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FEDERAL REQUIREMENTS 

The following pages explain your rights and responsibilities under federal laws and regulations. 
Some states may have similar requirements. If a similar provision appears elsewhere in this 
booklet, the provision which provides the better benefit will apply. 

 

Discrimination is Against the Law 

Cigna complies with applicable Federal civil rights laws and does not discriminate on the basis 

of race, color, national origin, age, disability or sex. Cigna does not exclude people or treat them 

differently because of race, color, national origin, age, disability or sex. 

Cigna: 

• Provides free aids and services to people with disabilities to communicate effectively 

with us, such as: 

• Qualified sign language interpreters 

• Written information in other formats (large print, audio, accessible electronic 

formats, other formats)  

 

• Provides free language services to people whose primary language is not English, such as 

• Qualified interpreters  

• Information written in other languages 

If you need these services, contact customer service at the toll-free phone number shown on your 

ID card, and ask a Customer Service Associate for assistance. 

If you believe that Cigna has 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 by sending 

an email to ACAGrievance@cigna.com or by writing to the following address:  

Cigna  

     Nondiscrimination Complaint Coordinator 

P.O. Box 188016 

Chattanooga, TN  37422 

 

If you need assistance filing a written grievance, please call the number on the back of your ID 

card or send an email to ACAGrievance@cigna.com.  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. 

mailto:ACAGrievance@cigna.com
mailto:ACAGrievance@cigna.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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Proficiency of Language Assistance Services 

 

English – ATTENTION: Language assistance services, free of charge, are available to you. For 

current Cigna customers, call the number on the back of your ID card.  

Spanish – ATENCIÓN: Hay servicios de asistencia de idiomas, sin cargo, a su disposición. Si es un 

cliente actual de Cigna, llame al número que figura en el reverso de su tarjeta de identificación. 

Chinese – 注意：我們可為您免費提供語言協助服務。 

對於 Cigna 的現有客戶，請致電您的 ID 卡背面的號碼。 

Vietnamese – XIN LƯU Ý: Quý vị được cấp dịch vụ trợ giúp về ngôn ngữ miễn phí. Dành cho 

khách hàng hiện tại của Cigna, vui lòng gọi số ở mặt sau thẻ Hội viên.  

Korean – 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 현재 

Cigna 가입자님들께서는 ID 카드 뒷면에 있는 전화번호로 연락해주십시오. 

Tagalog – PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa 

mga kasalukuyang customer ng Cigna, tawagan ang numero sa likuran ng iyong ID card.  

Russian   –  ВНИМАНИЕ: вам могут предоставить бесплатные услуги перевода. Если вы уже 

участвуете в плане Cigna, позвоните по номеру, указанному на обратной стороне вашей 

идентификационной карточки участника плана. 

 

 

 

French Creole – ATANSYON: Gen sèvis èd nan lang ki disponib gratis pou ou. Pou kliyan 

Cigna yo, rele nimewo ki dèyè kat ID ou. 

French – ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si 

vous êtes un client actuel de Cigna, veuillez appeler le numéro indiqué au verso de votre carte 

d’identité.  

Portuguese – ATENÇÃO: Tem ao seu dispor serviços de assistência linguística, totalmente 

gratuitos. Para clientes Cigna atuais, ligue para o número que se encontra no verso do seu cartão 

de identificação.  

Polish – UWAGA: w celu skorzystania z dostępnej, bezpłatnej pomocy językowej, obecni klienci 

firmy Cigna mogą dzwonić pod numer podany na odwrocie karty identyfikacyjnej.  

Japanese – 
注意事項：日本語を話される場合、無料の言語支援サービスをご利用いただけます。現
在のCignaのお客様は、IDカード裏面の電話番号まで、お電話にてご連絡ください。 

Italian – ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti 

Cigna attuali, chiamare il numero sul retro della tessera di identificazione.  

German – ACHTUNG: Die Leistungen der Sprachunterstützung stehen Ihnen kostenlos zur 

Verfügung. Wenn Sie gegenwärtiger Cigna-Kunde sind, rufen Sie bitte die Nummer auf der 

Rückseite Ihrer Krankenversicherungskarte an.  

 

FEDERAL REQUIREMENTS 

Arabic –   برجاء الانتباه خدمات الترجمة المجانية متاحة لكم. لعملاءCigna 
 الحاليين برجاء الاتصال بالرقم المدون علي ظهر بطاقتكم الشخصية.  

 

– Persian (Farsi)  به صورت رايگان به شما  ٬توجه: خدمات کمک زبانی
 ای که در پشت   لطفاً با شماره Cigna٬شود. برای مشتريان فعلی  ارائه می

 کارت شناسايی شماست تماس بگيريد. 
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FEDERAL REQUIREMENTS 

The following pages explain your rights and responsibilities under federal laws and regulations. 
Some states may have similar requirements. If a similar provision appears elsewhere in this 
booklet, the provision which provides the better benefit will apply. 

 

Notice Regarding Provider Directories and Provider Networks 

A list of network providers is available to you without charge by visiting the website or by call-

ing the phone number on your ID card. The network consists of dental practitioners, of varied 

specialties as well as general practice, affiliated or contracted with Cigna or an organization con-

tracting on its behalf. 

 

Qualified Medical Child Support Order Defined 

A Qualified Medical Child Support Order is a judgment, decree or order (including approval of a 

settlement agreement) or administrative notice, which is issued pursuant to a state domestic 

relations law (including a community property law), or to an administrative process, which 

provides for child support or provides for health benefit coverage to such child and relates to 

benefits under the group health plan, and satisfies all of the following: 

• the order recognizes or creates a child’s right to receive group health benefits for which a 

participant or beneficiary is eligible; 

• the order specifies your name and last known address, and the child’s name and last known 

address, except that the name and address of an official of a state or political subdivision may 

be substituted for the child’s mailing address; 

• the order provides a description of the coverage to be provided, or the manner in which the 

type of coverage is to be determined; 

• the order states the period to which it applies; and 

• if the order is a National Medical Support Notice completed in accordance with the Child 

Support Performance and Incentive Act of 1998, such Notice meets the requirements above. 

The QMCSO may not require the health insurance policy to provide coverage for any type or 

form of benefit or option not otherwise provided under the policy, except that an order may 

require a plan to comply with State laws regarding health care coverage. 

 

Payment of Benefits 

Any payment of benefits in reimbursement for Covered Expenses paid by the child, or the child’s 

custodial parent or legal guardian, shall be made to the child, the child’s custodial parent or legal 

guardian, or a state official whose name and address have been substituted for the name and 

address of the child. 

 

Special Enrollment Rights Under the Health Insurance Portability & Accountability Act 

(HIPAA) 

If you or your eligible Dependent(s) experience a special enrollment event as described below, 
you or your eligible Dependent(s) may be entitled to enroll in the Plan outside of a designated 
enrollment period upon the occurrence of one of the special enrollment events listed below. If 
you are already enrolled in the Plan, you may request enrollment for you and your eligible De-
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pendent(s) under a different option offered by the Employer for which you are currently eligible. 
If you are not already enrolled in the Plan, you must request special enrollment for yourself in 
addition to your eligible Dependent(s). You and all of your eligible Dependent(s) must be cov-
ered under the same option. The special enrollment events include: 

• Acquiring a new Dependent. If you acquire a new Dependent(s) through marriage, 

birth, adoption or placement for adoption, you may request special enrollment for any 

of the following combinations of individuals if not already enrolled in the Plan: Em-

ployee only; spouse only; Employee and spouse; Dependent child(ren) only; Employ-

ee and Dependent child(ren); Employee, spouse and Dependent child(ren). Enrollment 

of Dependent children is limited to the newborn or adopted children or children who 

became Dependent children of the Employee due to marriage. Dependent children 

who were already Dependents of the Employee but not currently enrolled in the Plan 

are not entitled to special enrollment. 

 

• Loss of eligibility for State Medicaid or Children’s Health Insurance Program 

(CHIP).  If you and/or your Dependent(s) were covered under a state Medicaid or 

CHIP plan and the coverage is terminated due to a loss of eligibility, you may request 

special enrollment for yourself and any affected Dependent(s) who are not already en-

rolled in the Plan. You must request enrollment within 60 days after termination of 

Medicaid or CHIP coverage. 

 

• Loss of eligibility for other coverage (excluding continuation coverage).  If cov-

erage was declined under this Plan due to coverage under another plan, and eligibil-

ity for the other coverage is lost, you and all of your eligible Dependent(s) may re-

quest special enrollment in this Plan. If required by the Plan, when enrollment in 

this Plan was previously declined, it must have been declined in writing with a 

statement that the reason for declining enrollment was due to other health coverage. 

This provision applies to loss of eligibility as a result of any of the following: 

• divorce or legal separation; 

• cessation of Dependent status (such as reaching the limiting age); 

• death of the Employee; 

• termination of employment; 

• reduction in work hours to below the minimum required for eligibility; 

• you or your Dependent(s) no longer reside, live or work in the other plan’s net-

work service area and no other coverage is available under the other plan; 

• you or your Dependent(s) incur a claim which meets or exceeds the lifetime max-

imum limit that is applicable to all benefits offered under the other plan; or 

• the other plan no longer offers any benefits to a class of similarly situated individ-

uals. 

• Termination of Employer contributions (excluding continuation coverage).  If a 

current or former Employer ceases all contributions toward the Employee’s or De-

pendent’s other coverage, special enrollment may be requested in this Plan for you 

and all of your eligible Dependent(s). 
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• Exhaustion of COBRA or other continuation coverage. Special enrollment may 

be requested in this Plan for you and all of your eligible Dependent(s) upon exhaus-

tion of COBRA or other continuation coverage. If you or your Dependent(s) elect 

COBRA or other continuation coverage following loss of coverage under another 

plan, the COBRA or other continuation coverage must be exhausted before any spe-

cial enrollment rights exist under this Plan. An individual is considered to have ex-

hausted COBRA or other continuation coverage only if such coverage ceases: due 

to failure of the Employer or other responsible entity to remit premiums on a timely 

basis;  when the person no longer resides or works in the other plan’s service area 

and there is no other COBRA or continuation coverage available under the plan; or 

when the individual incurs a claim that would meet or exceed a lifetime maximum 

limit on all benefits and there is no other COBRA or other continuation coverage 

available to the individual. This does not include termination of an Employer’s lim-

ited period of contributions toward COBRA or other continuation coverage as pro-

vided under any severance or other agreement. 

 

• Eligibility for employment assistance under State Medicaid or Children’s 

Health Insurance Program (CHIP). If you and/or your Dependent(s) become eli-

gible for assistance with group health plan premium payments under a state Medi-

caid or CHIP plan, you may request special enrollment for yourself and any affect-

ed Dependent(s) who are not already enrolled in the Plan. You must request enroll-

ment within 60 days after the date you are determined to be eligible for assistance. 

 

Except as stated above, special enrollment must be requested within 30 days after the oc-

currence of the special enrollment event. If the special enrollment event is the birth or 

adoption of a Dependent child, coverage will be effective immediately on the date of birth, 

adoption or placement for adoption. Coverage with regard to any other special enrollment 

event will be effective no later than the first day of the first calendar month following re-

ceipt of the request for special enrollment. 

 

Domestic Partners and their children (if not legal children of the Employee) are not eligible for 
special enrollment. 

 

Although federal law does not extend special enrollment rights to Domestic Partners state law 

does, therefore, this plan will extend these same benefits to Domestic Partners (and their children 

if not legal children of the Employee) to the same extent they are provided to spouses and legal 

children of the Employee. 

 

Coverage of Students on Medically Necessary Leave of Absence 

 

If your Dependent child is covered by this plan as a student, as defined in the Definition of De-

pendent, coverage will remain active for that child if the child is on a medically necessary leave 

of absence from a postsecondary educational institution (such as a college, university or trade 

school.) 
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Coverage will terminate on the earlier of: 

• the date that is one year after the first day of the medically necessary leave of absence; or 

• the date on which coverage would otherwise terminate under the terms of the plan. 

 

The child must be a Dependent under the terms of the plan and must have been enrolled in the 

plan on the basis of being a student at a postsecondary educational institution immediately before 

the first day of the medically necessary leave of absence. 

 

The plan must receive written certification from the treating physician that the child is suffering 

from a serious illness or injury and that the leave of absence (or other change in enrollment) is 

medically necessary. 

 

A “medically necessary leave of absence” is a leave of absence from a postsecondary educational 

institution, or any other change in enrollment of the child at the institution that: starts while the 

child is suffering from a serious illness or condition; is medically necessary; and causes the child 

to lose student status under the terms of the plan. 

 

Consult your Employer for other permitted coverage changes. 

Effect of Section 125 Tax Regulations on This Plan 

Your Employer has chosen to administer this Plan in accordance with Section 125 regulations 
of the Internal Revenue Code. Per this regulation, you may agree to a pretax salary reduction put 
toward the cost of your benefits. Otherwise, you will receive your taxable earnings as cash (sala-
ry). 

 

A. Coverage elections 

Per Section 125 regulations, you are generally allowed to enroll for or change coverage only 

before each annual benefit period. However, exceptions are allowed: 

• if you meet Special Enrollment criteria and enroll as described in the Special En-

rollment section; or 

• if your Employer agrees, and you meet the criteria shown in the following Sections 

B through H and enroll for or change coverage within the time period established 

by your Employer. 

B. Change of status 

A change in status is defined as: 

• change in legal marital status due to marriage, death of a spouse, divorce, annulment 

or legal separation; 

• change in employment status of Employee, spouse or Dependent due to termination or 

start of employment, strike, lockout, beginning or end of unpaid leave of absence, in-

cluding under the Family and Medical Leave Act (FMLA), or change in worksite; 

• changes in employment status of Employee, spouse or Dependent resulting in eligibil-

ity or ineligibility for coverage; 

• change in residence of Employee, spouse or Dependent 

to a location outside of the Employer’s network service area; and  



Federal Disclosure               12/13/2024 

• changes which cause a Dependent to become eligible or ineligible for coverage.  

 

C. Court order 

A change in coverage due to and consistent with a court order of the Employee or other per-

son to cover a Dependent. 

D. Medicare or Medicaid eligibility/entitlement 

The Employee, spouse or Dependent cancels or reduces coverage due to entitlement to Medi-

care or Medicaid, or enrolls or increases coverage due to loss of Medicare or Medicaid eligi-

bility. 

E. Change in cost of coverage 

If the cost of benefits increases or decreases during a benefit period, your Employer may, in 

accordance with plan terms, automatically change your elective contribution. 

When the change in cost is significant, you may either increase your contribution or elect 

less-costly coverage. When a significant overall reduction is made to the benefit option you 

have elected, you may elect another available benefit option. When a new benefit option is 

added, you may change your election to the new benefit option. 

F. Changes in coverage of spouse or Dependent under another employer’s plan 

You may make a coverage election change if the plan of your spouse or Dependent: incurs a 

change such as adding or deleting a benefit option; allows election changes due to Special 

Enrollment, Change in Status, Court Order or Medicare or Medicaid Eligibility/Entitlement; 

or this Plan and the other plan have different periods of coverage or open enrollment periods. 

G. Reduction in work hours  

If an Employee’s work hours are reduced below 30 hours/week (even if it does not result in 

the Employee losing eligibility for the Employer’s coverage); and the Employee (and family) 

intend to enroll in another plan that provides Minimum Essential Coverage (MEC). The new 

coverage must be effective no later than the 1st day of the 2nd month following the month 

that includes the date the original coverage is revoked. 

H. Enrollment in a Qualified Health Plan (QHP)  

Employee: The Employee must be eligible for a Special Enrollment Period to enroll in a QHP 

through an Exchange (Marketplace) or the Employee seeks to enroll in a QHP through an Ex-

change during the Marketplace’s annual open enrollment period, and the disenrollment from 

the group plan corresponds to the intended enrollment of the Employee (and family) in a QHP 

through a Marketplace for new coverage effective beginning no later than the day immediately 

following the last day of the original coverage. 

 

Family: A plan may allow an Employee to revoke family coverage midyear in order for family 

members (“related individuals”) to enroll in a QHP through an Exchange (Marketplace).  The 

related individual(s) must be eligible for a Special Enrollment Period to enroll in a QHP or 

seek to enroll in a QHP during the Marketplace’s annual open enrollment period, and the dis-

enrollment from the group plan corresponds to the intended enrollment of the individual(s) in a 

QHP new coverage effective beginning no later than the day immediately following the last 
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day of the original coverage.  If the Employee does not enroll in a QHP, the Employee must se-

lect self-only coverage or family coverage including one or more already-covered individuals. 

 

Eligibility for Coverage for Adopted Children 

Any child who is adopted by you, including a child who is placed with you for adoption, 
will be eligible for Dependent Insurance, if otherwise eligible as a Dependent, upon the date 
of placement with you. A child will be considered placed for adoption when you become le-
gally obligated to support that child, totally or partially, prior to that child’s adoption.  

 

If a child placed for adoption is not adopted, all health coverage ceases when the placement 
ends, and will not be continued. 

 

The provisions in the “Exception for Newborns” section of this document that describe re-
quirements for enrollment and effective date of insurance will also apply to an adopted child 
or a child placed with you for adoption. 

 

Coverage for Maternity Hospital Stay 

Group health plans and health insurance issuers offering group health insurance coverage 
generally may not, under a federal law known as the “Newborns’ and Mothers’ Health Protec-
tion Act”: restrict benefits for any Hospital length of stay in connection with childbirth for the 
mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 
hours following a cesarean section; or require that a provider obtain authorization from the 
plan or insurance issuer for prescribing a length of stay not in excess of the above periods. 
The law generally does not prohibit an attending provider of the mother or newborn, in con-
sultation with the mother, from discharging the mother or newborn earlier than 48 or 96 
hours, as applicable. 

 

Please review this Plan for further details on the specific coverage available to you and your 
Dependents. 

 

Women’s Health and Cancer Rights Act (WHCRA) 

Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 
1998, provides benefits for mastectomy-related services including all stages of reconstruction 
and surgery to achieve symmetry between the breasts, prostheses, and complications resulting 
from a mastectomy, including lymphedema? Call Member Services at the toll free number 
listed on your ID card for more information. 

 

Group Plan Coverage Instead of Medicaid 

If your income and liquid resources do not exceed certain limits established by law, the state 
may decide to pay premiums for this coverage instead of for Medicaid, if it is cost effective. 
This includes premiums for continuation coverage required by federal law. 

 

 

Obtaining a Certificate of Creditable Coverage Under This Plan 
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Upon loss of coverage under this Plan, a Certificate of Creditable Coverage will be mailed to 

each terminating individual at the last address on file. You or your dependent may also request a 

Certificate of Creditable Coverage, without charge, at any time while enrolled in the Plan and for 

24 months following termination of coverage. You may need this document as evidence of your 

prior coverage to reduce any pre-existing condition limitation period under another plan, to help 

you get special enrollment in another plan, or to obtain certain types of individual health cover-

age even if you have health problems. To obtain a Certificate of Creditable Coverage, contact the 

Plan Administrator or call Eligibility Services at 1-800-Cigna24 or 1-800-244-6224. 

 

Coordination with Medicare 

 Benefits provided under this plan will not duplicate any benefits paid by Medicare. De-
termination of the amount payable under this plan will be based upon the difference between 
the amount paid by Medicare and the Medicare Approved Amount (for Part A) or the Maxi-
mum Reimbursable Charge (for Part B). 

 

Eligibility for Medicare 

 This plan will assume the amount payable under Part A and/or Part B of Medicare for a 
person who is eligible for but is not currently enrolled in that Part(s), or Part B of Medicare 
for a person who has entered into a private contract with a provider, to be the amount he 
would receive in the absence of such private contract. A person is considered to be eligible for 
Medicare on the earliest date any coverage under Medicare could become effective for that 
person.  

 

Requirements of Family and Medical Leave Act of 1993 (as amended) (FMLA) 

 Any provisions of the policy that provide for: continuation of insurance during a leave of 
absence; and reinstatement of insurance following a return to Active Service; are modified by 
the following provisions of the federal Family and Medical Leave Act of 1993, as amended, 
where applicable: 

 

Continuation of Health Insurance During Leave 

Your health insurance will be continued during a leave of absence if: 

• that leave qualifies as a leave of absence under the Family and Medical Leave Act of 

1993, as amended; and 

• you are an eligible Employee under the terms of that Act. 

The cost of your health insurance during such leave must be paid, whether entirely by your 

Employer or in part by you and your Employer. 

Reinstatement of Canceled Insurance Following Leave 

Upon your return to Active Service following a leave of absence that qualifies under the 

Family and Medical Leave Act of 1993, as amended, any canceled insurance (health, life or 

disability) will be reinstated as of the date of your return. 

You will not be required to satisfy any eligibility or benefit waiting period to the extent that 

they had been satisfied prior to the start of such leave of absence. 
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Your Employer will give you detailed information about the Family and Medical Leave Act 

of 1993, as amended. 

 

Uniformed Services Employment and Re-Employment Rights Act of 1994 (USERRA) 

 The Uniformed Services Employment and Re-employment Rights Act of 1994 
(USERRA) sets requirements for continuation of health coverage and re-employment in re-
gard to an Employee’s military leave of absence. These requirements apply to medical and 
dental coverage for you and your Dependents. They do not apply to any Life, Short -term or 
Long-term Disability or Accidental Death & Dismemberment coverage you may have.  

 

Continuation of Coverage 

For leaves of less than 31 days, coverage will continue as described in the Termination sec-

tion regarding Leave of Absence. For leaves of 31 days or more, you may continue coverage for 

yourself and your Dependents as follows: 

You may continue benefits by paying the required premium to your Employer, until the ear-

liest of the following: 

• 24 months from the last day of employment with the Employer; 

• the day after you fail to return to work; and 

• the date the policy cancels. 

Your Employer may charge you and your Dependents up to 102% of the total premium. 

 

Reinstatement of Benefits (applicable to all coverages) 

If your coverage ends during the leave of absence because you do not elect USERRA or an 

available conversion plan at the expiration of USERRA and you are reemployed by your current 

Employer, coverage for you and your Dependents may be reinstated if you gave your Employer 

advance written or verbal notice of your military service leave, and the duration of all military 

leaves while you are employed with your current Employer does not exceed 5 years. 

Claim Determination Procedures under ERISA 

The following complies with federal law.  Provisions of applicable laws of your state may 

supersede. 

 

Procedures Regarding Medical Necessity Determinations 

In general, health services and benefits must be Medically Necessary to be covered under the 

plan. The procedures for determining Medical Necessity vary, according to the type of service or 

benefit requested, and the type of health plan. Medical Necessity determinations are made on a 

preservice, concurrent, or postservice basis, as described below: 

 

Certain services require prior authorization in order to be covered. The Certificate describes who 

is responsible for obtaining this review. You or your authorized representative (typically, your 

health care professional) must request prior authorization according to the procedures described 

below, in the Certificate, and in your provider's network participation documents as applicable. 
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When services or benefits are determined to be not covered, you or your representative will 

receive a written description of the adverse determination, and may appeal the determination. 

Appeal procedures are described in the Certificate, in your provider's network participation 

documents as applicable, and in the determination notices. 

 

Note: An oral statement made to you by a representative of Cigna or its designee that indicates, 

for example, a particular service is a Covered Expense, is authorized for coverage by the plan, or 

that you are eligible for coverage is not a guarantee that you will receive benefits for services 

under this plan.  Cigna will make a benefit determination after a claim is received from you or 

your authorized representative, and the benefit determination will be based on, your eligibility as 

of the date services were rendered to you and the terms and conditions of the plan in effect as of 

the date services were rendered to you. 

 

Preservice Determinations 

When you or your representative requests a required prior authorization, Cigna will notify you or 

your representative of the determination within 15 days after receiving the request. However, if 

more time is needed due to matters beyond Cigna’s control, Cigna will notify you or your 

representative within 15 days after receiving your request. This notice will include the date a 

determination can be expected, which will be no more than 30 days after receipt of the request. If 

more time is needed because necessary information is missing from the request, the notice will 

also specify what information is needed, and you or your representative must provide the 

specified information to Cigna within 45 days after receiving the notice. The determination 

period will be suspended on the date Cigna sends such a notice of missing information, and the 

determination period will resume on the date you or your representative responds to the notice. 

 

If the determination periods above would seriously jeopardize your life or health, your ability to 

regain maximum function, or in the opinion of a health care professional with knowledge of your 

health condition, cause you severe pain which cannot be managed without the requested services, 

Cigna will make the preservice determination on an expedited basis. Cigna will defer to the 

determination of the treating health care professional regarding whether an expedited 

determination is necessary. Cigna's reviewer, in consultation with the treating health care 

professional, will decide if an expedited determination is necessary. Cigna will notify you or 

your representative of an expedited determination within 72 hours after receiving the request. 

 

However, if necessary information is missing from the request, Cigna will notify you or your 

representative within 24 hours after receiving the request to specify what information is needed. 

You or your representative must provide the specified information to Cigna within 48 hours after 

receiving the notice. Cigna will notify you or your representative of the expedited benefit 

determination within 48 hours after you or your representative responds to the notice. Expedited 

determinations may be provided orally, followed within 3 days by written or electronic 

notification. 

If you or your representative attempts to request a preservice determination, but fails to follow 

Cigna’s procedures for requesting a required preservice determination, Cigna will notify you or 
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your representative of the failure and describe the proper procedures for filing within 5 days (or 

24 hours, if an expedited determination is required, as described above) after receiving the 

request. This notice may be provided orally, unless you or your representative requests written 

notification. 

 

Concurrent Determinations 

When an ongoing course of treatment has been approved for you and you wish to extend the 

approval, you or your representative must request a required concurrent coverage determination 

at least 24 hours prior to the expiration of the approved period of time or number of treatments. 

When you or your representative requests such a determination, Cigna will notify you or your 

representative of the determination within 24 hours after receiving the request. 

 

Postservice Determinations 

When you or your representative requests a coverage determination or a claim payment 

determination after services have been rendered, Cigna will notify you or your representative of 

the determination within 30 days after receiving the request. However, if more time is needed to 

make a determination due to matters beyond Cigna’s control, Cigna will notify you or your 

representative within 30 days after receiving the request. This notice will include the date a 

determination can be expected, which will be no more than 45 days after receipt of the request. 

If more time is needed because necessary information is missing from the request, the notice will 

also specify what information is needed, and you or your representative must provide the 

specified information to Cigna within 45 days after receiving the notice. The determination 

period will be suspended on the date Cigna sends such a notice of missing information, and the 

determination period will resume on the date you or your representative responds to the notice. 

 

Notice of Adverse Determination 

Every notice of an adverse benefit determination will be provided in writing or electronically, 

and will include all of the following that pertain to the determination: information sufficient to 

identify the claim including, if applicable, the date of service, provider and claim amount; diag-

nosis and treatment codes, and their meanings; the specific reason or reasons for the adverse de-

termination including, if applicable, the denial code and its meaning and a description of any 

standard that was used in the denial; reference to the specific plan provisions on which the de-

termination is based; a description of any additional material or information necessary to perfect 

the claim and an explanation of why such material or information is necessary; a description of 

the plan's review procedures and the time limits applicable, including a statement of a claimant's 

rights to bring a civil action under section 502(a) of ERISA following an adverse benefit deter-

mination on appeal, (if applicable); upon request and free of charge, a copy of any internal rule, 

guideline, protocol or other similar criterion that was relied upon in making the adverse determi-

nation regarding your claim; and an explanation of the scientific or clinical judgment for a de-

termination that is based on a Medical Necessity, experimental treatment or other similar exclu-

sion or limit; a description of any available internal appeal and/or external review process(es); 

information about any office of health insurance consumer assistance or ombudsman available to 

assist you with the appeal process; and in the case of a claim involving urgent care, a description 

of the expedited review process applicable to such claim. 
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No Surprises - Continuity of Care/Transition of Care 

If an In-Network Provider’s network status changes to Out-of-Network, We will provide patients 

with complex care needs with a 90-day period of continued coverage at the in-network Cost 

Sharing rates to allow for a transition of care to an In-Network Provider or until the patient no 

longer requires continuing care.  

 

A “continuing care patient” is an individual who is: 

• undergoing a course of treatment for a serious and complex condition from the In-

Network Provider; 

• undergoing a course of institutional or inpatient care; 

• scheduled to undergo non-elective surgery, including postoperative care; 

• pregnant and undergoing a course of treatment for the pregnancy; or 

• determined to be terminally ill. 

A “serious and complex condition” is: 

• an acute illness or condition that is serious enough to require specialized medical treat-

ment to avoid the reasonable possibility of death or permanent harm; 

• a chronic illness or condition that is life-threatening, degenerative, potentially disabling, 

or congenital, and that requires specialized medical care over a prolonged period of time. 

 

A Provider furnishing services to a continuing care patient must accept payment from Us and 

Cost Sharing from the Member as payment in full for such services. 

The Provider must also continue to adhere to all policies, procedures, and quality standards im-

posed by the Plan in the same manner as if contract termination had not occurred. 

 

No Surprises – Air Ambulance 

If You receive air ambulance services from an Out-of-Network Provider that would be covered 

by an In-Network Provider, the in-network cost share will be applied.  Any coinsurance or de-

ductible will be based on rates that would apply if the services were furnished by an In-Network 

Provider. Out-of-Network air ambulance Providers are prohibited from surprise balance billing 

You. Cost Sharing amounts for Out-of-Network air ambulance services will be counted towards 

the In-Network deductible and Out-of-Pocket maximum for the Plan Year.  

 

 “Air ambulance service” means medical transport of a patient by helicopter or airplane. 

 

No Surprises – Balance Billing 

The No Surprises Act prohibits Out-of-Network Providers and facilities from surprise balance 

billing patients for more than their in-network Cost Sharing amount for Emergency Services. 

 

In addition, Out-of-network Providers furnishing non-emergency services at an in-network facili-

ty are prohibited from balance billing patients.  Certain Providers are exempt from the prohibi-

tion on balance billing if they give the patient notice of their network status and an estimate of 

charges, and the patient consents to receive out-of-network care.   

 

Customer cost sharing payments in these situations must be counted toward any In-Network de-

ductible or Out-of-Pocket Maximums applied under the Plan, in the same manner as if the ser-

vices were rendered by an In-Network provider or facility. 
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COBRA Continuation Rights Under Federal Law 

For You and Your Dependents 

 

What is COBRA Continuation Coverage? 

 Under federal law, you and/or your Dependents must be given the opportunity to continue 
health insurance when there is a “qualifying event” that would result in loss of coverage under 
the Plan. You and/or your Dependents will be permitted to continue the same coverage under 
which you or your Dependents were covered on the day before the qualifying event occurred, 
unless you move out of that plan’s coverage area or the plan is no longer available. You and/or 
your Dependents cannot change coverage options until the next open enrollment period.  

 

When is COBRA Continuation Available? 

 For you and your Dependents, COBRA continuation is available for up to 18 months 
from the date of the following qualifying events if the event would result in a loss of coverage 
under the Plan: 

• your termination of employment for any reason, other than gross misconduct; or 

• your reduction in work hours. 

• The Employer files Bankruptcy under Title 11 of the United States Code. 

 

 For your Dependents, COBRA continuation coverage is available for up to 36 months 
from the date of the following qualifying events if the event would result in a loss of coverage 
under the Plan: 

• your death; 

• your divorce or legal separation; or 

• for a Dependent child, failure to continue to qualify as a Dependent under the Plan. 

 

Who is Entitled to COBRA Continuation? 

Only a “qualified beneficiary” (as defined by federal law) may elect to continue health in-
surance coverage. A qualified beneficiary may include the following individuals who were 
covered by the Plan on the day the qualifying event occurred: you, your spouse, and your De-
pendent children. Each qualified beneficiary has their own right to elect or decline COBRA 
continuation coverage even if you decline or are not eligible for COBRA continuation.  

 

The following individuals are not qualified beneficiaries for purposes of COBRA continu-
ation: domestic partners, grandchildren (unless adopted by you), stepchildren (unless adopted 
by you). Although these individuals do not have an independent right to elect COBRA contin-
uation coverage, if you elect COBRA continuation coverage for yourself, you may also cover 
your Dependents even if they are not considered qualified beneficiaries under COBRA. How-
ever, such individuals’ coverage will terminate when your COBRA continuation coverage 
terminates. The sections titled "Secondary Qualifying Events" and "Medicare Extension For 
Your Dependents" are not applicable to these individuals.  

 

Although federal law does not extend COBRA continuation rights to domestic partners, 
this plan will extend these same continuation benefits to domestic partners (and their children 
if not legal children of the Employee) to the same extent they are provided to spouses of the 
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opposite sex and legal children of the Employee. 

 

Secondary Qualifying Events 

If, as a result of your termination of employment or reduction in work hours, your De-
pendent(s) have elected COBRA continuation coverage and one or more Dependents experi-
ence another COBRA qualifying event, the affected Dependent(s) may elect to extend their 
COBRA continuation coverage for an additional 18 months (7 months if the secondary event 
occurs within the disability extension period) for a maximum of 36 months from the initial 
qualifying event. The second qualifying event must occur before the end of the initial 18 
months of COBRA continuation coverage or within the disability extension period discussed 
below. Under no circumstances will COBRA continuation coverage be available for more 
than 36 months from the initial qualifying event. Secondary qualifying events are: your death; 
your divorce or legal separation; or, for a Dependent child, failure to continue to qualify as a 
Dependent under the Plan. 

 

Disability Extension 

 If, after electing COBRA continuation coverage due to your termination of employment 
or reduction in work hours, you or one of your Dependents is determined by the Social Secu-
rity Administration (SSA) to be totally disabled under Title II or XVI of the SSA, you and all 
of your Dependents who have elected COBRA continuation coverage may extend such con-
tinuation for an additional 11 months, for a maximum of 29 months from the initial qualifying 
event. 

To qualify for the disability extension, all of the following requirements must be satisfied:  

• SSA must determine that the disability occurred prior to or within 60 days after the disa-

bled individual elected COBRA continuation coverage; and 

• A copy of the written SSA determination must be provided to the Plan Administrator with-

in 60 calendar days after the date the SSA determination is made AND before the end of 

the initial 18-month continuation period. 

If the SSA later determines that the individual is no longer disabled, you must notify the 
Plan Administrator within 30 days after the date the final determination is made by SSA. The 
11-month disability extension will terminate for all covered persons on the first day of the 
month that is more than 30 days after the date the SSA makes a final determination that the 
disabled individual is no longer disabled. 

 

All causes for “Termination of COBRA Continuation” listed below will also apply to the 
period of disability extension. 

 

Medicare Extension for Your Dependents 

When the qualifying event is your termination of employment or reduction in work hours 
and you became enrolled in Medicare (Part A, Part B or both) within the 18 months before the 
qualifying event, COBRA continuation coverage for your Dependents will last for up to 36 
months after the date you became enrolled in Medicare. Your COBRA continuation coverage 
will last for up to 18 months from the date of your termination of employment or reduction in 
work hours. 

 

Termination of COBRA Continuation 
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COBRA continuation coverage will be terminated upon the occurrence of any of the fol-
lowing: 

• the end of the COBRA continuation period of 18, 29 or 36 months, as applicable; 

• failure to pay the required premium within 30 calendar days after the due date; 

• cancellation of the Employer’s policy with Cigna; 

• after electing COBRA continuation coverage, a qualified beneficiary enrolls in Medicare 

(Part A, Part B, or both); 

•  after electing COBRA continuation coverage, a qualified beneficiary becomes covered un-

der another group health plan, unless the qualified beneficiary has a condition for which the 

new plan limits or excludes coverage under a pre-existing condition provision. In such case 

coverage will continue until the earliest of: the end of the applicable maximum period; the 

date the pre-existing condition provision is no longer applicable; or the occurrence of an 

event described in one of the first three bullets above; 

• any reason the Plan would terminate coverage of a participant or beneficiary who is not re-

ceiving continuation coverage (e.g., fraud). 

 

Employer’s Notification Requirements 

Your Employer is required to provide you and/or your Dependents with the following no-
tices: 

An initial notification of COBRA continuation rights must be provided within 90 days after 
your (or your spouse’s) coverage under the Plan begins (or the Plan first becomes subject to 
COBRA continuation requirements, if later). If you and/or your Dependents experience a 
qualifying event before the end of that 90-day period, the initial notice must be provided with-
in the time frame required for the COBRA continuation coverage election notice as explained 
below. 

A COBRA continuation coverage election notice must be provided to you and/or your De-
pendents within the following timeframes: 

• if the Plan provides that COBRA continuation coverage and the period within which an 

Employer must notify the Plan Administrator of a qualifying event starts upon the loss of 

coverage, 44 days after loss of coverage under the Plan; 

• if the Plan provides that COBRA continuation coverage and the period within which an 

Employer must notify the Plan Administrator of a qualifying event starts upon the occur-

rence of a qualifying event, 44 days after the qualifying event occurs; or 

• in the case of a multi-employer plan, no later than 14 days after the end of the period in 

which Employers must provide notice of a qualifying event to the Plan Administrator. 

 

How to Elect COBRA Continuation Coverage 

The COBRA coverage election notice will list the individuals who are eligible for COBRA 
continuation coverage and inform you of the applicable premium. The notice will also include 
instructions for electing COBRA continuation coverage. You must notify notify the Plan Ad-
ministrator of your election no later than the due date stated on the COBRA election notice. If 
a written election notice is required, it must be post-marked no later than the due date stated 
on the COBRA election notice. If you do not make proper notification by the due date shown 
on the notice, you and your Dependents will lose the right to elect COBRA continuation cov-
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erage. If you reject COBRA continuation coverage before the due date, you may change your 
mind as long as you furnish a completed election form before the due date.  

 

Each qualified beneficiary has an independent right to elect COBRA continuation cover-
age. Continuation coverage may be elected for only one, several, or for all Dependents who 
are qualified beneficiaries. Parents may elect to continue coverage on behalf of their Depend-
ent children. You or your spouse may elect continuation coverage on behalf of all the quali-
fied beneficiaries. You are not required to elect COBRA continuation coverage in order for 
your Dependents to elect COBRA continuation. 

 

How Much Does COBRA Continuation Coverage Cost? 

Each qualified beneficiary may be required to pay the entire cost of continuation coverage. 
The amount may not exceed 102% of the cost to the group health plan (including both Em-
ployer and Employee contributions) for coverage of a similarly situated active Employee or 
family member. The premium during the 11-month disability extension may not exceed 150% 
of the cost to the group health plan (including both employer and employee contributions) for 
coverage of a similarly situated active Employee or family member.  

 

For example: If the Employee alone elects COBRA continuation coverage, the Employee 
will be charged 102% (or 150%) of the active Employee premium. If the spouse or one De-
pendent child alone elects COBRA continuation coverage, they will be charged 102% (or 
150%) of the active Employee premium. If more than one qualified beneficiary elects 
COBRA continuation coverage, they will be charged 102% (or 150%) of the applicable fami-
ly premium. 

 

When and How to Pay COBRA Premiums 

First payment for COBRA continuation 

If you elect COBRA continuation coverage, you do not have to send any payment with the 
election form. However, you must make your first payment no later than 45 calendar days af-
ter the date of your election. (This is the date the Election Notice is postmarked, if mailed.) If 
you do not make your first payment within that 45 days, you will lose all COBRA continua-
tion rights under the Plan. 

 

Subsequent payments 

After you make your first payment for COBRA continuation coverage, you will be re-
quired to make subsequent payments of the required premium for each additional month of 
coverage. Payment is due on the first day of each month. If you make a payment on or before 
its due date, your coverage under the Plan will continue for that coverage period without any 
break. 

 

Grace periods for subsequent payments 

Although subsequent payments are due by the first day of the month, you will be given a 
grace period of 30 days after the first day of the coverage period to make each monthly payment. 
Your COBRA continuation coverage will be provided for each coverage period as long as pay-
ment for that coverage period is made before the end of the grace period for that payment. How-
ever, if your payment is received after the due date, your coverage under the Plan may be sus-
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pended during this time. Any providers who contact the Plan to confirm coverage during this 
time may be informed that coverage has been suspended. If payment is received before the end 
of the grace period, your coverage will be reinstated back to the beginning of the coverage peri-
od. This means that any claim you submit for benefits while your coverage is suspended may be 
denied and may have to be resubmitted once your coverage is reinstated. If you fail to make a 
payment before the end of the grace period for that coverage period, you will lose all rights to 
COBRA continuation coverage under the Plan. 

 

You Must Give Notice of Certain Qualifying Events 

If you or your Dependent(s) experience one of the following qualifying events, you must 
notify the Plan Administrator within 60 calendar days after the later of the date the qualifying 
event occurs or the date coverage would cease as a result of the qualifying event:  

• Your divorce or legal separation; or 

• Your child ceases to qualify as a Dependent under the Plan. 

 

• The occurrence of a secondary qualifying event as discussed under “Secondary Qualify-

ing Events” above (this notice must be received prior to the end of the initial 18- or 29-

month COBRA period). 

(Also refer to the section titled “Disability Extension” for additional notice requirements.)  

 

Notice must be made in writing and must include: the name of the Plan, name and address of the 

Employee covered under the Plan, name and address(es) of the qualified beneficiaries affected 

by the qualifying event; the qualifying event; the date the qualifying event occurred; and support-

ing documentation (e.g., divorce decree, birth certificate, disability determination, etc.). 

 

Newly Acquired Dependents  

If you acquire a new Dependent through marriage, birth, adoption or placement for adop-
tion while your coverage is being continued, you may cover such Dependent under your 
COBRA continuation coverage. However, only your newborn or adopted Dependent child is a 
qualified beneficiary and may continue COBRA continuation coverage for the remainder of 
the coverage period following your early termination of COBRA coverage or due to a second-
ary qualifying event. COBRA coverage for your Dependent spouse and any Dependent chil-
dren who are not your children (e.g., stepchildren or grandchildren) will cease on the date 
your COBRA coverage ceases and they are not eligible for a secondary qualifying event.  

 

COBRA Continuation for Retirees Following Employer’s Bankruptcy 

If you are covered as a retiree, and a proceeding in bankruptcy is filed with respect to the Em-
ployer under Title 11 of the United States Code, you may be entitled to COBRA continuation 
coverage. If the bankruptcy results in a loss of coverage for you, your Dependents or your sur-
viving spouse within one year before or after such proceeding, you and your covered Dependents 
will become COBRA qualified beneficiaries with respect to the bankruptcy. You will be entitled 
to COBRA continuation coverage until your death. Your surviving spouse and covered Depend-
ent children will be entitled to COBRA continuation coverage for up to 36 months following 
your death. However, COBRA continuation coverage will cease upon the occurrence of any of 
the events listed under “Termination of COBRA Continuation” above. 
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Interaction With Other Continuation Benefits 

You may be eligible for other continuation benefits under state law. Refer to the Termina-
tion section for any other continuation benefits. 

 
Clinical Trials 

This benefit plan covers routine patient care costs related to a qualified clinical trial for an in-
dividual who meets the following requirements: 

is eligible to participate in an approved clinical trial according to the trial protocol with 

respect to treatment of cancer or other life-threatening disease or condition; and either 

• the referring health care professional is a participating health care provider 

and has concluded that the individual’s participation in such trial would be 

appropriate based upon the individual meeting the conditions described in 

paragraph (a); or 

• the individual provides medical and scientific information establishing that the 

individual’s participation in such trial would be appropriate based upon the 

individual meeting the conditions described in paragraph (a). 

 
 For purposes of clinical trials, the term “life-threatening disease or condition” means any 

disease or condition from which the likelihood of death is probable unless the course of the dis-
ease or condition is interrupted. 

 

 The clinical trial must meet the following requirements: 

The study or investigation must:  

• be approved or funded by any of the agencies or entities authorized by federal 

law to conduct clinical trials; 

• be conducted under an investigational new drug application reviewed by the 

Food and Drug Administration; or 

• involve a drug trial that is exempt from having such an investigational new 

drug application. 

 

 Routine patient care costs are costs associated with the provision of health care items and 

services including drugs, items, devices and services otherwise covered by this benefit plan for 

an individual who is not enrolled in a clinical trial and, in addition: 

• services required solely for the provision of the investigational drug, item, device 

or service; 

• services required for the clinically appropriate monitoring of the investigational 

drug, device, item or service; 

• services provided for the prevention of complications arising from the provision 

of the investigational drug, device, item or service; and 
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• reasonable and necessary care arising from the provision of the investigational 

drug, device, item or service, including the diagnosis or treatment of complica-

tions. 

 Routine patient care costs do not include: 

 

• the investigational drug, device, item, or service, itself; or 

• items and services that are provided solely to satisfy data collection and   analysis 

needs and that are not used in the direct clinical management of the patient. 

 

 Clinical trials conducted by non-participating providers will be covered at the In-Network 

benefit level if: 

 

• there are not In-Network providers participating in the clinical trial that are willing to 

accept the individual as a patient, or 

• the clinical trial is conducted outside the individual's state of residence.  

 

ERISA Required Information, for Plans subject to ERISA 

You may contact your employer for the following information:  

• Plan Name and Number. 

• Employer Name and Employer Identification Number (EIN). 

• Name, address, ZIP code and business telephone number of the Plan Sponsor and Admin-

istrator. 

• Name, address and ZIP code of the person designated as agent for service of legal pro-

cess.  

• The claim office responsible for this Plan, and the office designated to consider the ap-

peal of denied claims. 

• The cost of the Plan.  

• The Plan’s fiscal year end. 

• A list of any Trustees of the Plan, which includes name, title and address, is available 

upon request to the Plan Administrator. 

You may contact the Plan Administrator to determine whether the Plan is maintained pursuant 

to one or more collective bargaining agreements and if a particular Employer is a sponsor. A 

copy is available for examination from the Plan Administrator upon written request.  

 

Plan Type 

The plan is a healthcare benefit plan. 

 

Collective Bargaining Agreements 

You may contact the Plan Administrator to determine whether the Plan is maintained pur-
suant to one or more collective bargaining agreements and if a particular Employer is a spon-
sor. A copy is available for examination from the Plan Administrator upon written request.  
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Discretionary Authority 

The Plan Administrator delegates to Cigna the discretionary authority to interpret and ap-
ply plan terms and to make factual determinations in connection with its review of claims un-
der the plan. Such discretionary authority is intended to include, but not limited to, the deter-
mination of the eligibility of persons desiring to enroll in or claim benefits under the plan, the 
determination of whether a person is entitled to benefits under the plan, and the computation 
of any and all benefit payments. The Plan Administrator also delegates to Cigna the discre-
tionary authority to perform a full and fair review, as required by ERISA, of each claim denial 
which has been appealed by the claimant or his duly authorized representative.  

 

Plan Modification, Amendment and Termination 

The Employer as Plan Sponsor reserves the right to, at any time, change or terminate bene-
fits under the Plan, to change or terminate the eligibility of classes of employees to be covered 
by the Plan, to amend or eliminate any other plan term or condition, and to terminate the 
whole plan or any part of it. Contact the Employer for the procedure by which benefits may be 
changed or terminated, by which the eligibility of classes of employees may be changed or 
terminated, or by which part or all of the Plan may be terminated. No consent of any partici-
pant is required to terminate, modify, amend or change the Plan. 

 

Termination of the Plan together with termination of the insurance policy(s) which funds 
the Plan benefits will have no adverse effect on any benefits to be paid under the policy(s) for 
any covered medical expenses incurred prior to the date that policy(s) terminates. Likewise, 
any extension of benefits under the policy(s) due to you or your Dependent’s total disability 
which began prior to and has continued beyond the date the policy(s) terminates will not be 
affected by the Plan termination. Rights to purchase limited amounts of life and medical in-
surance to replace part of the benefits lost because the policy(s) terminated may arise under 
the terms of the policy(s). A subsequent Plan termination will not affect the extension of ben-
efits and rights under the policy(s). 

 

Your coverage under the Plan’s insurance policy(s) will end on the earliest of the following 
dates: 

• the date you leave Active Service (or later as explained in the Termination Section;) 

• the date you are no longer in an eligible class; 

• if the Plan is contributory, the date you cease to contribute; 

• the date the policy(s) terminates. 

 

See your Plan Administrator to determine if any extension of benefits or rights are availa-
ble to you or your Dependents under this policy(s). No extension of benefits or rights will be 
available solely because the Plan terminates. 

 

Statement of Rights 

As a participant in the plan you are entitled to certain rights and protections under the Em-
ployee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan par-
ticipants shall be entitled to: 
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Receive Information About Your Plan and Benefits 

• examine, without charge, at the Plan Administrator’s office and at other specified loca-

tions, such as worksites and union halls, all documents governing the plan, including in-

surance contracts and collective bargaining agreements and a copy of the latest annual re-

port (Form 5500 Series) filed by the plan with the U.S. Department of Labor and availa-

ble at the Public Disclosure room of the Employee Benefits Security Administration. 

• obtain, upon written request to the Plan Administrator, copies of documents governing 

the Plan, including insurance contracts and collective bargaining agreements, and a copy 

of the latest annual report (Form 5500 Series) and updated summary plan description. The 

administrator may make a reasonable charge for the copies. 

• receive a summary of the Plan’s annual financial report. The Plan Administrator is re-

quired by law to furnish each person under the Plan with a copy of this summary financial 

report. 

 

Continue Group Health Plan Coverage 

• Continue health care coverage for yourself, your spouse or Dependents if there is a loss of 

coverage under the Plan as a result of a qualifying event. You or your Dependents may 

have to pay for such coverage. Review the documents governing the Plan on the rules 

governing your federal continuation coverage rights. 

 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERISA imposes duties upon the people 
responsible for the operation of the employee benefit plan. The people who operate your plan, 
called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and 
other plan participants and beneficiaries. No one, including your employer, your union, or any 
other person may fire you or otherwise discriminate against you in any way to prevent you 
from obtaining a welfare benefit or exercising your rights under ERISA. If your claim for a 
welfare benefit is denied or ignored you have a right to know why this was done, to obtain 
copies of documents relating to the decision without charge, and to appeal any denial, all 
within certain time schedules. 

 

Enforce Your Rights 

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you 
request a copy of documents governing the plan or the latest annual report from the plan and 
do not receive them within 30 days, you may file suit in a federal court. In such a case, the 
court may require the plan administrator to provide the materials and pay you up to $110 a 
day until you receive the materials, unless the materials were not sent because of reasons be-
yond the control of the administrator. If you have a claim for benefits which is denied or ig-
nored, in whole or in part, you may file suit in a state or federal court.  

 

In addition, if you disagree with the plan’s decision or lack thereof concerning the qualified 
status of a domestic relations order or a medical child support order, you may file suit in fed-
eral court. If it should happen that plan fiduciaries misuse the plan’s money, or if you are dis-
criminated against for asserting your rights, you may seek assistance from the U.S. Depart-
ment 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 
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to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, 
for example if it finds your claim is frivolous. 

 

Assistance with Your Questions 

If you have any questions about your plan, you should contact the plan administrator. If you 
have any questions about this statement or about your rights under ERISA, or if you need assis-
tance 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 tele-
phone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Secu-
rity 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 un-
der ERISA by calling the publications hotline of the Employee Benefits Security Administration.  

 
 

 

 


