
Important Notices

1

REQUIRED BY FEDERAL LAW

Individual Notices:
• Premium Assistance Under Medicaid and Children's Health

Insurance Program (CHIP)
• Medicare Part D Creditable Coverage Notice
• Summary of Benefits and Coverages (Not Included)
• Summary Plan Description (SPD) (Not Included)

Notices included in this Guide or Document: 
• New Health Insurance Marketplace Coverage Options and

Your Health Coverage--ACA Exchange Notice
• COBRA Initial General Rights Notice
• The Affordable Care Act - Medical Loss Ratio (MLR) Rule
• Women's Health and Cancer Rights Act of 1998
• Newborns' and Mother's Health Protection Act (NMHPA)
• Special Enrollment Notice
• Employee Rights and Responsibilities Under the Family and

Medical Leave Act (FMLA)
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2019
BENEFIT COMPLIANCE NOTICES

ACKNOWLEDGEMENT AND   STATEMENT OF  UNDERSTANDING
________________________________________

As an employee of this company, I acknowledge that I have received the 2019 Employee
Benefits Guide. I understand that if I do not submit an Enrollment/Change Form to Human
Resources then I will be auto-enrolled in the same level of coverage for 2019 (if
applicable). I also have received and have had an opportunity to review the required
notices listed below:

Individual Notices:
• Premium Assistance Under Medicaid and Children's Health Insurance Program 

(CHIP)
• Medicare Part D Creditable Coverage Notice (
• Summary of Benefits and Coverages
• Summary Plan Description (SPD)

Notices provided in this Guide or Document: 
• New Health Insurance Marketplace Coverage Options and Your Health 

Coverage--ACA Exchange Notice
• COBRA Initial General Rights Notice
• The Affordable Care Act - Medical Loss Ratio (MLR) Rule
• Women's Health and Cancer Rights Act of 1998
• Newborns' and Mother's Health Protection Act (NMHPA)
• Special Enrollment Notice
• Employee Rights and Responsibilities Under the Family and Medical Leave Act 

(FMLA)

Printed Name:  

Signature: 

Date: 
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2019
Consent to Receive Electronic Notices

________________________________________

I understand that:

Benefit documents and/or notices may be provided to me electronically, including but 
not limited to:

• New Health Insurance Marketplace Coverage Options and Your Health 
Coverage ACA Exchange Notice

• Summary Plan Descriptions (SPD)
• Summary of Benefits and Coverages (SBC)
• Summaries of Material Modifications
• Summary Annual Reports      
• COBRA Notices
• 1095-C

I may provide notice of a revised e-mail address or revoke my consent at any time by 
sending an e-mail to the company’s Human Resources Department.

I am also entitled to request and obtain a paper copy of any electronically furnished 
document by contacting the company’s Human Resources Department.  

In order to access information provided electronically, I must have:

• A work issued computer with Internet access; and/or
• An e-mail account that allows me to send and receive e-mails; and
• Microsoft Word or Adobe Acrobat Reader.

I agree to electronic delivery of notices provided to me at the following address: 

Printed Name:  

Email Address: 

Signature: 

Date: 
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New Health Insurance Marketplace Coverage
Options and Your Health Coverage

General Information
Now that key parts of the health care law have taken effect, there is a new way to buy health insurance: The Health 
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 
information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 
Marketplace offers “one-stop shopping” to find and compare private health insurance options.  You may also be 
eligible for a new kind of tax credit that lowers your monthly premium right away. For 2018, open enrollment for 
health insurance coverage through the Marketplace begins November 1, 2018 for coverage starting January 1, 2019.

Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, 
or offers coverage that doesn’t meet certain standards. The savings on your premium that you’re eligible for depends 
on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible 
for a tax credit through the Marketplace and may wish to enroll in your employer’s health plan. However, you may be 
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer 
does not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan 
from your employer that would cover you (and not any other members of your family) is more than 9.56% of your 
household income for 2018 (9.86% for 2019), or if the coverage your employer provides does not meet the 
“minimum value” standard set by the Affordable Care Act, you may be eligible for a tax credit.[1]

If you work full-time and are eligible for coverage under your employer’s health plan, the plan satisfies the 
minimum value standard, and the cost is intended to be affordable based on employee wages.

If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 
employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this 
employer contribution – as well as your employee contribution to employer-offered coverage – is often excluded 
from income for Federal and State income tax purposes. Your payments for coverage through the Marketplace are 
made on an after-tax basis.

How Can I Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or 
contact your Human Resource department. 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its costs.  Please visit Healthcare.gov for more information, including an online application for 
health insurance coverage and contact information for a Health Insurance Marketplace in your area.

Or if you would like a quote and benefit information for the Exchange visit the following web link: 
www.gohealth.com/benefitadvisorsnetwork when accessing the link, use the referral code BANARD. There is also a 
number on the website in which an individual representative can personally assist you.  
--------------------------------------------------------

[1] A health plan provides “minimum value” if the plan’s share of the total allowed benefit costs covered by the plan is at least 60% of such costs.

Form Approved
OMB No. 1210-0149
(expires 5-31-2020)
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The Affordable Care Act - Medical Loss Ratio (MLR) Rule

The Affordable Care Act requires health insurers in the individual and small group markets to spend at least 
80 percent of the premiums they receive on health care services and activities to improve health care quality 
(in the large group market, this amount is 85 percent). This is referred to as the Medical Loss Ratio (MLR) rule 
or the'80/20 rule. If a health insurer does not spend at least 80  percent of the premiums it receives on 
health care services and activities to improve health care quality, the insurer must rebate the difference.

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:

• All stages of reconstruction of the breast on which the mastectomy was performed;
• Surgery and reconstruction of the other breast to produce a symmetrical appearance;
• Prostheses; and
• Treatment of physical complication of the mastectomy, including lymph edema.

These benefits will be provided subject to the same deductibles and co-insurance applicable to other medical 
and surgical benefits provided under this plan. Please review your group health plan summary plan 
description for details of the Plan's deductible and co-payment requirements for mastectomies. If you would 
like more information on WHCRA benefits, please call the medical carrier or the Human Resources Dept to 
request guidance for additional information.

Newborns' and Mother's Health Protection Act (NMHPA)

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 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). For additional information regarding this coverage, refer to the Summary Plan Description 
(SPD).
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

For plans and issuers that require or allow for the designation of primary care providers by participants or 
beneficiaries, insert:

[Name of group health plan or health insurance issuer] generally [requires/allows] the designation of a 
primary care provider.  You have the right to designate any primary care provider who participates in our 
network and who is available to accept you or your family members.  [If the plan or health insurance 
coverage designates a primary care provider automatically, insert: Until you make this designation, [name of 
group health plan or health insurance issuer] designates one for you.]  For information on how to select a 
primary care provider, and for a list of the participating primary care providers, contact the [plan 
administrator or issuer] at [insert contact information].  

For plans and issuers that require or allow for the designation of a primary care provider for a child, add: 

For children, you may designate a pediatrician as the primary care provider.  

For plans and issuers that provide coverage for obstetric or gynecological care and require the designation by 
a participant or beneficiary of a primary care provider, add:

You do not need prior authorization from [name of group health plan or issuer] or from any other person 
(including a primary care provider) in order to obtain access to obstetrical or gynecological care from a health 
care professional in our network who specializes in obstetrics or gynecology.  The health care professional, 
however, may be required to comply with certain procedures, including obtaining prior authorization for 
certain services, following a pre-approved treatment plan, or procedures for making referrals.  For a list of 
participating health care professionals who specialize in obstetrics or gynecology, contact the [plan 
administrator or issuer] at [insert contact information].
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Our Company's Pledge to You
This notice is intended to inform you of the privacy practices followed by our Health Plan and the Plan's legal 
obligations regarding your protected health information under the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). The notice also explains the privacy rights you and your family members 
have as participants of the Plan.  

The Plan often needs access to your protected health information in order to provide payment for health 
services and perform plan administrative functions. We want to assure the plan participants covered under 
the Plan that we comply with federal privacy laws and respect your right to privacy. As your employer, we 
require all members of our workforce and third parties that are provided access to protected health 
information to comply with the privacy practices outlined below.

Protected Health Information
Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected health 
information is information that identifies an individual created or received by a health care provider, health 
plan or an employer on behalf of a group health plan that relates to physical or mental health conditions, 
provision of health care, or payment for health care, whether past, present or future.

How We May Use Your Protected Health Information
Under the HIPAA Privacy Rule, we may use or disclose your protected health information for certain purposes 
without your permission. This section describes the ways we can use and disclose your protected health 
information.

Payment. We use or disclose your protected health information without your written authorization in order 
to determine eligibility for benefits, seek reimbursement from a third party, or coordinate benefits with 
another health plan under which you are covered. For example, a health care provider that provided 
treatment to you will provide us with your health information. We use that information in order to 
determine whether those services are eligible for payment under our group health plan.
Health Care Operations. We use and disclose your protected health information in order to perform plan 
administration functions such as quality assurance activities, resolution of internal grievances, and evaluating 
plan performance. For example, we review claims experience in order to understand participant utilization 
and to make plan design changes that are intended to control health care costs.
Treatment. Although the law allows use and disclosure of your protected health information for purposes of 
treatment, as a health plan we generally do not need to disclose your information for treatment purposes. 
Your physician or health care provider is required to provide you with an explanation of how they use and 
share your health information for purposes of treatment, payment, and health care operations.
As permitted or required by law. We may also use or disclose your protected health information without 
your written authorization for other reasons as permitted by law. We are permitted by law to share 
information, subject to certain requirements, in order to communicate information on health related benefits 
or services that may be of interest to you, respond to a court order, or provide information 
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Notice of Privacy Practices

As permitted or required by law - continued. To further public health activities (e.g., preventing the spread 
of disease) without your written authorization. We are also permitted to share protected  health information 
during a corporate restructuring such as a merger, sale, or acquisition. We will also disclose health 
information about you when required by law, for example, in order to prevent serious harm to you or others.
Pursuant to Your Authorization. When required by law, we will ask for your written authorization before 
using or disclosing your protected health information. If you choose to sign an authorization to disclose 
information, you can later revoke that authorization to prevent any future uses or disclosures.
To Business Associates. We may enter into contracts with entities known as Business Associates that provide 
services to or perform functions on behalf of the Plan. We may disclose protected health information to 
Business Associates once they have agreed in writing to safeguard the protected health information. For 
example, we may disclose your protected health information to a Business Associate to administer claims. 
Business Associates are also required by law to protect protected health information.
To the Plan Sponsor. We may disclose protected health information to certain employees of our company 
for the purpose of administering the Plan. These employees will use or disclose the protected health 
information only as necessary to perform plan administration functions or as otherwise required by HIPAA, 
unless you have authorized additional disclosures. Your protected health information cannot be used for 
employment purposes without your specific authorization.

Your Rights

Right to Inspect and Copy. In most cases, you have the right to inspect and copy the protected health 
information we maintain about you. If you request copies, we will charge you a reasonable fee to cover the 
costs of copying, mailing, or other expenses associated with your request. Your request to inspect or review 
your health information must be submitted in writing to the person listed below. In some circumstances, we 
may deny your request to inspect and copy your health information. To the extent your information is held in 
an electronic health record, you may be able to receive the information in an electronic format.
Right to Amend. If you believe that information within your records is incorrect or if important information is 
missing, you have the right to request that we correct the existing information or add the missing 
information. Your request to amend your health information must be submitted in writing to the person 
listed in your Employee Guide or listed below. In some circumstances, we may deny your request to amend 
your health information. If we deny your request, you may file a statement of disagreement with us for 
inclusion in any future disclosures of the disputed information. 
Right to an Accounting of Disclosures. You have the right to receive an accounting   of certain disclosures of 
your protected health information. The accounting will not include disclosures that were made (1) for 
purposes of treatment, payment or health care operations; (2) to you; (3) pursuant to your authorization; (4) 
to your friends or family in your presence or because of an emergency; (5) for national security purposes; or 
(6) incidental to otherwise permissible disclosures.

Your request for an accounting must be submitted in writing to the person
listed below. You may request an accounting of disclosures made within the last six years. You may request 
one accounting free of charge within a 12-month period.
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Notice of Privacy Practices

Your Rights

Right to Request Restrictions. You have the right to request that we not use or disclose information for 
treatment, payment, or other administrative purposes except when specifically authorized by you, when 
required by law, or in emergency circumstances. You also have the right to request that we limit the 
protected health information that we disclose to someone involved in your care or the payment for your 
care, such as a family member or friend.

Your request for restrictions must be submitted in writing to the person listed below. We will consider your 
request, but in most cases, are not legally obligated to agree to those restrictions. However, we will comply 
with any restriction request if the disclosure is to a health plan for purposes of payment or health care 
operations (not for treatmen1) and the protected health information pertains solely to a health care item or 
service that has been paid for out-of-pocket and in  full.

Right to Request Confidential Communications. You have the right to receive confidential communications 
containing your health information. Your request for restrictions must be submitted in writing to the person 
listed below. We are required to accommodate reasonable requests. For example, you may ask that we 
contact you at your place of employment or send communications regarding treatment to an alternate 
address.

Right to be Notified of a Breach. You have the right to be notified in the event that we (or one of our 
Business Associates) discover a breach of your unsecured protected health information. Notice of   any such 
breach will be made in accordance with federal  requirements.

Right to Receive a Paper Copy of this Notice. If you have agreed to accept this notice electronically, you also 
have a right to obtain a paper copy of this notice from us upon request. To obtain a paper copy of this notice, 
please contact your Human Resources Department or our Benefits Administrator list below.

Our Legal Responsibilities. We are required by law to protect the privacy of your protected health 
information, provide you with certain rights with respect to your protected health information, provide you 
with this notice about our privacy practices, and follow the information practices that are described in this 
notice.

We may change our policies at any time. In the event that we make a significant change in our policies, we 
will provide you with a revised copy of this notice. You can also request a copy of our notice at any time. For 
more information about our privacy practices, contact the Human Resources Department or your Benefits 
Administrator.

Complaints
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made 
about access to your records, you may contact the person listed above. You also may send a written 
complaint to the U.S. Department of Health and Human Services — Office of Civil Rights.  You may visit 
www.hhs.gov/ocr for further information. You will not be penalized or retaliated against for filing a complaint 
with the Office of Civil Rights or with us. 
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Special Enrollment Notice 
This notice is being provided to insure that you understand your right to apply for group health insurance 
coverage.  You should read this notice even if you plan to waive coverage at this time.

Loss of Other Coverage
If you are declining coverage for yourself or your dependents (including your spouse) because of other health 
insurance 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 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.

Medicaid or CHIP
If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance 
Program (CHIP) or become eligible for a premium assistance subsidy under Medicaid or CHIP, you may be 
able to enroll yourself and your dependents.  You must request enrollment within 60 days of the loss of 
Medicaid or CHIP coverage or the determination of eligibility for a premium assistance subsidy. To request 
special enrollment or obtain more information, please contact your Benefits Administrator.
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Employee Rights and Responsibilities
Under the Family and Medical Leave Act (FMLA)
The FMLA statutes do not cover an employer with less than 50 employees. If the business does meet the 
employee count requirement, an employee is only eligible if he works at or within 75 miles of an FMLA-eligible 
work site.

Leave Entitlement
Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave 
in a 12-month period for the following reasons:

• The birth of a child or placement of a child for adoption or foster care;
• To bond with a child (leave must be taken within one year of the child’s birth or placement);
• To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;
• For the employee’s own qualifying serious health condition that makes the employee unable to 

perform the employee’s job;
• For qualifying exigencies related to the foreign deployment of a military member who is the 

employee’s spouse, child, or parent.

An eligible employee who is a covered servicemember’s spouse, child, parent, or next of kin may also take up 
to 26 weeks of FMLA leave in a single 12-month period to care for the servicemember with a serious injury or 
illness.

An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, 
employees may take leave intermittently or on a reduced schedule.

Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an 
employee substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s 
normal paid leave policies.

Benefit Protection
While employees are on FMLA leave, employers must continue health insurance coverage as if the 
employees were not on leave. Upon return from FMLA leave, most employees must be restored to the same 
job or one nearly identical to it with equivalent pay, benefits, and other employment terms and conditions.
An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or 
trying to use FMLA leave, opposing any practice made unlawful by the FMLA, or being involved in any 
proceeding under or related to the FMLA.

Eligibility Requirements
An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA 
leave. The employee must:

• Have worked for the employer for at least 12 months;
• Have at least 1,250 hours of service in the 12 months before taking leave;* and
• Work at a location where the employer has at least 50 employees within 75 miles of the 

employee’s worksite.

*Special “hours of service” requirements apply to airline flight crew employees.
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Employee Rights and Responsibilities
Under the Family and Medical Leave Act (FMLA)
The FMLA statutes do not cover an employer with less than 50 employees. If the business does meet the 
employee count requirement, an employee is only eligible if he works at or within 75 miles of an FMLA-eligible 
work site.

Requesting Leave
Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it is not possible to 
give 30-days’ notice, an employee must notify the employer as soon as possible and, generally, follow the 
employer’s usual procedures.

Employees do not have to share a medical diagnosis, but must provide enough information to the employer 
so it can determine if the leave qualifies for FMLA protection. Sufficient information could include informing 
an employer that the employee is or will be unable to perform his or her job functions, that a family member 
cannot perform daily activities, or that hospitalization or continuing medical treatment is necessary. 
Employees must inform the employer if the need for leave is for a reason for which FMLA leave was 
previously taken or certified.

Employers can require a certification or periodic recertification supporting the need for leave. If the 
employer determines that the certification is incomplete, it must provide a written notice indicating what 
additional information is required.

Employer Responsibilities
Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under 
the FMLA, the employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must 
also provide a notice of rights and responsibilities under the FMLA. If the employee is not eligible, the 
employer must provide a reason for ineligibility.

Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will 
be designated as FMLA leave.

Employees may file a complaint with the U.S. Department of Labor, Wage and Hour Division, or may bring a 
private lawsuit against an employer.

The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local 
law or collective bargaining agreement that provides greater family or medical leave rights.

For additional information or to file a complaint:  1-866-4-USWAGE  
Visit: www.dol.gov/whd (1-866-487-9243 ) / TTY: 1-877-889-5627

FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered employers to post the text of this notice. 
Regulation 29 C.F.R. § 825.300(a) may require additional disclosures.
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COBRA Initial Rights Notice
You are receiving this notice because you recently gained coverage under a group health plan . This notice 
has important information about your right to COBRA continuation coverage, which is a temporary extension 
of coverage under the Plan. This notice generally explains COBRA continuation coverage, when it may 
become available to you and your family, and what you need to do to protect the right to receive it. 

Read this notice carefully to help understand your COBRA rights. Keep in mind that when you become 
eligible for COBRA, you may also become eligible for other coverage options that may cost less than COBRA 
continuation coverage. 

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you when you 
would otherwise lose your group health coverage. It can also become available to other members of your 
family who are covered under the Plan when they would otherwise lose their group health coverage. This 
notice does not fully describe COBRA continuation coverage or other rights under the Plan. For additional and 
more complete information about your rights and obligations under the Plan and under federal law, you 
should review the Plan’s Summary Plan Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example, you may 
be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage 
through the Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-
pocket costs. Additionally, you may qualify for a 30-day special enrollment period for another group health 
plan for which you are eligible (such as a spouse’s plan), even if that plan generally does not accept late 
enrollees.   

WHAT IS COBRA CONTINUATION COVERAGE?
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a 
life event known as a “qualifying event.” Specific qualifying events are listed later in this notice.  After a 
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified 
beneficiary.” You, your spouse and your dependent children could become qualified beneficiaries if coverage 
under the Plan is lost because of the qualifying event.  Under the Plan, qualified beneficiaries who elect 
COBRA continuation coverage may be required to pay for COBRA continuation coverage.  
Employee
If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan 
because either of the following qualifying events happens:
• Your hours of employment are reduced, or
• Your employment ends for any reason other than your gross misconduct.
Spouse
If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under 
the Plan because any of the following qualifying events happens:
• Your spouse dies;
• Your spouse’s hours of employment are reduced;
• Your spouse’s employment ends for any reason other than his or her gross misconduct;
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B or both); or
• You become divorced or legally separated from your spouse.  In the event your spouse, who is the 

employee, reduces or terminates your coverage under the Plan in anticipation of a divorce or legal 
separation that later occurs, the divorce or legal separation may be considered a qualifying event even 
though the coverage was reduced or terminated before the divorce or separation.
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Dependent Children
Your dependent children (including any child born to or placed for adoption with you during the period of 
COBRA coverage who is properly enrolled in the Plan and any child of yours who is receiving benefits under 
the Plan pursuant to a qualified medical child support order) will become qualified beneficiaries if they lose 
coverage under the Plan because any of the following qualifying events happens:
The parent-employee dies;
The parent-employee’s hours of employment are reduced;
The parent-employee’s employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B or both);
The parents become divorced or legally separated; or
The child stops being eligible for coverage under the plan as a “dependent child.”

WHEN IS COBRA COVERAGE AVAILABLE?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator 
has been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of 
the following qualifying events:
• The end of employment or reduction of hours of employment; 
• Death of the employee; 
• The employee’s becoming entitled to Medicare benefits (under Part A, Part B or both). 

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent 
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 
60 days after the qualifying event occurs.  You must provide this notice to: Bergquist Law Firm. The Plan 
procedures for this notice, including a description of any required information or documentation, can be 
found in the most recent Summary Plan Description or by contacting the Plan Administrator. If these 
procedures are not followed or if the notice is not provided in writing to the Plan Administrator during the 
60-day notice period, you will lose your right to elect COBRA continuation coverage.

HOW IS COBRA COVERAGE PROVIDED?
Once the Plan Administrator receives timely notice that a qualifying event has occurred, COBRA continuation 
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an 
independent right to elect COBRA continuation coverage. Covered employees may elect COBRA continuation 
coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on behalf of their 
children. If COBRA continuation coverage is not elected within the 60-day election period, a qualified 
beneficiary will lose the right to elect COBRA continuation coverage.

COBRA continuation coverage is a temporary continuation of coverage. 
• When the qualifying event is the death of the employee, the employee's becoming entitled to Medicare 

benefits (under Part A, Part B or both), your divorce or legal separation, or a dependent child's losing 
eligibility as a dependent child, COBRA continuation coverage may last for up to a total of 36 months. 

• When the qualifying event is the end of employment or reduction of the employee’s hours of 
employment, COBRA continuation coverage generally lasts for only up to a total of 18 months. There are 
two ways in which this 18-month period of COBRA continuation coverage can be extended. 
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Also, when the qualifying event is the end of employment or reduction of the employee's hours of 
employment, and the employee became entitled to Medicare benefits less than 18 months before the 
qualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee lasts until 
36 months after the date of Medicare entitlement.  For example, if a covered employee becomes entitled to 
Medicare 8 months before the date on which his employment terminates, COBRA continuation coverage for 
his spouse and children can last up to 36 months after the date of Medicare entitlement, which is equal to 28 
months after the date of the qualifying event (36 months minus 8 months).  

Disability Extension
If you or anyone in your family covered under the Plan is determined by the Social Security Administration to 
be disabled and you notify the Plan Administrator in a timely fashion, you and your entire family may be 
entitled to get up to an additional 11 months of COBRA continuation coverage, for a total maximum of 29 
months. The disability would have to have started at some time before the 60th day of COBRA continuation 
coverage and must last at least until the end of the 18-month period of continuation coverage. 
The Plan procedures for this notice, including a description of any required information or documentation, 
the name of the appropriate party to whom notice must be sent, and the time period for giving notice, can 
be found in the most recent Summary Plan Description or by contacting the Plan Administrator. If these 
procedures are not followed or if the notice is not provided in writing to the Plan Administrator during the 
60-day notice period and within 18 months after the covered employee’s termination of employment or 
reduction of hours, there will be no disability extension of COBRA continuation coverage. The affected 
individual must also notify the Plan Administrator within 30 days of any final determination that the 
individual is no longer disabled.

Second Qualifying Event Extension
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, 
the spouse and dependent children in your family can get up to 18 additional months of COBRA continuation 
coverage, for a maximum of 36 months, if notice of the second qualifying event is properly given to the Plan. 
This extension may be available to the spouse and any dependent children receiving COBRA continuation 
coverage if the employee or former employee dies, becomes entitled to Medicare benefits (under Part A, 
Part B or both) or gets divorced or legally separated; or if the dependent child stops being eligible under the 
Plan as a dependent child. This extension is only available if the second qualifying event would have caused 
the spouse or dependent child to lose coverage under the Plan had the first qualifying event not occurred. 
The Plan procedures for this notice, including a description of any required information or documentation, 
the name of the appropriate party to whom notice must be sent, and the time period for giving notice, can 
be found in the most recent Summary Plan Description or by contacting the Plan Administrator. If these 
procedures are not followed or if the notice is not provided in writing to the Plan Administrator during the 
60-day notice period, there will be no extension of COBRA continuation coverage due to a second qualifying 
event.  

ARE THERE OTHER COVERAGE OPTIONS BESIDES COBRA?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and 
your family through the Health Insurance Marketplace, Medicaid or other group health plan coverage 
options (such as a spouse’s plan) through what is called a “special enrollment period.” Some of these options 
may cost less than COBRA continuation coverage.   You can learn more about many of these options at 
www.healthcare.gov. 
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IF YOU HAVE QUESTIONS
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the 
contact or contacts identified below. For more information about your rights under ERISA, including COBRA, 
the Patient Protection and Affordable Care Act and other laws affecting group health plans, contact the 
nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security 
Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional 
and District EBSA Offices are available through EBSA’s website.) For more information about the 
Marketplace, visit www.healthcare.gov. 

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

PLAN CONTACT INFORMATION
Company Name
Employer contact name– Job title Address, City, St Zip  Phone

Premium Assistance Under Medicaid and the Children’s Health 
Insurance Program (CHIP) 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your 
employer, your state may have a premium assistance program that can help pay for coverage, using funds 
from their Medicaid or CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you 
won’t be eligible for these premium assistance programs but you may be able to buy individual insurance 
coverage through the Health Insurance Marketplace.  For more information, visit www.healthcare.gov.  

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, 
contact your State Medicaid or CHIP office to find out if premium assistance is available.  

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or 
dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if 
it has a program that might help you pay the premiums for an employer-sponsored plan.  

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible 
under your employer plan, your employer must allow you to enroll in your employer plan if you aren’t 
already enrolled.  This is called a “special enrollment” opportunity, and you must request coverage within 
60 days of being determined eligible for premium assistance.  If you have questions about enrolling in 
your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA
(3272).
If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of July 31, 2018.  Contact your State for more information 
on eligibility –
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Your Prescription Drug coverage and Medicare

Please read this notice carefully and keep it where you can find it.  This notice has information about your 
current prescription drug coverage with Company Name and about your options under Medicare’s 
prescription coverage.  This information can help you decide whether or not you want to join a Medicare 
drug plan.  If you are considering joining, you should compare your current coverage, including which drugs 
are covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug 
coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription 
drug coverage:
1. Medicare prescription drug coverage came available in 2006 to everyone with Medicare.  You can get 

this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an 
HMO or PPO) that offers prescription drug coverage. All Medicare Drug plans provide at least a standard 
level of coverage set by Medicare.  Some Plans may also offer more coverage for a higher monthly 
premium. 

2. Company Name has determined that the prescription drug coverage offered by Company Name Medical 
Plan is, on average for all plan participants, expected to pay out as much as standard Medicare 
prescription drug coverage pays and is therefore considered Creditable Coverage.  Because your existing 
coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a penalty) if 
you later decide to join a Medicare drug plan. 

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you become eligible for Medicare and each year from October 15 to 
December 7.

However, if you lose your current creditable prescription coverage, through no fault of your own, you will 
also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan. 

What Happens To Your Current Coverage If You Decide To Join A Medicare Drug Plan? 
If you decide to join a Medicare drug, your current Company Name coverage will not be affected. You can 
keep this coverage if you elect Part D and this plan will coordinate with Part D coverage. 

If you do decide to join a Medicare drug plan and drop your current coverage, be aware that you and your 
dependents will be able to get this coverage back. 

When Wil You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage with Company Name and don’t join a 
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher 
premium ( a penalty) to join a Medicare drug plan later. 

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium 
may go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did 
not have that coverage.  For example, if you go nineteen months without creditable coverage, your premium 
may consistently be at least 19% higher than the Medicare base beneficiary premium,  You may have to pay 
this higher premium (a penalty) as long as you have Medicare prescription drug coverage.  In Addition, you 
may have to wait until the following October to join. 
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Your Prescription Drug coverage and Medicare

For More Information About This Notice or Your Current Prescription Drug Coverage…
Contact the person listed below for further information. NOTE:  You’ll get this notice each year.  You will also 
get it before the next period you can join a Medicare drug plan, and if this coverage through Company Name
changes.  You may also request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & 
You” handbook.  You’ll get a copy of the handbook in the mail every year from Medicare. You may also be 
contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov
• Call your State Health Insurance Assistance Program(see the inside back cover of your copy of the 

Medicare & You” handbook for their telephone number) for personalized help. 
• Call 1-800-medicare (1-800-633-4227). TTY users should call 1-877-486-2048

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is 
available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or 
call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you 
may be required to provide a copy of this notice when you join to show whether or not you have 
maintained creditable coverage and, therefore, whether or not you are required to pay a higher 
premium(a penalty). 

Date: 01/01/2019

Name of Entity/Sender: Company Name

Contact –Position/Office: Person Name– Human Resources

Address: XXXX Street Name City, State Zip

Pone Number: (xxx) xxx-xxxx
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