified in the written home health care plan.  

Covered home health care services and supplies typically include part-time or intermittent 

services of a Registered Nurse or an LVN; services of physical, occupational, and speech 

therapists; and part-time or intermittent services of home health aides under the supervision of an 

RN or a physical, occupational, or speech therapist. A home health care visit will be considered a 

periodic visit by either a Nurse or therapist, as the case may be, or four hours of home health aide 

services.  

NOTE:  Eligible Expenses shall not include charges for home-delivered meals, routine household chores 

or similar services that are not necessary to prevent or postpone hospitalization and that would 

materially and unnecessarily increase the amount of time required for a home care visit, or care that is 

provided by a person who ordinarily resides with the Covered Person or is a family member.  

33. Hospice Care: Charges for care of a Covered Person with a terminal prognosis (that is, a life 

expectancy of six months or less) who has been admitted to a formal program of Hospice care.  

Eligible Expenses include Hospice program charges for Inpatient Hospice facility services and 

supplies and professional and other services and supplies including, but not limited to:  

a. Nursing care by an RN, an LVN, or a public health nurse who is under the direct 

supervision of an RN;  

b. Physical therapy rendered by a PT or RPT;  

c. Speech therapy rendered by a licensed speech pathologist;  

d. Medical supplies, including drugs and biologicals and the use of medical appliances;  

e. Physician services;  

f. Services, supplies, and treatments deemed Medically Necessary and ordered by a 

Physician; 

NOTE:  Eligible Expenses shall not include food services or meals, other than dietary counseling; 

services or supplies for personal comfort or convenience, including homemaker services, except in crisis 

periods or in association with respite care; or estate planning, drafting of wills, or other legal services.  

Funeral arrangements are not covered by the Plan.  

34. Hospital Services: Charges for Hospital services and supplies provided on an Outpatient basis 

and Inpatient care, including Room and Board and ancillary services and supplies.  Daily Room 

and Board is limited to the Reasonable and Appropriate charge for a semi-private room or, if 

Medically Necessary, the Reasonable and Appropriate charge for confinement in an Intensive 

Care Unit (ñICUò), Coronary Care Unit (ñCCUò), Burn Unit, or Intermediate Care Unit. 

35. Infertility (Subject to limitations shown in Medical Benefits Summary) Charges for care, 

supplies and services for the diagnosis of infertility, limited to semen analysis, endometrial 

biopsy, hysteron-salpingography and diagnostic laparoscopy.  

NOTE:  Eligible Expenses shall not include charges for treatment of infertility.  
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36. Inhalation Therapy (Subject to limitations shown in Medical Benefits Summary): Charges to 

administer drugs or provide oxygen.  

37. Intravenous (IV), Injections and Solutions 

38. Medical Supplies (Subject to Durable Medical Equipment and Medical Supplies Calendar Year 

maximum of $4,000 and Limited to three pairs of Jobst stockings per Calendar Year, with a 

Physicianôs prescription being  required in each Calendar Year): Charges for medical supplies 

including, but not limited to, surgical dressings, splints, casts, other devices used in the reduction 

of fractures and dislocations, sutures, catheters, Jobst stockings, colostomy and ostomy bags and 

related supplies, and syringes and needles for administration of covered drugs.  

NOTE: Eligible Expenses shall not include charges for medical supplies regardless of where prescribed 

or purchased that are covered by the Prescription Drug Card program.  

39. Medicines: Charges for medicines that are dispensed and administered to a Covered Person 

during an Inpatient confinement or during a Physicianôs Office Visit.  

40. Mental Health and Substance Abuse Treatment (Subject to limitations shown in Medical 

Benefits Summary): Charges for care, supplies and the appropriate treatment of Mental Illness 

and Substance Abuse Conditions at a Hospital for treatment on an Inpatient or Outpatient basis, 

through a Partial Hospitalization treatment program, or for services rendered by a Physician or a 

licensed therapist.  When direct supervision of a licensed therapist by a Physician or psychologist 

is not required by the state, such therapist shall be deemed a Covered Provider.  Eligible 

Expenses include those for Domiciliary Care provided in a residential treatment center for a 

Child or adolescent when necessary because the Covered Personôs own home arrangements are 

not appropriate.  However, Inpatient admission for convalescent or custodial care is not covered.  

In those instances where the type of care rendered during a continuous period of confinement 

develops into convalescent or Custodial Care, that portion of the confinement is not covered.  If a 

Covered Person remains in a Hospital or treatment center after being advised by appropriate 

authorities at said facility that further Inpatient care is unnecessary, the remainder of that 

admission shall not be covered. 

NOTE:  Physicianôs visits are limited to one treatment per day. Additional information regarding Mental 

Health and Substance Abuse Treatment benefits available through the Employee Assistance Program 

may be obtained from the Employer. Eligible Expenses do not include charges for treatment of tobacco 

dependence or dependence on ordinary drinks containing caffeine.  

 

41. Midwife:  Services of a midwife who is licensed or certified in accordance with the requirements 

of the state or jurisdiction of practice, practicing within the scope of the license or certification 

when provided in conjunction with a covered Pregnancy.   

42. Nursing Services, Private Duty: Charges for the services of a RN, LPN or LVN for private 

duty nursing services rendered in an outpatient setting which is not custodial in nature, when 

Medically Necessary and approved by the Plan Administrator. Services must be prescribed in 

writing by the attending Physician or surgeon specifically as to duration and type. 

43. Nutritional Counseling Services: Charges in conjunction with a nutritional assessment program 

provided in and by a Hospital that is approved by the Plan Administrator.  
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NOTE:  Eligible Expenses shall not include dietary and nutritional counseling services except as 

specifically stated otherwise.  

44. Nutritional Supplements: Charges for formulas necessary for the treatment of phenylketonuria 

(an inherited condition that may cause severe mental retardation) and other heritable diseases as 

approved by the Plan Administrator. 

NOTE:  Eligible Expenses shall not include regular formulas, special formulas, and food additives 

except as specifically stated otherwise.  

45. Oral Surgical Procedures: Charges for Injury to or care of the mouth, teeth, gums and alveolar 

processes limited to the following oral surgical only:  

a. Removal of tumors and cysts of the jaws, cheeks, lips, tongue, and roof and floor of 

the mouth, when such conditions require pathological examination;  

b. Accidental Dental Injury (Limited to $2000 per Calendar Year): Emergency repair 

due to Injury of sound natural teeth and Surgery to the jaws, cheeks, lips, tongue, roof 

and floor of the mouth that are damaged due to an Accidental Injury.  Treatment must 

be sought within 72 hours of Injury for services to be covered;  

c. Excision of benign bony growths of the jaw and hard palate;  

d. Incision and drainage of cellulitis (inflammation of soft tissue);  

e. Incision of accessory sinuses, salivary glands, or ducts;  

NOTE: Eligible Expenses shall not include charges for services or supplies for dental care and oral 

surgical procedures involving orthodontic care of the teeth, periodontal disease, preparing the mouth for 

the fitting of or continued use of dentures. See also Dental Care in SECTION IV ï MEDICAL 

EXCLUSIONS.  

46. Organ/Tissue Transplants: See Transplant Procedures at the end of this section.  

47. Physical Therapy/Occupational Therapy (Subject to limitations shown in Medical Benefits 

Summary): Charges for the services by a PT, RPT and/or an occupational therapist when:  

a. Ordered by a Physician; 

i. Physical therapy is ordered for conditions which are subject to significant 

improvement through short-term therapy to restore or improve a body 

function lost or impaired due to an Accidental Injury or Sickness; and/or 

ii.  Occupational Therapy is ordered as a result of Injury or Sickness such as head 

trauma, stroke, Surgery, and/or Congenital Defects; and 

b. Services are rendered by a licensed therapist in accordance with a Physicianôs orders 

as to type of therapy, frequency, and duration.  

NOTE:  Eligible Expenses shall not include recreational programs, maintenance therapy or supplies used 

in occupational therapy. 
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48. Physician Services: Charges for medical and Surgical treatment by a Physician, including 

office, home, or Hospital visits; clinic care; and consultations.  See Second and/or Third 

Surgical Opinions in SECTION IX ï COST CONTAINMENT/MEDICAL 

MANAGEMENT PROG RAM for requirements applicable to Surgery opinion 

consultations. Eligible Expenses for multiple surgical procedures shall be subject to the 

following provisions: 

a. If bilateral or multiple surgical procedures are performed by one (1) surgeon, benefits 

shall be determined based on the Reasonable and Appropriate charge allowed for the 

primary procedure and  50% of the Reasonable and Appropriate charge allowed for 

each additional procedure performed through the same incision; 

 

b. If multiple unrelated surgical procedures are performed by two (2) or more surgeons 

on separate operative fields, Benefits shall be based on the Reasonable and 

Appropriate charge for each surgeonôs primary procedure. If two (2) or more 

surgeons perform a procedure that is normally performed by one (1) surgeon, 

Benefits for all surgeons shall not exceed the Reasonable and Appropriate percentage 

allowed for that procedure; and 

 

c. Eligible Expenses for an assistant surgeon (that is, a Physician or other healthcare 

professional that actively assists the Physician) performing a Surgical procedure when 

Medically Necessary.  Eligible Expenses for an assistant surgeon shall be determined 

at 20% of the Eligible Expense allowance for the primary surgeon.   

 
49. Pregnancy Care: Charges for Pregnancy-related services rendered to a Participant or covered 

Dependent spouse are covered the same as any other Sickness.  Pregnancy-related expenses 

include the following, but may include other services that are deemed to be Medically Necessary 

by the patientôs attending Physician:  

a. Prenatal visits and routine prenatal and postnatal care;  

b. Coverage of routine obstetrical ultrasounds is limited to one per 

pregnancy. 

c. Expenses associated with a normal or cesarean delivery, as well as 

expenses associated with any Complications of Pregnancy;  

d. Amniocentesis testing, genetic testing, counseling, and treatment when 

recommended by a Physician for a Covered Person who is 35 years of age 

or older at the time of the testing, counseling, or treatment; or for a 

Physician-documented high-risk Pregnancy or Physician-documented 

family history of genetic disorder.  Any procedure intended solely for sex 

determination is not covered; 

e. Necessary fetal surgery; and 

f. Newborn well-baby care includes routine nursery/pediatric care and is 

limited to the first five days after birth while the newborn child is Hospital 

confined as a result of the childôs birth; this provision shall not apply, 
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however, if the newborn is Ill or Injured and is a Covered Person, in which 

case the charges shall be covered as the newbornôs own claim. See 

Newborn Children-Enrollment Requirements and Effective Dates in 

SECTION III - ELIGIBILITY AND EFFECTIVE DATES.    

In accordance with the Newbornsô and Mothersô Health Protection Act, the Plan shall not restrict 

benefits for a Pregnancy Hospital stay for a mother and her newborn to less than 48 hours 

following a normal vaginal delivery or 96 hours following a cesarean section.  However, the Plan 

shall not cover periods in excess of these minimums unless other circumstances require a longer 

stay.  Also, the Medical Management Program requirements for Inpatient Hospital admissions 

shall not apply for this minimum length of stay, and early discharge shall only be only permitted 

if the decision is made between the attending Physician and the mother.  

NOTE: Eligible Expenses shall not include charges for Pregnancy care outside of the service area after 

the 36
th
 week of pregnancy, Lamaze and other charges for education related to prenatal care and birthing 

procedures, breast pumps or infant formulas, adoption expenses, expenses of a surrogate mother, and/or 

Pregnancy-related expenses of a Dependent daughter or her newborn.  

50. Preventive Care Services: Charges for routine services by a Primary Care Physician that are 

provided in the absence of Illness or Injury limited to the following:   

a. Annual routine gynecological exam and Pap smear;  

b. Annual vision examination (limited to one per Calendar Year);  

c. Immunizations (co-pay waived); 

d. Mammograms (limited to one Baseline mammogram for women between the ages of 

35 and 39, and one each Calendar Year for persons age 40 and older);  

e. Physical examinations; and 

f. Well-baby or well-child check-ups. 

51. Prosthetics and Orthotic Devices (Subject to Durable Medical Equipment and Medical 

Supplies calendar year maximum of $4,000): Charges for the purchase, fitting, adjustment, repair 

or maintenance of prosthetic device, such as an artificial leg, arm ,eye, larynx or other prosthetic 

and accessory, that aids in bodily functioning or replace a natural limb, eye, or other body part 

after Accidental Injury, Surgery or congenitally-missing limb; and charges for an  orthotic device 

used for correction or prevention of skeletal deformities. Eligible Expenses are subject to the 

following provisions: 

a. Only charges for conventional, body-powered, cable-operated prosthetics shall be 

eligible for loss of a limb or a congenitally missing limb. Charges for a myoelectric or 

Utah arm may be considered only for shoulder disarticulation when a cable-operated 

prosthetic is totally non-functional;   

b. To comply with WHCRA, coverage includes charges for post-mastectomy breast 

prostheses; 
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c. Coverage shall be provided for  orthopedic appliances used to support, align or hold 

bodily parts in a correct position, including rigid back, leg or neck braces; back 

corsets; and Physician-prescribed, directed or applied device that are custom-designed 

for the purpose of assisting joint function; 

d. Coverage shall be provided for podiatric appliances used in connection with 

complications associated with diabetes and for orthotic devices for children following 

reconstructive surgery for a congenital anomaly;  

e. In order to be  an Eligible Expense, an appliance must be a prosthetic or orthotic 

device as defined by the Medicare DME Manual; and  

f. Coverage shall be provided for repair of an appliance due to normal wear or tear. 

Replacement of an appliance may be covered when there has been a change in the 

Covered Personôs physical condition, when normal growth has necessitated 

replacement, when it is likely to cost less to replace the appliance than to repair it, or 

when the existing appliance cannot be repaired.  

NOTE:  Eligible Expenses shall not include charges for general orthotic devices, dental appliances, 

splints, or bandages provided by a Physician in a non-Hospital setting or purchased ñover-the-counterò 

for the support of strains and sprains; orthopedic shoes that are a separable part of a covered brace; 

elastic stockings; garter belts; specially ordered custom-made or built-up shoes; cast shoes; shoe inserts 

designed to support the arch or effect changes in the foot alignment; replacement of a prosthetic due to 

technological advancement only; and maintenance and repairs resulting from misuse or abuse.  

52. Radiation Therapy: Charges for radium and radioactive isotope therapy.  

53. Reconstructive Surgery: Charges are limited to the following procedures: 

a. Treatment provided for the correction of defects Incurred in an Accidental Injury 

sustained by the Plan participant while covered under this Plan, or follow-up care for 

Accidental Injury which could not have been provided at an earlier date; 

b. Surgery performed on a child age 12 years and under for correction of a cleft palate or 

hair lip, removal of a port-wine stain on the face or correction of a congenital 

abnormality 

c. Treatment provided when it is incidental to a disease process or for reconstructive 

Surgery following neoplastic (cancer) Surgery while the Plan Participant was covered 

under the Plan: 

d. Services required by the WHCRA (that is, reconstruction of the breast on which a 

mastectomy has been performed, Surgery and reconstruction of the other breast to 

produce symmetrical appearance, and treatment for physical complications of all 

stages of a mastectomy, including lymphedemas). Coverage shall be provided for 

such care as determined by the attending Physician in consultation with the patient; 

and  

e. Reduction mammoplasty, but only if Medically Necessary as determined by the Plan 

Administrator. 
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NOTE: Eligible Expenses shall not include charges for services or procedures related to or 

complications resulting from reconstructive Surgery unless specified elsewhere.  The fact that a person 

may suffer psychologically as a result of the impairment does not classify Surgery or any other 

procedure performed to address the impairment as a reconstructive procedure. 

62. Rehabilitation Services (Subject to limitations shown in Medical Benefits Summary): Charges 

for a formal program of treatment designed to achieve objectives of improved health, welfare, 

and the realization of a patientôs maximum physical, social, psychological, and vocational 

potential for useful and productive activity which is:  

a. Provided to an individual who has severe disabling impairments of recent onset or 

recent progression or to a person who requires an identifiable intensity of services;  

b. Provided by a Rehabilitation Facility or center on an Inpatient or an Outpatient basis 

or in a Hospital or facility that is licensed and qualified to render rehabilitation 

services;  

c. Prescribed by a Physician as Medically Necessary and  periodically reviewed by such 

Physician; and 

d. Prescribed in place of an acute-care Hospital confinement or as an extension of a 

Hospital stay.  

NOTE: Services must be of such a level of complexity or the condition of the patient must be such that 

services can be safely performed only through a formal treatment program.  Eligible rehabilitation 

expenses do not include expenses Incurred for Mental Health and Substance Abuse Treatment.  

63. Second and/or Third Surgical Opinion: See SECTION IX ï COST 

CONTAINMENT/MEDIC AL MANAGEMENT PROGRAM.  

64. Sleep Disorders: Limited to charges for sleep apnea treatment and sleep studies.    

65. Speech Therapy (Subject to limitations shown in Medical Benefits Summary): Charges for 

speech therapy by a  licensed speech therapist to restore or rehabilitate formerly normal speech 

that is lost or impaired due to the following: 

a. Surgery for correction of a congenital condition of the oral cavity, throat or nasal 

complex (other than a frenectomy) of a Covered person; 

b. Injury; or 

c. Sickness that is other than a learning or Mental Illness. 

NOTE:  Except as specifically stated above, coverage does not include speech therapy related to 

treatment of a functional nervous disorder (for example, stuttering or stammering), developmental delay 

(by any name called), custodial or educational therapy, or therapy that is intended to maintain speech 

communication.  

66. Sterilization Procedures: Charges for surgical procedures for the purpose of sterilization (that 

is, a vasectomy for a male or a tubal ligation for a female).  
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NOTE: Reconstruction (reversal) of a prior elective sterilization procedure is not covered.  

67. Surgery: Surgery-related expenses based on relevant CPT codes.  

68. Urgent Care Facility: Charges for services rendered at an Urgent Care Facility. When Urgent 

Care services are provided in a Physicianôs office, coverage of Eligible Expenses is as described 

under Physician Services above.  

69. Vision Care:  Charges for the initial purchase of eyeglasses or contact lenses following cataract 

Surgery.  

 

NOTE: Except as otherwise specifically provided in this Plan Document, Eligible Expenses shall not 

include refractive keratoplasty, epikeratophakia procedures, Low Vision Enhancement System (LVES), 

eye glasses and contacts. 

 

Transplant Procedures (Organ/Tissue Replacement) and Related 

Expenses  
Charges otherwise covered under the Plan that are Incurred for the care and treatment due to an organ/ 

tissue transplant and transplant-related expenses shall be subject to and shall be covered pursuant to the 

terms and conditions set forth below. 

Pre-certification Requirements  

The Plan Administrator requires that any Covered Person who is a candidate for any transplant 

procedure contact GreenTree Administratorsô Medical Management Department before making 

arrangements for the procedure. Pre-certification is required for all transplant procedures and treatment 

must be consistent with the Planôs established reimbursement guidelines. The Covered Person also must 

obtain a second surgical opinion from a Physician in the specialty appropriate to the proposed transplant, 

which confirms the Medical Necessity for the procedure. However, Pre-certification and a confirming 

second surgical opinion are not a guarantee of coverage or Benefits under the Plan.   

 

Transplant coverage is offered under the Plan through a private, preferred Network of specialized 

professionals and facilities.  Coverage is also provided for transplant services obtained outside of such 

Network, at a reduced Benefit level.  

 

As soon as reasonably possible, but in no event more than ten (10) days after a Covered Personôs 

attending Physician has indicated that the Covered Person is a potential candidate for a transplant, the 

Covered Person or his or her Physician should contact the Plan Administrator for referral to the 

networkôs medical review specialist for evaluation and Pre-certification.  A comprehensive treatment 

plan must be developed for the Planôs medical review specialist, and must include the following 

information: 

 

 1. The patientôs diagnosis;  

 

2. The nature of the transplant;  

 

3. The name and address of the Hospital in which the proposed transplant is to take place;  
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4. Any anticipated secondary medical complications;  

 

5. A five-year prognosis;  

 

6. Two opinions from qualified Physicians confirming the need for the procedure(s);  

 

7. A description of the proposed procedure(s); and  

 

8. The estimated cost of the proposed treatment.  

 

A Second or Third Opinion may be waived by the Planôs medical review specialist. Additional attending 

Physicianôs statements may also be required.  The Covered Person may provide a comprehensive 

treatment plan independent of the Network, but such plan shall be subject to medical appropriateness 

review and may result in non-network Benefit coverage.  

All potential transplant cases shall be assessed for their appropriateness for Large Case Management.  

NOTE:  Failure to Pre-certify a transplant procedure will  result in the loss of this Benefit.   

Benefit Limits 

Eligible Expenses are limited to a Lifetime Maximum Benefit equaling the lesser of the cost of two 

transplants or $2,000,000.  There is a Maximum Benefit for procurement of $10,000 per transplant and a 

Maximum Benefit for nursing care of $10,000 per transplant.  The Maximum Benefit for transportation, 

meals, and lodging is $10,000 per transplant, with a daily limit of $250 for meals and lodging; however, 

meals and lodging shall only be covered if the Hospital at which the transplant takes place is more than 

100 miles from the Covered Personôs home.   

Organ Transplant Network 

Charges otherwise covered under the Plan that are incurred for the care and treatment due to an organ or 

tissue transplant are subject to these limits: 

 

Transplants must be performed at a participating transplant center to be considered a Network Provider. 

The term ñparticipating transplant centerò means a ñlicensed healthcare facility which has entered into a 

participation agreement at fee arrangements as established with INTERLINK Health Services to provide 

health services to the Plan Sponsor.ò The transplant networkôs goal is to perform necessary transplant in 

the most appropriate setting for the procedure with consideration of and enhancement of the quality of 

patient care. Covered services performed at a facility which is not affiliated with a participating 

transplant center are considered Non-Network and are payable at the Planôs applicable Non-Network 

benefit levels.   

Eligible Expenses for Transplants 

The term ñEligible Expensesò with respect to transplants includes Reasonable and Appropriate charges 

for services and supplies covered under the Plan which are Medically Necessary and appropriate to the 
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transplant.  Eligible Expenses include charges:  

 

1. Related to a human organ or tissue transplant. See Allogeneic Bone Marrow 

Transplantation.  

2. Incurred in the evaluation, screening, and candidacy determination process;  

3. Incurred for transplant operation and initial hospitalization;  

4. For organ procurement, including donor expenses not covered under the donorôs plan of 

benefits (limited to $10,000 per transplant), as follows:   

a. Charges for organ procurement from a non-living donor involving the removal, 

preservation, and transportation of the organ; and/or 

 

b. Charges for organ procurement from a living donor involving the screening of the 

potential donor, transportation of the donor to and from the site of the transplant, 

removal of the donated organ, the furnishing of medical care to the donor 

immediately prior to the transplant procedure, and the furnishing of follow-up 

care to the donor;  

 

5. Incurred for follow-up care, including immune-suppressant therapy (subject to the 

Lifetime Maximum Benefit for organ transplants); and  

 

6. Incurred for transportation to and from the site of the covered transplant procedure for the 

Covered Person and one other individual, or in the event that the Covered Person is a 

minor, two other individuals.  In addition, all Reasonable and Appropriate lodging and 

meal expenses incurred will be covered if the transplant facility is more than 100 miles 

from the Covered Personôs home.  Itemized receipts are required for reimbursement.   

 

NOTE:  Benefits shall not be provided to any transplant recipient who is not a Covered Person.  

  

Transplant Exclusions 

Eligible Expenses shall not include charges for the following transplant procedures and services: 

1. Animal to human transplants; 

2. Artificial or mechanical devices designed to replace human organs under any 

circumstances; 

3. Services the charges for exceed the Benefit Maximums; 

4. Organ transplants that are not Medically Necessary; 

5. Organ transplants that are considered Experimental and/or Investigational Services;  
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6. Small bowel transplants; 

7. Pancreas transplant not done simultaneously with kidney transplant, when the patient has 

diabetes and End Stage Renal Disease; 

8. Solid organ transplantation in patients with carcinoma, except for liver transplants for 

patients with hepatoma confined to the liver; and 

9. Organ transplants not specifically listed as covered. 

Donor Benefits 

Covered transplant services for the donor include Hospital expense, Physician expense, nursing care and 

outpatient expenses related to organ donation when the recipient is a plan participant; however, expenses 

for testing a donor who is found to be incompatible are not covered. 

Donor Services Exclusion 

1. When the Covered Person acts as the donor, Eligible Expenses shall not include charges for 

services/supplies incident to organ and tissue transplant or other procedures, except for 

autologous services.   

2. When the Covered Person is the potential transplant recipient, Eligible Expenses shall not 

include charges for testing of a donor who is found to be incompatible. 

Other Conditions of Coverage 

Benefits are provided only when the Hospital and Physician customarily charge a transplant recipient for 

care and services.  No benefits are payable for services that a Covered Person would not be legally 

obligated to pay if there were no coverage under the Plan  

Re-Transplantation 

Retransplantation is covered, subject to the limits shown in SECTION XII ï MEDICAL BENEFITS 

SUMMARY.  

Pre-Existing Conditions Limitation 

Transplant charges shall be subject to the Planôs pre-existing conditions limitation. 
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SECTION XIV ï MEDICAL EXCLUSIONS 

Expenses Not Covered by the Plan 
Except as specifically stated otherwise, no Benefits shall be payable for:  

 

1. Acupuncture/Acupressure: Charges for needle puncture or application of pressure at specific 

points, whether used to cure disease, treat a medical condition, relieve pain, or as a form of 

anesthesia for surgery.  

 

2. Alternative Medicine 

 

3. Autopsy: Charges Incurred for an autopsy.  

 

4. Behavior/Conduct Disorders: See Learning/Behavioral/Conduct Disorders.  

5. Bereavement Services: Charges for medical social services and outpatient family counseling 

and/or therapy for bereavement, except as provided under Hospice Care.  

6. Bioenergetic Therapy  

 

7. Biofeedback: Charges for biofeedback or other forms of self-care or self-help training and any 

related diagnostic testing. 

 

8. Carbon Dioxide Therapy  

 

9. Cardiac Catheterization Labs:  Charges for services provided by a free standing cardiac 

catheterization laboratory including professional services and facility charges. 

 
10. Comfort or Convenience Items: Charges for services or supplies that are primarily and 

customarily used for nonmedical purposes or are used for environmental control or enhancement, 

whether or not prescribed by a Physician including, but not limited to: 

a. Air conditioners, air purifiers and filters or vacuum cleaners;  

b. Batteries and battery chargers; 

c. Beauty/barber shop; 

d. Breast Pumps; 

e. Dehumidifiers and humidifiers; 

f. Electric heating units; 

g. Guest services; 

h. Motorized transportation equipment, escalators, elevators, or ramps; 

i. Waterbeds, non-hospital adjustable beds and comfort beds;  

j. Hypoallergenic mattresses, pillows, blankets, or mattress covers; 

k. Cervical pillows; 



 

Ashdown Mill PCN Plan Trust Page 81 Medical Exclusions  

January 1, 2010 - Plan Document 
AMENDED APRIL 1, 2011    

 

l. Swimming pools, spas, whirlpools, exercise equipment, ergonomically correct chairs or 

gravity lumbar reduction chairs;  

m. Devices and computers to assist in communication and speech, personal computers and 

related equipment, televisions, telephones, or other similar items or equipment; 

n. Food liquidizers; and 

o. Home remodeling to accommodate a health need (including but not limited to structural 

changes to homes or autos, such as ramps, hand rails and stair glides).  

11. Communication-Assist Devices: Charges for non-implantable communication-assist devices 

including, but not limited to, communication boards and computers.  

 

12. Complications of Non-Covered Treatment: Charges for care, services, or treatments that are 

required to treat complications resulting from a treatment or Surgery that is not or would not be 

covered under the terms of the Plan, unless expressly stated otherwise.  

13. Contraceptive Services: Charges for contraceptive services including, but not limited to: oral 

contraceptives, subcutaneous contraceptive implants, intrauterine devices, diaphragms, foams, 

jellies, and all services or supplies related to or complications resulting from injectable 

contraceptives.  

14. Cosmetic Services: Charges for all services or procedures related to or complications resulting 

from Cosmetic services.  

15. Custodial and Maintenance Care: Charges for care or confinement primarily for the purpose 

of meeting personal needs (by any name called, such as custodial, convalescent or domiciliary 

care) that could be rendered at home or by persons without professional skills or training; 

services or supplies that cannot reasonably be expected to lessen the patientôs disability or to 

enable him to live outside of an institution; or any type of supportive or maintenance care that is 

not reasonably expected to improve the patientôs condition within a reasonable period of time, 

except that which may be included as part of a formal Hospice care program.  

16. Dental Care: Charges for dental care; dental anesthesia; dental implants; dental abutments; 

dental restorations; extraction of impacted teeth; and orthognathic surgery, orthodontics and 

braces regardless of the Covered personôs age.   

17. Diagnostic Hospital Admissions: Charges for the confinement in a Hospital that is for 

Diagnostic Services only, when such Diagnostic Services could be performed in an Outpatient 

setting.  

18. Ecological or Environmental Medicine: Charges for orthomolecular substances, or use of 

substances of animal, vegetable, chemical, or mineral origin that are not specifically approved by 

the FDA as effective for treatment.    

19. Educational or Vocational Testing or Training: Charges for testing and/or training for 

educational purposes or to assist an individual in pursuing a trade or occupation.  

NOTE:  This exclusion does not apply to education, training, or supplies at the onset of a medical 

condition that are necessary for the proper care of that condition, or to further training necessitated by a 
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change in the medical condition or the development of new treatment methods.  

20. Exercise Programs and Equipment/Health Clubs: Charges for exercise programs and 

equipment; vibratory equipment; swimming or therapy pools; enrollment in health, athletic, or 

similar clubs; aerobic, strength, conditioning, or work hardening programs and any related 

materials or products, regardless of a Covered Personôs diagnosis or symptoms. 

21. Experimental and/or Investigational Services: See SECTION XXIV ï DEFINITIONS.  

22. Family Planning and Infertility Services: Charges for any services or supplies provided for , in 

preparation for, or in conjunction with the following: 

a. Elective or voluntary abortions and complications for these procedures; 

b. Sterilization reversal, male or female; 

c. Sexual dysfunction including sex therapy; 

d. Surrogate mother services; 

e. In Vitro Fertilization; and  

f. Treatment of infertility. 

23. Financial Counseling  

24. Gastric Electrical Stimulators 

25. Hair Restoration: Charges for care and treatment for hair loss including, but not limited to, 

wigs, hair transplants, replacement of nonproductive hair follicles with productive follicles from 

another area of the scalp or body for treatment of alopecia (baldness), or any other Surgeries, 

treatments, drugs, services, or supplies relating to baldness or hair loss.  

26. Hazardous Pursuit: Charges for care and treatment of an Injury or a Sickness that results from 

engaging in a hazardous pursuit.  A pursuit is ñhazardousò if it involves or exposes an individual 

to risk of a degree or nature not customarily undertaken in the course of the Participantôs 

customary occupation or if it involves leisure time activities commonly considered as involving 

unusual or exceptional risks, including but not limited to hang gliding; skydiving; bungee 

jumping; parasailing; rock climbing; use of explosives; automobile, motorcycle, aircraft, or 

speed boat racing; travel to countries with advisory warnings; and river running.  

27. Hearing or Talking Aids: Charges for services related to hearing aids or assistive talking 

devices including special computers and the examinations for the fitting of such devices. 

28. High Frequency Chest Wall Oscillators: Charges for any type of portable device, including 

inflatable vests, used to create airflow within the lungs are not covered regardless of diagnosis. 

 

29. Holistic, Homeopathic, or Naturopathic Medicine: Charges for accommodations, drugs, 

services, or supplies provided in connection with holistic, homeopathic, or naturopathic 

treatment.  

30. Home Births: Charges for planned deliveries at home and associated services.  
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31. Hypnotherapy: Charges for hypnosis or hypnotherapy.  

32. Impotency: See Sex-Related Disorders.  

33. Impregnation: Charges for artificial insemination, in-vitro fertilization, gamete intrafallopian 

transfer (ñGIFTò), or any type of artificial impregnation procedure, whether or not any such 

procedure is successful.  

34. Infertility Treatment:  Charges for procedures, drugs, or supplies to correct infertility or to 

restore or enhance fertility. 

35. IQ Testing  

36. Learning/Behavioral/Conduct Disorders: Except as otherwise specifically covered by the 

Plan, charges for testing or treatment for learning, behavioral or conduct disorders; oppositional 

disorders; neuroeducational testing; developmental delays; or scholastic improvement. See 

Attention Deficit Disorder  and Autism in SECTION XIII ï ELGIBLE MEDICAL 

EXPENSES AND LIMITATIONS.  

37. Lifestyle and Personal Growth Counseling  

38. Maintenance Care: See Custodial and Maintenance Care.  

39. Marijuana: Charges for the purchase or use of marijuana, whether or not for medicinal 

purposes.  

40. Marriage and Family Counseling: Charges for counseling for marital or family problems.  

41. Massage Therapy: Charges for massage therapy, unless applied in conjunction with other active 

Physical Therapy modalities for a specific covered Illness or Injury and Medically Necessary as 

determined by the Plan Administrator.   

42. Megavitamin Therapy  

43. Myotherapy  

44. Nicotine Addiction: Charges for nicotine withdrawal programs, facilities, drugs, or supplies.  

45. Non-Covered Services: Charges for services not specifically included as a Benefit herein and 

complications related to non-covered services, services billed by a medical resident or intern 

working under the supervision of a Physician as part of a degree program, services provided after 

exceeding the benefit maximum for specified services, and services for which the Member is not 

responsible for payment. 

 

46. Non-Prescription Drugs: Charges for drugs for use outside of a Hospital or other Inpatient 

facility that can be purchased ñover-the-counterò and without a Physicianôs written prescription.  

47. Not Medically Necessary/Not Physician Prescribed: Charges for any services or supplies that 

are not Medically Necessary and/or are not provided by a Covered Provider or on such 

Providerôs advice, unless otherwise covered under the Plan; Inpatient charges assessed against a 

Covered Person by a Hospital for such personôs failure to vacate a room on or before the 
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Hospitalôs established discharge hour; or Inpatient Room and Board when the hospitalization is 

for services that could have been performed safely on an Outpatient basis, including but not 

limited to preliminary diagnostic tests, Physical Therapy, medical observation, convalescent or 

rest care.  

48. Obesity Therapy or Treatment: Regardless of medical diagnosis, charges for services or 

procedures related to or complications resulting from the treatment of obesity, morbid obesity, 

including but not limited to weight loss programs, appetite suppressants, gastric stapling, gastric 

bypass, and/or any other surgical procedure intended to facilitate weight loss.  

49. Orthognathic Services: Charges for jaw surgery (orthognathic surgery) that realigns the jaws 

and teeth so they work properly and corrects cosmetic concerns; surgery performed on the bones 

of the jaws to change their positions; and corrective facial surgery where deformities of the jaw 

exist. See Dental Care exclusion.  

50. Pastoral Counseling  

51. Pregnancy of a Dependent Child: Charges for pregnancy of a Dependent Child including, but 

not limited to, prenatal, delivery, related procedures, post-natal care, treatment of miscarriage 

and complications due to pregnancy.  

52. Primal Scream Therapy  

53. Psychodrama  

54. Psychological Examiners: Charges for any services rendered by licensed psychological 

examiners including, but not limited to, interviewing or administering and interpreting tests of 

mental abilities, aptitudes, interests, and personality characteristics for the purposes of 

psychological evaluation to assist in the determination of educational or vocational selection, 

guidance or placement.  

55. Recreational, Art, Music, Dance, and Wilderness Therapies  

56. Rehabilitative Treatment or Therapy:  Charges for services or supplies for supportive or 

maintenance care, and non-medical services to assist a Plan participant with activities of daily 

living; services, supplies or therapy provided for developmental delay (including learning 

disabilities, communication delay, perceptual disorder, sensory deficit and motor dysfunctions, 

except for services provided to improve or prevent deterioration of function in children under the 

age of six). 

57. Research: Charges for examinations and treatment conducted for the purpose of medical 

research.  

58. Rolfing  

59. Safety Items: Charges for services furnished to provide safe surroundings, including the charges 

for providing a surrounding free from exposure that can worsen an Illness or Injury.  

60. Sensitivity or Assertiveness Training  
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61. Services Outside of the Service Area: Services rendered outside of the service area, the need 

for which could reasonably have been foreseen by the Plan participant prior to leaving the 

service area, except when such services have been prior approved by the Plan. Pregnancy care is 

not covered outside of the service area after the 36
th
 week of pregnancy.  

62. Sex-Related Disorders: Charges for care, services or treatment of non-congenital 

transsexualism, gender dysphoria, sexual reassignment or change, or other sexual dysfunctions or 

inadequacies (for example, impotency, erectile dysfunction, sexual dysfunction or inadequacy, or 

frigidity).  Excluded services and supplies include, but are not limited to, therapy or counseling, 

medications, implants, hormone therapy, Surgery, and other medical or Psychiatric treatment.  

NOTE:  This exclusion does not apply to treatment necessary to restore sexual function resulting from 

either an Accidental Injury that occurred or a Sickness that commenced no more than 12 months prior to 

treatment.  

63. Short Stature Syndrome:  Charges for any services related to the treatment of short stature 

syndrome except for growth hormone deficiency. 

64. Smoking Cessation: Charges for Physician visits, programs, or products to assist a Covered 

Person to stop smoking. 

65. Social Worker:  Charges for services rendered by social workers. 

66. Supplies:  Charges for medical Supplies regardless of where prescribed or purchased that are 

covered by the Prescription Drug Card program. 

67. Temporomandibular Joint (TMJ) Dysfunction:  Charges for services or supplies for the 

treatment of TMJ.  

68. Transactional Analysis, Encounter Groups and Transcendental Meditation   

69. Vitamins or Dietary Supplements: Charges for prescription or non-prescription organic 

substances used for nutritional purposes.  

70. Vocational Rehabilitation, Testing or Training:  Vocational rehabilitation, testing, training, 

evaluation, or counseling.  

71. Weekend Admissions: Charges for Hospital expenses incurred on a weekend that coincides 

with admission to a Hospital between 12:00 p.m. on Friday and 12:00 p.m. on Sunday unless the 

admission occurs one day prior to a scheduled Surgery, the Covered Person is admitted on an 

Emergency basis, or the admission is for Pregnancy delivery.  

72. Wigs or Wig Maintenance: See Hair Restoration.  

73. Z Therapies  
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SECTION XV ï GENERAL EXCLUSIONS  

Exclusions Applicable to All Benefits 
The following exclusions apply to all Health benefits and no Benefits shall be payable for:  

 

1. Court -Ordered Care, Confinement, or Treatment: Charges for any care, confinement, 

or treatment of a Covered Person in a public or private institution as the result of a court 

order, unless the confinement would have been covered in the absence of the court order.  

 

2. Criminal Activitie s: Charges for any injury resulting from or occurring during the 

Covered Personôs commission or attempt to commit an aggravated assault or any felony, 

taking part in a riot or civil disturbance, or taking part as a principal or as an accessory in 

illegal activities or an illegal occupation.  This exclusion does not apply where such 

injury results from a medical condition (physical or mental), including a medical 

condition resulting from domestic violence (for example, depression).   

 

3. Drugs in Testing Phases: Charges for medicines or drugs that are in the FDA Phases I, 

II, or III testing, and drugs that are not commercially available for purchase or are not 

approved by the FDA for general use. 

  

4. Excess Charges: Charges in excess of the Reasonable and Appropriate fees or charges 

for the services or supplies provided.  

5. Experimental and/or Investigational Services: Medical, Surgical, diagnostic, 

psychiatric, substance abuse, or other heath care procedures, services, supplies, 

technologies, drug therapies, or devices that are determined by the Third-Party 

Administrator and/or the Plan Administrator to be: 

 

a. Not approved by the FDA to be lawfully marketed for the proposed use and not 

identified in The American Hospital Formulary Service Drug Information or The 

United States Pharmacopoeia Dispensing Information as appropriate for the 

proposed use;   

 

b. Subject to review and approval by any institutional review board for the proposed 

use; or  

 

c. The subject of any ongoing clinical trial that meets the definition of a Phase 1, 2, 

or 3 clinical trials as set forth in the FDA regulations, regardless of whether the 

trial is actually subject to FDA oversight. 

 

NOTE:  If a patient has an Accidental Injury or a Sickness that is likely to cause death within one year of 

the request for treatment, the Third-Party Administrator and/or the Plan Administrator may, at its or 

their discretion, determine that an Experimental and/or  Investigational Service is a Covered Service for 

such Injury or Sickness.  Prior to making such determination, the Third-Party Administrator and/or the 

Plan Administrator must find that the procedure or treatment has been proven to be safe and promising, 
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will be provided in a clinically-controlled research setting, and will use a specific research protocol that 

meets standards equivalent to those defined by the National Institutes of Health. 

 

6. Forms Completion, Reports, and Appearances: Charges for the completion of forms 

or for providing itemized bills or supplemental information, and charges for reports or 

appearances in connection with legal proceedings.   

 

7. Government-Operated Facilities: Charges for services furnished to the Covered Person 

in any veteransô hospital, military hospital, institution, or facility operated by the United 

States government, by any state government, or by any agency or instrumentality of such 

governments.  

 

NOTE:  This exclusion does not apply to treatment of non-service related disabilities or to Inpatient care 

provided in a military or other United States government hospital to Dependents of active duty armed 

service personnel or to armed service retirees and their Dependents.  This exclusion does not apply 

where otherwise prohibited by law.  

 

8. Interest or Financing Charges 

 

9. Late-Filed Claims: Charges for claims that are not filed with the Third-Party 

Administrator for handling within the required time periods as included in SECTION 

VII  ï CLAIMS PROCEDURES.  

 

10.  Limitations as a Result of Major Disaster or Epidemic: Charges for circumstances 

outside of the control of the Plan, including but not limited to a major disaster, epidemic, 

the complete or partial destruction of facilities, computer failures or viruses, riot, civil 

insurrection, and/or disability of a significant part of the Network Providersô personnel, 

resulting in a delay in the rendering of health care services covered under this Plan is 

delayed or rendered impractical, the Plan shall make a good faith effort to arrange for an 

alternative method of providing coverage.  The Plan shall incur no liability or obligation 

for delay, or failure to provide or arrange for services if such failure or delay is caused by 

such an event. 

 

11. Military Service : Charges for conditions that are determined by the Veterans 

Administration to be connected to active service in the military of the United States, 

except to the extent prohibited or modified by law.  

12. Missed Appointments: Charges for failure to keep a scheduled appointment.  

 

13. No Charge/No Legal Requirement to Pay: Charges for services for which no charge is 

made or which a Covered Person is not required to pay, or is not billed or would not have 

been billed in the absence of coverage under this Plan.  Where Medicare coverage is 

involved and this Plan provides ñsecondaryò coverage, this exclusion shall apply to those 

amounts a Covered Person is not legally required to pay due to Medicareôs ñlimiting 

chargeò amounts.  

 

NOTE:   This exclusion does not apply to any benefit or coverage that is available through the Medical 
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Assistance Act (Medicaid).  

 

14. Other Coverage: Charges for services or supplies for which a Covered Person is entitled 

(or could have been entitled if proper application had been made) to have reimbursed by 

or furnished by any plan, authority, law of any government, or governmental agency 

(federal or state, dominion or province, or any political subdivision thereof).  However, 

this provision does not apply to Medicare Secondary Payor or Medicaid Priority rules.  

Services or supplies received from a health care department maintained by or on behalf of 

an employer, mutual benefit association, labor union, trustees, or similar person(s) or 

group are not covered.  Services or items required by any school system that are provided 

solely to satisfy such requirements are not covered. 

  

15. Outside of the United States: Charges incurred outside of the United States for services, 

supplies, or drugs, if the Covered Person traveled to  the foreign location for the primary 

purpose of obtaining such services, supplies, or drugs.    

 

16. Postage, Shipping, and Handling: Charges for any postage, shipping, or handling that 

may occur in the transmittal of information to the Third-Party Administrator.    

 

17. Prior Coverage: Charges for services or supplies for which the Covered Person is 

eligible for Benefits under the prior plan that this Plan replaces.  

 

18. Prior to Effective Date/After Termination Date: Charges incurred prior to a Covered 

Personôs effective date of coverage under the Plan or after coverage is terminated, except 

as may be expressly stated.  

 

19. Relative or Resident Care: Charges for any service rendered to a Covered Person by a 

relative (that is, a spouse, a parent, a sibling, or a Child of the Covered Person or of his or 

her spouse) or by anyone who customarily lives in the Covered Personôs household.  

 

20. Sales or Other Taxes: Charges for sales or other taxes or charges imposed by any 

government or entity.  However, this exclusion shall not apply to surcharges required by 

the New York Health Care Reform Act of 1996 (or as later amended) or similar 

surcharges imposed by other states.  

 

21. Self-Inflicted Injury : Charges for any expenses resulting from voluntary self-inflicted 

injury or voluntary attempted self-destruction, except that this exclusion shall not apply 

where such self-inflicted injury results from a medical condition (physical or mental), 

including a medical condition resulting from domestic violence (for example, 

depression).  

 

22. Telecommunications: Charges for advice or consultation given by or through any form 

of telecommunication.  

 

23. Travel: Charges for travel or accommodations, whether or not recommended by a 

Physician, except for Ambulance charges or as otherwise expressly included in 

SECTION XIII  ï ELIGIBLE MEDICAL EXPENSES  AND LIMITATIONS .  
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Charges for a Physicianôs transportation, travel time, accommodations, or telephone 

conversations are not covered.  

 

24. Unlisted Services or Supplies: Charges for any services, care, or supplies that are not 

specifically listed in this Plan Document as Eligible Expenses, unless the charges are 

substantiated, are determined to be Medically Necessary, and are approved for coverage 

by the Plan Administrator.    

 

25. War or Active Duty : Charges for health conditions resulting from insurrection, war 

(declared or undeclared), any act of war and complications there from, or service (past or 

present) in the armed forces of any country, to the extent not prohibited by law.  

 

26. Work -Related Conditions: Charges for any condition that arises from or is sustained in 

the course of any occupation or employment for compensation, profit, or gain, including 

self-employment.  This exclusion applies whether or not the Covered Person has or had a 

right to compensation under any Workersô Compensation or occupational disease law or 

any other legislation of similar purpose.  If the Plan elects to provide benefits for any 

such condition, the Plan shall be entitled to establish a lien upon such other benefits up to 

the amount paid.  

 




























































































