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ABOUT THIS SUMMARY 

 

 

The following is a summary of some of the principal features of the HCA Mission Health System 

Health and Welfare Benefits Plan (the “Plan”).  We urge you to read this summary carefully.   

 

This summary, together with the applicable Benefit Booklets, constitutes the “Summary Plan 

Description” for the Plan and is meant to summarize the Plan in easy-to-understand language.  However, 

in the event of any ambiguity or any inconsistency between this Summary Plan Description and any formal 

Plan documents, the Plan documents will control. 

 

Copies of the formal Plan documents for the Plan are on file with the Plan Administration 

Committee of HCA Inc., the Plan Administrator for the Plan, and are available to you for inspection at a 

time and place mutually agreeable to you and to the Plan Administrator.  

 

If anything in this Summary Plan Description is not clear to you, or if you have any questions about 

Plan benefits or Plan claims procedures, please contact the Plan Administrator. 

 

When this Summary Plan Description uses the term “Plan Sponsor”, it is referring to MH Hospital 

Manager, LLC, which sponsors the Plan.  When this Summary Plan Description uses the term “Employer”, 

it is referring to all of the Plan’s participating Employers, which includes the Plan Sponsor and the following 

participating employers: 

 

Mission Health Partners, Inc. 

Healthy State, Inc. 

Mission Employer Solutions 

Mission Community Anesthesiology Specialists, LLC 

MH Mission Hospital McDowell, LLLP 

MH Blue Ridge Medical Center, LLLP 

MH Transylvania Regional Hospital, LLLP 

MH Highlands - Cashiers Medical Center, LLLP 

MH Angel Medical Center, LLLP 

MH Asheville Specialty Hospital, LLC 

  

To determine whether your employer is a participating Employer in the Plan on any given date, 

contact the Plan Administrator at the address provided later in this Summary Plan Description. 
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GENERAL INFORMATION ABOUT THE PLAN 

 

Name of Plan 

 

HCA Mission Health System Health and Welfare Benefits Plan 

 

Name and Business Address of Plan Sponsor 

 

MH Hospital Manager, LLC  

509 Biltmore Avenue 

Asheville, NC 28801 

 

Plan Sponsor’s Taxpayer Identification Number 

 

36-4907465 

 

Plan Number 

 

501 

 

Type of Administration 

 

The Plan is administered by the Plan Administrator.  The Plan Administrator may retain one or 

more third parties to provide certain administrative services with respect to administration of the Plan.  

Please note that participant flexible spending accounts under the Plan are merely bookkeeping entries, no 

assets or funds are ever paid to, held in or invested in any separate trust or account, and no interest is paid 

on or credited to any flexible spending account.  Some benefits may be provided through insurance 

contracts.  To the extent that any benefits are not provided through insurance contracts, they are paid from 

the Employer’s general assets. 

 

Discretion of the Plan Administrator 

 

The Plan Administrator is the “named fiduciary” for the Plan under ERISA.  In carrying out its 

duties under the Plan, the Plan Administrator has discretionary authority to interpret the Plan and exercise 

all powers and to make all determinations, consistent with the terms of the Plan, in all matters entrusted to 

it.  The Plan Administrator’s determinations shall be given deference and are final and binding on all 

interested parties.  Benefits under this plan will be paid only if the Plan Administrator (or its delegate) 

decides in its discretion that the applicant is entitled to them.  The Plan Administrator may adopt rules and 

procedures as to how the Plan operates.   

 

The Plan has other fiduciaries, advisors, and service providers.  The Plan Administrator may 

allocate fiduciary responsibility among the Plan’s fiduciaries and may delegate non-fiduciary 

responsibilities to others.  For the insured benefit options, the Plan Administrator has delegated its 

responsibilities with respect to benefit claims to the insurance companies identified in Appendix A.  The 

insurance companies are therefore responsible for (1) determining eligibility for and the amount of any 

benefits payable under the insured benefit options; and (2) providing the claims procedures to be followed 

and the claims forms to be used under the insured benefit options.  For the self-funded benefit options, the 

Plan Administrator has delegated its responsibilities with respect to initial – and in some cases, final – 

claims determinations to the claims administrators listed in “Claims Administrators” below and in 

Appendix A.  These delegates have the full extent of the Plan Administrator’s authority and duties with 

respect to those responsibilities delegated to them. The Plan Administrator retains all fiduciary 
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responsibilities with respect to the Plan except to the extent that the Plan Administrator has delegated or 

allocated to other persons or entities one or more fiduciary responsibilities with respect to the Plan. 

 

Claims Administrators 

 

The following entities have been retained to act as the claims administrator with respect to the 

Plan’s self-funded benefits.  The contact information for each entity is located in Appendix A.   

   

Medical:  MedCost Benefit Services  

Prescription Drug:  OptumRx 

Dental:  HealthSCOPE Benefits  

Short-Term Disability:  Aflac  

Flexible Spending Accounts:  MedCost Benefit Services   

Employee Assistance Program:  Employee Assistance Network, Inc. (EAN) 

The insurers act as the claims administrator with respect to the insured benefits.  The insurer contact 

information is also located in Appendix A.   

Plan Year 

 

The Plan Year is the period beginning each January 1 and ending each December 31 while the Plan 

is in effect. 

 

Name, Business Address and Telephone Number of Plan Administrator 

 

Plan Administration Committee of HCA Inc. 

c/o HCA Inc. 

One Park Plaza, 1-2W 

Nashville, TN 37203 

1-615-344-9551 

 

Service of Legal Process 

 

The name and address of the designated agent for service of legal process are:  

General Counsel/Secretary  

HCA Inc.  

One Park Plaza, 1-2E  

Nashville, TN 37203  

 

Service of legal process may also be made upon the Plan Administrator. 

 

Type of Plan 

 

This Plan is a welfare benefit plan and also includes a feature that is called a “cafeteria plan” 

because it allows you to choose the benefits you will receive from the Plan.  You are given the opportunity 

to direct the Employer to reduce your salary by a specified amount.  You then can use the amount of the 

salary reduction to purchase benefits under the Plan.  For certain benefits, because your salary is reduced 

before federal taxes (and, in most states, state taxes) are imposed, you pay less in taxes if you participate in 

the Plan.  (Some benefits may require that you make after-tax contributions.) 
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Welfare Plan Funding and Source of Contributions 

 

The Employers pay the full cost of basic life and AD&D coverage, core short-term and core long-

term disability coverage, and EAP and wellness coverage.  You and your Employer share the cost of 

medical and dental coverage, and you pay the full cost of all other benefits provided under the Plan.   

 

This cost is determined as follows:  (1) for the insured benefit options, the cost is based on the 

premium charged by the insurer; (2) for the self-funded benefit options, the cost is based on the claims paid 

under the benefit option, plus administrative expenses; and (3) for the EAP, the cost generally consists of 

the paying the EAP provider a fixed fee pursuant to an administrative services agreement.   

 

The benefits provided under the insured benefit options are funded through one or more fully-

insured policies.  The benefits provided under all other benefit options, including the self-insured benefit 

options, are paid by the Employers out of their general assets.     

 

Affordable Care Act 

 

This Summary includes various provisions that are required to comply with the requirements of the 

federal health care reform law (referred to as the “Affordable Care Act”).  Generally, the Affordable Care 

Act provisions apply only to the Plan’s medical and prescription drug plan coverage.  They do not apply to 

dental or vision coverage or to health care FSA coverage, EAP benefits, or to any other benefits offered 

under the Plan. When this Summary refers to coverage that is subject to the Affordable Care Act, it means 

the Plan’s major medical and prescription drug coverage.   

 

Summary of Benefits and Coverage 

 

Each medical option offered under the Plan also has a Summary of Benefits and Coverage (SBC).  

The SBCs are based on templates required by the Affordable Care Act which are intended to standardize 

the description of medical options so individuals can easily compare medical options.  While the SBCs are 

concise “snapshots” of the options, they are not intended to take the place of your Summary Plan 

Description or the official plan document.  Nothing in an SBC makes you eligible for a medical option or 

any medical benefits unless the official plan document and Summary Plan Description provide for such 

eligibility or benefits. 
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ELIGIBILITY 

 

Employee Eligibility 

 

To be eligible to participate in the Plan, you must be employed in an “eligible status.”  For all Plan 

benefits other than the EAP, you are employed in an eligible status if: 

 

1. You are a full-time or part-time regular employee of an 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), or 

 

2. You are working a non-traditional schedule in a clinical environment (including 

but not limited to work as a hospitalist) and you would reasonably be expected to qualify as an 

eligible employee based on item 1 above if your hours were spread more evenly over the course of 

a calendar year or other 12-month period (as determined by the Employer). 

 

You are eligible to participate in the EAP if you are classified as a regular full-time or part-time 

employee of an Employer, or if you are classified as a PRN employee of an Employer.  

 

Leased employees, independent contractors and temporary employees of the Employer (as 

determined by the Employer) are not permitted to participate in the Plan.  In addition, persons classified by 

the Employer as PRN are not eligible for any of the benefits provided under the Plan other than the EAP.  

A person who is not characterized by the Employer as an employee of the Employer (and who is not 

provided a Form W-2), but who is later characterized by a regulatory agency or court as being an employee, 

will not be eligible for the period during which he or she is not characterized as an employee by the 

Employer. 

 

If you are in an eligible status, you are eligible to participate in the Plan on the following dates: 

 

1. For purposes of accident, critical illness and hospital indemnity plan coverage, you 

are eligible to participate in the Plan beginning on the first day of the next month that begins after 

you complete 30 days of continuous employment with the Employer in an eligible status (your 

“Election Date” for accident, critical illness and hospital indemnity plan benefits). 

 

2. For purposes of all other benefits, you 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”).   

 

Service performed for an HCA Healthcare affiliated entity will be credited toward satisfying the 30 

days of continuous employment requirement.  Additionally, if you move from PRN status to eligible status, 

service performed for the Employer or an HCA Healthcare affiliated entity as a PRN will be credited toward 

satisfying the 30 days of continuous eligibility requirement.  In such cases, except for any benefits that are 

provided automatically, you will be required to enroll in benefits within two weeks of your return to eligible 

status.  If you do not enroll within that time period, you generally will need to wait until the next annual 

enrollment period to enroll, unless you experience an event that allows a mid-year election change.   

 

In the Plan Administrator’s sole discretion, prior service may be credited for individuals or groups 

of individuals who became employees of the Employer as a result of a business reorganization. 

 

Some of the insured benefits may have additional eligibility requirements, such as evidence of 

insurability requirements, which are described in the Benefit Booklets that are part of this Summary Plan 
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Description.  For additional information, you should review the applicable Benefit Booklets and contact 

the Plan Administrator.   

 

Generally, if your employment terminates while you are a participant in the Plan (or if you cease 

to be an eligible employee for any other reason) and you later become an eligible employee again, you will 

be treated as a new employee and you will need to satisfy the Plan’s eligibility waiting period (if applicable) 

without counting any previous period of employment.   

 

However, if you were employed by the Employer as of February 1, 2019 and you left employment 

or moved to an ineligible status while in a benefits-eligible status and return to employment in a benefits-

eligible status within twelve months, you will be eligible to participate in the Plan again effective on the 

date you return to work in a benefits-eligible status.  In such cases, except for any benefits that are provided 

automatically, you will be required to enroll in benefits within two weeks of your return to eligible status.  

If you do not enroll within that time period, you generally will need to wait until the next annual enrollment 

period to enroll, unless you experience an event that allows a mid-year election change.  

 

The provisions in this document related to eligibility and participation supersede any provisions 

stated in the Benefit Booklets, except for the insured benefit programs that have certain evidence of 

insurability requirements and state mandated eligibility standards for dependents.   

 

Dependent Eligibility 

 

For purposes of benefits offered under the Plan that allow you to enroll dependents, your spouse is 

considered an eligible dependent (spouse and other terms that are italicized in this section are defined 

below).  Please note, however, that if your spouse is eligible for medical coverage through his or her 

employer and you choose to enroll your spouse in the Plan’s medical benefit program, you will pay a 

surcharge in addition to your regular payroll deductions. 

 

Your child is eligible for coverage offered to dependents under the Plan based on the following 

rules: 

 

1. 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.   

 

2. Coverage for Children with Disabilities.  For purposes of coverage offered to 

dependents under the Plan, your unmarried child who is your dependent for federal income tax 

purposes for the applicable calendar year is an eligible dependent 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. 

 

The following definitions apply for purposes of this Dependent Eligibility section: 

 

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 age 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 agreement or a court order.   
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Spouse means the one person who is 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. 

 

Dependent for Federal Income Tax Purposes (required only for disabled children age 26 or older) 

 

Whether someone is your dependent for federal income tax purposes is determined under IRS rules.  

For details on the requirements for someone to be your federal income tax dependent, see IRS 

Publication 501 (available online at www.irs.gov/pub/irs-pdf/p501.pdf).  Anyone you can claim as 

your dependent on a federal income tax return will qualify as your dependent for federal income 

tax purposes under the Plan.  However, for purposes of this Plan’s health benefits, note that even 

if your family member would not qualify as your dependent for federal income tax purposes under 

the IRS rules solely because (a) you are a dependent of someone else or (b) he or she has gross 

income for the year greater than the IRS personal exemption amount, that family member is still 

considered to be your dependent for federal income tax purposes for purposes of the Plan’s 

dependent eligibility requirements.   

 

Also, in determining if your child is your dependent for federal income tax purposes, a special rule 

applies in cases of divorce or legal separation or if you and your child’s other parent live apart for 

all of the last six months of the calendar year if either you or the child’s other parent has custody 

of the child and is actually entitled to claim the child as a dependent for tax purposes.  In those 

cases, as long as at least half of the child’s support for the applicable calendar year is being provided 

by you and the other parent (and your current spouse, if any) together, the child can be considered 

your dependent for federal income tax purposes for purposes of the Plan’s health benefits. 

 

A person otherwise qualifying as your eligible dependent will not be covered for any coverage 

providing benefits to dependents unless you have elected to pay and have paid the required additional 

contributions, if any, for dependent coverage.  Also, unless otherwise required by law, note that a person 

otherwise qualifying as your eligible dependent will not qualify as an eligible dependent while on active 

duty in the armed forces of any country. 

 

You are responsible for determining if someone qualifies as your eligible dependent for purposes 

of the Plan’s dependent eligibility rules, subject to the Plan Administrator’s final approval.  The Plan 

Administrator may require you to provide proof that an individual satisfies all of the Plan’s eligibility 

requirements.  Also, if at any time during a Plan Year your eligible spouse or child becomes ineligible for 

coverage, you are responsible for notifying the Plan of that change in eligibility.  If, at any time, the Plan 

pays benefits for any person you elected to enroll in your coverage who is later determined not to qualify 

as your eligible dependent, the Plan may recover from you any amounts paid for such benefits, using any 

recovery means available under applicable law (including, but not limited to, wage garnishment). 

 

If you and your eligible dependent are both employees of the Employer and each of you meets the 

Plan’s eligibility requirements to participate in the Plan as employees, for purposes of health coverage 

offered under the Plan that allows you to elect coverage for eligible dependents (including medical, dental, 

vision, accident, critical illness and hospital indemnity coverage), you may elect employee-only coverage 

or one of you may elect family coverage.  However, no employee can be covered under any of those benefits 

as another employee’s eligible dependent at the same time that he or she is also covered under the same 

benefit as an employee/participant. 

 

Also, for purposes of the benefits mentioned in the previous paragraph, if a child would otherwise 
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qualify as a dependent of more than one participant, for each type of coverage, the child may be treated as 

the dependent of only one participant at a time.  If this applies to you, you and the other parent must decide 

who will elect coverage for the child. 

 

For any insured coverage offered under the Plan, the terms of the insurance contract, instead of this 

“Dependent Eligibility” section, will determine whether any person is your dependent for purposes of that 

benefit.  The Benefits Booklets provided to you with this Summary will include any additional or different 

dependent eligibility requirements that apply for any insured coverage. 

 

 This Dependent Eligibility section does not apply to flexible spending account benefits.  For details 

on whether a family member’s expenses can be covered under a flexible spending account, see the separate 

explanations of those benefits in the “Plan Benefits” section.) 

 

All Qualified Medical Child Support Orders that provide Plan coverage for so-called “Alternate 

Recipients” will be honored by the Plan.  (These orders are a type of order by a court or by an administrative 

agency providing coverage for children of Plan participants.)  As required by applicable law, the Plan uses 

procedures to determine whether a medical child support order is a “Qualified Medical Child Support 

Order” that must be honored by the Plan.  Upon request to the Plan Administrator, you may receive, without 

any charge, a summary of these procedures. 
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ENROLLMENT AND PARTICIPATION 

 

You may enroll in the Plan during your initial election period or during the annual election period.  

As explained below, you may also be able to enroll following certain events, including a qualifying change 

in status or a loss of other health coverage.  Once enrolled, your enrollment will be effective for the entire 

Plan Year to which it applies.  You may not revoke or otherwise change your elections during the plan year, 

unless you experience an event that allows a mid-year election change.  These events are discussed in this 

section. 

 

Initial Election Period 

 

To become a participant on your Election Date, you must (i) be an active employee of the Employer 

in an eligible status on your Election Date, and (ii) properly complete and submit an initial Election Form 

to the Plan Administrator (or complete a designated electronic enrollment process, if available) before your 

Election Date and during the period designated by the Plan Administrator as your initial “election period”.  

For purposes of medical and prescription drug benefits only, you will be treated as an active employee on 

your Election Date even if you are absent from work if your absence occurs because of a health condition 

(as determined by the Employer). 

 

Your benefit elections made during your initial election period will be effective from your Election 

Date until the last day of the Plan Year unless you experience an event during the year that allows you to 

make a mid-year change to the elections that you have made for the year.  Additional information about 

permissible mid-year changes is provided below.   

 

If you fail to properly complete and submit an Election Form to the Plan Administrator (or complete 

a designated electronic enrollment process, if applicable) during your initial election period, you 

automatically will receive Employer-paid basic life insurance and AD&D coverage, core short term 

disability coverage, core long term disability coverage and EAP coverage, but you will not automatically 

participate in any other feature of the Plan.  These Employer-paid benefits are not optional to eligible 

employees. 

 

Annual Election Period  

 

You will be given an opportunity to enroll in the Plan or change your benefit elections under the 

Plan during the annual election period.  Any changes that you make to your benefit elections during the 

annual election period will be effective as of the first day of the following Plan Year.  If you do not make 

any election changes during your annual election period, your prior year’s elections (except for your 

election to participate in the flexible spending accounts) will roll over unless you are notified otherwise by 

the Plan Administrator.  Generally this means that you will receive the same coverage that you had during 

the previous year, if available (at the current year’s rates).  However from time to time, the Plan 

Administrator may require that you make a new, affirmative election during the annual election period.  In 

that event, your elections from the previous year will not carry over and you will be required to complete 

the enrollment process to be a participant in the Plan for the following Plan Year except for purposes of 

those benefits that are paid entirely by the Employer.  You must also complete an election to participate in 

the flexible spending accounts each year or your coverage will terminate at the end of the year for which 

the election was made.  

 

Any election that you make (or are deemed to have made) during your annual election period will 

remain in effect for the entire Plan Year unless you experience an event that allows you to make a change 

to your elections mid-year.  Additional information regarding mid-year election changes is provided below.   
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If you are eligible to make contributions to a Health Savings Account (“HSA”) under the Plan, you 

may change or stop the amount you contribute to your Health Savings Account at least once per month, for 

any reason.  You are responsible for determining if you satisfy the IRS rules to establish an HSA and for 

notifying the Plan Administrator if you are (or become) ineligible.  Your contributions will stop if the Plan 

Administrator determines you are no longer eligible to contribute to the Health Savings Account.  

Generally, any change to your HSA contribution elections will take effect as soon as practicable after the 

date you complete and submit any required election change form or process designated by the Plan 

Administrator and after your election change request is approved by the Plan Administrator.  Any election 

to make contributions to an HSA will remain effective until the earlier of the:  the effective date of a change 

to your election in accordance with Plan procedures, the date you cease to participate in a high deductible 

health plan offered under the Plan, or the date the Plan Administrator determines that you cease to be 

eligible to make HSA contributions for any reason. 

 

Mid-Year Election Change – Change In Status 

 

If you are currently participating in the Plan, you may, with the approval of the Plan Administrator 

and subject to the requirements described below and any conditions or restrictions that may be imposed by 

any insurance company providing benefits under the Plan, change your elections by filing a Status Change 

Form within 31 days after a Status Change event.  If you are not currently a participant in the Plan but you 

have satisfied all the requirements to be eligible to participate (except that you do not have a current benefit 

election in place), with the approval of the Plan Administrator and subject to the requirements described 

below and any conditions or restrictions that may be imposed by any insurance company providing benefits 

under the Plan, you may become a participant by filing an Election Form and a Status Change Form within 

31 days after a Status Change event occurs.  For benefits other than insured coverage, the 31-day time 

period described in this paragraph is extended to 60 days after the Status Change event if the Status Change 

event is based on a death. 

 

Under applicable law, to be permitted to make a change in your benefit elections because of a Status 

Change event, the Status Change event must result in you or your eligible dependent gaining or losing 

eligibility for that coverage or similar coverage under the Plan, a plan sponsored by another employer by 

whom you are employed or a plan sponsored by the employer of your eligible dependent.  (For dependent 

care flexible spending account benefits, you are also permitted to make an election change if a Status 

Change increases or decreases your eligible dependent care expenses and the election change corresponds 

to the change in expenses.)   

 

Any change that you wish to make to your benefit elections also must be consistent with the Status 

Change event that occurred.  The Plan Administrator will determine whether, under applicable law, a 

requested change (or a new election) is consistent with the Status Change you experience.  For example, if 

you become eligible for health coverage offered by your spouse’s employer because you get married or 

because your spouse changes employers, you may cancel your health coverage under this Plan only if you 

certify that you have actually enrolled or intend to enroll in the other Plan.  Under applicable law, it would 

not be consistent with the Status Change if you merely dropped coverage under this Plan without enrolling 

in the other plan.   

 

Generally, your new elections will take effect as soon as practicable after the date you complete 

and submit the Status Change Form and the elections are approved by the Plan Administrator, and will be 

effective, for health care flexible spending account or dependent care flexible spending account coverage, 

for the balance of the Plan Year in which the new election is made or, for all other coverage, until you 

change your elections according to the Section entitled “Annual Election Period” or you experience another 

Status Change. 

 



Enrollment and Participation 

 

10 
SGR/22054032.1 

You will experience a Status Change if: 

 

(1) your legal marital status changes through marriage, the death of your spouse or 

divorce; 

 

(2) there is an event that causes you to gain or lose an eligible dependent; 

 

(3) you or your eligible dependent terminates or begins employment; 

 

(4) there is an increase or reduction in hours of employment (including a switch 

between part-time and full-time employment, a strike or lockout, or the beginning or ending of an unpaid 

leave of absence) by you or your spouse or other dependent that affects eligibility; 

 

(5) you or your eligible dependent becomes eligible or loses eligibility for coverage 

under a plan offered by that person’s employer because of a change in employment status (for example, if 

your dependent switches from hourly to salaried employment and the dependent’s employer’s medical plan 

covers only salaried employees); 

 

(6) an event happens that causes your dependent to satisfy or cease to satisfy the 

requirements for coverage under the Plan due to attainment of age or similar circumstance; 

 

(7) there is a change in location of the residence or worksite from a health plan network 

coverage area of you or your eligible dependent (not including moves within Asheville and its surrounding 

counties) affecting eligibility; 

 

(8) for purposes of dependent care flexible spending account benefits, there is an event 

that changes the number of your dependents who are under the age of 13 or mentally or physically 

incapacitated; or 

 

(9) for any election made on an after-tax basis, you experience any event which, in the 

Administrator’s sole discretion, qualifies as a Status Change.   

 

As noted above, you are not permitted to change your benefit elections just because you 

experience one of the above Status Change events.  You may change your elections only if the Status 

Change you experience affects eligibility for coverage under this Plan or under another employer’s plan 

and only if the change you request is determined to be consistent with the Status Change you experience.  

Also, regardless of any other rules described above, note that you are not permitted to change or begin 

contributions to a health care FSA under this Plan solely because you or a dependent gains eligibility for 

coverage under any other employer’s health plan or health care FSA plan and you are not permitted to stop 

or decrease health care FSA contributions under this Plan solely because of a loss of coverage for you or 

any eligible dependent under any other employer’s health plan or health care FSA plan. 
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Mid-Year Election Change – Change in Cost or Coverage  

 

During the middle of the plan year, you may make certain changes, as described below, because of 

changes in cost or coverage of benefits available under the Plan.  You must request such an election change 

within 31 days after your right to change your election arises (as determined by the Plan Administrator, in 

its discretion). Generally, your new elections will take effect as soon as practicable after the date you 

complete and submit the Status Change Form and the Election Form, if required, and the elections are 

approved by the Plan Administrator, and will be effective, for dependent care flexible spending account 

coverage, for the balance of the Plan Year in which the new election is made or, for all other coverage, until 

you change your elections according to the Section entitled “Annual Election Period”. 

 

Your right to make a mid-year election change (as described in paragraphs (1) through (4) below) 

are subject to conditions or restrictions that may be imposed by the Employer or any insurance company 

providing benefits under the Plan and, in some cases, may not be permitted by the insurer.  For additional 

information, you should review the applicable benefit booklet to confirm.   

 

Also, the rights described in paragraphs (1) through (4) below do not apply to elections involving 

a health care flexible spending account.  You may not change the amount you contribute to a health care 

flexible spending account because of a change in cost or a change in coverage of another benefit option and 

you may not make an election change for any other benefit option because of a change in the cost or 

coverage under your health care flexible spending account or the health care flexible spending account of 

your eligible dependent. 

 

(1) Significant Cost Changes.  If the amount that you are required to pay for a benefit 

option significantly increases (as determined by the Plan Administrator) while you are covered under that 

benefit, you may elect to revoke your election for that benefit and elect another similar benefit option, if 

one is available (as determined by the Plan Administrator).  If no similar benefit option is available, you 

may elect to drop your coverage because of the increased cost. 

 

If the amount that you are required to pay for a benefit option significantly 

decreases (as determined by the Plan Administrator) during the Plan Year, you may elect that benefit option 

for yourself or an eligible dependent.  In that case, if you are already covered under a different benefit 

option for the same type of coverage (such as another medical coverage option if the benefit that decreased 

in cost was a medical coverage option), you may revoke your election of that other coverage under the Plan. 

 

You may change your elections because of a significant cost change, as described 

above, only if the change in cost results from an action taken by the Employer or, for dependent care flexible 

spending account coverage, if the change in cost is imposed by a dependent care provider. 

 

As noted above, you may change the amount you contribute to a dependent care 

flexible spending account because of a significant increase or decrease in cost.  However, under applicable 

law, if the dependent care provider who is imposing the increased cost is a close relative of yours, you 

cannot change your election.  For this purpose, a close relative includes your parent, grandparent, child, 

grandchild, brother, sister, niece, nephew, stepparent, stepchild, stepbrother, stepsister, son-in-law, 

daughter-in-law, mother-in-law, father-in-law, sister-in-law or brother-in-law. 

 

(2) Coverage Changes.  If your coverage under a benefit is significantly curtailed 

during the Plan Year, you may revoke your election of that benefit and elect another benefit option that 

offers similar coverage (as determined by the Plan Administrator), if any.  Coverage is significantly 

curtailed only if there is an overall reduction of the coverage provided to all participants (as determined by 

the Plan Administrator). 
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If your coverage under a benefit is significantly curtailed during the Plan Year (as 

determined by the Plan Administrator), and the significant curtailment amounts to a complete loss of 

coverage (as determined by the Plan Administrator), you may change your elections as described in the 

previous paragraph.  In addition, if you experience a complete loss of coverage and no other benefit option 

that provides similar coverage is available, you may drop the coverage entirely.  A loss of coverage includes, 

for example, the elimination of a benefit option, the loss of availability of an HMO option in the area where 

you or your dependent reside, or a loss of coverage for you or a dependent under a health plan option 

because your expenses exceed an annual limit.  The Plan Administrator, in its discretion, will determine 

when a curtailment of a benefit amounts to a complete loss of coverage. 

 

If the Employer adds a new benefit option or if an existing benefit option is 

significantly improved during a Plan Year (as determined by the Plan Administrator), you may change your 

elections to replace a benefit option that provides similar benefits with the new or improved benefit option, 

or, if you did not previously elect a similar benefit option, you may elect to begin participating in the new 

or improved benefit option. 

 

(3) Changes in Coverage of Dependents Under Other Plans.  You may also change 

your elections to correspond to certain changes made under another employee benefit plan.  For example, 

if your spouse’s employer has a cafeteria plan with an election period that is different from this Plan’s 

annual election period, you may change your benefit elections to correspond to the changes elected by your 

spouse during his or her employer’s annual election period.  Also, if another employer sponsors a cafeteria 

plan that allows participants to make changes during a Plan Year, such as the ones permitted by this Plan, 

and a permitted change under that other plan affects you or your eligible dependent, you may elect changes 

to your coverage under this Plan, as long as your change corresponds with the change made under that other 

plan.  For example, if your spouse revokes a benefit election for a medical plan offered by his or her 

employer because of an increase in cost, you could change your elections under this this Plan to elect 

coverage for your spouse. 

 

(4) Loss of Other Group Health Coverage.  If you or your eligible dependent loses 

coverage for any group health coverage sponsored by a governmental entity or an educational institution 

(as determined by the Plan Administrator), you may change your election of benefits to elect coverage for 

the affected individual. 

 

Mid-Year Election Change – Other Qualifying Events  

 

Except as otherwise provided below, if you are entitled to an election change described below, you 

must request the change within 31 days after your right to change your election arises (or within 60 days 

after your right to change your election arises in case of you or an eligible dependent gaining or losing 

eligibility for Medicare or Medicaid). 

 

(1) Orders Requiring Coverage.  If you are subject to a judgment, decree or order 

resulting from a divorce or similar proceeding that requires you to provide medical coverage for your child, 

the Plan Administrator may change your health coverage election if the Plan is required by the order to 

provide such coverage and may change the amount of your salary reduction contributions to cover the cost 

of such coverage.  If your former spouse or another individual is required to provide coverage for your child 

pursuant to such a judgment, decree or order and you provide evidence to the Plan Administrator that such 

coverage is actually being provided, subject to the Plan Administrator’s approval, you will be permitted to 

change your election to stop providing medical coverage for your child. 
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(2) Medicare or Medicaid Enrollment.  If you or your eligible dependent becomes 

enrolled in Medicare or Medicaid, subject to the Plan Administrator’s approval, you may change your 

election to cancel or reduce medical coverage for that individual.  If you or your eligible dependent loses 

eligibility for Medicare or Medicaid, again subject to the Plan Administrator’s approval, you may change 

your election to commence or increase medical coverage for that individual. 

 

(3) Revoking Medical Coverage Because of Reduction in Hours.  If you are enrolled 

in health plan coverage under this Plan and you are reasonably expected to average at least 30 hours of 

service per week (as determined by the Plan Administrator) but you experience a change in employment 

status so that the Plan Administrator no longer reasonably expects that you will work an average of 30 or 

more hours per week (as determined by the Plan Administrator), you may change your benefit election to 

cancel your health plan coverage (for you and all covered dependents) to enroll in other health coverage 

that qualifies as minimum essential coverage for purposes of the Affordable Care Act (such as coverage 

under another employer’s plan or coverage offered through a state or federal exchange or marketplace) if 

that new coverage is effective no later than the first day of the second month that begins after your medical 

coverage under this Plan terminates.  To qualify to change your coverage, you must provide a signed 

statement certifying that that you (and all dependents whose coverage under this Plan is also being 

terminated) have enrolled in or will enroll in the other coverage by the deadline described in the previous 

sentence.  The Plan Administrator, in its discretion, may require additional documentation of the other 

coverage.  Note that this rule applies only to medical and prescription drug coverage and does not allow 

you to change your election of benefits for any other coverage offered under the Plan.  It does not apply to 

any health FSA or to dental or vision coverage. 

 

(4) Revoking Medical Coverage to Enroll in Marketplace Coverage.  If you have an 

enrollment opportunity to enroll in a Qualified Health Plan through an exchange or marketplace established 

under the Affordable Care Act (“Marketplace Coverage”), you may change your benefit elections under 

this Plan to cancel health plan coverage under this Plan but only if you (and all dependents whose coverage 

under this Plan is being cancelled) are also enrolling in Marketplace Coverage.  Cancelling coverage under 

this Plan based on this rule will be permitted only if the Marketplace Coverage (for all covered persons 

whose coverage under this Plan is being cancelled) is effective no later than the next day after coverage 

under this Plan would terminate because of the cancellation of coverage.  The Plan may rely on your 

reasonable signed representation that all covered persons whose coverage is being cancelled have enrolled 

in or will enroll in Marketplace Coverage to be effective no later than the deadline indicated in the previous 

sentence, but the Plan Administrator, in its discretion, may also require additional documentation of the 

Marketplace Coverage.  Note that this rule applies only to medical and prescription drug coverage and does 

not allow you to change your election of benefits for any other coverage offered under the Plan.  It does not 

apply to any health FSA or to dental or vision coverage.  Also, note that you are permitted to enroll in 

Marketplace Coverage only during the annual Marketplace enrollment period or based on a Marketplace 

special enrollment opportunity.  Details about the enrollment periods for Marketplace Coverage are 

available at:  www.HealthCare.gov.  

 

(5) FMLA Leave.  If you take leave under the Family and Medical Leave Act of 1993 

(FMLA), you may make certain election changes that are permitted by the Plan Administrator in accordance 

with the FMLA. 

 

Special Enrollment Periods for Employees and Dependents  

 

If you decline enrollment in the Plan’s medical coverage options for yourself or your eligible 

dependents because of other health insurance or group health plan coverage, you may be able to enroll 

yourself and your dependents in the Plan’s medical coverage if you or your dependents lose eligibility for 

that other coverage (or if an employer stops contributing towards your or your dependents’ other coverage).  
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However, you must request enrollment within 31 days after your or your dependents’ other coverage ends 

(or after the employer stops contributing toward the other coverage). 

 

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 

adoption, you may be able to enroll yourself and your dependents in the Plan’s medical coverage.  However, 

you must request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.   

 

If you or your eligible dependent are covered under Medicaid or a State Children’s Health Insurance 

Program (CHIP) and that coverage ends, you may be able to enroll yourself and any affected dependent in 

this Plan’s medical coverage.  You must request enrollment within 60 days after the Medicaid or CHIP 

coverage ends.  Also, if you or your eligible dependent become eligible under Medicaid or a State CHIP 

plan for financial assistance to pay for health coverage under this Plan, you may be able to enroll yourself 

and any affected dependent in this Plan.  You must request enrollment within 60 days after the date a 

government agency determines that you are eligible for that financial assistance. 

 

If you are eligible to make a special enrollment election described in this section, you may elect 

coverage under any medical coverage options for which you are eligible under the Plan.  If you are eligible 

for more than one medical coverage option and you are currently enrolled in one coverage option, you may 

change to a different medical coverage option that is available to you.   

 

Benefits elected during a special enrollment period become effective no later than the first day of 

the first month that starts after you properly elect coverage.  However, for a special enrollment election 

based on a birth, adoption or placement for adoption, your coverage would be effective starting on the date 

of the birth, adoption or placement for adoption.   

 

To request special enrollment or obtain more information, contact the Plan Administrator at the 

address provided in this Summary. 

 

Termination of Participation 

 

Coverage for a participant generally terminates on the earliest of the following dates: 

 

(1) The last day of the pay period in which the participant terminates employment. 

 

(2) Except for certain leaves of absence, the last day of the pay period in which the participant 

ceases to qualify as an eligible employee of the Employer or a participant. 

 

(3) Except as provided below for certain leaves of absence, for any coverage requiring 

participant contributions, if those contributions are discontinued, the last day of the period for which 

contributions by the participant are paid. 

 

(4) The day on which all benefits, or the applicable benefits, are terminated by amendment of 

the Plan, by whole or partial termination of the Plan or discontinuation of contributions by an Employer. 

 

(5) The day the participant fails to cooperate fully with the Plan Administrator (or the claims 

administrator) and the Plan Administrator terminates the participant’s participation as a result thereof.  

 

(6) For the insured benefits, the date specified in the applicable Benefit Booklet. 

 

Coverage for an eligible dependent of a participant generally terminates on the earliest of the 

following dates: 
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(1) The last day of the pay period in which the participant terminates employment. 

(2) Except for certain leaves of absence, the last day of the pay period in which the participant 

ceases to qualify as an eligible employee of the Employer or a participant. 

 

(3) Except as provided below for certain leaves of absence, for any coverage requiring 

participant contributions, if those contributions are discontinued, the last day of the period for which 

contributions by the participant are paid. 

 

(4) The day on which all benefits, or the applicable benefits, are terminated by amendment of 

the Plan, by whole or partial termination of the Plan or discontinuation of contributions by an Employer. 

 

(5) The day on which the eligible dependent ceases to be an eligible dependent. 

 

(6) The day the dependent fails to cooperate fully with the Plan Administrator (or the claims 

administrator) and the Plan Administrator terminates the dependent’s participation as a result thereof. 

 

(7) The effective date of an election change by a participant to remove the dependent from 

coverage at any enrollment opportunity. 

 

(8) For the insured benefits, the date specified in the applicable Benefit Booklet. 

 

Coverage under the Plan may also be terminated for any individual (or any employee or dependent 

covered under the same family coverage as that individual) who engages in fraud or who makes a material 

misrepresentation of fact relating to the coverage.  For example, if someone knowingly files a claim for 

benefits for medical services or supplies that were not actually provided, that would be considered fraud 

and would lead to termination of coverage.  An example of a material misrepresentation of fact would 

include an employee signing a form indicating that an individual is eligible for coverage as a dependent at 

a time when the employee knows that the individual does not qualify as the employee’s dependent.  In such 

cases, coverage may be terminated retroactively, if appropriate, based on the details. 

 

For medical and prescription coverage, a retroactive termination of coverage may occur in a few 

limited situations.  As indicated above, if you fail to make any required contribution toward the cost of 

coverage by the applicable deadline, coverage would be terminated retroactive to the end of the period for 

which the required contributions were made.  A retroactive termination also may occur if you or your 

dependent (or any person seeking coverage for you or your dependent) engages in fraud with respect to the 

Plan, or makes an intentional misrepresentation of a material fact.  In that case, the Plan will provide at least 

30 days advance written notice to any person who will be affected by the retroactive termination of 

coverage. 

 

If your coverage terminates under certain conditions, you may have the right to elect continuation 

coverage for certain benefits offered under the Plan.  See the “Continuation and Conversion Rights” and 

“COBRA Notice” sections of this Summary for more details. 

 

Also, if you take a leave of absence from employment with the Employer because of military 

service and your health coverage (for you and your covered spouse or dependents) would otherwise 

terminate, you may elect to continue health coverage under the Plan to the extent required by the Uniformed 

Services Employment and Reemployment Rights Act of 1994 (USERRA).  You will be required to pay for 

such coverage in an amount determined under USERRA.  (If your leave is for a period of 30 days or less, 

you will be required to pay only the amount that active employees pay for similar coverage.)  This 

continuation coverage is basically identical to the continuation coverage described in the COBRA notice 
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section of this Summary and it may end for any of the reasons that COBRA continuation coverage would 

end, except that the maximum coverage period is different and the special COBRA coverage limits that 

apply to health care flexible spending accounts do not apply to USERRA continuation coverage under a 

health FSA.  Further, only you (the employee) have the right to elect continuation of coverage under 

USERRA for you and your family members.  Specifically, note that USERRA continuation coverage will 

end no later than the first of the following days: (1) the date coverage would terminate under the Plan’s 

normal termination provisions for a reason other than your military service (2) the last day of the 24-month 

period beginning on the date your military leave of absence begins; or (3) the day after the date on which 

you fail to timely apply for or return to a position of employment with the Employer.  Please contact the 

Employer if you have questions about coverage during periods of military service. 

 

If you are on an approved leave of absence (for a period of six months or less), coverage (other 

than dependent care FSA coverage) will not terminate solely because of the leave of absence.  For the 

dependent care FSA benefit program, coverage ends after two weeks from the start of your leave of absence.  

Your required payments for coverage provided during your approved leave of absence will “accrue” during 

your leave of absence for health, dental, vision, and health care FSA, and for supplemental life insurance, 

short term disability, long term disability, accident, critical illness and hospital indemnity coverage as long 

as you are on an approved continuous leave of absence. However, if you have income from paid time off 

(PTO) or PTO donations, benefit payments may be withheld from that pay, if possible. Once you return to 

work, the accrued benefit payments that have not been collected from any pay checks received will be 

evenly split and deducted from your first four pay checks.  If you are covered under any group universal 

life or long-term care coverage or pet insurance, that coverage will continue to be direct billed by the 

insurance providers.  Those benefits are not provided through this Plan and it always is up to you to arrange 

for payment for those coverages. 

 

Continuation coverage during an approved leave of absence can last up to six months (other than 

dependent care FSA coverage which can last up to 2 weeks and life insurance coverage which can last up 

to 12 months).  Of course, coverage will be available for a longer period if required by law, such as under 

COBRA or USERRA.  If you do not return to work or if you fail to pay any required contributions on time, 

coverage will be terminated, subject to any COBRA rights or any other provision of this Plan that may 

provide for continued coverage.  Continuation of coverage under this provision is dependent upon your 

compliance with all reasonable requests for documentation of your status. 
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PLAN BENEFITS 

 

The following provides a summary of the benefits that are available under the Plan.  Any salary 

reduction contributions you will be required to make to obtain any elected benefit will be determined by 

the Plan Administrator, and will be communicated to you from time to time.  Please note that all elections 

and benefits under the Plan are subject to a number of legal rules.  If any of these rules affect you or require 

a change to your elections or benefits, you will be notified.  These benefits, and important exclusions, 

limitations and restrictions are described in more detail in the applicable Benefits Booklets that, together 

with this document, constitute the Summary Plan Description for such benefits.  These Benefits Booklets 

are provided to you at particular times and can be requested, at no cost, from the Plan Administrator. 

 

Medical and Prescription Drug Coverage   

 

 If you are eligible to participate in the Plan, you may purchase medical coverage, which includes 

medical and prescription drug coverage, with pre-tax dollars.    

 

Dental Coverage   

 

 If you are eligible to participate in the Plan, you may purchase dental coverage with pre-tax dollars.   

 

Vision Coverage   

 

 If you are eligible to participate in the Plan, you may purchase vision coverage with pre-tax dollars.   

 

Basic Life Insurance/AD&D Coverage   

 

 If you are eligible to participate in the Plan, you will receive at the Employer’s sole expense basic 

life insurance/accidental death and dismemberment (AD&D) coverage.  However, due to IRS rules, you 

have to pay taxes on the value of life insurance coverage in excess of $50,000.  That is, if you have life 

insurance in an amount greater than $50,000, you will pay taxes on the premiums paid by the Employer on 

excess amounts.  This is referred to as “imputed income”. 

 

Supplemental Life Insurance/AD&D Coverage   

 

 If you are eligible to participate in the Plan, you may purchase supplemental life insurance/AD&D 

coverage with pre-tax dollars (but you will have imputed income as required by the IRS rules described 

above).     

 

Core Short Term Disability Coverage 

 

 If you are eligible to participate in the Plan, you will receive at the Employer’s sole expense core 

short term disability coverage.  The value of this core coverage will be treated as imputed income. As a 

result, any benefits received from this component benefit program will not be treated as taxable income to 

the participant.   

 

Supplemental Short Term Disability Coverage   
 

 If you are eligible to participate in the Plan, you may purchase supplemental short term disability 

coverage with after-tax dollars   
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Core Long Term Disability Coverage   
 

If you are eligible to participate in the Plan, you will receive at the Employer’s sole expense core 

long term disability coverage.  The value of this core coverage will be treated as imputed income. As a 

result, any benefit received from this component benefit program will not be treated as taxable income to 

the participant. 

 

Supplemental Long Term Disability Coverage   
 

If you are eligible to participate in the Plan, you may purchase supplemental long term disability 

coverage with after-tax dollars.   

 

Dependent Life Insurance Coverage  
 

If you are eligible to participate in the Plan, you may purchase dependent life insurance coverage 

with after-tax dollars.  Dependent life insurance coverage is not offered through the Plan’s cafeteria plan 

feature. 

 

Employee Assistance Program Coverage 

 

All full-time, part-time, and PRN employees of an Employer will receive at the Employer’s sole 

expense employee assistance program coverage.  All members of your household are also eligible to access 

the services available under the employee assistance program.   

 

Wellness Program 

 

As an employee of an Employer, you will have access to a variety of wellness resources to help 

you maintain a healthy lifestyle.   

 

Health Savings Account Contributions   
 

If you are a participant in a High Deductible Health Plan offered under the Plan and you qualify as 

an HSA-eligible individual under rules that apply under federal tax law, you may elect to make pre-tax 

salary reduction contributions a Health Savings Account established in your name.  The Employer, in its 

discretion, may make contributions to your HSA for a Plan Year as announced by the Plan Administrator 

prior to the beginning of the year.     

 

Health Savings Account contributions are subject to limits that apply under the Internal Revenue 

Code, and the Employer may limit the amount you may contribute to your Health Savings Account through 

the Plan if it appears that contributions to the HSA exceed any limit that applies to you.     

To be an “eligible individual” for purposes of HSA contributions, in addition to being enrolled in 

a High Deductible Health Plan, you may not be enrolled at the same time in certain other types of medical 

coverage that does not qualify as a High Deductible Health Plan.  For example, if you are covered under a 

spouse’s health plan that is not a high deductible health plan or if you are covered under Medicare, you are 

not an eligible individual and so you may not receive or make HSA contributions through the Plan.  Also, 

if you are covered under your spouse’s health care flexible spending account, you are not considered an 

“eligible individual” (even if you do not request reimbursement).  Whether you are an eligible individual is 

determined on a monthly basis.  If you have any questions about whether any other coverage you have 

disqualifies you from being an “eligible individual”, please contact the Plan Administrator.  It is your 

responsibility to determine if you are eligible.  Remember that if you elect to participate in the medical plan 

known as the “HCA Mission Health Savings Plan,” you cannot participate in the health care flexible 
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spending accounts offered under the Plan, even if you are not eligible or elect not to contribute to an HSA. 

 

Your HSA is considered your property and is not an Employer-sponsored plan.  Payments provided 

through your HSA are not provided under this Plan and are not subject to the federal law known as ERISA 

or to the claims procedures described in this Summary.  The “Your Rights under ERISA” section of this 

Summary does not apply to these benefits.  Generally, your HSA can be used to pay or reimburse eligible 

medical expenses, including amounts that are counted towards the deductible for your High Deductible 

Health Plan.  For details about the HSAs that may be funded through the Plan, you should contact the 

financial institution that maintains your HSA or contact the Plan Administrator if you need help in getting 

those details. 

 

Adoption Assistance Program Benefits   
 

If you are eligible to participate in the Plan and you have at least one year of service with an 

Employer, you are eligible for adoption assistance benefits, as described in the Adoption Assistance 

Program.  A summary of this Program is available by request from the Plan Administrator.  Adoption 

assistance benefits, which reimburse eligible employees for up to $3,500 in eligible expenses per adoption 

are provided at the Employer’s sole expense.  This benefit is not subject to the federal law known as ERISA, 

so the Statement of ERISA Rights in this Summary and the “Claims Procedure” section of this Summary 

do not apply to this benefit. 

 

Accident Insurance Coverage   
 

If you are eligible to participate in the Plan, you may purchase accident insurance coverage with 

after-tax dollars.   

 

Critical Illness Insurance Coverage   
 

If you are eligible to participate in the Plan, you may purchase critical illness insurance coverage 

with after-tax dollars.  

 

Hospital Indemnity Insurance Coverage   
 

If you are eligible to participate in the Plan, you may purchase hospital indemnity insurance 

coverage with after-tax dollars.   

 

Health Care Flexible Spending Account   
 

If you are eligible to participate in the Plan and you are not enrolled in the HCA Mission Health 

Savings Plan (“HSP”), you may elect to have pre-tax salary reduction contributions, in an aggregate amount 

not to exceed $2,700 per Plan Year (or such other amount communicated in the enrollment materials), 

credited to your health care flexible spending account (“Health FSA”).  The Plan Administrator may 

designate a minimum contribution amount to apply on a pay period or an annual basis.  You will be 

informed of any minimum contribution requirement that applies to you during any applicable enrollment 

period.  (If you are enrolled in the HSP medical option, you are not eligible to participate in the Health 

FSA.) 

 

Reimbursement of Eligible Medical Expenses.   

 

You can receive amounts from your Health FSA as reimbursement for eligible medical expenses 

(as defined in the Plan) incurred during the Plan Year and while you are a participant in the Health FSA.  
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The total amount you agreed to contribute to the Health FSA for the Plan Year is available to pay eligible 

expenses incurred at any time during that Plan Year. 

 

Generally, eligible medical expenses are expenses that you or your dependent (determined as 

described below) have incurred that are not covered under any plan or employer-provided medical 

coverage, that meet the Internal Revenue Code’s definition of medical expenses (including legally obtained 

prescription drugs or insulin), and that have not been taken as a deduction in any year.  As required by law, 

the Health FSA does not reimburse expenses for over-the-counter medicine (other than insulin), unless the 

medicine has been prescribed by a physician or another qualified health care provider.   

 

Normally, expenses are reimbursable only if you have already incurred the expense (that is, if you 

have already received the services or medicine or supplies to which the expense applies).  However, 

otherwise eligible expenses for orthodontia services that you pay before the services are actually provided 

can be reimbursed at the time the advance payment is actually made but only to the extent that you are 

required to make the advance payment to receive the services. 

 

For purposes of Health FSA reimbursements, “dependent” includes: 

 

(1) your spouse (as determined under federal law); 

 

(2) your biological, adopted or step-child or your eligible foster child if the child will 

be younger than 27 on the last day of the calendar year in which the expense is incurred (even if the child 

is not your dependent for tax purposes); and 

 

(3) any person who is expected to be your dependent for federal income tax purposes 

(as defined below) for the calendar year in which the expense is incurred.   

 

For details on the requirements for someone to be your dependent for federal income tax purposes, 

see IRS Publication 501 (available online at www.irs.gov/pub/irs-pdf/p501.pdf).  Anyone you can claim as 

your dependent on a federal income tax return will qualify as your dependent for federal income tax 

purposes for Health FSA benefits.  However, for purposes of the Health FSA, note that even if your family 

member would not qualify as your federal income tax dependent under the IRS rules solely because (1) he 

or she files a joint income tax return with another person for the current year or (2) has gross income for 

the year greater than the IRS personal exemption amount, that family member is still considered to be your 

dependent for federal income tax purposes for Health FSA benefits.  The Plan Administrator always has 

the right to require documentation that an individual qualifies as your spouse or dependent for health FSA 

purposes and to deny benefits if you fail to provide adequate documentation when required.  If you have 

any question about whether someone qualifies as your dependent for purposes of the Health FSA, you 

should consult a tax advisor. 

 

To be reimbursed from your Health FSA, you must submit to the Plan Administrator a request for 

reimbursement on a form provided by the Plan Administrator.  You also must provide evidence of the 

amount, nature and payment of the underlying medical expense for which reimbursement is sought, as 

required by the Plan Administrator.  Unless a later date is designated by the Plan Administrator, you must 

submit your requests no later than the next March 31 following the end of the Plan Year in which the 

expenses were incurred. 

 

Health FSA Debit Card.   

 

You may elect to receive a health FSA debit card.  The health FSA debit card is provided as a 

payment convenience.  It allows you to use your health FSA funds to pay healthcare providers at the point 
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of sale instead of paying for the expense out-of-pocket and then requesting reimbursement of the expense.  

Use of your debit card does not eliminate the requirement that you validate the expense by submitting 

supporting documentation proving that a qualifying expense was incurred.        

 

There are a few circumstances where healthcare expenses purchased with a debit card will be 

substantiated automatically.  In that situation, you will not be required to submit documentation 

substantiating the expense after you use your debit card.  In most cases, the following expenses are 

automatically substantiated although you should always keep your receipts even if you do not think you 

will be required to submit them to the plan:   

 

 Purchases at Inventory Information Approval System (IIAS) Merchants.  IIAS compliant stores 

have a point-of-sale system designed to identify eligible healthcare products when the customer 

is paying with an FSA debit card (typically pharmacy purchases); 

 

 Payments to a healthcare provider that match the medical plan copay amount; and 

 

 Recurring expenses paid to a healthcare provider, e.g.; orthodontic payments, allergy 

injections, etc.  You must validate the first of these transactions each year and should not have 

to support future payments to the same provider for the same amount during that remainder of 

the plan year. 

 

For all other transactions, you must validate your expense (such as transactions for deductibles, co-

insurance, etc.) after you use your debit card.  As a result, it is important that you keep all documentation 

necessary to support any transactions made with your debit card (such as an itemized bill or an Explanation 

of Benefits (EOB) form) even if you think your expense will not require substantiation. 

 

MedCost Benefits Services will inform you of any debit card transactions that you must validate 

via email or mail. If you do not respond, or you submit insufficient documentation, or the expense is denied, 

your debit card will be deactivated according to IRS regulations.  You will not be able to use your debit 

card until your expense is properly validated or repaid.  You will also be required to reimburse the Plan for 

any denied or unsupported amounts.  You must submit a check to MedCost as a repayment of the 

denied/unsupported amount, or MedCost may automatically apply any future claims that are submitted and 

approved against the denied/unsupported amount. 

 

You have until March 31 of the year following the plan year in which the expense was incurred to 

take corrective action.  If you have not validated your outstanding debit card transaction(s) by this time, the 

Plan Administrator will take the corrective action required by the IRS, which may include withholding the 

unsubstantiated amount(s) from your paycheck on an after-tax basis, treating the unsubstantiated amount(s) 

as it would any other bad business debt or reporting the unsubstantiated amount(s) as taxable income on 

your Form W-2.   

 

Please note that amounts held in your Health FSA for which a valid request for reimbursement has 

not been received by the deadline described above will be forfeited, unless the amount is eligible to be 

carried over to the next Health FSA Plan Year, as described below. 

 

Health FSA Carryover.   

 

The Health FSA includes a “carryover” feature that provides that up to $500 of your unused balance 

in the Health FSA at the end of a Plan Year will not be forfeited but will instead be carried over to the next 

Plan Year (if you are still an eligible employee on the first day of the next Plan Year).  
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Example: If you elected to contribute $2,500 to your Health FSA for the 2019 Plan Year, 

but you have used only $1,900 of that amount when the Plan Year ends on December 31, 2019 and 

you do not have any more eligible expenses to submit for reimbursement, the remaining $600 

normally would have been forfeited because of the “use it or lose it” rule that applies to the Health 

FSA under federal tax law.  With the carryover feature, you would still forfeit $100 of that unused 

balance but the remaining $500 will automatically be carried over to the Plan Year that starts on 

January 1, 2020, so you can use that amount to pay eligible expenses you incur any time during 

the 2020 Plan Year (while you are still an eligible employee). 

 

Note that you can still elect to contribute the maximum amount permitted under the Health FSA 

for each Plan Year (as described in the annual enrollment materials each year) even if you have an amount 

that is carried over from a previous year, so the carryover amount does not reduce the amount you can 

contribute each year.  It just increases the amount available to you for the year. 

 

You also should be aware that carried over amounts can still be used to pay expenses from the 

original Plan Year, as long as you submit your request for reimbursement before the deadline for submitting 

claims for that original Plan Year. For example, as described in the example above if you used only $1,900 

of your $2,600 contribution for the 2019 Plan Year by December 31, 2019, $500 of your unused balance 

would be carried over to the next Plan Year and could be used to reimburse expenses incurred during that 

Plan Year. However, if you still have expenses for the 2019 Plan Year that you need to submit for 

reimbursement, you still may submit those reimbursement requests and be paid up to $600 for those 

expenses, as long as you submit your request by the deadline for that Plan Year (March 31, 2020). 

 

Of course, if the $500 that was eligible for carryover is paid out to reimburse you for expenses 

incurred during the second plan year, it will no longer be available to pay expenses incurred during the first 

Plan Year. For that reason, it is important that you submit all requests for the first Plan Year first to make 

sure they are reimbursed first. 

 

Note that for any period when you are a participant in the Plan’s Health FSA, you are not eligible 

to make or receive Health Savings Account contributions.  For that reason, the Plan’s Health FSA carryover 

feature does not apply to provide a carryover contribution into any year for which you elect to participate 

in the HCA Mission Health Savings Plan.  In that situation, any amount remaining in your Health FSA at 

the end of the Plan Year will be forfeited (but will still be available to pay for expenses incurred before the 

end of the Health FSA Plan Year).   

 

Dependent Care Flexible Spending Account   

 

If you are eligible to participate in the Plan and your base salary from the Employer for the 

applicable Plan Year is less than $120,000 (as determined by the Employer), you may elect to have salary 

reduction contributions, in an aggregate amount not to exceed $5,000 per calendar year or, for married 

participants who file federal income tax returns separately, $2,500 per calendar year, credited to your 

dependent care flexible spending account (“Dependent Care FSA”).   

 

You can receive reimbursements from this Account for Employment Related Expenses incurred 

during the Plan Year (or the portion of the year in which you participate in this Account). The Employer 

may designate a minimum contribution amount to apply on a pay period or an annual basis.  You will be 

informed of any minimum contribution requirement that applies to you during any applicable enrollment 

period. 

 

The amount of any reimbursement for Employment Related Expenses may not exceed the amount 

credited to your Account at the time of your reimbursement request.  Generally, under federal law, 
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Employment Related Expenses are expenses for household services and expenses related to the care of a 

“Qualifying Individual”, which you incur to enable you to work. 

 

“Qualifying Individual” is defined under federal law and currently means someone who is: 

 

(1)  your child (including a stepchild), brother, sister, stepbrother or stepsister (or a 

descendent of any of those, such as your grandchild or your niece or nephew) who 

is under the age of 13, who has the same principal residence as you for at least half 

of the calendar year and who does not provide at least half of his or her own support 

for the current calendar year, 

 

(2)  your spouse (for purposes of federal law) who is physically or mentally incapable 

of taking care of himself or herself and who has the same principal residence as 

you for at least half of the calendar year or 

 

(3) your dependent for federal income tax purposes (as defined below) who is 

physically or mentally incapable of taking care of himself or herself and who has 

the same principal residence as you for at least half of the calendar year. 

 

For details on the requirements for someone to be your dependent for federal income tax purposes, 

see IRS Publication 501 (available online at www.irs.gov/pub/irs-pdf/p501.pdf).  Anyone you can claim as 

your dependent on a federal income tax return will qualify as your dependent for federal income tax 

purposes for Dependent Care FSA benefits.  However, for purposes of the Dependent Care FSA, note that 

even if your family member would not qualify as your federal income tax dependent under the IRS rules 

solely because (1) he or she files a joint income tax return with another person for the current year or (2) 

has gross income for the year greater than the IRS personal exemption amount, that family member is still 

considered to be your dependent for federal income tax purposes for Dependent Care FSA benefits. 

 

The Plan Administrator always has the right to require documentation that an individual qualifies 

as a Qualifying Individual under the above rules and to deny benefits if you fail to provide adequate 

documentation when required or if the Administrator determines that expenses for any person are not 

eligible for reimbursement.  If you have any question about whether someone qualifies as your dependent 

for purposes of the Dependent Care FSA, you should consult a tax advisor.  Also, note that the determination 

of whether someone is a Qualifying Individual must be made each time expenses are incurred.  For example, 

if your child is age 12 at the start of the calendar year, otherwise eligible expenses for that child can be 

reimbursed under the Dependent Care FSA only for services provided before the child’s 13th birthday 

(unless the child is mentally or physically incapable of taking care of himself or herself). 

 

The amount of reimbursements that you may receive from your Dependent Care FSA on a tax-free 

basis in a calendar year cannot exceed the lesser of your Earned Income (as defined in the Plan) or your 

spouse’s Earned Income.  Any amount that you receive in excess of that amount will be taxable to you.  

Thus, for example, if you have $5,000 in your Dependent Care FSA and you and your spouse have Earned 

Income of $20,000 and $4,000, respectively, you can receive $4,000 worth of reimbursement from the 

Account on a tax-free basis, and you will be taxed on $1,000 worth of the reimbursement you receive.  If 

your spouse is either a full-time student or is incapable of self-care, your spouse will be deemed to have 

Earned Income for each month that he or she is a full-time student or incapacitated.  The amount of deemed 

earnings will be $250 a month, if you provide care for one Qualifying Individual, or $500 a month, if you 

provide care for more than one Qualifying Individual. 

 

Employment Related Expenses that are incurred for services outside your household may be 

reimbursed only if incurred for the care of (i) a Qualifying Individual who is a qualifying child under 
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thirteen years of age (category (1) in the above definition of Qualifying Individual), or (ii) another 

Qualifying Individual who regularly spends at least eight hours each day in your household.  In addition, if 

the services are provided by a Dependent Care Center (as defined below), the Center must comply with 

applicable laws and regulations of a state or local government.  A “Dependent Care Center” is any facility 

that provides care for more than six individuals who do not reside at the center and receives a fee, payment 

or grant for providing services for any of the individuals. 

 

No reimbursements will be made for Employment Related Expenses for services rendered by any 

person for whom you or your spouse is entitled to a deduction on your federal income tax return for the 

applicable calendar year or who is your child (including a stepchild or a foster child) who will be under the 

age of 19 at the end of the year. 

 

To be reimbursed from your Dependent Care FSA, you must submit a reimbursement request to 

the Plan Administrator on a form provided by the Plan Administrator.  You also must provide evidence of 

the amount, nature and payment of the underlying expense for which reimbursement is sought, as required 

by the Plan Administrator.  Unless a later date is designated by the Plan Administrator, you must submit 

such requests no later than the next March 31 following the last day of the Plan Year in which the expenses 

were incurred. 

 

As a convenience to employees, if you utilize the Employer's Daycare Center, you may pay for 

related dependent care services through direct deductions from your Dependent Care FSA.   To use this 

service, you are required by the Daycare Center to complete certain forms authorizing these payments.  

After required forms are completed, the Employer submits a file summarizing daycare service expenses 

paid through payroll deductions directly to the Administrator for processing. You generally are not required 

to submit any additional reimbursement requests or other documentation in such cases. 

 

If your employment terminates during the Plan Year (or if you cease to be eligible to participate in 

the Dependent Care FSA for any other reason), your contributions to your Dependent Care FSA will cease, 

but, if you still have a balance credited to your Dependent Care FSA, you may still submit claims for 

reimbursement for eligible expenses incurred during the rest of the Plan Year, until your account balance 

is exhausted.  The rules and deadlines for submitting requests for reimbursements are the same as those that 

apply for active eligible employees. 

 

Please note that amounts held in your Dependent Care FSA for which a valid request for 

reimbursement has not been received by the deadline described above will be forfeited. 

 

Under the Internal Revenue Code, you also may reduce your taxes by taking a dependent care tax 

credit.  However, any amounts which you exclude from income under the Dependent Care FSA will reduce, 

dollar for dollar, the tax credit available.  You should think about what works best for you – the Dependent 

Care FSA or the dependent care tax credit provided by federal law.    Keep in mind that you cannot take 

the tax credit for any amounts that are reimbursed through the Dependent Care FSA.  In some cases, the 

tax credit may provide more savings than the Dependent Care FSA.  You should also consult your tax 

advisor for help in determining which option is best for you.   

 

Dependent Care FSA benefits are not subject to the federal law known as ERISA, so the “Your 

Rights under ERISA” section of this Summary does not apply to these benefits. 

 

Severance Pay Benefits Following a Reduction-in-Force   

 

If you are eligible to participate in the Plan and your employment is involuntarily terminated 

because of a Reduction-in-Force (as defined below), you may become eligible for severance pay benefits, 
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as described in this section.   

 

A "Reduction in Force" or “RIF” is a reduction in the Employer’s workforce resulting from an 

organizational restructuring, a reorganization of the way the Employer operates, a reduction in the scale of 

operations, or the elimination of unprofitable or undesirable operations.   

 

Whether a Reduction in Force has occurred will be determined by the Employer, in its discretion. 

Generally, there are three major types of RIFs: 

 

(1) Job restructuring RIF in which jobs are redefined or consolidated, resulting in 

fewer jobs for the incumbent work force; 

 

(2) A reduction in capacity RIF, in which lessened demand requires a Reduction in 

Force, but jobs are not redefined; and 

 

(3) A termination of operations RIF, in which a facility, function or line of business is 

terminated by closure or sale. 

 

 To be eligible for severance pay benefits under the Plan your employment must be involuntarily 

terminated solely because of a Reduction-in-Force (as determined by the Plan Administrator) and you must 

comply with any applicable Employer Policy and any other rules established by the Employer or the Plan 

Administrator. 

 

However, even if you otherwise meet the conditions for eligibility for severance pay under the Plan, 

you will not be eligible for severance pay under the Plan if any of the following is true: 

  

(1) After being notified of your termination, you do not remain an employee through 

your Employer-determined last day of employment;  

 

(2) Your employment is governed by any written agreement, including any written 

severance or separation pay arrangement;  

 

(3) You are offered, as an alternative to termination of employment, another position 

within the Employer that the Plan Administrator, in its discretion, determines is suitable 

employment;  

 

(4) You are classified as a temporary or seasonal employee;  

 

(5) You have received, are receiving, or are eligible to receive, any severance pay 

benefit from the Employer other than through this Plan;  

 

(6) You have an outstanding debt owed to the Employer, unless you agree in writing 

that the Employer may withhold the total amount of the outstanding debt from the severance 

payment to you; 

 

(7) You fail to sign and deliver within the required time a General Release of all claims 

provided by the Employer.  Additional information regarding the General Release you must sign is 

provided below.   

 

If you sign the General Release, you may have a period time during which you can revoke your 

signature.  Any applicable revocation period will be stated in the General Release.  If you revoke the General 
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Release during this revocation period, you will not be given another chance to sign the General Release and 

you will not be entitled to severance benefits under this Plan.  The General Release may include, among 

other things, non-solicitation, non-competition, non-disparagement and confidentiality provisions, and may 

require that you remain available to consult and cooperate with the Employer.   

 

If you qualify for severance pay benefits under the Plan, as described above, the amount of 

severance pay benefits will be determined based on the following schedule (subject to any exceptions or 

limits that apply, as described in the paragraphs following the schedule): 
 

Category of Eligible Employee Benefit 

Directors/Executive Directors Four weeks pay for initial year of service plus two weeks pay for each 

additional year of service with a maximum total benefit of 24 weeks of pay 

Managers Three weeks pay for initial year of service plus one week for each 

additional year of service with a maximum total benefit of 16 weeks of pay 

Other Exempt Staff Two weeks pay for initial year of service plus one week for each additional 

year of service with a maximum total benefit of 12 weeks of pay 

Non-Exempt Staff Two weeks pay for initial year of service plus one week for each additional 

year of service with a maximum total benefit of 8 weeks of pay 

For purposes of this Schedule: 

 Your “years of service” are determined based solely on your most recent period of employment with the 

Employer.  For employees who became employed by an Employer on February 1, 2019, your “years of 

service” also include your service with Mission Health System, Inc. and its affiliates before 

February 1, 2019. 

 A week’s pay is determined based on your regularly hourly rate of pay, multiplied by the number of hours 

(but no more than 40 hours) that you normally were scheduled to work each week immediately before 

your termination of employment in connection with a Reduction-in-Force. 

 “Exempt” means not subject to the overtime pay provisions of the Fair Labor Standards Act and “Non-

Exempt” means subject to those provisions, all as determined by the Employer. 

 

Notwithstanding the above Schedule, if you (i) were employed by Mission Health System, Inc. or 

one of its affiliates on January 31, 2019, (ii) became employed by an Employer on February 1, 2019, and 

(iii) become eligible for severance under the Plan due to a termination occurring between February 1, 2019 

and January 31, 2022, your severance benefit will not be less than 120% of the severance amount that would 

have been payable under the Mission Health System, Inc. Reduction in Force Policy if you had terminated 

employment entitled to benefits under such plan on January 31, 2019. 

 

Severance pay benefits under the Plan, if any, normally will be paid in a lump sum payment on the 

Employer’s first normal payroll date that occurs a reasonable time after the Plan Administrator determines 

that benefits will be paid and that any administrative requirements relating to the payment has been satisfied.   

 

In all cases, entitlement to severance pay benefits cease immediately if you are employed or are 

offered employment or re-employment, by any participating Employer.  Upon cessation of benefits, any 

unpaid severance pay will be forfeited.  If you have received lump-sum severance, you will be obligated to 

repay to the Employer the portion, if any, of such severance representing the portion of the severance period 

that exceeded the period between the date of your termination and the date of reemployment. 
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The Employer will make all legally required deductions from severance pay and may, at its 

discretion, deduct from severance pay any amounts that you owe the Employer. 

 

No severance payments under the Plan will be made in a manner or in an amount that would cause 

the payments to be considered payments from a pension plan under ERISA, or deferred compensation 

subject to Internal Revenue Code section 409A.  Specifically, severance payments under the Plan are not 

contingent, directly or indirectly, on your retirement and are intended to be exempt from Internal Revenue 

Code section 409A under the two-times compensation exception of Treasury Reg. § 1.409A-1(b)(9)(iii).  

As a result, the total severance payments made to any employee will not in any circumstance exceed two 

times the lesser of (i) the maximum amount of compensation that may be taken into account under a 

qualified plan pursuant to Internal Revenue Code section 401(a)(17) for the calendar year of the employee’s 

separation from service (e.g., $285,000 for 2020), and (ii) the sum of the employee’s annualized 

compensation based upon the annual rate of pay for services provided to the Company for the calendar year 

of the employee’s separation from service (adjusted for any increase during that year that was expected to 

continue indefinitely if the employee had not separated from service). 

 

For any period that you are receiving severance payments or other benefits under the Plan, note 

that you are not an employee of the Employer for any purpose and those payments will not be treated as 

extending your period of employment for any purpose under the Plan or under any other policies of the 

Employer. 

 

Severance payments under the Plan, if any, are paid only from the Employer's general assets and 

not from any trust or insurance policy.
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CONTINUATION OF COVERAGE UNDER COBRA 

 

This “COBRA Notice” section of your Summary Plan Description applies to employees and 

covered spouses and dependents who have health coverage under the Plan.  For purposes of this notice, 

“Plan” refers only to the medical, prescription drug, dental, vision, employee assistance program, wellness 

and health care flexible spending account benefits described in this Summary and this notice is not intended 

to apply to any other type of benefit. 

 

You are receiving this notice because you are covered under a group health plan offered under the 

Plan.  This notice contains important information about your right to COBRA continuation coverage, which 

is a temporary extension of coverage under the Plan.  This notice generally explains COBRA 

continuation coverage, when it may become available to you and your family, and what you need to 

do to protect the right to receive it.  Both you and your spouse (if you are married and your spouse is 

covered by the Plan) should take the time to carefully read this notice.  
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated 

Omnibus Budget Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can become 

available to you when you would otherwise lose your group health coverage.  It can also become available 

to other members of your family who are covered under the Plan when they would otherwise lose their 

group health coverage.  For additional information about your rights and obligations under the Plan and 

under federal law, you should contact the Plan Administrator at the address provided in this notice. 

 

You may have other options available to you when you lose group health coverage.  For example, 

you may be eligible to buy an individual plan through the Health Insurance Marketplace.  By enrolling in 

coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and lower 

out-of-pocket costs.  Additionally, you may qualify for a 30-day special enrollment period for another group 

health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept 

late enrollees.   

 

What is COBRA continuation coverage? 

 

COBRA continuation coverage is a continuation of health coverage under the Plan when coverage 

would otherwise end because of a life event known as a “qualifying event.”  Specific qualifying events are 

listed later in this notice.  After a qualifying event, COBRA continuation coverage must be offered to each 

person who is a “qualified beneficiary.”  You, your spouse, and your dependent children could become 

qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.  Under the Plan, 

qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation 

coverage. 

 

If you are an employee, you will become a qualified beneficiary if you lose your coverage under 

the Plan because either one of the following qualifying events happens: 

 

 Your hours of employment are reduced, or 

 Your employment ends for any reason other than your gross misconduct. 

 

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your 

coverage under the Plan because any of the following qualifying events happens: 

 

 Your spouse dies; 

 Your spouse’s hours of employment are reduced; 

 Your spouse’s employment ends for any reason other than his or her gross misconduct; or 
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 You become divorced or legally separated from your spouse. 

 

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan 

because any of the following qualifying events happens: 

 

 The parent-employee dies; 

 The parent-employee’s hours of employment are reduced; 

 The parent-employee’s employment ends for any reason other than his or her gross misconduct; 

 The parents become divorced or legally separated (if this causes the child to become ineligible 

for coverage); or 

 The child stops being eligible for coverage under the plan as a “dependent child.” 

 

When is COBRA coverage available? 

 

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 

Administrator has been notified that a qualifying event has occurred.  When the qualifying event is the end 

of employment or reduction of hours of employment or death of the employee, the employer must notify 

the Plan Administrator of the qualifying event. 

 

You must give notice of some qualifying events. 

 

For the other qualifying events (divorce or legal separation of the employee and spouse or a 

dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan 

Administrator within 60 days after the later of (1) the date the qualifying event occurs or (2) the date 

coverage would end because of the qualifying event.  This notice must be provided, along with any required 

documentation to: 

 

MH Hospital Manager, LLC  

c/o Human Resources Department 

1 Hospital Drive 

Asheville, NC 28801 

(828) 213-5600 

 

Your notice must be provided in writing in a letter addressed to the Plan Administrator.  The notice 

must include: 

 

 Your name, address, phone number and health plan ID number. 

 The name, address, phone number and health plan ID number for any dependent or spouse 

whose eligibility is affected by the qualifying event. 

 A description of the qualifying event and the date on which it occurred. 

 The following statement: “By signing this letter, I certify that the qualifying event described in 

this letter occurred on the date described in this letter.” 

 Your signature. 

 

You should also provide, along with the letter, documentation of the event that occurred, such as a 

photocopy of a divorce order showing the date the divorce began.  If you have any question about what 

type of documentation is required, you should contact the Plan Administrator at the address provided in this 

notice. 
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In addition to accepting a letter with the information described above, the Plan Administrator, in 

its discretion, may develop and make available a form, which may then be completed to provide the required 

notice.  If such a form is available, you may obtain a copy by requesting it from the Plan Administrator at 

the address provided in this notice. 

 

How is COBRA coverage elected? 

 

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA 

continuation coverage will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will 

have an independent right to elect COBRA continuation coverage.  Covered employees may elect COBRA 

continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on 

behalf of their children. 

 

To elect COBRA continuation coverage, you must complete the election form and mail it as 

directed in the election form and notice.  The election form must be postmarked no later than sixty (60) 

days after the date of the COBRA election notice provided at the time of the qualifying event.   

 

When making the decision of whether to elect COBRA continuation coverage, you should keep in 

mind that you may have other options.  Instead of enrolling in COBRA continuation coverage, there may 

be other more affordable coverage options for you and your family through the Health Insurance 

Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) through what 

is called a “special enrollment period.”  Some of these options may cost less than COBRA continuation 

coverage.  You can learn more about many of these options at www.healthcare.gov or by calling 1-800-

318-2596. 

 

You should compare your other coverage options with COBRA continuation coverage and choose 

the coverage that is best for you.  For example, if you move to other coverage you may pay more out of 

pocket than you would under COBRA because the new coverage may impose a new deductible.  When you 

lose job-based health coverage, it’s important that you choose carefully between COBRA continuation 

coverage and other coverage options, because once you’ve made your choice, it can be difficult or 

impossible to switch to another coverage option. 

 

How long does COBRA coverage last? 

 

COBRA continuation coverage is a temporary continuation of coverage.  (NOTE: The rest of this 

paragraph applies to health plans other than a health care flexible spending account plan.  For the rules that 

apply for a health care flexible spending account, see the “Special Rules for Health Care Flexible Spending 

Accounts” section below.)  When the qualifying event is the death of the employee, your divorce or legal 

separation, or a dependent child’s losing eligibility as a dependent child, COBRA continuation coverage 

lasts for up to a total of 36 months.   

 

When the qualifying event is the end of employment or reduction of the employee’s hours of 

employment, and the employee became entitled to Medicare benefits less than 18 months before the 

qualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee lasts 

until 36 months after the date of Medicare entitlement.  For example, if a covered employee becomes 

entitled to Medicare 8 months before the date on which his employment terminates, COBRA continuation 

coverage for his spouse and children can last up to 36 months after the date of Medicare entitlement, which 

is equal to 28 months after the date of the qualifying event (36 months minus 8 months).  It is your 

responsibility to notify the Plan Administrator when electing COBRA continuation coverage of your 

dependent’s eligibility for this extension.    

 

http://www.healthcare.gov/
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Otherwise, when the qualifying event is the end of employment or reduction of the employee’s 

hours of employment, COBRA continuation coverage generally lasts for only up to a total of 18 months.  

There are two ways in which this 18-month period of COBRA continuation coverage can be extended, as 

described in the next two sections of this Notice. 

 

Disability extension of 18-month period of continuation coverage 

 

If you or anyone in your family covered under the Plan is determined by the Social Security 

Administration to be disabled and you notify the Plan Administrator in a timely fashion, you and your entire 

family may be entitled to receive up to an additional 11 months of COBRA continuation coverage, for a 

total maximum of 29 months.  The disability would have to have started at some time before the 60th day 

of COBRA continuation coverage and must last at least until the end of the 18-month period of continuation 

coverage. To notify the Plan Administrator of a disability determination, you should follow the same 

procedures described above under “You Must Give Notice of Some Qualifying Events”.  Your notice must 

include documentation of the Social Security Administration’s decision and it must be provided within 60 

days after the date of that decision, or, if later, within 60 days after the later of (1) the date the original 

qualifying event occurred or (2) the date that coverage would otherwise end (if COBRA coverage is not 

elected) because of the original qualifying event.  However, regardless of the deadline described in the 

previous sentence, your notice must be provided no later than the date your COBRA coverage would 

terminate if you failed to qualify for a disability extension. 

 

Second qualifying event extension of 18-month period of continuation coverage 

 

If your family experiences another qualifying event while receiving 18 months of COBRA 

continuation coverage, the spouse and dependent children in your family can get up to 18 additional months 

of COBRA continuation coverage, for a maximum of 36 months, if notice of the second qualifying event 

is properly given to the Plan (following the same procedures described above under “You Must Give Notice 

of Some Qualifying Events”).  This extension may be available to the spouse and any dependent children 

receiving continuation coverage if the employee or former employee dies or gets divorced or legally 

separated, or if the dependent child stops being eligible under the Plan as a dependent child, but only if the 

event would have caused the spouse or dependent child to lose coverage under the Plan had the first 

qualifying event not occurred. The extension due to a second qualifying event is available only if you notify 

the Plan Administrator in writing within 60 days after the date of the second qualifying event.   

 

Special rules for health care flexible spending accounts 

 

For a health care flexible spending account (Health FSA), COBRA continuation coverage is 

available only if the amount that a qualified beneficiary would be required to pay for the coverage for the 

remainder of the Plan Year is less than the amount of reimbursements that would be available to the 

qualified beneficiary if he or she elected COBRA coverage.  Also, even if COBRA continuation coverage 

is available, it is available only for the remainder of the Plan Year in which the qualifying event occurs.  

COBRA continuation coverage for the Health FSA cannot be extended beyond that time for any reason. 

 

EXAMPLE: Assume that an employee elected to contribute a total of $1,200 to her Health 

FSA account for a Plan Year and then her employment terminates six months after the start 

of that Plan Year.  By that time, she has contributed $600 to her FSA account through 

payroll deductions.  Assume that she has already received $800 in reimbursements from 

her account for eligible expenses she paid before her employment terminated.  In that case, 

the maximum benefit she could receive from her account for any eligible expenses she 

incurs for the rest of the Plan Year is $400.  However, if she were permitted to continue to 

participate in the FSA for the rest of the Plan Year, she would be required to pay a total of 
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$600 (plus about $12 in additional premiums allowed under COBRA) to continue that 

coverage.  In that case, the amount she would be required to pay (about $612) is more than 

the maximum that she would be eligible to receive in reimbursements ($400), so she would 

not be offered COBRA continuation coverage under the FSA.  On the other hand, if she 

had incurred expenses of $588 or less before her employment terminated, she would be 

offered the opportunity to elect COBRA continuation coverage under the FSA for the 

remainder of the Plan Year because her maximum benefit under the Plan for the rest of the 

Plan Year would be more than the amount she would be required to pay ($612). 

 

Any filing deadlines or other rules for filing a request for reimbursement under the Health FSA, as 

described earlier in this Summary Plan Description, will continue to apply if you elect continuation 

coverage under the Health FSA. 

 

Are there other coverage options besides COBRA continuation coverage? 

 

Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options 

for you and your family through the Health Insurance Marketplace, Medicaid, or other group health plan 

coverage options (such as a spouse’s plan) through what is called a “special enrollment period.”  Some of 

these options may cost less than COBRA continuation coverage.   You can learn more about many of these 

options at www.healthcare.gov or by calling 1-800-318-2596. 

 

You should compare your other coverage options with COBRA continuation coverage and choose 

the coverage that is best for you.  For example, if you move to other coverage you may pay more out of 

pocket than you would under COBRA because the new coverage may impose a new deductible.  When you 

lose job-based health coverage, it’s important that you choose carefully between COBRA continuation 

coverage and other coverage options, because once you’ve made your choice, it can be difficult or 

impossible to switch to another coverage option. 

 

Can COBRA Coverage terminate early? 

 

 COBRA coverage will terminate before the end of the indicated time period if any one of the 

following events occurs: 

 

 a. The qualified beneficiary receiving COBRA coverage becomes covered under another 

group health plan after electing COBRA provided the plan does not have pre-existing condition exclusions 

affecting the covered individuals.   

 

 b. The qualified beneficiary receiving COBRA coverage becomes entitled to Medicare after 

electing COBRA continuation coverage. 

 

 c. The first required premium is not paid within 45 days or any subsequent premium is not 

paid within 30 days of the due date.   

 

 d. If coverage is extended beyond 18 months because of disability, the Social Security 

Administration makes a final determination that the qualified beneficiary is no longer disabled. 

 

 e. All group health plans for active employees of the Employer are terminated. 

 

Coverage may also end for certain other reasons, like fraud or misusing your ID card. 

 

 If, during the period of COBRA coverage, a qualified beneficiary becomes covered, after electing 

http://www.healthcare.gov/
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COBRA, under other group health plan coverage, you or the qualified beneficiary (or a representative) must 

notify the Plan Administrator in writing within 30 days of the later of: (1) the date the other coverage 

becomes effective, or (2) the exhaustion or satisfaction of any preexisting condition exclusions affecting 

the qualified beneficiary.  If, during the period of COBRA coverage, a qualified beneficiary becomes 

entitled, after electing COBRA, to Medicare Part A, Part B, or both, you or the qualified beneficiary (or a 

representative of either) must notify the COBRA Administrator in writing within 30 days after the 

beginning of Medicare entitlement (as shown on the Medicare card).   

 

 If the Social Security Administration determines that a qualified beneficiary is no longer disabled, 

COBRA coverage for all qualified beneficiaries will terminate (retroactively if applicable) as of the first 

day of the month that is more than 30 days after the date of the determination.  The qualified beneficiary 

must notify the Plan Administrator in writing within 30 days after the Social Security Administration’s 

determination that he or she is no longer disabled.   

 

 If notice of these events is not timely and properly provided, the qualified beneficiary’s COBRA 

coverage may be terminated retroactively and the qualified beneficiary may be required to repay a portion 

of the benefits received.   

 

How do I pay for COBRA coverage? 

 

 A qualified beneficiary who elects coverage will be charged a premium of no more than 102% of 

the total cost of providing coverage.  The premium for a Social Security disabled person can be as much as 

150% of the cost of coverage for the 19th through the 29th month of coverage.   

 

 Qualified beneficiaries will be notified of the cost of continuing benefits if he or she experiences a 

qualifying event.  The qualified beneficiary will have 45 days from the election date to pay the first 

premium; after that, premiums will be due and payable on the first day of the month.  Generally, the first 

will cover the premium due from the date coverage is lost through the date COBRA is elected, plus any 

monthly premium that becomes due during the 45 day payment period.  There will be a 30 day grace period 

to pay each subsequent monthly premium. 

 

 If the initial premium payment is not made by the end of the 45 day payment period, the qualified 

beneficiary will lose all COBRA rights and coverage will not take effect.  If a subsequent monthly premium 

payment is not received by the first day of the coverage period to which it applies (e.g., the first day of the 

month), COBRA coverage will be suspended as of that day and then retroactively reinstated if the monthly 

payment is received prior to the end of the 30 day grace period.  If the premium is not paid prior to the end 

of the grace period, the qualified beneficiary will lose all COBRA rights.  The first payment and all monthly 

payments must be mailed to the Plan as directed in the COBRA election form and notice. 

 

 The required monthly premiums may also change during your COBRA continuation period in the 

manner allowed by law.  Qualified beneficiaries will be notified of any changes in benefits and/or rates 

during the applicable COBRA continuation period. 

 

 You may be able to get coverage through the Health Insurance Marketplace that costs less than 

COBRA continuation coverage.  You can learn more about the Marketplace below. 

 

What is the Health Insurance Marketplace? 

 

 The Marketplace offers “one-stop shopping” to find and compare private health insurance options.  

In the Marketplace, you could be eligible for a new kind of tax credit that lowers your monthly premiums 

and cost-sharing reductions (amounts that lower your out-of-pocket costs for deductibles, coinsurance, and 
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copayments) right away, and you can see what your premium, deductibles, and out-of-pocket costs will be 

before you make a decision to enroll.  Through the Marketplace you’ll also learn if you qualify for free or 

low-cost coverage from Medicaid or the Children’s Health Insurance Program (CHIP).  You can access the 

Marketplace for your state at www.HealthCare.gov. 

 

 Coverage through the Health Insurance Marketplace may cost less than COBRA continuation 

coverage.  Being offered COBRA continuation coverage won’t limit your eligibility for coverage or for a 

tax credit through the Marketplace.  

 

 You always have 60 days from the time you lose your job-based coverage to enroll in the 

Marketplace.  That is because losing your job-based health coverage is a “special enrollment” event.  After 

60 days your special enrollment period will end and you may not be able to enroll until annual enrollment, 

so you should take action right away if you think that you may want Marketplace coverage.  In addition, 

you may also enroll in Marketplace coverage annually during what is called an “open enrollment” period.  

The open enrollment period is the time during which anyone can purchase coverage through the 

Marketplace.   

 

 To find out more about enrolling in the Marketplace, such as when the next open enrollment period 

will be and what you need to know about qualifying events and special enrollment periods, visit 

www.HealthCare.gov. 

 

 If you sign up for COBRA continuation coverage, you can switch to a Marketplace plan during a 

Marketplace open enrollment period.  You can also end your COBRA continuation coverage early and 

switch to a Marketplace plan if you have another qualifying event such as marriage or birth of a child 

through something called a “special enrollment period.”  If, however, you terminate your COBRA 

continuation coverage early without another qualifying event, you’ll have to wait to enroll in Marketplace 

coverage until the next open enrollment period, and could end up without any health coverage in the interim.   

 

 Once you’ve exhausted your COBRA continuation coverage and the coverage expires, you’ll be 

eligible to enroll in Marketplace coverage through a special enrollment period, even if you enroll outside 

of the Marketplace open enrollment.  

 

 If you sign up for Marketplace coverage instead of COBRA continuation coverage, you cannot 

switch to COBRA continuation coverage under any circumstances.   

 

Can I enroll in another group health plan?  

 

 You may be eligible to enroll in coverage under another group health plan (like a spouse’s plan), if 

you request enrollment within 30 days of the loss of coverage.  If you or your dependent chooses to elect 

COBRA continuation coverage instead of enrolling in another group health plan for which you’re eligible, 

you’ll have another opportunity to enroll in the other group health plan within 30 days of losing your 

COBRA continuation coverage.  

 

What factors should I consider when choosing my coverage options? 

 

 When considering your options for health coverage, you may want to think about: 

 

 Premiums:  You can be charged up to 102% of total plan premiums for COBRA coverage 

(more if you qualify for an extension of coverage on account of a disability).  Other options, 

like coverage on a spouse’s plan or through the Marketplace, may be less expensive.   
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 Provider Networks:  If you’re currently getting care or treatment for a condition, a change in 

your health coverage may affect your access to a particular health care provider.  You may 

want to check to see if your current health care providers participate in a network as you 

consider options for health coverage. 

 Drug Formularies:  If you’re currently taking medication, a change in your health coverage 

may affect your costs for medication – and in some cases, your medication may not be covered 

by another plan.  You may want to check to see if your current medications are listed in drug 

formularies for other health coverage. 

 Severance Payments:  If you lost your job and got a severance package from your former 

employer, your former employer may have offered to pay some or all of your COBRA 

payments for a period of time.  Keep in mind that when these payments stop, you will be 

required to pay the full COBRA premiums until you are allowed to enroll in the Marketplace 

which, in many cases, will not be until the next annual enrollment.   

 Service Areas: Some plans limit their benefits to specific service or coverage areas – so if you 

move to another area of the country, you may not be able to use your benefits.  You may want 

to see if your plan has a service or coverage area, or other similar limitations. 

 Other Cost-Sharing: In addition to premiums or contributions for health coverage, you 

probably pay copayments, deductibles, coinsurance, or other amounts as you use your benefits.  

You may want to check to see what the cost-sharing requirements are for other health coverage 

options.  For example, one option may have much lower monthly premiums, but a much higher 

deductible and higher copayments. 

 

If you have questions 

 

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed 

to the contact or contacts identified below.  For more information about your rights under the Employee 

Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care 

Act, and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. 

Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit 

www.dol.gov/ebsa.  (Addresses and phone numbers of Regional and District EBSA Offices are available 

through EBSA’s website.)  For more information about the Marketplace, visit www.HealthCare.gov.   

 

Keep your Plan informed of address changes 

 

To protect your family’s rights, you should keep the Plan Administrator informed of any changes 

in the addresses of family members.  You should also keep a copy, for your records, of any notices you 

send to the Plan Administrator. 

 

Plan contact information 

 

If you have questions or need more information about COBRA continuation coverage under the 

Plan, please contact the Plan Administrator at the following address or phone number: 

 

Plan Administration Committee of HCA Inc. 

c/o HCA Inc. 

One Park Plaza, 1-2W 

Nashville, TN 37203 

1-615-344-9551 
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CLAIMS PROCEDURES 

 

The following summary of the Plan’s claims procedures is intended to reflect the Department of 

Labor’s claims procedures regulations and, for medical and prescription drug benefits, the applicable 

requirements of regulations issued under the Affordable Care Act and should be interpreted accordingly.  

If there is any conflict between this summary and those regulations, the regulations will control.  In addition, 

any changes in applicable law will apply to the Plan automatically effective on the date of those changes. 

 

Internal Claims and Appeals Procedure  

 

A participant or beneficiary has a right to file a claim for benefits under the Plan, ask if he or she 

has a right to any benefits under the Plan, or appeal the denial of a claim for benefits under the Plan.  For 

purposes of the Plan’s claims procedure, the terms “you” and “Claimant” shall include any participant or 

beneficiary making a claim, inquiry or appeal and the authorized representative of such person.  You must 

follow the Plan’s procedures for appointing an authorized representative.  You should contact the Plan 

Administrator for additional information regarding these procedures.  However, if the claim is an urgent 

health care claim, a health care professional with knowledge of the Claimant’s medical condition may act 

as the Claimant’s authorized representative without following these procedures.     

 

Generally, the insurers and claims administrators of the benefits provided under the Plan have the 

responsibility and authority for making decisions about claims for benefits.  The names and contact 

information of each insurer and claims administrator are set forth in Appendix A.  The Plan Administrator 

will be responsible for handling all claims that are not the responsibility of the claims administrators or 

insurers, including, but not limited to, determinations related eligibility and enrollment.  Claims and appeals 

relating to eligibility and enrollment shall be determined by the Plan Administrator using the procedures 

applicable to non-health and non-disability benefit claims.   

 

For any insured benefits, the insurer’s claims procedures will apply instead of the claims procedures 

described in this Summary.  The insurer’s claims procedures are described in the Benefits Booklet that 

describes the specific benefit.  For purposes of long-term disability claims, the disability insurer shall handle 

the claim and any appeal in accordance with the Department of Labor’s rules and procedures for handling 

such claims and appeals, which are described below.  If you have questions about claims procedures for 

any insured benefit, you should contact the insurer directly.   

 

There are some benefits that are described in this Summary, like adoption assistance and dependent 

care flexible spending account benefits that are not subject to ERISA.  For those benefits, the Department 

of Labor’s regulations do not apply, but claims will be handled using the procedures applicable to non-

health and non-disability benefit claims.  However, any requirement that the Plan Administrator (or an 

insurer) provide notice to a Claimant about any right under ERISA will not apply to such a claim.  This 

claims procedure section does not apply to any Health Savings Account.  Procedures for requesting and 

receiving payments from your Health Savings Account are established by the financial institution that 

administers the HSA. 

 

To receive Plan benefits, you must follow the procedures established by the Plan Administrator 

and/or the insurance company which has the responsibility for making the particular benefit payments to 

you.  If you do not follow the Plan’s claims procedures, you may lose your right to a benefit under the Plan, 

including any right you may have to file a legal action for benefits.  For additional information, you should 

refer to each applicable Benefit Booklet.   
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Adverse Determination 

 

For purposes of this Claims Procedure section, an “adverse determination” is any denial, reduction, 

or termination of, or a failure by the Plan to provide or make payment (in whole or in part) for, a benefit, 

including any such decision that is based on a determination of an individual’s eligibility to participate in a 

benefit under the Plan.  For any coverage that is subject to the Affordable Care Act and for any disability 

benefits claim, “adverse determination” also includes any rescission of coverage.  A rescission of coverage 

generally is a retroactive termination of coverage because of fraud or for misrepresentation of a material 

fact.  Note that a termination of coverage for failure to pay any required contributions is not considered a 

rescission and is not subject to these claims procedures even if it is effective retroactive to the date through 

which coverage was paid for.  Whether a termination of coverage is considered a “rescission” and is 

therefore an adverse determination that is subject to these claims procedures will be determined by the 

Reviewer based on applicable law. 

 

Initial Claims 

 

Initial claims for Plan benefits are made to the Plan Administrator or claims administrator or, if the 

benefit is insured, to the Insurer providing that benefit.  The remainder of these procedures uses the term 

“Reviewer” to refer to either the Plan Administrator, claims administrator or the Insurer, whichever is 

responsible for reviewing a claim.  All claims must be submitted, in writing (except to the extent that oral 

claims are permitted for urgent health care claims, as described below, or except as otherwise provided 

under a Benefit Booklet or insurance document), to the Reviewer.   

 

Claims should be submitted promptly after an expense is incurred.  Unless a later deadline 

expressly applies in this Summary or under a Benefits Booklet or insurance contract, no initial claim 

for any benefit will be accepted, processed or paid for any expense if the initial claim is submitted 

later than one year after the date the expense was incurred.   (For deadlines for submitting flexible 

spending account reimbursement requests, see the “Plan Benefits” section of this Summary.) 

 

The Reviewer will review the claim itself or appoint an individual or an entity to review the claim, 

following the following procedures.  (For purposes of these procedures, “health benefits” or “health claims” 

refers to benefits or claims involving medical, dental, vision, employee assistance program or health care 

flexible spending account coverage.)  

 

(a) Non-Health and Non-Disability Benefit Claims.  For any claim that is not a health claim 

or a disability claim, the Claimant will be notified within 90 days after the claim is filed whether the claim 

is allowed or denied, unless the Claimant receives written notice from the Reviewer before the end of the 

90-day period stating that circumstances require an extension of the time for decision, in which case the 

extension will not extend beyond 180 days after the day the claim is filed. 

 

(b) Health Benefit Claims. 

 

(i) Urgent Care Claims.  If the Claim is for urgent care health benefits, the Reviewer 

will notify the Claimant of the Plan’s benefit determination (whether adverse or not) as soon as possible, 

taking into account the medical exigencies, but not later than 72 hours after the Plan receives the claim, 

unless the Claimant fails to provide sufficient information to determine whether, or to what extent, benefits 

are covered or payable under the Plan.  In cases where the Claimant fails to provide sufficient information 

to decide the claim, the Reviewer will notify the Claimant as soon as possible, but not later than 24 hours 

after the Plan receives the claim, of the specific information necessary to complete the claim.  The 

notification may be oral unless written notification is requested by the Claimant.  The Claimant will be 

afforded a reasonable amount of time, taking into account the circumstances, but not less than 48 hours, to 
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provide the specified information.  The Reviewer will notify the Claimant of the Plan’s determination as 

soon as possible, but in no case later than 48 hours after the earlier of (1) the Plan’s receipt of the specified 

additional information or (2) the end of the period afforded the Claimant to provide the specified additional 

information. 

 

A health benefits claim is considered an urgent care claim if applying the time 

periods for making non-urgent care determinations could seriously jeopardize the life or health of the 

Claimant or the ability of the Claimant to regain maximum function or, in the opinion of a physician with 

knowledge of the Claimant’s medical condition, would subject the Claimant to severe pain that could not 

be adequately managed without the care or treatment which is the subject of the claim.  The Plan will defer 

to a determination, if any, by a qualified attending provider that a claim qualifies as an urgent care claim 

based on the definition summarized in the preceding sentence. 

 

(ii) Concurrent Care Claims.  If the Plan has approved an ongoing course of health 

care treatment to be provided over a period of time or number of treatments, any reduction or termination 

by the Plan of the previously approved course of treatment (other than by Plan amendment or termination) 

before the approved time period or number of treatments constitutes an adverse determination.  In such a 

case, the Reviewer will notify the Claimant of the adverse determination at a time sufficiently in advance 

of the reduction or termination to allow the Claimant to appeal and obtain a determination on review of that 

adverse determination before reduction or termination of the benefit. 

 

Any request by a Claimant to extend a previously approved course of urgent care 

treatment beyond the approved period of time or number of treatments will be decided as soon as possible, 

taking into account the medical exigencies, and the Reviewer will notify the Claimant of the benefit 

determination, whether adverse or not, within 24 hours after the Plan receives the claim, provided that any 

such claim is made to the Plan at least 24 hours before the expiration of the prescribed period of time or 

number of treatments.   

 

(iii) Other Health Benefit Claims.  For any health benefit claim not described above: 

 

(A) For any pre-service health benefit claim, the Reviewer will notify the 

Claimant of the Plan’s benefit determination (whether adverse or not) within a reasonable period of time 

appropriate to the medical circumstances, but not later than 15 days after the Plan receives the claim.  If, 

due to special circumstances, the Reviewer needs additional time to process a claim, the Claimant will be 

notified, within 15 days after the Plan receives the claim, of those special circumstances and of when the 

Reviewer expects to make its decision.  Under no circumstances may the Reviewer extend the time for 

making its decision beyond 30 days after receiving the claim.  If such an extension is necessary due to a 

failure of the Claimant to submit the information necessary to decide the claim, the notice of extension must 

specifically describe the required information, and the Claimant will be afforded at least 45 days from 

receipt of the notice within which to provide the specified information. 

 

A health benefit claim is considered a pre-service claim if the claim 

requires approval, in part or in whole, in advance of obtaining the health care in question. 

 

(B) For any post-service health benefit claim, the Reviewer will notify the 

Claimant of the Plan’s adverse determination within a reasonable period of time, but not later than 30 days 

after receipt of the claim.  If, due to special circumstances, the Reviewer needs additional time to process a 

claim, the Claimant will be notified, within 30 days after the Plan receives the claim, of those special 

circumstances and of when the Reviewer expects to make its decision.  Under no circumstances may the 

Reviewer extend the time for making its decision beyond 45 days after receiving the claim.  If such an 

extension is necessary due to the failure of the Claimant to submit the information necessary to decide the 
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claim, the notice of extension will specifically describe the required information, and the Claimant will be 

afforded at least 45 days from receipt of the notice within which to provide the specified information. 

 

A health benefit claim is considered a post-service claim if it is a request 

for payment for services or other benefits already provided (or any other health benefit claim that is not a 

pre-service claim). 

 

(c) Disability Benefit Claims.  For any disability benefits claim, the Reviewer will notify the 

Claimant of the Plan’s adverse determination within a reasonable period of time, but not later than 45 days 

after receipt of the claim.  If, due to matters beyond the control of the Plan, the Reviewer needs additional 

time to process a claim, the Claimant will be notified, within 45 days after the Reviewer receives the claim, 

of those special circumstances and of when the Reviewer expects to make its decision but not beyond 75 

days.  If, before the end of the extension period, due to matters beyond the control of the Plan, a decision 

cannot be rendered within that extension period, the period for making the determination may be extended 

for up to 105 days, provided that the Reviewer notifies the Claimant of the circumstances requiring the 

extension and the date by which the Reviewer expects to render a decision.  The extension notice will 

specifically explain the standards on which entitlement to a disability benefit is based, the unresolved issues 

that prevent a decision on the claim and the additional information needed from the Claimant to resolve 

those issues, and the Claimant shall be afforded at least 45 days within which to provide the specified 

information. 

 

(d) Manner and Content of Denial of Initial Claims.  If the Reviewer denies a claim, it will 

provide to the Claimant a written or electronic notice that includes: 

 

(i) A description of the specific reasons for the denial; 

 

(ii) A reference to any Plan provision or insurance contract provision upon which the 

denial is based; 

 

(iii) A description of any additional information that the Claimant must provide in order 

to perfect the claim (including an explanation of why the information is needed); 

 

(iv) Notice that the Claimant has a right to request a review of the claim denial and 

information on the steps to be taken if the Claimant wishes to request a review of the claim denial; 

 

(v) A statement of the Claimant’s right to bring a civil action under a federal law called 

“ERISA” following any denial on review of the initial denial and a description of any time limit that would 

apply under the Plan for bringing such an action. 

 

In addition, for a denial of health benefits or disability benefits, the following will be 

provided to the Claimant: 

 

(i) A copy of any rule, guideline, protocol, or other similar criterion relied upon in 

making the adverse determination or a statement that the same will be provided upon request by the 

Claimant and without charge (or in the case of a disability benefit claim, a statement that the same does not 

exist); and 

 

(ii) If the adverse determination is based on the Plan’s medical necessity, experimental 

treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment applying 

the exclusion or limit to the Claimant’s medical circumstances or a statement that the same will be provided 

upon request by the Claimant and without charge. 
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For an adverse determination concerning a health claim involving urgent care, the 

information described in this Section may be provided to the Claimant orally within the permitted time 

frame, provided that a written or electronic notification in accordance with this Section is furnished not 

later than three days after the oral notification. 

 

For disability claims, notices of adverse benefit determinations will include additional 

information as required under the updated ERISA disability claims procedures, including:  

 

(i) A discussion of the decision, including an explanation of the basis for disagreeing 

with or not following (as applicable) (1) the views presented by the claimant of health care professionals 

treating the claimant and of vocational professionals who evaluated the claimant, (2) the views of medical 

or vocational experts whose advice was obtained on behalf of the Plan, without regard to whether the advice 

was relied upon in making the benefit determination; and/or (3) a disability determination made by the 

Social Security Administration; and 

 

(ii) A statement that the claimant is entitled to receive, upon request and free of charge, 

reasonable access to, and copies of, all documents, records, and other information relevant (as that term is 

defined by the Department of Labor claims regulations) to the claimant's claim for benefits.   

 

In addition, if required by law, any adverse determination involving a disability benefit 

claim will be provided in a culturally and linguistically appropriate manner in accordance with applicable 

law. 

 

Reviews of Initial Adverse Determinations 

 

If you submit a claim for Plan benefits and it is initially denied under the procedures described 

above, you may request a review of that denial under the following procedures.   

 

The Reviewer will provide the Claimant an opportunity to review and receive, without charge, all 

relevant documents, information and records and to submit issues and comments in writing to the Reviewer.  

The Reviewer will take into account all comments, documents, records and other information submitted by 

the Claimant relating to the claim regardless of whether the information was submitted or considered in the 

initial benefit determination. 

 

(a) Non-Health and Non-Disability Benefit Claims.  For benefits other than health and 

disability benefits, a request for review of a denied claim must be made in writing to the Reviewer 

within 60 days after receiving notice of the initial denial of the claim.  The decision on review will be 

made within 60 days after the Reviewer’s receipt of a request for review, unless special circumstances 

require an extension of time for processing, in which case a decision will be rendered not later than 120 

days after receipt of a request for review. 

 

(b) Health and Disability Benefit Claims.  A Claimant whose initial claim for health or 

disability benefits is denied may request a review of that denial no later than 180 days after the 

Claimant receives the notice of an adverse determination.  Except as provided below for an expedited 

review of a denied urgent care health claim, a request for review must be submitted to the Reviewer in 

writing. 

 

A Claimant may request an expedited review of a denied initial urgent care health claim.  

Such a request may be made to the Reviewer orally or in writing and all necessary information, including 

the Plan’s determination on review, will be transmitted between the Plan and the Claimant by telephone, 
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facsimile or other available similarly expeditious method. 

 

In addition to providing the right to review documents and submit comments as described 

in (a) above, a review will meet the following requirements: 

 

(i) The Plan will provide a review that does not afford deference to the initial adverse 

determination and that is conducted by an appropriate named fiduciary of the Plan who did not make the 

initial determination that is the subject of the appeal, nor is a subordinate of the individual who made the 

determination. 

 

(ii) The appropriate named fiduciary of the Plan will consult with a health care 

professional who has appropriate training and experience in the field of medicine involved in the medical 

judgment before making a decision on review of any adverse initial determination 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 or appropriate.  The professional 

engaged for purposes of a consultation in the preceding sentence shall be an individual who was neither an 

individual who was consulted in connection with the initial determination that is the subject of the appeal, 

nor the subordinate of any such individual. 

 

(iii) The Plan will identify to the Claimant the medical or vocational experts whose 

advice was obtained on behalf of the Plan in connection with the review determination, without regard to 

whether the advice was relied upon in making the review determination. 

 

(iv) For purposes of any medical or prescription drug claims, the Plan will allow a 

Claimant to review the claim file and to present evidence and written testimony.  In addition, for purposes 

of any medical or prescription drug claims or disability benefit claims, the Plan will comply with the 

following additional requirements: 

 

 (A) The Plan will provide the Claimant, free of charge, with any new or 

additional evidence considered, relied upon, or generated by the Plan or insurer (or the person  making the 

benefit determination) in connection with the claim as soon as possible and sufficiently in advance of the 

Plan’s deadline for providing notice of a final denial of a claim (as described in these claims procedures 

and applicable Regulations) to give the Claimant a reasonable opportunity to respond before that date; and 

 

 (B) Before the Plan issues a final decision on review based on a new or 

additional rationale, the Claimant will be provided, free of charge, with the rationale for the Plan’s decision 

as soon as possible and sufficiently in advance of the Plan’s deadline for providing notice of a final denial 

of a claim (as described in these claims procedures and applicable Regulations) to give the Claimant a 

reasonable opportunity to respond before that date. 

 

(c) Deadline for Review Decisions. 

 

(i) Urgent Health Benefit Claims.  For urgent care health claims, the Reviewer will 

notify the Claimant of the Plan’s determination on review as soon as possible, taking into account the 

medical exigencies, but not later than 72 hours after the Plan receives the Claimant’s request for review of 

the initial adverse determination by the Plan, unless the Claimant fails to provide sufficient information to 

determine whether, or to what extent, benefits are covered or payable under the Plan. 

 

(ii) Other Health Benefit Claims. 

 

(A) For a pre-service health claim, the Reviewer will notify the Claimant of 
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the Plan’s determination on review within a reasonable period of time appropriate to the medical 

circumstances, but in no event later than 30 days after the Plan receives the Claimant’s request for review 

of the initial adverse determination. 

(B) For a post-service health claim, the Reviewer will notify the Claimant of 

the Plan’s benefit determination on review within a reasonable period of time, but in no event later than 60 

days after the Plan receives the Claimant’s request for review of the initial adverse determination 

 

(iii) Disability Benefit Claims.  For disability claims, the decision on review will be 

made within 45 days after the Reviewer’s receipt of a request for review, unless special circumstances 

require an extension of time for processing, in which case a decision will be rendered not later than 90 days 

after receipt of a request for review.  

 

(d) Manner and Content of Notice of Decision on Review.  Upon completion of its review of 

an adverse initial claim determination, the Reviewer will provide the Claimant a written or electronic notice 

of its decision on review.  For any adverse determination on review, that notice will include: 

 

(i) a description of its decision; 

 

(ii) a description of the specific reasons for the decision; 

 

(iii) a reference to any relevant Plan provision or insurance contract provision on which 

its decision is based; 

 

(iv) a statement that the Claimant is entitled to receive, upon request and without 

charge, reasonable access to, and copies of, all documents, records and other information in the Plan’s files 

which is relevant (as that term is defined by the Department of Labor regulations) to the Claim for benefits; 

 

(v) if applicable, a statement describing the Claimant’s right to bring an action for 

judicial review under ERISA section 502(a) and a description of any time limit that applies under the Plan 

for bringing such an action; 

 

(vi) A copy of any rule, guideline, protocol, or other similar criterion relied upon in 

making the adverse determination or a statement that the same will be provided upon request by the 

Claimant and without charge (or in the case of a disability benefit claim, a statement that the same does not 

exist); and 

 

(vii) if the adverse determination on review is based on a medical necessity, 

experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical 

judgment on which the determination was based, applying the terms of the Plan to the Claimant’s medical 

circumstances, or a statement that such an explanation will be provided without charge upon request.  

 

For disability benefit claims, notices of adverse benefit determinations on appeal relating 

to disability benefit claims will include additional information as required under the updated ERISA 

disability claims procedures, including: 

 

(i) A discussion of the decision, including an explanation of the basis for disagreeing 

with or not following (as applicable) (1) the views presented by the claimant of health care professionals 

treating the claimant and of vocational professionals who evaluated the claimant, (2) the views of medical 

or vocational experts whose advice was obtained on behalf of the Plan, without regard to whether the advice 

was relied upon in making the benefit determination; and/or (3) a disability determination made by the 

Social Security Administration; and 
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(ii) A description of the Plan’s limitation period (including the calendar date) for 

bringing a legal action following a decision on appeal. 

 

In addition, if required by law, any adverse determination involving a disability benefit 

claim, any notice of an adverse determination will be provided in a culturally and linguistically appropriate 

manner in accordance with applicable law 

 

Additional Requirements for Medical and Prescription Drug Benefits 

 

For any adverse determination involving medical coverage, any notice of an adverse determination 

will be provided in a culturally and linguistically appropriate manner in accordance with applicable law 

regarding such notices and will include (in addition to other requirements described above): 

 

(1) information sufficient to identify the claim involved, including the date of service, the 

health care provider and the claim amount (if applicable); 

 

(2) a discussion of the decision, as well as disclosure of any denial code used (and an 

explanation of its meaning) and a description of the Plan’s standard, if any, that was used in denying the 

claim; 

 

(3) a description of available internal appeals and external review processes, including 

information regarding how to initiate an appeal; 

 

(4) information (including contact information) about the availability of any applicable office 

of health insurance consumer assistance or ombudsmen established pursuant to the Affordable Care Act to 

assist individuals with internal claims and appeals and external review processes; and 

 

(5) a statement describing the availability, upon request, of any applicable diagnosis code (and 

an explanation of its meaning) and any applicable treatment code (and an explanation of its meaning). 

 

Also, for all claims involving coverage that is subject to the Affordable Care Act, the Plan will 

ensure that claims and appeals are decided in a manner designed to ensure the independence and impartiality 

of individuals involved in claims decisions.  Decisions regarding hiring, compensation, termination, 

promotion, or similar matters will not be made based on the likelihood that any person involved in making 

claims decisions will support the denial of benefits. 

 

Calculation of Time Periods 

 

For purposes of the time periods specified in this Claims Procedures section, the period during 

which a benefit determination must be made begins when a claim or appeal is filed in accordance with the 

Plan procedures without regard to whether all the information necessary to make a decision accompanies 

the claim.  If a time period is extended because a Claimant fails to submit all information necessary for an 

initial claim for health benefits (other than urgent care benefits) or for disability benefits, the period for 

making the determination will be “frozen” from the date the notice requesting additional information is sent 

to the Claimant until the day the Claimant responds.  Also, if a time period is extended because a Claimant 

fails to submit all information necessary for an appeal of an adverse determination for benefits other than 

health benefits, the period for making the determination on appeal will be “frozen” from the date the notice 

requesting additional information is sent to the Claimant until the day the Claimant responds. 

 

Discretionary Authority 
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With respect to those matters relating to a claim for benefits that the Plan Administrator and each 

of the claims administrators have been authorized to handle, each such entity has the exclusive discretionary 

authority to construe and to interpret the Plan, to decide all questions of eligibility for benefits and to 

determine the amount of such benefits, and its decisions on such matters are final and conclusive.  Any 

interpretation or determination made pursuant to such discretionary authority shall be upheld on judicial 

review, unless it is shown that the interpretation or determination was an abuse of discretion (i.e., arbitrary 

and capricious).  Benefits under the Plan will be paid only if the Plan Administrator or the claims 

administrator decides in its discretion that you are entitled to them. 

 

Claimant’s Failure to Follow Procedures 

 

A Claimant must follow the claims procedures described above to be entitled to file any legal action 

for benefits under the Plan (unless the Plan fails to follow those procedures).  

 

External Review (Medical and Prescription Drug Benefits Only) 

 

Federal law gives you the right, in certain circumstances, to have an adverse benefit determination 

reviewed by an external independent review organization after you exhaust your rights under the internal 

claims and appeals procedure.  The following is a general description of the external review process.  

However, you should review your notice of adverse benefit determination carefully.  The notice may 

contain updated information in the event the external appeals process changes.  This section applies only 

to the medical and prescription drug benefit programs.     

 

(a) External Review Process.  For purposes of the medical and prescription drug benefit 

programs, the Plan or Insurer will comply with the applicable requirements of an external review process 

that applies under federal or state law.  The claims administrators for the medical and prescription drug 

benefit programs is responsible for administering the External Review process on behalf of the Plan and 

the Plan Administrator.    

 

(b) Availability of External Review.  External review is not available for all adverse 

determinations.  For example, external review is not available for an adverse determination based on a 

determination that a Claimant fails to meet the requirements for eligibility under the terms of the Plan.  

External review is available only for:  

 

(i) any final internal adverse determination (or an initial internal adverse 

determination on an urgent care claim that qualifies for the expedited external review described below) that 

involves medical judgment (including, but not limited to, those based on the Plan’s requirements for 

medical necessity, appropriateness, health care setting, level of care, or effectiveness of a covered benefit; 

or that a treatment is experimental or investigational), as determined by the external reviewer;  

 

(ii) any final internal adverse determination that involves a rescission of coverage; or 

 

(iii) Any other final adverse determination that is eligible for external review in 

accordance with applicable guidance (as determined by the Plan at the time of the request for external 

review). 

 

(c) Request for External Review.  A request for external review must be submitted to the 

Plan no later than four months after the Claimant receives notice of an adverse determination for 

which external review is available.  
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(d) Preliminary Review.  Within five business days after the date the Plan receives a request 

for external review, the Plan will complete a preliminary review of the request to determine whether: 

 

(i) The Claimant is or was covered under the Plan at the time the health care item or 

service was requested or, for a post-service claim, was covered under the Plan at the time the health care 

item or service was provided; 

 

(ii) The adverse determination does not relate to the Claimant’s failure to meet the 

requirements for eligibility under the terms of the Plan; 

 

(iii) The Claimant has exhausted the Plan’s internal appeal process (or whether the 

Claimant is not required to exhaust the internal appeals process under applicable regulations); and 

 

(iv) The Claimant has provided all the information and forms required to process an 

external review. 

 

Within one business day after the Plan completes the preliminary review, the Plan will 

issue a notice in writing to the Claimant.  If the request is complete but is not eligible for external review, 

the notice will describe the reasons external review is not available and, if applicable, will include contact 

information for the Employee Benefits Security Administration.  If the request is not complete, the notice 

will describe the information or materials needed to make the request complete and the Plan will allow the 

Claimant to perfect the request for external review within the four-month filing period or, if later, within 

the 48 hours after the Claimant receives the notice. 

 

(e) Referral to Independent Review Organization.  External reviews are conducted by 

independent review organizations.  The Plan (or the claims administrator) will assign each external review 

to an independent review organization (IRO) that is accredited by URAC or a similar nationally-recognized 

accrediting organization to conduct the external review.  The Plan (or the claims administrator) will contract 

with at least three different IROs.  The Plan (or the claims administrator) will take action against bias and 

to ensure the independence of each IRO and will rotate review assignments among them (or the Plan will 

incorporate other independent, unbiased methods for selection of IROs, such as random selection, and will 

document such methods).  No IRO will be eligible for any financial incentives from the Plan, the claims 

administrator or the Employer based on the likelihood that the IRO will support the denial of benefits. 

 

The IRO that handles external reviews is required to comply with the following external 

review requirements: 

 

(i) The IRO will consult with legal experts where appropriate to make coverage 

determinations under the Plan. 

 

(ii) The IRO will timely notify the Claimant in writing of the request’s eligibility and 

acceptance for external review.  This notice will include a statement that the Claimant may submit 

additional information in writing to the IRO within 10 business days following the date the Claimant 

receives the notice.  The IRO must consider such additional information in conducting the external review 

if timely submitted and may, but is not required to accept and consider additional information submitted 

after 10 business days. 

 

(iii) Within five business days after the date the review is assigned to the IRO, the Plan 

will provide to the IRO the documents and any information considered in making the adverse determination 

under review.  Failure by the Plan to timely provide the documents and information must not delay the 

conduct of the external review.  If the Plan fails to timely provide the documents and information, the IRO 
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may terminate the external review and make a decision to reverse the adverse determination.  Within one 

business day after making the decision, the IRO must notify the Claimant and the Plan. 

 

(iv) After receiving any information submitted by the Claimant, the IRO must within 

one business day forward the information to the Plan.  Upon receipt of any such information, the Plan may 

reconsider its adverse determination that is under review but any reconsideration by the Plan will not delay 

the external review.  The external review may be terminated in such cases only if the Plan decides to reverse 

its adverse determination and provide coverage or payment.  Within one business day after making such a 

decision, the Plan will provide written notice of its decision to the Claimant and the IRO.  The IRO must 

terminate the external review upon receiving the notice from the Plan. 

 

(v) The IRO will review all information and documents timely received.  In reaching 

a decision, the IRO will not be bound by any decisions or conclusions reached during the Plan’s internal 

claims and appeals process.  In addition to the documents and information provided, the IRO, to the extent 

the information or documents are available and the IRO considers them appropriate, will consider the 

following in reaching a decision: 

 

(A) The Claimant’s medical records; 

 

(B) The attending health care professional’s recommendation; 

 

(C) Reports from appropriate health care professionals and other documents 

submitted by the Plan, the Claimant, or the Claimant’s treating provider; 

 

(D) The terms of the Plan, unless the terms are inconsistent with applicable 

law; 

 

(E) Appropriate practice guidelines, which must include applicable evidence-

based standards and may include any other practice guidelines developed by the federal government, 

national or professional medical societies, boards, and associations; 

 

(F) Any applicable clinical review criteria developed and used by the Plan, 

unless the criteria are inconsistent with the terms of the Plan or with applicable law; and 

 

(G) The opinion of any clinical reviewer for the IRO after considering the 

information or documents available to the clinical reviewer that the clinical reviewer considers appropriate. 

 

(vi) The IRO must provide written notice of the final external review decision within 

45 days after the IRO receives the request for external review.  The IRO must deliver the notice of final 

external review decision to the Claimant and the Plan. 

 

(vii) The IRO’s notice will include: 

 

(A) A general description of the reason for the request for external review, 

including information sufficient to identify the claim (including the date or dates of service, the health care 

provider, the claim amount (if applicable), the diagnosis code and its corresponding meaning, the treatment 

code and its corresponding meaning, and the reason for the previous denial); 

 

(B) The date the IRO received the assignment to conduct the external review 

and the date of the IRO decision; 
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(C) References to the evidence or documentation, including the specific 

coverage provisions and evidence-based standards, considered in reaching its decision; 

 

(D) A discussion of the principal reason or reasons for its decision, including 

the rationale for its decision and any evidence-based standards that were relied on in making its decision; 

 

(E) A statement that the determination is binding except to the extent that other 

remedies may be available under state or federal law to either the Plan or to the Claimant; 

 

(F) A statement that judicial review may be available to the Claimant; and 

 

(G) Current contact information, including phone number, for any applicable 

office of health insurance consumer assistance or ombudsman established under the Affordable Care Act. 

 

(viii) The IRO must maintain records of all claims and notices associated with the 

external review process for six years following the date of its final decision.  An IRO must make such 

records available for examination by the Claimant, Plan, or a state or federal oversight agency upon request, 

except where such disclosure would violate state or federal privacy laws. 

 

(e) Effect of External Review Decision.  An external review decision is binding on the Plan, 

as well as the Claimant, except to the extent other remedies are available under state or federal law, and 

except that the requirement that the decision be binding does not preclude the Plan from making payment 

on the claim or otherwise providing benefits at any time.  Upon receiving a notice of a final external review 

decision reversing an internal adverse determination, the Plan will provide any benefits (including by 

making payment on the claim) pursuant to the final external review decision without delay, regardless of 

whether the Plan intends to seek judicial review of the external review decision and unless or until there is 

a judicial decision otherwise. 

 

Expedited External Review 

 

(a) Availability of Expedited External Review.  A Claimant may make a request for an 

expedited external review with the Plan at the time the Claimant receives an adverse determination that 

otherwise qualifies for external review (as described above) and that is: 

 

(i) An adverse determination that involves a medical condition of the Claimant for 

which the time frame for completing an expedited internal appeal under the Plan’s normal procedures for 

urgent care claims would seriously jeopardize the life or health of the Claimant or would jeopardize the 

Claimant’s ability to regain maximum function and the Claimant has filed a request for an expedited internal 

appeal; or 

 

(ii) A final adverse determination, if the Claimant has a medical condition where the 

timeframe for completing a standard external review would seriously jeopardize the life or health of the 

Claimant or would jeopardize the Claimant’s ability to regain maximum function, or if the final internal 

Adverse determination concerns an admission, availability of care, continued stay, or health care item or 

service for which the Claimant received emergency services, but has not been discharged from a facility. 

 

(b) Procedures for Expedited External Review. 

 

(i) In General.  The normal procedures for external review (as described above) apply 

to expedited external review except as otherwise provided in this section. 
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(ii) Preliminary Review.  Immediately upon receipt of a request for expedited external 

review, the Plan must determine whether the request is eligible for standard external review.  The Plan will 

immediately send the Claimant a notice of its eligibility determination that meets the preliminary review 

notice requirements described above. 

 

(iii) Referral to IRO.  Upon a determination that a request is eligible for external review, 

the Plan will assign an IRO.  The Plan will provide or transmit all necessary documents and information 

considered in making the adverse determination that is being reviewed to the IRO electronically or by 

telephone or facsimile or any other available expeditious method. 

 

(iv) Notice of Final External Review Decision.  The Plan’s contract with the IRO will 

require the IRO to provide review as expeditiously as the Claimant’s medical condition or circumstances 

require, but no later than 72 hours after the IRO receives the request for expedited external review.  If the 

notice is not in writing, within 48 hours after the date of providing that notice, the IRO will be required to 

provide written confirmation of the decision to the Claimant and the Plan. 

 

Statute of Limitations for Plan Claims 

 

Please note that no legal action related to the Plan may be commenced or maintained more 

than 12 months after the final review/appeal decision by the Plan Administrator (or claims 

administrator, as applicable)  has been rendered (or deemed rendered).  You cannot bring any legal 

action unless you have exhausted the Plan’s claim and appeal rights. Any action arising out of or in 

connection with the Plan may only be brought or filed in a United States District Court. 

 

This means you must file an initial claim and then seek a timely appeal of any denial before bringing 

suit.  This relates to claims for benefits, eligibility and to any other issue, matter or dispute.  Failure to 

follow the Plan’s administrative claims and appeals procedures in a timely manner will cause you to lose 

your right to sue regarding an adverse benefit determination.  This means that any claim, action or suit filed 

in court or in another tribunal will generally be dismissed.
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MISCELLANEOUS PLAN PROVISIONS 

 

Termination or Amendment of Plan 

 

The Plan Sponsor expects to maintain the Plan indefinitely as a program of employee benefits.  

However, the Plan Sponsor has the right, in its sole discretion, to terminate or amend any provision of the 

Plan at any time.  Therefore, no Plan participant or beneficiary has a right to the continued enjoyment of 

any particular benefit under the Plan after a Plan termination or amendment affecting those benefits. 

 

If the Plan or a benefit program is terminated, coverage upon termination, including any applicable 

claims run-out period, will be governed by the terms of each benefit program, as described in the Benefits 

Booklets, and the rights of participants will be limited to claims incurred before the Plan’s termination.  In 

connection with the termination, the Plan Administrator may establish a deadline by which all claims must 

be submitted for consideration.  Benefits will be paid only for covered claims incurred prior to the 

termination date and submitted in accordance with the rules established by the Plan Administrator.  Nothing 

in this document, the Benefits Booklets, or the Plan document shall be construed to provide vested, non-

forfeitable, non-terminable, or non-changeable benefits or rights thereto. 

 

No Assignment 

 

No participant or beneficiary may transfer, assign or pledge any Plan benefits.  Notwithstanding 

any provision of any Benefits Booklet or other document describing the benefits offered under the Plan, no 

benefit under the Plan will be subject in any manner to anticipation, alienation, sale, transfer, assignment, 

pledge, encumbrance or charge, and any attempt to do so shall be void.  Also, no benefit under the Plan will 

in any manner be liable for or subject to the debts, contracts, liabilities, engagements or torts of any person.  

The Plan Administrator (or its delegate) may, in its discretion, elect to make a direct payment to a provider 

of services for which benefits are available under a component benefit program, and such direct payment 

to the provider by the Plan shall not be considered an assignment or alienation under the Plan or any 

component benefit program, and neither the direction by a Plan participant, or any eligible or covered 

dependent to make such payment nor the payment itself shall be construed as an assignment of benefits or 

as a recognition by the Plan Administrator of the validity of any attempted alienation or assignment of 

benefits under the Plan nor will any such payment confer on the payee any rights besides the right to receive 

the payment in the amount of that specific payment. 

 

The Plan will honor any Qualified Medical Child Support Order (QMCSO) that provides for Plan 

coverage for an Alternate Recipient, in the manner described in ERISA §609(a) and in the Plan’s QMCSO 

Procedures. You can obtain a copy of these procedures, without charge, from the Plan Administrator. 

 

Non-Assignment of Benefits 

 

Except as may be required pursuant to a “Qualified Medical Child Support Order” that provides 

for Plan coverage for an alternate recipient, no participant or beneficiary may transfer, assign or pledge any 

Plan benefits. 

 

Coordination of Benefits 

 

The coordination of benefits provisions described in the Benefits Booklets delivered to you with 

this Summary, as interpreted by the Plan Administrator (or insurer, if applicable) in its discretion, control 

all coordination of benefits situations involving the Plan and other payers. 
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Subrogation/Right of Reimbursement 

 

As a condition to receiving medical, dental, vision, disability or any other benefits under the Plan, 

all covered persons, including all covered dependents, agree to transfer to the Plan their rights to make a 

claim, sue and recover damages when the injury or illness giving rise to the benefits occurs through the act 

or omission of another person.  Alternatively, if a Participant or Dependent receives any full or partial 

recovery, by way of judgment, settlement or otherwise, from or on behalf of another person, organization, 

business entity, insurer or other third party, the covered person agrees to reimburse the Plan, in first priority, 

for any medical, disability or any other benefits paid by it (i.e., the Plan shall be first reimbursed fully, to 

the extent of any and all benefits paid by it, from any monies received, with the balance, if any, retained by 

the covered person).  The obligation to reimburse the Plan, in full, in first priority, exists regardless of 

whether the judgment or settlement, etc. specifically designates the recovery, or a portion thereof, as 

including medical, disability or other expenses.  Also, the obligation to reimburse the Plan, in full, in first 

priority, exists regardless of whether the judgment, settlement or other recovery, together with all other 

previous or anticipated recoveries, fully compensates the covered person for any damages the covered 

person may have experienced.  This provision is effective regardless of whether an agreement to this effect 

is actually signed.  The Plan’s rights of full recovery, either by way of subrogation or right of 

reimbursement, may be from funds the covered person receives or is entitled to receive from the third party, 

any liability or other insurance covering the third party, the covered person’s own uninsured motorist 

insurance or underinsured motorist insurance, any medical, disability or other benefit payments, no-fault or 

school insurance coverage, or other amounts which are paid or payable to or on behalf of the covered 

person.  The Plan may enforce its reimbursement or subrogation rights by requiring the Participant or 

Dependent to assert a claim to any of the foregoing coverage to which he or she may be entitled, and the 

Plan has the right to bring any legal action or proceeding to enforce its rights.  The Plan will not pay attorney 

fees or costs associated with the covered person’s claim without prior express written authorization by the 

Plan.  The Plan will not be subject to the “make whole” doctrine, the “common-fund” doctrine or other 

similar common-law subrogation rules or legal theories. 

 

 The Plan’s right to receive any payment, reimbursement or recovery discussed herein (1) 

supersedes and has priority over a Participant’s or Dependent’s right to receive any payment, 

reimbursement or recovery and (2) supersedes any applicable state laws that otherwise may directly or 

indirectly conflict with the provisions of this Section.  The amount of any recovery from a third party shall 

be applied first to reimburse the Plan for (i) any Plan benefits previously paid to or on behalf of the 

Participant or Dependent, and (ii) any legal or collection expenses the Plan incurs in enforcing the Plan’s 

right of reimbursement.   

 

 Solely for purposes of this Section, the term “Participant” means “Participant” and also includes 

the legal representative, estate and heirs of the Participant; the term “Dependent” means eligible dependent 

and any other person that the Participant has enrolled for Plan coverage and the legal representatives, estates 

and heirs of the foregoing; and the term “third party proceeds” means a dollar amount paid or owed by or 

on behalf of a third party (whether by settlement, judgment, compromise, insurance or otherwise). 

 

Also, each Participant and Dependent, as a condition for and consequence of receiving medical, 

disability or any other benefits under the Plan with respect to any amount that is subject to this subrogation 

provision, agrees as follows: 

 

(1) The Participant and Dependent will promptly inform the Plan of any settlement agreement 

and to provide reasonable advance notice of any plans for the disbursement of any settlement funds to the 

Participant or Dependent (or to any other person on behalf of the covered person); 

 

(2) The Participant and Dependent will hold any settlement funds received with respect to a 
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claim that is subject to the Plan’s subrogation rights in trust for the benefit of the Plan until all obligations 

to the Plan under this subrogation provision are satisfied (or to disburse such funds to the Plan to satisfy 

any obligations to the Plan under this provision); 

 

(3) The Participant and Dependent will maintain and treat any settlement funds received by or 

on their behalf, as Plan assets, to the full extent of any benefits paid by the Plan with the Participant or other 

covered person being a trustee of Plan assets with respect to such amounts until the covered person’s 

obligations under this provision are satisfied; and 

 

(4) The Participant and Dependent agree that the Plan has an equitable lien on any settlement 

funds payable to or on behalf of the Participant to the full extent of any benefits paid by the Plan amounts 

until the covered person’s obligations under this provision are satisfied in full. 

 

 (5) Third party proceeds which are held directly or indirectly by a Participant or Dependent 

are intangible assets of the Plan, subject to the protections of ERISA, and thus under ERISA are held by 

the Participant or Dependent in a constructive trust for the benefit of the Plan.  Accordingly, any Participant 

or Dependent who directly or indirectly holds or exercises any control over third party proceeds is an ERISA 

fiduciary with respect to such proceeds and must hold such proceeds for the exclusive benefit of the Plan 

in accordance with the requirements of ERISA.  For the avoidance of doubt, a legal representative is an 

ERISA fiduciary solely with respect to his or her direct or indirect control of third party proceeds and not 

with respect to his or her legal representation of the Participant or Dependent. 

 

(6) Participants and Dependents must cooperate with the Plan and its agents, and must sign 

and deliver such documents that are relevant to the protection of the Plan’s right of reimbursement, 

including an individual reimbursement agreement.  Participants and Dependents must also provide any 

relevant information, and take such actions to assist the Plan in making a full recovery of the reasonable 

value of the Plan benefits provided.  Participants and Dependents must not take any action that prejudices 

the Plan’s right of reimbursement.   

 

Insurance Contracts 

 

The Employer may contract with one or more insurance companies for insured benefits to be 

provided under the Plan. The Employer has the right to replace any such insurance companies from time to 

time for any reason.  Any dividends, retroactive rate adjustments or other refunds of any type that may 

become payable under any insurance contract used to provide benefits are the property of the Employer, 

except to the extent, if any, that the Plan Administrator determines that a portion of the amount payable is 

required to be treated as an asset of the Plan.  Any portion of such a payment that is required under 

applicable law to be treated as a Plan asset may be used to provide or pay for benefits for eligible employees 

or to pay reasonable Plan expenses or may be used or paid in any other manner that is consistent with 

applicable law regarding the use of Plan assets. 

 

Health Information Privacy 

 

For purposes of the health benefits offered under the Plan, the Plan uses and discloses health 

information about you and any covered dependents only as needed to administer the Plan.  To protect the 

privacy of health information, access to your health information is limited to such purposes.  The health 

plan options offered under the Plan will comply with the applicable health information privacy requirements 

of federal Regulations issued by the Department of Health and Human Services.  The Plan’s privacy policies 

are described in more detail in the Plan’s Notice of Health Information Privacy Practices or Privacy Notice.  

If you are an employee and you are covered under any of the Plan’s health benefit options, you should have 

received a copy of the Plan’s Privacy Notice with this Summary (if you did not previously receive one).  In 
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addition, a copy of the Plan’s current Privacy Notice is always available upon request.  Please contact the 

Plan Administrator at the address indicated later in this Summary if you would like to request a copy of the 

Notice or if you have questions about the Plan’s privacy policies.  For any insured health coverage, the 

insurance issuer is responsible for providing its own Privacy Notice, so you should contact the insurer if 

you need a copy of the insurer’s Privacy Notice. 

 

Medical Benefits Following Childbirth 

 

The Plan and any health insurance company insuring health benefits under the Plan, generally may 

not, under federal law, restrict benefits for any hospital length of stay in connection with childbirth for the 

mother or newborn child to less than 48 hours following vaginal delivery, or less than 96 hours following 

a cesarean section.  However, federal law generally does not prohibit the mother’s or newborn’s attending 

provider, after consulting with the mother, from discharging the mother and/or her newborn earlier than 48 

hours or 96 hours, as applicable.  In any case, the Plan and any health insurance company may not, under 

federal law require that a provider obtain authorization from the Plan or health insurance company, if any, 

for prescribing a length of stay not in excess of 48 hours or 96 hours, as applicable. 

 

Compliance with the Affordable Care Act  

 

It is the Plan Sponsor’s policy and intent to comply with all applicable provisions of the Affordable 

Care Act and its related regulations and other governmental guidance.  The Plan Sponsor will investigate 

fully any complaint that an Employer or the Plan has not complied with such laws and regulations and will 

take steps to remedy any violations should they occur.  If you believe that your Employer or the Plan has 

violated a provision of the Affordable Care Act, you are encouraged to share your complaint with the Plan 

Administrator by contacting 1-615-344-9551.  Please provide as much information as you can regarding 

your complaint to help the Plan Administrator with its investigation.  Your Employer will not retaliate or 

otherwise discriminate against you if you assert a complaint or take any other action which is protected 

under the Affordable Care Act.   

 

Your Rights Under ERISA 

 

As a participant in the Plan, you are entitled to the following rights and protections under the 

Employee Retirement Income Security Act of 1974 (ERISA): 

 

 Receive Information About Your Plan and Benefits 

 

● You can examine, free of charge, at the Plan Administrator’s office and at other locations, all of 

the Plan documents, including insurance contracts, if any, collective bargaining agreements and 

copies of all documents filed by the Plan (such as detailed annual reports) with the U.S. Department 

of Labor and available at the Public Disclosure Room of the Employee Benefits Security 

Administration. 

 

● You can obtain copies of all Plan documents governing the operation of the Plan, including 

insurance contracts and copies of the latest annual report (Form 5500 Series) and updated summary 

plan description, by writing to the Plan Administrator.  You may have to pay a reasonable charge 

to cover the cost of photocopying. 

 

● In some cases, the law may require the Plan Administrator to provide you with a summary of the 

Plan’s annual financial report. 

 

 Prudent Actions by Plan Fiduciaries 



Miscellaneous Plan Provisions 

 

53 
SGR/22054032.1 

 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 

responsible for the operation of the Plan.  These people are called fiduciaries and have a duty to act 

prudently and in the interest of you and other Plan participants and beneficiaries. 

 

No one, including the Employer or any other person, may fire you or otherwise discriminate against 

you in any way to prevent you from obtaining a benefit under the Plan or exercising your rights under 

ERISA.   

 

Enforce Your Rights 

 

As described above, if your claim for a Plan benefit is denied or ignored, in whole or in part, you 

must receive a written explanation of the reason for the denial, and you have the right to obtain copies of 

documents relating to the decision, without charge and have the Plan review and reconsider your claim, all 

within certain time schedules. 

 

Under ERISA, there are steps you can take to enforce the preceding rights.  For instance, if you 

make a written request for materials from the Plan and do not receive them within 30 days, you may file 

suit in federal court.  In such a case, the court may require the Plan Administrator to provide the materials 

and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of 

reasons beyond the control of the Plan Administrator.  If you have a claim for benefits which is denied after 

review and reconsideration by the Plan or is ignored, in whole or in part, you may file suit in a federal court.  

However, in no event will you be allowed to file suit in federal court until you have exhausted the 

administrative remedies available under the Plan, including following the appropriate claims procedure as 

described above.  In addition, if you disagree with the Plan’s decision or lack thereof considering the 

qualified status of a medical child support order, you may file suit in federal court. 

 

If it should happen that Plan fiduciaries misuse Plan funds, if any, 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. 

 

Please note that no legal action related to the Plan may be commenced or maintained more than 12 

months after the final review/appeal decision by the Plan Administrator (or claims administrator, as 

applicable) has been rendered (or deemed rendered).   

 

 Continue Group Health Plan Coverage 

 

You may have the right to continued health coverage for yourself, 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.  You should review this Summary Plan Description and the documents governing 

the Plan for the rules governing your COBRA continuation coverage. 

 

 Assistance with Your Questions 

 

If you have any questions about the Plan, you should contact the Plan Administrator.  If you have 

any questions about this statement or your rights under ERISA, 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 
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certain publications about your rights and responsibilities under ERISA by calling the publications hotline 

of the Employee Benefits Security Administration. 

 

Nondiscrimination and Accessibility Notice  

 

The Plan Sponsor complies with applicable federal civil rights laws and does not discriminate on 

the basis of race, color, national origin, age, disability, or sex in its provision and administration of its 

employee health benefit programs (“Health Benefit Programs”).  The Health Benefit Programs do not 

exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 

 
  The Plan Sponsor provides free aids and services to people with disabilities to communicate 

effectively with the Plan Sponsor about the Health Benefit Programs, such as qualified sign language 

interpreters and written information in other formats (large print, audio, accessible electronic formats, other 

formats).  The Plan Sponsor also provides free language services to people whose primary language is not 

English, such as qualified interpreters and information written in other languages.  If you need these services 

with respect to your benefits under the Plan, call 1-828-213-1111. 

 

If you believe that the Health Benefit Programs have failed to provide these services or 

discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file 

a grievance with the Equity Coordinator at diversity.corp@hcahealthcare.com or 

ADA.Program@HCAHealthcare.com.  If you need help filing a grievance, the Equity Coordinator is 

available to help you.  

 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 

Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

 
U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20201  

1-800-368-1019, 800-537-7697 (TDD) 

 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

 
ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.  Si 

necesite de estos servicios, contacte su Coordinador de Equidad o envie un correo electronico para 

diversity.corp@HCAhealthcare.com o ADA.Program@HCAHealthcare.com. 

 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。如果您需要這些服務，請聯絡您所

在設施的權益協調員，或者發送電郵至 diversity.corp@HCAhealthcare.com 或 

ADA.Program@HCAHealthcare.com. 

 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Nếu bạn cần các 

dịch vụ này, liên lạc với Điều Phối Viên Công Bằng của cơ sở mình hoặc gửi email đến 

diversity.corp@HCAhealthcare.com hoặc ADA.Program@HCAHealthcare.com. 

 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 이러한 서비스가 필요하신 경우, 해당 

시설의 형평성(Equity) 코디네이터에게 연락하시거나 diversity.corp@HCAhealthcare.com 또는 

ADA.Program@HCAHealthcare.com 으로 이메일을 보내주시기 바랍니다. 

mailto:diversity.corp@hcahealthcare.com
mailto:ADA.Program@HCAHealthcare.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
mailto:diversity.corp@HCAhealthcare.com
mailto:ADA.Program@HCAHealthcare.com
mailto:diversity.corp@HCAhealthcare.com
mailto:ADA.Program@HCAHealthcare.com
mailto:diversity.corp@HCAhealthcare.com
mailto:ADA.Program@HCAHealthcare.com
mailto:diversity.corp@HCAhealthcare.com
mailto:ADA.Program@HCAHealthcare.com
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ATTENTION: Si vous parlez francais, des services d’aide linguistique vous sont proposes gratuitement. Si 

vous avez besoin de ces services, contactez le coordonnateur de l’equite de votre etablissement ou envoyez 

un courriel a diversity.corp@HCAHealthcare.com ou a ADA.Program@HCAHealthcare.com. 

 

ى هذه  حاجة إل نت ب ك. إذا ك صرف حت ت ية ت ة مجان غوي ساعدة ل ك خدمات م لدي ية ، ف عرب تحدث ال نت ت به: إذا ك ت ان

خدمات ، ف ا إلاترسنيبا إلىال  س  diversity.corp@HCAhealthcare.com اتص  بينسر الب ا الخا  بك  س  كب  بريدب

ADA.Program@HCAHealthcare.com. 

 

XIM: Yog tias koj hais tau lus Asmeskas, koj muaj cov kev pabcuam dawb lus pab dawb thaum koj muab 

pov tseg. Yog tias koj xav tau cov kev pabcuam no, tiv tauj koj Tus Neeg Saib Kev Nyuaj Siab lossis xa 

email tuaj rau diversity.corp@HCAhealthcare.com lossis ADA.Program@HCAHealthcare.com. 

 

Внимание! Если вы говорите на русском языке, вы можете воспользоваться бесплатными услугами 

переводчика. Для этого обратитесь к координатору Equity в вашем учреждении или отправьте 

сообщение по электронной почте на diversity.corp@HCAhealthcare.com или 

ADA.Program@HCAHealthcare.com. 

 

PAUNAWA: Kung nagsasalita ka ng Tagalog, may libreng mga serbisyo na tulong sa wika na magagamit 

mo. Kung kailangan mo ang mga serbisyong ito, kontakin ang Equity Coordinator ng pasilidad at 

magpadala ng email sa diversity.corp@HCAhealthcare.com o ADA.Program@HCAHealthcare.com. 

 

સાવચેતી: જો તમે અરબેિક િોલો છો, તો તમારી પાસ ેતમારી ભાષામાાં મફત ભાષા સહાય સેવાઓ છે. જો તમન ે

આ સેવાઓની જરૂર હોય, તો તમારા ઇબિટી કોઓબડિનેટરનો સાંપકિ  કરો અથવા 

diversity.orp@HCAhealthcare.com અથવા ADA.Program@HCAHealthcare.com પર ઇમેઇલ મોકલો. 

 

បបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបប

បបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបប 

បបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបបប

បបបបបបបបបបបបបបបបបបបបបបបបបបបបបបប diversity.corp@HCAhealthcare.com ឬ  

ADA.Program@HCAHealthcare.com ។  

 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur 

Verfugung. Kontakt diversity.corp@HCAhealthcare.com oder ADA.Program@HCAHealthcare.com. 

 

सावधानी: यदि आप अरबी बोलते हंै, तो आपके पास अपने निपटारे में मुफ्त भाषा सहायता सेवाएं हंै। यदि आपको 

इन सेवाओं की आवश्यकता है, तो अपने इक्विटी समन्वयक से संपर्क करे ंया diversity@HCAhealthcare.com 

या ADA.Program@HCAHealthcare.com पर एक ईमेल भेजंे। 

 

ຂໍ້ຄວນລະວັງ: ຖ້າທ່ານເວົ້າພາສາອາຣັບ, 

ທ່ານມີບໍລິການຊ່ວຍເຫຼືອໃນພາສາຟຣີໃນການກໍາຈັດຂອງທ່ານ. 

ຖ້າທ່ານຕ້ອງການບໍລິການເຫຼົ່ານີ້, 

ຕິດຕໍ່ຜູ້ປະສານງານດ້ານຄວາມສະເຫມີພາບຂອງທ່ານຫຼືສົ່ງອີເມວໄປທີ່ 

diversity.corp@HCAhealthcare.com ຫຼື ADA.Program@HCAHealthcare.com. 

 

 注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。このサービスをご
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mailto:ADA.Program@HCAHealthcare.com
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利用になりたい方は、ご自分の施設のエ クイティコーディネーター、または次のアドレスにお

問い合わせください。 diversity.corp@HCAhealthcare.com または 

ADA.Program@HCAHealthcare.com 

 

Further Information 

 

If you have further questions regarding the Plan or this Summary Plan Description, please contact 

the Plan Administrator at 1-615-344-9551.

mailto:diversity.corp@HCAhealthcare.com
mailto:ADA.Program@HCAHealthcare.com
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APPENDIX A 
 

Contact Information for Insurers and Claims Administrators  

Effective 2/1/19 
 

Medical and Flexible Spending Accounts: 

 

MedCost Benefit Services  

165 Kimel Park Drive 

Winston-Salem, NC  27103 

1.877.275.2718 

Email:  missionhealthplan@medcost.com 

www.medcost.com 

 

Prescription Drug: 

OptumRx 

P.O. Box 5206 

Lisle, IL 60532  

1.800.880.1188 

www.optumrx.com 

 

Dental:  

HealthSCOPE Benefits  

27 Corporate Hill Dr. 

Little Rock, AR  72205 

1.877.226.2058 

www.healthscopebenefits.com 

 

Vision: 

Community Eye Care 

359 Perimeter Pointe Parkway, Suite 150 

Charlotte, NC 28208 

1.888.254.4290 

Email:  info@cecvision.com 

www.cecvision.com 

 

Disability (Short-Term and Long-Term):  

Aflac  

1932 Wynnton Road 

Columbus, GA 31999  

1.888.862.5732, Option 2 

E-mail:  Aflaccustomersvc@disabilityrms.com 
www.Aflacgroupinsurance.com 

 

http://www.medcost.com/
http://www.optumrx.com/
http://www.healthscopebenefits.com/
http://www.cecvision.com/
http://www.aflacgroupinsurance.com/
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Life and Accidental Death & Dismemberment (ADD): 
Prudential 

2 Ravinia Drive 

Suite 1650 

Atlanta, GA 30346 

Customer Service:  1.800.524.0542 

 

Voluntary Coverages (Accident, Critical Illness and Hospital Indemnity Insurance): 

Aflac 

400 Laurel St. 

Columbia, SC 29201 

1.800.433.3036 

www.Aflacgroupinsurance.com 

 

Employee Assistance Program (EAP): 

Employee Assistance Network, Inc. (EAN) 

417 Biltmore Ave. Doctor’s Park 3C 

Asheville, NC  28801 

1.828.252.5725 

1.800.454.1477 

www.eannc.com 

 

Wellness Program: 

Plan Administration Committee of HCA Inc. 

c/o HCA Inc. 

One Park Plaza, 1-2W 

Nashville, TN 37203 

1-615-344-9551 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.aflacgroupinsurance.com/
http://www.eannc.com/

