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[bookmark: _Toc507596532]General Plan Information 

[bookmark: _Toc507596533]General Plan Information
Health, Dental, Vision, Life & LTD Benefits for Employees is the name of the Plan.
Emerson College is the Plan Sponsor/Plan Administrator. 
Emerson College has assigned Plan Number 501. 
The Plan is restated as of January 1, 2022.
The Plan Year, and subsequent years, begins on January 1 and ends on December 31.
The company’s name, address, phone number, and identification number are: 
Emerson College 
120 Boylston Street
Boston, MA 02116 
EIN: 04-1286950

Service of legal process in connection with a plan benefit can be served to the Human Resources department of the above referenced company. 
[bookmark: _Toc507596535]Type of Welfare Plan
The Plan is intended to be an “employee welfare benefit plan” within the meaning of ERISA Section 3(1). The Plan provides the benefits identified in Section 3 and on Schedule A.
Benefits Offered and Employee/Employer Contributions
See Schedule A
[bookmark: _Toc507596536]Type of Administration
While the Plan Administrator administers the Plan generally, Plan administration can vary for each insurance benefit. Some insurance benefits furnished under the Plan are administered by the providers/insurers of the applicable benefit contract. Other insurance benefits may be administered by the Plan Sponsor. If you have questions about the Plan or any insurance benefit, you may contact the Plan Administrator or the contact listed for a particular insurance benefit on Schedule A. 
[bookmark: _Toc507596537]COBRA Administration
[bookmark: _Toc505086760][bookmark: _Toc507596538]Health Equity
Attn: COBRA
PO Box 14055
Lexington, KY 40512

Conflicts/Amendment/Termination of the Plan
The Plan Sponsor reserves the right to amend or terminate the provisions of the Plan at any time and to any extent that it may deem advisable. Unless otherwise provided, any such amendment or termination will be effective for all participants, whether or not employed by the company or any other participating employer. To the extent there is a conflict between this SPD and the terms of the Plan or one of the insurance contracts identified on Schedule A, the terms of the Plan or contracts will control. The Plan Sponsor reserves the right to amend or terminate this SPD at any time without the consent of any employee, dependent, or beneficiary. 
[bookmark: _Toc507596539]How is eligibility determined under The Plan? 

If the Plan Sponsor is deemed a large employer under the Affordable Care Act and 26 USC 4980H and 26 CFR 54.4980H (3), the plan may utilize an initial measurement period, standard measurement period, administrative period and stability period to determine eligibility for variable, part time, seasonal, temporary and full time employees. 
[bookmark: _Toc507596540]You are an eligible employee if: 
· You work in the United States for the Plan Sponsor or a participating employer; and 
· You are an active W-2 employee (regularly scheduled to work 20 or more hours a week); and 
· You meet any other eligibility requirements for an insurance benefit, as set forth on Schedule A or in an applicable contract referenced on Schedule A.
[bookmark: _Toc507596541]
An eligible dependent is: 
Is either a U.S. Citizens or legal resident and generally are: 
· Your lawfully married spouse. 
· Your children who rely on you for a majority of their financial support and who you claim as dependents on your federal tax return, including:
· Your biological children,
· Your legally adopted children,
· Your stepchildren, or
· Any other child permanently living with you for whom you are the legal guardian.
You can cover your children as dependents if they:
· Are younger than 26 years of age; or
· Were disabled adults when you began employment with the Plan Sponsor and you enrolled the child when you were first eligible to do so.
At all times in this document, “dependents” means “eligible dependents.”

When Does Coverage End?
[bookmark: _Toc419900635][bookmark: _Toc430262093]When Coverage Ends
Except in the case of COBRA rights described herein, benefits for you and your eligible dependents under the Plan will terminate upon the earliest of:

Except as required by applicable state law, the end of the month in which the termination date occurs, provided that termination is not for gross misconduct, 
The date when you or your eligible dependent(s) no longer meet the eligibility requirements set forth herein,
If applicable, the date when the group insurance policy applicable to the coverage terminates, 
If applicable, the date when the Plan Sponsor amends the Plan to eliminate coverage for you and/or your eligible dependents, or
If applicable, the date the Plan Sponsor terminates the Plan.

As noted below, the Plan Sponsor reserves the right to change or eliminate benefits under the Plan and may amend or terminate the Plan at any time.

Certain coverage (and in particular life insurance) may provide conversion rights. That is, when you cease to participate in the coverage, you have the right to convert your group coverage under the coverage into an individual policy. You will be responsible for all costs associated with such individual policy.  

[bookmark: _Toc430262094]Retiree Coverage 
[bookmark: _Toc507596542]Early Retiree Transition Health Benefit:
The Early Retiree Transition Health (Medical & Dental) Benefit allows SEIU employees the opportunity to continue medical and/or dental coverage after retirement from Emerson, with the same rates as active SEIU employees, until they turn age 65.
Who is Eligible:
· SEIU Staff who are between the ages of 62 and 65 on the date of their retirement from Emerson
· SEIU Staff who have worked in benefits-eligible positions at Emerson for at least 12 continuous years at the time of their retirement
· SEIU Staff who are enrolled in medical and/or dental coverage at Emerson on the date of their retirement
· SEIU Staff’s dependent(s) enrolled in the plan(s) on the date the staff member retires
This benefit will be effective for employees retiring on or after February 1, 2023.  See the Early Retiree Transition Health benefit webpage at https://hr.emerson.edu/hc/en-us for additional information about this benefit.
What benefits are available to me?

Some of the benefits under the Plan may be paid from the employer’s general assets and employee contributions. Other benefits are fully insured where premium costs are shared by the employer and the employees as determined by the employer in its sole and absolute discretion and communicated in advance to employees. Employee contributions generally are made on a pretax basis and may change from time to time as determined by the employer. Specific information about eligibility and the cost of these benefits can be found in Schedule A at the end of this document.
Can I change my benefit election?
Generally you cannot change your election but there are some circumstances under Treasury Regulation 1.125-4 that may allow you to make a change if you make the request to the plan administrator within 30 days of the event that you think justifies a change in your election.   

[bookmark: _Toc507596543]What are my rights under Federal Law regarding Health Insurance?

[bookmark: _Toc507596544]Childbirth and Hospital Stays
Federal law prohibits the restriction of 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 attending provider or physician, after consulting with the mother, from discharging the mother or her newborn earlier. 
[bookmark: _Toc507596545]Mastectomies
The Women’s Health and Cancer Rights Act of 1998 (WHCRA) requires group health plans that provide medical and surgical benefits for mastectomy procedures to provide insurance coverage for reconstructive surgery following mastectomies. This expanded coverage includes (i) reconstruction of the breast on which the mastectomy has been performed, (ii) surgery and reconstruction of the other breast to produce a symmetrical appearance, and (iii) prostheses and physical complications of all stages of mastectomy, including lymphedemas. 
[bookmark: _Toc507596546]Mental Health and Substance Abuse Parity 
The Mental Health Parity and Addiction Equity Act (MHPAEA) requires that the annual or lifetime dollar limits on mental health benefits may be no lower than any such dollar limits for medical and surgical benefits.
· Group medical insurance may not apply annual or lifetime limits for mental health or substance use disorders that are lower than those for medical and surgical benefits. 
· Group medical insurance may not apply more restrictive financial requirements or treatment limitations to mental health or substance use disorder benefits in any classification than the predominant limitations applied to substantially all of the medical and surgical benefits in any classification.
· The Plan must provide, upon request, information to participants and providers for determining whether mental health or substance abuse treatment is medically necessary and any reasons for a denial of coverage.
· Coverage of mental health and substance abuse benefits by out of network providers must be on par with out of network coverage for medical treatment.  
[bookmark: _Toc507596547]Choosing Your Doctor
· Primary Care Provider (PCP): You have the right to choose any PCP who participates in the group medical coverage network and who is available to accept you or your family members. Each family member has the right to choose a different PCP.
· Pediatrician: For children, you may designate a pediatrician as the primary care provider.
· OB/GYN: You do not need prior authorization from your group medical coverage or from any other person in order to obtain access to obstetrical or gynecological care from a health care professional in your network. 
[bookmark: _Toc507596548]College Students and Michelle’s Law
Michelle’s Law provides continued health and dental insurance benefits under the Plan for dependent children who are covered under the Plan as a student but lose their student status in a post-secondary school or college because they take a medically necessary leave of absence from school. If your child is no longer a student because he or she is out of school because of a medically necessary leave of absence, your child may continue to be covered under the Plan for up to one year from the beginning of the leave of absence. 
[bookmark: _Toc507596549]The Genetic Information Nondiscrimination Act (GINA)
GINA prohibits the Plan from discriminating against individuals on the basis of genetic information in providing any benefits under the Plan. Genetic information includes the results of genetic tests to determine whether someone is at increased risk of acquiring a condition in the future, as well as an individual’s family medical history.
[bookmark: _Toc507596550]Coverage for Children up to Age 26
The Affordable Care Act of 2010 requires that the Plan must make dependent coverage available to adult children until they turn 26 regardless if they are married, a dependent, or a student.
[bookmark: _Toc507596551]Prohibition of Lifetime Dollar Value of Benefits
The Affordable Care Act of 2010 prohibits the Plan from imposing a lifetime limit on the dollar value of benefits.
[bookmark: _Toc507596552]Your Health Insurance Cannot Be Rescinded 
The Affordable Care Act of 2010 prohibits the retroactive cancellation of your health insurance if you made a mistake on your application except in cases of fraud or intentional misrepresentation of material fact. The Plan must provide at least 30 days advance written notice before coverage may be rescinded.
For purposes of this section, a rescission is a cancellation or discontinuance of coverage that has retroactive effect as void from the time of the individual's or group's enrollment is a rescission. A cancellation or discontinuance of coverage is not a rescission if:
· The cancellation or discontinuance of coverage has only a prospective effect; 
· The cancellation or discontinuance of coverage is effective retroactively, to the extent it is attributable to a failure to timely pay required premiums or contributions (including COBRA premiums) towards the cost of coverage; 
· The cancellation or discontinuance of coverage is initiated by the individual (or by the individual's authorized representative) and the sponsor, employer, plan, or issuer does not, directly or indirectly, take action to influence the individual's decision to cancel or discontinue coverage retroactively or otherwise take any adverse action or retaliate against, interfere with, coerce, intimidate, or threaten the individual.
[bookmark: _Toc507596553]Prohibition of Pre-existing Conditions
Effective January 1, 2014 The Affordable Care Act of 2010 prohibits the Plan, or any insurer, from denying any health insurance claim for any person because of a pre-existing condition. 
[bookmark: _Toc507596554]Prohibition of Restrictions on Annual Limits on Essential Benefits 
The Affordable Care Act of 2010 prohibits the Plan, or any insurer, effective January 1, 2014 from placing annual limits on the value of essential health benefits. 
[bookmark: _Toc507596555]Active Duty or Military Leave
If you take a military leave of absence, you are entitled to continue your coverage under certain insurance benefits under the Uniformed Services Employment and Reemployment Rights Act (USERRA). 
Leave less than 31 days. If you are absent from work due to a period of active duty in the military for less than 31 days, your participation in any applicable insurance benefit will not be interrupted, subject to your payment during such period of your regular employee contribution for such coverage. 
Leave 31 days or greater. If your absence extends for 31 days or greater, you may continue to maintain your coverage under an applicable insurance benefit for up to 24 months from the date your absence for purpose of performing military service began. The Plan Sponsor may require you to pay up to 102% of the full premium under each selected insurance benefit, which represents the Plan Sponsor’s share, your share, plus 2% for administrative costs.
Notice of election 
The Plan Administrator may develop reasonable procedures addressing how continuing coverage may be elected, consistent with the terms of the Plan and USERRA. If you think you may be affected by USERRA, contact the Plan Administrator. 
Coordination with COBRA 
USERRA continuation coverage is considered alternative coverage for purposes of COBRA. Therefore, if you elect USERRA continuation coverage, COBRA coverage will generally not be available. However, you should contact your Plan Administrator for more information, since a continuation of coverage under COBRA may be available to your spouse or dependent children in certain circumstances. 
[bookmark: _Toc507596556]Family Medical Leave Act 
If the employer is a “covered employer” under the Family Medical Leave Act (FMLA), you may be entitled to, subject to certain eligibility requirements, to take a job-protected leave for your own serious illness, for the birth or adoption of a child, or to care for a spouse, child, or parent who has a serious health condition. If you are the spouse, son, daughter, parent, or next of kin for a covered service member, extended FMLA leave may be available to care for that service member. 
If you take a leave of absence that qualifies under the FMLA, you may continue your participation in the group medical, and possibly other insurance benefits so long as you continue to contribute your share of the cost of coverage during the leave. Your monthly contributions during FMLA leave will be made pursuant to procedures established by the Plan Administrator. If you lose any coverage during any FMLA leave because you did not make the required contributions, you may re-enroll when you return from your leave. Your coverage will start again on the first day after you return to work and pay the required contributions. 
[bookmark: _Toc419900651][bookmark: _Toc430262115]HIPAA Privacy Provisions
HIPAA requires group health plans to protect the confidentiality of your private health information. The Plan and the Plan Sponsor will not use or further disclose information that is protected by HIPAA (“Protected Health Information”) except as necessary for treatment, payment, health plan operations, and Plan administration, or as otherwise permitted or required by applicable law. In particular, the Plan will not, without written authorization from you, use or disclose your Protected Health Information for employment-related actions and decisions or in connection with any other benefit or employee benefit plan of the Plan Sponsor. In addition, the Plan requires all of its business associates (that is, service providers who help us administer the Plan) to also observe HIPAA’s privacy rules.  

Under HIPAA, you have certain rights with respect to your Protected Health Information, including certain rights to see and copy the information, receive an accounting of certain disclosures of the information and, under certain circumstances, amend the information. You also have the right to file a complaint with the Plan or with the Secretary of the US Department of Health and Human Services if you believe your rights under HIPAA have been violated.  

To the extent required by applicable law, the Plan will maintain a privacy notice, which provides a complete description of your rights under HIPAA’s privacy rules.  For a copy of the notice, please contact the Plan Administrator. If you have questions about the privacy of your health information, or if you wish to file a complaint under HIPAA, you should contact the Plan Sponsor’s privacy officer.

[bookmark: _Toc507596557]Are there times other than Open Enrollment when I can enroll? 

[bookmark: _Toc507596558]Health Insurance Portability and Accountability Act (HIPAA)
If neither you nor your dependents enroll for medical or dental coverage offered by the Plan Sponsor when you first become eligible to do so, or during the annual enrollment period, you may be able to enroll under the special enrollment rules under HIPAA that apply when an individual initially declines coverage and later wishes to elect it. A special enrollment opportunity may be available to you if one of the following two situations arises: (a) you initially declined coverage because you had other health care coverage that you have lost through no fault of your own; or (b) since declining coverage when you were eligible to enroll, you have acquired a new dependent (through marriage, or the birth or adoption of a child) and wish to cover that individual. In regards to situation (a) above, at the time you decline coverage, you must give written notice of your decision to decline coverage to the Plan Administrator and that alternative coverage was your reason for the declination. As long as you meet the HIPAA special enrollment requirements, you can enroll yourself and all of your dependents in the medical coverage offered by the Plan Sponsor within 30 days after you lose your alternative coverage, such as in situation (a), or the date of your marriage, or the birth, adoption, or placement for adoption of your child, such as in situation (b). 

Children’s Health Insurance Program of 2009 (CHIP)
You and your dependents may be able to enroll in the Plan Sponsor’s health insurance coverage pursuant to a special enrollment right created by CHIP so long as one of the following conditions is met:
· You or your dependent is covered under a Medicaid Plan under title XIX of the Social Security Act or under a State Child Health Plan under Title XXI of the Social Security Act; or 
· Your coverage under the Medicaid Plan is terminated as a result of loss of eligibility and your request for coverage under the Plan Sponsor’s health plan coverage is made within 60 days or less after the termination; or
· You request to terminate coverage under our health plan coverage no later than 60 days after the date you or your dependent is determined to be eligible for assistance under a Medicaid Plan or State Child Health Plan.
[bookmark: _Toc507596559]Qualified Medical Child Support Orders (QMCSO)
A Qualified Medical Child Support Order (QMCSO) is an order by a court of law for one parent to provide a child or children with health insurance under this Plan. The Plan Sponsor or Plan Administrator will comply with the terms of any QMCSO it receives, and will:
· Promptly notify you and any alternate recipient (as defined in Section 609(a)(2)(C) of ERISA) of the receipt of a QMCSO and advise you regarding the Plan’s health insurance procedures for determining whether a medical child support order is a QMCSO; and
· Establish reasonable procedures to determine whether the court order satisfies the QMCSO requirements as set forth under Section 609 of ERISA; and
· Within a reasonable period of time after receipt of the court order, notify you and each alternate recipient of such determination.
[bookmark: _Toc507596560]Can coverage under The Plan continue if my hours are reduced, a job is lost, my child turns 26, I get divorced, or die? 

[bookmark: _Toc507596561]What is COBRA?
The right to continuation of group health coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). This section generally explains COBRA continuation coverage, when it may become available to you and your dependents, and what you need to do to receive it. 
[bookmark: _Toc507596562]What are qualified events and who can become a qualified beneficiary?
COBRA continuation coverage is triggered by 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, and your dependent children could become qualified beneficiaries if coverage under a group health plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for it. 
If you are an eligible employee, you will become a qualified beneficiary if you lose your coverage under the Plan because either one of the following qualifying events happens:
· Your hours of employment are reduced; or
· Your employment ends for any reason other than your gross misconduct.
If you are the spouse of an eligible employee, you will become a qualified beneficiary if you lose your coverage under the Plan because any of the following qualifying events happens:
· Your spouse dies;
· Your spouse’s hours of employment are reduced;
· Your spouse’s employment ends for any reason other than his or her gross misconduct;
· Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
· You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because any of the following qualifying events happens:
· The parent-employee dies;
· The parent-employee’s hours of employment are reduced;
· The parent-employee’s employment ends for any reason other than his or her gross misconduct;
· The parent-employee becomes entitled to Medicare benefits (under Part A, Part B, or both);
· The parents become divorced or legally separated; or
· The child stops being eligible for coverage, i.e., 26 years old, under the plan as a “dependent child.”
A child who is born or placed for adoption with the covered employee during a period of COBRA continuation coverage will be eligible to become a qualified beneficiary. 
[bookmark: _Toc507596563]When is COBRA coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a qualifying event has occurred. When the qualifying event is the end of employment or reduction of hours of employment, death of the eligible employee, or the eligible employee becomes entitled to Medicare benefits (under Part A, Part B, or both), the Plan Sponsor will notify the insurance company of the qualifying event.
· You Must Give Notice of Some Qualifying Events: For other qualifying events (divorce or legal separation of you and your spouse or a dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator in writing within 60 days after the qualifying event occurs. 
· COBRA Coverage and FMLA Leave: The taking of leave under FMLA does not constitute a qualifying event under COBRA. However, a qualifying event will generally occur if your FMLA leave ends and you do not return to work and you are terminated. 
[bookmark: _Toc507596564]How is COBRA coverage provided and how long does it last?
Once the Plan Administrator 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 eligible employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on behalf of their children. 
When the qualifying event is the death of the eligible employee, the eligible employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), your divorce or legal separation, or a dependent child's losing eligibility as a dependent child, COBRA continuation coverage lasts for up to a total of 36 months. When the qualifying event is the end of employment or reduction of the eligible employee's hours of employment, and the eligible employee became entitled to Medicare benefits less than 18 months before the qualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee lasts until 36 months after the date of Medicare entitlement. For example, if a covered employee becomes entitled to Medicare 8 months before the date on which his employment terminates, COBRA continuation coverage for his spouse and children can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the qualifying event (36 months minus 8 months). When the qualifying event is the end of employment or reduction of the eligible employee’s hours of employment, 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 (SSA) to be disabled and you notify the Plan Administrator in a timely fashion, 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. To obtain the 11-month extension, you (or a covered family member) must notify the Plan Administrator within 18 months of the original qualifying event.  

· 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 Plan. This extension may be available to the spouse and any dependent children receiving continuation coverage if the eligible employee or former eligible employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), 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. In all of these cases, you must make sure that the Plan Administrator is notified of the second qualifying event within 60 days of the second qualifying event. 
[bookmark: _Toc507596565]Can COBRA coverage end prematurely?
COBRA continuation coverage may terminate early if:
· The required premium payment is not paid when due;
· You and your dependents, if any, become covered under another group health plan after the date COBRA coverage is elected that does not contain any exclusion or limitation for any of your preexisting conditions;
· You and your dependents, if any, become entitled to Medicare benefits (under Part A, Part B, or both) after the date COBRA coverage is elected;
· All of the Plan Sponsor’s group health plans are terminated; or
· Coverage is extended to 29 months due to disability, then a determination is made that the individual is no longer disabled. You are required under federal law to inform the Plan Administrator of any final determination that you or your dependents are no longer disabled within 30 days of such a determination.
Continuation coverage under COBRA is provided subject to your eligibility. The Plan Administrator reserves the right to terminate your COBRA coverage retroactively if you are determined to be ineligible for coverage.
[bookmark: _Toc507596566]How can I elect COBRA coverage?
Each qualified beneficiary has 60 days from either (1) the date coverage is lost under the Plan or (2) the date they are notified of their right to elect continuation coverage, whichever is later, to inform the Plan Administrator that he or she wants to elect continuation coverage. Each qualified beneficiary has an independent right to elect continuation coverage. For example, both the eligible employee and the eligible employee’s spouse may elect continuation coverage, or only one of them. Parents may elect to continue coverage on behalf of their dependent children only. A qualified beneficiary must elect coverage by the date specified on the election notice. Failure to do so will result in loss of the right to elect continuation coverage under the Plan. A qualified beneficiary may change a prior rejection of continuation coverage any time until that date. There is no extension of the election period.
If you or your dependents choose continuation coverage and pay the applicable premium within the time period specified in the qualifying event notice, the Plan Sponsor is required to provide coverage which, as of the time coverage is being provided, is identical to the coverage provided under the Plan to similarly situated active employees or family members. If the Plan Sponsor changes or ends group health coverage for similarly situated active employees, your coverage will also change or end.
Qualified beneficiaries do not have to show that they are insurable in order to choose continuation coverage. But a qualified beneficiary must have been actually covered by the Plan the day before the qualifying event in order to elect COBRA coverage.
[bookmark: _Toc507596567]How much does COBRA coverage cost me?
Generally, each qualified beneficiary may be required to pay the entire cost of continuation coverage. The amount a qualified beneficiary may be required to pay may not exceed 102 % of the cost to the group health plan (including both employer and employee contributions) for coverage of a similarly situated plan participant or beneficiary who is not receiving continuation coverage (or, in the case of an extension of continuation coverage due to a disability, 150%).
[bookmark: _Toc507596568]When and how must I pay for COBRA?
· First payment for continuation coverage: If you elect continuation coverage, you do not have to send any payment for continuation coverage at the time of your election. However, you must make your first payment for continuation coverage within 45 days after the date of your election (This is the date your election notice is postmarked, if mailed) or you could lose coverage. 
Your first payment must cover the cost of continuation coverage from the time your coverage under the Plan would have otherwise terminated up to the time you make your first payment. You are responsible for making sure that the amount of your first payment is enough to cover this entire period. Your first payment for continuation coverage should be sent to the COBRA Administrator identified in Section 1: General Plan Information.
· Periodic payments for continuation coverage: After you make your first payment for continuation coverage, you will be required to pay for continuation coverage for each subsequent month of coverage. Under the Plan, these periodic payments for continuation coverage are due on the 1st of every month. Periodic payments for continuation coverage should be sent to the COBRA Administrator identified in Section 1: General Plan Information.
· Grace periods for periodic payments: Although periodic payments are due on the 1st of every month, you will be given a grace period of 30 days after the first day of the coverage period to make each periodic payment. Your continuation coverage will be provided for each coverage period as long as payment for that coverage period is made before the end of the grace period for that payment. However, if you pay a periodic payment later than the first day of the coverage period to which it applies, but before the end of the grace period for the coverage period, your coverage under the Plan will be suspended as of the first day of the coverage period and then retroactively reinstated (going back to the first day of the coverage period) when the periodic payment is received. This means that any claim you submit for benefits while your coverage is suspended may be denied and may have to be resubmitted once your coverage is reinstated. If you fail to make a periodic payment before the end of the grace period for that payment, you will lose all rights to continuation coverage under the Plan.
[bookmark: _Toc507596569]Keep your Plan Administrator informed of address changes
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the addresses of family members. 
[bookmark: _Toc507596570]Notice of Market Place/Exchange
In addition to continuing your health insurance under COBRA, depending upon your household finances, you and your family may be eligible for subsidized health insurance by contacting a health insurance marketplace or exchange created under the Affordable Care Act. This may be less expensive than COBRA coverage. You can obtain more information on this possibility by contacting healthcare.gov or dialing 1-800-318-2596. 
[bookmark: _Toc507596571]How do I submit a claim? 

Any claim for benefits by you or your dependents under the Plan and any subsequent appeal must be filed pursuant to the terms of the applicable insurance contract. The claims process described in each insurance contract which provides insurance benefits are incorporated by reference into this Plan. Read the claim process information promptly and carefully when you wish to submit a claim under a particular insurance benefit. Call the Human Resource Department with any questions or if you need help.
If a claim under the Plan is denied in whole or in part, you or your beneficiary will receive written notification. The notification will include the reasons for the denial, with reference to the specific provisions of the Plan on which the denial was based, a description of any additional information needed to process the claim and an explanation of the claims review procedure. If you do not receive a response within 90 days, your claim is treated as denied. (This period may be extended to 180 days under certain circumstances.) Within 60 days after denial, if you want to appeal such denial, you or your beneficiary may submit a written request for reconsideration of the application to the insurer who denied the claim.
Any such request should be accompanied by documents or records in support of your appeal. You or your beneficiary may review pertinent documents and submit issues and comments in writing. The entity who denied your claim will review the claim and provide, within 60 days, a written response to the appeal. (This period may be extended to 120 days under certain circumstances.) In this response, you will be provided with an explanation of the reason for the decision, with specific reference to the provisions of the Plan on which the decision is based. The Plan Administrator or the insurer, to who it has delegated claims decision authority, has the exclusive right to interpret the provisions of the Plan. Decisions of the Plan Administrator and its insurers are final, conclusive and binding. The Plan Administrator has final claims adjudication authority under the Plan.
Attached as Schedule B, you will find a default ERISA claim process for health and disability claims in the event the insurance contracts referenced above lack an ERISA compliant claims process.
[bookmark: _Toc507596572]How is The Plan administered? 

[bookmark: _Toc507596573]The Plan Administrator
The Plan Administrator has absolute discretion (i) to interpret the terms of the Plan; (ii) to determine factual questions that arise in the course of administering the Plan; (iii) to adopt rules and regulations regarding the administration of the Plan, including enrollment procedures; (iv) to determine the circumstances under which benefits become payable under the Plan; (v) to make determinations of eligibility under the Plan; and (vi) to make any other determinations that the Plan Administrator believes are necessary and advisable for the administration of the Plan. Any interpretation or determination made by the Plan Administrator will be final, conclusive, and binding on all parties. The Plan Administrator may delegate all or any portion of its authority to any person or entity regarding its responsibilities and the services and benefits under the Plan.
[bookmark: _Toc507596574]Duties of the Plan Administrator
The Plan Administrator (i) administers the Plan in accordance with its terms; (ii) decides disputes which may arise relative to a Plan Participant’s rights; (iii) keeps and maintains the Plan documents and all other records pertaining to the Plan; (iv) pays or arranges for the payment of claims; (v) establishes, communicates and implements procedures to determine whether a medical child support order is qualified under ERISA; and (vi) performs all necessary reporting as required by ERISA.
[bookmark: _Toc507596575]Plan Administrator compensation
The Plan Administrator serves without compensation; however, all expenses for Plan administration, including compensation for hired services, will be paid by the Plan unless paid by the Plan Sponsor.
[bookmark: _Toc507596576]The Named Fiduciary
The Plan Administrator is a “named fiduciary” with respect to the Plan. A named fiduciary can appoint others to carry out fiduciary responsibilities (other than as a trustee) under the Plan. These other persons become fiduciaries themselves and are responsible for their acts under the Plan. 
[bookmark: _Toc507596577]Fiduciary duties
A fiduciary must carry out his or her duties and responsibilities for the purpose of providing benefits to eligible employees and their eligible dependents and beneficiaries, and defraying reasonable expenses of Plan administration. 
[bookmark: _Toc507596578]Examination of records
The Plan Administrator will generally make available to each eligible employee records under the Plan for examination at reasonable times during normal business hours.
[bookmark: _Toc507596579]Indemnification of the Plan Administrator
The Plan Sponsor agrees to indemnify and to defend to the fullest extent permitted by law any individual or entity serving as the Plan Administrator or as a member of a committee designated as Plan Administrator against all liabilities, damages, costs, expenses, and fees caused by any act or failure to act in connection with the Plan, if such act or failure is in good faith.
[bookmark: _Toc507596580]What are my ERISA Rights? 
[bookmark: _Toc507596581]
The Employee Retirement Income Security Act (ERISA)
As an employee or dependent eligible for benefits under the Plan, you are also considered an ERISA Participant under the Plan. ERISA provides that all Plan Participants are entitled 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) available at the Public Disclosure Room of the Employee Benefits Security Administration. You may also obtain copies of the aforementioned documents for which the Plan Administrator may assess a reasonable charge. 
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.
If you have a claim denied, you are entitled to receive a copy of the claim file and all electronic emails, communications and other pertinent documents that can assist you in your appeal of a denied claim. 
[bookmark: _Toc507596582]How can I enforce my ERISA rights?
If you request a copy of Plan documents or the latest annual report from the Plan and do not receive them within thirty (30) days, you may file suit in a federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the Plan Administrator.
If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in federal court. If you wish to challenge a denial of any appeal concerning your health/medical, or dental insurance, you have one year from the date of the denial letter to file suit in the appropriate 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 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 and your claim is frivolous, the court may order you to pay the Plan’s costs and fees. Assistance with your questions
If you have any questions about this Plan, you should contact the Plan Administrator. If you have any questions about this SPD or the Plan you can also contact the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration: (866) 444-EBSA. You may also visit their website at dol.gov/ebsa.
Limitations on Actions 
Unless otherwise specified in the insurance contracts identified in Schedule A, you may not bring a lawsuit to dispute a denial of a benefit identified in schedule A unless done so within one year from the date your last appeal was denied.
 

[bookmark: _Toc507596583]Schedule A
Emerson College

Note: Employee premium costs are provided on a monthly basis unless noted as bi-weekly (BW).
As of January 1, 2023
I. Group Medical Feature

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	Harvard Pilgrim HMO
	040920 (2-tier) 113386 (3-tier)
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Eligible 1st of month following date of hire
- cost is shared by employee and employer
2) Full-time Faculty governed by ECCAAUP Agreement
- Eligible 1st of month following date of hire
- cost is shared by employee and employer
3) Affiliated Faculty Members governed by AFECAAUP and ELAAAUP Agreements and eligible for Medical under the terms of the applicable agreement. 

- Eligibility determined based on contract provisions
- cost is shared by employee and employer based on contract

4) Casual employee scheduled to work at least 20 hrs/week

- cost is shared by employee and employer

	Staff
$211.49 – EE            $507.59 – EE+1
$621.05 – FAM

Affiliated Faculty/Casual Worker
$422.99 – EE (50%)
$296.09 – EE (65% - AF only)
$845.98 – EE+1
$1,242.57 – FAM

FT Faculty
$211.49 – EE
$575.27 - FAM
	93 Worcester St
Wellesley, MA 02481

www.harvardpilgrim.org


	Harvard Pilgrim PPO
	040921 (2-tier) 113387 (3-tier)
	
	Staff
$252.56 – EE            $606.14 – EE+1
$741.63 – FAM

Affiliated Faculty/Casual Worker
$505.12 – EE (50%)
$353.58 – EE (65% - AF only)
$1,010.24 – EE+1
$1,483.84 – FAM

FT Faculty
$252.56 – EE
$686.97 – FAM
	

	Harvard Pilgrim HDHP PPO
	016837 (2-tier) 113385 (3-tier)
	
	Staff
$214.68 – EE            $515.23 – EE+1
$630.39 – FAM

Affiliated Faculty/Casual Worker
$429.35 – EE (50%)
$300.55 – EE (65% - AF only)
$858.71 – EE+1
$1,261.27 – FAM

FT Faculty
$214.68 – EE
$583.92 – FAM
	
























II. Group Dental Feature

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	Delta Dental
Base Plan
	006041
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Eligible 1st of month following date of hire
- cost is shared by employee and employer
2) Full-time Faculty governed by ECCAAUP Agreement
- Eligible 1st of month following date of hire
- cost is shared by employee and employer
3) Affiliated Faculty Members governed by AFECAAUP and ELAAAUP Agreements and eligible for Medical under the terms of the applicable agreement. 

- Eligibility determined based on contract provisions
- cost is shared by employee and employer based on contract

4) Casual employee scheduled to work at least 20 hrs/week

- cost is shared by employee and employer

	Staff / Affiliated Faculty, Casual Worker              
$0.00 – EE
$44.95 – EE+1            
$88.17 – FAM          

FT Faculty
$0.00 – EE 
$77.73 - FAM

	465 Medford Street
Boston, MA 02129

www.deltadentalma.com 


	Delta Dental Buy-Up Plan
	006041
	
	
Staff / Affiliated Faculty, Casual Worker            
$5.61 – EE
$63.46 – EE+1            
$108.71 – FAM          

FT Faculty
$5.61 – EE 
$99.04 - FAM

	














III. Group Life/AD&D Feature

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	Lincoln Financial 
Group 

Basic Life and Accidental Death & Dismemberment Insurance

	


SA3-890-LF0495-01
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- 1st of month following date of hire
- Non-contributory
2) Full-time Faculty governed by ECCAAUP Agreement (excluding NRF faculty)
- After one year of qualifying service
- Non-contributory
	
	Lincoln Financial Group 
100 Liberty Way
Suite 100
Dover, NH 03280-4695

800-423-2765
www.lincolnfinancial.com




IV. Group LTD Feature


	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	Lincoln Financial. 
Group

Long Term Disability Insurance
	

GF3-890-LF0495-01
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Six months after date of hire

- Non-contributory

2) Full-time Faculty governed by ECCAAUP Agreement (excluding NRF faculty)
- After six months of qualifying service
- Non-contributory
	
	Lincoln Financial Group 
100 Liberty Way
Suite 100
Dover, NH 03280-4695

800-423-2765
www.lincolnfinancial.com




V. Employee Assistance Plan

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	


New Directions: Employee Assistance Program (EAP)
	




N/A
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Date of hire
- Non-contributory
2) FT and Affiliated Faculty

- Date of hire
- Non-contributory
	
	4 Richmond Square
Providence, RI 02091

www.ndbh.com 






VI. Group Voluntary Vision Feature

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	


EyeMed Vision Plan 

	


VC-146
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Eligible 1st of month following date of hire
- cost is 100% employee paid
2) Full-time Faculty governed by ECCAAUP Agreement
- Eligible 1st of month following date of hire
- cost is 100% employee paid 

3) Affiliated Faculty Members governed by AFECAAUP and ELAAAUP Agreements and eligible for Medical under the terms of the applicable agreement. 

- Eligibility determined based on contract provisions
- cost is 100% employee paid
4) Casual employee scheduled to work at least 20 hrs/week

- cost is 100% employee paid
	$8.17 – EE            
$15.52 – EE+1
$22.79 – Fam          



	866-939-3633

www.eyemed.com 



VII. Flexible Benefits Feature

	Coverage options
	Welfare benefit contract information
	Eligibility requirements
	Employee monthly premium cost
	For more information

	








Health Equity
	








37628
	1) Administrative and support staff regularly scheduled to work at least 20 hrs/week
- Eligible 1st of month following date of hire
- Contributory
2) FT Faculty

- Eligible 1st of month following date of hire
- Contributory
3) Affiliated Faculty only eligible to participate in the Limited Purpose FSA 
- Eligible 1st of month following date of hire
- Contributory
	
	



1100 Park Pl 
4th Floor
San Mateo, CA 99401

www.healthequity.com   





[bookmark: _Toc507596584]Schedule B: Default ERISA Claims and Appeal Procedure

Claims Procedure for Disability Benefits
The following claims procedure will apply specifically to claims made for disability benefits under one or more Plan features, including any rescission of disability coverage under such Plan features with respect to a participant or beneficiary (whether or not, in connection with the rescission, there is an adverse effect on any particular benefit at that time). For this purpose, rescission means a cancellation or discontinuance of coverage that has retroactive effect, except to the extent it is attributable to a failure to timely pay required premiums or contributions towards the cost of coverage. To the extent that this procedure is inconsistent with the claims procedures contained in the policies, contracts, summary plan descriptions or other written materials for such Plan features, the claims procedures in such other policies, contracts, summary plan descriptions, or other written materials will supersede this procedure as long as such other claims procedures comply with DOL Regulation §2560.503-1. 
Timing of Adverse Benefits Determination 
If a claim under the Plan feature is denied in whole or in part, you or your beneficiary will receive written notification of the adverse benefit determination within a reasonable period of time, but no later than 45 days after the Plan Administrator’s receipt of the claim. The Plan Administrator may extend this period for up to 30 additional days provided the Plan Administrator determines that the extension is necessary due to matters beyond the Plan Administrator’s control and the claimant is notified of the extension before the end of the initial 45-day period and is also notified of the date by which the Plan Administrator expects to render a decision. The 30-day extension can be extended by an additional 30 days if the Plan Administrator determines that, due to matters beyond its control, it cannot make the decision within the original extended period. In that event, you will be notified before the end of the initial 30-day extension of the circumstances requiring the extension and the date by which the Plan Administrator expects to render a decision. The extension notice will explain the standards on which your entitlement to a benefit is based, the unresolved issues that prevent a decision on the claim, and the additional information, if any, you must submit. If you must provide additional information, you will be provided with at least 45 days to provide the additional information. The period from which you are notified of the additional required information to the date you respond is not counted as part of the determination period.
Adverse Benefits Determination Notice 
A denial notice will include: 
· the specific reason(s) for your adverse benefit determination; 
· reference to the specific Plan provision on which the determination is based; 
· a description of any additional material or information necessary for you to fix your claim and an explanation of why such material or information is necessary; 
· a description of the review procedures, including a statement of your right to bring a lawsuit following an adverse benefit determination on review; 
· a discussion of the decision, including, an explanation of the basis for disagreeing with or not following:
i. The views presented by the health care professionals treating you and vocational professionals who evaluated you;
ii. The views of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with your adverse benefit determination, without regard to whether the advice was relied upon in making the benefit determination; and
iii. A disability determination regarding you presented by you to the Plan made by the Social Security Administration;
· if the adverse benefit determination is based on a medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to your medical circumstances, or a statement that such explanation will be provided free of charge upon request;
· either the specific internal rules, guidelines, protocols, standards or other similar criteria of the plan relied upon in making the adverse determination or, alternatively, a statement that such rules, guidelines, protocols, standards or other similar criteria of the plan do not exist; and
· a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to your claim for benefits. A document, record, or other information will be considered “relevant” to your claim if such document, record, or other information
i. Was relied upon in making the benefit determination;
ii. Was submitted, considered, or generated in the course of making the benefit determination, without regard to whether such document, record, or other information was relied upon in making the benefit determination;
iii. Demonstrates compliance with the administrative processes and safeguards designed to ensure and verify that benefit determinations are made in accordance with governing plan documents and that, where appropriate, the Plan provisions have been applied consistently with respect to similarly situated claimants; or
iv. Constitutes a statement of policy or guidance with respect to the Plan concerning the denied treatment option or benefit for your diagnosis, without regard to whether such advice or statement was relied upon in making the benefit determination.
Appeal Process
If you disagree with a claim determination, you can contact the Plan Administrator in writing to formally request an appeal. If the appeal relates to a claim for payment, your request should include:
· The subject individual’s name and the identification number from the ID card, if any.
· The reason you believe the claim should be paid.
· Any documentation or other written information to support your request for claim payment.
Your appeal request must be submitted to the Plan Administrator within 180 days after you receive the claim denial.
A qualified individual who was not involved in the decision being appealed will be appointed to decide the appeal. If your appeal is related to clinical matters, the review will be done in consultation with a health care professional with appropriate expertise in the field who was not involved in the prior determination. The Plan Administrator may consult with, or seek the participation of, medical experts as part of the appeal resolution process. You consent to this referral and the sharing of pertinent health claim information. Upon request and free of charge you have the right to reasonable access to and copies of, all documents, records, and other information relevant to your claim for benefits. 
In addition, prior to the appeal determination noted below, the Plan Administrator will provide you, free of charge, with any new or additional evidence considered, relied upon, or generated by the Plan, insurer, or other person making the benefit determination (or at the direction of the Plan, insurer or such other person) in connection with the claim as soon as possible and sufficiently in advance of the date on which the appeal determination is required to be provided to give you a reasonable opportunity to respond prior to that date. Before an adverse benefit determination on appeal based on a new or additional rationale, the Plan Administrator will provide you, 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 appeal determination is required to be provided to give you a reasonable opportunity to respond prior to that date.
Timing of Appeal Determination
You will be notified of the Plan Administrator’s decision upon review within a reasonable period of time, but no later than 45 days after the Plan Administrator receives your appeal request. The 45-day period may be extended for an additional 45-day period if the Plan Administrator determines that special circumstances (such as the need to hold a hearing) require an extension of time. You will be provided with written notice prior to the expiration of the initial 45-day period. Such notice will state the special circumstances requiring the extension and the date by which the Plan Administrator expects to render a decision.
Appeal Determination Notice
If denied, your review decision on appeal will include the following:
· the specific reason(s) for the adverse determination;
· reference to the specific Plan provision on which the benefit determination is based;
· a statement that you are entitled to receive, without charge, reasonable access to any document (i) relied on in making the determination, (ii) submitted, considered or generated in the course of making the benefit determination, (iii) that demonstrates compliance with the administrative processes and safeguards required in making the determination, or (iv) that constitutes a statement of policy or guidance with respect to the Plan concerning the claim without regard to whether the statement was relied on; 
· either the specific rule or guideline used in making your benefits determination or a statement that such a rule or guideline was relied upon in making the determination and that a copy of such rule or guideline will be provided free of charge upon request;
· if the adverse determination is based on medical necessity or experimental treatment or a similar exclusion or limit, either an explanation of the scientific or clinical judgment applying the terms of the Plan to your medical condition, or a statement that such explanation will be provided without charge on request;
· a statement describing the Plan’s optional appeals procedures, and your right to receive information about such procedures, as well as your right to bring a lawsuit and any applicable contractual limitations period that applies to your right to bring such an action, including the calendar date on which the contractual limitations period expires for the claim; 
· the following statement: “You and your Plan may have other voluntary alternative dispute resolution options, such as mediation. One way to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance regulatory agency;” and
· a discussion of the decision, including, an explanation of the basis for disagreeing with or not following:
i. The views presented by the health care professionals treating you and vocational professionals who evaluated you;
ii. The views of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with your adverse benefit determination, without regard to whether the advice was relied upon in making the benefit determination; and
iii. A disability determination regarding you presented by you to the Plan made by the Social Security Administration;
· if the adverse benefit determination is based on a medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to your medical circumstances, or a statement that such explanation will be provided free of charge upon request;
· either the specific internal rules, guidelines, protocols, standards or other similar criteria of the plan relied upon in making the adverse determination or, alternatively, a statement that such rules, guidelines, protocols, standards or other similar criteria of the plan do not exist.
The Plan Administrator has the exclusive right to interpret the provisions of the Plan. Decisions of the Plan Administrator are final, conclusive and binding. The Plan Administrator has final claims adjudication authority under the Plan. However, the Plan Administrator may delegate duties and authority to others to accomplish those duties. For instance, the applicable administrator listed in the table in Schedule A is the claims administrator for the respective plan feature; each has sole and complete discretionary authority to determine claims and appeals in accordance with the terms of the documents or instruments governing the plan in which you are enrolled.
The insurer of each “insured” ERISA plan sponsored by the Employer has sole and complete discretionary authority to administer and interpret the provisions of the plan it insures. Please see the table in Schedule A to determine whether a plan is insured and for corresponding contact information for the applicable insurer or claims administrator.
Claims Procedures for a Group Health Plan
The following claims procedure will apply specifically to claims made under any group health plan covered under the Plan. To the extent that this procedure is inconsistent with the claims procedures contained in the policies, contracts, summary plan descriptions or other written materials for a group health plan covered under the Plan, the claims procedures in such other policies, contracts, summary plan descriptions, or other written materials will supersede this procedure as long as such other claims procedures comply with DOL Regulation §2560.503-1 and the Affordable Care Act.

Benefit Determinations
Post-Service Claims
Post-Service Claims are those claims that are filed for payment of benefits after health care has been received. If your Post-Service Claim is denied, you will receive a written notice from the Plan Administrator within 30 days of receipt of the claim, as long as all needed information was provided with the claim. The Plan Administrator will notify you within this 30- day period if additional information is needed to process the claim, and may request a one-time extension not longer than 15 days and hold your claim until all information is received.

Once notified of the extension, you then have 45 days to provide this information. If all of the needed information is received within the 45-day time frame and the claim is denied, the Plan Administrator will notify you of the denial within 15 days after the information is received. If you don’t provide the needed information within the 45-day period, your claim will be denied.

Pre-Service Claims
Pre-Service Claims are those claims that require notification or approval prior to receiving health care. If your claim is a Pre-Service Claim, and it is submitted improperly, the Plan Administrator will notify you of the improper filing and how to correct it within 5 days. If your Pre-Service Claim is submitted properly with all needed information, you will receive written notice of the claim decision from the Plan Administrator within 15 days of receipt of the claim. The Plan Administrator will notify you within this 15-day period if additional information is needed to process the claim, and may request a one-time extension not longer than 15 days and hold your claim until all information is received. Once notified of the extension, you then have 45 days to provide this information. If all of the needed information is received within the 45-day time frame, the Plan Administrator will notify you of the determination within 15 days after the information is received. If you don’t provide the needed information within the 45-day period, your claim will be denied.

Urgent Claims
Urgent Care Claims are those claims that require notification or approval prior to receiving medical care, where a delay in treatment could seriously jeopardize your life or health or the ability to regain maximum function or, in the opinion of a doctor with knowledge of your health condition, could cause severe pain. In these situations:
· You will receive notice of the benefit determination in writing or electronically within 72 hours after the Plan Administrator receives all necessary information, taking into account the seriousness of your condition.
· Notice of denial may be oral with a written or electronic confirmation to follow within 3 days.

If you file an Urgent Care Claim improperly, the Plan Administrator will notify you of the improper filing and how to correct it within 24 hours after the Urgent Care Claim is received. If additional information is needed to process the claim, the Plan Administrator will notify you of the information needed within 24 hours after the claim was received. You then have 48 hours to provide the requested information.

You will be notified of a determination no later than 48 hours after:
· The Plan Administrator’s receipt of the requested information; or 
· The end of the 48-hour period within which you were to provide the additional information.

Concurrent Care Claims
If an on-going course of treatment was previously approved for a specific period of time or number of treatments, and your request to extend the treatment is an Urgent Care Claim as defined above, your request will be decided within 24 hours, provided your request is made at least 24 hours prior to the end of the approved treatment. The claims administrator will make a determination on your request for the extended treatment within 24 hours from receipt of your request. If your request for extended treatment is not made at least 24 hours prior to the end of the approved treatment, the request will be treated as an Urgent Care Claim and decided according to the timeframes described above.

If an ongoing course of treatment was previously approved for a specific period of time or number of treatments, and you request to extend treatment in a non-urgent circumstance, your request will be considered a new claim and decided according to post-service or pre-service timeframes, whichever applies.

Benefits Determination Notice
A denial notice for a group health plan will include:
· The specific reason(s) for your adverse benefit determination;
· Reference to the specific Plan provision on which the determination is based;
· A description of any additional material or information necessary for you to fix your claim and an explanation of why such material or information is necessary;
· A description of the review procedures, including a statement of your right to bring a lawsuit following an adverse benefit determination on review;
· Either the specific rule or guideline used in making your benefits determination or a statement that such a rule or guideline was relied upon in making the determination and that a copy of such rule or guideline will be provided free of charge upon request;
· If the adverse benefit determination is based on a medical judgment, either an explanation of such judgment, or a statement that such explanation will be provided to you free of charge upon request; and
· In the case of an Urgent Care Claim, a description of the expedited review process to which you may be entitled.

In addition to the notice standards described above, to the extent required by the Affordable Care Act, all adverse benefit determination notices will include the following: (i) information identifying the claim involved, including the date of service, the health care provider, the claim amount, the diagnosis code, the treatment code, and the corresponding meaning of those codes; (ii) the reason or reasons for the adverse benefit determination that includes the denial code and its corresponding meaning and a description of the Plan’s standard, if any, that was used to deny the claim (for notices of final internal adverse benefit determinations, the description will include a discussion of the decision); (iii) a description of available internal appeals and external review processes, including how to initiate an appeal; and (iv) contact information for any applicable office of health insurance consumer assistance or ombudsman established under the Affordable Care Act to assist individuals with the internal claims and appeals and external review processes.

How to Appeal a Claim Decision
If you disagree with a claim determination, you can contact the Plan Administrator in writing to formally request an appeal. If the appeal relates to a claim for payment, your request should include:
· The patient’s name and the identification number from the ID card.
· The date(s) of health care service(s).
· The provider’s name.
· The reason you believe the claim should be paid.
· Any documentation or other written information to support your request for claim payment.

Your first appeal request must be submitted to the Plan Administrator within 180 days after you receive the claim denial.

Appeal Process
A qualified individual who was not involved in the decision being appealed will be appointed to decide the appeal. If your appeal is related to clinical matters, the review will be done in consultation with a health care professional with appropriate expertise in the field who was not involved in the prior determination. The Plan Administrator may consult with, or seek the participation of, medical experts as part of the appeal resolution process. You consent to this referral and the sharing of pertinent health claim information. Upon request and free of charge you have the right to reasonable access to and copies of, all documents, records, and other information relevant to your claim for benefits.


Appeals Determinations
Pre-Service and Post-Service Claim Appeals
You will be provided with written or electronic notification of the decision on your appeal as follows:
· For appeals of Pre-Service Claims, the first level appeal will be conducted and you will be notified by the Plan Administrator of the decision within 15 days from receipt of a request for appeal of a denied claim. The second level appeal will be conducted and you will be notified by the Plan Administrator of the decision within 15 days from receipt of a request for review of the first level appeal decision.
· For appeals of Post-Service Claims, the first level appeal will be conducted and you will be notified by the Plan Administrator of the decision within 30 days from receipt of a request for appeal of a denied claim. The second level appeal will be conducted and you will be notified by the Plan Administrator of the decision within 30 days from receipt of a request for review of the first level appeal decision.
· For procedures associated with Urgent Claims, see “Urgent Claim Appeals” below.
If you are not satisfied with the first level appeal decision of the Plan Administrator, you have the right to request a second level appeal from the Plan Administrator. Your second level appeal request must be submitted to the Plan Administrator within 60 days from receipt of first level appeal decision.
Please note that the Plan Administrator’s decision is based only on whether or not benefits are available under the group health plan for the proposed treatment or procedure. The determination as to whether the pending health service is necessary or appropriate is between you and your doctor.
Urgent Claim Appeals
Your appeal may require immediate action if a delay in treatment could significantly increase the risk to your health or the ability to regain maximum function or cause severe pain. In these urgent situations, the appeal does not need to be submitted in writing. You or your doctor should call the Plan Administrator as soon as possible, and provide the Plan Administrator with the information identified above under “How to Appeal a Claim Decision.” The Plan Administrator will provide you with a written or electronic determination within 72 hours following receipt of your request for review of the determination taking into account the seriousness of your condition.
Appeal Determination Notice
Your review decision on appeal will include:
· The specific reason(s) for the adverse determination;
· Reference to the specific Plan provision on which the benefit determination is based;
· A statement that you are entitled to receive, without charge, reasonable access to any document (i) relied on in making the determination, (ii) submitted, considered or generated in the course of making the benefit determination, (iii) that demonstrates compliance with the administrative processes and safeguards required in making the determination, or (iv) that constitutes a statement of policy or guidance with respect to the Plan concerning the denied treatment without regard to whether the statement was relied on;
· Either the specific rule or guideline used in making your benefits determination or a statement that such a rule or guideline was relied upon in making the determination and that a copy of such rule or guideline will be provided free of charge upon request; 
· If the adverse determination is based on medical necessity or experimental treatment or a similar exclusion or limit, either an explanation of the scientific or clinical judgment applying the terms of the Plan to your medical condition, or a statement that such explanation will be provided without charge on request;
· A statement describing the Plan’s optional appeals procedures, and your right to receive information about such procedures, as well as your right to bring a lawsuit; and
· The following statement: “You and your Plan may have other voluntary alternative dispute resolution options, such as mediation. One way to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance regulatory agency.”
If you file an internal appeal for medical benefits, you will continue to be covered pending the outcome of the internal appeal. This means that the Plan shall not terminate or reduce any ongoing course of treatment without providing advance notice and the opportunity for review.

Voluntary External Review
If the Group Medical Feature in which you are enrolled is not subject to a State external review process and is not a “grandfathered” plan for purposes of the Affordable Care Act, and your internal appeal of a claim for benefits (not related to employee classifications) under such plan is denied, you will have the right to request an external (i.e., independent) review if you do so within four months after receiving notice of an adverse benefit determination or final internal adverse benefit determination. Within five business days after receiving your request, a preliminary review will be completed to determine whether: (i) you are/were covered under the Plan; (ii) the denial was based on your ineligibility under the terms of the Plan; (iii) you have exhausted the Plan’s internal process, if required; and (iv) you provided all information necessary to process the external review. Within one business day after completing the preliminary review, you will be notified in writing if your appeal is not eligible for an external review or if it is incomplete. If your appeal is complete but not eligible, the notice will include the reason(s) for ineligibility. If your appeal is not complete, the notice will describe any information needed to complete the appeal. You will have the remainder of the four month filing period or 48 hours after receiving the notice, whichever is greater, to cure any defect. If eligible for an external review, your appeal will be assigned to an independent review organization (IRO). If the IRO reverses the Plan’s denial, the IRO will provide you written notice of its determination.
In addition, you will have the right to an expedited external review in the following situations:
· Following an adverse benefit determination involving a medical condition for which the timeframe for completion of an expedited internal appeal would seriously jeopardize your life or health or would jeopardize your ability to regain maximum function and you have filed a request for an expedited internal appeal.
· Following a final internal adverse benefit determination involving (i) a medical condition for which the timeframe for completion of a standard external review would seriously jeopardize your life or health or would jeopardize your ability to regain maximum function or (ii) an admission, availability of care, continued stay, or health care item or service for which you received emergency services but have not been discharged from a facility.
The IRO will provide notice of its final external review decision as expeditiously as your medical condition or circumstances require, but not more than 72 hours after the IRO receives the request. 





























This document is not intended to be taken as advice regarding any individual situation and should not be relied upon as such. Marsh & McLennan Agency LLC shall have no obligation to update this publication and shall have no liability to you or any other party arising out of this publication or any matter contained herein. Any statements concerning actuarial, tax, accounting or legal matters are based solely on our experience as consultants and are not to be relied upon as actuarial, accounting, tax or legal advice, for which you should consult your own professional advisors. Any modeling analytics or projections are subject to inherent uncertainty and the analysis could be materially affected if any underlying assumptions, conditions, information or factors are inaccurate or incomplete or should change. d/b/a in California as Marsh & McLennan Insurance Agency LLC; CA Insurance Lic: 0H18131. Copyright © 2022 Marsh & McLennan Agency LLC. All rights reserved. MarshMMA.com
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