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 Introduction 
 

 The information contained in this document is a description of Mission Health System, Inc. (the Plan) Employee 

Benefit Plan and defines how this Plan works.  If you do not understand anything in this document, your Plan 

Administrator will be able to clarify any of your questions.   

 Mission Health System, Inc. fully intends to maintain this Plan indefinitely.  However, it reserves the right to 

terminate, suspend, discontinue or amend the Plan at any time and for any reason.  Changes in the Plan may occur in 

any or all parts of the Plan including benefit Coverage, Deductibles, maximums, exclusions, limitations, definitions, 

eligibility and the like. 

 This Booklet contains a summary in English of the benefits available to Mission Health System, Inc. employees.  

The Summary Plan Description/Plan Document Combination is available on the intranet, internet, and hard copy in your 

Human Resources Office.  If you have difficulty understanding any part of this Booklet and you need assistance, please 

contact HR Direct Connect (HRDC) at 213-5600. 

ESPANOL: 

 Este folleto contiene un resumen en inglés de los beneficios disponibles en el Sistema Mission De Salud para los 

empleados.  El resumen de todos los documentos Del plan también está disponible en el Intranet, Internet y puede 

también obtener una copia impresa en la oficina de Recursos Humanos.  Si usted tiene dificultad para entender 

cualquiera de estos documentos del plan, por favor póngase en contacto con el departamento de intérpretes al teléfono 

213-2043. 

Українська: 

 Эта брошюра содержит краткое описание на английском языке льгот, предоставляемых работникам 

Mission Hospital. Документацию Сводного Плана можно найти в интернете, внутрикорпоративной сети, можно 

также получить печатную копию документа в офисе Отдела по Работе с Персоналом. Если Вам требуется 

переводчик для прочтения Документации Сводного Плана, пожалуйста обратитесь в отдел Переводческих Услуг 

по телефону 213-2043 
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Important Information 
 

 

THIS IS NOT AN INSURED BENEFIT PLAN. THE BENEFITS DESCRIBED IN THIS BOOKLET ARE SELF-INSURED BY 
MISSION HEALTH SYSTEM, INC. WHICH IS RESPONSIBLE FOR THEIR PAYMENT. HEALTHSCOPE BENEFITS, 
INC. PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLAN, BUT DOES NOT INSURE THE BENEFITS 
DESCRIBED. 

 

Explanation of Terms 

 

You will find terms starting with capital letters throughout your Booklet. To help you understand your benefits, most of 
these terms are defined in the Definitions section of your Booklet. 

 

Schedule of Benefits 
 

The Schedule of Benefits is a brief outline of your maximum benefits which may be payable under your Dental Plan. For a 
full description of each benefit, refer to the appropriate section listed in the Table of Contents. 

 

General Health Care Reform Notice 

 

This Booklet has been updated to comply with federal requirements including applicable provisions of the recently 
enacted federal health care reform laws.  As the Plan Administrator receives additional guidance and clarification on the 
new health reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal 
Revenue Services, the Plan Administrator may be required to make additional changes to the Booklet. 
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Eligibility - Effective Date 

 
Refer to the Mission Health System, Inc. Health Welfare and Benefits Plan for information regarding Eligibility. 
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Dental Schedule of Benefits 

Dental Plan Coverage 

Schedule of Benefits 

Deductibles 

Deductibles are expenses to be paid by you or your covered Dependent. Deductibles are in addition to any 
Coinsurance. Once the Deductible maximum in the Schedule of Benefits has been reached, you and your 
covered dependents  need not satisfy any further dental deductible for the rest of the plan year. 
 

Benefit Payment 

Services are paid based on the Maximum Reimbursable Charge.  For this Plan, the Maximum Reimbursable 
Charge is calculated at the 90th percentile of all provider charges in the geographic area.  
  

BENEFIT HIGHLIGHTS 

Classes I, II, III Calendar Year Maximum 
(Includes Diagnostic & Preventive Care, Basic 
Restorative, and Major Restorative) 
 

$1,500 per person 
 

Class IV Lifetime Maximum 
Orthodontia 
 
 

 
$1,500 per person 
 

Calendar Year Deductible 
 

 

Individual 
 

$100 per person  
 

Family Maximum 
 
Does not apply to Class I (Preventive Care) Services 
 

$300 per family  
 

Class I 
 

 

Diagnostic & Preventive Care 
 

100%, not subject to the  Plan deductible 
 

Class II 
 

 

Basic Restorative 
 

80% after  Plan deductible  
 

Class III 
 

 

Major Restorative (Includes Coverage for implants) 
 

50% after  Plan deductible  
 

Class IV 
 

 

Orthodontia 
   

50%, not subject to the  Plan deductible 
 
Lifetime Maximum $1,500 per person 
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Covered Dental Expense 

 
Covered Dental Expense means that portion of a Dentist’s charge that is payable for a service delivered to a Covered 
Person provided: 
 
 The service is ordered or prescribed by a Dentist; 
 Is essential for the necessary care of teeth; 
 The service is within the scope of Coverage limitations; 
 The deductible amount in the Schedule of Benefits has been met; 
 The maximum benefit in the Schedule of Benefits has not been exceeded; 
 The charge does not exceed the amount allowed under the Alternate Benefit Provision; and 
 For Class I, II or III the service is started and completed while Coverage is in effect, except for services described in the 

“Benefits Extension” section. 
  
Alternate Benefit Provision 
 
If more than one covered service will treat a dental condition, payment is limited to the least costly service provided it is a 
professionally accepted, necessary, and appropriate treatment. 
 
If the Covered Person requests or accepts a more costly covered service, he or she is responsible for expenses that 
exceed the amount covered for the least costly service. Therefore, the Plan recommends Predetermination of Benefits 
before major treatment begins. 
 
Predetermination of Benefits 
 
Predetermination of Benefits is a voluntary review of a Dentist’s proposed treatment plan and expected charges. It is not 
preauthorization of service and is not required. 
 
The treatment plan should include supporting pre-operative x-rays and other diagnostic materials as requested by the 
Plan. If there is a change in the treatment plan, a revised plan should be submitted for review. 
 
The Plan will determine covered dental expenses for the proposed treatment plan. If there is no Predetermination of 
Benefits, the Plan will determine covered dental expenses when it receives a claim. 
 
Review of proposed treatment is advised whenever extensive dental work is recommended (when charges exceed $200). 
Predetermination of Benefits is not a guarantee of a set payment. Payment is based on the services that are actually 
delivered and the Coverage in force at the time services are completed. 
  
Missing Teeth Limitation 
 
There is no payment for replacement of teeth that are missing when a person first becomes covered. 
  
Covered Services 
 
The following section lists covered dental services. The Plan may agree to cover expenses for a service not listed. To be 
considered the service should be identified using the American Dental Association Uniform Code of Dental Procedures 
and Nomenclature, or by description and then submitted to the Plan. 
  
Payment for a covered service is the Maximum Reimbursable Charge times the benefit percentage that applies to the 
class of service, as specified in the Schedule of Benefits. 
 
The Covered Person is responsible for the balance of the provider’s actual charge. 
  



 

8 

 

 
Class I Services – Diagnostic and Preventive 
 

 Clinical oral examination – Limited to two per person per calendar year.  
 

 Palliative (emergency) treatment of dental pain, minor procedures, when no other definitive Covered Services are  
performed. (Any x-ray taken in connection with such treatment is a separate Covered Service. 

 

 X-rays – Complete series and panoramic film – Limited to one per person in any three (3) calendar years.  
 

 Bitewing x-rays – Limited to two (2) charges per person per calendar year.  
 

 Panoramic (Panorex) x-ray – Limited to one per person in any three (3) calendar years.  
 

 Other x-rays, including periapical x-rays, extraoral, sialography, tomographic, oral/facial images, cone beam and 
occlusal x-rays 

 

 Prophylaxis (Cleaning) – Limited to two (2) per person per calendar year.  
 

 Periodontal maintenance procedures (following active therapy), Periodontal Prophylaxis. 
 

 Topical application of fluoride (excluding prophylaxis) – Limited to persons less than 19 years old. Limited to two per 
person per calendar year.  

 

 Topical application of sealant, per tooth, on a posterior tooth for a person less than 14 years old (or age 14 or over if 
documentation provided that tooth eruption occurred after age 14) – Limited to one treatment per tooth in any three (3) 
calendar years.  

 

 Space Maintainers, fixed unilateral – Limited to non-orthodontic treatment. 
 

 Diagnostic casts. 
 

 Space maintainers, not including orthodontic treatment. 
 

 Palliative treatment for emergency treatment to relieve pain. 
  
Class II Services – Basic Restorations, Endodontics, Periodontics, Prosthodontic Maintenance and Oral Surgery 
 
 

 Amalgam filling 
 

 Silicate filling 
 

 Plastic filling 
 

 Composite/resin filling 
 

 Root canal therapy – Any x-ray, test, laboratory, exam or follow-up care is part of the allowance for root canal therapy 
and not a separate Covered Service. 

 

 Osseous surgery – Flap entry and closure is part of the allowance for osseous surgery and not a separate Covered 
Service. 

 

 Periodontal Scaling and Root Planing – Entire Mouth 
 

 Complete Denture – Adjustments - Any adjustment of or repair to a denture within six (6) months of its installation is not 
a separate Covered Service. 
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 Recement bridge, space maintainers, inlays, onlays dentures, partial dentures and crowns. 
 

 Rebasing dentures and partial dentures. 
 

 Relining dentures and partial dentures. 
 

 Repairs crowns, dentures and partial dentures. 
 

 Tissue conditioning. 
 

 Routine extractions. 
 

 Oral surgery including surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone 
and/or section of tooth: 

 Removal of Impacted Tooth, Soft Tissue;  

 Removal of Impacted Tooth, Partially Bony; or 

 Removal of Impacted Tooth, Completely Bony. 
 

 Local anesthetic, analgesic and routine postoperative care for extractions and other oral surgery procedures are not 
separately reimbursed but are considered as part of the submitted fee for the global surgical procedure. 

 

 General anesthesia – Paid as a separate benefit only when Medically or Dentally Necessary, as determined by the 
Plan, and when administered in conjunction with complex oral surgical procedures which are covered under this Plan. 

 

 IV sedation – Paid as a separate benefit only when Medically or Dentally Necessary, as determined by the Plan, and 
when administered in conjunction with complex oral surgical procedures which are covered under this Plan. 

 

 Brush biopsies. 
 

 Endodontics: 

 Pulp capping; 

 Therapeutic pulpotomy (in addition to restoration); 

 Vital pulpotomy; and 

 Remineralixation 
 
Class III Services - Major Restorations, Dentures and Bridgework 
 

 Crowns - Crown restorations are Covered Services only when the tooth, as a result of extensive caries or fracture, 
cannot be restored with amalgam, composite/resin, silicate, acrylic or plastic restoration. 

 Porcelain Fused to High Noble Metal. 

 Full Cast, High Noble Metal. 

 Three-Fourths Cast, Metallic. 
 

 Removable appliances. 

 Complete (Full) Dentures, Upper or Lower. 

 Partial Dentures. 

 Lower, Cast Metal Base with Resin Saddles (including any conventional clasps, rests and teeth). 

 Upper, Cast Metal Base with Resin Saddles (including any conventional clasps rests and teeth). 
 

 Fixed Appliances. 

 Bridge Pontics - Cast High Noble Metal. 

 Bridge Pontics - Porcelain Fused to High Noble Metal. 

 Bridge Pontics - Resin with High Noble Metal. 

 Retainer Crowns - Resin with High Noble Metal. 
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 Retainer Crowns - Porcelain Fused to High Noble Metal. 

 Retainer Crowns - Full Cast High Noble Metal. 
 

 Prosthesis over implant – A prosthetic device, supported by an implant or implant abutment is a Covered Expense.  
Replacement of any type of prosthesis with a prosthesis supported by an implant or implant abutment is only payable if 
the existing prosthesis is at least five (5) calendar years old, is not serviceable and cannot be repaired.  

  
Class IV Services - Orthodontics 
 
Orthodontic Services are available for Covered Persons of all ages. Each month of active treatment is a separate Covered 
Service. 
 
Covered Expenses include: 

 Orthodontic work-up including x-rays, diagnostic casts and treatment plan and the first month of active treatment 
including all active treatment and retention appliances. 

 Continued active treatment after the first month. 

 Fixed or Removable Appliances - Only one appliance per person for tooth guidance or to control harmful habits. 
 
The total amount payable for all expenses incurred for Orthodontics during a person’s lifetime will not be more than the 
Orthodontia Maximum shown in the Schedule of Benefits. 
 
Payments for comprehensive full-banded Orthodontic treatment are made in installments. Benefit payments will be made 
every three (3) months. The first payment is due when the appliance is installed. Later payments are due at the end of 
each three (3) month period. The first installment is 25% of the charge for the entire course of treatment. The remainder of 
the charge is prorated over the estimated duration of treatment. Payments are only made for services provided while a 
person is covered. If Coverage ends or treatment ceases, payment for the last three (3) month period will be prorated. 
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Dental Exclusions & General Limitations 

 
Dental Exclusions: Covered Expenses will not include, and no payment will be made for:  

 Services performed solely for cosmetic reasons as a result of accidental injury.  Coverage for accidental injury to sound, 
natural teeth may be covered under the Dental Benefit Plan; 

 Replacement of a lost or stolen appliance; five (5) years after the date it was originally installed unless: (a) the 
replacement is made necessary by the placement of an original opposing full denture or the necessary extraction of 
natural teeth; or (b) the bridge, crown or denture, while in the mouth, has been damaged beyond repair as a result of an 
injury received while a person is covered for these benefits; 

 Any replacement of a bridge, crown or denture which is or can be made useable according to common dental 
standards; 

 Procedures, appliances or restorations (except full dentures) whose main purpose is to: (a) change vertical dimension; 
(b) diagnose or treat conditions or dysfunction of the temporomandibular joint; (c) stabilize periodontally involved teeth; 
or (d) restore occlusion; 

 Porcelain or acrylic veneers of crowns or pontics on, or replacing the upper and lower first, second and third molars; 

 Bite registrations; precision or semiprecision attachments; or splinting; 

 Treatment of TMJ disorder.   

 Instruction for plaque control, oral hygiene and diet; 

 Dental services that do not meet common dental standards; 

 Services that are deemed to be dental services; 

 Services and supplies received from a hospital; and 

 Services for which benefits are not payable according to the "General Limitations" section. 

  

General Limitations: No payment will be made for expenses incurred for you or any one of your Dependents: 

 For or in connection with an Injury arising out of, or in the course of, any employment for wage or profit; 

 For or in connection with a Sickness which is covered under any workers' compensation or similar law; 

 For charges made by a Hospital owned or operated by or which provides care or performs services for, the United 
States Government, if such charges are directly related to a military-service-connected condition; 

 Services or supplies received as a result of dental disease, defect or injury due to an act of war, declared or undeclared; 

 To the extent that payment is unlawful where the person resides when the expenses are incurred; 

 For charges which the person is not legally required to pay; 

 For charges which would not have been made if the person had no Coverage; 

 To the extent that billed charges exceed the rate of reimbursement as described in the Schedule of Benefits; 

 For charges for unnecessary care, treatment or surgery; 

 To the extent that you or any of your Dependents is in any way paid or entitled to payment for those expenses by or 
through a public program, other than Medicaid; and 

 For or in connection with experimental procedures or treatment methods not approved by the American Dental 
Association or the appropriate dental specialty society. 
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Coordination of Benefits 

 
Coordination of Benefits Provision 
 
All benefits provided as described in this Booklet are subject to Coordination of Benefits (“COB”).  COB determines when 
a benefit plan is primary or secondary when a Covered Person is covered by more than one benefit plan. 
 
This COB provision applies when the Covered Person is also covered by this Plan and another benefit plan (“Other 
Benefit Plan”). When more than one coverage exists, one plan will pay its benefits in full according to the terms of that 
plan and the other plan(s) will pay a reduced benefit to prevent duplication of benefits.  The plan that pays its benefits in 
full is considered to be the “primary plan.”  The plan that pays reduced benefits to prevent duplication is considered to be 
the “secondary plan.”   A common set of rules is used to determine the order of benefits determination. 
 
When the Plan is primary, the Plan will pay benefits without regard to any Other Benefit Plan.  When this Plan is 
secondary, the benefits payable under this Plan will be reduced so that the sum of benefits paid by all Other Benefit Plans 
and this Plan do not exceed 100% of total Allowable Expenses.  The actual amount payable by this Plan as the secondary 
plan will be based on the difference between the amount that has been paid by the primary plan and the amount that 
would have been paid by this Plan had it been the primary plan.  If the amount paid by the primary plan equals or exceeds 
the amount that would have been payable by this Plan if it were the primary plan, then no further benefit payments will be 
made by the Plan in connection with that claim. Any applicable Deductible, Copayment or Coinsurance requirement under 
the Other Benefit Plan and this Plan will not be considered an Allowable Expense.    
 
Definitions: As used in this section, the following terms are defined as: 
 
“Other Benefit Plan” means any arrangement providing dental care benefits or services, including but not limited to: group, 
blanket, or franchise insurance coverage; group or individual practice or other prepayment coverage; labor management 
trustee plans; union welfare plans; employer organization plans, or employee benefit organization plans; or any tax 
supported or governmental program. 
 
 “Allowable Expenses” means any Eligible Expenses incurred while the Covered Person is covered under this Plan, 
except that any eligible expenses incurred that apply toward the Covered Person’s copayment, deductible or coinsurance 
requirement under this Plan or any Other Benefit Plan will not be included as an Allowable Expense. 
 
Automobile Limitations:  When dental payments coverage is available under the vehicle insurance, the Plan shall pay 
excess benefits only, without reimbursement for vehicle plan deductibles or other out-of-pocket requirements under the 
vehicle plan. This Plan shall always be considered secondary regardless of the Covered Person’s election under Personal 
Injury Protection (PIP) or any no-fault coverage with the automobile carrier. 
  
Order of Benefits Determination (Other Than Medicare) 
 
Which plan provides primary or secondary Coverages will be determined by using the first of the following rules that 
applies: 
 
1. No COB. If the Other Benefit Plan contains no COB provision, it will always be primary. 
 
2. Employee or Member. The benefit plan covering the Covered Person as an employee, member or subscriber (other 

than a Dependent) is primary. 
 
3. Medicare Eligible.  If a Covered Person is eligible for Medicare, benefits will be coordinated with Medicare as set 

forth in the section entitled “Order of Benefits Determination for Medicare.” 
 
4. Dependent Child of Parents (Not Divorced). When a Dependent is covered by more than one plan of different 

parents who are not separated or divorced, the coverage of the parent whose birthday falls earlier in the calendar year 
(excluding year of birth) is primary.  If both parents have the same birthday, the plan that covered the parent longer will 
be primary.  If a Dependent is covered by two benefit plans and the Other Benefit Plan does not have coordinate 
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benefits based on the birthday of the parent (e.g., benefits are coordinated based on the gender of the parents), the 
rule of the Other Benefit Plan will determine the primary and secondary contract.   

 
5. Dependent Child of Parents Divorced.  When a Dependent is covered by more than one plan of different parents 

who are separated or divorced, the following rules apply: 
 
a. If the parent with custody has not remarried, his or her coverage is primary 

If the parent with custody has remarried, his or her coverage is primary, the stepparent's is secondary and the 
coverage of the parent without custody pays last; or 

 
b. If a court decree specifies the parent who is financially responsible for the Child’s dental care expenses, the 

coverage of that parent is primary. 
 
6. Active Employees vs. Laid Off or Retired Employees. When a plan covers the Covered Person as an active 

employee or a Dependent of such employee and the Other Benefit Plan covers the Covered Person as a laid-off or 
retired employee or as a Dependent of such person, the plan that covers the Covered Person as an active employee 
or Dependent of such employee is primary. 

 
7. Above Rules Do Not Apply. When the rules above do not apply, the plan that has covered the Covered Person 

longer is primary. 
 
8. Special Note About Continued Coverage.  If the Covered Person is covered under an Other Benefit Plan that is 

primary but also has continued Coverage under this Plan (e.g., COBRA) due to the Other Benefit Plan’s pre-existing 
condition exclusion, then this Plan will be primary for expenses incurred in connection with such pre-existing condition 
only. 

 
Order of Benefits Determination for Medicare 
 
For individuals who are Medicare eligible (e.g., individuals who are Medicare eligible due to age or disability) Medicare will 
pay primary, secondary or last to the extent dictated by the Medicare Secondary Payer rules and any other applicable 
federal statutory or regulatory requirements.   When Medicare is to be the primary payer, this Plan will base payment upon 
benefits that would have been paid by Medicare under Parts A and B, regardless of whether or not the person was 
enrolled under both of these parts.   
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Third Party Liability & Subrogation 
 

What is Subrogation? 
 
Subrogation applies to situations where the Covered Person is injured and another party is responsible for payment of 
dental care expenses (s)he incurs because of the injury.  The other party may be an individual, insurance company or 
some other public or private entity.  Automobile accident injuries or personal injury on another’s property are examples of 
cases frequently subject to subrogation. 
 
The Subrogation provision allows for the right of recovery for certain payments.  Any payments made for the Covered 
Person’s injuries under the Plan may be recovered from the other party.  Any payments made to the Covered Person for 
such injury may be recovered from the Covered Person from any judgment or settlement of his or her claims against the 
other party or parties. 
 
By accepting Coverage under the Plan, the Covered Person automatically assigns to the Plan any rights the Covered 
Person may have to recover all or part of any payments made by the Plan from any other party, including an insurer or 
another group health program.  Therefore, the Plan Administrator may act as the Covered Person’s substitute in the event 
any payment made by this Plan for dental care benefits is or becomes the responsibility of another party.  Such payments 
shall be referred to as Reimbursable Payments.  This assignment allows the Plan to pursue any claim that the Covered 
Person may have, whether or not the Covered Person chooses to pursue that claim. 
 
The Covered Person must cooperate fully and provide all information needed under the Plan to recover payments, 
execute any papers necessary for such recovery, and do whatever else is necessary to secure such rights to the Plan.  
The other party may be sued in order to recover the payments made for the Covered Person under the Plan. 
 
Right of Reimbursement and Recovery  
 
Specifically, by accepting Coverage under the Plan the Covered Person agrees that if the Covered Person receives any 
recovery in the form of a judgment, settlement, payment or compensation (regardless of fault, negligence or wrongdoing) 
from (1) a tortfeasor, (2) a liability insurer for a tortfeasor, or (3) any other source, including but not limited to any form of 
insured or underinsured motorist coverage, any dental payments, no-fault or school insurance coverages, workers’ 
compensation coverage, premises liability coverage, any dental malpractice recovery, or any other form of insurance 
coverage (“Recovery”), the Covered Person must repay the Plan in full for any medical, dental, vision, or disability benefits 
which have been paid or which will in the future be payable under the Plan for expenses already incurred or which are 
reasonably foreseeable at the time of such Recovery. 
 
Pursuant to Sereboff v. Mid Atlantic Med. Servs., 126 S.Ct. 1869 (2006), the Plan has an equitable lien against the 
Recovery rights of  the Covered Person and has the right to be paid from any such Recovery any and all monies or 
properties:  (1) paid; (2) payable to; or (3) for the benefit of, a Covered Person to the extent of benefits paid by the Plan 
(“Subrogated Amount”), whether or not the Covered Person has been “made whole” for the injuries received.  This right 
applies on a first-dollar basis (i.e., has priority over other rights), applies whether the funds paid to (or for the benefit of) 
the Covered Person constitute a full or partial recovery, and applies to funds paid for non-dental care charges or attorney 
fees, or other costs and expenses.  This right for first priority in contravention of the “make whole” doctrine shall not be 
affected or limited in any way by the manner in which the Covered Person or any person or entity responsible for paying 
any Recovery attempts to designate or characterize the Recovery, regardless of whether the recovery itemizes or 
identifies an amount awarded for Plan benefits or dental expenses, or is specifically linked to certain kinds of damages or 
payments.  Payment of the Subrogated Amount to the Plan shall be without reduction, set-off or abatement for attorney’s 
fees or costs incurred by the Covered Person in the collection of damages. The Plan shall also be entitled to seek any 
other equitable remedy against any party possessing or controlling such monies or properties. At the discretion of the Plan 
Administrator, the Plan may reduce any future Eligible Expenses otherwise available to the Covered Person under the 
Plan by an amount up to the total amount of Subrogated Amount that is subject to the equitable lien.  All rights of recovery 
will be limited to the amount of payments made under this Plan. 
 
The equitable lien shall also attach to the first right of Recovery to any money or property that is obtained by anybody, 
including but not limited to the Covered Person, the Covered Person’s attorney, and/or a trust for the direct or indirect 
benefit of the Insured or for his/her “special needs,” as a result of an exercise of the Covered Person’s rights of Recovery.  
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The Plan may, in its sole discretion, require the Covered Person, as a pre-condition to receiving benefit payments, to sign 
a subrogation agreement and to agree in writing to assist the Plan to secure the Plan’s right to payment of the 
Subrogation Amount from the third party.  In the event that the Plan does not receive payment of the Subrogated Amount, 
the Plan may, in its sole discretion, bring legal action against the Covered Person or reduce or set-off the unpaid 
Subrogated Amount against any future benefit payments to the Covered Person.  If the Plan takes legal action to enforce 
its subrogation rights, the Plan shall be entitled to recover its attorneys’ fees and costs from the Covered Person. 
 
The following provisions apply to the Plan’s right of subrogation, reimbursement, and creation of an equitable lien: 
 
1. “Pursue and Pay.”  At its sole discretion, the Plan Administrator may elect to “pursue and pay” in connection with the 

subrogation, reimbursement and equitable lien rights for claims involving Eligible Expenses.  Pursuant to the election 
of “pursue and pay,” the Plan Administrator has the right to apply the subrogation, reimbursement and equitable lien 
rights prior to making any benefit payments under the Plan, and such payment shall be reduced by any amounts that 
were paid by any other party as described in this section. 

 
2. Scope of Subrogation, Reimbursement and Equitable Lien Rights.  The subrogation, reimbursement and 

equitable lien rights apply to any benefits paid by the Plan on behalf of the Covered Person as a result of the Injuries 
sustained, including, but not limited to: 

 

a. Any no-fault insurance; 

b. Dental benefits coverage under any automobile liability plan.  This includes the Covered Person’s Plan or any 
third party’s policy under which the Covered Person is entitled to benefits; 

c. Under-insured and uninsured motorist coverage; 

d. Any automobile dental payments and personal injury protection benefits; 

e. Any third party’s liability insurance; 

f. Any premises/guest dental payments coverage; 

g. Any dental malpractice recovery; 

h. Workers’ compensation benefits.  The right of subrogation, reimbursement and equitable lien attach to any right 
to payment for workers’ compensation, whether by judgment or settlement, where the Plan has paid expenses 
otherwise eligible as Covered Services prior to a determination that the Covered Services arose out of and in the 
course of employment.  Payment by Workers’ Compensation insurers or the employer will be deemed to mean 
that such a determination has been made; and  

i. Any other governmental agency reimbursement (i.e., state dental malpractice compensation funds). 
 
4. Excess Payments.  If the Plan erroneously makes total payments that exceed the maximum amount to which the 

Covered Person is entitled at any time under the Plan, the Plan shall have the right to recover the excess amount 
from any persons to, or for, or with respect to whom such excess payments were made. 

 
5. Reduction of Future Benefits.  The Plan provides that recovery of excess amounts may include a reduction of future 

benefit payments available to the Covered Person under the Plan of any amount up to the aggregate amount of 
Reimbursable Payments that have not been reimbursed by the Plan. 

 
6. “Make Whole” and “Common Fund” Rules Do Not Apply.  The provisions of the Plan concerning subrogation, 

reimbursement, equitable liens and other equitable remedies are also intended to supersede the applicability of the 
federal common law doctrines and/or state laws commonly referred to as the “make whole” rule and the “common 
fund” rule. 

 
7. No Deductions for Costs or Attorneys’ Fees.  The reimbursement required under the Plan shall not be reduced to 

reflect any costs or attorneys’ fees incurred in obtaining compensation unless separately agreed to, in writing, by the 
Plan Administrator at the exercise of its sole discretion. 
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Termination of Coverage 

 
Refer to the Mission Health System, Inc. Health Welfare and Benefits Plan for information regarding Termination of 
Coverage.
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HIPAA Privacy Provisions 

 
HIPAA Privacy Plan Requirements 

1. Permitted and Required Uses and Disclosure of Protected Health Information. Subject to obtaining written 
certification pursuant to paragraph three (3) (below) of the Plan, the Plan or a health insurance issuer or HMO with 
respect to the Plan, may disclose Protected Health Information to the Plan Sponsor, provided the Plan Sponsor does 
not use or disclose such Protected Health Information except for the following purposes:  

a. To perform Plan administrative functions which the Plan Sponsor performs for the Plan;  
b. Obtaining premium bids from insurance companies, HMOs or other health plans for providing health insurance 

Coverage under the group health plan; or  
c. Modifying, amending, or terminating the group health plan.  

Notwithstanding the provisions of this Plan to the contrary, in no event shall the Plan Sponsor be permitted to use or 
disclose Protected Health Information in a manner that is inconsistent with 45 CFR §164.504(f).  

Under the American Recovery and Reinvestment Act of 2009 (ARRA), the Health Plan will be required to limit its 
distribution, use or requests for Protected Health Information, to the extent practicable, to a limited data set, or if more 
information is needed,  to the minimum necessary  amount of information needed to accomplish the intended purpose of 
the data use. The Secretary of HHS shall issue guidance on what constitutes minimum necessary for the purposes of this 
provision no later than eighteen (18) months following the enactment of this provision under ARRA. 

2. Conditions of Disclosure. The Plan or a health insurance issuer or HMO with respect to the Plan, shall not disclose 
Protected Health Information to the Plan Sponsor unless the Plan Sponsor agrees to:  

a. Not use or further disclose the Protected Health Information other than as permitted or required by the Plan or as 
required by law.  

b. Ensure that any agents, including a subcontractor, to whom it provides Protected Health Information received 
from the Plan, agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to 
Protected Health Information, including implementing reasonable and appropriate security measures to protect 
Electronic Protected Health Information.  

c. Not use or disclose the Protected Health Information for employment-related actions and decisions or in 
connection with any other benefit or employee benefit plan of the Plan Sponsor. 

d. Report to the Plan any use or disclosure of the information that is inconsistent with the uses or disclosures 
provided for of which it becomes aware.  

e. Make available to a Plan participant who requests access the Plan participant's Protected Health Information in 
accordance with 45 CFR §164.524.  

f. Make available to a Plan participant who requests an amendment the participant's Protected Health Information 
and incorporate any amendments to the participant's Protected Health Information in accordance with 45 CFR 
§164.526.  

g. Make available to a Plan participant who request an accounting of disclosures of the participant's Protected 
Health Information the information required to provide an accounting of disclosures in accordance with 45 CFR 
§164.528. To the extent the Health Plan uses or maintains Electronic Health Records (EHRs), the Health Plan 
must be able to account for uses and disclosures of that information, even for treatment, payment and/or health 
care operations purposes.  This detail must be retained for a period of at least three (3) years.  You have a right 
to obtain a copy of the record in an electronic format and to direct the Health Plan to transmit a copy of the 
record to any entity or person designated by you.  This provision is effective January 1, 2011 or the date EHR is 
acquired for all EHRs acquired after January 1, 2009.  For EHRs acquired on or before January 1, 2009, the 
provision will be effective January 1, 2014. 

h. Make its internal practices, books, and records relating to the use and disclosure of Protected Health Information 
received from the Plan available to the Secretary of Health and Human Services for purposes of determining 
compliance by the Plan with 45 CFR §164.504(f). 

i. If feasible, return or destroy all Protected Health Information received from the Plan that the Plan Sponsor still 
maintains in any form and retain no copies of such information when no longer needed for the purpose for which 
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the disclosure was made, except that, if such return or destruction is not feasible, limit further uses and 
disclosures to those purposes that make the return or destruction of the information feasible.  

j. Ensure that the adequate separation between Plan and Plan Sponsor required in 45 CFR §164.504(f)(2)(iii) is 
satisfied, including ensuring reasonable and appropriate security measures. 

k. Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 
confidentiality, integrity, and availability of Electronic Protected Health Information that it creates, receives, 
maintains, or transmits on behalf of the Plan.  

l. Report to the Plan any security incident relating to Electronic Protected Health Information of which it becomes 
aware. A security incident is defined at 45 C.F.R. § 164.304 as "the attempted or successful unauthorized 
access, use, disclosure, modification, or destruction of information or interference with system operations in an 
information system."  

 
3. Certification of Plan Sponsor. The Plan shall disclose Protected Health Information to the Plan Sponsor only upon 

the receipt of a Certification by the Plan Sponsor that the Plan has been amended to incorporate the provisions of 45 
CFR § 164.504(f)(2)(ii), and that the Plan Sponsor agrees to the conditions of disclosure set forth in Section 2 of this 
section as contained in the Covered Person’s Summary Plan Description.  

 
4. Permitted Uses and Disclosure of Summary Health Information. The Plan or a health insurance issuer or HMO 

with respect to the Plan, may disclose Summary Health Information to the Plan Sponsor, provided such Summary 
Health Information is only used by the Plan Sponsor for the purpose of:  
a. Obtaining premium bids from health plan providers for providing health insurance coverage under the Plan; or  
b. Modifying, amending, or terminating the Plan.  

 
5. Permitted Uses and Disclosure of Enrollment and Disenrollment Information. The Plan or a health insurance 

issuer or HMO with respect to the Plan, may disclose enrollment and disenrollment information and information on 
whether individuals are participating in the Plan to the Plan Sponsor, provided such enrollment and disenrollment 
information is only used by the Plan Sponsor for the purpose of performing administrative functions that the Plan 
Sponsor performs for the Plan.  

 
6. Adequate Separation Between Plan and Plan Sponsor. The Plan Sponsor shall only allow certain employees, or 

classes of employees, access to the Protected Health Information. Such employees shall only have access to and use 
such Protected Health Information to the extent necessary to perform the administration functions that the Plan 
Sponsor performs for the Plan. In the event that any such employees do not comply with the provisions of this Section, 
the employee shall be subject to disciplinary action by the Plan Sponsor for non-compliance pursuant to the Plan 
Sponsor’s employee discipline and termination procedures. Contact the Plan Sponsor for a listing of those individuals 
or classes of employees who are permitted access to Protected Health Information as set forth in this paragraph. 

 
7. Breach. The Covered Entity is required to notify each individual whose unsecured Protected Health Information is the 

subject of a breach, or is reasonably believed to be subject of a breach. Notification must occur within 60 days of the 
discovery of the breach. In addition, the Health Plan must notify the Secretary of the Department of Health and 
Human Services.  If the breach involves 500 or more individuals, the Covered Entity is also required to notify a local 
media outlet serving the state or jurisdiction in which the individuals reside.  This provision will be effective 180 days 
after enactment date of the American Recovery and Reinvestment Act of 2009 (ARRA).  The enactment date of 
ARRA is February 17, 2009. 

 
Notice of Privacy Practices 
 
This notice describes how dental information about you may be used and disclosed and how you can get access to this 
information.  Please review it carefully. 
 
The Mission Health System, Inc. Health Plans and Dental Plan (the “Plan”) is required by law to take reasonable steps to 
ensure the privacy of your personally identifiable health information and to inform you about: 
 

 Your privacy rights with respect to your Protected Health Information (PHI); 

 The Plan’s duties with respect to your PHI; 

 Your right to file a complaint with the Plan and with the Secretary of the U.S. Department of Health an Human 
Services; and 

 The person or office to contact for further information about the Plan’s privacy practices. 
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Under the American Recovery and Reinvestment Act of 2009 (ARRA), the Health Plan will be required to limit its 
distribution, use or requests for Protected Health Information, to the extent practicable, to a limited data set, or if more 
information is needed,  to the minimum necessary  amount of information needed to accomplish the intended purpose of 
the data use. The Secretary of HHS shall issue guidance on what constitutes minimum necessary for the purposes of this 
provision no later than eighteen (18) months following the enactment of this provision under ARRA. 

 
Privacy Officer 
 
Your Plan has a Privacy Officer.  Contact your Employer to determine who the Privacy Officer is for your Plan. 
 
Notice of PHI Uses and Disclosures 
 
As explained in this Notice, the Plan may generally use or disclose your PHI for treatment, payment or health care 
operations without the need for you to provide your consent or authorization.  The Plan is also permitted to disclose your 
PHI to other persons or entities pursuant to and in compliance with a valid authorization from you, pursuant to your 
agreement, or as otherwise permitted or provided for by applicable law. 
 
Upon your request, the Plan is also generally required to give you access to certain PHI in order to inspect and copy it.  
Use and disclosure of your PHI may also be required by the Secretary of the Department of Health and Human Services 
in order to investigate or determine the Plan’s compliance with the privacy regulations. 
 
Uses and Disclosures for Treatment, Payment and Health Care Operations 
 
The Plan and its business associates may use or disclose PHI without your consent, authorization or opportunity to 
agree or object in order to carry out treatment, payment and health care operations.  The Plan may also disclose 
PHI to the Plan Sponsor for purposes related to treatment, payment and health care operations.  The Plan Sponsor 
has amended its plan documents to protect your PHI as required by federal law. 
 
Treatment is the provision, coordination or management of health care and related services.  It also includes, but is 
not limited to, consultations and referrals between one or more of your Providers.  For example, the Plan may 
disclose to a treating orthodontist the name of your treating dentist so that the orthodontist may request and obtain 
your dental X-rays for the treating dentist. 
 
Payment includes, but is not limited to, actions relating to coverage determinations and payment (including billing, 
claims management, subrogation, plan reimbursement, reviews for dental necessity and appropriateness of care 
and utilization review and pre-authorizations).  For example, the Plan may tell a doctor whether you are eligible for 
coverage or what percentage of the bill will be paid by the Plan. 
 
Health care operations include, but are not limited to, quality assessment and improvement activities, efforts to 
review competence or qualifications of health care professionals and underwriting, premium rating and other 
insurance activities relating to creating or renewing insurance contracts.  It also includes disease management, 
case management, conducting or arranging dental reviews, legal services and auditing functions including fraud 
and abuse compliance programs, business planning and development, business management and general 
administrative activities.  For example, the Plan may use information about your claims to refer you to a disease 
management program, to project future benefit costs or to audit the accuracy of its claims processing functions. 
 
Other Uses and Disclosures for Which Consent, Authorization or the Opportunity to Object is not Required 
 
(1) When required by law and the use or disclosure complies with and is limited to the relevant requirements of 

such law. 
(2) When permitted for public health activities and purposes.  Such uses and disclosures may include, but are 

not limited to, disclosures to public health or governmental entities authorized by law to collect or receive 
information for the purpose of preventing or controlling disease, disclosures to public health authorities or 
governmental agencies authorized by law to receive reports of child abuse or neglect, disclosures to 
persons subject to the Food and Drug Administration to report adverse events, product defects, and to 
facilitate  product recalls.  PHI may also be disclosed to an employer subject to certain conditions. 
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(3) When authorized by law to report information about abuse, neglect or domestic violence to public 
authorities if there exists a reasonable belief that you may be a victim of abuse, neglect or domestic 
violence.  In such case, the Plan will promptly inform you that such a disclosure has been or will be made 
unless the Plan reasonably believes that such disclosure would cause a risk of serious harm. 

(4) When required by public health agencies for oversight activities authorized by law.  Such uses and 
disclosures may include, but are not limited to, disclosures required by civil, administrative or criminal 
investigations, proceedings or actions, activities necessary for the appropriate oversight of the health care 
system, and other activities necessary for appropriate oversight of government benefit programs. 

(5) When required for judicial or administrative proceedings, including disclosures in response to subpoena, 
court order or pursuant to a discovery request provided that certain conditions are met. 

(6) When required or permitted by law for law enforcement purposes, including but not limited to, disclosures 
pursuant to legal process, disclosures for the purpose of identifying or locating a suspect, fugitive, material 
witness or missing person, and/or disclosures relating to individuals suspected to be a victim of crime under 
certain circumstances. 

(7) When required by a coroner or dental examiner for the purpose of identifying a deceased person, 
determining a cause of death or other duties as authorized by law.  Also, disclosures may be made to 
funeral directors, consistent with applicable law, as necessary to carry out their duties with respect to the 
decedent. 

(8) When required for research purposes, subject to certain conditions. 
(9) When consistent with applicable law and standards of ethical conduct if the Plan, in good faith, believes the 

use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of 
a person or the public and the disclosure is to a person reasonably able to prevent or lessen the threat, 
including the target of the threat. 

(10) When required for specialized governmental functions under certain conditions. 
(11) When authorized by and to the extent necessary to comply with workers’ compensation or other similar   

programs established by law. 
(12) When disclosing PHI to the Plan Sponsor. 
 
The Plan may also contact you to provide appointment reminders, information about treatment alternatives or other 
health related benefits and services that may be of interest to you and may disclose Protected Health Information to 
the sponsor of the plan as permitted by law. 
 
Finally, the Plan may contact you regarding fundraising for the plan.  You may opt out of these communications.  If 
the Plan uses or discloses PHI for underwriting purposes, the Plan is prohibited from using or disclosing genetic 
information for underwriting purposes.  
 
Except as Otherwise Indicated in this Notice, Uses and Disclosures of Your PHI Will be Made Only With Your 
Written Authorization Subject to Your Right to Revoke Such Authorization. 
 
Uses and disclosures that require your written authorization 
 
The Plan must generally obtain a written authorization from you for the use or disclosure of records of alcohol and 
substance abuse programs, psychiatric and mental health records (including, but not limited to, psychoterhapy 
notes), records that identify a person who has an AIDS virus infection, are adoption-related, or are requested 
pursuant to an out-of-state subpoena. Your authorization is not required for uses or disclosures of the same which 
are necessary for treatment, payment, or health care operations or as is otherwise provided by law. The Plan may 
also use and disclose such notes to defend against litigation or other legal proceeding brought by you or on your 
behalf. 
 
The Plan must also obtain an authorization from you for any use or disclosure of PHI for marketing purposes or for 
the sale of PHI, except as otherwise provided by law. 
 
Other Uses and Disclosures that Require That You be Given an Opportunity to Agree or Disagree Prior to 
the Use or Release 
 
Unless otherwise required or permitted by law or by your authorization, disclosure of your PHI to family members, 
other relatives and your close personal friends is allowed only if the information is directly relevant to the family or 
friend’s involvement with your care or payment for that care, and you have either agreed to the disclosure or have 
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been given an opportunity to object and have not objected.  The Plan may also make disclosures to persons who 
are not family members, relatives, or close personal friends of yours provided that the Plan has reasonable 
assurance that the person has been identified by you as being involved in your care or payment. 
 
The Plan may only disclose the relevant PHI to these related or unrelated persons if you do not object to the 
disclosure; however, when you are not present or are incapacitated, the Plan can make the disclosure if, in the 
exercise of professional judgment, it believes the disclosure is in your best interest. 
 
Individual Rights 
 
The individual rights under the HIPAA Privacy regulation are: 
 
Right to Request Restrictions on PHI Uses and Disclosures 
 
You may request that the Plan restrict certain uses and disclosures of your PHI to carry out treatment, payment or 
health care operations.  However, the Plan is not required to agree to your request.  You or your personal 
representative will be required to complete a form to request restrictions on uses and disclosures of your PHI.  
Such requests should be by contacting the Plan. 
 
The Plan will accommodate reasonable requests to receive communications of PHI by alternative means or at 
alternative locations. 
 
Right to Inspect and Copy PHI 
 
You have a right to inspect and obtain a copy of your PHI contained in a “designated record set,” for as long as the 
Plan maintains the PHI.  Your PHI, or “Protected Health Information”, includes all individually identifiable health 
information transmitted or maintained by the Plan, regardless of form. 
 
Designated Record Set includes the dental records and billing records about individuals maintained by or for a 
covered health care Provider, enrollment payment, billing, claims adjudication and case or dental management 
record systems maintained by or for a health plan; or other information used in whole or in part by or for the 
covered entity to make decisions about individuals.  Information used for quality control or peer review analyses 
and not used to make decisions about individuals is not a part of a designated record set. 
 
A response to a request for PHI information will be provided within thirty (30) days if the information is maintained 
on site, or within sixty (60) days if the information is maintained offsite.  A single thirty (30) day extension is allowed 
if the Plan is unable to comply with the deadline. 
 
You or your personal representative will be required to complete a form to request access to the PHI in your 
designated record set.  Requests for access to PHI should be made by contacting the Plan. 
 
If access is denied, you or your personal representative will be provided with a written denial setting forth the basis 
for the denial, a description of how you may exercise those review rights and a description of how you may 
complain to the Plan or to the Secretary of the U.S. Department of Health and Human Services. 
 
Right to Amend PHI 
You have the right to request the Plan to amend your PHI or a record about you in a designated record set for as 
long as the PHI is maintained in the designated record set.  You must make any amendment request in writing, 
stating within the request the reasons which you believe support the requested amendment. 
 
The Plan has sixty (60) days after the request is made to act on the request.  A single thirty (30) day extension is 
allowed if the Plan is unable to comply with the deadline.  If the request is denied in whole or part, the Plan must 
provide you with a written denial that explains the basis for the denial.  You or your personal representative may 
then submit a written statement disagreeing with the denial and have the statement included with any future 
disclosures of your PHI. 
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You or your personal representative will be required to complete a form to request amendment of the PHI in your 
designated record set.  Requests for amendment of the PHI in your designated record set.  Requests for 
amendment of PHI in a designated record set should be made to the Plan. 
 
The Right to Receive an Accounting of PHI Disclosures 
 
At your request and subject to limited exceptions, you are entitled to receive an accounting of disclosures by the 
Plan of your PHI during the six years prior to the date of your request.  However, such accounting need not be 
provided by the Plan for PHI disclosures made:  (1) to carry out treatment, payment or health care operations; (2) to 
individuals about their own PHI; (3) to persons involved in your care or for notification purposes required by law; (4) 
for national security purposes; (5) to others pursuant to your authorization; (6) to law enforcement officials as 
permitted by law; (7) as part of a limited data set; or (8) prior to the compliance date. 

You have a right to obtain a copy of the record in an electronic format and to direct the Health Plan to transmit a 
copy of the record to any entity or person designated by you.  This provision is effective January 1, 2011 or the date 
EHR is acquired for all EHRs acquired after January 1, 2009.  For EHRs acquired on or before January 1, 2009, the 
provision will be effective January 1, 2014. 

If the accounting cannot be provided by the Plan within sixty (60) days, an additional thirty (30) days is allowed so 
long as you are given a written statement of the reasons for the delay and the date by which the accounting will be 
provided.  If you request more than one accounting within a twelve (12) month period, the Plan will charge a 
reasonable, cost-based fee for each subsequent accounting. 
 
The Right to Receive a Paper Copy of This Notice Upon Request 
 
To the extent that you have received this Notice on a service or benefits website maintained by the Plan, you also 
have the right to request and obtain a paper copy of this Notice by contacting Mission Health System, Inc., 1 
Hospital Drive, Suite 6300, Asheville, NC 28801 or call 828-213-5600. 
 
A Note About Personal Representatives 
 
You may exercise your rights through a personal representative.  Your personal representative will be required to 
produce evidence of his/her authority to act on your behalf before that person will be given access to your PHI or 
allowed to take any action for you.  Proof of such authority may take one of the following forms:  
 

 A power of attorney for health care purposes, notarized by a notary public; 

 A court order of appointment of the person as the conservator or guardian of the individual; or 

 An individual who is the parent of a minor child. 
 
The Plan’s disclosure of PHI relating to an unemancipated minor, to a parent, guardian or other person acting in loc 
parentis for such unemancipated minor, is subject, at all times, to applicable provisions of state and federal law, 
including applicable case law. 
 
The Plan retains discretion to deny access to PHI to a personal representative in order to provide protection to 
those vulnerable people who depend on others to exercise their rights under these rules and who may be subject to 
abuse or neglect.  This also applies to personal representatives of minors. 
 
Confidential Communications 
 
You have the right to request communications regarding your PHI from alternative means or alternative locations 
and the Plan will accommodate reasonable requests by you.  You must request such alternate communication by 
contacting the Plan. 
 
The Plan’s Duties 
 
The Plan is required by law to maintain the privacy of PHI and to provide participants and beneficiaries with notice of its 
legal duties and privacy practices. The Plan is required to comply with the terms of this Notice.  However, the Plan 
reserves the right to change its privacy practices and to apply the changes to any PHI received or maintained by the Plan 
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prior to that date.  If a privacy practice is changed, a revised version of this Notice will be provided to participants and 
beneficiaries for whom the Plan still maintains PHI. 

The Plan is required to notify each individual whose unsecured Protected Health Information is the subject of a breach, or 
is reasonably believed to be subject of a breach. Notification must occur within sixty (60) days of the discovery of the 
breach. In addition, the Health Plan must notify the Secretary of the Department of Health and Human Services.  If the 
breach involves five hundred (500) or more individuals, the Covered Entity is also required to notify a local media outlet 
serving the state or jurisdiction in which the individuals reside.  This provision will be effective one hundred eighty (180) 
days after enactment date of the American Recovery and Reinvestment Act of 2009 (ARRA).  The enactment date of 
ARRA is February 17, 2009. 

Any revised version of this Notice will be distributed to all affected participants and beneficiaries, in writing, within sixty 
(60) days of the effective date of any material change to the uses of disclosures, the individual’s rights, the duties of the 
Plan or other privacy practices stated in this Notice.   
 
Minimum Necessary Standard 
When using or disclosing PHI or when requesting PHI from another covered entity, the Plan will make reasonable efforts 
not to use, disclose or request more than the minimum amount of PHI necessary to accomplish the intended purpose of 
the use, disclosure or request, taking into consideration practical and technological limitations. 
 
However, the minimum necessary standard will not apply in the following situations: 
 

 Disclosures to or requests by a health care Provider for treatment; 

 Uses or disclosures made to you on your behalf; 

 Uses or disclosures made pursuant to an authorization from you; 

 Disclosures made to the Secretary of the U.S. Department of Health and Human Services; 

 Uses or disclosures that are required by law; and 

 Uses or disclosures that are required for the Plan’s compliance with legal regulations. 
 
This Notice does not apply to information that has been de-identified.  De-identified information is information that does 
not identify an individual and with respect to which there is no reasonable basis to believe that the information can be 
used to identify an individual. 
 
In addition, the Plan may use or disclose “summary health information” to the plan sponsor for obtaining premium bids or 
modifying, amending or terminating the group health plan; and from which identifying information has been deleted in 
accordance with applicable law. 
 
Your Right to File a Complaint With the Plan or the HHS Secretary 
 
If you believe that your privacy rights have been violated, you may complain to the Plan.  
 
You may file a complaint with the Secretary of the U.S. Department of Health and Human Services, Hubert H. Humphrey 
Building, 200 Independence Avenue S.W, Washington, D.C. 20201. 
 
The Plan will not retaliate against you for filing a complaint. 
 
Whom to Contact at the Plan for More Information 
 
If you have any questions regarding this notice or the subjects addressed in it, you may contact the Privacy Officer for 
your Plan at 1 Hospital Drive, Suite 6300, Asheville, NC 28801, or call 828-213-5600. 
 
PHI use and disclosure by the Plan is regulated by a federal law known as HIPAA (the Health Insurance Portability and 
Accountability Act).  You may find these rules at 45 Code of Federal Regulations Parts 160 and 164.  This notice attempts 
to summarize the regulations.  The regulations will supersede any discrepancy between the information in this notice and 
the regulations. 
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Claim Procedures 

 
When the Covered Person receives Covered Services, a claim must be filed on the Covered Person’s behalf to obtain 
benefits. It is in the Covered Person’s best interest to ask the Provider if the claim will be filed on his or her behalf by the 
Provider. 
  
Claim Forms 
  
When the Covered Person is submitting the claim on his or her own behalf, (s)he may obtain a claim form by logging into 
his or her account on www.healthscopebenefits.com and clicking on the link “documents and forms.”  The same 
information that would be given on the claim form must be included in the written notice of claim.  This includes: 
 
1. Name of patient; 
2. Patient's relationship to the Covered Employee; 
3. Identification number; 
4. Date, type and place of service; 
5. Name of Provider; and 
6. The Covered Person’s signature and the Provider's signature. 
  
The mailing address for claims is: 
 

HealthSCOPE Benefits, Inc. 
PO Box 99005 

Lubbock, TX 79490-9005 
 

Time Frame for Submitting Claim 
 
The claim form must be submitted within one (1) year of receiving Covered Services and must have the data needed to 
determine benefits.  An expense is considered incurred on the date the service or supply is given.  The claim form should 
be submitted to the address shown on the Covered Person’s identification card.   
 
Claims Review Procedure 
 
This section describes the claims review procedures under the Plan.  A claim is defined as any request for a benefit made 
by a Covered Person or by a Provider on behalf of the Covered Person that complies with the Plan’s reasonable 
procedure for making a claim for benefits.  The times shown in this section are maximum times only.  A period of time 
begins at the time the claim is filed.  The days shown in this section are counted as calendar days. 
 
Under the Plan, the Covered Person can check on the status of a claim at any time by contacting the Customer Service 
number appearing on the Covered Person’s identification card. 
 
There are different time frames for reviewing a claim and providing notification concerning the claim.  The time frames are 
based on the category of the claim.   
 
As defined by the Department of Labor, a decision of an adverse benefit determination is a denial, reduction, or 
termination of, or a failure to provide or make payment (in whole or in part) for, a benefit, including any such denial, 
reduction, termination, or failure to provide or make payment that is based on a determination of a Covered Person’s 
eligibility to paticipant in a Plan.  
 
1. Benefit Determination Period - The Covered Person will be notified of the benefit determination within thirty (30) 

days following receipt of notification concerning the claim. 
 
2. Extension of Benefit Determination Period - If a benefit determination cannot be made within the standard thirty 

(30) day benefit determination period due to matters beyond its control, the period may be extended by an additional 
fifteen (15) days, provided the Covered Person is notified of the need to extend the period prior to the end of the initial 

http://www.healthscopebenefits.com/
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thirty (30) day benefit determination period.  Only one extension is permitted for each claim. 
 
If a benefit determination cannot be made within the standard thirty (30) day benefit determination period due to the 
Covered Person's failure to provide sufficient information to make the benefit determination, the benefit determination 
period may be extended, provided the Covered Person is notified of the need to extend the period.  The Covered Person 
must be notified prior to the end of the initial thirty (30) day benefit determination period.  The notification must include a 
detailed explanation of the information needed in order to make the benefit determination.  The Covered Person has forty 
five (45) days following the receipt of the notification to provide the requested information. 
 
Internal Claims Appeal Process  
The Plan has a claims appeal process. The claims appeal process and the time limits associated with requesting and 
responding to a request for Claims Appeal are described in this section.  
 
Under the Plan, the Covered Person can check on the status of a claim appeal at any time by contacting the Customer 
Service number appearing on the reverse side of the Identification Card.  
 
Requesting a Level 1 Internal Claims Appeal - The Plan has a claims appeals process that allows the Covered Person 
to submit a request for appeal to the fiduciary who has been named by the Plan Administrator to review a claims appeal 
(“Named Fiduciary”). Under the Plan, the Plan Administrator will serve as the Named Fiduciary, unless the Plan 
Administrator has specifically delegated this responsibility to another party. The Named Fiduciary has the sole 
responsibility for making the decision on an appeal of an adverse benefit determination.  
 
Under the claims appeal process, the Covered Person will be provided with a full and fair review of an adverse benefit 
determination. This review of an adverse benefit determination must be done by an individual who is neither the individual 
who made the original adverse benefit determination nor the subordinate of such individual. In addition, if the adverse 
benefit determination is based in whole or in part on a medical judgment, including determinations with regard to whether 
a particular treatment, drug or other item is experimental, investigational, or not Medically Necessary, the Named 
Fiduciary shall consult with a health care professional who has appropriate training and experience in the field of medicine 
involved in the medical judgment.  
 
In the event the Covered Person disagrees with a claims decision concerning the denial of a benefit or scope of benefits, 
the Covered Person or the Covered Person’s authorized representative may submit a request for appeal within one 
hundred eighty (180) days from receipt of the notice of denial or adverse benefit determination. Absent an express written 
authorization by the Covered Person providing otherwise, the authorized representative includes a medical Provider only 
for an Urgent Care Claims Appeal.  
 

Under the claims appeal process:  
1. The Covered Person is permitted to submit written documents, comments, records, evidence, testimony and 

other information relating to the claim;  
2. The Covered Person is allowed reasonable access to any copies of documents, records and other information 

relevant to the claim, including his or her claim file;  
3. The Covered Person is permitted to request the name of the medical Provider used in making the initial 

adverse benefit determination; and  
4. All comments, documents, records and other information submitted without regard to whether such 

information was submitted or considered in the initial determination will be taken into account.  
5. The Plan shall provide the Covered Person with any new or additional evidence considered, relied upon, or 

generated by the Plan (or at the direction of the Plan) in connection with the claim. Such evidence will be 
provided as soon as possible and sufficiently in advance of the date on which the notice of final internal 
adverse benefit determination is required to be provided to give the Covered Person a reasonable opportunity 
to respond prior to that date; and  

6.  Before the Plan can issue an internal adverse benefit determination based on a new or additional rationale 
(i.e., the rationale for the final appeal is different from the rationale used to deny the initial claim), the Covered 
Person 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 final internal adverse benefit determination is 
required to be provided to give the claimant a reasonable opportunity to respond prior to that date. The 
Covered Person’s request for an appeal of an adverse benefit determination for a Pre-Service and Post-
Service Claims must be submitted in writing and should be submitted to:  
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Mission Health System, Inc. c/o HealthSCOPE Benefits, Inc.  
P.O. Box 2860  

Little Rock, Arkansas 72203  
 

For appeal of an Urgent Care Claim, the request for appeal may also be submitted verbally to the Named 
Fiduciary by contacting 877-226-2058.  

 
If the Covered Person’s request for appeal is not submitted to the Named Fiduciary in the manner 
described in this section, it will not be considered a “claims appeal” under the Plan.  
 

Under this Plan, HealthSCOPE Benefits, Inc. is not the Named Fiduciary for purposes of reviewing claims appeals 
under the Plan, but is instead acting strictly at the request of the Plan Administrator to coordinate receipt of 
appeals on behalf of the Plan.  

Information Included in an Adverse Appeal Determination - All adverse appeal determinations will include the 
following information:  
1. The reason for the determination;  
2. The reference to the specific plan provision(s) on which the benefit determination is based;  
3. A statement that the Covered Person is entitled to receive free of charge access to and copies of documents 

and records pertinent to the claim;  
4. A statement of the Covered Person’s right to bring a civil action under ERISA section 502(a), which right only 

applies if the Plan is an ERISA plan;  
5. A statement of the Covered Person’s right to obtain free of charge, internal rules, guidelines, protocols, or 

other similar criterion used in making the adverse determination; and  
6. Either an explanation of the scientific or clinical judgment for the determination applying the terms of the Plan, 

or a statement that such explanation may be obtained free of charge upon request if the claim was denied on 
the basis of medical necessity or Experimental or Investigative grounds.  

 
Level 2 Internal Claims Appeal  
If you are dissatisfied with the Level 1 Internal Claims Appeal decision, a second review may be requested.  To initiate a 
Level 2 Appeal, follow the same process as is required and set out above for a Level 1 Appeal. 

 
The Level 2 Internal Appeal decision represents the final step of the internal appeal review process.  This review will 
include individuals who were not involved in any previous review of your issue.  If you decide to continue with this review, 
please send within 180 days, from the date of the Level 1 decision letter, the request and any additional supporting 
documentation that should be reviewed to: 

 
  Benefits Manager 
  Mission Health System, Inc. 
  1 Hospital Drive, Suite 6300 
  Asheville, NC 28801 
 

The time frame for reviewing a Level 1 and Level 2 Urgent Care Claim Appeal, Pre-Service Claim Appeal or Post-
Service Claim Appeal is outlined in the following table: 

Type of Claim  Time Frame for Appeal Review  

Pre-Service Claim Appeal  Level 1 - Thirty (30) days after receiving 
the request for appeal  

Urgent Care Claim Appeal  Level 1 - Seventy two (72) hours of 
receiving the request for appeal  

Because of the urgency related to 
Urgent Care Claim Appeals, all 
notifications concerning an appeal 
decision may be made verbally, or by 
fax or other electronic means.  
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Post-Service Claim Appeal  Level 1 - Sixty (60) days of receiving the 
request for appeal  

Second Level Internal Claim Appeal Level 2 – Thirty (30) days of receiving 
the request for second appeal 

 
 
Standard External Claim Review Procedure 
 

This section applies to the standard external review process. 
 

Requesting a Standard External Review. Covered Persons are permitted to request an external review with the Plan, 
provided the request is filed within 4 months after the date of receipt of the benefits denial notice. If there is not a 
corresponding date that is four (4) months after receipt of the benefits denial notice, the external review request must be 
filed by the first of the 5

th
 month following receipt of the notice.   

 

Preliminary Review by the Plan.  The Plan must complete a preliminary review of the Covered Person’s external review 
request within five (5) business days, and the review must determine whether: 
 

1) the Covered Person is (or was) covered under the Plan when the health care service was requested.  For 
retroactive reviews, the Plan must determine whether the individual was covered under the Plan when the health 
care service was provided; 

2) the benefit denial does not relate to the Covered Person’s failure to meet the Plan’s eligibility requirements; 
3) the Covered Person has exhausted the Plan’s internal claims appeal process (unless the Covered Person is not 

required to so under Federal law); and 
4) the Covered Person has provided all the information and forms needed to process the external review. 
 
The Plan must provide the Covered Person with written notice of its preliminary review determination within 1 business 
day after completing the review. If the request is complete but not eligible for external review, the notice must state the 
reason for ineligibility.  If the request is incomplete, the notice must describe the information or materials needed to 
complete the request. The Plan must permit the Covered Person to complete the external review request with the four (4) 
month filing period or, if later, forty eight (48) hours after receipt of the notice. 
 
Referral to IRO.  The Plan is then required to select an accredited independent review organization (IRO) to perform the 
external review.  The Plan must ensure against bias and ensure independence relative to the review.  Toward this end, 
the Plan must contract with a minimum of three (3) IROs for assignments and rotate claims assignments among the IROs.  
The Plan may also select other permitted methods, as permitted by the Department of Labor, for selecting an IRO.  The 
Covered Person should contact the Plan Administrator to request assistance in determining the Plan’s IRO for the 
Covered Person’s external review process.  
 

The IRO is required to provide the Covered Person with written notice of the eligibility and acceptance for external review.  
The notice must inform Covered Persons that they can submit additional written information to the IRO within ten (10) 
business days following receipt of the notice and that that the IRO must consider the additional information in its external 
review. The IRO may also accept and consider additional information that is submitted after ten (10) days, though it is not 
required to do so. 
 
Within five (5) business days after the date the IRO is assigned, the Plan must provide the IRO documents and 
information considered in making the benefit denial. The Plan’s failure to timely provide such documents or information, 
however, is not cause for the delaying the external review. Rather, if the Plan fails to provide the documents and 
information on a timely basis, the IRO may terminate the external review and decide to reverse the benefit denial.  If the 
IRO elects to reverse the benefits denial, the IRO must notify the Covered Person and the Plan within 1 business day 
after making the decision. 
 
Reconsideration of Benefits Denial by the Plan. Upon receiving any information submitted by the Covered Person, the 
IRO must forward the information to the Plan within 1 business day. The Plan may then reconsider its benefits denial, 
though such reconsideration may not delay the external review.  If the Plan decides, on reconsideration, to reverse its 
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benefits denial and provide Coverage or payment, then the external review can be terminated. The Plan must provide 
written notice to the Covered Person and the IRO within one (1) business day after making this decision. On receiving the 
Plan’s notice, the IRO must terminate its external review.  
 
Standard of Review and Documents Considered.  The IRO will review all information and documents timely and will 
not give deference or a presumption of correctness to the Plan’s decisions or conclusions.  Furthermore, the IRO is not 
bound by any decisions or conclusions reached under the Plan’s internal claims and claim appeals process.   
 
In addition to documents and information provided by the Covered Person, the IRO will consider the following items in 
reaching its decision: 
 
1) The Covered Person’s dental records; 
2) The recommendation of the attending health care professional; 
3) Reports from appropriate health care professionals and other documents submitted by the Plan, Covered Person, 

or treating provider; 
4) The governing Plan terms; 
5) Appropriate practice guidelines, which must include applicable evidence-based standards; 
6) Any applicable clinical review criteria developed and used by the Plan; and 
7) The opinion of the IRO’s clinical reviewer(s).  
 
IRO’s Final External Review Decision.  Within forty five (45) days after the IRO receives the external review request, it 
must provide written notice of the final external review decision. The notice must be delivered to the Covered Person and 
the Plan and must include: 
 

1) A general description of the reason for the external review request, including information sufficient to identify the 
claim. This information includes the date(s) of service, the provider, claim amount (if applicable), diagnosis and 
treatment codes, and the reason for the prior denial; 

2) The date the IRO received the assignment to conduct the external review, and the date of the IRO’s decision; 
3) References to the evidence or documentation considered in reaching the decision, including specific coverage 

provisions and evidence-based standards; 
4) A discussion of the principal reason(s) for the IRO’s decision, including the rationale for its decision and any 

evidence-based standards relied on in making the decision;  
5) A statement that the IRO’s determination is binding, unless other remedies are available to the Plan or Covered 

Person under state and/or federal law; 
6) A statement that judicial review may be available to the Covered Person; and 
7) The phone number and other current contact information for any applicable office of health insurance consumer 

assistance or ombudsman. 
 
If the IRO’s decision is to reverse the Plan’s benefits denial, the Plan must immediately provide Coverage or payment for 
the claim.  This includes immediately authorizing or paying benefits. 

 

Deadlines for Standard External Review.  The following chart identifies the key steps and timelines for the external 
review process. 

 

External Review Procedure Timeline 

Covered Person’s filing period to request standard 
external review 

Within four (4) months after receipt of benefits 
denial notice 

Plan’s preliminary review determination Within five (5) business days following receipt of 
external review request from Covered Person 

Plan’s notice to Covered Person regarding preliminary 
review determination 

Within one (1) business day after completion of 
preliminary review 

Covered Person’s time period for perfecting 
incomplete external review request 

Remainder of four (4) month filing period or, if later, 
48 hours following receipt of notice 

Notice by IRO to Covered Person (of acceptance for 
review and deadline for submissions of additional 
information) 

In timely manner 
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Time period for Plan to provide IRO documents and 
information considered in making benefit 
determination 

Within five (5) business day of assignment of IRO 

Submission of additional information by Covered 
Person 

Within ten (10) business days following Covered 
Person’s receipt of notice from  IRO 

IRO forwards to the Plan any additional information 
submitted by the Covered Person 

Within one (1) business day of receipt 

Notice to Covered Person and IRO if Plan reverses its 
denial and provides Coverage 

Within one (1) business day of decision 

Decision by IRO Within forty five (45) days of receipt of request for 
review 

 
Expedited External Review Process 
 
This section describes the expedited external review process. 
 
Requesting an Expedited External Review.  An expedited external review process must be made available when the 
Covered Person receives: 
 

1) A benefits denial involving a Covered Person’s dental condition where the timeframe for completing an expedited 
internal appeal would seriously jeopardize the Covered Person’s life or health or jeopardize the Covered Person’s 
ability to regain maximum function and the Covered Person has filed an expedited internal appeal request; or  

 

2) A final internal benefits denial involving (a) a Covered Person’s dental condition where the timeframe for 
completing the standard external review would seriously jeopardize the Covered Person’s life or health or 
jeopardize the Covered Person’s ability to regain maximum function, or (b) an admission, availability of care, 
continued stay, or health care service for which the Covered Person received emergency services, but has not 
been discharged from a facility. 

 

Immediately, or not later than one (1) business day, upon receiving the external review request, the Plan must assess 
whether the request meets the reviewability requirements and send the Covered Person a notice regarding the Plan’s 
reviewability assessment.  
 

Referral to an IRO.  Following a preliminary determination that a request is eligible for external review, the Plan will 
assign an IRO. The same process for selecting an IRO as applicable under the standard external review process is 
applicable under the expedited external review process.  After assignment, the Plan must transmit, within one (1) 
business day,  all necessary documents and information considered in making the benefits denial to the assigned IRO. 
The documents and information can be provided electronically, by telephone or fax, or in any other expeditious manner. 
The IRO must consider the information or documents as listed under the standard external review process.   
 
Standard of Review and Documents Considered.  The IRO will review all information and documents timely and will 
not give deference or a presumption of correctness to the Plan’s decisions or conclusions.  Furthermore, the IRO is not 
bound by any decisions or conclusions reached under the Plan’s internal claims and claim appeals processes.   
 
IRO’s Final External Review Decision.  The IRO must provide notice of its final external review decision. The notice 
must meet the requirements that apply in the context of a standard external review process and response.  The notice 
must be provided as expeditiously as the Covered Person’s dental condition or circumstances require, but in no event, 
more than seventy two (72) hours after the IRO receives the request for an expedited external request. If the IRO fails to 
provide written notice within forty eight (48) hours after it provides notice of its decision, the IRO must provide written 
confirmation of the decision to both the Covered Person and the Plan. 
 
Payment of Benefits - To Whom Payable 
 
All Dental Benefits are payable to you. However, at the option of the Plan and with the consent of the Plan, all or any part 
of them may be paid directly to the person or institution on whose charge claim is based. 
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If any person to whom benefits are payable is a minor or, in the opinion of the Plan, is not able to give a valid receipt for 
any payment due him, such payment will be made to his legal guardian. If no request for payment has been made by his 
legal guardian, the Plan may, at its option, make payment to the person or institution appearing to have assumed his 
custody and support. 
 
If you die while any of these benefits remain unpaid, the Plan may choose to make direct payment to any of your following 
living relatives: spouse, mother, father, child or children, brothers or sisters; or to the executors or administrators of your 
estate. 
 
Payment as described above will release the Plan from all liability to the extent of any payment made. 
 
Time of Payment 
 
Benefits will be paid by the Plan when it receives due proof of loss. 
 
Recovery of Overpayment 
 
When an overpayment has been made by the Plan, the Plan will have the right at any time to: (a) recover that 
overpayment from the person to whom or on whose behalf it was made; or (b) offset the amount of that overpayment from 
a future claim payment. 
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COBRA Continuation Rights Under Federal Law 
 

 
Refer to the Mission Health System, Inc. Health Welfare and Benefits Plan for information regarding COBRA. 
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ERISA Required Information 

 
Name of Plan 
Mission Health System, Inc. Health and Dental Care Plan  
 
This document applies to the Dental Plan only.  
 
Plan Sponsor Information 
Mission Health System, Inc. 
1 Hospital Drive, Suite 6300 
Asheville, NC 28801 
 
Employer Identification 
Number (EIN) 

Plan Number 

581450888 501 
 
Plan Administrator Information 
Employer named above 
 
Agent for Service of Legal Process 
Employer named above 
 
Funding 
The cost of the Plan is shared by Employee and Employer. 
 
Plan Year 
The Plan year ends on 12/31.  
 
Plan Type 
The Plan is a healthcare benefit plan. 
The preceding pages set forth the eligibility requirements and benefits provided for you under this Plan. 
This document applies to the Dental Plan only. 
 
Collective Bargaining Agreements 
You may contact the Plan Administrator to determine whether the Plan is maintained pursuant to one or more collective 
bargaining agreements and if a particular Employer is a sponsor. A copy is available for examination from the Plan 
Administrator upon written request. 
 
Discretionary Authority 
The Plan Administrator has the discretionary authority to interpret and apply plan terms and to make factual 
determinations in connection with its review of claims under the plan. Such discretionary authority is intended to include, 
but not limited to, the determination of the eligibility of persons desiring to enroll in or claim benefits under the plan, the 
determination of whether a person is entitled to benefits under the plan, and the computation of any and all benefit 
payments. The Plan Administrator has the discretionary authority to perform a full and fair review, as required by ERISA,  
of each claim denial which has been appealed by the claimant or his duly authorized representative. 
 

Statement of Rights 

As a participant in the 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 

 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. 
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 Obtain, upon written request to the Plan Administrator, copies of documents governing the Plan, including insurance 
contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) and updated 
summary plan description. The administrator may make a reasonable charge for the copies. 

 Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to furnish each 
person under the Plan with a copy of this summary financial report. 

 
Continue Group Health Plan Coverage 
 
Continue health care Coverage for yourself, your Spouse or Dependents if there is a loss of Coverage under the Plan as a 
result of a qualifying event. You or your Dependents may have to pay for such Coverage. Review this Summary Plan 
Description and the documents governing the Plan on the rules governing your federal continuation Coverage rights. 
 
Prudent Actions by Plan Fiduciaries 
 
In addition to creating rights for plan participants, ERISA imposes duties upon the people 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 
welfare benefit or exercising your rights under ERISA. If your claim for a welfare benefit is denied or ignored 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. 
 
Enforce Your Rights 
 
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 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 administrator. If you have a claim for benefits which 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 decision or lack thereof concerning the qualified status of a domestic relations 
order or 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 your claim is frivolous. 
 
Assistance with Your Questions 
 
If you have any questions about your plan, you should contact the Plan Administrator. 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 the nearest office of 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. 
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General Provisions 
 

Alteration of Application 
  
An enrollment application may not be altered by anyone other than the applicant unless the applicant has given his or her 
written consent allowing alterations. 
 
Amendment of the Plan 
 
Amendment: The Employer reserves the right to amend this Plan at any time by an instrument duly executed by an 
authorized officer.  Such amendment shall be binding upon the Employer and all Covered Persons.  The Employer shall 
furnish to each Covered Employee a summary, written in a manner calculated to be understood by the average Covered 
Employee, of any modification to the Plan or change in the information required to be included in the Summary Plan 
Description. 
 
Retroactive Amendments: An amendment to this Plan may be made retroactively effective so long as it does not 
adversely affect the rights of Covered Persons to benefits under this Plan for covered health care expenses which are 
incurred after the effective date of the amendment but before the amendment is adopted. 
 
Material Reduction: Amendments that are a material reduction in Covered Services or benefits must be disclosed not 
later than sixty (60) days after the date of adoption of the modification or change.  A “material reduction in covered 
services or benefits” means any modification to the Plan or change in the information required to be included in the 
summary plan description that, independently or in conjunction with other contemporaneous modifications or changes, 
would be considered by the average Covered Employee to be an important reduction in Covered Services or benefits 
under the Plan.  A “reduction in covered services or benefits” generally would include any Plan modification or change 
that: eliminates benefits payable under the Plan; reduces benefits payable under the Plan, including a reduction that 
occurs as a result of a change in formulas, methodologies or schedules that serve as the basis for making benefit 
determinations; increases premiums, Deductibles, Coinsurance, Copayments, or other amounts to be paid by a Covered 
Employee. 

 
Applicable Law 
 
This Plan shall be construed in accordance with the laws of the State of North Carolina and of the United States of 
America.  Any provision of this Plan that is in conflict with applicable law is amended to conform with the minimum 
requirements of that law. 
 
Assignment of Benefits 
 
No assignment of the Plan, or any rights or benefits under the Plan, shall be valid unless permitted under the terms of the 
Plan or the Plan Sponsor has consented to such assignment in writing.  
 
The Plan will pay benefits under this Plan to the Employee unless payment has been assigned to a Hospital, Physician, or 
other provider of service furnishing the services for which benefits are provided herein. No assignment of benefits shall be 
binding on the Plan unless the Claims Administrator is notified in writing of such assignment prior to payment hereunder. 
 
Benefits Not Transferable 
 
Except as otherwise stated herein, no person other than an eligible Covered Person is entitled to receive benefits under 
this Plan. Such right to benefits is not transferable. 
 
Bonding 
 
Every fiduciary and other person who handles funds or other property of this Plan shall be bonded as required by law. 
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Counterparts 
 
This Plan may be executed in any number of counterparts, each of which shall be deemed to be an original, but all of 
which together constitute one instrument, which may be sufficiently evidenced by any counterpart.   
 
Effective Date 
 
Except where specifically stated otherwise in this Booklet, the provisions of this amended and restated Booklet are 
effective on January 1, 2015 and this Booklet shall supersede and replace all prior versions of the Booklet as of that date.   
 
Employment Rights 
 
The Plan is not intended to be, and may not be construed as constituting a contract or other arrangement between the 
Covered Employee and the Employer to the effect that (s)he will be employed for any specific period of time  or retained in 
the service of the Employer and does not affect in any way the employee’s employment rights.   
 
Erroneous Information 
 
If any information pertaining to any Covered Person is found to have been reported erroneously to the Plan Sponsor or to 
HealthSCOPE Benefits, as the claims administrator, and such error affects his or her Coverage, the facts will determine to 
what extent, if any, the Covered Person was or is covered under the Plan. 
 
Exemption from Attachment 
 
To the full extent permitted by law, all rights and benefits under the Plan are exempt from execution, attachment, 
garnishment, or other legal or equitable process, for the debts or liabilities of any Covered Employee or other Covered 
Person. 
 
Final Authority of the Plan Document 
 

The terms and provisions contained in this Plan Document and Summary Plan Description shall be final and binding upon 
all Participants.  Contradictory benefit information received from any other source will not effect the terms of the Plan as 
set forth herein.  Participants are advised to conclusively rely upon the benefit information provided in this Plan Document 
and Summary Plan Description only.  

 

Free Choice Dentist 
 
Nothing contained in this Plan shall in any way or manner restrict or interfere with the right of any person entitled to 
benefits hereunder to make a free choice to select a Dentist. However, benefits will be paid in accordance with the 
provisions of this Plan.  
 
Inability to Handle Affairs 
 

If a benefit is owed when the Covered Person is not able to handle his or her affairs, the benefit may be paid to a relative 
by blood or marriage.  This would happen if the Covered Employee had died or became mentally incompetent. The Plan 
will make payment to a relative whom it judged to be entitled in fairness to the money.  Any such payment would 
discharge any obligation to the extent of such payment. 
 
Incontestability 
 
All statements made by the Employer or by the Covered Employee shall be deemed representations and not warranties. 
Such statements shall not void or reduce the benefits under this Plan or be used in defense to a claim unless they are 
contained in writing and signed by the Employer or by the Covered Person, as the case may be. A statement made shall 
not be used in any legal contest unless such statement is made in writing and signed by such person and a copy of the 
instrument containing the statement is or has been furnished to the other party to such a contest. 
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Interpretation of Plan Provisions 
 
All provisions of this Plan shall be interpreted and administered in accordance with the provisions of applicable law in a 
non-discriminatory manner and in a manner that will assure compliance of the Plan's operation therewith.  All persons in 
similar circumstances shall receive uniform, consistent, and non-discriminatory treatment hereunder. 
 
Legal Actions 
 
No action at law or in equity shall be brought to recover on the benefits from the Plan prior to the expiration of sixty (60) 
days after all information on a claim for benefits has been filed and the appeal process has been completed in accordance 
with the requirements of the Plan. No such action shall be brought after the expiration of three (3) years from the date the 
expense was incurred. 
 
Liability and Limitation of Action 
  
This Plan will not give the Covered Person any claim, right, action or cause of action against any person or entity other 
than the Provider rendering Covered Services to the Covered Person for acts or omissions of such Provider. 
 
Contributions being made to and held by the Plan are made to and held by the Plan for the sole purpose of providing 
benefit payments under the Plan in accordance with its terms.  Except with respect to the right of a Covered Person to 
receive benefits under this Plan, no Covered Person shall have any right or interest in or to the assets of the Plan or in or 
to any contributions to the Plan.   
 
The Plan Sponsor and HealthSCOPE Benefits do not actually furnish health care services as described in this Booklet.  
Rather, Coverage will be provided for the health care services covered under the Plan when rendered by a Provider to the 
Covered Person. 
 
Physical Examination and Autopsy  
 
By accepting Coverage, as described in this Booklet, the Covered Person agrees that (s)he may be required to have one 
or more physical examinations.  Performance of an autopsy may also be required in the case of death where it is not 
forbidden by law.  These examinations and/or autopsy will help to determine what benefits will be payable, particularly 
when there are questions concerning services on a claim. 
 
Plan Right to Recovery 
 
Whenever payments have been made from the Plan in excess of the maximum amount of payment necessary, according 
to the terms of the Plan, the Plan will have the right to recover these excess payments. Whenever payments have been 
made from the Plan that, according to the terms of the Plan, should not have been made, the Plan will have the right to 
recover these incorrect payments. The Plan has the right to recover any such overpayment or incorrect payment from the 
person or entity to whom payment was made, or from any other appropriate party, whether or not such payment was 
made due to the Plan Administrator’s own error. 
 
Rights of Plan 
 
To the full extent permitted by law, all rights and benefits under the Plan are exempt from attachment or garnishment or 
other legal process for the debts or liabilities of any Covered Person. 
 

Right to Enforce Plan Provisions 
 
Failure by the Plan Sponsor or HealthSCOPE Benefits to enforce any provision of the Plan provision shall not affect the 
Plan Sponsor’s or HealthSCOPE Benefits’ right thereafter to enforce such provision or any other provisions of the Plan. 
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Definitions 
 

Active Service 
 
You will be considered in Active Service: 
 
 On any of your Employer's scheduled work days if you are performing the regular duties of your work on that day either 

at your Employer's place of business or at some location to which you are required to travel for your Employer's 
business. 

 On a day which is not one of your Employer's scheduled work days if you were in Active Service on the preceding 
scheduled work day. 

  
Booklet 
 
The term Booklet means this Plan Document. 
 
Coinsurance 
 
The term Coinsurance means the percentage of charges for Covered Expenses that a Covered Person is required to pay 
under the Plan. 
  
Coverage 
 
The term Coverage means the benefits under the Plan for covered services. 
 
Covered Expense 
 
The term Covered Expense means the expense for a services and procedures covered under this Plan. The term 
Covered Expense has the same meaning as Covered Service. 
 
Covered Person 
 
The term Covered Person means a covered Dependent and covered Employee. 
 
Covered Services 
 
The term Covered Services means the services and procedures covered under this Plan.  The term Covered Service 
has the same meaning as Covered Expense. 
 
Dentist 
 
The term Dentist means a person practicing dentistry or oral surgery within the scope of his license. It will also include a 
physician operating within the scope of his license when he performs any of the Covered Services described in the 
Booklet. 
  
Covered Person 
 
The term Covered Person means a covered Dependent and covered Employee. 
 
Covered Dependent 
 
Covered Dependents are: 
 Your spouse who is a person treated as your spouse under applicable law because of a marriage by ceremony that is 

recognized as valid under applicable law of the state or foreign country in which the marriage occurred.  For purposes of 
determining if someone is eligible for coverage as a spouse, the Plan does not recognize common law marriages, 
regardless of whether the marriage is recognized in any state;  

 Your same-gender domestic partner who together with you, satisfies each of the following requirements: 
o You are not roommates, siblings, parents or other persons outside a domestic partner relationship; 
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o You share a financially interdependent relationship in which you are jointly responsible for each other’s 
welfare and financial obligations, intend to continue that relationship indefinitely, and have no similar 
relationship with any other person; 

o You reside together in the same household and have shared a common residence for at least 12 consecutive 
months and intend to continue indefinitely; 

o You are not in a relationship for the sole purpose of obtaining benefits; 
o Your partner is not eligible for benefits as a Mission Health Employee; 
o You are not related to each other by blood to a degree of kinship that would prevent a marriage from being 

recognized under the laws of the State of North Carolina; 
o Each of you is at least 18 years of age and mentally competent to enter a contract; 
o Neither of you is married to any other person; 
o You have provided to Mission Health two approved documents establishing proof of shared residence for a 

period of 12 months and financial interdependent status (examples of approved documents proving residence 
include: driver’s licenses, cancelled rent checks, utility bills, joint-tenancy lease or jointly held mortgage on 
primary residence; examples of approved documents for proving joint responsibility and financial 
interdependence include: joint checking account or credit account, joint-tenancy lease or jointly held mortgage 
papers on primary residence; other acceptance documentation includes: Domestic Partner Registry or Wills 
with each other listed as executor and/or beneficiary); and 

o You and your partner have signed and submitted to Mission Health an Affidavit affirming you are same-
gender domestic partners meeting the requirements described in this definition; 

 Any child of yours based upon the following rules.  Child means a natural child, a legally adopted child who is under age 
18 at the time of the adoption, a child placed with you for adoption who is under 18 at the time of the placement, a foster 
child (if the child is an “eligible foster child” as defined in the Internal Revenue Code) or a stepchild.  Child also includes 
any other child for whom you are acting in the place of a parent if the child’s welfare is your legal responsibility under a 
legal guardianship, written divorce settlement, written separation or a court order: 

o Coverage for Children under age 26.  Your eligible dependents include your child through the end of the 
month in which the child reaches age 26, regardless of the child’s marital status, tax dependent status or 
student status and regardless of whether the child lives with you; 

o Coverage for Children with Disabilities.  Your unmarried child who is your dependent for federal income tax 
purposes for the applicable calendar year if he or she is physically or mentally incapable of self-support, but 
only if the physical or mental incapacity commenced before the child reached age 26; 

o Children of your Same-Gender Domestic Partner.  Child also includes a child of your same-gender domestic 
partner if the following conditions are met: 

 The child’s permanent residence is in your household (if not in attendance at school); 
 The child qualifies as your same-gender domestic partner’s dependent for federal income tax 

purposes or your same-gender domestic partner is required by a court order to provide coverage for 
the child; 

 Your same-gender domestic partner is responsible for the welfare and material needs of the child; 
and 

 You and your same-gender domestic partner together provide at least 50% of the child’s support. 
 
Employee 
 
The term Employee, for purposes of eligibility in this plan includes a full-time or part-time regular employee of the 
Employer who is regularly budgeted to work at least 20 hours per week (or at least 40 hours every two weeks), as 
determined by the Employer.  You and your eligible dependents are eligible to participate in the Plan beginning on the 
next day following the day you complete 30 days of continuous employment with the Employer in an eligible status (your 
“Election Date.”) 
  
Employer 
 
The term Employer means the plan sponsor self-insuring the benefits described in this Booklet, on whose behalf 
HealthSCOPE Benefits is providing claim administration services. 
  
Maximum Reimbursable Charge - Dental 
 
The Maximum Reimbursable Charge is the lesser of: 
1. The Provider’s normal charge for a similar service or supply; or 
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2. The 90th percentile of all charges made by providers of such service or supply in the geographic area where it is 
received. 

 
To determine if a charge exceeds the Maximum Reimbursable Charge, the nature and severity of the Injury or Sickness 
may be considered. 
 
The Plan uses the Ingenix Prevailing Health Care System database to determine the charges made by providers in an 
area. The database is updated semiannually. 
 
The percentile used to determine the Maximum Reimbursable Charge is listed in the Schedule of Benefits. 
 
Additional information about the Maximum Reimbursable Charge is available upon request. 
 
Medicaid 
 
The term Medicaid means a state program of medical aid for needy persons established under Title XIX of the Social 
Security Act of 1965 as amended. 
  
Medicare 
 
The term Medicare means the program of medical care benefits provided under Title XVIII of the Social Security Act of 
1965 as amended. 


