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I. INTRODUCTION: WHAT THIS DOCUMENT TELLS YOU
This Plan Document describes the Catastrophe Major Medical benefits as provided by the Catastrophe
Major Medical Plan (the “Plan”) sponsored by the Board of Trustees of the New York State United
Teachers Member Benefits Catastrophe Major Medical Insurance Trust (the “Trust”). This coverage is
considered supplemental to your basic health coverage. The benefits described in this document are
effective January 1, 2018 except for those provisions that specifically indicate other effective dates, and
replaces all other plan documents, certificates and applicable riders to those documents previously
provided to participants. Please note that for Benefit Period effective dates and Critical Illness diagnoses
on or before December 31, 2013, the previous certificate of insurance applies, and for Benefit Period
effective dates and Critical Illness diagnoses between January 1, 2014 and December 31, 2017, policy
CMMI-002 applies.




To determine if you are in a class of individuals who are eligible for benefits under this Plan, refer
to the Eligibility section in this document. This is group coverage for which you must be enrolled
by a Group Purchaser. Coverage is conditioned on you, and any eligible dependents, if applicable,
having been properly enrolled by a Group Purchaser and the premiums paid in a timely manner.
The person named, and their covered dependents, if applicable, on the “Schedule of Benefits”
page are covered for the benefits described in this Plan Document. This coverage is subject to the
eligibility and effective date requirements of the Plan. The effective date of your coverage is listed
on the Schedule of Benefits.

This document will help you understand and use the benefits provided by the Plan. You should review it
and share it with those members of your family who are or will be covered by the Plan. It will give all of
you an understanding of the coverage provided; the procedures to follow in submitting claims; and your
responsibilities to provide necessary information to the Plan.
All provisions of this document contain important information. If you have any questions about your
coverage or your obligations under the terms of the Plan, be sure to seek help or information.
The Plan Sponsor of this Plan is the Trust. The benefits of the Plan are self-insured with contributions
(referred to in this document as “premiums”) received from the Group Purchaser that are held in a trust
and used to pay Plan benefits. Premiums to the Plan are pooled for the purposes of determining premium
rates and accounting. The Trust may hold premium reserves that may be used to offset rate increases
and/or fund such other expenses related to the Plan as determined appropriate by the Trustees.
While the Board of Trustees is the Plan Administrator and “Named Fiduciary” for purposes of ERISA,
the Board has designated Lynette A. Metz as the Plan Administrator responsible for carrying out the
Trustees’ decisions and for overseeing the daily operation of the Plan and the Fund Office.
The Trust has entered into an agreement with an Administrator, Mercer Consumer, responsible for
customer service, claims processing and coordination of appeals for Benefit Period effective dates and
Critical Illness diagnoses prior to January 1, 2018. The Trust has entered into an agreement with another
Administrator, HealthSmart Benefit Solutions, Inc., for customer service, claims processing and
coordination of appeals for Benefit Period effective dates and Critical Illness diagnoses on or after January
1, 2018.
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IMPORTANT INFORMATION
The Trust is committed to maintaining this coverage for participants and their families at an affordable
cost; however, because future conditions cannot be predicted, the Trust reserves the right to amend or
terminate the Plan at any time and for any reason. As the Plan is amended from time to time, you will be
sent information explaining the changes. If those later notices describe a benefit or procedure that is
different from what is described here, you should rely on the later information.
Rates change based on the Plan’s experience and are typically effective each July 1, although the Trust may
elect not to change rates on a July 1 or may elect to change rates more frequently.
Be sure to keep this document, along with notices of any Plan changes, in a safe and convenient place
where you and your family can find and refer to them.
IMPORTANT REMINDER
All participants must be covered by or insured under a Basic Plan, as defined in the Definitions section.
You or your dependents must promptly furnish to the Group Purchaser information regarding change of
name, address, marriage, divorce or legal separation, death of any covered family member, change in
domestic partnership status, or change in status of a dependent child.
Notify the Group Purchaser within 60 days after any of the above noted events. Failure to give the Group
Purchaser a timely notice (as noted above) may cause your spouse and/or your covered family members to
lose their ability to obtain COBRA Continuation Coverage; may cause the coverage of a dependent child
to end when it otherwise might continue because of a disability; may cause claims to not be able to be
considered for payment until eligibility issues have been resolved; or may result in a participant’s liability to
repay the Plan if any benefits are paid to an ineligible person.
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QUICK REFERENCE CHART
Plan Sponsor and ERISA Plan Administrator Board of Trustees of the NYSUT Member
Benefits Catastrophe Major Medical Insurance
Trust
800 Troy-Schenectady Road
Latham, NY 12110-2455
Phone: (800) 626-8101
Website: memberbenefits.nysut.org
Plan Administrator
Lynette A. Metz
Responsible for:
NYSUT Member Benefits Catastrophe Major
Medical Insurance Trust
 Enrollment/Eligibility
800 Troy-Schenectady Road
 Customer Service
Latham, NY 12110-2455
 Premium collection
Phone: (800) 626-8101
Website: memberbenefits.nysut.org
Administrator
The United States Life Insurance Company in
Responsible for:
the City of NY
P.O. Box 1581, MSN 2-E
 Claims processing and coordinating
appeals for Benefit Period effective dates Neptune, NJ 07754-1581
Phone: (800) 348-6908
prior to January 1, 2014
Administrator
Responsible for:
 Customer service
 Claims processing and coordinating
appeals for Benefit Period effective dates
between January 1, 2014 and December
31, 2017

Mercer Consumer
P.O. Box 14437
Des Moines, IA 50306-3437
Phone: (888) 386-9788
Website: nysutmbteinsurance.com

Administrator
Responsible for:
 Customer service
 Claims processing and coordinating
appeals for Benefit Period effective dates
on or after January 1, 2018

HealthSmart Benefit Solutions, Inc.
P.O. Box 1014
Charleston, WV 25324-1014
(844) 552-7805
Website: healthsmart.com/nysut
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II. SUMMARY OF BENEFITS
Overview of Deductibles, Coinsurance, Out-of-Pocket Maximum and Maximum Plan
Benefits
In-Network

Out-of-Network

Preventive Benefits

$0 coinsurance
No Deductible

$0 coinsurance
No Deductible

Critical Illness Benefit

$0 coinsurance
No Deductible

$0 coinsurance
No Deductible

$2,500/Individual
$5,000/Family

$5,000/Individual

Overall Annual Out-of-Pocket
Deductible
The amount you owe each calendar year
before the Plan will begin to pay for
Covered Charges. The Deductible
applies before any coinsurance or
copayments are applied. The amount
applied to the Deductible is the lesser of
paid charges or the amount considered
to be allowed under this Plan.
Note: This overall Deductible is not
required in order to access the
convalescent/custodial care, Nursing
Home, Assisted Living Facility and
home health care benefits (see specific
sections for details).

Coinsurance
How you and the Plan will split the cost
of certain covered medical expenses,
after the Deductible is met.

Except as otherwise
described in this Summary
of Benefits, the Plan
generally reimburses
100% of the Covered
Charge (less payment
made by Basic Plan) and
you pay no coinsurance

Benefit Period

Generally, the Plan pays
70% of the Covered Charge
(less payment made by Basic
Plan) and you pay 30%
coinsurance

Calendar Year (12 months)
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In-Network
Annual Out-of-Pocket Maximum for
In-Network Benefits for Essential
Health Benefits
The maximum amount you are
responsible for paying for In-Network
expenses for Essential Health Benefits
each calendar year, before the Plan pays
100% of your covered In-Network
eligible medical expenses.
Note that only Essential Health Benefits
expenses count toward the out-ofpocket maximum for In-Network
benefits. This includes Deductibles,
coinsurance, copayments, or similar
charges for eligible In-Network eligible
medical expenses.
Charges for
 Inpatient services
 Physician Services
 Physiotherapy
 Outpatient and Professional
Services
 Durable Medical Equipment
and Medical Supplies
 Ambulance Services

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

Out-of-Network

Not Applicable

Plan pays 70% of the
Plan reimburses 100% of the
Covered Charge (less
Covered Charge (less
payment made by Basic
payment made by Basic Plan)
Plan) and you pay 30%
and you pay no coinsurance
coinsurance

Charges for Emergency Services in a
Hospital Emergency Department

Plan reimburses 100% of the Covered Charge (less
payment made by Basic Plan) and you pay no coinsurance

Charges for Prescription Drugs

Plan reimburses 100% of the
Covered Charge (less
payment made by Basic Plan)
and you pay no coinsurance
for drugs on Basic Plan
Formulary

Charges for Skilled Nursing Services
Limited to lifetime maximum of 100
days while eligible for benefits under the
Plan

Plan pays 70% of the
Covered Charge (less
payment made by Basic
Plan) and you pay 30%
for drugs NOT on Basic
Plan Formulary
Plan pays 70% of the
Plan reimburses 100% of the
Covered Charge (less
Covered Charge (less
payment made by Basic
payment made by Basic Plan)
Plan) and you pay 30%
and you pay no coinsurance
coinsurance up to the
up to the maximum benefit
maximum benefit
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In-Network
Charges for Private Duty Nursing
 $120 per 8 hour shift ($360 per day)
 Limited to a lifetime maximum of
$35,000 while eligible for benefits
under the Plan
Charges for Home Health Care




Up to 25 hours per calendar week
Limited to a maximum of 6,000
hours per lifetime while eligible for
benefits under the Plan
Benefits begin following 60 hours of
paid home health care per calendar
year

Charges for convalescent/custodial
care in a Convalescent Home,
Custodial Care Facility, Nursing
Home, Assisted Living Facility or
Skilled Nursing Facility



Up to $72 per day
Limited to a maximum of $80,000
per lifetime while eligible for benefits
under the Plan
 Benefits begin on the 20th day of
confinement
Charges for Hospice care



Up to 210 consecutive days of
confinement per lifetime while
eligible for benefits under the Plan
Up to five (5) visits for bereavement
counseling for family per lifetime

Out-of-Network

Plan pays 70% of the
Covered Charge (less
payment made by Basic
Plan) and you pay 30%
coinsurance up to the
maximum benefit
Plan pays 20% of the
Covered Charge (less
payment made by Basic
Plan reimburses 100% of the
Plan) and you pay 80%
Covered Charge (less
coinsurance up to the
payment made by Basic Plan)
maximum benefit
and you pay no coinsurance
up to the maximum weekly
An Out-of-Network
and lifetime benefits
provider is one that is not
certified by a state
department of health or
Medicare
Plan reimburses 100% of the
Covered Charge (less
payment made by Basic Plan)
and you pay no coinsurance
up to the maximum benefit

Plan reimburses 100% of the
Covered Charge (less
payment made by Basic Plan)
and you pay no coinsurance
up to the maximum daily and
lifetime benefits

No benefits for an Outof-Network facility
(An Out-of-Network
facility is one that is not a
Medicare-certified facility)

Plan reimburses 100% of the
Covered Charge (less
payment made by Basic Plan)
and you pay no coinsurance
up to the maximum benefit

Plan pays 70% of the
Covered Charge (less
payment made by Basic
Plan) and you pay 30%
coinsurance up to the
maximum benefit

Please note: See the Benefits, Exclusions and Limitations section for details regarding the above benefits.
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III. ELIGIBILITY: HOW AND WHEN COVERAGE BEGINS,
IS MAINTAINED AND ENDS
ELIGIBLE CLASSES OF PARTICIPANTS INCLUDE:
1. All eligible Group Members (as defined in the Definitions section) who were covered under the Prior
Plans on December 31, 2017, as well as their dependents who were covered under the Prior Plans as of
December 31, 2017;
2. As of January 1, 2018, new dependents of Group Members who were covered under the Prior Plan on
December 31, 2017 who qualify for coverage;
3. As of January 1, 2018,
a. New Group Members who are enrolled by a Group Purchaser; and
b. Eligible dependents of Group Members who are enrolled by a Group Purchaser on or after
January 1, 2018 who qualify for coverage. The dependents must be enrolled in the Plan by the
Group Purchaser along with the Group Member or be new dependents who qualify for coverage.
A Group Purchaser may choose to cover only Group Members or Group Members and their eligible
dependents. However, a Group Purchaser may not change the categories of persons it covers without the
prior written approval of the Trust.
All eligible participants must be a Group Member or be an eligible dependent of a covered Group Member
and be covered by or insured under a Basic Plan (as defined in the Definitions section).
BASIC PLAN REQUIREMENT
All eligible Group Members who were covered under the Prior Plans on December 31, 2017, as well as
their dependents who were covered under the Prior Plans as of December 31, 2017, must be covered by a
Basic Plan as that term was defined under the Prior Plans on December 31, 2017. This definition appears
in Section VII – Definitions.
As of January 1, 2018, eligible Group Members who were not covered under the Prior Plans on December
31, 2017, as well as their eligible dependents who were not covered under the Prior Plans on December 31,
2017, must be covered by a Basic Plan as that term is defined under this Plan. This definition appears in
Section VII – Definitions.
As of January 1, 2018, eligible new dependents of Group Members must be covered by a Basic Plan as that
term is defined under this Plan. This definition appears in Section VII – Definitions.
Retired participants age 65 and over MUST be enrolled in Medicare with the exception of retired
participants who are Medicare-eligible but who are covered as a dependent under their spouse’s Basic Plan.
Dependents must be covered under the same Basic Plan as the Group Member or another Basic Plan as
defined above.
No benefits will be payable if a covered individual does not maintain a Basic Plan.

10

START OF COVERAGE FOLLOWING ENROLLMENT OF NEW GROUP MEMBER
Coverage of a new Group Member will become effective on the date indicated by the Group Purchaser
following the proper enrollment with and remittance of premium to the Administrator by the Group
Purchaser.
DEPENDENT ELIGIBILITY
If your Group Purchaser has elected to allow Group Members’ spouses, domestic partners, and/or children
to enroll, the dependents who may be added to this Plan include:
1. Lawful spouse; or
Domestic partner
For the purposes of the Plan, references to “spouse” will read “domestic partner” as it applies, unless
specifically stated otherwise.
2. Children who are:
a. under age 30; or
b. an unmarried child over age 29 and primarily supported by you and incapable of self-sustaining
employment by reason of mental or physical handicap. Proof of the illness, disability,
retardation or handicap must be sent to the Plan Administrator within 31 days after the child
attains the age limit.
“Children” include natural children, stepchildren, adopted children and foster children. Adopted
children include a child placed for adoption from the start of any waiting period prior to the
finalization of the child's adoption. It also includes a newborn infant who is adopted by you from the
moment you take physical custody of the child upon the child's release from the Hospital prior to the
finalization of the child's adoption. Placed for adoption means the assumption and retention by the
participant of a legal obligation for total or partial support of such child in anticipation of adoption of
such child. The child’s placement for adoption terminates upon the termination of such legal
obligation.
Qualified Medical Child Support Orders - According to federal law, you might be requested to
enroll your children in the Plan due to a Qualified Medical Child Support Order (QMCSO) or a
National Medical Support Order (NMSO) – a support order of a court or state agency that usually
results from a divorce or legal separation. The Plan Administrator can provide more details about
enrolling your children in such cases. The Plan Administrator will notify the Group Member if a
QMCSO is received. You may obtain a copy of the Plan’s QMCSO procedures free of charge by
contacting the Administrator.
Please note:
 A person who is not covered under a Basic Plan is not considered an eligible dependent.
 A person (other than a Child under the age of 30) who is in the military service is not considered
an eligible dependent.
 Covered participants’ parents and/or parents-in-law are not considered eligible dependents.
However, parents and/or parents-in-law of covered participants who were enrolled in the Prior
Plan may maintain their coverage.
 A person who is covered as a Group Member cannot be covered as a dependent.
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If both the covered Group Member and their spouse are covered under the Plan as covered Group
Members, their children may be covered as eligible dependents of either, but not both.

ENROLLMENT PROCEDURES This is group coverage for which a Group Purchaser must enroll
you and your eligible dependents and pay the necessary premiums.
OPEN ENROLLMENT
Open enrollment is a period of time determined by the Plan Administrator during which eligible Group
Members may enroll their eligible dependents, if the Group Purchaser has elected to make coverage
available to your dependents. Keep in mind that no dependent may be covered unless you are covered.
The Plan Administrator will provide information about the open enrollment period in advance and
provide you with instructions on how to complete the process. All relevant parts of the enrollment form
must be completed and the form must be submitted before the end of the open enrollment period to the
Group Purchaser or its designee along with proof of dependent status (as required).
If you do not enroll your eligible dependents during the open enrollment period, you will not be able to
enroll them until the next open enrollment period.
ENROLLMENT OF NEW DEPENDENTS
If your Group Purchaser has elected to make coverage available to your dependents, and if you (the Group
Member) acquire a spouse by marriage, or acquire any dependent child(ren) by birth, adoption or
placement for adoption or marriage, you may request enrollment for your new spouse and/or any
dependent child(ren) from the Group Purchaser no later than 60 days after the date of marriage, birth,
adoption or placement for adoption. (Note: A child is “Placed for Adoption” with you on the date you
first become legally obligated to provide full or partial support of the child whom you plan to adopt.)
DEPENDENT ENROLLMENT PROCEDURES AND PROOF OF DEPENDENT STATUS
Enrollment must be requested from the Group Purchaser within 60 days after the Life Event. In addition,
you must submit to the Group Purchaser a completed Enrollment Form and proof of dependent status (as
applicable). The Group Purchaser must also pay the required premium.
If you do not enroll within the above timeframe, you will not be able to enroll your dependent(s).
Proof of dependent status includes a copy of the following:








Spouse/Marriage: Marriage certificate.
Child/Birth: Birth certificate showing biological child of the covered Group Member.
Stepchild: Birth certificate or adoption papers and marriage certificate.
Adoption or placement for adoption: Court order signed by the judge showing that the covered
Group Member has adopted or intends to adopt the child and certified birth certificate.
Foster Child: Court order documents signed by a judge verifying legal custody of the foster child
(e.g. placement papers from a qualified state placement agency), or proof of judgment, decree or
court order from a court of competent jurisdiction, plus the child’s birth certificate and proof of
any state-provided health coverage.
Disabled Dependent Child: Current written statement from the child’s Physician indicating the
child’s diagnoses that are the basis for the Physician’s assessment that the child is currently
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mentally or physically disabled and that disability existed before the attainment of the Plan’s age
limit and is incapable of self-sustaining employment as a result of that disability; and dependent
chiefly on you and/or your spouse for support and maintenance. The Plan may require that you
show proof of initial and ongoing disability and that the child meets the Plan’s definition of
dependent child including proof that the child is claimed as a dependent for federal income tax
purposes.
Qualified Medical Child Support Order (QMCSO): Valid QMCSO document signed by a
judge or a National Medical Support Notice.
Domestic Partner: Signed affidavit by the covered Group Member and domestic partner and
proof that they meet the requirements of the Plan’s domestic partner eligibility.

START OF COVERAGE FOLLOWING ENROLLMENT OF NEW DEPENDENT





Coverage of a new spouse or domestic partner who is properly enrolled, as described above,
will become effective as of the first of the month after the Plan Administrator receives notification
from the Group Purchaser along with the premium payment.
Coverage of a newborn or newly adopted newborn dependent child who is properly enrolled,
as described above, will become effective as of the date of the child’s birth. Note that each
newborn child who becomes a dependent child will be covered under the Plan for 31 days from
the date of birth.
Coverage of a newly adopted dependent child or dependent child placed for adoption who
is properly enrolled, as described above, more than 60 days after birth, but within 60 days after the
child is adopted or placed for adoption, will become effective as of the date of the child’s adoption
or placement for adoption, whichever occurs first.

TERMINATION OF COVERAGE
Date coverage ends for covered Group Member
Your (the covered Group Member’s) coverage will end at the earliest of:
1. The date the Plan terminates;
2. The end of the period for which the last premium has been paid by the Group Purchaser for you;
3. The premium due date coinciding with or next following the date you cease to be a Group Member as
reported by the Group Purchaser;
4. Upon your death;
5. The date the Group Purchaser terminates your coverage in writing; or
6. The date you are no longer covered by or insured under a Basic Plan.
Date coverage ends for covered dependents
A dependent's coverage ends at the earliest of:
1. The date your (the covered Group Member’s) coverage ends;
2. The date the Plan or Group Purchaser terminates or eliminates coverage for dependents under the
Plan;
3. With respect to children, the end of the month in which the child ceases to be a dependent as defined
by the Plan;
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4. With respect to an unmarried child who is primarily supported by you and incapable of self-sustaining
employment by reason of mental or physical handicap, the end of the month in which the child
marries, is no longer primarily supported by you or is no longer incapable of self-sustaining
employment by reason of mental or physical handicap;
5. With respect to a spouse, domestic partner or parent-in-law, the end of the month in which the person
ceases to be a lawful spouse, domestic partner or parent-in-law of the member;
6. The end of the period for which the last premium has been paid for the dependent;
7. The date you request termination of a dependent’s coverage in writing; or
8. The date the dependent is no longer covered by or insured under a Basic Plan.
RESCISSION
The Plan reserves the right to terminate coverage for you and/or your dependent(s) if you and/or your
dependent(s) are otherwise determined to be ineligible for coverage. Pursuant to the Affordable Care Act,
the coverage will not terminate/rescind coverage retroactively (as opposed to prospectively) except in
certain instances, such as you or your covered dependent(s) commits fraud or intentional
misrepresentation (for example, in enrollment materials, a claim, or appeal for benefits or in response to a
question from the Plan Administrator, the Group Purchaser or their designees. In such cases of fraud or
intentional misrepresentation, your coverage may be rescinded retroactively upon 30 days’ notice and you
will have the opportunity to appeal. Coverage may also be eliminated retroactively (without notice) in cases
in which it would not be considered rescission under the Affordable Care Act, such as failure to pay a
required premium (including COBRA premiums). The failure to report a divorce is considered a failure to
pay required COBRA premium and coverage will be rescinded retroactive to date of divorce.
END OF COVERAGE IF PREMIUM IS NOT PAID - GRACE PERIOD
Each premium, after the first, may be paid up to 31 days after its due date. This period is the grace period.
The coverage will stay in effect during this period. If the premium is not paid by the Group Purchaser by
the end of this period, coverage under the Plan will end at that time.
CONTINUATION OF COVERAGE
Coverage for you and your covered dependents will continue while the Plan is in force and as long as the
required premium is paid by the Group Purchaser within the guidelines set by the Plan.
There is an option for you (the covered Group Member) to continue your coverage should you cease to be
part of the group for whom coverage is provided by a Group Purchaser. In addition, there is an option for
your covered dependents to continue coverage should you cease to be part of the group for whom
coverage is provided by a Group Purchaser, your children become too old to be covered under the Plan,
you die, or you become divorced or legally separated.
You or your covered dependents must contact the Group Purchaser. who will then notify the Plan
Administrator, no later than 60 days after the event occurs (i.e., you cease to be part of a group for whom
coverage is provided by a Group Purchaser, you die, or you divorce/legally separate; or a covered child
attains age 30), in order to choose any of the continuation options described below.
The premiums that you will be responsible for will be adjusted to reflect the covered person’s age.
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If you or your covered dependents were continuing coverage as of December 31, 2017, you and/or they
may continue that coverage.
Continuation of coverage for the Group Member who ceases to be part of a group for whom
coverage is provided by a Group Purchaser
Should you (the covered Group Member) cease to be part of a group for whom coverage is provided by a
Group Purchaser, you may continue coverage for yourself and your covered dependents by choosing
COBRA continuation coverage and paying the required premium, which will allow you and your covered
dependents to remain covered under the Plan for a limited time (generally 18 months) as described below.
Once the COBRA continuation period is over, the coverage will end.
Should you or a covered dependent also be an in-service or retired NYSUT member at the end of the
period of COBRA continuation, you will be given a one-time opportunity to join the Trust-sponsored
Voluntary Catastrophe Major Medical Plan within 60 days of COBRA continuation ending.
Continuation of coverage for dependents who lose coverage
When your covered dependent ceases to meet the eligibility requirements under the Plan (e.g., a child
reaches age 30 or is no longer disabled; or you and your spouse divorce; or you die), he or she can no
longer be covered under the Plan as your dependent. However, he or she can choose COBRA
continuation and pay the required premium, which will allow your covered dependent to remain covered
under the Plan for 36 months. Once the 36 months is over, their coverage will end.
Should your covered dependents lose coverage because you cease to be part of a group for whom
coverage is provided by a Group Purchaser, they may choose COBRA continuation coverage and pay the
required premium even if you do not choose COBRA continuation coverage, which will allow them to
remain covered under the Plan for a limited time (generally 18 months) as described below.
Should a covered dependent also be an in-service or retired NYSUT member at the end of the period of
COBRA continuation, he or she will be given a one-time opportunity to join the Trust-sponsored
Voluntary Catastrophe Major Medical Plan within 60 days of COBRA continuation ending.
CONTINUATION COVERAGE RIGHTS UNDER COBRA – GENERAL NOTICE
Federal law requires that you be provided with a General Notice of your continuation rights under
COBRA upon becoming covered under this Plan:
IMPORTANT INFORMATION - CONTINUATION COVERAGE RIGHTS UNDER COBRA

Introduction
This notice contains important information about your right to COBRA continuation coverage, which is a
temporary extension of coverage under the Plan. This notice generally explains COBRA continuation
coverage, when it may become available to you and your family, and what you need to do to
protect the right to receive it.
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you
when you would otherwise lose your group health coverage. It can also become available to other
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members of your family who are covered under the Plan when they would otherwise lose their group
health coverage. For more information about COBRA continuation rights and obligations under
the Plan and under federal law, you should contact NYSUT Member Benefits CMM Insurance
Trust at 800 Troy-Schenectady Road, Latham, NY 12110-2455.
You may have other options available to you when you lose group health coverage. For example,
you may be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in
coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and lower
out-of-pocket costs. Additionally, you may qualify for a 30-day special enrollment period for another
group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t
accept late enrollees.
Keep in mind that because you must maintain enrollment in a Basic Plan, if you lose that other coverage,
you will not be eligible for benefits under this Plan. Therefore, you will have to purchase COBRA under
the Basic Plan (or be covered under another group health plan/Basic Plan) in order to be eligible for
benefits under this Plan if you decide to purchase COBRA.

What is COBRA continuation coverage?
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end
because of a Life Event known as a "qualifying event." Specific qualifying events are listed later in this
notice. After a qualifying event, COBRA continuation coverage must be offered to each person who is a
"qualified beneficiary." You, your spouse, dependent children, parents and parents-in-law could become
qualified beneficiaries, if coverage under the Plan is lost because of the qualifying event. Under the Plan,
qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
coverage.
If you are a Group Member, you will become a qualified beneficiary if you lose your coverage under the
Plan because the following qualifying event occurs:


You cease to be provided coverage by a Group Purchaser, because you are no longer part of the
group.

If you are the spouse of a Group Member, you will become a qualified beneficiary if you lose your
coverage under the Plan because any of the following qualifying events occurs:




Your spouse (the covered Group Member) dies;
Your spouse (the covered Group Member) is no longer provided coverage by a Group Purchaser,
because they are no longer part of the group; or
You become divorced or legally separated from your spouse.

If you are a dependent child, you will become a qualified beneficiary if you lose coverage under the Plan
because any of the following qualifying events occurs:




Your parent (the covered Group Member) dies;
Your parent (the covered Group Member) is no longer provided coverage by a Group Purchaser
because they are no longer part of the group; or
You (the child) stop being eligible for coverage under the plan as a "dependent child."
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If you are a parent or parent-in-law, you will become a qualified beneficiary if you lose coverage under the
Plan because any of the following qualifying events occurs:




Your son/daughter or son/daughter-in-law (the covered Group Member) dies;
Your son/daughter or son/daughter-in-law (the covered Group Member) ceases to be provided
coverage by a Group Purchaser because they are no longer part of the group; or
You stop being eligible for coverage under the Plan as a parent-in-law because your son/daughterin-law divorces or is legally separated from his/her spouse (your child).

When is COBRA coverage available?/Your obligation to notify the Group Purchaser
You and your qualified beneficiaries will be offered COBRA continuation coverage only after the Group
Purchaser has been notified by you that a qualifying event has occurred. The Group Purchaser must be
notified within 60 days after the qualifying event has occurred.
All notices of qualifying events must be provided to the Group Purchaser. The notice should include
the current date, your name, address, phone number, name of the Group Member, the name of the
qualified beneficiary(ies), the type of qualifying event, the date the qualifying event occurred, the signature
of the person notifying the Group Purchaser of the qualifying event, and supporting documentation, as
applicable (e.g., a copy of the dated signature page of the divorce decree or separation agreement).

How is COBRA coverage provided?
Once the Group Purchaser receives notice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an
independent right to elect COBRA continuation coverage. Covered Group Members may elect COBRA
continuation coverage on behalf of their spouses and/or children.
COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the
death of the Group Member, your divorce or legal separation, or a dependent child losing eligibility as a
dependent child, COBRA continuation coverage lasts for up to a total of 36 months.
When the qualifying event is due to the end of group coverage being provided by a Group Purchaser
because the Group Member is no longer part of the group, COBRA continuation coverage generally lasts
for only up to a total of 18 months. There are two ways in which this 18-month period of COBRA
continuation coverage can be extended:

Disability extension of 18-month period of continuation coverage
If you or anyone in your family covered under the Plan is determined by the Social Security Administration
to be disabled and you notify the Group Purchaser in writing within 60 days of receipt of the Social
Security Disability Award, you and your entire family may be entitled to receive up to an additional 11
months of COBRA continuation coverage, for a total maximum of 29 months. The disability would have
to have started at some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the 18-month period of continuation coverage.
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Second qualifying event extension of 18-month period of continuation coverage
If your family experiences another qualifying event while receiving 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can get up to 18 additional months of
COBRA continuation coverage, for a maximum of 36 months, if notice of the second qualifying event is
properly given to the Group Purchaser. This extension may be available to the spouse and any dependent
children receiving continuation coverage, if the Group Member or former Group Member dies or gets
divorced or legally separated, or if the dependent child stops being eligible under the Plan as a dependent
child, but only if the event would have caused the spouse or dependent child to lose coverage under the
Plan had the first qualifying event not occurred.
Are there other coverage options besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you
and your family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage
options (such as a spouse’s plan) through what is called a “special enrollment period.” Some of these
options may cost less than COBRA continuation coverage. You can learn more about many of these
options at www.healthcare.gov. Keep in mind that if you do enroll in a Marketplace or Medicaid, you will
not be eligible for benefits under this Plan unless you are also covered under a Basic Plan.

If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to
NYSUT Member Benefits CMM Insurance Trust, 800 Troy-Schenectady Road, Latham, NY
12110-2455. For more information about your rights under the Employee Retirement Income Security Act
(ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting
group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s
Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses
and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.) For
more information about the Marketplace, visit www.healthcare.gov.

Keep your Plan informed of address changes
In order to protect your family's rights, you should keep the Group Purchaser informed of any changes in
the addresses of family members. You should also keep a copy, for your records, of any notices you send
to the Group Purchaser.
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IV. BENEFITS, EXCLUSIONS AND LIMITATIONS
The Plan reimburses a percentage of expenses for Medically Necessary Covered Charges after your Basic
Plan(s) has paid its benefits, you have met the annual Deductible, and you have satisfied any applicable
benefit eligibility criteria. What the Plan pays depends on whether you used a provider who was
considered an In-Network provider or an Out-of-Network provider under the Basic Plan (as described
below and outlined in the Summary of Benefits). If you receive medical services or supplies from a
provider who was contracted with the network of the Basic Plan (In-Network), this Plan will reimburse
you a higher amount and you will be responsible for paying less money out of your pocket. Additionally,
your annual out-of-pocket expenses for In-Network Essential Health Benefits services and supplies will be
limited in accordance with the federal health law.
For prescription drugs, what the Plan pays depends on whether your medication is listed on the Formulary
of your Basic Plan. Medications that are not listed on the Formulary of your Basic Plan are considered
Out-of-Network drugs, are subject to a higher cost-sharing, and the amount you pay does not count
toward the In-Network out-of-pocket maximum.
DEDUCTIBLE
The Deductible is the amount you owe before the Plan begins to pay benefits.
Overall Annual Out-of-Pocket
Deductible

In-Network
$2,500/Individual
$5,000/Family

Out-of-Network
$5,000/Individual

Overall Annual Out-of-Pocket Deductible: Each calendar year, you (and not the Plan) are responsible for
paying all Covered Charges until you satisfy the overall annual Deductible and then the Plan begins to pay
benefits. The Deductible amounts are listed in the Summary of Benefits found at the beginning of this
document and above. The family In-Network annual Deductible can be satisfied by a combination of
family members with not one member exceeding the individual Deductible.
Deductibles are applied to the Covered Charges in the order in which claims are processed by the Plan and
accumulated on a calendar year basis. Only Covered Charges can be used to satisfy the Plan’s Deductibles.
As a result, non-eligible charges do not count toward the Deductibles. Note that In-Network and Out-ofNetwork Deductibles are NOT interchangeable, meaning you may not use any portion of an In-Network
Deductible to meet an Out-of-Network Deductible and vice versa. Expenses for preventive services are
not subject to a Deductible, as explained in this section.
Please note: The overall annual Deductible is not required in order to access the convalescent/custodial
care, Nursing Home, Assisted Living Facility and home health care benefits. Refer to those sections for
more details.
BENEFIT PERIOD
Benefits are payable when a participant incurs Covered Charges in excess of the annual Deductible. This
Plan’s Benefit Period is the calendar year and runs from January 1 to December 31.
The maximum amount of benefits to be paid for each participant is shown in the Summary of Benefits.
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For Benefit Period effective dates on or before December 31, 2017, the Prior Plan(s) apply.
No benefits will be payable under the Plan during the period for which benefits are payable under the
Prior Plan in accordance with the terms of the Prior Plan. After such period, benefits will be payable under
the Plan provided that benefits in excess of the maximum benefit under the Plan shown in the Summary
of Benefits have not been paid. The maximum benefit under the Plan includes benefits paid under the
Prior Plan plus any benefits paid under the Plan.
Notwithstanding the prior paragraph, benefits for home health care payable under the terms of the Prior
Plan will not count toward the 6,000-hour lifetime maximum under the Plan. In addition, benefits for
Hospice care payable under the terms of the Prior Plan will not count toward the 210-consecutive day
lifetime maximum under the Plan.
IN-NETWORK OUT-OF-POCKET MAXIMUM
The In-Network out-of-pocket maximum is the most you pay for In-Network health care services during
a one-year period (the calendar year) before the Plan starts to pay 100% for Covered Charges for Essential
Health Benefits received from In-Network providers under a Basic Plan. The amount of the annual outof-pocket maximum is listed in the Summary of Benefits. There is no out-of-pocket limit on the use of
Out-of-Network providers, except that Emergency Services performed in an Out-of-Network emergency
room will accumulate to meet the In-Network out-of-pocket maximum. No Covered Charges for
expenses for Out-of-Network count toward the In-Network out-of-pocket maximum. Covered expenses
are applied to the out-of-pocket maximum in the order in which eligible claims are processed by the Plan.
The amount of the out-of-pocket maximum may be adjusted in accordance with the amount published by
the Department of Health and Human Services.
Charges for the following Covered Charges are NOT considered “Essential Health Benefits” and do not
accumulate toward the out-of-pocket maximum:



Convalescent/custodial care provided in a Convalescent Home, Custodial Care Facility, Nursing
Home, Assisted Living Facility or Skilled Nursing Facility; and
Private Duty Nursing.

COVERED CHARGES
“Covered Charges” refers to those amounts that are considered in satisfying the Deductible and/or are
payable as benefits under the Plan. Covered Charges are determined by the Plan Administrator or its
designee and are limited to those that are:






Incurred by the claimant during the calendar year;
Medically Necessary, but only to the extent that the charges are Covered Charges;
For the diagnosis or treatment of an injury or illness (except for the preventive services payable by
the Plan);
Not services or supplies that are excluded from coverage (as described later in this section); and
Not services or supplies in excess of any applicable maximum as shown in the Summary of
Benefits.

The Plan will not reimburse you for any expenses that are not covered medical benefits or are not
considered eligible medical expenses. That means you are responsible for paying the full cost of all
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expenses that are not determined to be Medically Necessary, determined to be in excess of the Plan’s
Covered Charge, not covered by the Plan, or in excess of a maximum Plan benefit.
The Covered Charge is determined by the Plan Administrator or its designee and means the dollar amount
the Plan has determined it will allow for covered expenses as follows:





With respect to In-Network providers under your Basic Plan, the Covered Charge is the lesser of
the negotiated fee/rate for the service set forth in the agreement between the provider and the
Basic Plan and the actual amount paid by the Basic Plan to the provider for the service;
For Out-of-Network providers, the Covered Charge is the lesser of the Basic Plan allowance or the
80th percentile of the Fair Health Fee Schedule (updated semi-annually);
Notwithstanding the above, if the provider’s actual billed charges are lower than any of these two
(2) amounts, the billed charges will be considered the Covered Charge; and
For prescription drugs, the Covered Charge for a drug will be based on the Basic Plan allowance.

Please note:
 Only charges that are actually incurred and paid are considered Covered Charges under the Plan;
 Amounts in excess of Covered Charges, as well as services that are not covered, will not be
considered Covered Charges and will not be applied to the Deductible;
 The Plan will not reimburse you for any expenses that are not determined to be Covered Charges;
 Many Basic Plans have discount arrangements with providers; therefore, billed charges may not be
considered Covered Charges by the Administrator;
 The Administrator may not base its benefits determination on the Physician’s or health care
provider’s actual charge for health care services or supplies;
 The Administrator reserves the right to have the billed amount of a claim reviewed by an
independent medical review firm/provider to assist in determining the Covered Charge amount;
and
 The term “Covered Charges” is also referred to as Allowed Charge, Allowed Amount, Allowable
Charge and Maximum Allowable Fee.
The Plan only pays Covered Charges as described below:
1. Covered Charges for inpatient Hospital services for acute care or treatment given or ordered by a
health care professional for an illness, injury or disease of a severity that must be treated on an
inpatient basis including:
 Semiprivate room and board (private rooms covered only if Medically Necessary);
 The use of intensive care, special care or cardiac care units and equipment;
 General, special and critical nursing care;
 Meals and special diets;
 The use of operating, recovery and cystoscopic rooms and equipment;
 Diagnostic and therapeutic items, such as drugs and medications, sera, biologicals and vaccines,
intravenous preparations and visualizing dyes and administration, but not including those which
are not commercially available for purchase and readily obtainable by the Hospital;
 Dressings and casts;
 Services and supplies and the use of equipment in connection with oxygen, anesthesia,
physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x-ray examinations
and radiation therapy, laboratory and pathological examinations;
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Blood and blood products except when participation in a volunteer blood replacement program is
available;
Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, infusion therapy
and cardiac rehabilitation;
Short-term physical, speech and occupational therapy; and
Additional medical services and supplies which are provided while you are a registered bed patient
and which are billed by the Hospital.
Please note: Such services and supplies listed above will not be covered if they are provided mainly
for the personal comfort or convenience of the patient, the patient’s family, any person who cares
for the patient, or any Physician, provider, Hospital or facility.

2. Covered Charges for Emergency Services for:
 Emergency Services for the treatment of an Emergency Condition will be the same for InNetwork and Out-of-Network providers but only to the extent those Emergency Services and
supplies are Medically Necessary and are performed to treat or stabilize the Emergency Condition
in a Hospital; and
 Non-Emergency Services in an emergency room will be paid like other Hospital services.
3. Covered Charges made by a Physician for:
 Diagnosis;
 Treatment;
 Surgery; and
 Diagnosis and treatment, including outpatient visits, of mental health and substance use disorders.
4. Covered Charges made for private duty nursing, while in a Hospital or at home, by a registered nurse
or licensed practical nurse who is not a member of the participant’s immediate family or household, up
to the amount shown in the Summary of Benefits. If services are rendered while in a Hospital, the
Physician must indicate what services will be rendered that the Hospital’s staff nurses cannot perform
and why.
5. Covered Charges for physiotherapy given by a licensed physiotherapist.
6. Covered Charges for ambulance service to or from a Hospital.
7. Covered Charges for Outpatient and Professional Services (when Medically Necessary):
 Acupuncture for up to 30 visits per calendar year;
 Advanced Imaging services (PET scans, MRI, nuclear medicine, and CAT scans);
 Allergy testing and treatment;
 Ambulatory surgical center services;
 Anesthetics and their administration;
 Bariatric Surgery;
 Blood and blood plasma (to the extent not replaced by donors);
 Chemotherapy;
 Chiropractic Services for up to 30 visits per calendar year;
 Dialysis;
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Drugs which by law may only be dispensed with a prescription (except as required by the
Affordable Care Act as described in the Preventive Benefits Section). Covered Charges for drugs
used in the treatment of cancer will not be excluded on the basis that such drug has been
prescribed for the treatment of a type of cancer for which the drug has not been approved by the
Food and Drug Administration, provided, however, that such drug must be recognized for
treatment of the specific type of cancer for which the drug has been:
a. Prescribed in one of the following reference compendia:
o the American Medical Association Drug Evaluations;
o the American Hospital Formulary Service Drug Information; or
o the United States Pharmacopeia Drug Information.
b. Recommended by review article or editorial comment in a major peer reviewed
professional journal;
Fertility and Infertility Services are payable for the diagnosis and treatment of medical conditions
that result in infertility but not for expenses related to services that induce pregnancy including but
not limited to surgical impregnation procedures like in-vitro fertilization;
Infusion Therapy;
Interruption of pregnancy;
Maternity and newborn care provided by a Physician or midwife, nurse practitioner, Hospital or
birthing center including prenatal care (including one (1) visit for genetic testing), postnatal care,
delivery, and complications of pregnancy;
Office visits for the diagnosis and treatment of injury, disease and medical conditions;
Outpatient Hospital services and supplies as described in the Hospital subsection above that can
be provided to you while being treated in an outpatient facility;
Oxygen;
Preadmission testing;
Reconstructive and Corrective Surgery;
Rehabilitation services consisting of physical therapy, speech therapy and occupational therapy in
the outpatient department of a facility or in a provider’s office for up to a total of 30 visits per
calendar year;
Second/third surgical opinions;
Services related to sex change; Services and supplies related to gender dysphoria including but not
limited to, Medically Necessary services and supplies for counseling, surgery, durable medical
equipment and prescription drugs, in the same way as other medical or surgical services and
supplies subject to the Plan’s general medical management requirements;
Surgical services for surgical procedures, including operating and cutting procedures for the
treatment of a sickness or injury, and closed reduction of fractures and dislocations of bones,
endoscopies, incisions, or punctures of the skin on an inpatient and outpatient basis, including the
services of the surgeon or specialist, assistant (including a physician’s assistant or a nurse
practitioner), and anesthetist or anesthesiologist, together with preoperative and post-operative
care; benefits are not available for anesthesia services provided as part of a surgical procedure
when rendered by the surgeon or the surgeon’s assistant;
Telemedicine;
Transplants;
Urgent care; and
Use of radium and radioactive isotopes;
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X-ray, laboratory procedures and diagnostic testing, services and materials, including diagnostic xrays, x-ray therapy, fluoroscopy, electrocardiograms, electroencephalograms, laboratory tests, and
therapeutic radiology services.
In no event, however, will coverage be provided for any experimental or investigational drugs or any
drug which the Food and Drug Administration has determined to be contraindicated for treatment of
the specific type of cancer for which the drug has been prescribed.
8. Covered Charges for Durable Medical Equipment, Prosthetics and Medical Supplies (to buy, rent,
repair or maintain):






Prosthetic devices that are worn externally and that temporarily or permanently replace all or part
of an external body part that has been lost or damaged because of an injury or disease (e.g.,
artificial limbs);
Crutches;
Braces;
Durable medical equipment which is designed and intended for repeated use, used to serve a
medical purpose, not useful to a person absent disease or injury and appropriate for use in the
home including wheel chairs and other medical equipment and appliances; and
Medical supplies required for treatment of a disease or injury which is covered under this Plan.

9. Covered Charges made for Hospice care, as follows:



Covered Charges made by a Hospice, up to 210 consecutive days of confinement per lifetime while
covered under this Plan; and
Covered Charges for five (5) visits per lifetime while covered under this Plan for bereavement
counseling to the family of the terminally ill participant. Family means the parent, spouse, sibling
or child of the terminally ill participant.

10. Covered Charges made for Skilled Nursing Services in a Skilled Nursing Facility or Subacute Care
Facility for active and progressive treatment up to a lifetime maximum of 100 days. The confinement
must be ordered or prescribed by a Physician. Custodial care in a Skilled Nursing Facility is not payable
under this provision and is payable in accordance with #11 below.
11. Covered Charges made by a Medicare-certified Convalescent Home, Custodial Care Facility, Nursing
Home, Assisted Living Facility or Skilled Nursing Facility for confinement for convalescent/custodial
care: Up to $72 per day benefit with a maximum lifetime benefit of $80,000.
Benefits begin on the 20th day of confinement. The confinement must be due to an injury or sickness
for which benefits are payable under the Plan. The confinement must be prescribed by the attending
Physician.
Benefits will not be paid for both convalescent/custodial care and home health care received on any
given day. If the participant is receiving home health care while in an Assisted Living or other facility
where convalescent/custodial care is being received, claims will be paid based only on the higher claim
amount.
12. Covered Charges made for home health care, as follows:
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Part-time or intermittent home nursing care by, or supervised by, a registered nurse;
Part-time or intermittent home health aide services which mainly care for the patient;
Occupational, speech, respiratory or physical therapy;
Medical social work; and
Special meals and nutritional services.

Benefits are payable when a plan of care is provided for home health care and care is:






Provided by a Home Health Care Agency that is certified by a state department of health or
Medicare-certified;
In lieu of confinement in a Hospital or Skilled Nursing Facility;
Set up and approved, in writing, by a Physician;
Provided by a trained certified home health care provider, and cannot be provided by a family
member; and
Provided under a treatment plan that is prescribed by the Physician that is documented with a daily
log kept by the home health care provider of services performed on behalf of the patient.

Benefits will begin following 60 hours of paid home health care per calendar year and will be paid up
to 25 hours of home health care per calendar week up to a maximum of 6,000 hours per lifetime.
Home health care benefits provided by a licensed or certified individual caregiver who is not employed
by an approved Home Health Care Agency will be paid at 20% of the Covered Charge. All the other
criteria listed above would apply.
Benefits will not be paid for both convalescent/custodial care and home health care received on any
given day. If the participant is receiving home health care while in an Assisted Living or other facility
where convalescent/custodial care is being received, claims will be paid based only on the higher claim
amount.
13. Covered Charges for Behavioral Health Services (Mental Health and Substance Abuse Treatment) are
as follows:



Inpatient acute Hospital admission and residential treatment program; and
Outpatient visits including necessary psychological (psychiatric) testing, Partial Day Care/Partial
Hospitalization and Intensive Outpatient Program (IOP) care.

PREVENTIVE BENEFITS
The Plan covers the following services for the purpose of promoting good health and early detection of
disease. Preventive services are not subject to cost-sharing (deductibles or coinsurance) when received
from any provider and provided in accordance with the comprehensive guidelines supported by the Health
Resources and Services Administration (“HRSA”), or if the items or services have an “A” or “B” rating
from the United States Preventive Services Task Force (“USPSTF”), or if the immunizations are
recommended by the Advisory Committee on Immunization Practices (“ACIP”). However, cost-sharing
may apply to services provided during the same visit as the preventive services. Also, if a preventive
service is provided during an office visit wherein the preventive service is not the primary purpose of the
visit, the cost-sharing amount that would otherwise apply to the office visit will still apply. You may
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contact the Administrator for a copy of the comprehensive guidelines supported by HRSA, items or
services with an “A” or “B” rating from USPSTF, and immunizations recommended by ACIP.
Well-Baby and Well-Child Care: The Plan covers well-baby and well-child care which consists of
routine physical examinations including vision screenings and hearing screenings, developmental
assessment, anticipatory guidance, and laboratory tests ordered at the time of the visit as recommended by
the American Academy of Pediatrics. The Plan also covers preventive care and screenings as provided for
in the comprehensive guidelines supported by HRSA and items or services with an “A” or “B” rating from
USPSTF.
Adult Annual Physical Examinations: The Plan covers adult annual physical examinations and
preventive care and screenings as provided for in the comprehensive guidelines supported by HRSA and
items or services with an “A” or “B” rating from USPSTF. Examples of items or services with an “A” or
“B” rating from USPSTF include, but are not limited to, blood pressure screening for adults, and
screenings for cholesterol, lung cancer , colorectal cancer and diabetes.
Adult Immunizations: The Plan covers adult immunizations as recommended by ACIP.
Well-Woman Examinations: The Plan covers well-woman examinations which consist of a routine
gynecological examination, breast examination and annual Pap smear, including laboratory and diagnostic
services in connection with evaluating the Pap smear. The Plan also covers preventive care and screenings
as provided for in the comprehensive guidelines supported by HRSA and items or services with an “A” or
“B” rating from USPSTF.
Mammograms: The Plan covers mammograms for the screening of breast cancer as follows: one (1)
baseline screening mammogram for women age 35 through 39; and one (1) baseline screening
mammogram annually for women age 40 and over. If a woman of any age has a history of breast cancer or
her first degree relative has a history of breast cancer, the Plan covers mammograms as recommended by
her provider.
Family Planning and Reproductive Health Services: The Plan covers family planning services which
consist of FDA-approved contraceptive methods prescribed by a provider, counseling on use of
contraceptives and related topics, and sterilization procedures for women when provided in accordance
with the comprehensive guidelines supported by HRSA and items or services with an “A” or “B” rating
from USPSTF. The Plan does not cover services related to the reversal of elective sterilizations.
Bone Mineral Density Measurements or Testing: The Plan covers bone mineral density measurements
or tests, and prescription drugs and devices as provided for in the comprehensive guidelines supported by
HRSA and items or services with an “A” or “B” rating from USPSTF.
Screening for Prostate Cancer: The Plan covers an annual standard diagnostic examination including,
but not limited to, a digital rectal examination and a prostate specific antigen test for men age 50 and over
who are asymptomatic and for men age 40 and over with a family history of prostate cancer or other
prostate cancer risk factors. The Plan covers standard diagnostic testing including, but not limited to, a
digital rectal examination and a prostate-specific antigen test, at any age for men having a prior history of
prostate cancer.
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Preventive Drugs: The Plan covers the following preventive drugs. For any over-the-counter drug listed
below to be covered by the Plan, the drug must be presented to the pharmacist with a prescription for the
OTC drug from a provider:











Aspirin to prevent cardiovascular disease when prescribed by a health care provider. A prescription
must be submitted in accordance with Plan rules;
Low-dose aspirin after 12 weeks of gestation for women who are at high risk for preeclampsia;
Vitamin D supplementation to prevent falls in community-dwelling adults age 65 years and older
who are at increased risk for falls. Over-the-counter supplements are covered only with a
prescription;
Risk-reducing medications (such as tamoxifen or raloxifene) for women at increased risk for breast
cancer and at low risk for adverse medication effects;
FDA-approved contraceptives methods, sterilization procedures, and patient education and
counseling for women of reproductive capacity. FDA-approved contraceptive methods, include
barrier methods, hormonal methods, and implanted devices, as well as patient education and
counseling, as prescribed by a health care provider. The Plan may cover a generic drug without
cost sharing and charge cost sharing for an equivalent branded drug. The Plan will accommodate
any individual for whom the generic would be medically inappropriate, as determined by the
individual’s health care provider. Services related to follow-up and management of side effects,
counseling for continued adherence, and device removal are also covered without cost sharing;
Folic Acid supplements for women planning or capable of pregnancy, containing 0.4 to 0.8 mg of
folic acid. Over-the-counter supplements are covered only if the woman obtains a prescription;
Oral fluoride supplementation at currently recommended doses (based on local water supplies) to
preschool children older than 6 months of age whose primary water source is deficient in fluoride.
Over-the-counter supplements are covered only with a prescription;
Iron supplementation for asymptomatic children aged 6 to 12 months who are at increased risk for
iron deficiency anemia. Over-the-counter supplements are covered only with a prescription; and
Application of fluoride varnish to the primary teeth of all infants and children up to age 5 starting
at the age of primary tooth eruption, in primary care practices.

Weight Loss: The Plan covers obesity screening and intensive counseling and behavioral interventions to
promote sustained weight loss for adults with a body mass index of 30 kg/m2 or higher. This includes
group and individual sessions of high intensity (up to 26 sessions in a year); behavioral management
activities, such as weight-loss goals; improving diet or nutrition and increasing physical exercise; addressing
barriers to change; self-monitoring; and strategizing how to maintain lifestyle changes. For children aged 6
years and older, coverage includes obesity screening and counseling or referral to comprehensive, intensive
behavioral interventions to promote improvement in weight status.
Smoking Cessation: For those who use tobacco products, the Plan covers at least two tobacco cessation
attempts per year. Cessation attempt includes coverage for:



Four (4) tobacco cessation counseling sessions of at least 10 minutes each (including telephone
counseling, group counseling and individual counseling) without prior authorization; and
All FDA-approved tobacco cessation medications (including both prescription and over-thecounter medications) for a 90-day treatment regimen when prescribed by a health care provider
without prior authorization.
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CLINICAL TRIALS
The Plan covers charges incurred due to participation in either a Phase I, II, III, or IV Approved Clinical
Trial conducted in relation to the prevention, detection, or treatment of cancer or other life-threatening
disease or condition, provided the charges are those that are:



Ancillary to participation in the Approved Clinical Trial and would otherwise be covered under this
Plan if the individual were not participating in the Approved Clinical Trial; and
Not attributable to any device, item, service, or drug that is being studied as part of the Approved
Clinical Trial or is directly supplied, provided, or dispensed by the provider of the Approved
Clinical Trial.

A participant or dependent is eligible for payment of charges related to participation in an Approved
Clinical Trial if he or she:



Satisfies the protocol prescribed by the Approved Clinical Trial provider; and
Either:
o The individual’s network participating provider determines that the individual’s participation in
the Approved Clinical Trial would be medically appropriate; or
o The individual provides the Plan with medical and scientific information establishing that
participation in the Approved Clinical Trial would be medically appropriate.

Excluded Expenses include:
 Expenses incurred due to participation in an Approved Clinical Trial that are: (1) the
investigational items, devices, services, or drugs being studied as part of the Approved Clinical
Trial; (2) items, devices, services, and drugs that are provided solely for data collection and analysis
purposes and not for direct clinical management of the patient; or (3) items, devices, services, or
drugs inconsistent with widely accepted and established standards of care for a patient’s particular
diagnosis; and
 Expenses incurred at an Out-of-Network provider if a network participating provider will accept
the patient in an Approved Clinical Trial.
RECONSTRUCTIVE SERVICES AND BREAST RECONSTRUCTION AFTER
MASTECTOMY
This Plan complies with the Women’s Health and Cancer Rights Act (WHCRA) that indicates that for any
covered individual who is receiving benefits in connection with a mastectomy and who elects breast
reconstruction in connection with it, coverage will be provided in a manner determined in consultation
with the attending Physician and the patient, including:




Reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
Prostheses and physical complications for all stages of mastectomy, including lymphedemas.

Coverage for mastectomy-related services or benefits will be subject to the same payment provisions that
apply with respect to other medical or surgical benefits provided under this Plan.
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HOSPITAL LENGTH OF STAY FOR CHILDBIRTH
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for
any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from a
plan or insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).
Coverage will be subject to the same payment provisions that apply with respect to other medical or
surgical benefits provided under this Plan.
CRITICAL ILLNESS BENEFIT
The Critical Illness benefit of $2,500 is payable in a lump sum upon the diagnosis of a Critical Illness by a
Physician. No Deductible applies to this benefit, and it is payable one time while eligible for benefits under
the Plan.
“Critical Illness” means a heart attack, stroke, terminal illness, cancer, quadriplegia or an illness requiring
coronary bypass surgery or a major organ transplant.
“Heart Attack” means the death of a portion of the heart muscle (myocardium) resulting from a blockage
of one or more coronary arteries. The diagnosis must include all of the following criteria: 1) EKG findings
consistent with Myocardial Infarction; and 2) elevation of cardiac enzymes above generally accepted
laboratory levels of normal; and 3) chest pains.
“Stroke” means a cerebral vascular accident or incident. Stroke does not include Transient Ischemic
Attacks and attacks of Vertebrobasilar Ischemia. The Plan will pay a benefit for Stroke which produces
permanent neurological sequela persisting for at least 30 days following an initial diagnosis. The Claim
Administrator must receive evidence of the permanent neurological damage provided by a CAT scan or
MRI.
“Terminal Illness” means a medical condition: 1) which is expected to result in the participant’s death
within 12 months; and 2) from which the participant is not expected to recover.
“Cancer” means a malignant tumor characterized by the uncontrolled growth and spread of malignant cells
and the invasion of tissue. Cancer includes leukemia. Excluded are cancers such as: 1) pre-malignant
tumors or polyps; 2) cancer in-situ, intraductal non-invasive carcinoma of the breasts; 3) any skin cancers
except melanomas; or 4) Stage 1 Hodgkin’s Disease. The Plan will not exclude a clinical diagnosis of
cancer if, in the opinion of the attending Physician, a positive diagnosis cannot otherwise be made without
jeopardizing the life of the participant. In any event, there must be a definitive treatment for cancer.
“Quadriplegia” means the complete and permanent loss of the use of all four limbs through paralysis for a
continuous period of 180 days, as confirmed by a Physician.
“Coronary Bypass Surgery” means bypass surgery using either the saphenous vein or internal mammary
artery graft for the treatment of coronary artery disease. The surgery must be performed for the treatment
of coronary artery disease to correct a severe stenosis: 1) in the main trunk or left coronary artery; and 2)
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proximal stenosis of major coronary branches. The Administrator must receive: 1) a confirmation by a
consulting cardiologist; and 2) angiographic evidence of the underlying disease.
“Major Organ Transplant” means surgery to transplant any of the following organs: heart, kidney, lung,
liver of bone marrow. Major Organ Transplant does not include transplanted organs from non-human
donors.
BENEFITS COVERED WITH LIMITATIONS
Benefits will be paid for Covered Charges incurred for the medical services shown below only to the
extent described below.
Dental care, treatment or surgery: Charges for these services will be considered Covered Charges only
if they result from a Non-Job Related Injury to natural teeth.
Treatment for temporomandibular joint dysfunction (TMJ): Charges for these services will be
considered Covered Charges but shall not include orthodontic care, prosthetic devices, crowns or
bridgework.
Eye exams to prescribe or fit corrective lenses for eye glasses: Charges for these services will be
considered Covered Charges only if they result from a Non-Job Related Injury.
Cosmetic treatment or surgery: Charges for these services will be considered Covered Charges only if
they result from:



A Non-Job Related Injury or Sickness; or
A congenital disease or anomaly of a dependent child resulting in a functional defect.

GENERAL EXCLUSIONS
No medical care benefits will be paid by the Plan for charges incurred for treatment:









Given after a participant's coverage ends, regardless of when the injury or sickness occurred;
That is not Medically Necessary for the Necessary Care or Treatment of the injury or sickness
involved;
That is related to custodial care or transportation except for the services that are specifically
outlined in this document. “Custodial care” means help in transferring, eating, dressing, bathing,
toileting and other such related activities;
That would be given free of charge if the participant was not covered. However, medical care
benefits will be paid for Covered Charges incurred by a state for medical assistance to a covered
participant under Medicaid;
Which results from a war or an act of war;
Which results from intentionally self-inflicted injury. This exclusion does not apply to coverage for
services involving injuries suffered by a victim of an act of domestic violence or for services as a
result of your medical condition (including both physical and mental health conditions);
That is given by a participant's spouse, father, mother, son, daughter, brother or sister
or the participant’s spouse's father, mother, son, daughter, brother or sister;
That is given by a participant’s employer or an employee of such employer; or
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That is given while serving on full-time active duty for more than 30 consecutive days in the
Armed Forces of any country or international authority. (The Plan will refund premium on a pro
rata basis for any such period of full-time active duty).

No benefits will be paid by the Plan for charges incurred for:














Any health care service, procedure, treatment, device, prescription drug or confinement that is
experimental or investigational, or that results therefrom;
Medical marijuana;
Services that are not specifically listed in this Plan as being covered;
Expenses for preparing or completing forms, medical/dental reports/records, bills, disability/sick
leave/claim forms and the like; mailing, shipping or handling expenses; and charges for
broken/missed appointments, telephone calls, e-mailing charges, prescription refill charges,
disabled person license plates/automotive forms, interest charges, late fees, mileage costs, lodging
costs, provider administration fees, concierge/retainer agreement/direct primary care fees,
membership/surcharge fees or provider’s special plan charging fees to access added benefits
and/or photocopying fees;
Services or supplies provided outside the United States except as described here. The term
“outside the United States” means anywhere other than the 50 states of the U.S., the District of
Columbia, Puerto Rico, the U.S. Virgin Islands, Guam, American Samoa, and the Northern
Mariana Islands. This Plan follows the Medicare guidelines in determining in what circumstances
such expenses would be covered. There are 3 situations when this Plan would pay health care
services received in a Hospital outside the United States:
o In a medical emergency if the patient is in the United States but a foreign hospital is closer than
the nearest U.S. Hospital that can treat the illness or injury;
o If the patient is traveling through Canada without unreasonable delay by the most direct route
between Alaska and another state when a medical emergency occurs, and the Canadian
Hospital is closer than the nearest U.S. Hospital that can treat the illness or injury; or
o The patient lives in the U.S. and the foreign Hospital is closer to their home than the nearest
U.S. Hospital that can treat the medical condition, regardless of whether it is an emergency;
The difference between the cost of a semi-private room in a Hospital or Facility and a private
room, unless the patient’s stay in a private Hospital room is determined (by the Administrator or
its designee) to be Medically Necessary;
Any amount in excess of the Covered Charges allowable under this Plan (e.g., balance billing by a
provider);
Any amount in excess of the negotiated fees of an In-Network provider under a Basic Plan;
Any amount of reduction by a Basic Plan because a participant did not comply with the Basic
Plan’s provisions, such as the provisions related to utilization management or pre-certification;
Expenses for services received because of an occupational sickness or injury, or expenses for
services that are excluded or not covered under this Plan;
Purchase or rental of:
o Air conditioners;
o Air purifiers;
o Motorized transportation equipment; escalators or elevators in private homes;
o Eye glass frames or lenses;
o Hearing aids;
o Swimming pools or supplies for them; or
o General exercise equipment;
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A routine physical exam, except as provided in the Preventive Benefits section;
Bed holds in a Convalescent Home or Custodial Care Facility;
Weight Loss programs. This provision does not apply to obesity screening, intensive counseling
and behavioral interventions for obesity as covered under the Preventive Benefits section; or
Routine foot care: Routine foot care includes but is not limited to hygienic cleaning of the feet with
trimming of toenails, removal or reduction of corns and callouses, removal of thick/cracked foot
skin, preventive care with assessment of pulses, skin condition and sensation. However, routine
foot care administered by a podiatrist is payable when Medically Necessary for individuals with
diabetes or a neurological or vascular insufficiency affecting the feet.

32

V. CLAIMS
For claims filed with a Benefit Period effective date on or before December 31, 2017, a Prior Plan applies.
No benefits will be payable under the Plan during the period for which benefits are payable under the
Prior Plan in accordance with the terms of the Prior Plan. After such period, benefits will be payable under
the Plan provided that benefits in excess of the maximum benefit under the Plan shown in the Summary
of Benefits have not been paid. The maximum benefit under the Plan includes benefits paid under the
Prior Plan plus any benefits paid under the Plan.
Notwithstanding the prior paragraph, benefits for home health care payable under the terms of the Prior
Plan will not count toward the 6,000-hour lifetime maximum under the Plan. In addition, benefits for
Hospice care payable under the terms of the Prior Plan will not count toward the 210-consecutive day
lifetime maximum under the Plan.
This Plan is an excess plan and will always pay secondary (or tertiary and so forth) after the participant’s
Basic Plan (or Plans) has paid claims. If you are not enrolled in a Basic Plan at the time the claim was
incurred, this Plan will not pay any benefits. This Plan will calculate what the payment would have been
had it been responsible for the claim and deduct whatever payments were actually made by the Basic
Plan(s). In no case will this Plan pay more in benefits for each claim as it is submitted than it would have
paid had it been the Plan that paid first. This has the effect of maintaining this Plan’s deductibles,
coinsurance and exclusions. As a result, you may not receive the equivalent of 100% of the total cost of
the health care services especially if you use an Out-of-Network provider.
Administration of Payment
1. To administer secondary payments under this Plan, the Plan reserves the right to:
 Exchange information with other plans involved in paying claims;
 Require that you or your provider furnish any necessary information; or
 Recover any overpayment from you, your dependents, a provider or insurance company.
2. To obtain benefits under this Plan, you must first file a claim under all Basic Plans that cover the
person for the expenses that were incurred. Any person who claims benefits under this Plan must
provide all the information the Plan needs to apply its payment to obtain benefits.
3. If a participant is not covered by a Basic Plan when a claim is incurred, no benefits will be payable by
this Plan.
COORDINATION OF BENEFITS WITH MEDICARE
Generally, anyone age 65 or older is entitled to Medicare coverage. Anyone under age 65 who is entitled to
Social Security Disability Income benefits is also entitled to Medicare coverage (usually after a waiting
period). This Plan requires that retired participants who are age 65 and over be enrolled in Medicare with
the exception of retired participants who are Medicare-eligible but who are covered as a dependent under
their spouse’s Basic Plan.
If a participant is covered under a Basic Plan and Medicare Parts A and B (or a Medicare Advantage Plan
(Part C)) and Part D, Medicare will pay its benefits first, the Basic Plan will pay its benefits second and this
Plan will pay its benefits third.
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If a participant is only enrolled in Medicare Parts A and B (or a Medicare Advantage Plan (Part C)) and
Part D, Medicare will pay its benefits first and this Plan will pay its benefits second.
If, while covered under an active Basic Plan, a participant under this Plan becomes entitled to Medicare
because of end-stage renal disease (ESRD), the Basic Plan pays first, this Plan pays second and Medicare
pays third for 30 months starting the earlier of the month in which Medicare ESRD coverage begins or
the first month in which the individual receives a kidney transplant. Then, starting with the 31st month
after the start of Medicare coverage, Medicare pays first, the Basic Plan pays second and this Plan pays
third.
How Much this Plan Pays When it is Secondary to Medicare
When a participant is only covered by Medicare Parts A and B (and not another Basic Plan) and this Plan
is secondary to Medicare, this Plan pays the same benefits for individuals who are not Medicare-eligible
less any amounts paid by Medicare. Benefits payable by this Plan are based on the fees allowed by
Medicare and not on the billed charges of the provider. You must be enrolled in a Medicare Part D Plan
or have Creditable prescription drug coverage (as defined by Medicare) through another Basic Plan to be
eligible to receive prescription drug benefits under this Plan.
Under the law, a Medicare participant is entitled to enter into a Medicare private contract with certain
health care practitioners (who have opted out of Medicare), under which the individual agrees that no
claim will be submitted to or paid by Medicare for health care services and/or supplies furnished by that
health care practitioner. If a Medicare participant enters into such a contract, this Plan will consider such
services as Out-of-Network and pay benefits according to the Summary of Benefits.
COORDINATION WITH GOVERNMENT AND OTHER PROGRAMS
In order to be eligible for this Plan, a participant must be enrolled in a Basic Plan. If a participant is also
enrolled in one of the following programs, coordination works as follows:
Medicaid: If a participant is covered by Medicaid or a State Children’s Health Insurance Program (CHIP),
the Basic Plan pays first, this Plan pays second and Medicaid or the State Children’s Health Insurance
Program (CHIP) pays third.
TRICARE: If a dependent is covered by the TRICARE Program, the Basic Plan pays first, this Plan pays
second and TRICARE pays third. For a participant called to active duty for more than 30 days, TRICARE
would be primary for active members of the armed services only. If a participant receives services in a
military medical Hospital or facility on account of a military service-related illness or injury, benefits are
not payable by this Plan.
Veterans Affairs/Military Medical Facility Services: If an eligible individual under this Plan receives
services in a U.S. Department of Veterans Affairs Hospital or other military medical facility on account of
a military service-related illness or injury, benefits are not payable by the Plan. If an eligible individual
under this Plan receives services in a U.S. Department of Veterans Affairs Hospital or facility on account
of any other condition that is not a military service-related illness or injury, benefits are payable by the Plan
to the extent those services are Medically Necessary and the charges are Allowed Charges.
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Long-Term Care policies: If a participant is covered by group, blanket, franchise, or individual longterm care, Nursing Home, or home health care insurance coverage, or any plan which provides coverage
for convalescent or custodial care in a Nursing Home or in a private residence, the Basic Plan and any of
the above mentioned policies pay first, and this Plan pays second.
Motor Vehicle Coverage Required by Law: If a participant is covered by any motor vehicle coverage,
including but not limited to no-fault, uninsured motorist, underinsured motorist or personal injury
protection rider to a motor vehicle liability policy, that motor vehicle coverage pays first, the Basic Plan
pays second and this Plan pays third. The Plan’s benefit coverage is excess to the combined payments
from any vehicle insurance (including medical payments coverage/MPC, personal injury protection/PIP,
and/or no-fault) and Basic Plan(s).
Other Coverage Provided by State or Federal Law: If a participant is covered by any other coverage
(not already mentioned above) that is provided by any other state or federal law, the coverage provided by
any other state or federal law pays first, the Basic Plan pays second and this Plan pays third.
INTERNAL CLAIMS AND APPEALS PROCEDURES
GENERAL INFORMATION
This section describes the procedures followed by the Plan in making internal claim decisions and
reviewing appeals of denied claims. These procedures apply to claims for medical benefits provided by this
Plan. The Plan’s internal claims and appeal procedures are designed to provide you with full, fair, and fast
claim review and so that Plan provisions are applied consistently with respect to you and other similarly
situated participants and dependents. In addition, the Plan must consult with a health care professional
with appropriate training and experience when reviewing a claim denial that is based in whole or in part on
a medical judgment (such as a determination that a service is not Medically Necessary or appropriate, or is
experimental or investigational).
The internal claims process pertains to determinations made by the Administrator about whether a request
for benefits (known as an initial “claim”) is payable. If the Administrator denies your initial claim for
benefits (called a claim denial or denial of claim), you have the right to appeal the denied claim under the
Plan’s internal appeals process. You may be able to seek an external review with an Independent Review
Organization (IRO) that conducts reviews of denial of claim determinations either (1) after the Plan’s
internal appeals process has been exhausted, or (2) under limited circumstances before the Plan’s internal
claims and appeals processes have been exhausted.
Administrator
The Trust has delegated responsibility for initial claims decisions to the Administrator.
Days Defined
For the purpose of the initial claims and appeal processes, “days” refers to calendar days, not business
days.
Denial of Claim Determination
A denial of a claim, for the purpose of the internal claims and appeal process, means:
35






A denial, reduction, or termination of, or a failure to provide or make payment in whole or in part
for a benefit, including a determination of an individual’s eligibility to participate in the Plan or a
determination that a benefit is not a covered benefit;
A reduction of a benefit resulting from the application of any utilization review decision, sourceof-injury exclusion, network exclusion, or other limitation on an otherwise covered benefit or
failure to cover an item or service for which benefits are otherwise provided because it is
determined to be not Medically Necessary or appropriate, or experimental or investigational; or
A rescission of coverage, whether or not there is an adverse effect on any particular benefit.

Health Care Professional
A health care professional, for the purposes of the claims and appeals provisions, means a Physician or
other health care professional licensed, accredited or certified to perform specified health services
consistent with state law.
CULTURALLY AND LINGUISTICALLY APPROPRIATE NOTICES
All notices relating to external review sent will contain a notice about the availability of Spanish, Chinese,
Tagalog, and Navajo language services. Assistance with filing a claim for external review in Spanish,
Chinese, Tagalog, and Navajo is available by calling (844) 552-7805. Notices relating to external review will
be provided in Spanish, Chinese, Tagalog, and Navajo upon request.





SPANISH (Español): Para obtener asistencia en Español, llame al (844) 552-7805.
TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (844) 552-7805.
CHINESE (中文): 如果需要中文的帮助，请拨打这个号码(844) 552-7805.
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (844) 552-7805.

DEFINITION OF A CLAIM
A claim is a request for a Plan benefit made by you or your covered dependent (also referred to as
“claimant”) or your authorized representative in accordance with the Plan’s claims procedures.
The only claims that apply to this Plan are post-service claims. A post-service claim is a request for
benefits under the Plan that is not a pre-service claim. Post-service claims are requests that involve only
the payment or reimbursement of the cost of the care that has already been provided. A standard paper
claim submitted for payment after services have been provided are examples of a post-service claim. A
claim regarding the rescission of coverage will be considered to be a post-service claim.
CLAIM SUBMISSION DEADLINE
Claims must be filed within two (2) years of incurring the claim expense. The time period for making a
decision on an initial claim request starts as soon as the claim is received in good order by the
Administrator, provided it is filed in accordance with the Plan’s reasonable filing procedures, regardless of
whether the Plan has all of the information necessary to decide the claim. A claim may be filed by you,
your covered dependent, an authorized representative or a provider.
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CRITICAL ILLNESS CLAIM
A claim for the Critical Illness benefit requires that you submit a completed Critical Illness Claim
Form. Claims must include the following:
 A completed Attending Physician’s Statement section; and
 A pathology report for cancer diagnoses confirming the diagnosis.
FILING A CLAIM
A claim or request for Plan benefits requires that you submit a completed claim form. In order to
accurately process your claim, an initial claim must include the following elements to trigger the Plan’s
internal claims process:












Completed and signed claim form;
Be received by the Administrator;
Name a specific individual participant and his/her Social Security Number;
Name a specific claimant and his/her date of birth;
Name a specific medical condition or symptom;
Provide a description and date of a specific treatment (must include an itemized detail of charges);
Identify the provider’s name, address, phone number, professional degree or license, and federal
tax identification number (TIN);
Include a copy of the Explanation of Benefits (EOB) from all your basic health insurance plans;
Include all itemized invoices;
Include proof of payment (e.g., receipts, cancelled checks, etc.); and
Letters of Medical Necessity from your Physician (if applicable and requested by the
Administrator).

Each document mentioned above provides valuable information on your claim. Other documents may
also be required by the Administrator to complete your claim and you will be notified by the
Administrator, if necessary. In addition, if you submit a claim that is not complete or lacks required
supporting documents, the Administrator will notify you about what information is necessary to complete
the claim.
A request is not a claim if it is:
 Not made in accordance with the Plan’s benefit claims filing procedures described in this section;
 Made by someone other than you, your covered dependent, your (or your covered dependent’s)
authorized representative or provider;
 Made by a person who will not identify himself or herself (anonymous);
 A casual inquiry about benefits such as verification of whether a service/item is a covered benefit
or the estimated allowed cost for a service;
 A request for prior approval as prior approval is not required by the Plan; or
 An eligibility inquiry that does not request benefits. However, if a benefit claim is denied on the
grounds of lack of eligibility, it is treated as a denial of a claim and the individual will be notified of
the decision and allowed to file an appeal.
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To file a claim, follow these steps:
Step 1:
Contact the Administrator by phone, mail or website to obtain a claim form.
Step 2:
Complete the claim form. Include all supporting EOBs, itemized invoices, receipts, proof of payment (e.g.
receipt from provider, cancelled checks) and any additional documentation. Mail completed form and
supporting documents to the Administrator. Retain copies for your records.
Step 3:
The Administrator will provide confirmation of the receipt of claim. When a claim is processed by the
Administrator, you will be sent a document called an Explanation of Benefits (EOB). The EOB describes
how the claim was processed, such as Allowed Amounts, amounts applied to your Deductible, if certain
services were denied and why, and how to appeal a claim. When applicable, if the claim is incomplete
and/or missing information, you will be told what additional information is required from you. Refer to
the Coordination of Benefits section for details on how the Plan pays claims.
PAYMENT OF CLAIMS
All benefits will be paid as they accrue.
INITIAL DETERMINATIONS OF BENEFIT CLAIMS
For properly filed claims, you will be notified of a decision within 30 days from receipt of the claim unless
additional time is needed. The time for response may be extended up to 15 days if necessary due to
matters beyond the control of the Plan and/or Administrator. You will be notified of the circumstances
requiring the extension of time and the date by which a decision is expected to be rendered.
If an extension is needed because the Administrator requires additional information, you will be sent an
EOB which will specify the information needed before the expiration of the initial 30-day determination
period. Thereafter, you will have 45 days after your receipt of the notice to supply the additional
information. If you do not provide the information during the 45-day period, the claim will be considered
closed until the additional information is supplied by you and/or your provider, and the normal period for
making a decision on the claim will be suspended until the earlier of 45 days or until the date the
Administrator receives your written response to the request for information. The Administrator then has
to make a decision and notify you in writing. Once the additional information is received by the
Administrator, the claim will be reopened and processed accordingly and you will be notified within fifteen
(15) days of receipt of the missing information, subject to the Plan's 2-year time limit for filing a claim.
Written Notice of Denial of Claim
If the Administrator denies your initial claim, in whole or in part, you will be given a notice about the
denial. The notice of the denial will be given to you in writing and will be included with the EOB that the
Administrator will issue when your claim is processed and will explain the reason(s) your claim was denied
(in whole or part). The notice of denial must:
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Identify the claim involved (e.g., date of service, health care provider, claim amount if applicable,
denial code and its corresponding meaning);
Give the specific reason(s) for the denial (including a statement that the claimant has the right to
request the applicable diagnosis and treatment code and their corresponding meanings; however,
such a request is not considered to be a request for an internal appeal or external review);
If the denial is based on a Plan standard that was used in denying the claim, a description of such
standard;
Reference the specific Plan provision(s) on which the denial is based;
Describe any additional information needed to perfect the claim and an explanation of why such
added information is necessary;
Provide an explanation of the Plan’s internal appeal and external review processes along with time
limits and information about how to initiate an appeal and an external review;
Contain a statement that you have the right to bring a civil action under ERISA section 502(a)
following an appeal;
If the denial was based on an internal rule, guideline, protocol or similar criteria, a statement will be
provided that such rule, guideline, protocol or similar criteria that was relied upon will provided to
you free-of-charge upon request; and
If the denial was based on Medical Necessity, experimental treatment, or similar exclusion or limit,
a statement will be provided that an explanation regarding the scientific or clinical judgment for the
denial will be provided to you free-of-charge upon request.

RETURN OF OVER PAYMENT
If the Administrator incorrectly pays benefits in excess of those allowed by the Plan, the Plan has the right
to recover such excess from:




Any person to or for whom such payments were made;
Any other insurer; or
Any other organization.

IF BENEFITS ARE PAID IN ERROR
Medical care benefits paid by the Plan must be returned to the Administrator if it is found that such
benefits were paid in error.
IF A COVERED PARTICIPANT RECEIVES PAYMENT FROM A THIRD PARTY
The Plan may require the return of medical care benefits paid for an injury or sickness up to the amount a
covered participant receives for that injury or sickness through a third party settlement or satisfied
judgment. The Plan will only require such payment when the amounts received through such settlement or
judgment are specifically identified as amounts paid for Hospital, medical or surgical services for which the
Plan has paid benefits.
If a covered participant makes a claim to the Plan for medical care benefits, as described above, prior to
receiving payment from a third party or its insurer, he must agree in writing to repay the Plan from such
monies received by him from the third party or its insurer. The repayment will be to the extent of the
benefits paid by the Plan. The Plan shall be responsible only for those legal fees and expenses in which it
agrees in writing. You shall not incur any expenses on behalf of the Plan in pursuit of the Plan’s rights.
39

Specifically, no court costs or attorney’s fees may be deducted from the Plan’s recovery without the
express written consent of the Plan. Any so-called “Fund Doctrine,” “Common Fund Doctrine,”
“Attorney’s Fund Doctrine,” or other equitable defenses shall not defeat this right.
The repayment agreement will be binding upon the covered participant regardless of whether:



The payment received from the third party, or its insurer, is the result of a legal judgment or a
compromise settlement; or
The third party, or its insurer, has admitted liability for the payment.

CLAIM APPEAL PROCESS
Your Rights to Review Documents
You have the right to review documents relevant to your claim. As a part of its internal appeals process,
the Plan will provide you with:
 The opportunity, upon request and without charge, for reasonable access to and copies of all
documents, records and other information relevant to your initial claim for benefits;
 The opportunity to submit to the Administrator written comments, documents, records and other
information relating to your initial claim for benefits;
 A full and fair review by the Administrator that takes into account all comments, documents,
records and other information submitted by you, without regard to whether such information was
submitted or considered in the initial claim determination;
 Any new or additional evidence considered, relied upon, or generated by the Administrator (or at
the direction of the Administrator) in connection with the denied claim, free of charge. Such
evidence will be provided as soon as possible (and sufficiently in advance of the date on which the
notice of denial of claim on review is required to be provided) to give you a reasonable opportunity
to respond prior to that date. Additionally, before the Administrator issues a denial of claim on
review based on a new or additional rationale, you will be provided, free of charge, with the
rationale. The rationale will be provided as soon as possible (and sufficiently in advance of the date
on which the notice of denial of claim on review is required to be provided) to give you a
reasonable opportunity to respond prior to that date;
 A review that does not afford deference to the initial denial of claim and that is conducted by an
appropriate fiduciary or fiduciaries of the Plan who is neither the individual who made the initial
denial of claim that is the subject of the appeal nor the subordinate of such individual;
 In deciding an appeal of any denial of claim that is based in whole or in part on a medical
judgment, including whether a particular treatment, drug or other item is experimental,
investigational, not Medically Necessary or appropriate, the fiduciary or fiduciaries will consult with
a health care professional who:
o Has appropriate experience in the field of medicine involved in the medical judgment; and
o Is neither an individual who was consulted in connection with the initial denial of claim that is
the subject of the appeal nor the subordinate of any such individual; and
 Upon request, the identification of medical or vocational experts whose advice was obtained on
behalf of the Plan in connection with a denial of claim without regard to whether the advice was
relied upon in making the benefit determination.
You will lose your right to bring legal action against the Plan if you fail to follow the Plan's claims and
appeal procedures in a timely fashion (see the Limitation on When a Lawsuit May Be Started section).
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Request for Review of Denied Claim – Right to Appeal
The Plan maintains a two level appeal process that is described below. A different person will review your
claim than the one who originally denied the claim. The reviewer will not give deference to the initial
adverse benefit determination. The decision will be made on the basis of the record, including such
additional documents and comments that you may submit.
Level 1 Appeal: If your claim is denied, or if you disagree with the amount paid on a claim, you (or other
representative you authorize on your behalf) may ask for a review by the Administrator (an Appeal
Request). Your request for review or reconsideration of a denied claim (a Level 1 Appeal request) must be
made in writing to the Administrator within 180 days of the date on the EOB. If any additional
information is needed to process your request for review, it will be requested promptly. The decision on
any review of your claim will be given to you in writing. It will explain the reasons for the decision, with
reference to the applicable provisions of the Plan.
A decision will be reached within 30 days after receipt of your request for review.
Level 2 Appeal (Final Level of Appeal): If you are dissatisfied with the outcome of the Level 1 Appeal
determination, you may ask for a Level 2 review. You must submit your written request to the
Administrator within 60 days after you receive the Level 1 Appeal decision. The Administrator will
forward your request for further review to an independent third party, together with any additional
information you have in support of your request. The independent third party reserves the right to utilize
the assistance of an independent medical review firm in the research and resolution of a claim appeal.
A decision on this review of your claim will be given to you in writing, explaining the reasons for the
decision, with reference to the applicable provisions of the Plan. This decision will be reached within 30
days after receipt of your request for review. The decision of the independent third party will be final and
conclusive upon all persons.
Notice of Denial of Claim Upon Appeal
A written notice of the appeal determination must be provided to you that includes:








Identification of the claim involved (e.g., date of service, health care provider, claim amount if
applicable;
The specific reason(s) for the denial of claim upon appeal, including (1) the denial code (if any) and
its corresponding meaning, (2) a description of the Plan’s standard (if any) that was used in denying
the claim, and (3) a discussion of the decision;
A statement that the claimant has the right to request the applicable diagnosis and treatment code
and their corresponding meanings;
Reference to the specific Plan provision(s) on which the denial is based;
A statement that you are entitled to receive, upon request, free access to and copies of documents
relevant to the claim;
A statement that you have the right to bring a civil action under ERISA Section 502(a) following
the appeal;
An explanation of the external review process, along with any time limits and information about
how to initiate a request for an external review;
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An explanation if the denial was based on an internal rule, guideline, protocol or similar criterion a
statement that such rule, guideline, protocol or criterion will be provided free of charge, upon
request;
An explanation if the denial was based on a medical judgement (Medical Necessity, experimental or
investigational), a statement that an explanation regarding the scientific or clinical judgement for
the denial will be provided free of charge, upon request; and
Disclosure of the availability of, and contact information for, any applicable ombudsman
established under the Public Health Services Act to assist you with internal claims and appeals and
external review processes.

EXTERNAL REVIEW OF CLAIMS
If your initial claim for health care benefits has been denied (i.e., an adverse benefit determination) in
whole or in part, and you are dissatisfied with the outcome of the Plan’s internal claims and appeals
process described earlier, you may (under certain circumstances) be able to seek external review of your
claim by an Independent Review Organization (“IRO”). This process provides an independent and
unbiased review of eligible claims in compliance with the Affordable Care Act.
All notices relating to external review sent will contain a notice about the availability of Spanish, Chinese,
Tagalog, and Navajo language services. Assistance with filing a claim for external review in Spanish,
Chinese, Tagalog, and Navajo is available by calling (844) 552-7805. Notices relating to external review will
be provided in Spanish, Chinese, Tagalog, and Navajo upon request.





SPANISH (Español): Para obtener asistencia en Español, llame al (844)552-7805.
TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (844)552-7805.
CHINESE (中文): 如果需要中文的帮助，请拨打这个号码(844) 552-7805.
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (844) 552-7805.

Claims Eligible For The External Review Process
Post-Service Claims, in any dollar amount, are eligible for external review by an IRO if:
 The denial of the claim involves a medical judgment, including but not limited to, those based on
the Plan’s requirements for Medical Necessity, appropriateness, health care setting, level of care, or
effectiveness of a covered benefit, denial related to coverage of routine costs in a clinical trial, or a
determination that a treatment is experimental or investigational. The IRO will determine whether
a denial involves a medical judgment; or
 The denial is due to a rescission of coverage (i.e., the retroactive elimination of coverage),
regardless of whether the rescission has any effect on any particular benefit at that time.
Claims Not Eligible For The External Review Process
The following types of claims are not eligible for the external review process:
 Claims that involve only contractual or legal interpretation without any use of medical judgment;
 A determination that you or your dependent are not eligible for coverage under the terms of the
Plan;
 Claims that are untimely, meaning you did not request review within the four (4) month deadline
for requesting external review; and
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Claims as to which the Plan’s internal claims and appeals procedure has not been exhausted (unless
a limited exception applies).

In general, you may only seek external review after you receive a “final” denial of claim under the Plan’s
internal appeals process. A “final” denial of claim means the Plan has continued to deny your initial claim
in whole or part and you have exhausted the Plan’s internal claims and appeals process.
Under limited circumstances, you may be able to seek external review before the internal claims and
appeals process has been completed:
 If the Plan waives the requirement that you complete its internal claims and appeals process first;
or
 If the Plan has not followed its own internal claims and appeals process and the failure was more
than a minor error. In this situation, the internal claims and appeal is “deemed exhausted,” and you
may proceed to external review. If you think that this situation exists, and the Plan disagrees, you
may request that the Plan explain in writing why you are not entitled to seek external review at this
time.
External Review Of A Standard (Non-Urgent Care) Claim
Your request for external review of a standard (not Urgent Care) claim must be made in writing within
four (4) months after you receive notice of an adverse benefit determination.
Because the Plan’s internal claims and appeals process generally must be exhausted before external review
is available, external review of standard claims will ordinarily only be available after you receive a “final”
denial of claim or claim denial following the exhaustion of the Plan’s internal claims and appeals process.
To begin the standard external review process, contact the Administrator at:
HealthSmart Benefit Solutions, Inc.
P.O. Box 1014
or 602 Virginia Street, East
Charleston, WV 25324-1014
Charleston, WV 25301
Phone: (844) 552-7805
Website: healthsmart.com/nysut
Preliminary Review Of A Standard (Non-Urgent Care) Claim By The Plan
Within five (5) business days of the Administrator’s receipt of your request for external review of a
standard claim, the Administrator will complete a preliminary review of the request to determine whether:
 You are/were covered under the Plan at the time the health care item or service is/was requested;
or, in the case of a retrospective review, you were covered at the time the health care item or
service was provided;
 The denial of claim satisfies the above-stated requirements for a claim eligible for external review
and does not, for example, relate to your failure to meet the requirements for eligibility under the
terms of the Plan; or to a denial that is based on a contractual or legal determination, or a failure to
pay premiums causing a retroactive cancellation of coverage;
 You have exhausted the Plan’s internal claims and appeals process (or a limited exception allows
you to proceed to external review before that process is completed); and
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Your request is complete, meaning that you have provided all of the information or materials
required to process an external review.

Within one (1) business day of completing its preliminary review, the Administrator will notify you in
writing whether:
 Your request is complete and eligible for external review;
 Your request is complete but not eligible for external review. (In this situation, the notice will
explain why external review is not available, and provide contact information for the Employee
Benefits Security Administration (toll-free number 866-444-EBSA (3272).); or
 Your request is incomplete. (In this situation, the notice will describe the information or materials
needed to make the request complete. You must provide the necessary information or materials
within the four (4) month filing period or, if later, within 48 hours after you receive notification
that your request is not complete.)
Review Of A Standard (Not Urgent Care) Claim By The IRO
If your request is complete and eligible for external review, the Plan will assign it to an accredited IRO.
The Plan has arranged for at least three (3) accredited IROs to provide external review of claims, and it
rotates assignments among these IROs. In addition, the IRO may not be eligible for any financial
incentives based on the likelihood that the IRO will support the denial of claims. Once the claim has been
assigned to an IRO, the following procedures apply:
 The IRO will timely notify you in writing that your request is accepted for external review;
 The IRO will explain how you may submit additional information regarding your claim if you wish.
In general, you must provide additional information within ten (10) business days. The IRO is not
required to, but may, accept and consider additional information you submit after the ten (10)
business day deadline;
 Within five (5) business days after the claim has been assigned to the IRO, the Plan will provide
the IRO with the documents and information it considered in making its adverse benefit
determination;
 If you submit additional information to the IRO related to your claim, the IRO must forward that
information to the Plan within one (1) business day. Upon receipt of any such information (or at
any other time), the Plan may reconsider its denial of claim regarding the claim that is the subject
of the external review. Any reconsideration by the Plan will not delay the external review. If the
Plan reverses its determination after it has been assigned to an IRO, the Plan will provide written
notice of its decision to you and the IRO within one (1) business day. Upon receipt of such notice,
the IRO will terminate its external review;
 The IRO will review all of the information and documents timely received. In reaching a decision,
the IRO will review the claim de novo, meaning that the IRO is not bound by the Plan’s previous
internal claims and appeal decisions. However, the IRO must review the Plan’s terms to ensure
that its decision is not contrary to the terms of the Plan, unless those terms are inconsistent with
applicable law. For example, the IRO must observe all of the Plan’s standards, including standards
for clinical review, Medical Necessity, appropriateness, health care setting, level of care, and
effectiveness of a covered benefit;
 To the extent additional information or materials are available and appropriate, the assigned IRO
may consider the additional information including information from your medical records, any
recommendations or other information from your treating health care providers, any other
information from you or the Plan, reports from appropriate health care professionals, appropriate
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practice guidelines, the Plan’s applicable clinical review criteria and/or the opinion of the IRO’s
clinical reviewer(s); and
In a standard case, the IRO will provide written notice of its final decision to you and the Plan
within 45 days after the IRO receives the request for the external review.

The IRO’s decision notice will contain:
 A general description of the reason(s) for the request for external review, including information
sufficient to identify the claim, including the date or dates of service, the health care provider, the
claim amount (if applicable), and the reason for the previous denial;
 The date that the IRO received the assignment to conduct the external review and the date of the
IRO decision;
 References to the evidence or documents, including the specific coverage provisions and evidencebased standards, considered in reaching its decision;
 A discussion of the principal reason(s) for the decision, including the rationale for the decision and
any evidence-based standards relied upon;
 A statement that the IRO’s decision is binding on you and the Plan, except to the extent that other
remedies may be available to you or the Plan under applicable state or federal law;
 A statement that judicial review may be available to you; and
 A statement regarding assistance that may be available to you from an applicable office of health
insurance consumer assistance or ombudsman established under the Affordable Care Act.
AUTHORIZED REPRESENTATIVE
For purposes of the Plan’s claim procedure, an authorized representative may act on a claimant’s behalf
with respect to any aspect of a claim or appeal. A completed "Authorization for Release of Protected
Health Information" form, which is available from the Administrator, must be received by the
Administrator in order for the Plan to recognize a person as an authorized representative. If a claimant is
unable to provide a completed form, the Administrator will require written proof that the proposed
authorized representative has the power of attorney for health care purposes.
Once an authorized representative has been recognized by the Plan, the Plan will direct all information,
correspondence, notifications, etc. regarding the claim to the authorized representative rather than to the
claimant, unless and until the claimant provides written direction to the Administrator otherwise.
An authorized representative must be at least 18 years old.
The Plan reserves the right to withhold information from a person who claims to be your authorized
representative if there is suspicion about the qualifications of that individual.
LIMITATION ON WHEN A LAWSUIT MAY BE STARTED
You or any other claimant may not start a lawsuit or other legal action to obtain Plan benefits, including
proceedings before administrative agencies, until after all administrative procedures have been exhausted
(including this Plan’s claim appeal review procedures described above) for every issue deemed relevant by
the claimant.
No lawsuit may be started more than three (3) years after the end of the year in which a claim was denied.
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DISCRETIONARY AUTHORITY
The Trustees have full discretionary authority to interpret the terms of the Plan and to determine eligibility
and entitlement to Plan benefits in accordance with the terms of the Plan. In addition, in carrying out their
respective responsibilities under the Plan, the Plan Administrator or its delegate/designee, other Plan
fiduciaries, and the insurers or Administrators of the Plan have been delegated and have discretionary
authority to interpret the terms of the Plan including, but not limited to, the discretionary authority to
resolve ambiguities or inconsistencies in the Plan and to determine the extent to which a person is eligible
and entitled to any Plan benefits. Any interpretation or determination made under that discretionary
authority will be given full force and effect, unless it can be shown that the interpretation or determination
was arbitrary and capricious. Any interpretation or determination by the Trustees, the Plan Administrator,
or their delegates/designees, made in good faith which is not contrary to law is conclusive on all persons
affected.
FACILITY OF PAYMENT
If the Administrator or its designee determines that you cannot submit a claim or prove that you or your
covered dependent paid any or all of the charges for health care services that are covered by the Plan
because you are incompetent, incapacitated or in a coma, the Plan may, at its discretion, pay Plan benefits
directly to the health care provider(s) who provided the health care services or supplies, or to any other
individual who is providing for your care and support. Any such payment of Plan benefits will completely
discharge the Plan’s obligations to the extent of that payment. Neither the Plan nor the Administrator, nor
any other designee of the Administrator, will be required to see to the application of the money so paid.
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VI. GENERAL PROVISIONS
AGENT FOR SERVICE OF LEGAL PROCESS
For disputes arising under the Plan, service of legal process may be made on the Plan’s Legal Counsel:
Meyer, Suozzi, English & Klein, P.C., 1350 Broadway, Suite 501, P.O. Box 822, New York, NY 10018.
Service of legal process may also be made upon any Trustee or upon the Plan Administrator.
PLAN YEAR
The Plan’s fiscal records are kept on a calendar year basis beginning on January 1 and ending on
December 31.
EMPLOYER IDENTIFICATION NUMBER (EIN)
47-7358956
TYPE OF PLAN, FUNDING AND ADMINISTRATION
This is an Employee Welfare Benefits Plan that provides medical expense benefits. The NYSUT Member
Benefits Catastrophe Major Medical Insurance Trust self-funds this group health plan for eligible medical
expenses under the Plan. Claims for these benefits are administered by independent claims administrators
as listed on the Quick Reference Chart in the front of this document. The funding for the benefits is
derived solely from premiums paid by Group Purchasers. The Plan is not insured. Premiums and assets are
held in the NYSUT Member Benefits Catastrophe Major Medical Insurance Trust and benefits are paid
out of this trust.
NO LIABILITY FOR PRACTICE OF MEDICINE
The Plan, Plan Administrator and any of their designees are not engaged in the practice of medicine, nor
do any of them have any control over any diagnosis, treatment, care or lack thereof, or any health care
services provided or delivered to you by any provider. Neither the Plan, Plan Administrator, nor any of
their designees, will have any liability whatsoever for any loss or injury caused to you by any provider by
reason of negligence, by failure to provide care or treatment, or otherwise.
HIPAA: USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
Effective April 14, 2003, a federal law, the Health Insurance Portability and Accountability Act of 1996
(HIPAA), requires that health plans, like this Plan, maintain the privacy of your personally identifiable
health information (called Protected Health Information or PHI).
The term PHI includes all information related to your past, present or future health condition(s) that
individually identifies you or could reasonably be used to identify you and is transferred to another entity
or maintained by the Plan in oral, written, electronic or any other form.
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If the Plan provides health information to the Board of Trustees, the Plan Sponsor, the Board of Trustees
agrees:
1.

not to use or further disclose PHI other than as permitted or required by the plan documents or
as required by law;

2.

to ensure that any agents, including subcontractors, to whom it provides PHI received from the
Plan agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to
such information;

3.

not to use or disclose PHI for employment-related actions and decisions;

4.

not to use or disclose PHI in connection with any other benefit or employee benefit plan of
the Plan Sponsor;

5.

to report to the Plan’s designee any use or disclosure of PHI that it becomes aware of that is
inconsistent with the uses or disclosures provided for;

6.

to make PHI available to an individual in accordance with 45 C.F.R. § 164.524;

7.

to make PHI available for amendment and incorporate any PHI amendments in accordance
with 45 C.F.R. § 164.526;

8.

to make available the information required to provide an accounting of disclosures in
accordance with 45 C.F.R. § 164.528;

9.

to make its internal practices, books and records relating to the use and disclosure of PHI received
from the Plan available to the Secretary of the U.S. Department of Health and Human Services to
determine the Plan’s compliance with HIPAA;

10.

to ensure that adequate separation between the Plan and the Plan Sponsor is established as
required by 45 C.F.R. §164.504(f)(2)(iii); and

11.

if feasible, to return or destroy all PHI received from the Plan that the Plan Sponsor still maintains
in any form and retain no copies of such PHI when no longer needed for the specified disclosure
purpose. If return or destruction is not feasible, the Plan Sponsor will limit further use and
disclosures to those purposes that make the return or destruction infeasible.

A complete description of your rights under HIPAA can be found in the NYSUT Member Benefits
Catastrophe Major Medical Insurance Trust’s Notice of Privacy Practices, which is available on the
Administrators’ websites. Information about HIPAA in this document is not intended and cannot be
construed as the Plan’s Notice of Privacy Practices.
CANCELLATION DURING FIRST 30 DAYS
You may cancel the coverage described in this Plan Document within the first 30 days after initial
enrollment. Mail this Plan Document with your written request for cancellation to the Group Purchaser
who will promptly notify the Plan Administrator.
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MISSTATEMENTS
A participant’s age, sex or any other data may be misstated. If so, the correct data will be used to determine
if coverage is in force. If coverage is in force, the premium and/or benefits will be adjusted according to
the facts.
PAYMENT TO A MINOR OR INCOMPETENT
If any beneficiary or payee is a minor or is incompetent to receive payment, the Administrator will pay
his/her guardian. The Administrator will not be liable for such payment after it is made.
ASSIGNMENT
The Administrator will not be bound by any assignment unless it is in writing. The Trust and
Administrator are not responsible for the validity of an assignment.
COMPLIANCE WITH LAW
On the date the Plan takes effect, some of its provisions may conflict with an applicable law. If so, any
such provision is changed to comply with the minimums required by such law.
GENDER
Male pronouns will be read as female where it applies.
PLAN AMENDMENTS OR TERMINATION OF PLAN
The Trust reserves the right to amend or terminate this Plan, or any part of it, at any time without advance
notice to participants. This includes the discretionary right to interpret, revise, supplement or rescind any
or all portions of the Plan.
Amendments to the Plan may be made in writing and become effective upon the written approval of the
Trust, or on such other date as may be specified in the document amending the Plan.
Allocation and disposition of assets upon termination
In order for the Plan to carry out its obligation to provide the maximum possible benefits to all
participants within the limits of its resources, the Trust has the right to take any of the following actions,
even if claims that have already accrued are affected:




Terminate any benefits provided by the Plan;
Alter or postpone the method of payment of any benefit; or
Amend or rescind any provision of the Plan.

In addition, the Plan may be terminated by the Trust, provided that the termination is not effective until
60 days after the mailing of such notice. In the event the Plan terminates, the Trust will determine the
disposition of any assets remaining after all expenses of the Plan and the Trust have been paid; provided
that any such distribution will be made only for the benefit of former participants and for the purposes set
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forth in the Plan. Upon termination of the Plan, the Trust will continue in such capacity for the purpose of
dissolution of the Plan.
STATEMENT OF ERISA RIGHTS
As a participant in the Catastrophe Major Medical Plan, you are entitled to certain rights and protections
under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan
participants shall be entitled to:
Receive Information About Your Plan and Benefits: This includes the right to:
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as
worksites and union halls, all documents governing the Plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the
U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration;
Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of
the Plan, including, if applicable, insurance contracts and collective bargaining agreements, and copies of
the latest annual report (Form 5500 Series) and updated summary plan description. The Plan
Administrator may make a reasonable charge for the copies. Where permitted by law, these documents
may be provided electronically; and
Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report.
Continue Group Health Plan Coverage. This includes:
The right to continue health care coverage for yourself, your spouse or your dependents if there is a loss of
coverage under a plan providing group health coverage as a result of a Qualifying Event. You or your
dependents may have to pay for such coverage. Review this plan document and the documents governing
the Plan regarding your COBRA continuation coverage rights.
Prudent Actions by Plan Fiduciaries
In addition to creating rights for plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit plan. The people who operate your plan, called
“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other plan
participants and beneficiaries. No one, including your employer, your union, or any other person may fire
you or otherwise discriminate against you in any way to prevent you from obtaining a benefit or exercising
your rights under ERISA.
Enforce Your Rights
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge, and to appeal any
denial, all within certain time schedules.
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Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy
of Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you
may file suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent
because of reasons beyond the control of the Plan Administrator.
If your claim for benefits is denied or ignored, in whole or in part, you may file suit in a State or Federal
court. In addition, if you disagree with the Plan’s determination or lack thereof concerning the qualified
status of a medical child support order, you may file suit in Federal court. If it should happen that plan
fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will
decide who should pay court costs and legal fees. If you are successful, the court may order the person you
have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees (for
example, if it finds that your claim is frivolous).
Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator at 800-626-8101. If
you have any questions about this statement or about your rights under ERISA, or if you need assistance
in obtaining documents from the Plan Administrator, you should contact: (1) the nearest office of the
Employee Benefits Security Administration, U.S. Department of Labor, as listed in your telephone
directory, or (2) the Division of Technical Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, NW, Washington, D.C. 20210. You
may also obtain certain publications about your rights and responsibilities under ERISA by calling the
publications hotline of the Employee Benefits Security Administration.
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VII. DEFINITIONS
Approved Clinical Trial means a Phase I, II, III, or IV clinical trial conducted in relation to the

prevention, detection, or treatment of cancer or other life-threatening disease or condition. The Approved
Clinical Trial’s study or investigation must be (1) approved or funded by one or more of: (a) the National
Institutes of Health (NIH), (b) the Centers for Disease Control and Prevention (CDC), (c) the Agency for
Health Care Research and Quality (AHCRQ), (d) the Centers for Medicare and Medicaid Services (CMS),
(e) a cooperative group or center of the NIH, CDC, AHCRQ, CMS, the Department of Defense (DOD),
or the Department of Veterans Affairs (VA); (f) a qualified non-governmental research entity identified by
NIH guidelines for grants; or (g) the VA, DOD, or Department of Energy (DOE) if the study has been
reviewed and approved through a system of peer review that the Secretary of HHS determines is
comparable to the system used by NIH and assures unbiased review of the highest scientific standards by
qualified individuals who have no interest in the outcome of the review; (2) a study or trial conducted
under an investigational new drug application reviewed by the Food and Drug Administration (FDA); or
(3) a drug trial that is exempt from investigational new drug application requirements.

Assisted Living Facilities provide help with activities of daily living and help with care most people can

do themselves (like taking medicine, using eye drops, getting to appointments, or preparing meals).
Residents in Assisted Living Facilities often live in their own room or apartment within a building or
group of buildings and have some or all of their meals together. Social and recreational activities are
usually provided. Some of these facilities have health services on site.

Basic Plan as defined in this Plan:
Basic Plan means any and all of the following Plans in which an eligible participant is enrolled:






New York State Health Insurance Program’s Empire Plan (NYSHIP);
New York City Health Insurance Program (NYC);
Plan offered by Member’s Employer (e.g., Article 47/Consortium plan, Article 43 plan or
employer-sponsored plan) that provides Minimum Essential Coverage and Minimum Value within
the meaning of the Affordable Care Act;
Other group health plan, including the group health plan of a spouse or dependent, that provides
Minimum Essential Coverage and Minimum Value within the meaning of the Affordable Care Act;
or
For Medicare-eligible participants, Parts A and B or Part C (Medicare Advantage Plan).

You must have basic prescription drug coverage in order for prescription drug benefits to be
payable. If a participant is a Medicare-primary beneficiary, he or she must be enrolled in a Part D
Plan or have Creditable prescription drug coverage (as defined by Medicare) through another Basic
Plan. No benefits for prescription drugs will be payable under this Plan for individuals who are not
enrolled in a prescription drug program.
A Basic Plan does not include:
 An individual Plan either purchased on or off any state/federal Marketplace/Exchange;
 Medicaid;
 A State Children’s Health Insurance Plan (CHIP); or
 TRICARE.
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Basic Plan as defined in the Prior Plans (prior to 1/1/2018) means a plan which:

1. provides benefits or services for, or by reason of, Hospital, surgical, medical, convalescent, or custodial
care or treatment through:
a. group, blanket, franchise, or individual insurance coverage;
b. group, blanket, franchise, or individual pre-paid plans for:
 group or individual Hospital service;
 group or individual medical service;
 group practice;
 individual practice; and
 any other such plans for members of a group;
c. any plan provided by:
 labor management trusts;
 unions;
 employer organizations;
 professional organizations; or
 employee benefit organizations;
d. a government program or statute, including Medicare, other than a state medical assistance plan
that implements Title XIX of the Social Security Act of 1965;
e. medical benefits coverage in group and individual mandatory automobile “no fault” and traditional
mandatory automobile “fault” type contracts; and
f. group, blanket, franchise, or individual long-term care, Nursing Home, home health care, or home
health care insurance coverage, or any plan which provides coverage for convalescent or custodial
care in a Nursing Home or in a private residence;
which the benefits in this Plan are intended to supplement; and
2. provides benefits at least as great as the following:
 Semi-private room and board of $300, per day for 70 days;
 $25,000 for extra services; and
 A $5,000 surgical schedule.
The minimum amounts listed above do not apply to plans which primarily provide benefits for long term
care, Nursing Home care or home health care.

Benefit Period means the period of time during which benefits are payable. This Plan’s Benefit Period is
the calendar year and runs from January 1 to December 31.

Convalescent Home means a licensed institution that maintains a daily record, which is available to the
Administrator, on the condition of and the services to each participant, and that has on its premises:
 Organized facilities to care for and treat its patients;
 A staff of Physicians to supervise such care and treatment; and
 A Registered Nurse (RN) on duty at all times.
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Convalescent Home does not mean a place, or part of one, which is used mainly for:
 The aged;
 People with substance use/abuse (alcohol/drug) disorders; or
 People with mental, nervous or emotional disorders.
“Nursing Homes” are considered Convalescent Homes or Custodial Care Facilities for purposes of paying
claims.

Covered Charge(s) (also referred to as Allowed Charge, Allowed Amount, Allowable Charge &
Maximum Allowable Fee) as referred to in Section IV - Benefits, Exclusions and Limitations.
Critical Illness means a heart attack, stroke, terminal illness, cancer, quadriplegia or an illness requiring
coronary bypass surgery or a major organ transplant.

Custodial Care Facility means a licensed facility which provides care made up of services and supplies

which a covered participant needs to assist him in the activities of daily living. Such facility must maintain
a daily record, which is available to the Administrator, on the condition of and the services to each patient.
Custodial Care Facility does not mean a place, or part of one, which is used mainly for:
 The aged;
 People with substance use/abuse (alcohol/drug) disorders; or
 People with mental, nervous or emotional disorders.
“Nursing Homes” are considered Convalescent Homes or Custodial Care Facilities for purposes of paying
claims.

Deductible means the aggregate amount for certain Covered Charges that is a participant’s responsibility
each calendar year before this Plan will begin to pay for most Covered Charges.

Emergency Condition means a medical or behavioral condition that manifests itself by acute symptoms
of sufficient severity, including severe pain, such that a prudent layperson, possessing an average
knowledge of medicine and health, could reasonably expect the absence of immediate medical attention to
result in:
 Placing the health of the person afflicted with such condition or, with respect to a pregnant
woman, the health of the woman or her unborn child in serious jeopardy, or in the case of a
behavioral condition, placing the health of such person or others in serious jeopardy;
 Serious impairment to such person’s bodily functions;
 Serious dysfunction of any bodily organ or part of such person; or
 Serious disfigurement of such person.
For example, an Emergency Condition may include, but is not limited to, the following conditions:
 Severe chest pain;
 Severe or multiple injuries;
 Severe shortness of breath;
 Sudden change in mental status (e.g., disorientation);
 Severe bleeding;
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Acute pain or conditions requiring immediate attention such as suspected heart attack or
appendicitis;
Poisonings; and
Convulsions.

Emergency Services means with respect to an Emergency Condition (defined above), a medical

screening examination within the emergency department of a Hospital including ancillary services
routinely available to the emergency department to evaluate the Emergency Condition, along with
additional medical examination and treatment to the extent they are within the capabilities of the staff and
facilities available at the hospital to stabilize the patient.
The term “to stabilize” means, with respect to an Emergency Condition, to provide such medical
treatment of the condition as may be necessary to assure, within reasonable medical probability, that no
material deterioration of the condition is likely to result from or occur during the transfer of the individual
from a facility, or, with respect to an Emergency Condition, to deliver a newborn child (including the
placenta).

Essential Health Benefits means health benefits as defined under federal health law to include the
following: ambulatory patient services; emergency services; hospitalization; maternity and newborn care;
mental health and substance use disorder services, including behavioral health treatment; prescription
drugs; rehabilitative and habilitative services and devices; laboratory services; preventive and wellness
services and chronic disease management; and pediatric services, including oral and vision care. Under this
Plan the following are not considered to be Essential Health Benefits: convalescent/custodial care in a
Convalescent Home, Custodial Care Facility, Nursing Home, Assisted Living Facility or Skilled Nursing
Facility; and Private Duty Nursing.

Formulary means a list of medications that typically have been selected by a Basic Plan based on their

clinical effectiveness and opportunity for cost savings. Under this Plan, formulary drugs are those that are
listed under your Basic Plan. Medications that are not listed on the formulary of your Basic Plan are
considered Out-of-Network drugs and are subject to a higher cost-sharing.

Group Member means an eligible individual for whom coverage is provided by or made available by a
Group Purchaser.

Group Purchaser means NYSUT, a NYSUT local, NYSUT benefit fund, or employer who employs
employees represented for purposes of collective bargaining by a NYSUT local that provides or makes
available coverage to Group Members.

Home Health Care Agency means an agency or organization that provides a program of home health

care and meets all of the following requirements:
 Has the primary purpose of providing a home health care delivery system bringing supportive
skilled nursing and other therapeutic services under the supervision of a Physician or RN to the
home;
 Has a full-time administrator;
 Is run according to rules established by a group of professional health care providers including
Physicians and RNs;
 Maintains written clinical records of services provided to all patients;
 Its staff includes at least one RN or it has nursing care by an RN available;
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Its employees are bonded; and
Maintains malpractice insurance coverage.

NOTE: Nurse Registries fall under this definition.

Hospice means an entity licensed, approved or authorized to provide inpatient and/or outpatient medical
relief of pain and supportive care to terminally ill persons. Such entity must have on its premises:
 Organized facilities to care for and treat terminally ill persons; and
 A paid staff of medical professionals to supervise such care and treatment.

A Physician must certify that the terminally ill person has a life expectancy of six (6) months or less.

Hospital means a class of health care institutions that is a public or private facility or institution, licensed

and operating as a Hospital in accordance with the laws of the appropriate legally authorized agency,
which:
 Provides care and treatment by Physicians and nurses on a 24-hour basis for illness or injury
through the medical, surgical and diagnostic facilities on its premises;
 Provides diagnosis and treatment on an inpatient basis for compensation; and
 Is approved by Medicare as a Hospital.
The facility may also be accredited as a Hospital by the Joint Commission on the Accreditation of
Healthcare Organizations (JCAHO). A Hospital may include facilities for mental health treatment that are
licensed and operated according to law.
Any portion of a Hospital used as an ambulatory surgical/outpatient surgery facility, birth (or birthing)
center, Hospice, Skilled Nursing Facility, inpatient rehabilitation facility, Subacute Care Facility/long term
acute care facility or other residential treatment facility or place for rest, custodial care, or facility for the
aged will not be regarded as a Hospital for any purpose related to this Plan.

In-Network means services or supplies provided by a Physician, provider or facility that is a member of a
Basic Plan’s Preferred Provider Organization (PPO), Exclusive Provider Organization (EPO), or Health
Maintenance Organization (HMO) or, when Medicare is the Basic Plan, by a provider that is enrolled in
Medicare.

Intensive Outpatient Program (IOP) is one that provides treatment in a structured therapeutic
outpatient behavioral health environment with individual and/or group counseling treatment on a
schedule that is typically no less than six (6) hours per week. Certain intensive outpatient programs can be
structured to allow an individual to be able to participate in their daily affairs, such as work or school, and
then participate in IOP treatment program in the morning or at the end of the day. The IOP is an
outpatient program and does not include an overnight stay in a facility or an inpatient admission. An IOP
may be appropriate for individuals who do not require medically-supervised inpatient treatment (including
detoxification) and is an enhanced level of behavioral health support as compared to the standard
outpatient visits that involve one 30/45/60 minute visit or two 30/45/60 minute visits per week to an
outpatient behavioral health provider for counseling and/or medication management. Through a “step
down” process, an IOP progressively transitions individuals to require less therapeutic support, to help the
individual become more independent. To be payable by this Plan, a facility must be licensed as an IOP
(licensure requirements for an IOP may vary by state).
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Life Event means a qualifying event which would allow for an eligible dependent to be added to the
existing coverage (e.g., marriage, birth, etc.).

Medically Necessary/Medical Necessity/Necessary Care or Treatment means care, treatment,
services or supplies which are:




Provided by or under the direction of a Physician or other duly licensed provider who is
authorized to provide or prescribe it;
Determined by the Administrator or its designee to be necessary in terms of generally accepted
American medical standards; and
Is determined by the Administrator or its designee to meet all of the following requirements:
o It is consistent with the symptoms or diagnosis and treatment of an illness or injury; and
o It is not provided solely for the convenience of the patient, Physician, Hospital, provider or
facility; and
o It is an “appropriate” service or supply given the patient’s circumstances and condition; and
o It is a “cost-efficient” supply or level of service that can be safely provided to the patient; and
o It is safe and effective for the illness or injury for which it is used.
 A medical or dental service or supply will be considered to be “appropriate” if:
 It is a diagnostic procedure that is called for by the health status of the patient, and is
as likely to result in information that could affect the course of treatment as, and no
more likely to produce a negative outcome than, any alternative service or supply, both
with respect to the illness or injury involved and the patient’s overall health condition
 It is care or treatment that is as likely to produce a significant positive outcome as and
no more likely to produce a negative outcome than any alternative service or supply,
both with respect to the illness or injury involved and the patient’s overall health
condition.
 A medical or dental service or supply will be considered to be “cost-efficient” if it is no
more costly than any alternative appropriate service or supply when considered in relation
to all health care expenses incurred in connection with the service or supply.

The fact that your Physician may provide, order, recommend or approve a service or supply does not
mean that the service or supply will be considered to be Medically Necessary for the medical coverage
provided by the Plan.
A hospitalization or confinement to another facility will not be considered to be Medically Necessary if the
patient’s illness or injury could safely and appropriately be diagnosed or treated while not confined.
A medical service or supply that can safely and appropriately be furnished in a Physician’s office or other
less costly facility will not be considered to be Medically Necessary if it is furnished in a Hospital or other
more costly facility.
The non-availability of a bed in another facility, or the non-availability of a provider to provide medical
services will not result in a determination that continued confinement in a Hospital or other facility is
Medically Necessary.
A medical service or supply will not be considered to be Medically Necessary if it does not require the
technical skills of a provider or if it is furnished mainly for the personal comfort or convenience of the
patient, the patient’s family, any person who cares for the patient, any provider or facility.
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Medicare means Parts A B, C and D of the medical care benefits provided by Title XVIII of the Social
Security Act of 1965.

Non-Job Related Injury or Sickness means conditions for which a person is not entitled to benefits
from a workers' compensation or similar law.

Nursing Homes are considered Convalescent Homes or Custodial Care Facilities for purposes of paying
claims.

Out-of-Network means services or supplies provided by a Physician, provider or facility that is not a
member of a Basic Plan’s Preferred Provider Organization (PPO), Exclusive Provider Organization
(EPO), or Health Maintenance Organization (HMO) or, when Medicare is the Basic Plan, by a provider
that is not enrolled in Medicare.

Partial Day Care/Partial Hospitalization means treatment of mental, nervous, or emotional disorders
and substance abuse at a Hospital for at least three (3) hours, but not more than twelve (12) hours in a
twenty-four (24) hour period, and the care does not include an overnight stay in a Hospital/facility. To be
payable by this Plan, a facility must be licensed to provide Partial Day Care/Hospitalization (licensure
requirements for this residential level of care may vary by state).

Physician or Provider means:




a medical practitioner licensed to provide medical services and perform general surgery;
any other practitioner whose services, by law of the state where such services are performed, must
be covered by the Plan; or
to the extent required by the Affordable Care Act regulations, a provider includes a health care
provider acting within the scope of the provider’s license or certification under applicable state law,
as is performing covered services under this Plan.

Each such person must be licensed in the state where he performs the service and must act within the
scope of that license. He must also be certified and/or registered if required by such state.

Prior Plan means 1. NYSUT Member Benefits Trust’s plan in effect on December 31, 2013, group policy

number E-610,219, underwritten by The United States Life Insurance Company in the City of New York; 2.
the NYSUT Member Benefits Trust-sponsored Plan in effect January 1, 2014 to August 31, 2015, group policy
number CMM1-002; and 3. The NYSUT Member Benefits Catastrophe Major Medical Insurance Trustsponsored Plan in effect September 1, 2015 to December 31, 2017, group policy number CMM1-002.

Residential Treatment Program/Facility/Care is a non-acute Hospital, intermediate inpatient setting
with 24-hour level of care that operates 7 days a week, for individuals with behavioral health disorders
including mental (psychiatric) disorders or substance use/abuse (alcohol/drug) disorders that are unable to
be safely and effectively managed in outpatient care. To be payable by this Plan, a facility must be licensed
as a Residential Treatment Facility (licensure requirements for this residential level of care may vary by
state). A Hospital may include inpatient acute care facilities for mental health and substance use disorder
treatment that are licensed and operated according to law.

Skilled Nursing Facility (SNF) is a public or private facility, licensed and operated according to law, that
primarily provides skilled nursing and related services to individuals who require medical or nursing care
and that rehabilitates injured, disabled or sick individuals, and that meets all of the following requirements:
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It is accredited by The Joint Commission (TJC) on Accreditation of Healthcare Organizations
(JCAHO) as a Skilled Nursing Facility or is recognized by Medicare as a Skilled Nursing Facility;
It is regularly engaged in providing room and board and continuously provides 24 hour-a-day
Skilled Nursing Services of sick and injured persons at the patient’s expense during the
convalescent stage of an injury or illness, maintains on its premises all facilities necessary for
medical care and treatment, and is authorized to administer medication to patients on the order of
a licensed Physician;
It provides services under the supervision of Physicians;
It provides nursing services by or under the supervision of a licensed Registered Nurse (RN), with
at least one licensed Registered Nurse on duty at all times;
It maintains a daily medical record of each patient who is under the care of a licensed Physician;
It is not (other than incidentally) a home for maternity care, rest, domiciliary (nonskilled/custodial) care, or care of individuals who are aged, blind, deaf, or suffering from
tuberculosis; and
It is not a hotel or motel.

A Skilled Nursing Facility that is part of a Hospital, as defined in this document, will be considered a
Skilled Nursing Facility for the purposes of this Plan.

Skilled Nursing Services are services performed by a licensed nurse (RN, LVN or LPN) if the services
are ordered by and provided under the direction of a Physician; and are intermittent and part-time,
generally not exceeding 16 hours a day, and are usually provided on less-than-daily basis; and require the
skills of a nurse because the services are so inherently complex that they can be safely and effectively
performed only by or under the supervision of a nurse. Examples of Skilled Nursing Services include, but
are not limited to, the initiation of intravenous therapy and the initial management of medical gases such as
oxygen.

Subacute Care Facility is a public or private facility, either free-standing, Hospital-based or based in a
Skilled Nursing Facility or as a stand-alone facility, licensed and operated according to law and authorized
to provide subacute care, that primarily provides, immediately after or instead of acute care,
comprehensive inpatient care for an individual who has had an acute illness, injury, or exacerbation of a
disease process, with the goal of discharging the patient after a limited term of confinement to the patient’s
home or to a suitable Skilled Nursing Facility, and that meets all of the following requirements:
 It is accredited by The Joint Commission (TJC) on Accreditation of Healthcare Organizations
(JCAHO) as a Subacute Care Facility or is recognized by Medicare as a Subacute Care Facility;
 It maintains on its premises all facilities necessary for medical care and treatment;
 It provides services under the supervision of Physicians;
 It provides nursing services by or under the supervision of a licensed Registered Nurse;
 It is not (other than incidentally) a place for rest, domiciliary (non-skilled/custodial) care, or care of
individuals who are aged, blind, deaf, or suffering from tuberculosis; and
 It is not a hotel or motel.
Subacute Care Facility is sometimes referred to as a specialty Hospital, post-acute care, or long term acute
care (LTAC) facility.
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