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Section 1.   Introduction

Cumberland Heights Foundation, Inc. (“Cumberland Heights”) maintains the Cumberland Heights Health and Welfare Benefit Plan (the “Plan”) for the benefit of eligible employees and their eligible family members.  The Plan provides welfare benefits through the benefit programs listed in the Benefit Programs and Providers section of this SPD.  That section also includes a listing of the insurance companies and any third party administrators (collectively referred to throughout this document as “providers”) insuring and/or administering the benefit programs under the Plan.

You may not be eligible to choose from all of the benefit programs in the Plan.  Eligibility to participate in a particular benefit program may depend on certain things, such as the number of hours you are scheduled to work, where you live, etc.  You will be provided with information about which benefit programs you may be eligible to participate in when you first become eligible and during the annual open enrollment period.  You may also contact the Plan Administrator, whose contact information appears in Important Information About the Plan below.

The benefit programs are summarized in certificate of insurance or evidence of coverage booklets issued by insurance companies, or other documents prepared by providers or Cumberland Heights.  These are collectively referred to throughout this document as “benefit program booklets.”  A copy of each such benefit program booklet is currently available on the Cumberland Heights intranet under the Human Resources tab.  A paper copy is also available at no charge upon request from the Plan Administrator.

The benefit program booklets contain important information about the benefit programs.  However, they do not contain all of the information required by a federal law called the Employee Retirement Income Security Act of 1974 (“ERISA”) to appear in a summary plan description.  Therefore, this document together with the benefit program booklets for the welfare benefits in which you are enrolled, as well as any summaries of material modifications (SMMs) to these documents, constitute your Summary Plan Description (or “SPD”) for the Plan, as required by ERISA.  These documents should be read together and kept together, and shared with your covered family members.

Many of the capitalized terms appearing in this SPD have special meaning and are defined in the Definitions section later in this SPD.

Section 2.   Important Information About the Plan

Plan Name

This plan is named the Cumberland Heights Health and Welfare Benefit Plan.

Type of Plan

The Plan is a welfare plan providing the benefit programs listed in the section of this SPD entitled Benefit Programs and Providers. 

Plan Year

The Plan’s records are kept on a calendar year (January 1 to December 31) basis (note, however, that a benefit program may be administered on a different policy or benefit year).

Plan Number

The ERISA plan number assigned to this Plan is 501.

Effective Date

The effective date of this Summary Plan Description is January 1, 2012.  The Plan was most recently amended and restated as of January 1, 2012.

Plan Sponsor

The name and address of the sponsor of the Plan are:

Cumberland Heights Foundation, Inc.
8283 River Road Pike
Nashville, TN  37209-6018

Plan Sponsor’s Employer Identification Number (EIN)

The employer identification number assigned by the Internal Revenue Service to the Plan Sponsor is 62‑6050684.

Insurance Companies and Other Providers

The names and addresses of the insurance companies and other providers are listed in the Benefit Programs and Providers section of this SPD.

Plan Administrator

The name, business address, and business telephone number of the Plan Administrator are:

Cumberland Heights Foundation, Inc.
8283 River Road Pike
Nashville, TN  37209-6018

Telephone:  (615) 352-1757

If you have any general questions about your coverage under the Plan, you may contact the benefits administrator, The Crichton Group, at the following (“Benefits Administrator”):

The Crichton Group
Attn: Susan Newkirk
3011 Armory Drive, Suite 250
Nashville, TN  37204

Telephone:  (615) 687-2840 (direct)
Fax:  (615) 687-2841
Email: snewkirk@cbjw.net 

If you have any questions about the Plan, you may also contact the Cumberland Heights Human Resources Department:

Cumberland Heights Foundation, Inc.

Attn:  Human Resources Department
8283 River Road Pike
Nashville, TN  37209-6018

Mailing address:
Cumberland Heights Foundation, Inc.

Attn:  Human Resources Department
PO Box 90727
Nashville, TN  37209-0727

Telephone:  (615) 352-1757

Funding Medium and Type of Plan Administration

The fully insured benefit programs are insured under group contracts or policies entered into between Cumberland Heights and insurance companies.  The insurance companies, not Cumberland Heights, are responsible for paying claims under these benefit programs.  Insurance premiums for the fully insured benefit programs are paid in part by Eligible Employees’ payroll deductions and in part by the Employer out of its general assets.  Benefits under any self-insured benefit program are paid by the Employer out of its general assets.

The Plan Administrator provides a schedule of the applicable premiums contributions during the initial enrollment and subsequent annual open enrollment periods, and at any time on request, for each of the benefit programs, as applicable.  Cumberland Heights provides Eligible Employees the opportunity to pay for certain benefit programs on a pre-tax basis through the Cumberland Heights Foundation Cafeteria Plan (the “Cafeteria Plan”).  The benefit programs currently available for pre-tax premium payment under the Cafeteria Plan are listed in the Benefit Programs and Providers section of this SPD.

Cumberland Heights shares responsibility with the providers for administering these benefit programs, as described under How the Plan is Administered below.  More information is also available in the benefit program booklets.

Agent for Service of Legal Process

The name and address of the Plan’s agent for service of legal process are:

Cumberland Heights Foundation, Inc.

Attn:  Associate Executive Director
8283 River Road Pike
Nashville, TN  37209‑6018

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

Conflicting Provisions

If the terms of this Summary Plan Description conflict with the terms of the Plan Document (including any insurance policies), then the terms of the Plan Document, rather than this Summary Plan Description, will control.

Any statement or representation, whether oral, written, electronic, or otherwise, made by the Plan Administrator, a provider (insurance company or third party administrator), or any other individual or entity that alters, modifies, amends, or is inconsistent with the written terms of the official plan documents of the Plan shall be invalid and unenforceable and may not be relied upon by any employee, participant, beneficiary, provider, or other individual or entity.

Amendment and Termination

The Plan may be amended or terminated at any time, in the sole and unlimited discretion of Cumberland Heights as sponsor of the Plan, without advance notice to any person (except as required by law).  The policies and contracts may also be amended or terminated at any time in accordance with their terms.  No participant or beneficiary shall have a right to continuing benefits except to the extent required by law.

No Contract of Employment

The Plan is not intended to be, and may not be construed as constituting, a contract or other arrangement for employment between you and any Employer.

Participating Employers

The following Employers currently participate in the Plan: 

· Cumberland Heights Professional Associates, Inc.

Section 3.   Eligibility and Participation

Eligibility

An Eligible Employee under the Plan is an Employee who meets the general eligibility requirements of the Plan, described below and who also meets the eligibility requirements described in the benefit program booklet for the particular benefit(s).

· Eligible Employee – to be eligible under the Plan, you must be a regular part-time (30 to 39 hours) or regular full-time Employee.

An eligible dependent under the Plan is one who meets the general eligibility requirements of the Plan, described below, and who also meets the eligibility requirements described in the benefit program booklet for the particular benefit(s) (for example, life insurance for dependent children may only be available to age 19 or 24 for full-time students).

· Eligible dependent child* – to be eligible under the Plan, the child must be your child who has not yet attained age 26. (Coverage may also be available under certain benefit programs beyond this maximum age for a disabled unmarried dependent child.)  Refer to the benefit program booklet(s) for information.

· Eligible spouse* – to be eligible under the Plan, the spouse must be a person of the opposite sex who is legally married to you.

· Eligible domestic partner* – currently, medical coverage is available for a domestic partner of the same or opposite sex whose relationship with the Employee meets the requirements of a “Domestic Partnership” as described in the medical program booklet.  Registration with the Plan is required (contact Human Resources for the applicable forms and additional information).

Upon initial enrollment and at any time thereafter, Cumberland Heights and the Plan Administrator (and its delegate), reserve the right to request and require proof of dependent status.

*IMPORTANT NOTE: If both you and your spouse are Eligible Employees under the Plan, only one employee may cover the child(ren); and if both you and your domestic partner are Eligible Employees, your spouse or domestic partner may be covered either as an Employee or as your dependent, but not both.

Participation

Certain benefit programs require that you make a timely election to enroll for coverage.  Information about enrollment procedures is provided by Cumberland Heights when you first become eligible and during the annual open enrollment period.  Information about when various benefit programs’ coverage begins is described in the applicable benefit program booklets and is summarized in the enrollment materials.  Information about when various benefit programs end is also found in the applicable benefit program booklets, and below, under Termination of Participation.

You must generally enroll for coverage under the benefit programs by the date described in the enrollment materials.  If you fail to timely enroll, you may have to wait until the next annual open enrollment period (or later, in the case of some benefit programs) to enroll.  Under certain circumstances, however, you and your dependents may be able to enroll in certain benefit programs without waiting for the next annual open enrollment period. For example:

HIPAA Special Enrollment Rights—Loss of Other Group Health Plan Coverage or Acquisition of a New Dependent

Under HIPAA, a special enrollment period for group health plan coverage may be available if you lose coverage under certain conditions or when you acquire a new dependent by marriage, birth, adoption, or placement for adoption.

If you decline enrollment for yourself or your dependent child(ren) and/or your spouse because of other health insurance coverage or group health plan coverage, you may be able to enroll yourself and your dependents in this Plan if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or your other dependents’ other coverage).  However, you must request enrollment within 30 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.  However, you must request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.

To request HIPAA special enrollment or obtain more information, contact the Plan Administrator, whose contact information appears under Important Information About the Plan above.  You may be required to provide supporting documentation when requesting HIPAA special enrollment.

CHIPRA Special Enrollment Rights—Medicaid- or CHIP-Related Events

Under CHIPRA, a special enrollment period for group health plan coverage may be available if you or your dependent child(ren) lose(s) coverage under a Medicaid plan or under a state child health plan under a Children’s Health Insurance Program (“CHIP”), if that coverage is terminated due to loss of eligibility; or you or your dependent child(ren) become eligible for financial assistance under Medicaid or CHIP with respect to coverage under this Plan.  However, you must request enrollment within 60 days of the occurrence of one of these events.

To request CHIPRA special enrollment or obtain more information, contact the Plan Administrator, whose contact information appears under Important Information About the Plan above.  You may be required to provide supporting documentation when requesting CHIPRA special enrollment.

Qualified Medical Child Support Orders

With respect to benefit programs that are group health plans, the Plan will also provide benefits as required by any qualified medical child support order (defined in ERISA) or “QMCSO.”  The Plan has in place procedures for determining whether an order (which may be in the form of either a medical child support order or a National Medical Support Notice) qualifies as a QMCSO.  Participants and beneficiaries can obtain a copy of these procedures on request, without charge, from the Human Resources Department.

Other Election Changes During the Year

You may experience certain events during the Plan Year which will allow you to make certain corresponding Plan election changes during the year, provided you timely notify the Plan of the event.  These are discussed in the Cafeteria Plan, enrollment materials, and in the applicable benefit program booklet(s).  Contact the Benefits Administrator (whose contact information appears under Important Information About the Plan above) for information.

Coverage During Certain Leaves of Absence

The Plan will provide benefit continuation rights as required during a period of qualifying leave under the FMLA and USERRA.  Refer to the benefit program booklets and the Employer’s applicable leave of absence policies for more information.

Termination of Participation

Your participation (and the participation of your eligible family members) in the Plan will generally end on the date on which your eligibility or your employment with the Employer ends.  Coverage may also terminate if you fail to pay your share of an applicable premium, if your hours drop below the required hourly threshold for the particular benefit, if you make a false representation or commit fraud with respect to the Plan (discussed immediately below), or for any other reason described in this SPD or the benefit program booklet(s).  Coverage will also end if the Plan is terminated.  You should review the benefit program booklet(s) for other termination events and additional information.

Termination of Coverage for False Representations or Fraud

If any individual makes a false representation to, or commits any fraud under or with respect to, the Plan, the Plan Administrator has the right to permanently terminate coverage for the individual and his or her dependents, to the extent permitted by law.  This may include, for example, submitting falsified claims or covering an individual who is not eligible to participate in the Plan (adding a spouse before the date of marriage or continuing to cover the spouse after a divorce, or adding a child who does not meet the Plan’s definition of an eligible dependent, etc.).  To the extent permitted by law, the Plan Administrator may seek reimbursement for all claims or expenses paid by the Plan as a result of the false representation or fraud, and may reduce future benefits as an offset for amounts that should be reimbursed, or pursue legal action against the individual.

With respect to medical coverage under the Plan, any termination of coverage under this provision will generally be effective on a prospective basis.  However, in the case of fraud or an intentional misrepresentation of material fact, coverage may be terminated retroactively (called a “rescission” of coverage), in which case the affected individual(s) will receive notice and will be provided the opportunity to appeal the rescission, as required by law (refer to Appendix A for information). 

COBRA or Other Continuation Rights

You may be eligible for continuation coverage under COBRA or for conversion policies under state law (if applicable) when your coverage under this Plan terminates.  Information about continuation coverage under COBRA is contained in the section of this SPD entitled COBRA Continuation Coverage.  Important notice requirements you must follow in order to preserve your rights under COBRA are described in that section.  If you have questions about any conversion rights you may have under state law, refer to the applicable benefit program booklet(s) or contact the provider.

Section 4.   Welfare Benefits Under the Plan

The Plan provides you and your eligible family members with a choice among the benefit programs listed in Benefit Programs and Providers section of this SPD.  A description of the benefits provided under each benefit program of the Plan is set forth in each program’s benefit program booklet.  

The benefits under this Plan may be subject to cost-sharing provisions, premiums, deductibles, co-insurance, copayment amounts, annual or lifetime benefit maximums, pre-authorization requirements or utilization review.  There may also be limitations on the selection of primary care or network providers, limits on emergency medical care, or limited coverage for preventive services, new or existing prescription drugs, medical tests, medical devices or medical procedures.  These limitations are set forth and are explained in the particular benefit program booklet(s).  Where a benefit program has a network of providers, a provider list will be furnished.

Special Rights on Childbirth Under the Newborns’ and Mothers’ Health Protection Act of 1996

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a normal vaginal delivery, or less than 96 hours following a cesarean section.  However, federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable).  In any case, plans and issuers may not, under federal law, require that a provider obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours as applicable).  Refer to the benefit program booklet or contact the provider for your particular coverage for specific information.  

The laws of your state related to hospital stays in connection with childbirth may differ from these federal requirements.  For more information, refer to the applicable benefit program booklet.

Mastectomy-Related Benefits Under the Women’s Health and Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights Act of 1998 (“WHCRA”).  For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in consultation with the attending physician and the patient, for: 

(a) All stages of reconstruction of the breast on which the mastectomy was performed; 

(b) Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

(c) Prostheses; and 

(d) Treatment of physical complications of the mastectomy, including lymphedemas.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits provided under the Plan.  Your medical benefit program booklet describes these deductibles and coinsurance.

If you would like more information on WHCRA benefits under a particular medical benefit program, contact the provider or the Plan Administrator.

Section 5.   How the Plan is Administered

Plan Administration

The Plan Administrator is a named fiduciary within the meaning of ERISA and has the sole and unlimited discretionary authority to administer and control the Plan in accordance with its terms, to interpret the Plan, and to determine eligibility for participation and for benefits under the terms of the Plan.

The principal duty of the Plan Administrator is to see that the Plan is carried out in accordance with its terms and for the exclusive benefit of participants and beneficiaries.  The administrative duties of the Plan Administrator include, but are not limited to, interpreting the Plan, prescribing applicable procedures, determining eligibility for and the amount of benefits, and authorizing benefit payments and gathering information necessary for administering the Plan.  The Plan Administrator may delegate any of these administrative duties among one or more persons or entities.

The insurance companies and other providers listed in the Benefit Programs and Providers section of this SPD may be responsible for any or all of the following: (1) determining eligibility for benefits under their respective benefit programs; (2) determining the amount of any benefits payable under their respective benefit programs; and (3) prescribing claims procedures to be followed and the claim forms to be used by participants or beneficiaries under benefit programs they insure and/or administer.  Refer to the applicable benefit program booklet for specific information.

Section 6.   Circumstances Which May Affect Benefits

Denial or Loss of Benefits

Your benefits (and the benefits of your eligible family members) will cease when your participation in the Plan terminates.  See Termination of Participation above.  Your benefits will also cease on termination of the Plan.

Other circumstances can result in disqualification or ineligibility, or the termination, reduction or denial of benefits.  For example, benefits may be denied under the medical or dental benefit programs if you have a preexisting condition and incur costs within the exclusionary period.  You should consult the benefit program booklet(s) for information.

Claims for Benefits

To claim benefits under the Plan, you (or a beneficiary) must use the Plan’s claims procedures, which are generally described in Appendix A to this SPD, and more specifically described in the applicable benefit program booklet(s).  Your claims for benefits will be decided in accordance with reasonable claims procedures, as required by ERISA and the Affordable Care Act (if applicable).

You must fully follow and exhaust the Plan’s claims procedures before you can file a lawsuit in state or federal court.

Section 7.   Tax Considerations Under the Plan

No Guarantee of Tax Consequences

The Employer makes no commitment or guarantee that any amounts paid to or for the benefit of any person under the Plan will be excludable from that person’s gross income for federal, state, and/or local income tax purposes, or that any other tax treatment will apply or be available to that person.

You are responsible for determining whether each payment or benefit under the Plan is excludable from your gross income for federal, state, and/or local income tax purposes, and to notify the Plan Administrator if you have any reason to believe that such payment is not so excludable.

Section 8.   Statement of ERISA Rights

This Statement of ERISA Rights is required by federal law and regulation.

As a participant in the Plan, you are entitled to certain rights and protections under ERISA.  ERISA provides that all participants in the Plan shall be entitled to:

Receive Information About Your Plan and Benefits

(a) Examine, without charge, at the Plan Administrator’s office and at other specified locations such as worksites, all documents governing the Plan, including insurance contracts and a copy of the latest annual report (Form 5500 Series) filed by the Plan (if applicable) with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.

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

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

Continue Group Health Plan Coverage

(d) Continue health care 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 have to pay for such coverage.  Review the COBRA Continuation Coverage section of this SPD and the documents governing the Plan on the rules governing your COBRA continuation coverage rights.

(e) Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the operation of the employee benefit plan. The people who operate your Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants and beneficiaries. No one, including your employer or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 (adjusted for inflation) 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 or ignored, in whole or in part, you may file suit in a state or federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in federal court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are successful the court may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator, whose contact information appears in the section of this SPD entitled Important Information About the Plan.  If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

Section 9.   COBRA Continuation Coverage

It is important that you follow the notification procedures described under Your Notice Obligations below.  Failure to follow these notification procedures will result in the loss of your rights under COBRA.  

This section explains your rights and responsibilities under COBRA. You and your dependents should read this material carefully and keep it with your records.  COBRA is a federal law that requires most group health plans to give participants and their eligible family members the opportunity to continue their health care coverage at their own expense for a period of time when there is a “qualifying event” that results in a loss of coverage under an employer’s plan.  For additional information about your rights and responsibilities under the Plan and under federal law, you should contact the Plan Administrator, whose contact information appears in the section entitled Important Information About the Plan.  You may also contact the COBRA administrator whose contact information is available in the COBRA notices you receive.

COBRA EVENTS.  If you are an Eligible Employee participating in the Plan, you have a right to continue (by electing and paying for) health coverage under COBRA (called “COBRA continuation coverage”) if you lose your coverage because of one of the following “qualifying events”:

(a) Termination of your employment for reasons other than your gross misconduct; or

(b) Reduction in the hours of your employment.

If you are on an approved leave of absence subject to the FMLA, only the failure to return to work at the end of the approved leave constitutes a “qualifying event.”  If you are on an approved military leave of absence under USERRA for less than 31 days and you fail to return to work at the end of the leave, your “qualifying event” occurs on the first day after you fail to return to work at the end of your leave.

If you are the spouse or dependent child of an Eligible Employee participating in the Plan, you have the right to elect and pay for COBRA continuation coverage if you lose your coverage because of any of the following “qualifying events”:

(c) The death of the Eligible Employee;

(d) A termination of the Eligible Employee’s employment for reasons other than his or her gross misconduct;

(e) A reduction in the Eligible Employee’s hours of employment;

(f) The Eligible Employee becomes entitled to Medicare benefits (under Part A, Part B, or both);

(g) Divorce or legal separation of the Eligible Employee; or

(h) In the case of a dependent child, the child ceases to be a “dependent child” under the terms of the Plan.

A spouse and/or dependent children who do not have dependent health care coverage under the Plan on the day before a qualifying event are not qualified beneficiaries and are therefore not generally eligible for COBRA continuation coverage.  However, a child born to or placed for adoption with an Eligible Employee during a period of COBRA continuation coverage is a qualified beneficiary.  The covered Eligible Employee or family member must notify the Plan within 30 days of the birth or placement for adoption to enroll the child for COBRA continuation coverage.  Additionally, a child of the covered Eligible Employee who is receiving benefits under the Plan pursuant to a qualified medical child support order (QMCSO) received by the Plan Administrator during the covered Eligible Employee’s period of employment with the Employer is entitled to the same rights under COBRA as a dependent child of the covered Eligible Employee.  Finally, if a spouse loses coverage in anticipation of divorce, the spouse may be a qualified beneficiary upon actual divorce despite having been removed from coverage prior to the qualifying event.

An Eligible Employee, the Eligible Employee’s spouse or the Eligible Employee’s dependent child who is entitled to COBRA continuation coverage because of loss of health care coverage under the Plan due to one of the events described above (a “qualifying event”) is considered a “qualified beneficiary” under COBRA.

MAXIMUM COBRA CONTINUATION COVERAGE PERIOD FOR EACH QUALIFYING EVENT.  For any qualified beneficiary, the COBRA continuation coverage period is up to 18 months if the qualifying event is an Eligible Employee’s termination of employment or reduction in hours.  For a spouse or dependent child, the COBRA continuation coverage period is up to 36 months for any qualifying event other than an Eligible Employee’s termination of employment or reduction in hours.  These coverage periods may be extended or shortened under the following circumstances:  

If an Eligible Employee or covered dependent is disabled at the time of the qualifying event or within the first 60 days of COBRA continuation coverage, an 18 month COBRA continuation coverage period may be extended for all qualified beneficiaries for up to an additional 11 months (29 months in total from the date of the termination of employment or reduction in hours).  Pursuant to Title II or Title XVI of the Social Security Act, the Social Security Administration (“SSA”) will determine whether the disability exists and when it began.  The Eligible Employee or eligible dependent must give the Plan a copy of this SSA determination within 60 days after the determination is made and within the initial 18 months of COBRA continuation coverage to be eligible for this disability extension.

If a dependent covered under COBRA as a qualified beneficiary experiences a second qualifying event (for example, the Eligible Employee dies, gets divorced or legally separated, or the dependent child stops being eligible under the Plan as a dependent child) within the 18-month or 29-month coverage period, as applicable, the maximum coverage period may be extended to up to a total of 36 months.  An event is a “second qualifying event” only if the event would have caused the dependent to lose coverage under the Plan had the first qualifying event not occurred.  An Eligible Employee or eligible dependent must provide notice to the Plan of the second qualifying event within 60 days of the event.  A termination of employment that follows a reduction in hours that was a qualifying event is never a second qualifying event for purposes of extending the maximum coverage period.

If the Eligible Employee is entitled to Medicare prior to a termination of employment or reduction in hours that is a qualifying event, the Eligible Employee’s spouse and dependent children may extend coverage for up to 36 months from the date of Medicare entitlement.  To be eligible for this extension, the qualified beneficiary must provide notice to the Plan of Medicare entitlement and must provide a copy of his or her Medicare card.

YOUR NOTICE OBLIGATIONS.  In order to protect your COBRA rights, you or a dependent must inform the Plan in the following situations:

(i) Disability of a Qualified Beneficiary.  To extend the COBRA continuation coverage period to 29 months because of a qualified beneficiary’s disability, you or a dependent must be or become disabled within the first 60 days after the COBRA qualifying event, and you must notify the Plan before the end of the first 18 months of COBRA continuation coverage and within 60 days after the notice of determination of disability by the SSA.  A copy of the SSA disability determination must be enclosed with your notification to the Plan. 

(j) Qualifying Events and Second Qualifying Events.  You or a dependent must inform the Plan about a divorce, legal separation, entitlement to Medicare, a child’s loss of dependent status under the Plan, or a former Eligible Employee’s death.  If one of these events happens as a first qualifying event, you must send notice to the Plan within 60 days of the event.  Notice of a second qualifying event must be received by the Plan within 60 days of the event and before the end of the initial 18 month COBRA continuation coverage period.  

(k) COBRA Terminating Events.  You or a dependent must inform the Plan as soon as practicable about entitlement to Medicare or enrollment in another group health plan if that event would terminate COBRA continuation coverage rights.  You must also notify the Plan within 30 days after the SSA’s final determination that you or your dependent are no longer disabled.  If you fail to provide this notice, the Plan is entitled to reimbursement for expenses paid during periods where you were not entitled to coverage and may impose a lien or reduce future benefit payments to offset for these amounts.

	Your notice must be in writing and timely sent to the Benefits Administrator (whose contact information appears in the section of the SPD entitled Important Information About the Plan) in the event of a first qualifying event, or to the COBRA administrator for all other events.  Your notice must include the name and address of the individual experiencing the event, the name and Social Security Number (SSN) of the Eligible Employee, the date of the qualifying event, and the type of qualifying event.  If applicable, a copy of the Social Security determination, Medicare card, divorce decree, or other documentation must be included with your notice, and other documentation may be required by the Plan Administrator and/or COBRA administrator.


Also, you must immediately inform the Plan when you or any of your family members have a change of address so that notices can be sent to the correct address.  Failure to provide a current address could cause you to lose your COBRA rights.  

COBRA ELECTION.  When the Plan Administrator is timely notified that a qualifying event has occurred, the Plan Administrator or the COBRA administrator will in turn notify qualified beneficiaries of their right to elect COBRA continuation coverage.  Eligible Employees may elect coverage on behalf of their spouses, and parents may elect coverage on behalf of their children.  Each qualified beneficiary has an independent right to make his or her own election, and that right is not dependent on other family members’ elections.  Thus, if the Eligible Employee does not elect COBRA continuation coverage, his or her eligible family members who are qualified beneficiaries may still elect (and pay for) COBRA continuation coverage.

You and/or your eligible family members may elect COBRA continuation coverage by filing a COBRA election form with the Plan within 60 days of the later of (1) the date coverage is lost under the Plan because of the qualifying event, or (2) the date you and/or your dependents are notified of the right to elect continuation coverage under COBRA.  Election forms may be obtained by contacting the COBRA administrator or the Plan Administrator whose contact information appears under Important Information About the Plan.  Election forms should be mailed to the COBRA administrator at the address on the COBRA election form.  If a qualified beneficiary does not elect COBRA continuation coverage within this election period, then rights to continue coverage under COBRA will be lost.

Your coverage will be retroactively reinstated to the date that your Plan coverage ended once your election and first COBRA premium payment are received.  If a health provider calls for verification of eligibility or benefits during the election period or during a period when you have not made payment by the due date, but you are in your payment grace period (described below), the provider will be told that you do not have coverage, but that coverage will be retroactively reinstated if a proper COBRA election and payment is made.

PREMIUM PAYMENT REQUIREMENTS.  You will not have to show that you are insurable to elect COBRA.  Your cost for COBRA continuation coverage is based upon the current premiums (this includes both the Eligible Employee’s contribution and the Employer’s) for similarly situated active Eligible Employees with similar coverage under the Plan.  The cost of COBRA continuation coverage may be 102% of the premium.  The cost may be 150% of the premium during months 19 through 29 for a disabled qualified beneficiary and his or her family members whose COBRA is extended due to disability.  

The first COBRA payment must be made not later than 45 days after the date COBRA is timely elected (this is the date the COBRA election form is postmarked, if mailed).  If the first payment is not timely made in full, all COBRA rights will be lost.  The amount of the first payment is equal to the amount owed for COBRA continuation coverage starting on the day COBRA continuation coverage commences through the month preceding the month in which you make the actual payment.  This may be as little as one (1) month or over three (3) months of COBRA continuation coverage, depending on when you elect COBRA and when you make the first payment.  Although you are encouraged to call the COBRA administrator if you are unclear about the amount due, you are responsible for making sure that the amount of your first payment is correct.  

After you make the first payment, COBRA payments are due on the first day of the month for that month of coverage and are considered late if they are not received within 30 days after the due date.  COBRA continuation coverage will be provided for each month as long as payment for that month is made prior to the end of the 30-day grace period for that payment.  If any of your COBRA payments are not made prior to the end of the grace period, COBRA continuation coverage will be terminated back to the last day for which the Plan received a full premium payment, and you will lose all of your COBRA continuation coverage rights. 

Failure to pay the premium within 45 days of initially electing COBRA continuation coverage, or within 30 days after the due date for subsequent months of coverage will result in the loss of your COBRA continuation coverage and any rights you may have under COBRA.  

Your first payment and all subsequent monthly payments for COBRA continuation coverage should be sent to the COBRA administrator at the address provided in the COBRA election notice.

END OF COBRA CONTINUATION COVERAGE.  COBRA continuation coverage ends when your 18-, 29- or 36-month COBRA continuation coverage period ends, but it may end earlier upon the occurrence of any of the following events:

(l) Your failure to make a timely payment for COBRA continuation coverage;

(m) Your becoming covered under another group health plan that has no preexisting condition exclusions or limitations that apply to you after electing COBRA continuation coverage.  If the other plan has applicable exclusions or limitations, your COBRA continuation coverage will terminate when the exclusion or limitation no longer applies;

(n) Your becoming entitled to Medicare (Part A and/or Part B) coverage after electing COBRA continuation coverage (this applies only to the person who became entitled to Medicare, not his or her family members); 

(o) If you become entitled to an 11-month extension of coverage period due to the disability of a qualified beneficiary, a final determination is then made by the SSA that the qualified beneficiary is no longer disabled (however, continuation coverage will not end until the month that begins more than 30 days after the determination);

(p) Any event that would terminate coverage of a participant in the Plan who is not on COBRA (e.g., fraud); or

(q) The Plan’s termination.

ANNUAL OPEN ENROLLMENT PERIOD.  Qualified beneficiaries are offered the same rights (for example, to change coverage or add/delete eligible dependents) as similarly situated active Eligible Employees during the Plan’s annual open enrollment period.  Although a part of the family unit, dependents added during the annual open enrollment period may not be considered qualified beneficiaries under COBRA and will generally not have the same rights as the qualified beneficiaries in the family.

CONSIDER COBRA CONTINUATION COVERAGE CAREFULLY.  In considering whether to elect COBRA continuation coverage, you should take into account that a failure to continue your group health coverage will affect your future rights under federal law.  First, you can lose the right to avoid having preexisting condition exclusions applied to you by other group health plans if you have more than a 63-day gap in health coverage, and election of COBRA continuation coverage helps to avoid having such a gap.  Second, you will lose the guaranteed right to purchase individual health insurance policies that do not impose such preexisting condition exclusions if you do not get continuation coverage for the maximum time available to you.  Finally, you should take into account that you have special enrollment rights under federal law.  You have the right to request special enrollment in another group health plan for which you are otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group health coverage ends because of the qualifying event listed above.  You will also have the same special enrollment right at the end of your COBRA continuation coverage period if you get COBRA continuation coverage for the maximum time available to you.

CONVERSION TO AN INDIVIDUAL PLAN.  If you are enrolled in an insured benefit, you may have a right under state or other applicable law to convert your coverage to an individual policy offered by the insurer when your COBRA continuation coverage ends or at any time during your COBRA continuation coverage.  This type of individual policy usually costs more and may provide fewer benefits than the group plan.  You should contact the insurer directly for information regarding any conversion rights you may have.

FOR MORE INFORMATION.  If you have any questions concerning the information in this section, your rights to COBRA continuation coverage, or if you need another copy of the COBRA notice for the Plan, you should contact the Plan Administrator.

For more information about your rights under ERISA, including COBRA, HIPAA, and other laws affecting group health plans, contact the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa.  (Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)

KEEP YOUR PLAN INFORMED OF ADDRESS CHANGES.  In order to protect your and your family’s rights, you should keep the Plan Administrator informed of any changes in your address and the addresses of family members.  You should also keep a copy, for your records, of any notices you send to the Plan Administrator.

Section 10.   Definitions

Capitalized terms used in this document have the following meanings:

Affordable Care Act

“Affordable Care Act” means the Patient Protection and Affordable Care Act, as amended, and the applicable guidance issued from time to time and effective thereunder.

Cafeteria Plan

“Cafeteria Plan” means the Cumberland Heights Foundation Cafeteria Plan, as amended.  The Cafeteria Plan provides Eligible Employees the opportunity to pay for certain benefit programs on a pre-tax basis.

CHIPRA

“CHIPRA” means the Children’s Health Insurance Program Reauthorization Act of 2009.

COBRA

“COBRA” means the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.

Code

“Code” means the Internal Revenue Code of 1986, as amended.

Cumberland Heights

“Cumberland Heights” means Cumberland Heights Foundation, Inc. or any successor thereto.

Eligible Employee

“Eligible Employee” means an Employee employed as a regular part-time (30 to 39 hours) or regular full-time employee and who satisfies the eligibility requirements of the section of this SPD entitled Eligibility and Participation Requirements.  A “regular” employee for purposes of the Plan is a non-temporary, non-seasonal Employee who is regularly scheduled to work the Employer’s part-time or full-time (as applicable) schedule.

Employee

“Employee” means a person employed by the Employer as a common-law employee.  “Employee” does not include a leased employee or any person who is not treated as an employee of the Employer for employment tax purposes.

Employer

“Employer” means Cumberland Heights and any other employer Cumberland Heights allows to participate in the Plan, as set forth from time to time in the Plan Document.

ERISA

“ERISA” means the Employee Retirement Income Security Act of 1974, as amended.

FMLA

“FMLA” means the Family and Medical Leave Act of 1993, as amended.

HIPAA

“HIPAA” means the Health Insurance Portability and Accountability Act of 1996, as amended.

IRS

“IRS” means the Internal Revenue Service.

Plan

“Plan” means the Cumberland Heights Health and Welfare Benefit Plan.

Plan Administrator

“Plan Administrator” means Cumberland Heights or the person or committee appointed by Cumberland Heights to administer the Plan.  The Plan Administrator’s contact information appears under Important Information About the Plan at the beginning of this SPD.

Plan Document

“Plan Document” means the Cumberland Heights Health and Welfare Benefit Plan, as amended and restated effective January 1, 2012, and as amended from time to time, and the insurance contracts and policies and other coverage documents incorporated by reference into that document.

Summary Plan Description or SPD

“Summary Plan Description” or “SPD” means the summary plan description (as required by ERISA) which summarizes the Plan, and includes this document, any summaries of material modifications (SMMs) to this document, and the benefit program booklets prepared for participants under the Plan.

USERRA

“USERRA” means the Uniformed Services Employment and Reemployment Rights Act of 1994, as amended.

Section 11.   Benefit Programs and Providers

	Provider
(Insurance Company or Third Party Administrator)
	Benefit Program/
Coverage Type
	Eligible For Pre-Tax payment via Cafeteria Plan?
	Policy or Group #
	Contact Information
&

Benefit Program Booklet

	UnitedHealthcare Insurance Company (UHC)
	Medical (including prescription drug)—
Option 1 Plan 6CH
(with HRA, below)
	yes
	730918
	Contact:

UnitedHealthcare Insurance Company
185 Asylum Street
Hartford, CT  06103-3408
Telephone: (800) 357-1371

Website:  www.myuhc.com


Refer to:

UHC Choice Plus Certificate of Coverage for the Plan 6CH

	Pittman & Associates
	Health Reimbursement Arrangement (HRA)
	n/a
(employer-provided)
	HRA954
	Contact:

Pittman & Associates
PO Box 111047
Memphis, TN  38111
Telephone: (800) 238-1344 or (901) 473‑3100

Refer to:

HRA Plan Document and Summary Plan Description

	UnitedHealthcare Insurance Company (UHC)
	Medical (including prescription drug)—
Option 2 Health Savings Account (HSA) Plan 7PD

Any participant’s HSA is not a part of this Plan, and is not subject to ERISA.
	yes
	730918
	Contact:

UnitedHealthcare Insurance Company
185 Asylum Street
Hartford, CT  06103-3408
Telephone: (800) 357-1371

Website:  www.myuhc.com


Refer to:

UHC Choice Plus Certificate of Coverage for the HSA Plan 7PD

	Metropolitan Life Insurance Company (MetLife)
	Dental
	yes
	TM 05987173-G
	Contact:

MetLife
Telephone: (800) 275-4638

Website:  www.metlife.com


Refer to:

MetLife Certificate of Insurance for Dental Insurance

	CompBenefits Insurance Company (Humana)
	Vision
	yes
	574490
	Contact:

Humana Inc.
PO Box 14209
Lexington, KY  40512-4209
Telephone: (866) 537‑0229

Website:  www.HumanaVisionCare.com

Refer to:

CompBenefits Certificate of Group Vision Insurance

	Kanawha Insurance Company
	Long-Term Disability (LTD)
	n/a
(employer-provided)
	K100842002
	Contact:

Kanawha Insurance Company
210 South White Street, PO Box 610
Lancaster, SC 29721-0610
Telephone: (800) 584-4214

Refer to:

Certificate of Group Long Term Disability Insurance for Class I (full-time employees) or Class II (part-time employees), as applicable 

	Kanawha Insurance Company
	Basic Life and Accidental Death and Dismemberment (AD&D) Insurance

Supplemental Life, AD&D, and Spouse & Dependent Life Insurance
	n/a
(employer-provided)

no (after-tax contributions only)
	K100842001
	Contact:

Kanawha Insurance Company
210 South White Street, PO Box 610
Lancaster, SC 29721-0610
Telephone: (800) 584-4214

Refer to:

Certificate of Group Life Insurance for Class I (full-time employees) or Class II (part-time employees), as applicable 

	Colonial Life
	Medical Bridge (Hospital Confinement)
	employer-provided coverage
n/a
	see individual policy number
	Refer to individual policy.

	Colonial Life
	Voluntary employee pay-all coverages:

· Accident

· Cancer

· Medical Bridge
	yes
	see individual policy number
	Refer to individual policy.


APPENDIX A

ERISA BENEFIT CLAIM DETERMINATIONS

UNDER THE PLAN
This Appendix A generally describes benefit claim procedures under the Plan, as required by ERISA.  Specific claim filing information is described in the applicable benefit program booklets—therefore, you should first consult the applicable benefit program booklet to address your specific claim situation.
How To File a Claim for Benefits

Where you submit your claim for benefits and the deadline for filing your claim depend on the benefit program to which you are submitting your claim for benefits.  In some benefit programs, if you go to a network or contracted provider, the provider will file a claim for you.  Otherwise, you will need to file a claim yourself.  Generally, you should file a claim as soon as possible (even if you have not met your deductible, if applicable under such benefit program).  If you do not file a proper claim within the particular benefit program’s claim filing deadline, your claim for benefits will generally be denied.

The claims administrators and/or the Plan Administrator have the right to request repayment if they overpay a claim for any reason (or pay a claim in error).

ERISA Benefit Claim Review Process and Applicable Time Periods

The benefit programs of the Plan have a claim review process that is followed whenever you submit a claim for benefits.  When you file a claim for benefits, the claims administrator for the particular benefit program reviews your claim and makes a decision either to approve or deny the claim, in whole or in part.  If your claim is approved, benefits will be paid either to you or on your behalf.  If your claim is denied, or if the claims administrator needs more information before it can approve your claim, you will be notified in writing within certain time periods.  If your claim is denied, you can appeal.  For more information, see the section below entitled If Your Claim for Benefits Is Denied.  A participant or beneficiary must exhaust the Plan’s reasonable claims procedures prior to bringing any court action to obtain Plan benefits.

The claims administrator processes payments for claims, answers questions, and reviews appeals according to the particular benefit program’s provisions.  Except where the Plan Administrator has retained this authority, the claims administrator is the named fiduciary that serves as the final review committee and, in its sole discretion, has the authority to interpret Plan provisions as well as facts and other information related to claims and appeals.

The following chart will help you determine which time periods (outlined in the Claims and Appeals Timetable below) apply under ERISA for claims administrators’ decisions about your claims and appeals, depending on:

(a) The particular benefit program to which you are submitting the claim; and 

(b) In the case of some benefit programs, the type of claim you are submitting.  

	If you submit a claim for benefits under the following benefit program(s)
(lists are not exhaustive):
	And your claim is of the following type:
	Then refer to this section of the Claims and Appeals Timetable (below) for the applicable time periods for receiving claim and appeal decisions:

	(
medical (including prescription drug) coverage (called “medical coverage” in this Appendix A)

(
dental coverage

(
vision coverage

(
HRA

(
Healthcare FSA

called “group health coverage(s)” in this Appendix A
	Urgent Care, which means a pre-service claim for medical care or treatment with respect to which the application of the time periods for making non-urgent care decisions could seriously jeopardize your life or limb or your ability to regain maximum function or which, in the opinion of a physician with knowledge of your medical condition, would subject you to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.
	See the section of the Claims and Appeals Timetable (below) entitled Urgent Care Claims.

	
	Pre-Service, which means any claim for a benefit with respect to which the terms of the Plan condition the receipt of the benefit, in whole or in part, on the approval of the benefit in advance of obtaining medical care.
	See the section of the Claims and Appeals Timetable (below) entitled Pre-Service Claims.

	
	Post-Service, which means any claim for a benefit that is not a pre-service claim; that is, it does not require approval in advance of obtaining medical care, and a claim for such benefits is filed after the medical care has been received.

All HRA and Healthcare FSA claims for benefits are post-service claims.
	See the section of the Claims and Appeals Timetable (below) entitled Post-Service Claims.

	
	Concurrent Care, which means that the Plan has approved an ongoing course of treatment to be provided over a period of time or number of treatments, and there is a reduction or termination by the Plan of such course of treatment (other than by Plan amendment or termination) before the end of such period of time or number of treatments.
	See the section of the Claims and Appeals Timetable (below) entitled Concurrent Care Claims.

	(
long term disability (LTD)

called “disability coverage(s)” in this Appendix A


	Any claim for benefits under the disability coverage(s).
	See the section of the Claims and Appeals Timetable (below) entitled Claims for Disability Benefits.

	(
life insurance 

(
accidental death and dismemberment (AD&D) insurance

called “other coverage(s)” in this Appendix A
	Any claim for benefits under the other coverage(s).
	See the section of the Claims and Appeals Timetable (below) entitled Claims for Other Benefits.


If Your Claim for Benefits Is Denied or Your Medical Benefit Program Coverage Is Rescinded

If your claim for a benefit payment is denied, in whole or in part (or if your medical coverage is rescinded), you will receive a written notice of the adverse benefit determination from the claims administrator within the applicable time period outlined in the Claims and Appeals Timetable below.  (Note, however, that if your claim is an urgent care claim, this notice may be given to you orally within the applicable time period, and a written or electronic notice will follow within three days of such oral notice.)  The notice will include:

(c) The specific reason(s) for the adverse determination;

(d) References to specific Plan provisions on which the determination is based;

(e) A description of any additional material or information necessary for you to perfect your claim and an explanation of why the material or information is necessary; and

(f) An explanation of the steps you must take if you disagree with the determination and wish to have the determination reviewed.

In the case of an adverse benefit determination under a group healthcoverage or disability coverage, your written notice will also include:

(g) A copy of any internal rule, guideline, protocol or other similar criterion relied upon in making the adverse determination, or a statement that the rule, guideline, protocol, or other criterion was used and that you can request a copy of it (the rule, guideline, protocol, or other criterion) free of charge; and

(h) If the adverse determination is based on a medical necessity, experimental treatment or similar exclusion or limit, an explanation of the scientific or clinical judgment for the medical determination, or a statement that you can request the explanation free of charge.

In the case of an adverse benefit determination under a medicalcoverage, your written notice will also include the following, as well as any other information required from time to time under the Affordable Care Act, as applicable:

(i) Information sufficient to identify the claim involved, including the date of service, the health care provider, the claim amount, etc., and a statement describing the availability, upon request, of the diagnosis code and its corresponding meaning, and the treatment code and its corresponding meaning; 

(j) A description of the Plan’s standard, if any, that was used in denying the claim; 

(k) A description of any available internal appeals and external review processes, including information describing how to initiate an appeal; and 

(l) A description of the availability of, and the contact information for, any applicable office of health insurance consumer assistance or ombudsman to assist you with the claims and appeals and review process.

How To Request Review of an Adverse Benefit Determination

If you do not agree with the adverse determination (including a rescission of your medical coverage), you (or your authorized representative) may request that the determination be reviewed by the ERISA claims administrator, in accordance with the reasonable claims procedures described here and in the applicable benefit program booklet.  Addresses of these claims administrators are available in the benefit program booklets.

Unless the applicable benefit program booklet provides otherwise, you must file your written request for review of any group health coverage or disability coverage adverse benefit determinations within 180 days after you receive the written notification of the determination.  All other coverages’ written requests for review must be filed within 60 days after you receive the written notification of the determination (unless the applicable benefit program booklet provides otherwise).  Your request for review must be in writing and must include the following:

(m) A description of your claim sufficient to identify the claim (for example, for a claim for benefits under a group health coverage, the patient’s name and identification number from the ID card, the date(s) of medical service(s), and the provider’s name);

(n) A summary of all the reasons why you believe the benefits should be paid (or medical coverage should not be rescinded), including any documents, records or other information relating to or that support your claim; and

(o) Any issues or comments that you think are pertinent to your claim.

During the time limit for requesting an appeal, upon request and free of charge, you will be given reasonable access to, and copies of, all documents, records and other information (other than legally or medically privileged documents) relevant to your claim for benefits.

Your claim and adverse benefit determination will be reviewed fairly and fully, and a decision will be made on your claim within the time period outlined in the Claims and Appeals Timetable below (for the applicable coverage and claim type) following receipt of your review request.  As described in the Claims and Appeals Timetable, if additional time is needed to render a decision, you will be notified of the reasons why the extension is needed and the date by which you may expect a decision.

In the case of a claim for benefits under a group health coverage or disabilitycoverage, the party considering the appeal will not give deference to the initial adverse benefit determination and the review will be conducted by an appropriate named fiduciary of the Plan who is neither the individual who made the initial adverse benefit determination nor his or her subordinate.  Additionally, if a group health coverage or disability coverage determination is based in whole or in part on a medical judgment (including determinations with regard to whether a particular treatment, drug or other item is experimental, investigational, or not medically necessary or appropriate), the fiduciary deciding the appeal will consult with an appropriate health care professional (who was not consulted during the initial adverse benefit determination and is not subordinate to a professional consulted during the initial adverse benefit determination).  Upon your request, the claims administrator will identify any medical or vocational experts whose advice was obtained on behalf of the Plan in connection with the denial, without regard to whether the advice was relied upon in making the benefit determination.

In the case of a claim for benefits under a medical coverage (to the extent required under the Affordable Care Act), as part of its full and fair review, you must be provided (free of charge) with the new or additional evidence considered,  relied upon, or generated by the Plan (or at the direction of the Plan) in connection with your claim as soon as possible and sufficiently in advance of the date on which the final adverse benefit determination is required to be provided to you, in order to give you a reasonable opportunity to respond prior to that date.  In addition, before the Plan can issue a final adverse benefit determination based on a new or additional rationale, you must be provided (free of charge) with the rationale as soon as possible and sufficiently in advance of the date on which the final adverse benefit determination is required to be provided to you, in order to give you a reasonable opportunity to respond prior to that date.

Notice of Decision on Appeal

If the claims administrator determines that your explanation and additional information support the payment of your claim, the claims administrator will process your claim, in accordance with the reasonable claims procedures described here and in the applicable benefit program booklet.  Benefits are generally paid to you or your beneficiary unless, in the case of a group health coverage, the provider notifies the claims administrator that you have assigned benefits directly to that provider.

If the original adverse benefit determination is upheld in whole or in part, you will receive a written notice within the time period outlined in the Claims and Appeals Timetable below (for the applicable coverage and claim type) stating:

(p) The specific reason(s) for the adverse determination;

(q) References to specific Plan provisions on which the benefit determination is based;

(r) A statement that you will be provided, upon request and free of charge, reasonable access to, and copies of, all documents, records and other information (other than legally or medically privileged documents) relevant to your claim for benefits; and

(s) A statement describing any voluntary appeal procedures offered by the Plan and your right to bring an action under Section 502(a) of ERISA following an adverse determination after completion of all levels of appeal required by the particular benefit program.

In the case of a claim for benefits under a group health coverage or disability coverage, your written notice will also include:

(t) A copy of any internal rule, guideline, protocol or other similar criterion relied upon to determine the claim, or a statement that the rule, guideline, protocol, or other criterion was used and that you can request a copy of it (the rule, guideline, protocol, or other criterion) free of charge; and

(u) If the denial of your claim is based on a medical necessity, experimental treatment or similar exclusion or limit, an explanation of the scientific or clinical judgment for the medical determination, or a statement that you can request the explanation free of charge.

In the case of an adverse benefit determination under a medicalcoverage, your written notice will also include the following, as well as any other information required from time to time under the Affordable Care Act, as applicable:

(v) Information sufficient to identify the claim involved, including the date of service, the health care provider, the claim amount, etc., and a statement describing the availability, upon request, of the diagnosis code and its corresponding meaning, and the treatment code and its corresponding meaning; 

(w) A description of the Plan’s standard, if any, that was used in denying the claim, including a discussion of the decision; 

(x) A description of any available internal appeals and external review processes; and 

(y) A description of the availability of, and the contact information for, any applicable office of health insurance consumer assistance or ombudsman to assist you with the claims and appeals and review process.

If, on the first appeal, the claims administrator upholds the denial of your claim for benefits, and the claims administrator allows two internal levels of appeal, you may file a second appeal within 90 days after receiving the notice of denial of your first appeal (unless the applicable benefit program booklet provides otherwise).  The second appeal will follow the same procedures as outlined above for the initial appeal.   Note that even if a claims administrator allows for two levels of appeal, there is typically only one level of appeal for an urgentcare claim.  Refer to the applicable benefit program booklet, or contact the particular claims administrator or the Plan Administrator, to determine whether a particular benefit program allows for two levels of appeal.

Claims and Appeals Timetable

	Type of Claim
	Timing for Claim Decision
	Timing and Notification of Appeal Decision(s)

	Urgent Care Claims
	As soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of your claim by the claims administrator. If you fail to provide sufficient information with your claim to determine whether, or to what extent, benefits are payable from the Plan, you will be notified no later than 24 hours after the claims administrator receives your claim about the specific information you need to submit. You will have at least 48 hours to provide this information.  You will be notified of the claim decision as soon as possible, but not later than 48 hours after the claims administrator receives the specific information or within 48 hours after the deadline to provide this information passes. 

If you fail to follow proper claim procedures:  If you fail to follow the proper claims procedures, you will be notified of the failure as soon as possible, but not later than 24 hours after your claim was received by the claims administrator. The notice will describe the proper procedures for filing a claim. The 24-hour time period only applies if your request is made to the proper person and the request names the claimant; his or her specific medical condition or symptom; and the specific treatment, service, or product being requested.
	As soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of your request for review by the claims administrator.

	Pre-Service Claims 
	Within a reasonable period of time appropriate to the medical circumstances but not later than 15 days after receipt of your claim by the claims administrator, unless an extension of up to an additional 15 days is necessary due to matters beyond the control of the claims administrator. 

Extension of time for processing claim:  If an extension is needed, you will be notified before the end of the first 15-day period why the extension is necessary and when the claims administrator expects to render a decision. If an extension is necessary because you failed to submit necessary information, the notice will specify what information is necessary, and you will have at least 45 days to provide it. You will be notified of the claims administrator’s decision within 15 days after its receipt of the additional information or within 15 days after the 45-day deadline to provide the additional information passes, whichever is sooner.

If you fail to follow proper claim procedures:  If you do not follow the proper claims procedures, you will be notified of the failure to follow the proper claims procedures as soon as possible, but no later than 5 days after your claim was received by the claims administrator. The notice will describe the proper procedures for filing a claim. The 5-day time period only applies if your request is made to the proper person and the request names the claimant; his or her specific medical condition or symptom; and the specific treatment, service, or product being requested.
	If the benefit program allows one level of appeal:  A reasonable period of time appropriate to the medical circumstances, but not later than 30 days after receipt of your request for review by the claims administrator.

If the benefit program allows two levels of appeal:  A reasonable period of time appropriate to the medical circumstances, but not later than 15 days after receipt of your request for first or second review by the claims administrator.

	Post-Service Claims
	Within a reasonable period of time, but not later than 30 days after receipt of your claim by the claims administrator, unless an extension of up to an additional 15 days is necessary due to matters beyond the control of the claims administrator. 

Extension of time for processing claim:  If an extension is needed, you will be notified before the end of the initial 30-day period why the extension is necessary and when the claims administrator expects to render a decision. If an extension is necessary because you failed to submit necessary information, the notice will specify what information is necessary, and you will have at least 45 days to provide it. You will be notified of the claims administrator’s decision within 15 days after its receipt of the additional information or within 15 days after the 45-day deadline to provide the additional information passes, whichever is sooner.
	If the benefit program allows one level of appeal:  A reasonable period of time, but not later than 60 days after receipt of the request for review by the claims administrator.

If the benefit program allows two levels of appeal:  A reasonable period of time appropriate to the medical circumstances, but not later than 30 days after receipt of your request for first or second review by the claims administrator.

	Concurrent Care Claims
	If the treatment involves non-urgent care and you request an extension of the course of treatment, the request will be considered a new claim for benefits and it will be decided according to the Pre-Service Claim or Post-Service Claim time periods described above, depending on the type of claim.

If the treatment involves urgent care and you request an extension of the course of treatment, the claims administrator must notify you of its determination as soon as possible, taking into account the medical exigencies, but generally no later than 24 hours after receipt of the claim. Your request must be made within 24 hours prior to the expiration of the prescribed period of time or number of treatments. If your claim is not made to the Plan within 24 hours before the expiration of the course of treatment or number of treatments, notice of the claim decision will be provided as soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of your claim by the claims administrator.

If you fail to provide sufficient information with your claim to determine whether, or to what extent, benefits are payable from the Plan, you will be notified no later than 24 hours after the claims administrator receives your claim about the specific information you need to submit. You will have at least 48 hours to provide this information.  You will be notified of the claim decision as soon as possible, but not later than 48 hours after the claims administrator receives the specific information or within 48 hours after the deadline to provide this information passes.

The claims administrator may decide not to pay any longer for an ongoing course of treatment or to pay only for a reduced number of treatments. If there is a reduction or termination of treatment (other than by Plan amendment or termination), the claims administrator must notify you sufficiently in advance to allow you to appeal and obtain a determination on review before the treatment is reduced or terminated.

If you fail to follow proper claim procedures

For claims involving a request for an extension of concurrent care that is noturgent, you will be notified of the failure to follow the proper claims procedures as soon as possible, but no later than 5 days after your claim was received by the claims administrator. The notice will describe the proper procedures for filing a claim. The 5-day time period only applies if your request is made to the proper person and the request names the claimant; his or her specific medical condition or symptom; and the specific treatment, service, or product being requested.

If your claim involves urgent care and you fail to follow the proper claims procedures, you will be notified of the failure as soon as possible, but no later than 24 hours after your claim was received by the claims administrator. The notice will describe the proper procedures for filing a claim. The 24-hour time period only applies if your request is made to the proper person and the request names the claimant; his or her specific medical condition or symptom; and the specific treatment, service, or product being requested.

To the extent required by law, the Plan will provide continued coverage for an ongoing course of treatment pending the outcome of internal appeals.
	If it is a non-urgent claim for ongoing care, the timing of the notice of decision on review will be handled under either the Pre-Service Claim or Post-Service Claim time periods outlined above, depending on the type of claim.

If it is an urgentcare claim for ongoing care, as soon as possible, taking into account the medical exigencies, but not later than 72 hours after recipient of the request for review by the claims administrator.

	Claims for Disability Benefits
	Within a reasonable period of time, but not later than 45 days after receipt of your claim by the claims administrator, unless an extension of up to an additional 30 days is necessary due to matters beyond the control of the claims administrator.

Extension of time for processing claim:  If an extension is needed, you will be notified before the end of the initial 45-day period why the extension is necessary and when the claims administrator expects to render a decision. If, due to matters beyond the claims administrator’s control, a decision cannot be made within this 30-day extension period, the claims administrator may extend the determination period for an additional 30 days, provided you are notified prior to the end of the initial 30-day extension. The notice will explain the circumstances requiring the extension and the date when the claims administrator expects to make a decision.

If you file a disability claim that is not complete, the claims administrator will notify you within 45 days after receiving your claim of the information that is necessary to complete the claim. You will have 45 days to provide the additional information. The claims administrator will notify you of its decision within 30 days after receiving the additional information or within 30 days after the 45-day deadline to provide the additional information passes, whichever is sooner.
	A reasonable period of time, but not later than 45 days after receipt of your request for review by the claims administrator. If necessary due to special circumstances, the period may be extended for an additional 45 days. In this case, you will be notified in writing prior to the extension of the special circumstances and the date a decision will be rendered. A decision shall be made as soon as possible, but no later than 90 days after receipt of the request for review.

	Claims for Other Benefits
	Within a reasonable period of time, but not later than 90 days after receipt of your claim by the claims administrator.

Extension of time for processing claim:  If special circumstances require an extension of time for processing the claim, you will receive a written notice before the end of the initial 90-day period, and this extension will not exceed an additional 90 days. The notice will explain why an extension of time is necessary and when the claims administrator expects to render a decision.
	A reasonable period of time, but not later than 60 days after receipt of the request for review by the claims administrator. If necessary, the period may be extended for an additional 60 days. In this case, you will be notified in writing prior to the extension of the special circumstances and the date a decision will be rendered. A decision shall be made as soon as possible, but no later than 120 days after receipt of the request for review. 


External Review Process Available Under Certain Circumstances Following a Final Internal Adverse Benefit Determination—Medical Coverage
In the case of a final internal adverse benefit determination on your appeal (described in the Notice of Decision on Appeal section of this appendix above) under a medical coverage, you may, only under certain circumstances required by the Affordable Care Act, be entitled to request an independent, external review of the determination.  You will be provided with information about the external review process with the notice you receive of the final internal benefit determination on your claim.  

For information, refer to the benefit program booklet or contact the Plan Administrator (contact information is provided in the Important Information About the Plan section of this SPD) or the claims administrator (contact information is provided in the benefit program booklet).  You may also contact the Employee Benefits Security Administration at (866) 444-EBSA for information about your rights or for assistance.
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(This document, together with the benefit program booklets prepared by the providers listed in the section entitled Benefit Programs and Providers for the benefit programs in which you are enrolled, constitutes your Summary Plan Description for the Cumberland Heights Health and Welfare Benefit Plan.





