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ASSOCIATE WELFARE BENEFIT PLAN  OF WOODMEN LIFE  

SUMMARY PLAN DESCRIP TION  

THIS SUMMARY PLAN DESCRIPTION is effective for all purposes as of January 1, 

2019. 

ARTICLE I.  

INTRODUCTION  

1.1 Purpose of Plan.  The purpose of this Plan is to provide Participants and 

Beneficiaries with various welfare benefits. 

1.2 Purpose of This Document.  This document, including its Exhibits and the 

documents referenced in those Exhibits, constitutes the Summary Plan Description required to be 

distributed to all Participants in the Plan under Title I of ERISA.  This Summary Plan Description 

covers different groups of Associates and different types of coverage.  You will receive only those 

documents which relate to your group and your coverage. 

ARTICLE II.  

DEFINITIONS  

2.1 Definitions.  The following definitions shall apply to this Summary Plan 

Description and each Component Planôs Benefit Information Booklet.  However, in the event of a 

conflict between a definition below and a definition in a Component Planôs Benefit Information 

Booklet, the definition in the Component Planôs Benefit Information Booklet shall apply to that 

Benefit. 

a. ñActive Managerò or ñRegular Full-time Managerò shall have the same meaning as 

ñRegional Director.ò 

b. ñActual Earningsò means the amount designated on the Associateôs commission 

statement as actual earnings. 

c. ñActual Earnings Requirementò means the income requirement necessary to be 

eligible for a Component Plan, if the Component Plan describes the income 

requirement with the term Actual Earnings (whether or not capitalized).   

d. ñAlpha Contractò shall mean the type of contract signed by a ñWoodmenLife 

Representative.ò 

e. ñAssociateò means an individual whom the Employer classifies and treats as an 

employee (not as an independent contractor) for payroll purposes, regardless of 

whether the individual is subsequently reclassified as an employee of the Employer 

in a court order, in a settlement of an administrative or judicial proceeding, or in a 

determination by the Internal Revenue Service, the Department of the Treasury, or 

the Department of Labor.  Associate includes, but is not limited to, Regular Full-
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time, Regular Part-time, Regional Director, Recruiting Sales Manager and 

WoodmenLife Representative. 

f. ñBeneficiaryò means a person designated by a Participant who is or may become 

entitled to a Benefit under the Plan. 

g. ñBenefitsò means the services provided or amounts paid to or on behalf of 

Participants and Beneficiaries under the Plan. 

h. ñBDAò or ñBusiness Development Agreementò shall mean a type of commission 

agreement signed by a WoodmenLife Representative.   

i. ñCOBRAò means the Consolidated Omnibus Budget Reconciliation Act of 1985, 

as amended. 

j. ñCommitteeò means the Appeals Committee established by the Woodmen of the 

World Life Insurance Society Appeals Committee Charter, as amended from time 

to time. 

k. ñComponent Planò means any component of this Plan, as identified in Exhibit A. 

l. ñDependentò means a dependent as defined in a Component Plan. 

m. ñDirector,ò for purposes of the WoodmenLife Executive Long-Term Disability 

Benefit Plan, means a Home Office Associate with a job title that includes the word 

ñdirector.ò 

n. ñEarned Commission Qualification Requirementò means the income requirement 

necessary to be eligible for a Component Plan, if the Component Plan describes the 

income requirement with the term ñearned commission.ò   

o. ñEmployerò means Woodmen of the World Life Insurance Society hereinafter 

referred to as ñWoodmenLifeò. 

p. ñERISAò means the Employee Retirement Income Security Act of 1974, as 

amended.  

q. ñFast Start Agreementò or ñFast Start Subsidy Agreementò shall mean a type of 

commission agreement signed by a WoodmenLife Representative.   

r. ñHome Office Associatesò means ñRegular Full-timeò or ñRegular Part-timeò 

Associates.  

s. ñManagement Appointment Dateò shall mean the date the Regional Director or 

Recruiting Sales Manager Contract is effective.  

t. ñMichelleôs Lawò refers to Pub. L. No. 110-381 (2008). 
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u. ñParticipantò means an Associate who is eligible to be and becomes a Participant 

in accordance with Section 3.1.   

v. ñPlanò means this Associate Welfare Benefit Plan of WoodmenLife including all 

Component Plans. 

w. ñPlan Administratorò means the Employer, unless the Employer designates another 

person to hold the position of Plan Administrator.   

x. ñPlan Yearò means the fiscal year of the Plan, a twelve (12) consecutive month 

period ending every December 31.   

y. ñRecruiting Sales Managerò means an Associate who is rendering services to the 

Employer under a Recruiting Sales Manager Contract. 

z. ñRegular Full -timeò shall mean Associates regularly scheduled to work at least 36 

hours per week and who are not working on an ad hoc or seasonal basis or as 

otherwise set forth in a Component Plan.   

aa. ñRegular Part-timeò shall mean Associates regularly scheduled to work at least 20 

hours per week and who are not working on an ad hoc or seasonal basis or as 

otherwise set forth in a Component Plan.   

bb. ñRetired Associateò means a person who has retired from employment, as 

determined by the Employer. 

cc. ñSpouseò means a legally married spouse according to federal law. 

dd. ñRegional Directorò means an Associate who is rendering services to the Employer 

under a Regional Director Contract.  

ee. ñSummary Plan Descriptionò means this document, together with each Component 

Planôs Benefit Information Booklet, as identified on Exhibit A.  

ff.  ñWoodmenLife Representativeò means an Associate who is rendering services to 

the Employer under an Alpha Contract.   

2.2 Construction.  As used in this Plan, the masculine gender includes the feminine, 

and the singular may include the plural, unless the context clearly indicates to the contrary. 

ARTICLE III.  

PARTICIPATION  

3.1 Beginning of Participation.  An Associate becomes a Participant in this Plan when 

the Associate first becomes a Participant in any Component Plan.  An Associateôs Dependent 

becomes a Beneficiary under this Plan when the Dependent first becomes a Beneficiary under any 

Component Plan.  An Associate is eligible to become a Participant in a Component Plan under the 
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terms and conditions described in the Component Plan.  If such terms and conditions do not appear 

in the applicable Component Plan, then the following shall apply: 

 

BENEFIT  ELIGIBLE ASSOCIATE  WAITING PERIOD  

Health  Regular Full-time Home Office Associates (other than 

those who reside and work in Hawaii);  

Regular Part-time Home Office Associates (other than 

those who reside and work in Hawaii); 

Regional Directors and Recruiting Sales Managers (other 

than those who reside and work in Hawaii); 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 

 

Eligible WoodmenLife 

Representatives with a Fast Start 

Agreement or a Fast Start Subsidy 

Agreement ï Waiting period ends on 

the first day of the first full calendar 

month following Alpha contract date. 

  

Eligible WoodmenLife 

Representatives with a BDA ï 

Waiting period ends on the first day 

of the first full calendar month 

following Alpha contract date or 

equal to the BDA date, whichever is 

later.   

Health Reimbursement 

Arrangement 

Associates enrolled in the Select HRA health benefit 

option 

Concurrent with health plan 

enrollment. 

Well-being Program Regular Full-Time Home Office Associates (other than 

those who reside and work in Hawaii);  

Regular Part-Time Home Office Associates (other than 

those who reside and work in Hawaii);  

Regional Directors and Recruiting Sales Managers (other 

than those who reside and work in Hawaii);  

WoodmenLife Representatives 

 

Eligible WoodmenLife Associates include those hired or 

contracted prior to or on June 30, 2018 

None. 
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BENEFIT  ELIGIBLE ASSOCIATE  WAITING PERIOD  

Dental  Regular Full-time Home Office Associates; 

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 

 

Eligible WoodmenLife 

Representatives with a Fast Start 

Agreement or a Fast Start Subsidy 

Agreement ï Waiting period ends on 

the first day of the first full calendar 

month following Alpha contract date. 

  

Eligible WoodmenLife 

Representatives with a BDA ï 

Waiting Period ends on the first day 

of the first full calendar month 

following Alpha contract date or 

equal to the BDA date, whichever is 

later.   

Vision Regular Full-time Home Office Associates; 

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting Period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 

 

Eligible WoodmenLife 

Representatives with a Fast Start 

Agreement or a Fast Start Subsidy 

Agreement ï Waiting Period ends on 

the first day of the first full calendar 

month following Alpha contract date. 

  

Eligible WoodmenLife 

Representatives with a BDA ï 

Waiting Period ends on the first day 

of the first full calendar month 

following Alpha contract date or 

equal to the BDA date, whichever is 

later.   

Health Flexible Spending 

Account 

Regular Full-time Home Office Associates;  

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

Excludes WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan. 

 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 
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BENEFIT  ELIGIBLE ASSOCIATE  WAITING PERIOD  

Dependent Care Flexible 

Spending Account 

Regular Full-time Home Office Associates;  

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

Excludes WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan. 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 

 

Health Savings Account Regular Full-time Home Office Associates;  

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

Concurrent with health plan 

enrollment. 

Premium Expense 

Reimbursement 

Regular Full-time Home Office Associates;  

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

Concurrent with health plan 

enrollment. 

Legal Assistance Regular Full-time Home Office Associates;  

Regular Part-time Home Office Associates;  

Regional Directors and Recruiting Sales Managers;  

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

Eligible Home Office Associates and 

Regional Directors and Recruiting 

Sales Managers ï Waiting Period 

ends on the first day of the first full 

calendar month following date of 

employment or Management 

Appointment Date. 

  

Eligible WoodmenLife 

Representatives with a Fast Start 

Agreement or a Fast Start Subsidy 

Agreement ï Waiting period ends on 

the first day of the first full calendar 

month following Alpha contract date. 

  

Eligible WoodmenLife 

Representatives with a BDA ï 

Waiting period ends on the first day 

of the first full calendar month 

following Alpha contract date or 

equal to the BDA date, whichever is 

later.   

Short-Term Disability Regular Full-time Home Office Associates;  

Regional Directors and Recruiting Sales Managers 

Waiting period ends on the first day 

of the first full calendar month 

following 60 days of employment or 

Management Appointment Date 

(reduced by time worked as an active 

WoodmenLife Representative). 
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BENEFIT  ELIGIBLE ASSOCIATE  WAITING PERIOD  

Voluntary Short-Term 

Disability 

WoodmenLife Representatives who meet the Actual 

Earnings Requirement 

Waiting period ends on January 1 

following successfully meeting the 

Actual Earnings Requirement. 

Long-Term Disability ï

Home Office Associates, 

Regional Directors and 

Recruiting Sales Managers 

Regular Full-time Home Office Associates; Regional 

Directors and Recruiting Sales Managers 

 

Eligible Home Office Associates ï 

Waiting period ends on the first day 

of the first full calendar month 

following 60 days of employment. 

 

Eligible Regional Directors and 

Recruiting Sales Managers ï Waiting 

period ends on the first day of the 

first full calendar month following 

60 days after Management 

Appointment Date (reduced by time 

worked as an active WoodmenLife 

Representative). 

Long-Term Disability ï

WoodmenLife 

Representatives 

WoodmenLife Representatives who meet the Actual 

Earnings Requirement  

Waiting period ends on January 1 

following successfully meeting the 

Actual Earnings Requirement. 

Voluntary Long-Term 

Disability  

Regional Directors and Recruiting Sales Managers who 

meet the Earned Commission Qualification Requirement; 

WoodmenLife Representatives who meet the Earned 

Commission Qualification Requirement 

Waiting period ends on January 1 

following successfully meeting the 

Earned Commission Qualification 

Requirement. 

Executive Long-Term 

Disability 

Regular Full-time Home Office Associates whose 

position is Director or above. 

None. 

Life Regular Full-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives who meet the Actual 

Earnings Requirement  

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan, 

the Voluntary Short-Term Disability Plan, the Long-Term 

Disability Plan for Home Office Associates, or the Long-

Term Disability Plan for Managers and WoodmenLife 

Representatives.  However, notwithstanding the 

foregoing, effective as of January 1, 2014, an Associate 

who becomes long-term disabled on or after January 1, 

2014 ceases to be eligible to participate in the life 

insurance benefit except for the conversion benefit 

provided thereunder.    

Eligible Home Office and Regional 

Directors and Recruiting Sales 

Managers ï Waiting period ends on 

the first day of the first full calendar 

month following 60 days of 

employment or Management 

Appointment Date (reduced by time 

worked as an active WoodmenLife 

Representative). 

 

Eligible WoodmenLife 

Representatives ï Waiting period 

ends on January 1 following 

successfully meeting the Actual 

Earnings Requirement. 

Associate Assistance 

Program 

Regular Full-time Home Office Associates; 

Regular Part-time Home Office Associates; 

Regional Directors and Recruiting Sales Managers; 

WoodmenLife Representatives 

 

An otherwise-eligible Associate remains eligible while on 

converted time off, and also remains eligible while 

receiving benefits under the Short-Term Disability Plan or 

the Voluntary Short-Term Disability Plan. 

None 
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BENEFIT  ELIGIBLE ASSOCIATE  WAITING PERIOD  

Business Travel Accident Regular Full-time Home Office Associates; Regular Part-

time Home Office Associates; Regional Directors and 

Recruiting Sales Managers; WoodmenLife 

Representatives  

None 

Associatesô Severance Pay 

Plan 

Regular Full-time home office Associates who satisfy 

certain conditions, excluding any persons who (a) are 

employed on less than a regular full time basis, (b) are 

hired for a specific limited period of time or on a sporadic 

or intermittent basis for periods of varying duration, (c) 

are not actively employed by virtue of being on medical 

leave, educational leave, or for any other reason, or (d) 

hold the position of WoodmenLife Representative, 

Regional Director, Regional Office Associate, or 

Recruiting Sales Manager. 

None 

 

3.2 End of Participation.  An Associate stops being a Participant in this Plan when the 

Associate is no longer eligible for participation and is no longer enrolled in any Component Plan.  

An Associateôs Dependent stops being a Beneficiary under this Plan when the Dependent is no 

longer eligible for participation and is no longer enrolled in any Component Plan. 

3.3 Reinstatement of Participation.  If an individualôs participation ends as described 

in Section 3.2, the individualôs participation may be reinstated when the individual again meets 

the requirements described in Section 3.1. 

3.4 Initial and Rolling Elections.  During each annual enrollment period with respect 

to a Plan Year or when an Associate is otherwise first eligible to participate in the Plan or a 

Component Plan, an Associate shall elect Benefits in the form and manner prescribed by the Plan 

Administrator.  For each subsequent Plan Year, Participants will be deemed to have elected the 

Benefits (and related coverage levels) they elected for the immediately preceding Plan Year for all 

Benefits except the Health Flexible Spending Account, Dependent Care Flexible Spending 

Account, and Associate contributions to the Health Savings Account.  Notwithstanding the 

foregoing, an Eligible Employee may elect not to participate in a Benefit or a Component Plan by 

completing a waiver form in the time and manner prescribed by the Administrator, in accordance 

with applicable law.  An existing Participantôs failure to make an election on or before the due date 

specified by the Plan Administrator for any subsequent Plan Year shall constitute (i) a re-election 

of the same coverage as was in effect just prior to the end of the preceding Plan Year (to the extent 

such Benefits remain available under the Plan); and (ii) an agreement to make contributions for 

the subsequent Plan Year equal to the Participantôs cost of such Benefits.  The WoodmenLife 

Cafeteria Plan sets forth additional provisions relating to rolling or ñevergreenò elections.   

ARTICLE IV.  

BENEFITS 

4.1 Benefits.  The Benefits under this Plan are described in this document, and in the 

Component Plan Benefit Information Booklets.  If you have misplaced information relating to a 

specific Benefit, you can contact the Plan Administrator to have it replaced.  For additional 

information or specific details relating to Component Plan Benefits, contact the Plan 

Administrator.   
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4.2 Limitations, Exclusions and Restrictions on Benefits, Including Pre-Existing 

Condition Limitations.  The Component Plans contains specific provisions as to limitations, 

exclusions, and restrictions on benefits, including any pre-existing condition limitations.  Please 

refer to the Benefit Information Booklets for the applicable Component Plan when checking to see 

if a particular condition is covered. 

ARTICLE V.  

ADMINISTRATION OF PL AN 

5.1 Powers of the Plan Administrator.   Except as delegated to the Committee, the Plan 

Administrator shall have full power to administer the Plan, in accordance with its terms, for the 

exclusive benefit of Plan Participants and their Beneficiaries.  For this purpose, the Plan 

Administratorôs powers include, but are not limited to, the following: 

a. To make and enforce such rules and regulations as it deems necessary or proper for 

the efficient administration of the Plan, including the establishment of any claims 

procedures that may be required by applicable law;   

b. To interpret the Plan (and any such interpretation, made in good faith, shall be final 

and conclusive on all persons claiming benefits under the Plan); 

c. To appoint such agents, counsel, accountants, consultants and actuaries as may be 

required to assist in administering the Plan; and 

d. To allocate and delegate its responsibilities under the Plan and to designate other 

persons to carry out any of its responsibilities under the Plan.  Any such allocation, 

delegation or designation shall be in writing. 

5.2 Power of Committee.  Except as delegated to the Plan Administrator, the 

Committee shall have full power, for the exclusive benefit of Plan Participants and their 

Beneficiaries, to take the following actions: 

a. To interpret the Plan (any such interpretation, made in good faith, shall be final and 

conclusive on all persons claiming benefits under the Plan); 

b. To the extent such responsibility has not been delegated to any other person, 

deciding all questions concerning the eligibility of any person to participate in the 

Plan (and any Component Plans) (any such decision, made in good faith, shall be 

final and conclusive on all persons claiming benefits under the Plan);  

c. To the extent such responsibility has not been delegated to any other person, 

deciding appeals for eligibility and benefits under the Plan (and any Component 

Plans); and 

d. Other matters that may be delegated to it from time to time. 

5.3 Deference to Plan Administrator and Committee.  All decisions by the Plan 

Administrator and/or Committee will be afforded the maximum deference permitted by law. 
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5.4 Limitation of Rights.  Nothing in this document requires the Employer, the Plan 

Administrator, or the Committee to maintain any fund or segregate any amount for the benefit of 

any Participant or Beneficiary.  No Participant or other person shall have any claim against, right 

to, or security or other interest in, any fund, account or asset of the Employer from which any 

payment under the Plan may be made.   

5.5 Alienation.  No Benefits under this Plan may be subject to anticipation, 

garnishment, attachment, execution or levy of any kind, or be liable for any Participantôs or 

Beneficiaryôs debts or obligations. 

5.6 Limitations Period.  Arbitration (as set forth in Section 5.7) or other legal action 

cannot be taken against the Plan, the Plan Administrator, the Committee, and/or the Employer 

more than three years after (i) the time written proof of loss is required to be furnished according 

to the terms of the Plan, (ii) the denial of a Claim, or (iii) the first date of the occurrence of an 

event giving rise to a Statutory Claim or a State Claim (as defined in Section 5.7).  

5.7 Arbitration of ERISA Statutory and State Claims.  The following provisions shall 

apply to all claims and demands arising out of or relating to state law (ñState Claimsò) and ERISA 

statutory claims and demands asserted against the Plan, the Plan Administrator, the Committee, 

and/or the Employer.  All Participants, Beneficiaries, and other persons receiving benefits under 

the Plan or a Component Plan shall be subject to the provisions set forth in this Section 5.6.  ERISA 

statutory claims include, but are not limited to, fiduciary breach claims, actions for equitable relief, 

and actions under ERISA Section 510 to redress retaliation, discrimination, and coercive 

interference (ñStatutory Claimsò).  All State Claims and all Statutory Claims of a Participant, 

Beneficiary, or other person receiving benefits under the Plan or a Component Plan shall be settled 

by arbitration proceedings of such State Claims and Statutory Claims in accordance with this 

Section 5.7, within the limitations period described in Section 5.6, and not by a court of competent 

jurisdiction.  

a. In consideration of participating in and receiving benefits under the Plan, 

Associates, Participants, Beneficiaries, and other persons receiving benefits 

under the Plan or a Component Plan agree to the provisions of this Section 

5.7.  Associates, Participants, Beneficiaries, and other persons receiving 

benefits under the Plan or a Component Plan acknowledge and agree to the 

waiver of all federal, state, and local procedures and remedies that are or 

may be available to them in the absence of the procedures set forth in this 

Section 5.7.  No class action for a Statutory Claim or a State Claim may be 

brought, and Associates, Participants, Beneficiaries, and other persons 

receiving benefits under the Plan or a Component Plan hereby waive the 

right to bring a class action or to participate as a class member in a class 

action, to enforce any rights or resolve any disputes covered by this Section 

5.7, whether in arbitration or in court, and whether seeking legal or equitable 

relief.  No Statutory Claims or State Claims of multiple parties may be 

consolidated in the arbitration proceedings set forth in this Section 5.7. 

b. Arbitration of the Statutory Claims shall be subject to and governed by the 

Federal Arbitration Act, 9 U.S.C. §§ 1 et seq., and ERISA.  
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c. Arbitration of the State Claims shall be subject to and governed by the 

Federal Arbitration Act, 9 U.S.C. §§ 1 et seq., and, to the extent preempted 

by federal law, ERISA (or other applicable federal law).  If a State Claim is 

not preempted by federal law, the laws of the State of Nebraska shall apply 

to the State Claim, notwithstanding any choice of law or conflicts of law 

principles. 

d. Arbitration shall be conducted in accordance with the applicable rules of the 

American Arbitration Association (ñAAAò).  

e. Arbitration shall be conducted at a location selected by the Employer or 

Plan Administrator, as applicable, in Omaha, Douglas County, Nebraska.  

f. An Associate, Participant, Beneficiary, or other person receiving benefits 

under the Plan or a Component Plan may commence arbitration by 

presenting a written demand to arbitrate a Statutory Claim or a State Claim 

to the Employer or Plan Administrator, as applicable, which shall describe 

the facts involved in the dispute and the requested resolution.  Arbitration 

shall be commenced no later than 120 days after receipt of the written notice 

of dispute, unless otherwise mutually agreed to by the parties.  

g. The Employer or Plan Administrator, as applicable, shall select one neutral 

arbitrator who, in turn, shall select two other neutral arbitrators to conduct 

the arbitration of the Statutory Claims or State Claims.  All such arbitrators 

shall have experience with ERISA.  The arbitrators shall have the sole 

authority to determine whether the Statutory Claims or State Claims are 

subject to arbitration and the enforceability of this arbitration provision.  

Notwithstanding the foregoing, any challenges to the class-action waivers 

set forth in Section 5.7(a) shall be reviewed and settled by a court of 

competent jurisdiction described in Section 5.8. 

h. Each party may be represented by legal counsel of its choosing and shall 

have reasonable notice of the date and time of arbitration and the issues to 

be arbitrated.  The Employer shall pay the costs of the arbitrators and the 

arbitration proceeding.  Each party shall be responsible for its own legal 

costs, fees, and expenses.  The arbitration procedures shall allow for each 

party to have reasonable access to and discovery of relevant information. 

i. The arbitrators shall issue a written decision with the essential findings and 

conclusions upon which their decision is based.  The arbitrators shall only 

award damages or other relief that a court of competent jurisdiction may 

award under ERISA.  Judgment upon the award rendered by the arbitration 

may be entered by any court having jurisdiction thereof.  

j. If the arbitrators or a court of competent jurisdiction determines the 

arbitration procedures set forth in this Section 5.7 are unenforceable or 

invalid, or that the Federal Arbitration Act does not apply to a Statutory 
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Claim or a State Claim, (i) such unenforceability or invalidity shall not 

affect any other provision of the Plan, (ii)  the Plan shall be interpreted, 

construed, administered, and enforced as if such provisions had not been 

included, and (iii) in lieu of the Statutory Claim or State Claim being subject 

to arbitration pursuant to this Section 5.7, the Statutory Claims or State 

Claims must be asserted in the federal court identified in Section 5.8.  It is 

the intent of the parties to require and follow the arbitration procedure set 

forth in this Section 5.7 to the maximum extent permitted under applicable 

law.  

k. This Section 5.7 shall survive termination of the Plan or a Component Plan. 

5.8 Venue and Forum.  Venue and forum for matters not resolved pursuant to Section 

5.7 shall be proper only in a federal court located in Omaha, Douglas County, Nebraska. 

ARTICLE VI.  

AMENDMENT AND TERMIN ATION  

6.1 Amendment.  This Plan may be amended at any time, and from time to time, by the 

Employer.  Any such amendment must be in writing.   

6.2 Termination.  This Plan is established with the intention of being maintained for an 

indefinite period of time.  Nevertheless, the Employer expressly reserves the right to discontinue 

or terminate the Plan.  After the Employer has discontinued or terminated the Plan, no Associate, 

Participant, Dependent or Beneficiary shall have or attain any vested right, contractual or 

otherwise, to any further contributions to or benefits from the Plan. 

ARTICLE VII.  

ERISA INFORMATION  

7.1 Plan Name.  The name of the Plan is Associate Welfare Benefit Plan of 

WoodmenLife. 

7.2 Employer Information.  The name and address of the Employer is WoodmenLife, 

1700 Farnam Street, Omaha, NE 68102. 

7.3 Employer Identification Number (EIN).  The Employerôs identification number is 

47-0339250. 

7.4 Plan Number.  The Plan Number assigned by the Employer is 512.  The Component 

Plans do not have separate plan numbers. 

7.5 Type of Plan.  The Plan is an umbrella plan, also known as a wraparound plan, 

which provides the welfare benefits described on Exhibit A. 

7.6 Type of Administration.  The administration of the Plan is performed by the service 

providers and insurers listed on Exhibit A. 
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7.7 Plan Administrator and Committee Information.  The name, business address, and 

business phone number of the Plan Administrator are as follows:   

WoodmenLife 

1700 Farnam Street 

Omaha, NE  68102 

(800) 328-2968, extension 57047    

 

The name, business address, and business phone number of the Committee are as follows: 

 

WoodmenLife 

Attn: Appeals Committee 

1700 Farnam Street 

Omaha, NE  68102 

(800) 328-2968, extension 57047    

 

7.8 Agent for Service of Legal Process.  The name and address of the Planôs agent for 

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

the Plan Administrator. 

7.9 Trustee.  The Plan does not use a trust and therefore does not have any trustees. 

7.10 Eligibility for Participation and Benefits.  The Planôs requirements for participation 

and benefits are set forth in Section 3.1 and/or in the Benefit Information Booklets for the 

Component Plans. 

7.11 Summary of Benefits.  The benefits provided under this Plan are summarized in the 

Benefit Information Booklets for the Component Plans.  To the extent that any Component Plan 

includes access to a provider network, the provider network is described generally in the applicable 

Benefit Information Booklet.  The providers in the network may be listed on a separate 

documentðif so, it will be provided to you automatically and free of charge.   

7.12 Qualified Medical Child Support Orders (ñQMCSOsò).  The procedures governing 

QMCSOs are available from the Plan Administrator upon written request. 

7.13 Loss of Eligibility and Benefits.  The circumstances which could result in 

disqualification, ineligibility, or denial, loss, forfeiture, suspension, offset, reduction, or recovery 

of benefits, are set forth in Article IV and in the Benefit Information Booklet for the applicable 

Component Plan. 

7.14 Plan Funding.  The Benefits offered by a Component Plan may be funded by an 

insurance policy.  If so, the premiums for the policy will be funded by contributions from the 

participating Associates and the Employer, in such proportions and amounts as the Employer may 

determine, in its sole discretion.  Alternatively, or in combination with such a policy, the Benefits 

offered by a Component Plan may be funded by contributions from the participating Associates 

and the Employer, in such proportions and amounts as the Employer may determine, in its sole 
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discretion.  The Employer reserves the right to modify the cost-sharing of contributions between 

the Employer and participating Associates at any time and from time to time.   

7.15 Funding Medium.  The following funding medium is used for the accumulation of 

assets under the Plan: None. 

7.16 Health Insurance Issuer.  The following chart identifies the health insurance issuers 

that are responsible, in whole or in part, for financing or administering any of the benefits available 

under the Plan: 

NAME & ADDRESS 

OF ISSUER 

EXTENT TO WH ICH 

BENEFITS ARE 

GUARANTEED BY 

ISSUER 

ADMINISTRATIVE 

SERVICES PROVIDED 

BY ISSUER 

Blue Cross and Blue Shield 

of Nebraska 

P.O. Box 3248 

Omaha, NE 68180 

None Claims administration for the 

WoodmenLife Medical Plan 

Cypress Benefit 

Administrators 

1235 South 75th Street 

Omaha, Nebraska 68124 

(800) 223-5508 

(402) 955-1644 

None Assistance services and claims 

administration for the 

WoodmenLife Health 

Reimbursement Arrangement 

Plan 

ComPsych 

455 N. Cityfront Plaza 

Drive 

Chicago, IL 60611-5322 

(855) 828-9038 

None Assistance services and 

administration for the 

WoodmenLife Well-being 

Program 

Metropolitan Life Insurance 

Company 

177 South Commons Drive 

Aurora, IL 60504 

(800) 942-0854 

None Claims administration for the 

WoodmenLife Dental Plan 

Vision Service Plan 

Insurance Company 

3333 Quality Drive 

Rancho Cordova, CA 95670 

(800) 877-7195 

Insured Assistance services and claims 

administration for the 

WoodmenLife Vision Plan 

PayFlex Systems USA, Inc. 

P.O. Box 3039 

Omaha, NE 68103 

(800) 284-4885 

None Claims administration for the 

WoodmenLife Cafeteria Plan 

(Dependent Care Flexible 

Spending Account, Health 

Flexible Spending Account, 

Health Savings Account and 
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NAME & ADDRESS 

OF ISSUER 

EXTENT TO WH ICH 

BENEFITS ARE 

GUARANTEED BY 

ISSUER 

ADMINISTRATIVE 

SERVICES PROVIDED 

BY ISSUER 

Premium Expense 

Reimbursement) 

Hyatt Legal Plans, Inc. 

1111 Superior Avenue 

Cleveland, OH 44114 

(800) 821-6400 

None Assistance services and claims 

administration for the 

WoodmenLife Prepaid Legal 

Assistance Plan 

The Hartford 

P.O. Box 2999 

Hartford, CT 06104 

(800) 964-3577 

Insured Assistance services and claims 

administration for the 

WoodmenLife Voluntary 

Short-Term Disability Plan; 

the WoodmenLife Long-Term 

Disability Plan for Home 

Office Associates; and the 

WoodmenLife Long Term 

Disability Plan for Managers 

and WoodmenLife 

Representatives  

The Hartford 

P.O. Box 2999 

Hartford, CT 06104 

(800) 523-2233 

None Claims administration for the 

WoodmenLife Short-Term 

Disability Plan 

UNUM Life Insurance 

Company of America 

2211 Congress Street 

Portland, ME 04122 

Insured Claims administration for the 

WoodmenLife Voluntary 

Long-Term Disability Benefit 

Plan; WoodmenLife 

Executive Long-Term 

Disability Benefit Plan 

 

 

Woodmen of the World Life 

Insurance Society 

1700 Farnam Street 

Omaha, NE 68102 

None Assistance services and claims 

administration for the 

WoodmenLife Life Plan 

Best Care Employee 

Assistance Program 

9239 West Center Road 

Omaha, NE 68124 

402-354-8000 

 

None Assistance services and claims 

administration for the 

WoodmenLife Associate 

Assistance Program 

The Hartford 

One Hartford Plaza 

Hartford, CT  06155 

Insured Claims administration for the 

WoodmenLife Business 

Travel Accident Plan 
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NAME & ADDRESS 

OF ISSUER 

EXTENT TO WH ICH 

BENEFITS ARE 

GUARANTEED BY 

ISSUER 

ADMINISTRATIVE 

SERVICES PROVIDED 

BY ISSUER 

Woodmen of the World Life 

Insurance Society 

1700 Farnam Street 

Omaha, NE 68102 

None Assistance services and claims 

administration for the 

WoodmenLife Associatesô 

Severance Pay Plan 

 

7.17 Plan Year.  The Plan Year is the twelve (12) consecutive month period ending 

every December 31.   

7.18 Claims Procedures.  The claims procedures for each Benefit are set forth in 

in Exhibit B to the extent not inconsistent with the Plan or in the event that the claims procedures 

of a particular Component Plan do not comply with ERISA Section 503.  

7.19 Further Information.  An Associate may obtain further information about the 

Plan by contacting the Plan Administrator. 

7.20 Inspection of Plan.  The Employer will make the Plan and all related 

documents incorporated herein by reference available for inspection at its offices at no cost upon 

reasonable notice. 

7.21 Copy of Plan.  Upon reasonable notice and written request a copy of this Plan 

may be obtained from the Plan Administrator.  The Plan Administrator may make a reasonable 

charge for copies.  

7.22 Statement of ERISA Rights.  As a Participant in this Plan, you are entitled to 

certain rights and protections under ERISA.  ERISA provides that all plan Participants shall be 

entitled to: 

Receive Information About Your Plan and Benefits 

You may examine, without charge, at the Plan Administratorôs office all documents 

governing the plan, including insurance contracts, and a copy of the latest annual report 

(Form 5500 Series), if any, filed by the plan with the U.S. Department of Labor and available at 

the Public Disclosure Room of the Employee Benefits Security Administration. 

You may obtain, upon written request to the Plan Administrator, copies of documents 

governing the operation of the plan, including insurance contracts and copies of the latest annual 

report (Form 5500 Series), if any, and updated Summary Plan Description.  The administrator may 

make a reasonable charge for the copies. 

You will receive a summary of the planôs annual financial report.  The Plan Administrator 

is required by law to furnish each participant with a copy of this summary annual report. 

Continue Group Health Plan Coverage 
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You may continue health care coverage for yourself, spouse or dependents if there is a loss 

of coverage under the plan as a result of a qualifying event.  You or your dependents may have to 

pay for such coverage.  Review this Summary Plan Description and the documents governing the 

plan on the rules governing your COBRA continuation coverage rights. 

Prudent Action by Plan Fiduciaries 

In addition to creating rights for plan participants ERISA imposes duties upon the people 

who are responsible for the operation of the plan.  The people who operate your plan, called 

ñfiduciariesò 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. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right 

to know why this was done, to obtain copies of documents relating to the decision without charge, 

and to appeal any denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you 

request a copy of plan documents or the latest annual report from the plan and do not receive them 

within 30 days, you may file suit in a Federal court (subject to any arbitration provisions set forth 

in the Plan).  In such a case, the court may require the Plan Administrator to provide the materials 

and pay you up to $110 a day until you receive the materials, unless the materials were not sent 

because of reasons beyond the control of the administrator.  If you have a claim for benefits which 

is denied or ignored, in whole or in part, you may file suit in a state or Federal court (subject to 

any arbitration provisions set forth in the Plan).  In addition, if you disagree with the planôs decision 

or lack thereof concerning the qualified status of a domestic relations order or a medical child 

support order, you may file suit in Federal court (subject to any arbitration provisions set forth in 

the Plan).  If it should happen that plan fiduciaries misuse the planôs money, or if you are 

discriminated against for asserting your rights, you may seek assistance from the U.S. Department 

of Labor, or you may file suit in a Federal court (subject to any arbitration provisions set forth in 

the Plan).  The court will decide who should pay court costs and legal fees.  If you are successful 

the court may order the person you have sued to pay these costs and fees.  If you lose, the court 

may order you to pay these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your plan, you should contact the Plan Administrator.  If 

you have any questions about this statement or about your rights under ERISA, of if you need 

assistance in obtaining documents from the Plan Administrator, you should contact the nearest 

office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your 

telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits 

Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, 

D.C. 20210.  You may also obtain certain publications about your rights and responsibilities under 

ERISA by calling the publications hotline of the Employee Benefits Security Administration. 
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The following are not subject to ERISA: Dependent Care Flexible Spending Account 

Benefits under the Flexible Benefits Plan; Premium Expense Reimbursement Benefits under 

the Flexible Benefits Plan; and the Short-Term Disability Plan.   

ARTICLE VIII.  

CONTINUATION OF GROU P HEALTH COVERAGE UN DER COBRA. 

Introduction 

This Article has important information about your right to COBRA continuation coverage, 

which is a temporary extension of coverage under certain group health plans.  This Article explains 

COBRA continuation coverage, when it may become available to you and your family, and what 

you need to do to protect your right to get it.  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 and other members of your family when group health coverage would 

otherwise end.  It can also become available to other members of your family who are covered 

under the Component Health Plan when they would otherwise lose their group health coverage.   

This Article VIII applies to the following Component Plans and Benefits (each a 

ñComponent Health Planò for purposes of this Article VIII):  

¶ WoodmenLife Medical Plan;  

¶ WoodmenLife Health Reimbursement Arrangement Plan; 

¶ WoodmenLife Well-being Program;  

¶ WoodmenLife Vision Plan;  

¶ WoodmenLife Dental Plan; and 

¶ The Health Flexible Spending Account under the WoodmenLife Flexible Benefits 

Plan; 

¶ WoodmenLife Associate Assistance Program. 

This Article 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. 

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 (sometimes referred to as an Exchange).  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 31-day special enrollment period for another group 
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health plan for which you are eligible (such as a spouseôs plan), even if that plan generally doesnôt 

accept late enrollees.   

What is COBRA Continuation Coverage? 

COBRA continuation coverage is a continuation of Component Health Plan coverage when 

coverage would otherwise end because of a life event known as a ñqualifying event.ò  Specific 

qualifying events are listed later in this Article.  After a qualifying event, COBRA continuation 

coverage must be offered to each person who is a ñqualified beneficiary.ò  You, your spouse, and 

your dependent children could become qualified beneficiaries if coverage under the Component 

Health Plan is lost because of the qualifying event.  Under the Component Health Plan, qualified 

beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation 

coverage. 

If you are an Associate, you will become a qualified beneficiary if you lose your coverage 

under the Component Health Plan because either one of the following qualifying events happens: 

a. Your hours of employment are reduced, or 

b. Your employment ends for any reason other than your gross misconduct. 

If you are the spouse of an Associate, you will become a qualified beneficiary if you lose 

your coverage under the Component Health Plan because any of the following qualifying events 

happens: 

a. Your spouse dies; 

b. Your spouseôs hours of employment are reduced; 

c. Your spouseôs employment ends for any reason other than his or her gross 

misconduct; 

d. Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); 

or 

e. You become divorced or legally separated from your spouse. 

Your dependent children will become qualified beneficiaries if they lose coverage under 

the Component Health Plan because any of the following qualifying events happens: 

a. The parent-Associate dies; 

b. The parent-Associateôs hours of employment are reduced; 

c. The parent-Associateôs employment ends for any reason other than his or her gross 

misconduct; 

d. The parent-Associate becomes entitled to Medicare benefits (under Part A, Part B, 

or both); 
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e. The parents become divorced or legally separated; or 

f. The child stops being eligible for coverage under the plan as a ñdependent child.ò 

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can 

be a qualifying event.  If a proceeding in bankruptcy is filed with respect to WoodmenLife, and 

that bankruptcy results in the loss of coverage of any Retired Associate covered under the Plan, 

the Retired Associate is a qualified beneficiary with respect to the bankruptcy.  The Retired 

Associateôs spouse, surviving spouse, and dependent children will also be qualified beneficiaries 

if bankruptcy results in the loss of their coverage under the Plan. 

When is COBRA Coverage Available? 

The Component Health 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: 

a. The end of employment or reduction of hours of employment; 

b. death of the Associate; 

c. Commencement of a proceeding in bankruptcy with respect to the Employer; or 

d. the Associateôs becoming entitled to Medicare benefits (under Part A, Part B, or  

  both). 

You Must Give Notice of Some Qualifying Events 

For all other qualifying events (divorce or legal separation of the Associate and spouse 

or a dependent childôs losing eligibility for coverage as a dependent child), you must notify 

the Plan Administrator in writing  within 60 days after the qualifying event occurs.  Oral 

notice, including notice by telephone, is not acceptable.  You must provide this notice to:   

 

WoodmenLife 

1700 Farnam Street 

Omaha, NE  68102 

 

If mailed, your notice must be postmarked no later than the last day of the required notice 

period. Any notice you provide must state: 

 

¶ the name of the plan or plans under which you lost or are losing coverage,  

¶ the name and address of the Associate covered under the plan, 

¶ the name(s) and address(es) of the qualified beneficiary(ies), and 

¶ the qualifying event and the date it happened. 
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If the qualifying event is a divorce or legal separation, your notice must include a copy of 

the divorce decree or the legal separation agreement. 

 

Be aware that there are other notice requirements in other contexts, for example, in order to 

qualify for a disability extension. 

 

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 Associates may elect COBRA continuation coverage on behalf of their spouses, and 

parents may elect COBRA continuation coverage on behalf of their children. 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts 

for 18 months due to employment termination or reduction of hours of work.  Certain qualifying 

events, or a second qualifying event during the initial period of coverage, may permit a beneficiary 

to receive a maximum of 36 months of coverage.   

There are also ways in which this 18-month period of COBRA continuation coverage can 

be extended: 

Disability extension of 18-month period of COBRA continuation coverage 

If you or anyone in your family covered under a Component Health Plan is determined by 

Social Security 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 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 COBRA continuation coverage.   

Second qualifying event extension of 18-month period of continuation coverage 

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 the 

Component Health Plan is properly notified about the second qualifying event.  This extension 

may be available to the spouse and any dependent children getting COBRA continuation coverage 

if the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, 

Part B, or both); 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. 
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Continuation Coverage and Health Flexible Spending Accounts 

You can elect to continue your participation in the Health Flexible Spending Account for 

the remainder of the Plan Year, subject to the following conditions. You may only continue to 

participate in the Health Flexible Spending Account if you have elected to contribute more money 

than you have taken out in claims. For example, if you elected to contribute an annual amount of 

$500 and, at the time you terminate employment, you have contributed $300 but only claimed 

$150, you may elect to continue coverage under the Health Flexible Spending Account. If you 

elect to continue coverage, then you would be able to continue to receive your health 

reimbursements up to the $500. However, you must continue to pay for the coverage, just as the 

money has been taken out of your paycheck, but on an after-tax basis. The Plan can also charge 

you an extra amount to provide this benefit. 

 

Are there other coverage options besides COBRA Continuation Coverage? 

Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage 

options for you and your family through the Health Insurance Marketplace (sometimes referred to 

as an Exchange), Medicaid, or other group health plan coverage options (such as a spouseôs plan) 

through what is called a ñspecial enrollment period.ò   Some of these options may cost less than 

COBRA continuation coverage.  You can learn more about many of these options at 

www.HealthCare.gov. 

If You Have Questions 

Questions concerning your Component Health 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 Health Insurance Portability and Accountability 

Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District 

Office of the U.S. Department of Laborôs Employee Benefits Security Administration (EBSA) in 

your area or visit the EBSA website at www.dol.gov/ebsa.  Addresses and phone numbers of 

Regional and District EBSA Offices are available through EBSAôs website.  For more information 

about the Marketplace (sometimes referred to as the Exchange), visit www.HealthCare.gov.  

Keep Your Plan Informed of Address Changes 

In order to protect your familyôs rights, you should keep the Plan Administrator informed 

of any changes in the addresses of family members.  You should also keep a copy, for your records, 

of any notices you send to the Plan Administrator. 

Plan Contact Information 

Associate Welfare Benefit Plan of WoodmenLife 

WoodmenLife 

1700 Farnam Street 

Omaha, NE  68102 

(800) 328-2968, extension 57047 

 

http://www.healthcare.gov/
http://www.healthcare.gov/
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ARTICLE IX.  

HEALTH INFORMATION P ROTECTION AND RIGHTS  

9.1 Special Enrollment Rights.  If you are declining enrollment 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 towards 

your or your dependentsô other coverage).  However, you must request enrollment within 31 days 

after your or your dependentsô 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 31 days after the marriage, birth, adoption, or 

placement for adoption.  To request special enrollment or obtain more information, contact the 

Plan Administrator. 

9.2 Pre-existing Condition Exclusion.  A group health plan may not impose a pre-

existing condition exclusion with respect to a participant or dependent before notifying the 

participant, in writing, of: 

a. The existence and terms of any pre-existing condition exclusion under the plan; 

b. The rights of individuals to demonstrate creditable coverage (and any applicable 

waiting periods); 

c. The right of the individual to request a certificate from a prior plan or issuer, if 

necessary; and 

d. That the current plan (or issuer) will assist in obtaining a certificate from any prior 

plan or issuer, if necessary. 

9.3 Special Enrollment Rules for Individuals Losing Coverage Under Medicaid or the 

Childrenôs Health Insurance Program (ñCHIPò).  If you or your dependent are eligible but not 

enrolled in this Plan, you or your dependent may enroll in the Plan if all of the following conditions 

are met: 

a. You or your dependent were covered under Medicaid or CHIP at the time coverage 

under this Plan was previously offered. 

b. The Medicaid or CHIP coverage was terminated because you or your dependent 

ceased to be eligible for the coverage. 

c. You or your dependent request enrollment in this Plan within 60 days after coverage 

under Medicaid or CHIP terminates.  Coverage under this Plan will begin the first 

day of the first full calendar month following the date the completed enrollment 

form is received. 
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9.4 Special Enrollment Rules for Individuals Becoming Eligible for Medicaid or CHIP 

Assistance.  If you or your dependent are eligible, but not enrolled in this Plan, you or your 

dependent may enroll in the Plan if all of the following conditions are met: 

a. You or your dependent were not eligible for a premium assistance subsidy, under 

Medicaid or CHIP at the time coverage under this Plan was previously offered. 

b. You or your dependent become eligible for a premium assistance subsidy, under 

Medicaid or CHIP, with respect to coverage under this Plan. 

c. You or your dependent request enrollment in this Plan within 60 days of being 

determined eligible for a premium assistance subsidy under Medicaid or CHIP.  

Coverage under this Plan will begin the first day of the first full calendar month 

following the date the completed enrollment form is received.  

9.5 HIPAA Notice of Privacy Practices.  You have been furnished a Notice of Privacy 

Practices describing the practices the Plan will follow with regard to your personal health 

information that is protected by the Health Insurance Portability and Accountability Act of 1996, 

as amended (ñHIPAAò).  If you would like to receive another copy of the Notice, please contact 

the Plan Administrator. 

ARTICLE X.  

ADDITIONAL LEGAL NOT ICES 

10.1 Newbornsô Act.  Under federal law, group health plans and health insurance 

issuers generally may not 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 motherôs or newbornôs 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).  

Contact the Plan Administrator for additional information. 

10.2 Womenôs Health and Cancer Rights Act of 1998.  Do you know that your plan, 

as required by the Womenôs 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.  Contact the Plan Administrator for additional information. 

10.3 USERRA Rights.  Federal law may also afford certain participants and their 

Dependents the right to continue their health care coverage during certain periods of military leaves 

of absence pursuant to the Uniformed Services Employment and Reemployment Rights Act of 

1994 (ñUSERRAò).  This continuation option is similar in many respects to COBRA continuation 

coverage.  Contact the Plan Administrator for additional information. 

10.4 Michelleôs Law.  Any health care coverage maintained under a Component Plan 

that is a group health plan that requires a certification of student status for any period of dependent 
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coverage shall comply with Michelleôs Law, to the extent applicable.  Eligibility for such coverage 

for a dependent child who is enrolled in an institution of higher education at the beginning of a 

medically necessary leave of absence will be extended if the leave normally would cause the 

dependent child to lose eligibility for coverage under the group health plan due to loss of student 

status.  This eligibility extension shall last up to one year beginning on the first day of the leave of 

absence or the date the coverage would otherwise terminate due to loss of student status, whichever 

is earlier, provided that the Plan (or the issuer of health insurance coverage offered in connection 

with the Plan) has received written certification by a treating physician of the dependent child 

which states that the child is suffering from a serious illness or injury and that the leave of absence 

(or other change of enrollment) is medically necessary.  A dependent child whose benefits are 

continued under this Section shall be entitled to the same benefits as if (during the medically 

necessary leave of absence) the child continued to be a covered student at the institution of higher 

education and was not on a medically necessary leave of absence.  To the extent applicable, the 

Plan shall comply with the continued application in case of changed coverage provisions of 

Michelleôs Law. 

10.5 Premium Assistance Under Medicaid and CHIP.  If you or your children are eligible 

for Medicaid or CHIP and youôre 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 arenôt eligible for Medicaid or CHIP, you 

wonôt 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 arenôt already enrolled.  This is called a ñspecial enrollmentò 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 January 31, 

2019.  Contact your state for more information on eligibility .  
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ALABAMA ï Medicaid KENTUCKY ï Medicaid 

Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 

Website: https://chfs.ky.gov 

Phone: 1-800-635-2570 

ALASKA ï Medicaid LOUISIANA ï Medicaid 

The AK Health Insurance Premium Payment 

Program 

Website: http://myakhipp.com/  

Phone: 1-866-251-4861 

Email: CustomerService@MyAKHIPP.com  

Medicaid Eligibility:  

http://dhss.alaska.gov/dpa/Pages/medicaid/defaul

t.aspx 

Website: 

http://dhh.louisiana.gov/index.cfm/subhome/1/n/

331 

Phone: 1-888-695-2447 

ARKANSAS ï Medicaid MAINE ï Medicaid 

Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

Website: http://www.maine.gov/dhhs/ofi/public-

assistance/index.html 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

FLORIDA ï Medicaid MASSACHUSETTS ï Medicaid and CHIP 

Website: http://flmedicaidtplrecovery.com/hipp/ 

Phone: 1-877-357-3268 

Website: 

http://www.mass.gov/eohhs/gov/departments/ma

sshealth/ 

Phone: 1-800-862-4840 

GEORGIA ï Medicaid MINNESOTA ï Medicaid 

Website: www.medicaid.georgia.gov 

Phone: 404-656-4507 

Website: http://mn.gov/dhs/people-we-

serve/seniors/health-care/health-care-

programs/programs-and-services/medical-

assistance.jsp 

Phone: 1-800-657-3739 or 651-431-2670 

INDIANA ï Medicaid MISSOURI ï Medicaid 

Healthy Indiana Plan for low-income adults 

Website: http://www.in.gov/fssa/hip/ 

Phone: 1-877-438-4479 

All other Medicaid 

Website: http://www.indianamedicaid.com 

Phone 1-800-403-0864 

Website: 

https://www.dss.mo.gov/mhd/participants/pages/

hipp.htm 

Phone: 573-751-2005 

IOW A ï Medicaid MONTANA ï Medicaid 

Website:  

http://dhs.iowa.gov/hawk-i 

Phone: 1-800-257-8563 

Website: 

http://dphhs.mt.gov/MontanaHealthcareProgram

s/HIPP 

Phone: 1-800-694-3084 

KANSAS ï Medicaid NEBRASKA ï Medicaid 

Website: http://www.kdheks.gov/hcf/ 

Phone: 1-785-296-3512 

 

 

 

Website:  http://www.ACCESSNebraska.ne.gov 

Phone: 855-632-7633 

Lincoln: 402-473-7000 

Omaha: 402-595-1178  

http://myalhipp.com/
https://chfs.ky.gov/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://myarhipp.com/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://flmedicaidtplrecovery.com/hipp/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.medicaid/
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dhs.iowa.gov/hawk-i
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.kdheks.gov/hcf/
http://www.accessnebraska.ne.gov/
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NEVADA ï Medicaid PENNSYLVANIA ï Medicaid 

Website: http://dhcfp.nv.gov  

Phone: 1-800-992-0900 

Website: 

http://www.dhs.pa.gov/provider/medicalassistan

ce/healthinsurancepremiumpaymenthippprogram

/index.htm 

Phone: 1-800-692-7462 

NEW HAMPSHIRE ï Medicaid RHODE ISLAND ï Medicaid 

Website: https://www.dhhs.nh.gov/oii/hipp.htm 

Phone: 603-271-5218 

Toll-free: 1-800-852-3345, ext. 5218 

Website: http://www.eohhs.ri.gov/ 

Phone: 855-697-4347 

NEW JERSEY ï Medicaid and CHIP SOUTH CAROLINA ï Medicaid 

Medicaid Website:  

http://www.state.nj.us/humanservices/ 

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 

CHIP Website: 

http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 

Website: https://www.scdhhs.gov 

Phone: 1-888-549-0820 

NEW YORK ï Medicaid SOUTH DAKOTA - Medicaid 

Website: 

https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

NORTH CAROLINA ï Medicaid TEXAS ï Medicaid 

Website:  https://dma.ncdhhs.gov/  

Phone:  919-855-4100 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

NORTH DAKOTA ï Medicaid UTAH ï Medicaid and CHIP 

Website: 

http://www.nd.gov/dhs/services/medicalserv/me

dicaid/ 

Phone: 1-844-854-4825 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip 

Phone: 1-877-543-7669 

OKLAHOMA ï Medicaid and CHIP VERMONTï Medicaid 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

OREGON ï Medicaid and CHIP VIRGINIA ï Medicaid and CHIP 

Website: 

http://healthcare.oregon.gov/Pages/index.aspx 

http://www.oregonhealthcare.gov/index-es.html 

Phone: 1-800-699-9075 

Medicaid Website: 

http://www.coverva.org/programs_premium_ass

istance.cfm 

Medicaid Phone:  1-800-432-5924 

CHIP Website: 

http://www.coverva.org/programs_premium_ass

istance.cfm 

CHIP Phone: 1-855-242-8282 

 

 

http://dhcfp.nv.gov/
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
https://www.dhhs.nh.gov/o
http://www.eohhs.ri.gov/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://www.scdhhs.gov/
https://www.health.ny.gov/health_care/medicaid/
http://dss.sd.gov/
https://dma.ncdhhs.gov/
http://gethipptexas.com/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
https://medicaid.utah.gov/
http://health.utah.gov/chip
http://www.insureoklahoma.org/
http://www.greenmountaincare.org/
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
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WASHINGTON ï Medicaid WISCONSIN ï Medicaid and CHIP 

Website: http://www.hca.wa.gov/free-or-low-

cost-health-care/program-

administration/premium-payment-program 

Phone: 1-800-562-3022 ext. 15473 

Website:  

https://www.dhs.wisconsin.gov/publications/p1/

p10095.pdf 

Phone: 1-800-362-3002 

WEST VIRGINIA ï Medicaid WYOMING ï Medicaid 

Website: http://mywvhipp.com/ 

Toll-free: 1-855-MyWVHIPP (699-8447) 

Website: 

https://health.wyo.gov/healthcarefin/medicaid/ 

Phone: 307-777-7531 

 

To see if any other states have added a premium assistance program since January 31, 2019, or for 

more information on special enrollment rights, contact either: 

 

U.S. Department of Labor  U.S. Department of Health and Human Services  

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

www.dol.gov/ebsa   www.cms.hhs.gov                                             

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565  

http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://mywvhipp.com/
https://health.wyo.gov/healthcarefin/medicaid/
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EXHIBIT A  

 

COMPONENT BENEFIT PL ANS AND 

BENEFIT INFORMATION BOOKLETS  

Read this SPD and the Component Plan Information Booklets carefully so that you 

understand the provisions of the Plan and the benefits you will receive. The following Component 

Plans are part of the Plan.  These Booklets describe Component Plan benefits which are governed 

by the Plan.  The Plan document is written in much more technical and precise language.  If the 

language in any of these Booklets or this SPD conflict with the technical, legal language of the 

Plan document, the Plan document always governs. Also, if there is a conflict between an insurance 

contract/policy/certificate and either the Plan document or this SPD, the insurance 

contract/policy/contract will control. If you wish to receive a copy of the Plan document, please 

contact the Plan Administrator.     

Exhibit   Type of Plan Component Plan Insurer or Contractor  

A-1 

Medical 

WoodmenLife Medical Plan 

Introduction and General Information 

Blue Cross and Blue Shield of 

Nebraska 

A-1.1 

WoodmenLife  

Medical PlanðSelect HRA 

Blue Cross and Blue Shield of 

Nebraska 

WoodmenLife Health Reimbursement 

Arrangement Plan  

Cypress Benefit Administrators 

A-1.2 
WoodmenLife  

Medical PlanðSelect HSA 

Blue Cross and Blue Shield of 

Nebraska 

A-2 Well-being Program WoodmenLife Well-being Program ComPsych 

A-3 Dental WoodmenLife Dental Plan MetLife  

A-4 
Vision WoodmenLife Vision Plan Vision Service Plan Insurance 

Company 

A-5 Flexible Benefits 

WoodmenLife Cafeteria Plan 

(Dependent Care Flexible Spending 

Account, Health Flexible Spending 

Account, Health Savings Account and 

Premium Expense Reimbursement) 

Payflex Systems USA, Inc. 

A-6 Prepaid Legal 
WoodmenLife Prepaid Legal 

Assistance Plan 

MetLaw 

 

A-7 
Short-Term 

Disability 

WoodmenLife Short-Term Disability 

Plan 

The Hartford 

A-8 
Short-Term 

Disability 

WoodmenLife Voluntary Short-Term 

Disability Plan 

The Hartford 

A-9 
Long-Term 

Disability 

WoodmenLife Long-Term Disability 

Plan for Home Office Associates 

The Hartford 

A-10 
Long-Term 

Disability 

WoodmenLife Long Term Disability 

Plan for Regional Directors, 

Recruiting Sales Managers and 

WoodmenLife Representatives 

The Hartford 
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Exhibit   Type of Plan Component Plan Insurer or Contractor  

A-11 
Long-Term 

Disability 

WoodmenLife Voluntary Long-Term 

Disability Benefit Plan 

UNUM 

A-12 
Long-Term 

Disability 

WoodmenLife Executive Long-Term 

Disability Benefit Plan 

UNUM 

A-13 Life WoodmenLife Life Plan WoodmenLife 

A-14 
Associate 

Assistance Program 

WoodmenLife Associate Assistance 

Program 

Best Care 

A-15 
Business Travel 

Accident 

WoodmenLife Business Travel 

Accident Plan 

The Hartford 

A-16 Severance Pay Plan 
WoodmenLife Associatesô Severance 

Pay Plan 

N/A 
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EXHIBIT A -1 

 

WOODMEN LIFE  MEDICAL PLAN  

BENEFIT INFORMATION BOOKLET  

 (APPLIES TO BOTH ñSELECT HRAò AND ñSELECT HSAò OPTIONS) 
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IMPORTANT INFORMATION  

Important Phone Numbers 

Member Services 

Omaha and Toll-free 1-888-592-8961 

Coordination of Benefits 

Omaha 402-390-1840 

Toll-free 1-800-462-2924 

Subrogation 

Omaha 402-390-1847 

Toll-free 1-800-662-3554 

Workersô Compensation 

Omaha 402-398-3615 

Toll-free  1-800-821-4786 

Certification  

Omaha 402-390-1870 

Toll-free  1-800-247-1103 

BlueCard Provider Information  

Toll-free  1-800-810-BLUE (2583) 

Website  www.bcbs.com 

Pharmacy Locator 

Toll-free  1-877-800-0746 
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INTRODUCTION  

This document is your Summary Plan Description (SPD). 

This SPD has been written to help you understand your Group Medical Plan coverage. It describes 

the beneýts, exclusions and limitations of your Plan in a general way, and is not, and should not 

be considered a contract. 

Your Group Medical Plan is administered in accordance with the Administrative Services 

Agreement between the Group and Blue Cross and Blue Shield of Nebraska, Inc. (BCBSNE), an 

independent licensee of the Blue Cross and Blue Shield Association. The Administrative Services 

Agreement and ofýcial Plan documents control the coverage for your Group. 

NOTE: BCBSNE provides administrative claims payment services only and does not assume any 

ýnancial risk or obligation with respect to claims. BCBSNE liability may occur only under a stop 

loss provision, as set forth in a stop loss agreement with the Group. 

Please share the information found in this SPD with your Eligible Dependents. 

How To Use This Document 

For your convenience, deýned terms are capitalized throughout this document. For an explanation 

of a deýned term, refer to the Section titled ñDeýnitions.ò 

Please take some time to read this document and become familiar with it. As you read this 

document, you will ýnd that many sections are related to other sections of the document. You may 

not have all the information you need by reading just one section. We encourage you to review the 

beneýts and limitations by reading the Beneýt Summary page and the sections titled ñBeneýt 

Descriptionsò and ñExclusions.ò If you have a question about your coverage or a Claim, please 

contact BCBSNE Member Services Department. 

About Your I.D. Card  

BCBSNE will issue you an identiýcation card (I.D. card). Your I.D. number is a unique alpha 

numeric combination.  Present your I.D. to your health care provider when you receive Services. 

With your BCBSNE I.D. card, Hospitals and Physicians can identify your coverage and will 

usually submit Claims for you.  If you want extra cards for covered family members or need to 

replace a lost card, please contact BCBSNE Member Services Department, or you may access 

through the website, www.nebraskablue.com. 

Schedule of Beneýts and Beneýts Summary 

Your Schedule of Beneýts is a personalized document that provides you with a basic description 

of your Plan coverage option. It also shows the membership option that applies to you. 

A Beneýt Summary is included in this SPD. It includes information concerning deductible and 

cost-sharing amounts, beneýt limits, and other coverage details.   
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Your Rights And Responsibilities As A BCBSNE Member 
 

You have the right to: 

 

¶ be treated with respect and dignity; 

¶ privacy of your personal health information that BCBSNE maintains, following state and 

federal laws; 

¶ receive information about the benefits, limitations and exclusions of your health plan, 

including how to access the network of hospitals, physicians and other health care 

providers; 

¶ work with your doctor and other health care professionals about decisions regarding your 

treatment; 

¶ discuss all of your treatment options, regardless of cost or benefit coverage; 

¶ make a complaint or file an appeal about your health plan, any care you receive or 

any benefit determination your health plan makes; 

¶ make recommendations to BCBSNE about this rights and responsibilities policy; and 

¶ give Us suggestions about how BCBSNE can better serve you and other members. 

 

You have the responsibility to: 

 

¶ read and be familiar with your health plan coverage information and what your plan 

covers and doesnôt cover, or ask for help if you need it; 

¶ understand how your choice of an In-network or Out-of-network Provider will 

impact what you pay out of your own pocket, if your plan has different In-network 

and Out-of-network benefits, or ask for help if you need it; 

¶ give BCBSNE all the information needed to process your claims and provide you 

with the benefits youôre entitled to under your plan; 

¶ give all your health care providers the information they need to appropriately treat 

you; and 

¶ advise WoodmenLife of any changes that affect you or your family, such as a birth, 

marriage/divorce or change of address. 
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THE PLAN AND HOW IT WORKS  

About The Plan 

This Group Medical Plan is a Preferred Provider Organization (PPO) health benefit plan. Claims 

administration is provided by Blue Cross and Blue Shield of Nebraska (BCBSNE). 

Preferred Provider (PPO) networks have been established by BCBSNE through contracts with a 

panel of Hospitals, Physicians and other health care providers who have agreed to furnish medical 

Services to you and your family in a manner that will help manage health care costs. These 

providers are referred to as ñIn-networkò or ñPreferred Providers.ò The BCBSNE PPO provider 

network is identified on your I.D. card. 

Blue Cross and Blue Shield Plans in other states (Host Blue) have also contracted with health care 

providers in their geographic areas, who are referred to as ñPreferred Providers.ò 

Use of the network is voluntary, and selection of a health care provider is always your choice. If 

you choose to use providers who do not participate in the BCBSNE or Host Blue network for non-

emergency situations, you can expect to pay more than your applicable Deductible, Copayment 

and/or Coinsurance amounts. After this health plan pays its required portion of the bill, Out-of-

network Providers may bill you for any amount not paid. This balance billing does not happen 

when you use In-network or Preferred Providers because these providers have agreed to accept a 

discounted payment for Services with no additional billing to you other than your applicable 

Deductible, Copayment and/or Coinsurance amounts. In-network Providers will also file Claims 

for you. 

For help in locating In-network Providers, managing your personal health care benefits, as well as 

accessing various resources and tools, visit BCBSNE online at www.nebraskablue.com. You may 

also call BCBSNE Member Services using the toll-free number on your I.D. card or refer to the 

Important Telephone Numbers in the front of this exhibit. If you would like a printed provider list, 

BCBSNE will furnish one without charge. 

For help in locating a Preferred Provider in another Blue Cross and/or Blue Shield Service Area, 

including providers outside the U.S., you may call the special toll-free number of the Blue Cross 

and Blue Shield BlueCard Program (1-800-810-2583) for assistance. 

Be Informed 

Out-of-network Providersô charges may be higher than the beneýt amount allowed by this health 

plan. You may contact BCBSNE Member Services Department concerning allowable beneýt 

amounts in Nebraska for speciýc procedures. Your request must specify the Service or procedure, 

including any Service or procedure code(s) or diagnosis-related group, and the providerôs 

estimated charge. 

How The Network Works 

Using In-network Providers: 

http://www.nebraskablue.com/
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¶ present I.D. card and pay Copayment (when applicable); 

¶ receive highest level of beneýts; 

¶ provider ýles Claims for you; 

¶ provider accepts insurance payment as payment in full (except Deductible, Copayment 

and/or Coinsurance amounts); and 

¶ no balance billing. 

Using Out-of-network Providers: 

¶ you may be required to pay full cost at time of service; 

¶ you may be reimbursed at a lower beneýt level; 

¶ you may have to ýle Claims; and 

¶ youôre responsible for amounts that exceed the Allowable Charge. 

Remember, if more than one Physician is involved in your care, it is important for you to check 

the status of each provider. 

Exception 

If you receive initial, short-term (48 hours or less) Inpatient or Outpatient care for an Emergency 

Medical Condition at an Out-of-network Hospital or by an Out-of-network Provider, benefits for 

those Covered Services will be provided subject to the In-network cost-sharing amounts. Benefits 

for Inpatient Covered Services will continue to be paid at the In-network level, as long as they are 

for an Emergency Medical Condition. 

To continue to receive the In-network level of benefits for Outpatient care after the initial care has 

been provided, you must use an In-network Provider. In addition, any Covered Services provided 

by an Out-of-network Urgent Care Physician and/or other Out-of-network professional Provider 

will be paid at the In-network level when the corresponding facility charges are paid subject to the 

In-network benefit level. 

NOTE: You will still be responsible for amounts in excess of the Allowable Charge when you 

receive Services from an Out-of-network Provider. 

Out-Of-Area Services 

BCBSNE has a variety of relationships with other Blue Cross and/or Blue Shield Licensees. These 

relationships are called ñInter-Plan Arrangements.ò These Inter-Plan Arrangements work based on 

rules and procedures issued by the Blue Cross and Blue Shield Association (ñAssociationò). 

Whenever you access health care services outside the geographic area BCBSNE serves, the claim 

for those services may be processed through one of these Inter-Plan Arrangements. 

When you access care outside BCBSNEôs service area, you will receive it from one of two kinds 

of providers. Most providers (ñparticipating providersò) contract with the local Blue Cross and 

Blue Shield Licensee in that geographic area (ñHost Blueò). Some providers (ñnon-participating 

providersò) donôt contract with the Host Blue.  We explain below how we pay both kinds of 

providers. 
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Inter-Plan Arrangements Eligibility - Claim Types ð All claim types are eligible to be processed 

through Inter- Plan Arrangements, as described above, except for dental care benefits (except when 

paid as medical benefits), and any prescription drug programs or vision care benefits that may be 

administered by a third party contracted by BCBSNE to provide the specific service or services. 

BlueCard® Program 

Under the BlueCard® Program, when you receive Covered Services within the geographic area 

served by a Host Blue, BCBSNE will remain responsible for doing what we agreed to in our 

agreement with the Group. However, the Host Blue is responsible for contracting with and 

generally handling all interactions with its participating providers. 

When you receive Covered Services outside BCBSNEôs service area and the claim is processed 

through the BlueCard Program, the amount you pay for Covered Services is calculated based on 

the lower of: 

¶ The billed charges for your Covered Services, or 

¶ The negotiated price that the Host Blue makes available to BCBSNE. 

Often, this ñnegotiated priceò will consist of a simple discount which reflects an actual price that 

the Host Blue pays to your health care provider.  Sometimes, it is an estimated price that takes into 

account special arrangements with your health care provider or provider group that may include 

types of settlements, incentive payments, and/or other credits or charges. Occasionally, it may be 

an average price, based on a discount that results in expected average savings for similar types of 

health care providers after taking into account the same types of transactions as with an estimated 

price. 

Estimated pricing and average pricing also take into account adjustments to correct for over- or 

underestimation of past pricing of claims, as noted above. However, such adjustments will not 

affect the price BCBSNE used for your claim because they will not be applied after a claim has 

already been paid. 

Negotiated (non-BlueCard® Program) National Account Arrangements 

With respect to one or more Host Blues, instead of using the BlueCard Program, BCBSNE may 

process your claims for Covered Services through Negotiated Arrangements for National 

Accounts. 

The amount you pay for Covered Services under this arrangement will be calculated based on the 

lower of either billed covered charges for Covered Services or the negotiated price (refer to the 

description of negotiated price under BlueCard®  Program) made available to BCBSNE by the 

Host Blue. 

If reference-based benefits, which are service-specific benefit dollar limits for specific procedures, 

based on a Host Blueôs local market rates, are made available to you, you will be responsible for 

the amount that the health care provider bills above the specific reference benefit limit for the 

given procedure. For a participating provider, that amount will be the difference between the 
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negotiated price and the reference benefit limit. For a non-participating provider, that amount will 

be the difference between the providerôs billed charge and the reference benefit limit. Where a 

reference benefit limit is greater than either a negotiated price or a providerôs billed charge, you 

will incur no liability, other than related patient cost-sharing under the Plan. 

Special Cases ï Value-Based Programs 

¶ BlueCard Program: If you receive Covered Services under a Value-Based Program inside 

a Host Blueôs service area, you will not be responsible for paying any of the Provider 

Incentives, risk-sharing, and/or Care Coordinator Fees that are a part of such an 

arrangement except when a Host Blue passes these fees to BCBSNE through average 

pricing or fee schedule adjustments. 

¶ Negotiated (non-BlueCard Program) Arrangements: If BCBSNE has entered into a 

Negotiated Arrangement with a Host Blue to provide Value-Based Programs to your Group 

on your behalf, BCBSNE will follow the same procedures for Value-Based Programs 

administration and Care Coordinator Fees noted above for the BlueCard Program. 

Inter -Plan Programs ï Federal/State Taxes/Surcharges/Fees 

Federal or state laws or regulations may require a surcharge, tax or other fee that applies to insured 

accounts. If applicable, BCBSNE will include any such surcharge, tax or fee as part of the claim 

charge passed on to you. 

Non-Participating Healthcare Providers Outside Our Service Area 

Subscriber Liability Calculation  

When Covered Services are provided outside of BCBSNEôs service area by nonparticipating 

healthcare providers, the amount you pay for such Services will normally be based on either the 

Host Blueôs nonparticipating healthcare provider local payment or the pricing arrangements 

required by applicable state law. In these situations, you may be liable for the difference between 

the amount that the nonparticipating provider bills and the payment BCBSNE will make for the 

Covered Services as set forth in this paragraph.  Federal or state law, as applicable, will govern 

payments for out-of-network emergency services. 

If you need emergency care, BCBSNE will cover you at the highest level that federal regulations 

allow. You will have to pay any Deductibles, Coinsurance, Copayments, charges for Noncovered 

Services, and any excess charge over the amount payable under the Contract. 

Exceptions  

In certain situations, BCBSNE may use other payment bases, such as billed covered charges for 

Covered Services, the payment BCBSNE would make if the healthcare Services had been obtained 

within BCBSNEôs service area, or a special negotiated payment, to determine the amount 

BCBSNE will pay for Services provided by nonparticipating providers. In these situations, you 

may be liable for the difference between the amount that the nonparticipating provider bills and 

the payment BCBSNE will make for the Covered Services set forth in this paragraph. 
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Blue Cross Blue Shield Global® Core 

If you are outside the United States, (hereinafter ñBlueCard service areaò), you may be able to take 

advantage of Blue Cross Blue Shield Global Core when accessing Covered Services. Blue Cross 

Blue Shield Global Core is unlike the BlueCard Program available in the BlueCard service area in 

certain ways. For instance, although the Blue Cross Blue Shield Global Core assists you with 

accessing a network of inpatient, outpatient and professional providers, the network is not served 

by Host Blue. As such, when you receive care from providers outside the BlueCard service area, 

you will typically have to pay the providers and submit the claims yourself to obtain 

reimbursement for these services. If you need medical assistance services (including locating a 

doctor or hospital) outside the BlueCard service area, you should call the Blue Cross Blue Shield 

Global Core Service Center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours 

a day, seven days a week. An assistance coordinator, working with a medical professional, can 

arrange a physician appointment or hospitalization, if necessary. 

¶ Inpatient Services: In most cases, if you contact the Blue Cross Blue Shield Global Core 

Service Center for assistance, hospitals will not require you to pay for covered inpatient 

services, except for your cost- share amounts. In such cases, the hospital will submit your 

claim to the Service Center to begin claims processing. However, if you paid in full at the 

time of service, you must submit a claim to receive reimbursement for Covered Services. 

You must contact BCBSNE to obtain certification for non-emergency inpatient services. 

¶ Outpatient Services: Physicians, urgent care centers and other outpatient providers 

located outside the BlueCard service area will typically require you to pay in full at the 

time of service. You must submit a claim to obtain reimbursement for Covered Services. 

¶ Submitting a Blue Cross Blue Shield Global Core Claim: When  you  pay  for  Covered  

Services outside the BlueCard service area, you must submit a claim to obtain 

reimbursement. For institutional and professional claims, you should complete a Blue 

Cross Blue Shield Global Core claim form and send the claim form with the providerôs 

itemized bill(s) to the Service Center (the address is on the form) to initiate claims 

processing. Following the instructions on the claim form will help ensure timely 

processing of your claim. The claim form is available from BCBSNE, the Service Center 

or online at www.bcbsglobalcore.com. If you need assistance with your claim 

submission, you should call the Service Center at 1-800-810-BLUE (2583) or call collect 

at 1-804-673-1177, 24 hours a day, seven days a week. 

How The Plan Components Work 

Your Deductible, Copayment, Coinsurance (cost-sharing) and Out-of-pocket Limit for In-network 

and Out-of-network Providers are shown on the Beneýt Summary. Following is an explanation of 

each of those components. 

Allowable Charge   

An amount BCBSNE uses to calculate the payment of Covered Services. This amount will be 

based on either the Contracted Amount for In-network Providers or the Out-of-network Allowance 

for Out-of-network Providers. 



  

Exhibit A-1 

40 | P a g e 
4811-3358-2725.13  

Coinsurance   

This is the percentage you must pay for Covered Services, after the Deductible is applied. 

Copayment (Copay)  

A fixed dollar amount payable by the Covered Person for a Covered Service. Multiple Copayments 

may apply to one claim, depending on the Services submitted on the Claim. 

Deductible*  

You are responsible for your expenses until you reach the Planôs Deductible. After the Deductible 

is met, beneýts for the rest of that Beneýt Year will not be subject to any further Deductible. In-

network and Out-of-network Deductibles cross accumulate. Charges paid for prescription drugs 

with a pharmaceutical discount or drug copay card do not accumulate to the Deductible.  

Out-of-pocket Limit*     

This  Limit  is  the  maximum  amount  of  cost-sharing each Covered Person or Membership Unit 

must pay in a Beneýt Year. In-network and Out-of-network Out-of-pocket Limits cross 

accumulate. 

Certain kinds of charges do not count toward your Out-of-pocket Limit. For example: 

¶ charges in excess of the Allowable Charge; 

¶ charges for Noncovered Services; 

¶ penalty amounts for failure to comply with Certiýcation requirements;  

¶ penalty amounts under the Prescription Drug Program;  

¶ cost-sharing amounts for prescription drugs paid by the Covered Person with a 

pharmaceutical discount or copay card. 

 

*  If you have a family or multiple party membership, your plan may have either an Aggregate or 

an Embedded Deductible and/or Out-of-pocket Limit. The Beneýt Summary will indicate whether 

your plan has an Aggregate or an Embedded amount. See ñDeýnitionsò later in this SPD for a 

description of these terms. 

Utilization Review  

Beneýts are available for Medically Necessary and Scientiýcally Validated Services. Services 

provided by all health care providers are subject to utilization review by BCBSNE. Services will 

not automatically be considered Medically Necessary because they have been ordered or provided 

by a Physician. BCBSNE will determine whether Services provided are Medically Necessary or 

Scientiýcally Validated under the terms of the plan, and if beneýts are available. 

Certiýcation Requirements  

Prior Certiýcation is required for all Inpatient Hospital admissions, as well as certain surgical 

procedures, and specialized Services and supplies. In-network Hospitals will notify BCBSNE of 
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an Inpatient admission. However, when you are admitted as an Inpatient to an Out-of-network 

Hospital, or to a Hospital outside the state of Nebraska, it is your responsibility to see that 

BCBSNE is notiýed of your admission. For more information, please refer to the section of this 

SPD titled ñCertiýcation Requirements.ò 

Expansion of Beneýts  

The scope of benefits may be expanded on a concurrent/prospective basis as determined by 

BCBSNE, to include payment for specific Services which would not ordinarily be included as 

Covered Services. It must appear that the use of such Services will: 1) equal or reduce costs; 2) 

improve the quality of medical care; and 3) be medically more appropriate than an alternate 

Covered Service. BCBSNE will advise the Covered Person and the provider in writing to what 

extent payment will be allowed for such Services. Any such expansion of the scope of benefits 

does not constitute an amendment to the Plan, or provide a continuing right to receive such 

Services. 

Continuity of Care 

In the event a Covered Person is receiving an active course of treatment for certain types of care 

from an In-network Provider on the date that BCBSNEôs contracting agreement with that provider 

is terminated, the provider will continue to render Covered Services to the Covered Person, and 

the contracting agreement shall continue to apply to those Covered Services after the termination 

takes effect, for a defined period of time. The types of care that qualify and the length of time that 

the contracting agreement shall continue to apply are stated in the BCBSNE Provider Policies and 

Procedures Manual. The terms of the Provider Policies and Procedures Manual may be updated 

by BCBSNE from time to time.  
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CERTIFICATION REQUIR EMENTS 

Certiýcation Process 

Certification procedures are intended to determine if health care services or supplies are 

appropriate under the terms of the Plan. 

BCBSNE requires that all Hospital stays, certain surgical procedures, and specialized Services and 

supplies be Certified prior to receipt of such Services or supplies. It is your responsibility to see 

that Certification occurs; however, a Hospital or Provider may initiate the Certification. 

Under all circumstances, the Covered Person and his or her provider bear the ultimate 

responsibility for the medical decisions regarding treatment. BCBSNE is not responsible for 

treatment or diagnosis of a Covered Person, regardless of any case certification, review or 

management. 

When BCBSNE receives a request for Certification, the appropriateness of the setting and the level 

of medical care as well as the timing and duration of the admission is assessed by BCBSNE (or by 

persons designated by BCBSNE). 

To initiate the Certification process, BCBSNE must be contacted by you, your family member, the 

Physician, the Hospital or someone acting on behalf of you or your family member. Notification 

of the intended receipt of Services may be made by telephone or in writing. We may require that 

the Certification include written documentation from the attending Physician, dentist or other 

medical provider demonstrating the Medical Necessity of the procedure or Service and the location 

where the Service will be provided. 

In the case of an ongoing Inpatient admission, the care should continue to be Certified in order to 

assure that it is being provided in the most appropriate setting. 

Please remember that Certification does not guarantee payment. All other Group Medical Plan 

provisions apply. For example: Copayments, Deductibles, Coinsurance, eligibility and exclusions. 

Beneýts Requiring Certiýcation 

The following Services, supplies or drugs must be Certiýed: 

¶ Durable Medical Equipment (DME) - subsequent purchases of DME or DME identified on 

the Certification/Preauthorization list; 

¶ Hospice Care; 

¶ Inpatient Hospital admissions; 

¶ Inpatient Physical Rehabilitation; 

¶ Long Term Acute Care; 

¶ organ and tissue transplants; 

¶ prescription drugs (certain drugs as deýned by BCBSNE); 

¶ Skilled Nursing Care in the home; 

¶ Skilled nursing facility care; 
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¶ Services subject to surgical, radiology or other preauthorization programs, as defined by 

BCBSNE. 

 

A list of Services subject to Certification or preauthorization may be obtained at 

www.nebraskablue.com. Certification and preauthorization requirements are subject to change. 

Certiýcation Exceptions 

Maternity 

Federal law provides for a length of stay of up to 48 hours following a normal vaginal delivery 

and 96 hours following a cesarean section unless otherwise agreed to by the Covered Person and 

her Physician. Certification is not required for an initial maternity admission. However, 

Certification is required if the hospitalization extends beyond these times. 

Emergencies 

BCBSNE must be notified of an admission for an Emergency Medical Condition within 24 hours 

of the admission or the next business day. If Certification is not received, the 24-hour period prior 

to the time of admission and the 24-hour period after such admission will be reviewed to determine 

if the Covered Personôs condition and treatment would have hindered his or her ability to provide 

notice. 

NOTE: Admission through the emergency room does not necessarily constitute an emergency 

admission. 

Effect On Beneýts 

Failure to comply with the Certification requirements may result in a penalty or denial of benefits 

and unanticipated costs associated with the incurred expenses. 

Certain surgical, radiology or other preauthorization programs may require that benefit approval 

be obtained prior to the Service being provided, with failure to do so resulting in a denial of benefits 

for the Service. 

If Services are not properly Certified and benefits are reduced or denied, you are responsible for 

paying any amount due. However if the Hospital, Inpatient facility or Physician is an In-network 

Provider with BCBSNE, they are liable for their Services which are determined by BCBSNE to 

be not Medically Necessary (or for denial due to failure to Certify/preauthorize if required), unless 

you have agreed in writing to be responsible for such Services, or the provider has documented in 

the medical record that you were notified of the Certification determination. Any reductions in 

benefits are not considered when computing your Deductible or your Out-of- pocket Limit. 

Benefits are not payable for Services determined to be not Medically Necessary.  

  

http://www.nebraskablue.com/
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BENEFIT DESCRIPTIONS  

This section provides a general overview of Covered Services.  Beneýts are payable subject 

to cost-sharing and all terms, conditions, exclusions and limitations of the Plan.  There may 

be items listed below that are not included in your actual benefits.  Your Schedule of Benefits 

Summary shows your actual benefits. 

Whatôs Covered 

The following list includes examples of the Services that are covered when Medically    Necessary 

care is provided by an Approved Provider. Additional information on many of        these Services 

is found on the pages following this list: 

¶ Advanced Diagnostic Imaging; 

¶ allergy testing, serum and injections; 

¶ ambulance Services (see Additional Information in this section); 

¶ anesthesia (see Additional Information in this section); 

¶ assistant surgeon Services for surgical procedures specifically identified by BCBSNE; 

¶ autism spectrum disorders or pervasive developmental conditions, developmental delays 

or sensory integration disorders; 

¶ blood, blood plasma, blood derivatives or blood fractionates, including administration and 

processing, unless donated and for which there is not a charge; 

¶ breast prostheses, custom prostheses are limited to one per side every two years, and fiber 

or foam-filled prostheses are limited to one per side every six months (two standard or 

prefabricated per year);  

¶ cardiac rehabilitation when in an accredited program and approved by BCBSNE; 

¶ chemotherapy, (except as excluded or limited in relation to certain transplant procedures); 

¶ chiropractic care (subject to scope of practice regulations); 

¶ circumcision; 

¶ clinical trials, for approved individuals, as described in the ACA, including routine patient 

costs in connection with the clinical trial, consistent with Plan benefits; 

¶ cochlear implants, which includes the pre-implant evaluation, implant system, surgery and 

post-surgical fitting; 

¶ colorectal cancer screening and related Services; 

¶ contraceptive supplies and Services (unless otherwise covered under the Rx Nebraska 

Prescription Drug Program and/or not covered under the medical plan); 

¶ dialysis; 

¶ diabetic education including self-management training and patient management; 

¶ Durable Medical Equipment (DME) rental or initial purchase (whichever costs less), when 

prescribed by a Physician and determined by BCBSNE to be Medically Necessary (see 

Additional Information in this section); 

¶ Emergency Care; 

¶ eyeglasses or contact lenses when ordered by a Physician because of a change in 

prescription as a direct result of a covered intraocular surgery or ocular injury (must be 

within 12 months of the surgery or injury); 
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¶ home health aide Services when ordered by a Physician and part of a treatment plan 

developed by the home health agency and approved by BCBSNE (see Additional 

Information in this section); 

¶ home infusion therapy; 

¶ Hospice Services when Certified by BCBSNE (see Additional Information in this section); 

¶ Hospital Services such as nursing care, drugs, medicines, therapies, x-rays (radiology) and 

laboratory (pathology) tests; 

¶ immunizations; 

¶ Inpatient Physician care; 

¶ Inpatient Physical Rehabilitation (see Additional Information in this section); 

¶ inserts/arch supports (custom ankle/foot shoe inserts and arch supports); 

¶ insulin pumps and other equipment for treatment of diabetes (unless otherwise covered 

under the Prescription Drug Program); 

¶ mammography; 

¶ manipulative treatment or adjustments; 

¶ mastectomy bras (limited to four per year);  

¶ maternity care (see Additional Information in this section); 

¶ Mental Illness care on an Inpatient, Outpatient and Emergency Care basis (see Additional 

Information in this section); 

¶ newborn care (see Additional Information in this section); 

¶ nursing Services in the home which require the skill, proficiency and training of a 

registered nurse (RN) or a licensed practical nurse (LPN) (see Additional Information in 

this section); 

¶ occupational therapy; 

¶ oral surgery, dental treatment and TMJ Services (see Additional Information in this 

section); 

¶ orthotics for preventing complications associated with diabetes; 

¶ osteopathic care; 

¶ ostomy supplies; 

¶ Outpatient (ambulatory) surgery; 

¶ Outpatient x-ray, radiology, laboratory and pathology charges; 

¶ oxygen; 

¶ pacemakers; 

¶ pap smears; 

¶ physical therapy; 

¶ Physician visits; 

¶ podiatric appliances necessary for the prevention of complications associated with 

diabetes; 

¶ Preventive care (see Preventive Care included in this section for additional information); 

¶ prosthetic devices; 

¶ pulmonary rehabilitation when in an accredited program and approved by BCBSNE; 

¶ radiation therapy, (except as excluded or limited in relation to certain transplant 

procedures); 



  

Exhibit A-1 

46 | P a g e 
4811-3358-2725.13  

¶ renal dialysis, including charges for covered home dialysis equipment and covered 

disposable supplies, and dialysis training or counseling; 

¶ respiratory care; 

¶ room and board, including cardiac care and intensive care room for an Inpatient stay; 

¶ skilled nursing facility care; 

¶ sleep studies; 

¶ speech therapy; 

¶ Substance Dependence and Abuse treatment; 

¶ surgical care (the Allowable Charge includes preoperative and postoperative care, and may 

include reductions for procedures involving multiple Physicians or multiple or bilateral 

surgical procedures); 

¶ surgical dressings; 

¶ Telehealth Services; 

¶ transplants (see Additional Information in this section); and 

¶ Urgent Care Facility Services. 

 

ADDITIONAL INFORMATION ON COV ERED SERVICES 

This section provides general information with regard to Covered Services.  If your benefits 

differ from what is described in this section, those differences will be described on your 

Schedule of Benefits Summary and/or at the end of this section, or the amendment at the 

back of this SPD. 

Ambulance Services 

Beneýts are available for ambulance Services provided to a Covered Person for: 

¶ transportation to the nearest facility for appropriate care for an Emergency Medical 

Condition; 

¶ transportation from a facility where emergent care was obtained or from an Inpatient acute 

care facility to the nearest facility where appropriate care can be provided, whether it is a 

lesser or greater level of specific care. Benefits are also available for transporting the 

Covered Person who is bedridden, to a facility for treatment or to his or her place of 

residence subject to preauthorization and Medical Necessity; 

¶ transporting a respirator-dependent person; and 

¶ transportation to and from the nearest appropriate facility for testing and/or procedures that 

are not available at the present facility. 

Beneýts are not available if solely for the convenience of the patient, family or provider, or if a 

less intensive level of transportation is more appropriate. 

Anesthesia Services 

Benefits are payable for anesthesia Services by a Physician or Certified nurse anesthetist. The 

amount payable for the anesthesia will include the usual preoperative and postoperative visits and 

the necessary management of the patient, during and after the administration. Payment will not be 
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made for supervision of the administration. Benefits are not available for local infiltration or the 

administration of anesthesia by the attending or assisting surgeon (except spinal, saddle or caudal 

blocks for Pregnancy, or general anesthesia for covered oral surgery and dental procedures). 

Durable Medical Equipment (DME) 

Beneýts are available for rental or initial purchase (whichever costs less) for covered DME when 

prescribed by a Physician. Beneýts for rental of DME shall not exceed the cost of purchase unless 

otherwise approved by BCBSNE. 

Beneýts will be available for subsequent purchases of covered DME when: 

¶ there is a signiýcant change in the Covered Personôs condition; 

¶ the Covered Person grows; 

¶ the item cannot be repaired and/or the cost of repairs exceeds the expense of purchasing a 

second piece of equipment; 

¶ the item is ýve or more years old (equipment may be replaced earlier if Certiýed by 
BCBSNE); 

¶ or as otherwise determined by BCBSNE to be reasonable and necessary. 

In addition, reimbursement will only be made to a DME or medical supply company for Medically 

Necessary repair, adjustment and maintenance of purchased DME, as determined appropriate by 

BCBSNE. Beneýts are not available for DME which is rented or purchased from, or used while 

conýned to a Hospital, skilled nursing facility, intermediate care facility, a nursing home or other 

Licensed residential facility if such equipment is usually supplied by the facility. 

NOTE: Oxygen and equipment for its administration, respiratory therapy, ventilation equipment, 

apnea monitors and continuous positive airway pressure devices (CPAP) may be subject to review 

of rental versus purchase by BCBSNE. 

Home Health Care 

Beneýts are available subject to the beneýt limits outlined in the Beneýt Summary for Medically 

Necessary home health aide, respiratory care, and Skilled Nursing Care provided in the home to a 

Covered Person. 

Home Health Aide 

Beneýts are available for Physician ordered home health aide Services provided in the home by a 

licensed or Medicare-Certiýed home health agency. Covered Services include personal care 

Services such as: 

¶ bathing; 

¶ feeding; and 

¶ household cleaning duties. 
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Beneýts are only available for home health aide Services when they are related to active and 

speciýc medical, surgical or psychiatric treatment of the Covered Person which requires the skills 

of a registered nurse. 

Respiratory Care 

Respiratory care Services must be ordered by a Physician, be performed in the home, and must 

relate to active and speciýc medical or surgical treatment which requires the skill of a registered 

nurse or respiratory therapist. These Services include, but are not limited to: airway maintenance, 

chest physiotherapy, delivery of medications, oxygen therapy, obtaining laboratory samples and 

pulmonary function testing. Services must be provided by a Licensed or Medicare-Certiýed home 

health agency. 

Skilled Nursing Care 

Nursing care must be Physician ordered and the patient must need care which requires the skill, 

proýciency and training of a registered nurse (RN) or a Licensed practical nurse (LPN). Skilled 

Nursing Care must be Certiýed. 

Beneýts will not be provided for: 

¶ nursing care in excess of any beneýt limit; 

¶ nursing care which is primarily for the convenience of the patient or the patientôs family; 

¶ time spent bathing, feeding, transporting, exercising or moving the patient, giving oral 

medication or acting as a companion, sitter, or homemaker; 

¶ care provided by a nurse who is an immediate relative by blood, marriage or adoption, or 

a member of the Covered Personôs household; and 

¶ care provided in a Hospital, a skilled nursing facility, intermediate care facility, or a sub-

acute care or rehabilitation facility. 

Hospice Services 

Hospice is a program of care provided for a person diagnosed as terminally ill and his/her family. 

The Covered Person must have a life expectancy of six months or less and Services must be 

ordered by a Physician, and be appropriate for palliative support or management of a terminal 

illness. Hospice Services must be Certiýed. 

Beneýts are available for the following Covered Services provided by a Medicare-certiýed 

Hospice: 

¶ Hospice nursing Services provided in the home; 

¶ Inpatient Hospice care; 

¶ respite care, which is short-term Inpatient care necessary in order to give temporary relief 

to the person who regularly assists with the care at home. Respite care may be provided in 

the Hospiceôs designated Inpatient unit that is afýliated with the Hospice providing 

Services to the Covered Person, which may be a Skilled Nursing Facility or a Hospital; 
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¶ medical social Services, provided by a medical social worker employed by the Hospice, 

which are directly related to the Covered Personôs medical condition; 

¶ crisis care, which is extended Skilled Nursing Care for up to 24 hours per day in lieu of a 

Medically Necessary Inpatient hospitalization; and 

¶ bereavement counseling for a covered family member of the deceased Covered Person who 

was the recipient of Hospice Services. The counseling Services must be provided within 

six month of the death. 

Hospital And Facility Services 

Inpatient and Long Term Acute Care 

 

Beneýts are available for Inpatient Covered Services such as room and board, treatment rooms, 

diagnostic Services, drugs, medicines and other ancillary Services provided by the Hospital. 

If an intensive care, cardiac care or similar type room is used during a 24-hour period, only one 

room charge will be payable, and beneýts will be based on the most intensive care provided during 

that period. 

NOTE: If beneýts are denied for Hospital room and board, all other Inpatient Services are denied. 

 

Skilled Nursing Facility Care 

 

Beneýts are available subject to Medically Necessary criteria, and to any limit stated in the Beneýt 

Summary. After the exhaustion of the stated limit, all Services provided in the skilled nursing 

facility will be denied. The care must be provided in a Licensed or Medicare-certiýed skilled 

nursing facility or in a part of Hospital with designated skilled nursing or swing beds, licensed to 

provide room, board, 24-hour-a-day Skilled Nursing Care and other related non-Custodial 

Services. The care must be ordered by a Physician and the patient must be receiving Skilled 

Nursing Care. Skilled nursing facility care must be Certified.  

Skilled nursing facility care does not include: 

¶ supportive Services for a stabilized condition; 

¶ care which can be learned and given by unlicensed or uncertiýed medical personnel; 

¶ routine health care Services; 

¶ general maintenance or supervision of routine daily activities; and 

¶ routine administration of oral or prescription drugs. 

Inpatient Physical Rehabilitation 

 

Beneýts are available for Covered Hospital and Physician Services for Inpatient care when 

provided as part of a Physical Rehabilitation admission. In addition, Covered Services will include 

the following when part of the rehabilitation admission: 

¶ recreational therapy; 

¶ social service counseling; 
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¶ prosthetic devices and ýtting; and 

¶ psychological testing. 

The facility must be accredited for Comprehensive Inpatient Rehabilitation by the Commission on 

the Accreditation of Rehabilitation Facilities (CARF), or the Joint Commission on Accreditation 

of Healthcare Organizations (JCAHO), or appropriately Certiýed by BCBSNE. 

Outpatient Hospital Or Facility Services 

 

Beneýts are available for Covered Outpatient Services provided by a Hospital, Ambulatory 

Surgical Facility, Urgent Care Facility or other Outpatient facility. An observation stay is 

considered an Outpatient Service. 

Hospital emergency rooms are very expensive because they are speciýcally staffed and equipped 

to handle accidents, injuries and other emergencies. Using them for preventive care (or as a 

substitute for the family physician) can cost you time and money. 

Emergency Room Care 

 

When you receive care in the emergency room, benefits will be provided subject to the applicable 

Deductible, Copayment and/or Coinsurance shown on the Benefit Summary. If you receive care 

at an Out-of-network Hospital emergency room or by an Out-of-network Provider, benefits for 

Covered Services may be provided at the In-network benefit level. You will still be responsible 

for amounts in excess of the Allowable Charge when you receive Services from an Out-of-network 

Provider. 

If Emergency Care results in a Covered Person being admitted to the Hospital, BCBSNE must be 

notiýed of the admission in accordance with the Certiýcation requirements for emergencies. 

(Please refer to ñCertiýcation Requirements.ò) 

Cardiac and Pulmonary Rehabilitation Services ï Outpatient 

 

Cardiac or Pulmonary Rehabilitation is defined as the use of various modalities of treatment to 

improve cardiac or pulmonary function as well as tissue perfusion and oxygenation through which 

selected patients are restored to and maintained at either a pre-illness level of activity or a new and 

appropriate level of adjustment. 

¶ Covered Outpatient Cardiac or Pulmonary Rehabilitation. The following Services are also 

covered when provided as part of an Outpatient rehabilitation program: 

o initial rehabilitation evaluation; 

o exercise sessions; 

o concurrent monitoring during the exercise session for high risk patients; and 

o Physician Services which are otherwise deýned as Covered Services. 

 

¶ Pulmonary Rehabilitation Criteria.  Benefits are available for Services provided prior to 

and following a lung transplant, heart-lung transplant, lung volume reduction surgery and 

for severe chronic lung disease patients, as reviewed and determined by BCBSNE. 



  

Exhibit A-1 

51 | P a g e 
4811-3358-2725.13  

Pulmonary rehabilitation Services must be under the continuing supervision of a 

Physician and in a Hospital environment. Pulmonary rehabilitation requires Certification. 

 

Benefits for Covered Services are subject to any limits indicated on your Benefit Summary. 

 

Maternity And Newborn Care 

 

Maternity Care 

Maternity beneýts are available to you or a covered spouse. You may contact the WoodmenLife 

Beneýts Department for veriýcation of eligibility for maternity beneýts. 

Benefits for covered Hospital, surgical and medical care related to Pregnancy includes all related 

Services for prenatal care, postnatal care, delivery, and complications of Pregnancy or 

interruptions of Pregnancy. Charges for pre-natal, post-natal and delivery Services are payable as 

a total (global) charge, per American Medical Association Current Procedural Terminology (CPT) 

terms, codes and related guidance. Charges for additional Services outside the total (global) 

maternity charge, such as radiology, pathology and other diagnostic Services are payable as for 

any other Service. 

Beneýts are also available for obstetrical care provided by and within the scope of practice of a 

certiýed nurse midwife. 

Postpartum depression, psychosis or any other Mental Illness are not considered complications of 

Pregnancy. Beneýts for these conditions are provided in the same manner as all other Mental 

Illness Services. 

Newborn Care 

Beneýts are available at birth for Covered Services for an eligible newborn infant. Covered 

Services include: 

¶ room and board, including any ancillary Services; 

¶ screening tests, including the initial newborn hearing exam; 

¶ Physician Services for a newborn well infant while hospitalized, including circumcision; 

¶ newborn screening Services for an infant born at home; and 

¶ Medically Necessary deýnitive medical or surgical treatment, including the necessary care 
and treatment of medically diagnosed Congenital Abnormalities. 

Beneýts for Covered Services will be subject to the childôs individual cost-sharing amounts, unless 

otherwise stated. For information on adding a newborn to your coverage, refer to the section titled 

ñEligibility and Enrollment.ò 

Statement Of Rights Under The Newbornsô And Mothersô Health Protection Act 

Under federal law, benefits may not be restricted for any Hospital stay in connection with 

childbirth for the mother or newborn child to less than 48 hours following a normal vaginal 
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delivery, or less than 96 hours following a cesarean section. However, benefits may be paid for a 

shorter stay if the motherôs or newbornôs attending provider, after consulting with the mother, 

discharges the mother or newborn earlier. 

Also, under federal law, an insurer may not set the level of benefits or out-of-pocket costs so that 

any later portion of the 48 hour (or 96 hour) stay is treated in a manner less favorable than any 

earlier portion of the stay. In addition, an insurer may not require the provider to obtain 

authorization from the insurer for prescribing a length of stay of up to 48 hours (or 96 hours). 

Mental Illness, Substance Dependence And Abuse Beneýts 

Beneýts  are  payable  for  Covered  Hospital  and  Physician  Services,  including  mental  health  

Services, psychological, or alcoholism and drug counseling Services by and within the scope of 

practice of: 

¶ a qualiýed Physician or Licensed Psychologist; 

¶ a Licensed Special Psychologist, Licensed mental health practitioner, Licensed clinical 

social worker, Licensed professional counselor, marriage and family therapist; or 

¶ auxiliary providers who are supervised, and billed for, by a qualiýed Physician or Licensed 
Psychologist or as otherwise permitted by state law. 

All licensing or certiýcation shall be by the appropriate state authority. Appropriate supervision 

and consultation requirements also shall be provided by state law. 

Beneýts are subject to the applicable Deductible, Copayment and/or Coinsurance amount indicated 

on the Beneýt summary. 

Inpatient Care 

Beneýts for Inpatient admissions must be Certiýed by BCBSNE. 

A person shall be considered to be receiving Inpatient treatment if he or she is confined to a 

Hospital or a Substance Dependence and Abuse Treatment Center that provides medical 

management including 24-hour nursing care. Services provided by a facility that does not meet 

this criteria are considered part of a Residential Treatment Program. 

Facilities must be Licensed by the Department of Health and Human Services, Regulation and 

Licensure (or equivalent state agency), or accredited by the Joint Commission on Accreditation of 

Rehabilitation Facilities (CARF) or Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO). 

Residential Treatment Services 

Beneýts are available for Covered Services and room and board provided as part of a Residential 

Treatment Program, for treatment of Mental Illness and Substance Dependence and Abuse. 

The Residential Treatment Program and/or facility must be Licensed, accredited or Certiýed to 

provide such Services by the appropriate state agency, or accredited by CARF or JCAHO. 
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Beneýts are available subject to Certiýcation and BCBSNE Medical Necessity criteria. In addition 

to the EXCLUSIONS stated in this document, beneýts are not available for: 

¶ Services that are not Medically Necessary, including: 

o treatment not necessarily directed toward alleviation or prevention of an acute 

condition, and 

o expected to be of long duration without any reasonably predictable date of 

termination; 

¶ education, socialization, delinquency or Custodial Care; 

¶ stress reduction classes and pastoral counseling; 

¶ foster homes, halfway houses, group homes and treatment group homes; 

¶ Inpatient conýnement for environmental change or similar treatment; 

¶ support therapies, including personal counseling, cruises, wilderness programs, adventure 

therapy, residential therapeutic camps, and bright light therapy. 

 

Outpatient Care 

Beneýts are available for Outpatient treatment of Mental Illness and Substance Dependence and 

Abuse. 

A person who is not admitted for Inpatient care, but is receiving treatment in the Outpatient 

department of a Hospital, in an observation room, in an Ambulatory Surgical Facility, Urgent Care 

Facility, a Physicianôs office, or home shall be considered to be receiving Outpatient Care. 

Outpatient Covered Services include: 

¶ psychological therapy and/or substance dependence and abuse counseling/rehabilitation 

provided by an Approved Provider; 

¶ ofýce visit or clinic visit, consultation, or emergency room visit; 

¶ an evaluation and assessment; 

¶ medication checks; 

¶ an Outpatient day, or partial hospitalization program for Mental Illness or a Substance 

Dependence and Abuse treatment program, that offers all-inclusive Services for each 

Outpatient treatment day; 

¶ biofeedback training for treatment of Mental Illness; 

¶ ambulance Services provided for the treatment of Mental Illness and Substance 

Dependence and Abuse; 

¶ laboratory and diagnostic Services; and 

¶ psychiatric/psychological testing. 

Day treatment, partial care, and Outpatient programs must be provided in a Hospital or facility 

which is Licensed by the Department of Health and Human Services Regulation and Licensure or 

accredited by the Commission on the Accreditation of Rehabilitation Facilities (CARF). 

Emergency Care 
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Beneýts are also available, subject to any applicable Emergency Care Deductible, Copayment 

and/or Coinsurance indicated in the Beneýt Summary, for any Covered Services provided in a 

Hospital emergency room setting for the treatment of Mental Illness and Substance Dependence 

and Abuse. 

Oral Surgery And Dentistry 

Limited beneýts are available for oral surgery and dentistry. 

Covered Oral Surgery And Dentistry Services 

The Plan provides beneýts for Medically Necessary Covered Services for the following: 

¶ incision and drainage of abscesses, and other non- surgical treatment of infections 

(excluding periodontic or endodontic treatment of infections); 

¶ excision of exostoses, tumors and cysts, whether or not related to the temporomandibular 

joint of the jaw (TMJ); 

¶ Services for the treatment of TMJ or craniomandibular disorder; 

¶ bone grafts to the jaw, including preparation of the mouth for dentures; 

¶ reduction of a complete dislocation or fracture of the TMJ required as a direct result of an 

accident. Beneýts are limited to treatment provided within 12 months of the Injury; 

¶ Services, supplies or appliances for dental treatment of natural healthy teeth required as the 

direct result of an accidental injury. Beneýts are limited to Covered Services provided 

within 12 months of the date of the Injury; 

¶ Osteotomy performed for a gross congenital abnormality of the jaw which cannot be treated 

solely by orthodontic treatment or appliances; 

¶ Dental implants when related to trauma (within one year of injury if osseous growth pattern 

has been completed, otherwise coverage will be extended for one year following 

completion of osseous growth pattern providing that coverage is still in effect at the time 

of treatment), cancer and other tumor, benign cysts, and for persons from puberty through 

age 23 with two or more adjacent congenitally missing teeth. 

¶ Hospitalization and general anesthesia in order for the Covered Person to safely receive 

dental care, including Covered Persons who are under eight years of age or 

developmentally disabled. 

Please note, damage to teeth that occurs as a result of eating, chewing or biting is not considered 

an ñaccident.ò Beneýts are not available for these types of injuries. 

Dental Related Facility Charges 

Beneýts are also available for the following Services if determined by BCBSNE to be      Medically 

Necessary when related to Covered Services for oral surgery and dentistry or when          the 

Services are essential to safeguard the health of the patient who has a speciýc non-dental         

physical and/or organic impairment: 

¶ Hospital Inpatient Services; 

¶ Hospital Outpatient Services; and 
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¶ Ambulatory facility Services. 

Exclusions 

Beneýts are not available under this section or any other part of the Plan for the following: 

¶ care in connection with the treatment, ýlling, removal, repositioning or replacement of 
teeth, including orthodontics or implants, except as speciýcally identified as covered; 

¶ root canal therapy or care; 

¶ preparation of the mouth for dentures, except as speciýcally identiýed as covered; 

¶ treatment of the dental occlusion by any means or for any reason, except as speciýcally 
identiýed as covered; 

¶ all other procedures involving the teeth or structures directly related to or supporting the 

teeth, including the gums and the alveolar processes; 

¶ treatment of sleep disorders by a dentist, including sleep apnea, except for the fabrication 

of an orthotic for treatment of a sleep disorder; and 

¶ evaluation and treatment of impacted teeth. 

Organ And Tissue Transplants 

Beneýts are available to a Covered Person who is a transplant recipient for Medically Necessary 

Covered Services relating to or resulting from a transplant of these body organs or tissues: 

 

¶ liver; 

¶ heart; 

¶ single and double lung; 

¶ lobar lung; 

¶ heart-lung, 

¶ heart valve (heterograft); 

¶ kidney; 

¶ kidney-pancreas; 

¶ pancreas; 

¶ bone graft; 

¶ cornea; 

¶ parathyroid; 

¶ small intestine; 

¶ small intestine and liver; 

¶ small intestine and multiple viscera; or 

¶ bone marrow transplants, including autologous and allogeneic stem cell transplants. 

All transplant Services must be Certiýed by BCBSNE, and meet BCBSNE established criteria and 

medical policies. 

Donation of Organs and Tissue 



  

Exhibit A-1 

56 | P a g e 
4811-3358-2725.13  

Benefits are available for Services arising from an organ donation from either a live or non-living 

donor, including acquisition costs, when the recipient is a Covered Person. Benefits are included 

as part of the recipientôs coverage, and are covered for the duration of the Covered Personôs 

coverage under the Plan. Benefits for donation include Covered Services for treatment of 

complications resulting from the organ/tissue donation. Covered Services include: 

 

¶ Hospital, medical, surgical or other Covered Services; 

¶ Services provided for the evaluation of organs or tissue; 

¶ Services provided for the removal of organs or tissue from nonliving donors; and 

¶ Services provided for the transportation and storage of donated human organs or tissues. 

Exclusions and Limitations 

Beneýts will not be provided for: 

¶ donor charges other than those identiýed as covered under ñDonation of Organs and 

Tissue;ò 

¶ purchase of organs or tissue, that are sold rather than donated to the recipient; or 

¶ transplantation of any nonhuman organ or tissue, or the implantation of an 

artificial/mechanical organ into a human recipient. This does not apply to pacemakers, 

LVADs, or other devices specifically approved by BCBSNE. 

Physician Services 

Benefits for the following Services provided in a Primary Care or Specialist Physicianôs office 
shall be paid subject to the cost-sharing amounts indicated in the Benefit Summary. 

If a Copayment applies, and Services are received from more than one Physician on the same day, 
a separate Copayment will be assessed for each Physician. However, only one Physician office 
Copayment will be applied per Physician per day regardless of the diagnosis. If additional Services 
billed by the Physician on the same day are subject to a separate Copayment, more than one 
Copayment could be applied per day. 

¶ Physician Office Visit.  The Office Visit benefit includes the following Services 

performed in the Physician office: 

o office visit, including the initial visit to diagnose Pregnancy; 

o consultation; 

o psychological therapy and/or Substance Dependence and Abuse 

counseling/rehabilitation for the treatment of Mental Illness and Substance 

Dependence and Abuse; and 

o medication checks. 

¶ Physician Office Services.  The Office Services benefit includes the following Services 

when performed in a Physician office: 

o diagnostic x-ray, laboratory and pathology Services performed in the Physicianôs 

office, including diagnostic pap smears and mammograms; 
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o supplies used to treat the patient during the office visit; 

o covered drugs administered to the patient during the office visit; 

o hearing examination due to Illness or Injury; 

o vision examinations due to Illness or Injury; and 

o allergy testing. 

¶ Non-Covered Under an Office Copayment Benefit. Although these Services may be 

covered under other provisions of this Plan, a Copayment benefit for ñPhysician Office 

Visitò or ñPhysician Office Servicesò referred to above, does not apply to: 

o Preventive Services; 

o Services for Pregnancy, except the initial visit to diagnose Pregnancy; 

o surgical procedures and anesthesia; 

o injections; 

o immunizations; 

o sublingual allergy therapy; 

o sleep studies; 

o chemotherapy infusion and chemotherapy drugs; 

o radiation therapy; 

o Advanced Diagnostic Imaging (MRI, MRA, CT and PET scan); 

o infusion therapy; 

o Durable Medical Equipment; 

o manipulations and adjustments (chiropractic and osteopathic); 

o physical, occupational or speech therapy, chiropractic or osteopathic 

physiotherapy; 

o biofeedback; 

o psychological evaluations, assessments and testing; and 

o Outpatient Services received at a place of service other than a Physicianôs office. 

NOTE: If a Copayment is applicable to ñOffice Servicesò the Physician Office Visit as described 

above is included in the Copayment. 

Telehealth Services  

 

Physicianôs Services include telehealth Services as a delivery of care method, for the diagnosis 

and treatment of a Covered Personôs medical condition.  Telehealth Services means a web-based, 

video or telephonic visits, calls or consultations between a Covered Person and a Licensed 

Physician or other professional provider qualified to provide such Services.  

 

An Approved Provider for telehealth Services is a Licensed Physician or other professional 

provider that has a written agreement with BCBSNE or its third party vendor, as a designated 

telehealth Services network provider. The delivery and scope of telehealth Services are subject to 

applicable state and federal laws and regulations.  
 
Telehealth Services are not applicable to or available for:  
¶ reporting lab or other test results;  

¶ office appointment requests;  
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¶ communication primarily educational in nature;  

¶ billing, insurance or payment questions;  

¶ Certification procedures;  

¶ Physician to Physician consultations;  

¶ calls or consults by telemedicine, telephone or other electronic means to another health 

care provider during a Covered Personôs visit in a providerôs office;  

¶ Services, treatment or conditions outside the scope of the vendor Covered Services 

payable via a telehealth delivery of care method.  
 

Telehealth Services are subject to the cost-sharing amounts shown on the Benefit Summary.  

 

NOTE:  If a Covered Person receives telehealth Services which may be covered under more than 

one health plan or contract, and identifies to the telehealth Services provider at the time of service 

that this Plan is to be used for coverage, this Plan will provide benefits as the primary coverage.  

When another health plan or contract is used or identified at the time of service, this Plan will 

become the secondary coverage pursuant to Coordination of Benefits.  The Covered Person must 

submit a claim form and itemized statement and the other planôs Explanation of Benefits to 

BCBSNE reflecting the charges and cost-sharing amount paid pursuant to the other plan for benefit 

consideration under this Plan as the secondary coverage.  

 

Preventive Services 

Beneýts are payable for Preventive Services required by the ACA, which are deýned as: 

¶ evidence-based items or Services that have in effect a rating of A or B in the current 

recommendations of the United States Preventive Services Task force; 

¶ with respect to infants, children and adolescents, evidence-informed preventive care and 

screenings provided for in comprehensive guidelines supported by the Health Resources 

and Services Administration; 

¶ with respect to women, evidence-informed preventive care and screenings provided for in 

comprehensive guidelines supported by the Health Resources and Services Administration; 

and 

¶ immunizations for routine use in children, adolescents, and adults that have in effect a 

recommendation from the Advisory Committee on Immunization Practices of the Centers 

for Disease Control and Prevention. 

Beneýts for the above Preventive Services will be paid as stated on the Beneýt Summary. 

The ACA-required Preventive Services may include age, gender and frequency limits. A list of 

these Preventive Services may be obtained by contacting the BCBSNE Member Services 

Department. 

Beneýts are also available as shown on the Beneýt Summary, for other Preventive Services which 

include: 

¶ laboratory Services speciýed by BCBSNE, including urinalysis, complete blood count 
(CBC); 
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¶ hearing screening and examinations; and 

¶ prostate cancer screenings (PSA). 

Other covered Preventive Services may be indicated on the Beneýt Summary. 

Preventive Services do not generally include Services intended to treat an existing Illness or 

condition. 

Therapy and Manipulations 

The following Outpatient and/or home therapies and manipulative treatments or adjustments are 

covered subject to the applicable Deductible, Copayment and/or Coinsurance amounts and benefit 

maximums shown on the Benefit Summary (Services must be ordered by a Physician): 

 

¶ physical therapy by a Licensed physical therapist or Licensed physical therapist assistant 

who is an Approved Provider; 

¶ occupational therapy by a Licensed occupational therapist or Licensed occupational 

therapist assistant under the supervision and billing of a Licensed occupational therapist; 

¶ speech therapy provided by a Licensed speech-language pathologist or registered speech-

language pathology assistant practicing under the supervision of a Licensed speech-

language pathologist; 

¶ chiropractic or osteopathic physiotherapy; and 

¶ chiropractic or osteopathic manipulative treatments or adjustments by an Approved 

Provider. 

Therapy Services described above include habilitative Services, which are Services designed to 

help a person keep, learn or improve skills and functions of daily living. 

NOTE: A benefit maximum may apply to all of the above therapy and manipulation Services, or 

any combination of these services. Refer to the Benefit Summary for any applicable benefit 

maximums. Treatment limits stated for physical therapy, occupational therapy, and speech therapy 

are not applicable to treatment for Mental Illness or Substance Dependence and Abuse.  

A session is defined as one visit. Ongoing preventive/maintenance therapy sessions (excluding 

habilitative Services) are not covered once the maximum therapeutic benefit has been achieved for 

a given condition and continued therapy no longer results in some functional or restorative 

improvement. 

Womenôs Health Act 

The Womenôs Health and Cancer Rights Act of 1998 (Womenôs Health Act) includes protections 

for patients who elect to have breast reconstruction in connection with a mastectomy. 

The law requires that certain coverage be provided, and that notice be given to Covered Persons 

regarding coverage for this care under the Group Medical Plan. The Womenôs Health Act requires 

that: 
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A Group Medical Plan which provides medical and surgical beneýts for mastectomies shall also 

provide, in the case of a Covered Person who is receiving beneýts in connection with a mastectomy 

and elects breast reconstruction in connection with such mastectomy, coverage in a manner 

determined in consultation with the attending Physician and patient for: 

¶ reconstruction of the breast on which the mastectomy has been performed; 

¶ surgery and reconstruction of the other breast to produce a symmetrical appearance; 

¶ prostheses; and 

¶ physical complications resulting from all stages of the mastectomy (including 

lymphedemas). 

This Group Medical Plan is in compliance with the Womenôs Health Act, and provides beneýts as 

required by the Act, subject to the Deductible, Copayment and Coinsurance amounts applicable to 

other beneýts under the Plan. 

  



  

Exhibit A-1 

61 | P a g e 
4811-3358-2725.13  

EXCLUSIONS ï WHATôS NOT COVERED 

The Services, treatments and supplies listed in this section are not covered, except where 

speciýcally provided for under another section of this SPD, or by an Amendment to this SPD. 

Using Headings In This Section 

To help you ýnd speciýc exclusions more easily, headings are shown for types of Services, 

treatments or supplies that fall into a similar category. The actual exclusion appears under the 

heading. 

Plan Exclusions 

Beneýts are not available for Services not covered by the Plan, nor for Services determined by 

BCBSNE to be not Medically Necessary. 

Beneýts are not available for the Services, treatments or supplies described in this section, even if: 

¶ recommended or prescribed by a Physician; and/or 

¶ it is the only treatment available for the Covered Personôs condition. 

Noncovered Services include, but are not limited to any Service for, or related to the following:  

¶ Alternative Treatments 

o alternative therapies; 

Á massage therapy, including rolýng; 

Á acupuncture; 

Á aromatherapy; 

Á light therapy, infrared or ultraviolet therapy; 

Á naturopathy; 

Á VAX -D therapy (vertebral axial decompression); 

o Services provided by a massage therapist; and 

o Services, drugs, medical supplies, devices or equipment which are not cost effective 

compared to established alternatives or which are provided for the convenience or 

personal use of the Covered Person. 

¶ Comfort Or Convenience 

o personal expenses such as guest meals, television or beauty/barber services; 

o supplies, equipment or similar incidental charges for personal comfort or 

convenience, including: 

Á batteries and battery chargers unless the device is covered by the Plan; 

Á equipment primarily for education or a personôs safety;  

Á hot tubs, saunas, Jacuzzis or whirlpools; 

Á humidiýers; 

Á medical alert systems; 

Á music devices, radios or video players; 

Á personal computers; 

Á pillows; 
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Á safety equipment; and 

Á strollers; 

o equipment for purifying, heating, cooling or otherwise treating air or water; 

o exercise equipment; 

o building, remodeling or alteration of a residence; and 

o purchasing or customizing of vans or other vehicles. 

¶  Durable Medical Equipment (DME) And Supplies 

o automated external deýbrillator; 

o enuresis alarm, even if prescribed by a Physician; 

o mouth guard, even if prescribed by a Physician; 

o non-wearable external deýbrillator; 

o repair, maintenance or adjustment of DME, except as speciýcally identiýed as 
covered, or provided by other than a DME or medical supply company; and 

o repair or replacement of an item of DME due to misuse, malicious damage, gross 

neglect or to replace lost or stolen items. 

¶ Experimental Or Investigative 

o Services considered by BCBSNE to be Investigative, or for any directly related 

Services; or 

o Services for medical treatment and/or drugs, whether compensated or not, that are 

directly related to, or resulting from the Covered Personôs participation in a 

voluntary, Investigative test or research program or study, unless authorized by 

BCBSNE. 

¶ Foot Care 

o orthopedic shoes, except for initial purchase when permanently attached to a brace; 

o orthotics for the foot, except when such podiatric appliances are necessary for the 

prevention of complications associated with diabetes; or when necessary to treat a 

congenital anomaly, as determined by BCBSNE; or custom inserts and supports 

speciýcally identiýed elsewhere as covered; or 

o treatment or removal of corns, callosities, or the cutting or trimming of nails, except 

as Medically Necessary for preventing complications associated with diabetes. 

¶ Mental Illness And Substance Dependency/Abuse 

o Custodial Care; 

o programs for co-dependency, employee assistance, probation, prevention, 

educational or self-help; 

o Inpatient or Outpatient programs ordered by the Court that are determined by 

BCBSNE to be not Medically Necessary; 

o programs that treat obesity, gambling or nicotine addiction, except when 

speciýcally identiýed elsewhere as a Covered Service; 

o half-way house or Substance Dependence and Abuse maintenance programs; 

o Residential Treatment Programs, except as speciýcally provided under the Plan; 

o Services by a non-Approved Mental Health Services Provider; 
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o Services not within the scope of practice of the provider. (Licensing or certiýcation 
is by the appropriate state authority. Supervision and consultation requirements are 

governed by the state law); or 

o Services, supplies, equipment, procedures, drugs or programs for treatment of 

nicotine addiction, except as identiýed as a Covered Service. 

¶ Nutrition 

o dietary counseling, except diabetes nutrition management as provided by the Plan; 

o enteral feedings, even if the sole source of nutrition; or 

o nutrition care, nutritional supplements, FDA-exempt infant formulas, supplies, 

electrolytes or other nutritional substances, including but not limited to Neocate, 

Vivonex, Elecare, Cyclinex-1, ProPhree, vitamins, minerals, elements, foods of any 

kind (including high protein and low carbohydrate foods) and other over-the-

counter nutritional substances. 

¶ Physical Appearance 

o Cosmetic Services, except for Covered Services: 

Á required as a result of a traumatic injury; 

Á to correct  a  Congenital  Abnormality  when  the  defect  severely  impairs  

or  impedes  normal essential functions; or 

Á to correct a scar or deformity resulting from cancer or from non-Cosmetic 

surgery. 

Reconstructive surgery is available only when required to restore, 

reconstruct or correct any bodily function that was lost, impaired or 

damaged as a result of Injury or Illness. 

Beneýts are not payable for treatment of complications, unless the treatment 

is normally covered under the Plan. 

The Cosmetic exclusion applies regardless of the underlying cause of the 

condition or any expectation that the Cosmetic procedure may be 

psychologically or developmentally beneficial to the Covered Person. 

Examples include but are not limited to: 

 

¶ dermabrasion; 

¶ liposuction; 

¶ breast augmentation; 

¶ breast reduction (unless Medically Necessary); 

¶ breast replacement; 

¶ protruding ears; 

¶ spider veins; 

¶ tattoo removal or revision; and 

¶ telangiectasias; 

Á treatment and monitoring for obesity or weight reduction, regardless of 

diagnosis.  Examples include: 
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¶ health and athletic club memberships; 

¶ physical conditioning programs such as athletic training, body-

building exercise, ýtness, þexibility and diversion or general 

motivation; and 

¶ weight loss programs; 

Á weight reduction or obesity surgery. 

¶ Providers 

o Canceled appointment: charges for failure to cancel a scheduled appointment; 

o Claim forms/records/administrative fees or charges. This includes: charges made 

for filling out claim forms or furnishing any records or information; special charges 

such as dispensing fees; admission charges; Physicianôs charges for Hospital 

discharge Services; after-hour charges over and above the routine charge; 

administrative fees; technical support or utilization review charges which are 

normally considered to be within the charge for a Service; 

o Custodial Care, domiciliary care, rest cures, or Services provided by personal care 

attendants; 

o immediate family: charges for Services provided by a person who is a member of 

the Covered Personôs immediate family by blood, marriage or adoption; 

o inadequate documentation: charges received when there is inadequate 

documentation that a Service was provided; 

o non-approved facility: a health care facility that does not meet the licensing or 

Accreditation Standards required by BCBSNE; 

o non-Approved Provider: charges for Services by a non-Approved provider, or 

provided by or under the supervision of a health care provider determined to be 

non-payable by BCBSNE; 

o out-of-hospital: charges made while the patient is temporarily out of the Hospital; 

o overhead expenses: charges for any ofýce or facility overhead expenses including, 

but not limited to, staff charges, copying fees, facsimile fees and ofýce supplies; 

o scope of practice: charges for Services by a health care provider which are not 

within the scope of practice of such provider; 

o Services provided in or by: 

Á a Veterans Administration Hospital where the care is for a condition related 

to military service; or 

Á any non-Participating Hospital or other institution which is owned, operated 

or controlled by any federal government agency, except where care is 

provided to nonactive duty Covered Persons in medical facilities; 

o standby: Hospital or Physician charges for standby availability. 

¶ Reproductive Services 

o Pregnancy assistance treatments, which include but are not limited to, infertility 

treatment and related Services, in addition to: 

Á Assisted Reproductive Technology (ART), such as artiýcial insemination, 
sperm washing, gamete intrafallopian transfer (GIFT), zygote intrafallopian 

transfer (ZIFT), and in vitro fertilization; 

Á drug and/or hormonal therapy for fertility enhancement; 
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Á embryo transfer procedures; 

Á reversal of voluntary sterilization; 

Á storage and retrieval of all reproductive materials; 

Á surrogate parenting, donor eggs, donor sperm and host uterus; and 

Á ultrasounds, lab work and other testing in conjunction with infertility 

treatment (diagnostic testing done to determine the diagnosis of infertility, 

treatment of polycystic ovary disease, and treatment of endometriosis are 

not considered to be infertility treatments); 

o surrogate mother Services; and 

o voluntary abortions, unless the attending Physician certiýes that the abortion was 
necessary to safeguard the life of the woman, or that the unborn childôs viability 

was threatened by continuation of the Pregnancy. Services for medical 

complications arising from a voluntary abortion are not excluded. 

¶ Services Payable Under Another Plan 

o Services available at government expense, except as follows: 

Á if payment is required by state or federal law, the obligation to provide 

beneýts will be reduced by the amount of payments the patient is eligible 

for under such program (except Medicaid); 

Á with respect to persons entitled to Medicare Part A and eligible for Part B 

benefits, the obligation to provide benefits will be reduced by the amount 

of payment or benefits such person receives from Medicare. This provision 

will not apply if the patient is still actively at work or is an Eligible 

Dependent of a Subscriber who is actively at work and has elected this Plan 

as primary. Services provided for renal dialysis and kidney transplant 

Services will be provided pursuant to federal law; or 

Á Services arising out of the course of employment, whether or not the patient 

fails to assert or waives his or her right to Workersô Compensation or 

Employersô Liability Law. This includes Services determined to be work-

related under a Workersô Compensation law, or under a Workersô 

Compensation Managed Care Plan, but which are not payable because of 

noncompliance with such law or plan. Any charges incurred as a result of 

or in the course of employment for an employer that is not legally required 

to carry Workersô Compensation coverage and that does not provide 

Workersô Compensation coverage will be covered. 

¶ Travel 

o lodging or travel expenses incurred by the patient or the provider, even though 

directed by a Physician for the purpose of obtaining medical treatment, except 

covered ambulance Services or other expenses speciýcally identiýed as covered by 

the Plan. 

¶  Vision And Hearing 

o eyeglasses or contact lenses, eye exercises or visual therapy or visual training 

(orthoptics), except when speciýcally identiýed elsewhere as a Covered Service; 

o preventive vision examinations or care and screening eye examinations, including 

eye refractions; or extended vision care or exam packages; 
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o screening audiological tests (except as may be covered under Preventive Services); 

external and surgically implantable devices (except cochlear implants as otherwise 

covered under this Plan) and combination external/implantable devices to improve 

hearing, including audiant bone conductors; 

o hearing aids and their ýtting; 

o surgical, laser or nonsurgical procedures or alterations of the refractive character of 

the eye including but not limited to correction of myopia, hyperopia or astigmatism. 

In addition, beneýts are not available for: 

Á charges for related Services; and 

Á eyeglasses or contact lenses following the surgery. 

¶ Other Exclusions And Limitations 

o Services, including related diagnostic testing, which are primarily: 

Á recreational, such as music or art therapy; 

Á educational; 

Á work-hardening therapy; vocational training; 

Á medical/non-medical self-care; or 

Á self-help training; 

o sex transformation surgery and related Services; 

o interest, sales or other taxes or surcharges on Covered Services, drugs, supplies or 

DME, other than those surcharges or assessments made directly upon employers or 

third party payers; 

o genetic treatment or engineering; any service performed to alter or create changes 

in genetic structure. 

o genetic testing, unless scientiýcally validated by BCBSNE medical policy, or as 

required by law. Coverage for genetic counseling is limited to one visit prior to 

genetic testing and one visit following a covered genetic test; 

o food antigens, skin titration, cytotoxicity testing, treatment of non-specific candida 

sensitivity and auto-urine injections; 

o snoring, the reduction or elimination of, when that is the primary purpose of 

treatment; 

o calls or consults by telephone or other electronic means, video or internet 

transmissions, and Telemedicine, except in conformance with BCBSNE policies 

and procedures; 

o blood, blood plasma or blood derivatives or fractionates, or Services by or for blood 

donors, except administrative and processing charges for blood used for a Covered 

Person furnished to a Hospital by the American Red Cross, county blood bank, or 

other organization that does not charge for blood; 

o Services provided to or for: 

Á any dependent when coverage is provided by a Single Membership, except 

when beneýts are speciýcally provided by the Plan for a newborn or adopted 

child; 

Á any person who does not qualify as an Eligible Dependent; or 

Á any Covered Person before his or her effective date of coverage, or after the 

effective date of cancellation or termination of coverage; 

o military service related illness or injury; 

o Services for which there is no legal obligation to pay, including: 
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Á Services for which no charge would be made if coverage did not exist; 

Á any charge above the charge that would have been made if no coverage 

existed; or 

Á any service which is normally furnished without charge; 

o charges in excess of the Contracted Amount; or 

o charges made separately for Services and/or procedures, supplies and materials 

when they are considered to be included within the charge for a total Service 

payable, or if the charge is payable to another provider. 

EXCEPTION: If such charges are made separately when they are considered to be 

included within the charge for a total Service performed by a BCBSNE In-network 

Provider, then this amount is not the patientôs liability. 

o employer-required Services as a condition of employment including, but not 

limited to immunizations, blood testing, work physicals and drug tests; 

o charges made pursuant to a Covered Personôs engagement in an illegal occupation 
or commission of or attempt to commit a felony; 

o computed tomography (CT) of the heart with quantitative evaluation of coronary 

calcium, or electron beam computed tomography, for screening of cardiovascular, 

cerebrovascular and peripheral vascular disease; 

o Outpatient charges for prescription drugs and Covered Services which are only 

covered when the prescription is ýlled at a pharmacy and a Claim is submitted 

under the Rx Nebraska Prescription Drug program, as determined by BCBSNE; 

o take-home supplies from an Inpatient facility; 

o private Duty Nursing; 

o day care; 

o Long-term rehabilitation therapy, including residential Cognitive training 

programs; 

o respite care when not provided as part of a covered Hospice beneýt; 

o Home health aide, Skilled Nursing Care or Hospice related Services as follows: 

Á Services performed by volunteers; 

Á pastoral Services, or legal or ýnancial counseling Services; 

Á Services primarily for the convenience of the patient, or a person other than 

the patient; or 

Á home delivered meals; 

o shipping and handling charges; 

o Services provided at the following places of service, unless otherwise approved by 

BCBSNE: 

Á day care; 

Á school (except Mental Illness Covered Services by an Approved Provider); 

Á library; 

Á church; or 

Á Associate worksite; 

o Services otherwise covered under the Plan, when: 

Á required solely for purposes of camp, travel, career, employment, insurance, 

marriage or adoption; 

Á related to judicial or administrative proceedings or orders; 
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Á conducted for the purpose of medical research; or 

Á required to obtain or maintain a license of any type; 

o foreign language and sign language Services; 

o driving tests or exams; 

o autopsies; 

o hair analysis, including evaluation of alopecia or age-related hair loss; 

o wigs, hair prostheses and hair transplants, regardless of the reason for the hair loss; 

o Services, procedures, supplies or drugs provided for treatment of sexual arousal 

disorders or erectile dysfunction, regardless of cause; 

o Services by a Provider which were pre-paid by the Covered Person by virtue of a 

discount program, coupon, retail or online offer;  

o Services provided under a direct primary care agreement. 
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PRESCRIPTION DRUG BENEFITS 

Prescription Drug Beneýts are subject to the applicable Deductible, Copayment and/or 

Coinsurance amounts shown in the Beneýt Summary. All covered prescription drug products must 

be Medically Necessary, and: 

 

¶ be FDA-approved, 

¶ be evaluated for coverage by the Pharmacy and Therapeutics Committee of BCBSNE or 

the Pharmacy Benefit Manager, 

¶ be dispensed by a registered pharmacist, and 

¶ require a Physicianôs or Dentistôs prescription. 

Copay, Deductible and/or Coinsurance will be assessed for each prescribed drug, supply and/or 

unit. Covered prescription drug products also include insulin and diabetic supplies, including: 

needles, syringes, test strips, lancet/lancet devices, alcohol wipes/swabs, glucose/sugar test tablets 

and insulin pump supplies. 

Your prescription drug benefit is based on a tiered benefit design that features multiple levels of 

cost-sharing for different prescription classifications. The tiers may include classifications such as 

Generic and Brand-name Drugs, Specialty Drugs, and preferred and non-preferred drugs. Sub-

classifications may be based on cost or other factors. For example, a formulary list classifies drugs 

as Generic and Brand Name ð that classification may include sub-categories or preferred and 

non-preferred drugs. The formulary list(s), and a list of designated Specialty Drugs, is available at 

www.nebraskablue.com, or you may contact the BCBSNE Member Services Department. 

Whenever appropriate, Generic Drugs will be used to fill prescriptions. If a bioequivalent Generic 

Drug is available and has multiple manufacturers, or meets other criteria as determined by the 

PBM or Us, reimbursement for the drug dispensed will be based on the price of the Generic Drug, 

unless prohibited by law. If the Covered Person requests a Brand Name Drug when a Generic Drug 

equivalent is available, the Covered Person may be required to pay a penalty equal to the difference 

in cost between the Brand Name Drug and the Generic Drug. This penalty will be in addition to 

the applicable Copay, Deductible and Coinsurance. 

NOTE: Prepackaging by the manufacturer may limit the quantity dispensed to an amount which 

is less than the maximum dispensing amount available under your coverage. If that happens, 

benefits will be provided in compliance with the manufacturerôs packaging guidelines. 

Additional terms speciýcally used in conjunction with your Prescription Drug Beneýts are deýned 

at the end of this section. 

Generic Drugs Can Save You Money 

Generic drugs are drugs that are labeled by their chemical name rather than by a brand name. 

However, all drugs, whether generic or brand, must meet the same government standards for safety 

and effectiveness. Why pay more for a brand name drug if its generic twin is available at a lower 

cost? Ask your physician to prescribe generic drugs whenever possible. 
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Accessing Benefits 

If the prescription or supply is purchased at an In-network Pharmacy, and you present your 

BCBSNE identification card to the pharmacist at the time of purchase, you will only be required 

to pay your financial liability at the time the prescription is filled. In-network Pharmacies will file 

claims to BCBSNE or to the Pharmacy Benefit Manager (PBM). The Benefit Summary shows 

your financial liability and the dispensing amount for each benefit tier. 

If the covered prescription is filled at an Out-of-network Pharmacy, or if you do not present your 

I.D. card at the time of purchase at an In-network Pharmacy, you will be required to pay the 

pharmacyôs usual retail price. You must file a Claim with BCBSNE. Eligible Claims will be 

reimbursed based on the Allowance for the drug less the applicable Copay, Deductible and/or 

Coinsurance and a 25% penalty. 

To locate contracting Rx Nebraska pharmacies nationwide, call toll-free: 1-877-800-0746. 

Other Coverage. If a Covered Person has prescription drug coverage under more than one health 

plan, Coordination of Benefits (COB) provisions may apply. No penalty will be imposed for 

submission of a paper claim when this Plan is paying as a secondary payer.  

Services Not Covered Under The Prescription Drug Program 

In addition to the Services and supplies listed in the section titled ñExclusions ï Whatôs Not 

Covered,ò the following are not covered: 

¶ abortifacients, including but not limited to Mifeprex (Mifepristone); 

¶ cosmetic alteration drugs, and health and beauty aids for such things as the promotion of 

hair growth/ restoration, to control perspiration, to enhance athletic performance or 

improve natural appearance; 

¶ diagnostic agents (except diabetic test strips) and bulk powders/chemicals; 

¶ diet, weight loss, or appetite suppressant drugs (Anorexics), dietary and herbal or 

nutritional supplements; 

¶ DME or devices of any type including, but not limited to contraceptive devices, therapeutic 

devices or artificial appliances; 

¶ drugs or medicinals for treatment of fertility/infertility; 

¶ FDA-exempt infant formulas; 

¶ general anesthetic; 

¶ home infusion therapy; 

¶ insulin pumps and continuous glucose monitoring devices; 

¶ Investigative drugs or drugs classified by the FDA as experimental; 

¶ nutrition care, nutritional supplements and substances; 

¶ ostomy supplies; 

¶ over-the-counter medications, including non-prescription medications, unless certain over-

the-counter/ non-prescription medications are specifically covered under the Plan; 

¶ prescription medications administered or intended for use in an Inpatient setting; 
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¶ prescription medications determined by the FDA as having no clinical value (ex: DESI 

indicator class 06), or determined by the Pharmacy and Therapeutics Committee to have 

insufficient or unfavorable safety and/or efficacy; 

¶ prescription medications for the primary purpose of sex transformation, both prior to and 

after surgery; 

¶ prescription medications purchased in a foreign country, unless the covered person is living 

in another country or needs prescription medications to treat an emergency medical 

condition arising while he or she is traveling in a foreign country or otherwise mandated 

by federal legislation. Evidence of residency or emergency medical condition must be 

provided with the Claim; 

¶ prescription medications that have (or are comprised of) therapeutically equivalent over-

the-counter/ non-prescription products, except for insulin, diabetic test strips, glucose 

monitors, and insulin pump supplies. This limitation may apply to specific drugs or 

categories of prescription drugs; 

¶ prescription medications obtained or purchased from a facility owned, operated or 

controlled by any federal government agency when the care is related to military service; 

¶ repackaged medications; 

¶ Services, drugs and medical supplies which are not cost effective compared to established 

alternatives or which are provided for convenience or personal use; 

¶ supplies and pharmaceutical aides other than designated injectable, diabetic and insulin 

pump supplies. Insulin pump batteries are not covered under your prescription drug 

benefits; 

¶ unit dose packaging, or sample, clinic or institutional packs not intended for retail, of 

covered prescription drug products; and 

¶ other drugs, injectables and supplies that are not covered, as determined by BCBSNE, as 

permitted by law. 

Limitations  

¶ Benefits are not available for covered prescription amounts in excess of the supply limit 

(day or quantity). 

¶ Lost, destroyed or stolen medications are limited to one replacement per prescription per 

calendar year. 

¶ Compounded medications must contain at least one FDA approved drug, and compound 

ingredients must require a prescription and be FDA-approved. Compounded medications 

that include non-FDA approved ingredients or ingredients that do not require a prescription 

are not covered. 

¶ Injectables are limited to Claims from providers who are contracting with Prime 

Therapeutics, and filed as a pharmacy Claim. 

¶ Certain prescription drugs, based on the route or method of administration, may be payable 

only under the medical provision of the Plan, and not under the prescription drug coverage. 

This includes, but is not limited to, intravenous, intrathecal, intravesical and epidural routes 

of administration. 

¶ Excessive pattern of drug usage: 

o If a Covered Personôs usage of prescription drugs during a six-month period 

indicates an excessive pattern of usage that is not Medically Necessary (as 
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determined by BCBSNE), the Covered Person will be limited to one In-network 

Pharmacy of his/her choice for obtaining covered prescription drugs. If such a 

limitation applies, benefits will not be available for prescription drugs obtained 

from any other pharmacy. 

¶ Any cost-sharing for prescription drugs paid with a pharmaceutical discount or Copay and 

will not apply to the Out-of-pocket Limit. 

Preauthorization  

Under the Prescription Drug Program the following require preauthorization to determine if 

beneýts will be available. 

GI Protective NSAIDs.  

These drugs are used to treat inflammation and reduce pain, and work the same as drugs such as 

naproxen and ibuprofen. The GI Protective NSAID program manages the use of costly non-

steroidal anti-inflammatory drugs (NSAIDs) such as COX-2 inhibitors (e.g., Celebrex®) and other 

products (e.g., Vimovo®). Patients whose medical history and current medical condition do not 

indicate that use of a GI protective drug is necessary are required to try traditional NSAIDs first. 

Benefits will be provided for GI Protective NSAIDs if the Covered Personôs medical condition 

warrants it.  

Formulary Brand and non-Formulary proton pump inhibitors (PPIs).  

PPIs are used to treat stomach ulcers, erosive esophagitis and gastroesophageal reflux disease 

(GERD). The preauthorization program requires documentation of attempted use of three 

formulary PPI Products (the generic drugs omeprazole, lansoprazole and pantoprazole, 

omeprazole/sodium bicarbonate and the brand name product Nexium®) before benefits for a non-

formulary PPI will be considered. Also, the preauthorization program requires documentation of 

attempted use of one prescription generic PPI product before benefits for a formulary brand PPI 

will be considered. 

Currently non-Formulary PPIs include brand name drugs Aciphex®, KapidexTM, Nexium®, 

Prevacid®, Protonix®, Prilosec® and Zegerid®. 

NOTE: If you are currently taking a non-Formulary PPI or a Formulary Brand PPI, 

preauthorization is necessary to determine if you meet the criteria for continued beneýts. 

Preauthorization is also required for other prescriptions or prescription supply amounts, as 

determined by BCBSNE. We reserve the right to change drugs requiring preauthorization at any 

time without prior notice. For more information on prescription medications requiring 

preauthorization, visit the BCBSNE website (www.nebraskablue.com) or call the Member 

Services Department at the phone number shown on the back of your I.D. card. 

Requesting Preauthorization 

A written request to BCBSNE must be made prior to the initial purchase of the prescription. This 

request must be accompanied by appropriate documentation from the Covered Personôs Physician, 
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Dentist or other medical provider demonstrating the Medical Necessity of the drug. This written 

request should be directed to: 

Blue Cross and Blue Shield of Nebraska 

Attention: Pharmacy 

P.O. Box 3248 

Omaha, NE  68180-0001 

Preauthorization forms can be found on the BCBSNE website: www.nebraskablue.com 

Upon receipt of the necessary information, BCBSNE will respond in writing advising the provider 

and the Covered Person whether or not beneýts are available. 

NOTE: The limitation, preauthorization and formulary lists may be updated at any time without 

notice. Additional information about your pharmacy beneýts can be found on the BCBSNE 

website at www.nebraskablue.com.  

Additional Provisions 

¶ The Covered Person by accepting benefits under the Plan, authorizes and directs In-

network Pharmacies and the PBM to furnish copies of all information and records 

concerning the person to BCBSNE. 

¶ BCBSNE and the PBM will not be liable for any claim, injury, demand or judgment based 

on tort or other grounds arising out of or in connection with the sale, compounding, 

dispensing, manufacturing, or use of any prescription or supply. 

¶ Services that are determined not Medically Necessary are the Covered Personôs liability, 

as the agreement the In-network Pharmacy has with the PBM does not contain a hold 

harmless provision for these services. 

¶ Many drugs are subject to rebate arrangements between the manufacturer of the drug and 

the PBM. Rebates are not reflected in the cost paid by the Covered Person for the drug. All 

or part of the rebates may be passed through to BCBSNE. 

¶ When identical chemical entities including over-the-counter drugs and a similar 

prescription alternative are available, BCBSNE may determine that only one of those drug 

products is covered and those equivalent products are not covered. 

¶ Emergency contraceptives are covered when based on product labeling and/or FDA 

documentation, a prescription is required to purchase emergency contraceptives. Benefits 

are limited to one regimen per prescription. 

Definitions 

The following terms are speciýcally used in conjunction with your Prescription Drug Beneýts. 

Allowance: The amount determined by BCBSNE to be payable to the Covered Person who has 

used an Out- of-network Pharmacy for a Covered Service. The Allowance may be one of the 

following: 
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¶ the lesser of the usual retail price or the applicable Contracted Amount payable for similar 

Services by similar In-network Pharmacies; and 

¶ as otherwise determined by BCBSNE or our PBM to be appropriate based on industry 

standards for similar Covered Services. 

Brand Name Drug: Single source and multisource brand drugs as set forth in the Medi-Span Master 

Drug Database File or such other recognized source relied upon by the PBM or BCBSNE. All 

products identified as ñbrand-nameò by a manufacturer, pharmacy, or a provider may not be 

classified as Brand Name Drugs by the PBM or BCBSNE. 

Compound Medication: A prescribed medication in which the ingredients are combined, mixed or 

altered specifically to meet the needs of a patient. A covered Compound Medication must contain 

at least one FDA- approved prescription ingredient. 

Contracted Amount: The amount the In-network Pharmacy has agreed to accept as payment in full 

for a covered prescription drug product pursuant to an agreement with the PBM. 

Extended Supply Network: A limited network of retail In-network Pharmacies, for which a retail 

purchase of a Covered prescription product in excess of 30 days may be purchased. 

Formulary: A continually updated list of pharmaceutical products, which represents the current 

clinical judgment of Physicians and other experts in the diagnosis and treatment of disease and 

preservation of health. This list is provided to In-network Pharmacies, Covered Persons, and 

Physicians, and is available at www.nebraskablue.com or contacting BCBSNE Member Services. 

We reserve the right to change the Formulary at any time without prior notice, in compliance with 

federal law. 

Generic Drug: A Generic Drug as set forth in the Medi-Span Master Drug Database File or such 

other recognized source relied upon by the PBM or BCBSNE. All products identiýed as ñgenericò 

by a manufacturer, pharmacy, or provider may not be classiýed as Generic Drugs by the PBM or 

BCBSNE. 

In-network Pharmacies: Licensed pharmacies that have entered into written agreements with the 

PBM as designated by BCBSNE. The prescription drug coverage for your Plan may include more 

than one level of In-network (Preferred) pharmacies. 

Out-of-network Pharmacies: Licensed pharmacies that have not entered into written agreements 

with the PBM as designated by BCBSNE. 

Pharmacy and Therapeutics Committee: The PBM/BCBSNE panel of physicians, pharmacists and 

other health care professionals who are responsible for pharmacy management activities such as 

managing and updating the Formulary. 

Pharmacy Beneýt Manager (PBM): Prime Therapeutics, LLC, (Prime) has been retained by 

BCBSNE to administer the Rx Nebraska Prescription Drug Program. 

Preauthorization: The process of obtaining authorization from BCBSNE or the PBM for speciýed 

medications or speciýed quantities of medications. 
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Specialty Drugs: Designated complex self-administered injectable and oral drugs that have very 

specific manufacturing, storage, and dilution requirements, used to treat serious or chronic medical 

conditions such as multiple sclerosis, rheumatoid arthritis, hemophilia, hepatitis C, Crohnôs 

disease, and anemia. These drugs are generally covered up to a 30-day supply. Specialty Drugs 

may only be available through a designated Specialty Pharmacy. 

Specialty Pharmacy: A licensed pharmacy designated by BCBSNE or the PBM to provide 

Specialty Drugs. 

  



  

Exhibit A-1 

76 | P a g e 
4811-3358-2725.13  

ELIGIBILITY AND ENRO LLMENT  

WoodmenLife determines eligibility requirements and validates eligibility for enrollment and 

coverage under the health Plan. For additional information not found in this Summary Plan 

Description, please contact WoodmenLife. 

Whoôs Eligible 

Initial Eligibility for Coverage: 

Home Ofýce Associates: Regular, full-time associates working at least 30 hours per week are 

eligible to enroll for health coverage on the ýrst of the month following their date of employment. 

Part-Time Home Ofýce Associates: Regular, part-time associates who work at least 20 hours per 

week are eligible for health coverage on the ýrst of the month following their date of employment. 

Regional Directors and Recruiting Sales Managers: Regional Directors and Recruiting Sales 

Managers are eligible to enroll for health coverage on the ýrst of the month following the date of 

their manager appointment. 

WoodmenLife Representatives: WoodmenLife Representatives with a Fast Start Agreement or a 

Fast Start Subsidy Agreement are eligible to enroll for health coverage on the ýrst of the month 

following their WoodmenLife contract date. 

WoodmenLife Representatives with a Business Development Agreement (BDA) are eligible to 

enroll for health coverage on the later of the ýrst day of the month following their WoodmenLife 

contract date or their BDA date. If the WoodmenLife contract date equals the BDA date, the 

effective date of health coverage is the ýrst day of the month following the WoodmenLife 

contract/BDA date. 

Retired Associates: To be eligible to continue WoodmenLife Retiree Group Medical coverage into 

retirement, you and your dependents, if applicable, must be enrolled in a WoodmenLife Group 

Medical Plan immediately prior to your retirement date. The election to continue coverage is only 

available at the time you retire, and meet one of the following: 

¶ 55 years of age or older with a minimum of 20 years of service, or 

¶ age 65 or older with a minimum of 5 years of service. 

WoodmenLife Representatives must also meet the following requirements: 

¶ $30,000 actual earnings from October 1st through September 30th of the year prior to the 

retirement date. 

Please contact the WoodmenLife Beneýts Department for the current requirements. The individual 

who enrolls for coverage is referred to as a Subscriber. Dependents are generally your spouse and 

children; in order to be an Eligible Dependent, they must meet the deýnition of an Eligible 

Dependent. For the complete deýnition of an Eligible Dependent, please refer to the section of this 

SPD titled ñDeýnitions.ò 
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Initial Enrollment  

The application for coverage should be submitted to the WoodmenLife Beneýts Department within 

31 days of eligibility. Upon receipt and acceptance of the application, coverage will become 

effective following satisfaction of any eligibility requirements determined by WoodmenLife. 

Please see the following sections titled ñSpecial Enrollmentò and ñLate Enrollmentò for additional 

information. 

Types of Membership 

You may enroll in one of the following membership types under your Plan: 

¶ Associate Only (Single) Membership: Provides coverage for you only. 

¶ Associate + Spouse (Subscriber-Spouse) Membership: Provides coverage for you and 

your spouse. 

¶ Associate + Child(ren) (Single Parent) Membership: Provides coverage for you and your 

Eligible Dependent children, but not for your spouse. 

¶ Associate + Family (Family) Membership: Provides coverage for you, your spouse and 

your Eligible Dependent children. 

WoodmenLife refers to enrollment options as ñAssociate Memberships.ò This document and your 

Schedule of Beneýts will refer to them as Single, Subscriber-Spouse, Single Parent and Family 

Memberships. 

NOTE: If two eligible persons in the same employer Group are married to each other, each person 

and/or their Eligible Dependents may not enroll under more than one membership unit. Also, if 

two eligible persons have a parent/child relationship and both are employed by the same employer 

Group, the parent and child may elect to enroll either as two Associates, or the parent may enroll 

as an Associate with dependent coverage. 

Special Enrollment 

A special enrollment period of 31 days is allowed for: 

¶ enrollment of eligible persons due to marriage, birth, adoption or placement for adoption; 

¶ enrollment of eligible persons who declined coverage under this plan due to having had 

other group health plan or health insurance coverage at the time it was previously offered, 

and who have lost that other coverage due to: 

o exhaustion of COBRA continuation coverage; 

o a loss of eligibility, including loss due to death, divorce, legal separation, 

termination of employment or reduction in hours, or due to the plan no longer 

offering beneýts to the class of individuals that includes the person (when the 

other coverage was not COBRA); 

o moving out of the service area of an HMO or other arrangement that only 

provides beneýts to individuals who reside, live or work in the service area; or 

o the employer ceasing to make contribution for the other coverage (when the other 

coverage was not COBRA). 
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A special enrollment period of 60 days is allowed for: 

¶ enrollment of eligible persons who were covered under Medicaid or State Child Health 

Insurance Program (SCHIP), which has been terminated due to loss of eligibility; or 

¶ enrollment of eligible persons who have become eligible for premium assistance for this 

Group Medical Plan coverage under Medicaid or SCHIP. 

The Subscriber must enroll (or already be enrolled) in order to enroll his or her dependents in this 

Plan. In the case of a marriage, birth or adoption, a Subscriber who is eligible, but who has not 

previously enrolled, may enroll at this time with or without the newly Eligible Dependent. 

Likewise an eligible spouse who has not previously enrolled, may enroll as a special enrollee with 

or without the new dependent child. Please contact the WoodmenLife Beneýts Department for 

additional information. 

Late Enrollment/Annual Enrollment  

A ñlate enrolleeò is deýned as a Subscriber or dependent who does not timely enroll, or does not 

enroll for coverage within the ýrst period in which he or she is eligible to enroll. Late enrollment 

is only allowed during the Groupôs annual enrollment period. A person who enrolls for coverage 

during a ñspecial enrollment periodò is not considered a ñlate enrollee.ò 

Late enrollment is only allowed during the annual enrollment month of November, prior to the 

annual renewal date. Coverage requested during November will be effective on the ýrst of January. 

Please contact the WoodmenLife Beneýts Department for additional information. 

Please note that in order to avoid late enrollment restrictions, you must request enrollment within 

31 days of your (or your dependentôs) initial eligibility, or during a special enrollment period, if 

applicable. 

For additional information on the annual enrollment period, please contact the WoodmenLife 

Beneýts Department. 

Adding A Dependent 

Dependents may enroll if you, the eligible Associate, are covered under the Plan. In order to add 

a dependent, he or she must meet the deýnition of an Eligible Dependent and you must be enrolled 

under a membership option that provides coverage for dependents. 

Effective Date Of Coverage 

Provided that an appropriate membership option is in place and, if applicable, any additional 

premium is paid, the effective date of coverage will be as follows: 

¶ Marriage: The effective date of coverage will be the ýrst of the month following the 

marriage, provided the request for enrollment is made within 31 days of the marriage.  

The applicable premium must be paid. 

¶ Newborn Children: Coverage will begin at birth for your newborn child; however, you 
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must notify the WoodmenLife Beneýts Department of the birth within 31 days and 

comply with enrollment procedures. Any applicable premium must be paid. If you have a 

Single or a Subscriber-Spouse membership in effect at the time of the birth, you must 

request a change to a membership that includes children and pay the additional premium. 

If your spouse was not enrolled at the time of the childôs birth, he or she may also enroll 

within this 31-day period, and the effective date will be the date of the childôs birth. The 

applicable premium must be paid. Please contact WoodmenLife Beneýts Department for 

premium information.   

If you request enrollment of the child (and spouse if applicable) after the 31-day period, 

late enrollment provisions may apply.  Please see the section titled ñLate 

Enrollment/Annual Enrollment.ò 

¶ Adopted Children: Coverage for an adopted child will be effective on the earlier of the 

date the child is placed with you for adoption, or the date a court order grants custody to 

you; however, you must notify the WoodmenLife Beneýts Department within 31 days of 

the placement/custody order and comply with enrollment procedures. Any applicable 

premium must be paid. If you have a Single or a Subscriber-Spouse membership in effect 

at the time of the birth, you must request a change to a membership that includes children 

and pay the additional premium. If your spouse was not enrolled at the time of the 

adoption, he or she may also enroll within this 31-day period, and the effective date will 

be the date the child is placed with you for adoption. The applicable premium must be 

paid. Please contact WoodmenLife Beneýts Department for premium information. 

If you request enrollment of the child (and spouse if applicable) after the 31-day period, 

late enrollment provisions may apply.  Please see the section titled ñLate 

Enrollment/Annual Enrollment.ò 

¶ Loss of Other Coverage: The effective date of coverage for persons enrolling as a special 

enrollee following a loss of other coverage will be no later than the ýrst day of month 

following the loss of other coverage. 

Qualified Medical Child Support Orders (QMCSO) 

A QMCSO is a court order that requires an employee to provide medical coverage for his or her 

children (called alternate recipients) in situations involving divorce, legal separation, or paternity 

disputes. The order may direct the Group Medical Plan to enroll the child(ren), and also creates a 

right for the alternate recipient to receive plan information, submit claims, and receive benefits for 

Services. 

QMCSOs are specifically defined under the law, and are required to include certain information 

in order to be considered ñqualified.ò A National Medical Support Notice received by the employer 

or plan from a state agency, regarding coverage for a child, will also be treated as a QMCSO. The 

Plan Administrator or its designee, will review the Order or Notice to determine whether it is 

qualified, and make a coverage determination. The Plan Administrator or its designee will notify 

affected Associates and the alternate recipient(s) if a QMCSO is received. 
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You have the right to request a copy of the Planôs procedures governing QMCSO determinations 

from the Plan Administrator, at no charge. 

Active Associates Age 65 And Over 

Federal law affects the way employers provide coverage to eligible active Associates and their 

spouses who are 65 and over. These active Associates and their spouses ages 65 and over generally 

continue full coverage under the employer Group plan as their primary coverage, and Medicare (if 

elected) as secondary coverage. Under this law, if the employee elects Medicare as their primary 

carrier, the group plan may not pay as secondary coverage and will be terminated.  
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CLAIM PROCEDURES  

If You Receive Covered Services From An In-network Provider 

Contracting Providers and many other Hospitals and Physicians will file the Claim to BCBSNE 

on your behalf. Out-of-state Contracting Providers will file a Claim with their local Blue Cross 

and Blue Shield plan for processing through the BlueCard Program. When BCBSNE receives a 

Claim from a Contracting Provider, payment will be made directly to the provider, unless 

otherwise provided by state or federal law. You are responsible for meeting any applicable 

Deductible and paying any applicable Copay and/or Coinsurance amounts. You may be asked to 

pay amounts that are your liability at the time of service, or the provider may bill you for those 

amounts. 

Filing A Claim  

You must ýle your own Claim if your health care provider is not a Contracting Provider and does 

not ýle for you. You may obtain a Claim form by contacting BCBSNEôs Member Services 

Department, or you can ýnd a form on the website at www.nebraskablue.com. 

All submitted Claims must include: 

¶ correct BCBSNE ID number, including the alpha preýx; 

¶ name of patient; 

¶ the date and time of an accident or onset of an illness, and whether or not it occurred at 

work; 

¶ diagnosis; 

¶ an itemized statement of services, including the date of service, description and charge 

for the service; 

¶ complete name, address and professional status (MD, RN, etc.) of the health care 

provider; 

¶ prescription number, if applicable; 

¶ the name and identiýcation number of other insurance, including Medicare; and 

¶ the primary planôs explanation of beneýts (EOB), if applicable. 

Claims cannot be processed if they are incomplete, and may be denied for ñlack of informationò if 

required information is not received. 

Claims should be filed by a Provider or Covered Person as soon as possible after the date of 

Service. Contracting Providers will file claims on the Covered Personôs behalf; the Covered Person 

is responsible to provide their identification number in order for the claim to be filed. Claims that 

are not filed by a BCBSNE Contracting Provider in accordance with BCBSNEôs timely filing 

requirement will become the Contracting Providerôs liability.  

A Covered Person is responsible to file a claim for Services provided by a non-contracting Provider 

if the provider does not submit on his or her behalf.  
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If a claim is not filed within 15 months of the date of Service (except in the absence of legal 

capacity), benefits will not be allowed.  

In Nebraska, Claim forms should be sent to:  

Blue Cross and Blue Shield of Nebraska 

P.O. Box 3248 

Omaha, NE  68180-0001 

If  health care Services are provided in a state other than Nebraska, Claims should be ýled to the 

Blue Cross and Blue Shield plan servicing the area where the Services were received. If you need 

assistance in locating the plan, please contact BCBSNEôs Member Services Department. 

Payment Of Beneýts For Non-Contracting Provider Claims 

Payment will be made, at BCBSNEôs option, to the Covered Person, to his or her estate, to the 

provider or as required by state or federal law. Beneýts may also be paid to an alternate recipient 

or custodial parent, if pursuant to a QMCSO. 

No assignment, whether made before or after Services are provided, of any amount payable 

according to this Group Medical Plan shall be recognized or accepted as binding upon BCBSNE, 

unless otherwise provided by state or federal law. 

Payment For Services That Are The Covered Personôs Responsibility 

Under certain circumstances, if BCBSNE pays the provider amounts that are your responsibility, 

such as Copays, Deductibles, or Coinsurance, we may collect such amounts from you. You agree 

that BCBSNE has the right to collect such amounts from you. 

Right To Amend Provider Agreements Or Beneýt Payment Procedures 

Agreements with health care providers may be changed or terminated, and benefit payments to In-

network Providers may be altered. Benefit payments may be calculated on a charge basis, a 

Contracted Amount or similar charge, global fee basis, through a Preferred Provider Organization, 

or in any other manner agreed upon by BCBSNE or the On-site Plan and the provider. However, 

any payment method agreed upon will not affect the method of calculating the Deductible and 

Coinsurance. 

Claim Determinations 

A ñClaimò may be classiýed as a ñPreserviceò or ñPostservice.ò 

Preservice Claims  

In some cases, under the terms of the Medical Plan, the Covered Person is required to certify 

benefits in advance of a Service being provided, or benefits for the Service may be reduced or 

denied. This required request for a benefit is a ñPreservice Claim.ò Preservice Claim 

determinations that are not Urgent Care Claims will be made with 15 calendar days of receipt, 
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unless an extension is needed to obtain necessary information. If an extension is needed, BCBSNE 

will provide notice to the Covered Person and/or his or her provider prior to the expiration of the 

initial 15-day period. If additional information is requested, the Covered Person or his or her 

provider may be given up to 45 calendar days from receipt of notice to submit the specified 

information. A Claim determination will be made within 15 days of receipt of the information, or 

the end of the extension period. 

(See the section of this SPD titled ñCertiýcation Requirementsò for more information on certifying 

beneýts.) 

Urgent Care  

If your Preservice Claim is one for Urgent Care, the determination will be made within 72 hours 

of receipt of the Claim, unless further information is needed. If additional information is necessary, 

the Covered Person or his or her provider will be given no less than 48 hours to provide the 

specified information. Notification of the decision will be provided not later than 48 hours after 

the earlier of: our receipt of the information, or the end of the period allowed to submit the 

information. 

Concurrent Care  

If you request to extend a course of treatment beyond the care previously approved and it involves 

urgent care, a decision will be made within 24 hours of the request, if you submitted the request at 

least 24 hours before the course of treatment expires. In all other cases, the request for an extension 

will be decided as appropriate for a Preservice and Postservice Claims. 

Postservice Claims  

A Postservice Claim is any Claim that is not a Preservice Claim. In most cases, a Postservice Claim 

is a request for benefits or reimbursement of expenses for medical care that has been provided to 

a Covered Person. The instructions for filing a Postservice Claim are outlined earlier in this section. 

Upon receipt of a completed Claim form, a Postservice Claim will be processed within 30 days, 

unless additional information is needed. If additional information is requested, the Covered Person 

may be given not less than 45 days to submit the necessary information. A Claim determination 

will be made within 15 days of receipt of the information, or the expiration of the 45-day extension 

period. You will receive an EOB when a Claim is processed which explains the manner in which 

your Claim was handled. 

Explanation Of Beneýts 

Every time a Claim is processed for you, an EOB form will be sent. The front page of the EOB 

provides you with a summary of the payment including: 

¶ the patientôs name and the Claim number; 

¶ the name of the individual or institution that was paid for the Service; 

¶ the total charge associated with the Claim; 

¶ the covered amount; 
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¶ any amount previously processed by this Plan, Medicare or another insurance company; 

¶ the amount(s) that you are responsible to pay the provider; 

¶ the total Deductible and/or Coinsurance that you have accumulated to date; and 

¶ other general messages. 

A more detailed breakdown of the charges including provider discounts, amount paid and cost 

sharing amounts (e.g., noncovered charges, Deductible and Copays) are shown on the back of your 

EOB. 

Also included on your EOB is information regarding your right to appeal a beneýt determination, 

or request additional information. 

Save your EOBs in the event that you need them for other insurance or for tax purposes. 
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APPEAL PROCEDURES 

BCBSNE has the discretionary authority to determine eligibility for beneýts under the Medical 

Plan, and to construe and interpret the terms of the Plan, consistent with the terms of the 

Administrative Services Agreement. 

You have the right to seek and obtain a review of ñadverse beneýt determinationsò arising under 

this Medical Plan. 

Appeal Procedure Definitions 

Adverse Beneýt Determination: A determination by BCBSNE or its Utilization Review designee, 

of the denial, reduction, or termination of a benefit, or a failure to provide or make payment (in 

whole or in part) of a benefit. This includes any such determination that is based on: 

¶ the application of Utilization Review; 

¶ a determination that the Service is Investigative; 

¶ a determination that the Service is not Medically Necessary or appropriate; 

¶ an individualôs eligibility for coverage or to participate in a plan. 

 

An Adverse Beneýt Determination also includes any rescission of coverage, which is deýned as a 

cancellation or discontinuance of coverage that has a retroactive effect, except if for failure to 

timely pay required premiums or contribution for coverage. 

Final Internal Adverse Beneýt Determination: An Adverse Beneýt Determination that has been 

upheld by BCBSNE, or its Utilization Review designee, at the completion of the internal appeal 

process as described in this document. 

Preservice Claim(s): Any Claim for a beneýt under the Plan with respect to which the terms of the 

Contract require approval of the beneýt in advance of obtaining medical care, and failure to do so 

will cause beneýts to be denied or reduced. 

Postservice Claim(s): Any Claim that is not a Preservice Claim. 

Urgent Care Claim: A Claim for medical care or treatment for which the application of the time 

periods for making non-urgent care determinations: 

¶ could seriously jeopardize the life or health of the Covered Person or the ability of the 

Covered Person to regain maximum function; or 

¶ would subject the Covered Person to severe pain that cannot be adequately managed 

without the care or treatment that is the subject of the Claim. 

How To Appeal An Adverse Benefit Determination 

 

A Covered Person or a person acting on his/her behalf (the ñclaimantò) is entitled to an opportunity 

to appeal initial or ýnal Adverse Beneýt Determinations. 
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Internal Appeal 

A request for an internal appeal must be submitted within 6 months of the date the Claim was 

processed, or Adverse Beneýt Determination was made. The written request for an appeal should 

state that it is a request for an appeal and, if possible, include a copy of the Explanation of Beneýts 

(EOB). The appeal should also include: 

¶ the name of the person submitting the appeal and his/her relationship to the patient; 

¶ the reason for the appeal; 

¶ any information that might help resolve the issue; and 

¶ the date of service/Claim. 

The written appeal should be sent to: 

Blue Cross and Blue Shield of Nebraska 

P.O. Box 3248 

Omaha, NE  68180-0001 

The claimant does not have the right to be in attendance at the appeal review nor to have a 

representative in attendance, but may submit additional information for consideration. 

If the Adverse Beneýt Determination was based on a medical judgment, including a Medical 

Necessity or Investigative determination, BCBSNE will consult with health care professionals 

with appropriate training and experience in the ýeld of medicine involved in the medical judgment, 

to make the appeal determination. The appeal determination will be made by individuals who were 

not involved in the original determination. 

Preservice or Postservice Claim Appeal 

A written notice of the appeal determination will be provided to the claimant as follows: 

¶ Preservice Claims (other than Urgent Care), within 30 calendar days after receipt. 

¶ Postservice Claims, within 60 calendar days after receipt. 

Expedited Appeal 

When the appeal is related to an Urgent Care Claim, an expedited appeal may be requested. In the 

case of an expedited appeal, the request may be submitted in writing or orally. All information, 

including the decision, will be submitted by telephone, facsimile or the most expeditious method 

available. BCBSNE will make an expedited review decision within 72 hours after the appeal is 

received. Written notification of the decision will be sent within the 72-hour period. 

Concurrent Care 

A request for an expedited appeal of a concurrent care denial must be made within 24 hours of the 

denial. If the appeal is requested within the 24-hour time period, coverage will continue for health 

care Services pending notification of the review decision, as may be required by law. The decision 

time frame will be the same as for other expedited appeals. 
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The decision made pursuant to this appeal will be considered a Final Adverse Beneýt 

Determination. 

NOTE: When an adverse appeal determination involves medical judgment, upon receipt of a 

written request, the identity of the health care professionals who reviewed the appeal will be 

provided to the claimant. 

Rights To Documentation 

A claimant has the right to have access to, and request copies of, the documentation relevant to the 

Claim and Adverse Beneýt Determination(s), including any new evidence or rationale considered 

or relied upon in connection with the Claim on review. 

The claimant may submit additional comments, documents or records relating to the Claim for 

consideration during the appeal process. 

External Review 

Standard External Review 

If the claimant has exhausted internal appeal reviews, an external review by an Independent 

Review Organization (IRO) may be requested for review of an Adverse Benefit Determination or 

Final Internal Adverse Benefits Determination. The request must be submitted in writing within 

four months after the date of receipt of the Final Internal Adverse Benefit Determination. (An 

Adverse Benefit Determination based on an individualôs eligibility for coverage or to participate 

in a plan is not eligible for External Review.) 

Upon receipt of a request for an External Review, BCBSNE shall review the request to determine 

if it is complete and whether the request is eligible for External Review. BCBSNE will conduct 

the preliminary review within 5 business days of receipt, and notify the claimant of the outcome 

within one business day. If it is determined that the request is not complete, or it is not eligible for 

External Review, the claimant will be notified of the reason for ineligibility, or advised of the 

information needed to make the request complete. 

If the request is eligible for External Review, it will be forwarded to the IRO, including the 

documentation and information considered in making the initial Adverse or Final Adverse Benefit 

Determination. The claimant will be allowed an opportunity to submit additional information for 

consideration by the IRO. The IRO shall provide BCBSNE with any information submitted by the 

claimant, to allow BCBSNE an opportunity to reconsider its original determination. 

The IRO shall complete its review and provide the claimant written notification and rationale for 

its decision within 45 days of receipt of the request for review. No deference shall be given to the 

prior determinations made by BCBSNE pursuant to the internal appeal process. 

Expedited External Review 
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An expedited External Review may be requested at the same time a claimant requests an expedited 

internal appeal of an Adverse Benefit Determination of an Urgent Care Claim. However, the 

claimant must first exhaust the internal appeal process unless otherwise waived by BCBSNE. 

An expedited External Review may also be requested following a Final Internal Adverse Benefit 

Determination if: 

¶ the Covered Person has a medical condition where the time frame for completion of a 

standard External Review would seriously jeopardize the life or health of the Covered 

Person, or would jeopardize his or her ability to regain maximum function; or 

¶ the Final Internal Adverse Beneýt Determination concerns an admission, availability of 

care, continued stay or health care Service for which the Covered Person has received 

emergency Services, but has not been discharged from the facility. 

An expedited External Review decision shall be made by the IRO within 72 hours after receipt of 

the request. The decision of the IRO is the ýnal review decision and is binding on BCBSNE and 

the claimant, except to the extent that the claimant may have other remedies available under 

applicable federal or state law. Once an external review decision has been made, the Covered 

Person or his/her representative may not ýle a subsequent request for an external review involving 

the same initial or ýnal Adverse Beneýt Determination. 
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COORDINATION OF BENEFITS  

When You Have Coverage Under More Than One Plan 

 

This Plan includes a Coordination of Beneýts (COB) provision. COB provisions apply when a 

Covered Person has coverage under more than one Medical Plan. This provision establishes a 

uniform order in which the Plans pay their Claims, limits the duplication of beneýts, and provides 

for transfer of information between the Plans. 

The order of beneýt determination rules described in this section determine which Plan will pay 

as the primary Plan without regard to any beneýts that might be payable by another Plan. 

Definitions 

For the purpose of this section, the terms are deýned as: 

Allowable Expense: A health care expense, including Deductibles, Coinsurance and Copayments, 

that is covered at least in part by any Plan covering the person. When a Plan provides benefits in 

the form of services, the reasonable cash value of each service will be considered an Allowable 

Expense and a benefit paid. An expense that is not covered by any Plan covering the person is not 

an Allowable Expense. In addition, any expense that a provider by law or in accordance with a 

contractual agreement is prohibited from charging a Covered Person is not an Allowable Expense. 

The amount of any benefit reduction by the Primary Plan because a Covered Person has failed to 

comply with the Plan provisions is not an Allowable Expense. Examples of these types of Plan 

provisions include second surgical options, precertification of admissions, and preferred provider 

arrangements. 

Closed Panel Plan: A Plan that provides health care beneýts to covered persons primarily in the 

form of services through a panel of providers that have contracted with or are employed by the 

Plan, and that excludes coverage for services provided by other providers, except in cases of 

emergency or referral by a panel member. 

Custodial Parent: The parent awarded custody by a court decree or, in the absence of a court decree, 

the parent with whom the child resides more than one half of the calendar year excluding temporary 

visitation. 

Plan: As used in this section, any of the following that provides beneýts or services for medical or 

dental care or treatment. If separate contracts are used to provide coordinated coverage for 

members of a group, the separate contracts are considered parts of the same Plan and there is no 

COB among those separate contracts: 

¶ Plan includes: group and nongroup insurance contracts and subscriber contracts, health 

maintenance organization (HMO) contracts, Closed Panel Plans; other forms of group or 

group-type coverage (whether insured or uninsured); medical care components of long-

term care contracts, such as skilled nursing care; medical benefits coverage in motor 

vehicle ñno-faultò and traditional ñfaultò type contracts; group and nongroup insurance 

contracts and subscriber contracts that pay or reimburse for the cost of dental care; and 
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Medicare or any other federal governmental Plan, as permitted by law. 

¶ Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; 

accident only coverage other than the medical benefits coverage in motor vehicle ñno 

faultò and traditional ñfaultò contracts; uninsured or underinsured coverage under a motor 

vehicle policy; specified disease or specified accident coverage; limited benefit health 

coverage, as defined in state law; school accident coverage; disability income insurance; 

benefits for non-medical components of long-term care policies; Medicare supplement 

policies; Medicaid policies; and coverage under other federal governmental Plans, unless 

permitted by law. 

Each contract for coverage under either bullet point above is a separate Plan. If a Plan has two 

parts and COB rules apply only to one of the two, each of the parts is treated as a separate Plan. 

Primary Plan: The Plan that will determine payment for its beneýts ýrst before those of any other 

Plan without considering any other Planôs beneýts. 

Secondary Plan: The Plan that will determine its beneýts after those of another Plan and may 

reduce the beneýts so that all Plan beneýts do not exceed 100% of the total Allowable Expense. 

This Plan: The part of the contract providing health care beneýts to which the COB provision 

applies and which may be reduced because of the beneýts of other Plans. A contract may apply 

one COB provision to certain beneýts, such as dental beneýts, coordinating only with similar 

beneýts, and may apply another COB provision to coordinate other beneýts. 

Order Of Benefit Determination Rules 

 

1. The Primary Plan pays or provides its beneýts according to its terms or coverage and 
without regard to the beneýts under any other Plan. 

2. A Plan that does not contain a coordination of beneýts provision that is consistent with 
this Part is always primary unless the provisions of both Plans stated that the complying 

Plan is primary. 

3. A Plan may consider the beneýts paid or provided by another Plan in calculating payment 

of its beneýts only when it is secondary to that other Plan. 

4. Each Plan determines its order of beneýts using the ýrst of the following rules that apply: 

a. Subscriber And Dependent ð The Plan that covers the person as other than a 

dependent, such as a subscriber/policyholder/employee is the Primary Plan and 

the Plan that covers the person as a dependent is the Secondary Plan. However, if 

the person is a Medicare beneýciary and, as a result of federal law, Medicare is 

secondary to the Plan covering the person as a dependent and primary to the Plan 

covering the person as a subscriber, then the order of beneýts between the two 

Plans is reversed so that the Plan covering the person as a subscriber is the 

Secondary Plan and the other Plan is the Primary Plan. 

b. Dependent Child Covered Under More Than One Plan ð Unless there is a court 
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decree stating otherwise, when a dependent child is covered by more than one 

Plan the order of beneýts is determined as follows: 

i. For a dependent child whose parents are married or are living together, 

whether or not they have ever been married, the Plan of the parent whose 

birthday falls earlier in the calendar year is the Primary Plan. If both 

parents have the same birthday, the Plan that has covered the parents the 

longest is the Primary Plan (birthday rule). 

ii.  For a dependent child whose parents are divorced, separated or not living 

together, whether or not they have ever been married, if a court decree 

states that one of the parents is responsible for the childôs health care 

expenses or health care coverage and the Plan of that parent has actual 

knowledge of those terms, that Plan is primary. If the parent with 

responsibility has no health care coverage for the dependent childôs health 

care expenses, but that parentôs spouse does, the Plan of that parentôs 

spouse is primary. This rule applies to Plan years beginning after the Plan 

is given notice of the court decree. 

iii.  If a court decree states that both parents are responsible for the dependent 

childôs health care expenses or health care coverage, the order of beneýts 

shall be determined by the ñbirthday ruleò stated above. 

iv. If a court decree states that the parents have joint custody without 

specifying that one parent has responsibility for the health care expenses 

or health care coverage of the dependent child, the order of beneýts shall 

be determined by the ñbirthday ruleò stated above. 

v. If there is no court decree allocating responsibility for the dependent 

childôs health care expenses or health care coverage, the order of beneýts 

for the child are as follows: 

1. the Plan covering the custodial parent; 

2. the Plan covering the spouse of the custodial parent; 

3. the Plan covering the non-custodial parent; and then 

4. the Plan covering the spouse of the non-custodial parent. 

vi. For a dependent child covered under more than one Plan of individuals 

who are not parents of the child, the above provisions shall apply as if 

those individuals were the parents. 

vii.  For an Eligible Dependent child covered under either or both parentsô 

plans and also has his or her own coverage as a dependent under a 

spouseôs plan, the rule below for ñLonger or Shorter Length of Coverageò 

applies. In the event the Eligible Dependent childôs coverage under the 
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spouseôs plan began on the same date as his or her coverage under the 

parentsô plan(s), the order of beneýts shall be determined by applying the 

ñbirthday ruleò above, to the childôs parent(s) and to his or her spouse. 

c. Active Associate, Retired or Laid-Off Associate ð The Plan that covers a person 

as an active employee, that is, an Associate who is neither retired nor laid off, is 

the Primary Plan. The Plan covering that same person as a retired or laid-off 

employee is the Secondary Plan. The same would hold true if a person is a 

dependent of an active employee and that same person is a dependent of a retired 

or laid-off employee. If the other Plan does not have this rule, and as a result, the 

Plans do not agree on the order of beneýts, this rule is ignored. This rule does not 

apply if the ýrst rule (Subscriber and Dependent) can determine the order of 

beneýts. 

d. COBRA or State Continuation Coverage ð If a person whose coverage is 

provided pursuant to COBRA or under a right of continuation provided by state or 

other federal law is covered under another Plan, the Plan covering the person as a 

subscriber/member/associate/former associate or covering the person as a 

dependent of a subscriber/member/associate/former associate is the Primary Plan 

and the COBRA or state or other federal continuation coverage is the Secondary 

Plan. If the other Plan does not have this rule, and as a result, the Plans do not 

agree on the order of beneýts, this rule is ignored. This rule does not apply if the 

ýrst rule (Subscriber and Dependent) can determine the order of beneýts. 

e. Longer or Shorter Length Of Coverage ð The Plan that has covered the person 

longer is the Primary Plan and the Plan that has covered the person the shorter 

period of time is the Secondary Plan. The start of a new Plan does not include a 

change in the amount or scope of a Planôs beneýts; a change in the entity that 

pays, provides or administers the Planôs beneýts; or a change from one type of 

Plan to another, such as from a single employer Plan to a multiple employer Plan. 

If the above rules do not determine the order of beneýts, the Allowable Expenses shall be shared 

equally between the Plans meeting the deýnition of Plan. In addition, This Plan will not pay more 

than it would have paid had it been the Primary Plan. 

Administration Of Coordination Of Benefits  

The order of beneýt determination rules govern the order in which each Plan will pay a Claim for 

beneýts. The Plan that pays ýrst is called the Primary Plan. The Plan that pays after the Primary 

Plan is called the Secondary Plan. 

If This Plan is the Primary Plan, there shall be no reduction of beneýts. Beneýts will be paid 

without regard to the beneýts of any other Plan. 

If This Plan is the Secondary Plan, it may reduce its beneýts so that the total beneýts paid or 

provided by all Plans for any Claim are not more than the total Allowable Expenses. In determining 

the amount to be paid for any Claim, the Secondary Plan will calculate the beneýts it would have 

paid in the absence of other health care coverage and apply that calculated amount to any 
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Allowable Expense under its Plan that is unpaid by the Primary Plan. The Secondary Plan may 

then reduce its payment by the amount so that, when combined with the amount paid by the 

Primary Plan, the total beneýts paid or provided by all Plans for the Claim do not exceed the total 

Allowable Expense for that Claim. In addition, the Secondary Plan shall credit to its Plan 

Deductible any amounts it would have credited to its Deductible in the absence of other health 

coverage. Also, if the Primary Plan is medical payments coverage under a motor vehicle policy, 

the Secondary Plan shall credit payments from the motor vehicle insurance policy to Deductibles, 

Copayments and Coinsurance after discounts under the health plan.  

Miscellaneous Provisions 

If these COB rules do not speciýcally address a particular situation, BCBSNE may, at its 

discretion, rely on the National Association of Insurance Commissioners Coordination of Beneýts 

Model Regulation as an interpretive guide. 

To properly administer these COB rules, certain facts are needed. This Plan may obtain or release 

information to any insurance company, organization or person. BCBSNE need not notify, or obtain 

the consent of any person to do so. Any person who claims beneýts under This Plan agrees to 

furnish the information that may be necessary to apply COB rules and determine beneýts. 

If another Plan pays beneýts that should have been paid under This Plan, this Plan may reimburse 

the other Plan amounts determined to be necessary. Amounts paid to other Plans in this manner 

will be considered beneýts paid under This Plan and This Plan is released from liability for any 

such amounts. 

If the amount of the beneýts paid by This Plan exceeds the amount it should have paid, This Plan 

has the right to recover any excess from any other insurer, any other organization, or any person 

to or for whom such amounts were paid, including Covered Persons under This Plan. 
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WHEN COVERAGE ENDS 

Termination Of Coverage 

Coverage under your Medical Plan will terminate for you and/or your dependents on the earliest 

of the following dates: 

¶ the date the entire Contract is terminated; 

¶ the last day of the month in which your employment or WoodmenLife contract 

terminates; 

¶ the last day of the month in which you cease to be eligible under the health plan; or a 

dependent ceases to be an Eligible Dependent; 

¶ the last day of the month in which BCBSNE receives a request from you or the employer 

to terminate coverage for you or a dependent, or the date requested in the notice, if later; 

or 

¶ the last date for which premium was paid. 

You and/or your Eligible Dependents may be eligible to continue coverage under the Group 

Medical Plan. 

Continuation Of Coverage Under The Federal Continuation Law (COBRA) 

If you terminate your employment, or if a dependent loses coverage due to certain ñQualifying 

Events,ò continued coverage under the Group Medical Plan may be available. Payment for 

continued coverage under the federal continuation law is at the Associateôs or dependentôs own 

expense. Please contact your employer for details regarding eligibility. 
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GENERAL LEGAL PROVISIONS  

 

Benefit Plan Document 

 

This SPD provides an overview of your beneýts. It is not intended to be a complete description of 

every detail of the Group Medical Plan. All coverage and beneýt determinations are governed by 

the Beneýt Plan Document, which consists of the Administrative Services Agreement, this SPD, 

and other documents entered into between the Group and BCBSNE. 

Fraud Or Misrepresentation 

 

A Covered Personôs coverage may be canceled or rescinded for fraud or intentional 

misrepresentation of material fact about a claim or eligibility for this coverage. 

If coverage is rescinded, the amount of premium paid will be reduced by any beneýts that were 

paid, and will be refunded. If beneýts paid exceed the premium received, BCBSNE may recover 

the difference. 

Contracting Providers 

BCBSNE does not engage in the practice of medicine and all Contracting Providers provide 

Services under the terms of the Plan as independent practitioners of the healing arts. Such providers 

are not employees or agents of BCBSNE or the On-site Plan, and BCBSNE will not be liable for 

any act, error, or neglect of any Hospital, Physician or other provider or their agent, employee, 

successor or assignee. 

Subrogation 

 

Subrogation is the right to recover benefits paid for Covered Services provided as the result of 

Injury or Illness which was caused by another person or organization. When benefits are paid under 

the Group Medical Plan, the Plan shall be subrogated to all of the Covered Personôs right of 

recovery against any person or organization to the extent of the benefits paid. The Subscriber, the 

Covered Person or the person who has the right to recover for a Covered Person (usually a parent 

or spouse), agrees to make reimbursement to the Plan if payment is received from the person who 

caused the Illness or Injury or from that personôs liability carrier. 

Subrogation does not apply to medical payments made under the medical payments coverage of 

the Covered Personôs own individual automobile policy (Coordination of Benefits is applicable to 

those payments). In addition, subrogation does not apply to payments made under the underinsured 

or uninsured provisions of the Covered Personôs own automobile policy.  

This subrogation shall be a first priority lien on the full or partial proceeds of any settlement, 

judgment, or other payment recovered by or on behalf of the Covered Person, whether or not there 

has been full compensation for all his or her losses, or as provided by applicable law. The Planôs 

rights shall not be defeated by allocating the proceeds in whole or in part to nonmedical damages. 

Contractual Right To Reimbursement 
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If a Covered Person receives full or partial proceeds from any other source for Covered Services 

for an Illness or Injury, the Group Medical Plan has a contractual right of reimbursement to the 

extent benefits were paid under the Plan for the same Illness or Injury. This contractual right to 

reimbursement shall be a first priority lien against any proceeds recovered by the Covered Person, 

whether or not the Covered Person has been fully compensated for all his or her losses, or as 

provided by applicable law. 

Such proceeds may include any settlement; judgment; payments made under auto insurance 

(except the Covered Personôs own individual auto medical payments or uninsured/underinsured 

coverage); individual or group no fault auto insurance; another personôs uninsured, underinsured 

insurance; or proceeds otherwise paid by a third party. This contractual right to reimbursement is 

in addition to and separate from the subrogation right. The Group Medical Planôs rights shall not 

be defeated by allocating the proceeds in whole or in part to nonmedical damages. 

When BCBSNE recovers proceeds under this contractual right to reimbursement for all or a part 

of the Claim, amounts previously credited to a Covered Personôs Deductible or Coinsurance 

liability may be removed. Future Claims will be subject to the reinstated Deductible or 

Coinsurance. 

No adult Subscriber may assign any rights to recover medical expenses from any third party to any 

minor or other dependent of the adult Subscriber or to any other person, without the express written 

consent of Group Medical Plan. The right to recover, whether by subrogation or reimbursement, 

shall apply to settlements or recoveries of deceased persons, minor dependents of a Subscriber, 

incompetent or disabled Subscribers, or their incompetent or disabled Eligible Dependents. 

The Subscriber agrees to fully cooperate and assist in any way necessary to recover such payments, 

including but not limited to notifying BCBSNE of a claim or lawsuit filed on his or her behalf, or 

on behalf of any Eligible Dependent for an Injury or Illness. The Subscriber, Eligible Dependent 

or an authorized representative shall contact BCBSNE prior to settling any claim or lawsuit to 

obtain an updated itemization of its subrogation Claim or reimbursement amount due. Upon 

receiving any proceeds, the Subscriber, Eligible Dependent or an authorized representative must 

hold such proceeds in trust until such time as the proceeds can be transferred to the Group Medical 

Plan. The party holding the funds that rightfully belong to the Group Medical Plan shall not 

interrupt or prejudice the Planôs recovery of such payments. 

Costs incurred in enforcing these provisions shall also be recovered, including, but not limited to, 

attorneysô fees, litigation and court costs, and other expenses. 

Workersô Compensation 

Benefits are not available for Services provided for Injuries or Illnesses arising out of and in the 

course of employment, whether or not the Covered Person fails to assert or waives his or her right 

to Workersô Compensation or Employer Liability Law. The employer is required to furnish or pay 

for such Services or a settlement can be made, pursuant to Workersô Compensation laws. (See also 

the section of this book titled ñExclusions ð Whatôs Not Covered.ò) 
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If a Covered Person enters into a lump-sum settlement which include compensation for past or 

future medical expenses for an Injury or Illness, payment will not be made under the Group 

Medical Plan for Services related to that Injury or Illness. 

Benefits are not payable for services determine to be not compensable due to noncompliance with 

terms, rules and conditions under Workersô Compensation laws, or a Certified or otherwise 

Licensed Workersô Compensation Managed Care Plan. In addition, benefits are not payable for 

Services that are related to the work Injury or Illness, but are determined to be not necessary or 

reasonable by the employer or Workersô Compensation carrier. 

In certain instances, benefits for such Services are paid in error under the Group Medical Plan. If 

payment is received by the Covered Person for such Services, reimbursement must be made. This 

reimbursement may be refunded from any recovery made from the employer, or the employerôs 

Workersô Compensation carrier, as permitted by law. Reimbursement must be made directly by 

the Subscriber when benefits are paid in error due to his or her failure to comply with the terms, 

rules and conditions of Workersô compensation laws, or a Certified or Licensed Workersô 

Compensation Managed Care Plan. 

Legal Actions 

The Subscriber cannot bring a legal action to recover under the Contract for at least 60 days after 

written proof of loss is given to BCBSNE. The Subscriber cannot start a legal action after three 

years from the date written proof of loss is required. 
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DEFINITIONS  

ACA: The Patient Protection and Affordable Care Act and implementing regulations and sub-

regulatory guidance. 

Advanced Diagnostic Imaging: Highly developed technologies that use computerized imaging or 

radio isotropic enhancements to play a decisive role in diagnostics, such as computerized 

tomography (CT) scans, magnetic resonance imaging (MRI), magnetic resonance angiography 

(MRA), MRI of the breast, magnetic resonance spectroscopy (MRS), functional brain MRI 

(fMRI), positron emission tomography (PET) scans, single photon emission computed 

tomography (SPECT) scans and other nuclear medicines. 

Administrative Services Agreement (ASA): The agreement entered into between the Group and 

BCBSNE for administration of the Groupôs self-insured, or partially self-insured, health care 

programs for eligible Associates. 

Aggregate Deductible and/or Out-of-pocket Limit: The term Aggregate is used to describe a 

manner in which the Deductible and Out-of-pocket Limit are accumulated under a multi-person 

Membership Unit. Aggregate Deductible means the entire family amount must be met before 

beneýts are available to any family member (for Services subject to the Deductible). Aggregate 

Out-of-pocket Limit means the entire family amount must be met before cost-sharing is no longer 

applicable. Family members may combine their Covered Expenses to satisfy the family amounts. 

Alcoholism or Drug (Substance Abuse) Treatment Center: A facility Licensed by the Department 

of Health and Human Services Regulation and Licensure, (or equivalent state agency), accredited 

by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the 

Commission on the Accreditation of Rehabilitation Facilities (CARF). Such facility is not 

Licensed as a Hospital, but provides Inpatient or Outpatient care, treatment, Services, maintenance, 

accommodation or board in a group setting primarily and exclusively for individuals having any 

type of dependency or addiction to the use of alcohol or drugs. 

Allowable Charge: An amount used by BCBSNE to calculate payment for Covered Services. This 

amount will be based on either the Contracted Amount for In-network Providers or the Out-of-

network Allowance for Out-of-network Providers. 

Ambulatory Surgical Facility: A Certiýed facility that provides surgical treatment to patients not 

requiring inpatient hospitalization. Such facility must be Licensed as a health clinic as deýned by 

state statutes, but shall not include the ofýces of private Physicians or dentists whether for 

individual or group practice. 

Approved Clinical Trial: A phase I, phase II, phase III, or phase IV clinical trial that is conducted 

in relation to the prevention, detection, or treatment of cancer or other life-threatening disease or 

condition and is one of the following: 

¶ A federally funded or approved trial. 

¶ A clinical trial conducted under an FDA investigational new drug application. 

¶ A drug trial that is exempt from the requirement of an FDA investigational new drug 
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application. 

Routine patient costs for purposes of an Approved Clinical Trial shall mean Covered Services:  

¶ for which benefits are payable absent a clinical trial;  

¶ required solely for providing the experimental or investigative Services or monitoring its 

effect, or preventing complications; and  

¶ needed for reasonable and necessary care arising from the provision of an experimental 

or investigative Services.  

Approved Provider: A Licensed practitioner of the healing arts who provides Covered Services 

within the scope of his or her License or a Licensed or Certiýed facility or other health care 

provider, payable according to the terms of the Plan, Nebraska law or pursuant to the direction of 

BCBSNE. 

Auxiliary Provider: A Certiýed social worker, psychiatric registered nurse, Certiýed alcohol and 

drug abuse counselor or other Approved Provider who is performing Services within his or her 

scope of practice and who is supervised, and billed for, by a qualiýed Physician or Licensed 

Psychologist, or as otherwise permitted by state law. Certiýed master social workers or Certiýed 

professional counselors performing mental health Services who are not Licensed Mental Health 

Practitioners are included in this deýnition. 

Beneýt Plan Document: The agreement between BCBSNE and the Group which includes the 

Administrative Services Agreement, and any attachments or addenda, this Summary Plan 

Description, and the individual enrollment information of Subscribers and their Eligible 

Dependents. 

Beneýt Summary: A summary of the cost-sharing amounts, beneýt maximums or limits, and other 

speciýc information regarding coverage under the Plan. The Summary may be provided as a 

separate document, and/ or included within this Summary Plan Description. 

Beneýt Year: A consecutive period of time, speciýed by your employer/plan sponsor, in which 

beneýts are accumulated toward the Deductible, Out-of-pocket Limit and any applicable beneýt 

maximums or limits. Your Beneýt Year may be a calendar year or other 12-month period, as shown 

on your Beneýt Summary. 

BlueCard® Program: This Blue Cross and Blue Shield Association (BCBSA) program is a 

collection of policies, provisions and guidelines that enables BCBSNE to process Claims incurred 

by Covered Persons residing or traveling outside its Service Area by utilizing the discounts 

negotiated by the On-site plan and its Contracting Providers. 

Certiýcation (Certify And Certiýed): A determination by BCBSNE or its designee, that an 

admission, extension of stay or other health care service has been reviewed and, based on the 

information provided, meets the clinical requirements for Medical Necessity, appropriateness, 

level of care, or effectiveness under the auspices of the applicable health beneýt plan. 

Certiýcation also refers to successful voluntary compliance with certain prerequisite qualiýcations 

speciýed by regulatory entities. Agencies and programs may be deemed to be in compliance when 
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they are accredited by the Joint Commission on Accreditation of Healthcare Organizations 

(JCAHO), the Commission on the Accreditation of Rehabilitation Facilities (CARF), American 

Association for Ambulatory Health Care (AAAHC), American Association for Accreditation of 

Ambulatory Plastic Surgery Facilities (AAAAPSF), Medicare or as otherwise provided in the Plan 

provisions or state law. 

Claim: A request for beneýts under this Plan. 

Cognitive Training: A rehabilitative intervention aimed at retraining or facilitating the recovery of 

mental and information processing skills including perception, problem-solving, memory storage 

and retrieval, language organization and expression. 

Coinsurance: The percentage amount the Covered Person must pay for Covered Services. 

Congenital Abnormality: A condition existing at birth which is outside the broad range of normal, 

such as cleft palate, birthmarks, webbed ýngers or toes. Normal variations in size and shape of the 

organ such as protruding ears are not considered a Congenital Abnormality. 

Contracted Amount: The Allowable Charge agreed to by BCBSNE or an on-site plan and 

Contracting Providers, for Covered Services received by a Covered Person. 

Contracting Provider: An In-network Provider or an On-site BlueCard Program Preferred or 

Participating Provider. 

Convenient Care/Retail Clinic: A medical clinic located in a retail location such as a grocery or 

drug store, where a provider offers treatment of minor medical conditions, immunizations and 

physicals without an appointment. 

Copayment (Copay): A ýxed dollar amount of the Allowable Charge, payable by the Covered 

Person for a Covered Service, as indicated in the Beneýt Summary. Copayments are separate from 

and do not accumulate to the Deductible. 

Cosmetic: Any Services provided to improve the patientôs physical appearance, from which no 

signiýcant improvement in physiologic function can be expected, regardless of emotional or 

psychological factors. 

Covered Person: Any person entitled to beneýts for Covered Services pursuant to the Beneýt Plan 

Document administered by BCBSNE. 

Covered Services: Hospital, medical or surgical procedures, treatments, drugs, supplies, Durable 

Medical Equipment, or other health, mental health or dental care, including any single Service or 

combination of Services, for which beneýts are payable under the Beneýt Plan Document, while 

the ASA is in effect. 

Creditable Coverage: Coverage of the individual under any of the following: (a) a group health 

plan, as deýned by HIPAA; (b) health insurance coverage consisting of medical care offered by a 

health insurance issuer in the group or individual market; (c) Part A or Part B of Medicare; (d) 

Medicaid, other than coverage consisting solely of beneýts under section 1928 (for pediatric 
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immunizations); (e) Title 10 U.S.C. Chapter 55 (medical and dental care of the uniformed 

services); (f) a medical care program of the Indian Health Service or a tribal organization; (g) a 

State health beneýts risk pool; (h) the Federal Employees Health Beneýts Program; (i) a public 

health plan, which means a plan providing health coverage that is established by a State, the U.S. 

government, or a foreign country, or a political subdivision thereof; (j) a health plan of the Peace 

Corps, or (k) a State Childrenôs Health Insurance Program (SCHIP). 

Creditable Coverage does not include coverage described in HIPAA as ñexcepted beneýts,ò 

including: coverage only for accidents; disability income coverage; liability insurance, including 

general liability and automobile liability and any supplement thereto; credit only insurance; or 

coverage for onsite medical clinics. 

Other excepted beneýts include: limited scope dental or vision coverage or long term care 

coverage; non coordinated coverages offered separately, such as speciýed disease or illness 

policies, hospital or other ýxed indemnity insurance; and supplemental beneýts such as Medicare 

Supplemental health insurance, TRICARE supplemental programs or other similar supplemental 

coverage. 

Custodial Care: The level of care that consists primarily of assisting with the activities of daily 

living such as bathing, continence, dressing, transferring and eating. The purpose of such care is 

to maintain and support the existing level of care and preserve health from further decline. 

Custodial Care includes: 

¶ care given to a Covered Person who: 

o is mentally or physically disabled; and 

o needs a protected, monitored or controlled environment or assistance to support 

the basics of daily living, in an institution or at home; and 

o may be ventilator dependent or require routine catheter maintenance; 

¶ health-related Services that are provided for the primary purpose of meeting the personal 

needs of the Covered Person or maintaining a level of function (even if the speciýc 

Services are considered to be skilled Services), as opposed to improving that function to 

an extent that might allow for a more independent existence; and 

¶ Services that do not require continued administration by trained medical personnel in 

order to be delivered safely and effectively, such as recording pulse, temperature, and 

respiration; supervising medications that can usually be self-administered; or 

administration and monitoring of feeding systems. 

Deductible: An amount of Allowable Charges that must be paid by the Covered Person each 

Beneýt Year before beneýts are payable by the Plan. 

Durable Medical Equipment: Equipment and supplies which treat an Illness or Injury, to improve 

the functioning of a particular body part, or to prevent further deterioration of the patientôs medical 

condition. Such equipment and supplies must be designed and used primarily to treat conditions 

that are medical in nature, and be able to withstand repeated use. Durable Medical Equipment 

includes such items as prosthetic devices, orthopedic braces, crutches and wheelchairs. It does not 

include sporting or athletic equipment or items purchased for the convenience of the family. 
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Eligibility Waiting Period: Applicable to new Subscribers only, the period between the ýrst day of 

employment and the ýrst date of coverage under the Plan. This period may include the probationary 

period. This period will not exceed 90 days. 

Eligible Dependent: 

¶ The spouse of the Subscriber unless the marriage has been ended by a legal, effective 

decree of dissolution, divorce or separation; 

¶ Children to age 26. ñChildrenò means: 

o the Subscriberôs biological and adopted sons and daughters; 

o a grandchild who lives with the Subscriber in a regular child-parent relationship 

where the grandchild receives no support or maintenance from the parent and 

where the Subscriber is a court-appointed guardian of the grandchild; 

o a stepchild (the son or daughter of the Subscriberôs current spouse); or 

o a child, other than a grandchild or stepchild, for whom the Subscriber is a court-

appointed guardian, but does not include a foster child. 

¶ Reaching age 26 will not end the covered childôs coverage under the plan as long as the 
child is, and remains both incapable of self-sustaining employment, or of returning to 

school as a full-time student, by reason of mental or physical handicap; and dependent 

upon the Subscriber for support and maintenance. 

Proof of the requirements stated above must be received by the group health plan from the 

Subscriber within 31 days of the childôs reaching age 26 and after that, as required (but not more 

often than yearly after two years of such handicap). Determination of eligibility under this 

provision will be made by BCBSNE. Any extended coverage under this paragraph will be subject 

to all other provisions of the Plan. 

Embedded Deductible and/or Out-of-pocket Limit: The term Embedded is used to describe a 

manner in which the Deductible and Out-of-pocket Limit are accumulated under a multi-person 

Membership Unit. An Embedded accumulation means that family membersô amounts are 

combined to satisfy the family amount, however no one family member must contribute more than 

the individual amount (Embedded amount) to satisfy the family amount. 

Emergency Care: Any Covered Services provided in a Hospital emergency room setting. 

Emergency Medical Condition: A medical or behavioral condition, the onset of which is sudden, 

that manifests itself by symptoms of sufýcient severity, including, but not limited to, severe pain 

that a prudent layperson, possessing an average knowledge of medicine and health, could 

reasonably expect the absence of immediate medical attention to result in: 

¶ placing the health of the person afþicted with such condition in serious jeopardy or, in the 
case of a behavioral condition, placing the health of such persons or others in serious 

jeopardy; 

¶ serious impairment to such personôs bodily functions; 

¶ serious impairment of any bodily organ or part of such person; or 

¶ serious disýgurement of such person. 
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Essential Health Benefits: The ACA identifies ten categories of Covered Services as Essential 

Health Benefits: ambulatory patient services; emergency services; hospitalization; maternity and 

newborn care; mental health and substance use disorder services, including behavioral health 

treatment; prescription drugs; rehabilitative and habilitative services; laboratory services; 

preventive and wellness services and chronic disease management; and pediatric services, 

including oral and vision care. 

Group: The employer/entity providing health coverage for its Associates/participants pursuant to 

the agreement with BCBSNE. 

Habilitative Services: Health care Services that help a person keep, learn, or improve skills and 

functioning for daily living. These Services may include physical and occupational therapy, 

speech-language pathology and other Services for people with disabilities in a variety of Inpatient 

and/or Outpatient settings. 

Hospice: A program of care provided for persons diagnosed as terminally ill and their families. 

Hospital: An institution or facility duly Licensed by the State of Nebraska or the state in which it 

is located, which provides medical, surgical, diagnostic and treatment Services with 24 hour per 

day nursing Services, to two or more nonrelated persons with an Illness, Injury or Pregnancy, under 

the supervision of a staff of Physicians Licensed to practice medicine and surgery. 

Host Blue: A Blue Cross and/or a Blue Shield plan in another Blue Cross and Blue Shield 

Association Service Area, which administers Claims through the BlueCard Program for Nebraska 

Covered Persons residing or traveling in that Service Area. 

Implant: An artiýcial material grafted or implanted into or onto bone. 

Illness: A condition which deviates from or disrupts normal bodily functions or body tissues in an 

abnormal way, and is manifested by a characteristic set of signs or symptoms. 

Independent Laboratory: A freestanding facility offering radiology and pathology Services which 

is not part of a Hospital and is Licensed by the proper authority in the state in which it is located. 

Injury: Physical harm or damage inþicted to the body from an external force. 

In-network Hospital, Physician Or Other Provider: A Licensed practitioner of the healing arts, a 

Licensed facility or other qualiýed provider of health care Services who has contracted with 

BCBSNE to provide Services as a part of a Preferred Provider network in Nebraska. 

Inpatient: A patient admitted to a Hospital or other institutional facility for bed occupancy to 

receive Services consisting of active medical and nursing care to treat conditions requiring 

continuous nursing intervention of such an intensity that it cannot be safely or effectively provided 

in any other setting. 

Investigative: A technology, a drug, biological product, device, diagnostic, treatment or procedure 

that has not been Scientiýcally Validated. BCBSNE will determine whether a technology is 

Investigative. 
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Late Enrollee: An individual who does not enroll for coverage during the ýrst period in which he 

or she is eligible, or when eligible, during a Special Enrollment Period. 

Licensure (Licensed): Permission to engage in a health profession that would otherwise be 

unlawful in the state where Services are performed, and which is granted to individuals who meet 

prerequisite qualiýcations. Licensure protects a given scope of practice and the title. 

Long Term Acute Care (LTAC): Specialized acute Hospital care for medically complex patients 

who are critically ill, have multi-system complications and/or failures, and require hospitalization 

in a facility offering specialized treatment programs and aggressive clinical and therapeutic 

intervention on a 24-hour/seven-day- a-week basis. 

Medicaid: Grants to states for Medical Assistance Programs, Title XIX of the Social Security Act, 

as amended. 

Medically Necessary or Medical Necessity: Health care Services ordered by a Treating Physician 

exercising prudent clinical judgment, provided to a Covered Person for the purposes of prevention, 

evaluation, diagnosis or treatment of that Covered Personôs Illness, Injury or Pregnancy, that are: 

¶ consistent with the prevailing professionally recognized standards of medical practice; 

and, known to be effective in improving health care outcomes for the condition for which 

it is recommended or prescribed. Effectiveness will be determined by validation based 

upon scientiýc evidence, professional standards and consideration of expert opinion; 

¶ clinically appropriate in terms of type, frequency, extent, site and duration for the 

prevention, diagnosis or treatment of the Covered Personôs Illness, Injury or Pregnancy. 

The most appropriate setting and the most appropriate level of Service is that setting and 

that level of Service, considering the potential beneýts and harms to the patient. When 

this test is applied to the care of an Inpatient, the Covered Personôs medical symptoms 

and conditions must require that treatment cannot be safely provided in a less intensive 

medical setting; 

¶ not more costly than alternative interventions, including no intervention, and are at least 

as likely to produce equivalent therapeutic or diagnostic results as to the prevention, 

diagnosis or treatment of the patientôs Illness, Injury or Pregnancy, without adversely 

affecting the Covered Personôs medical condition; and 

¶ not provided primarily for the convenience of the following: 

o the Covered Person; 

o the Physician; 

o the Covered Personós family; 

o any other person or health care provider; and 

¶ not  considered  unnecessarily  repetitive  when  performed  in  combination  with  other  

prevention, evaluation, diagnoses or treatment procedures. 

BCBSNE will determine whether Services are Medically Necessary. Services will not 

automatically be considered Medically Necessary because they have been ordered or provided by 

a Treating Physician. 
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Medicare: Health Insurance for the Aged and Disabled, Title XVIII of the Social Security Act, as 

amended. 

Membership Unit: The category of persons to be provided beneýts, pursuant to the Subscriberôs 

enrollment. 

¶ Single Membership: This option provides beneýts for Covered Services provided to the 
Subscriber only. 

¶ Subscriber-Spouse Membership: This option provides beneýts for Covered Services 

provided to the Subscriber and his or her spouse. 

¶ Single Parent Membership: This option provides beneýts for Covered Services provided 
to the Subscriber and his or her Eligible Dependent children, but not to a spouse. 

¶ Family Membership: This option provides beneýts for Covered Services provided to the 
Subscriber and his or her Eligible Dependents. 

Other Membership Units may be available as determined by BCBSNE and the Group. 

Mental Health Services Provider: A qualiýed Physician, Licensed Psychologist, Licensed Special 

Psychologist, and Licensed Mental Health Practitioners are payable providers under the Plan. A 

Mental Health Practitioner may also be a Licensed Professional Counselor, Licensed Marriage and 

Family Therapist, or a Licensed Clinical Social Worker who is duly Certiýed/Licensed for such 

practice by state law. It also includes, for purposes of the Plan, Auxiliary Providers supervised, 

and billed for, by a professional as permitted by state law. All mental health Services must be 

provided under appropriate supervision and consultation requirements as set forth by state law. 

¶ Licensed Psychologist: A person Licensed to engage in the practice of psychology in this 

or another jurisdiction. The terms Certiýed, registered, chartered, or any other term 

chosen by a jurisdiction to authorize the autonomous practice of psychology shall be 

considered equivalent terms. 

¶ Licensed Special Psychologist: A person who has a doctoral degree in psychology from 

an institution of higher education accredited by the American Psychological Association 

but who is not Certiýed in clinical psychology. Such person shall be issued a special 

License to practice psychology that continues to require supervision by a Licensed 

Psychologist or qualiýed Physician for any practice that involves major mental and 

emotional disorders. This psychologist may provide mental health Services without 

supervision. 

¶ Licensed Mental Health Practitioner: A person Licensed to provide treatment, 

assessment, psychotherapy, counseling, or equivalent activities to individuals, families or 

groups for behavioral, cognitive, social, mental, or emotional disorders, including 

interpersonal or personal situations. Mental health practice shall include the initial 

assessment of organic mental or emotional disorders (as deýned by state law), for the 

purpose of referral to, or consultation with a qualiýed Physician or a Licensed 

Psychologist. 

Mental health practice shall not include the practice of psychology or medicine, prescribing drugs 

or electroconvulsive therapy, treating physical disease, Injury, or deformity, diagnosing major 

Mental Illness or disorder except in consultation with a qualiýed Physician or a Licensed 
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Psychologist, measuring personality or intelligence for the purpose of diagnosis or treatment 

planning, using psychotherapy with individuals suspected of having major mental or emotional 

disorders except in consultation with a qualiýed Physician or Licensed Psychologist, or using 

psychotherapy to treat the concomitants of organic Illness except in consultation with a qualiýed 

Physician or Licensed Psychologist. 

Mental Illness: A pathological state of mind producing clinically signiýcant psychological or 

physiological symptoms (distress) together with impairment in one or more major areas of 

functioning (disability) wherein improvement can reasonably be anticipated with therapy, and 

which is a condition listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM IV 

or any subsequent version). 

Noncovered Services: Services that are not payable under the Beneýt Plan Document. 

On-site or Host Plan: A Blue Cross and/or a Blue Shield plan in another Blue Cross and Blue 

Shield Association Service Area, which administers Claims through the BlueCard Program for 

Nebraska Covered Persons residing or traveling in that Service Area. 

Out-of-network Allowance: An amount BCBSNE uses to calculate payment for Covered Services 

to an Out-of-network Provider. This amount will be determined by BCBSNE or by the Host Blue 

plan, as applicable.  

¶ If determined by BCBSNE: the Out-of-network Allowance is calculated as the lesser of the 

billed charge or an allowance established using a pre-determined method based on the type 

of service. Such methods include, but are not limited to:  

o A fee schedule based on a percentage of the Medicare allowance for the service;  

o A per diem or daily rate allowance;  

o A percentage of billed charges;  

o An APR-DRG grouping methodology.  

¶ If determined by a Host Blue Plan: the Out-of-network Allowance will be the amount that 

the Host Blue Plan passes to BCBSNE. The Host Blue Planôs allowance may be based on: 

o A negotiated price for their participating providers;  

o The billed charge; 

o Their local payment for nonparticipating providers; 

o Price arrangement required by any applicable state law.  

Out-of-network Provider: A provider of health care Services who has not contracted with 

BCBSNE to provide Services as a part of a Preferred Provider network in Nebraska. 

Out-of-pocket Limit: The maximum amount of cost-share each Covered Person or Membership 

Unit must pay in a Benefit Year before benefits are payable without application of a cost-share 

amount. The Out-of-pocket Limit includes Deductible, Coinsurance and Copayment amounts for 

medical and pharmacy Services, unless otherwise stated. The Out-of-pocket Limit does not include 

premium amounts, amounts over the Allowable Charge, or penalties for failure to comply with 

Certification requirements or as may be imposed under the Prescription Drug Program. 
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Outpatient: A person who is not admitted for Inpatient care, but is treated in the Outpatient 

department of a Hospital, in an observation room, in an Ambulatory Surgical Facility, Urgent Care 

Facility, a Physicianôs ofýce, or at home. Ambulance Services are also considered Outpatient. 

Outpatient Program: An organized set of resources and Services for a Substance Abusive or 

mentally ill population, administered by a Certiýed provider, which is directed toward the 

accomplishment of a designed set of objectives. Day treatment, partial care and Outpatient 

Programs which provide primary treatment for Mental Illness or Substance Dependence and Abuse 

must be provided in a facility which is Licensed by the Department of Health and Human Services 

Regulation and Licensure, (or equivalent state agency) or accredited by the Joint Commission on 

Accreditation of Healthcare Organizations (JCAHO) or the Commission on the Accreditation of 

Rehabilitation Facilities (CARF). 

This deýnition does not include programs of co-dependency, family intervention, employee 

assistance, probation, prevention, educational or self-help programs, or programs which treat 

obesity, gambling, or nicotine addiction. It also does not include Residential Treatment Programs 

or day rehabilitation programs for Mental Illness, or Residential Treatment Programs, halfway 

house or methadone maintenance programs for Substance Dependence and Abuse. Beneýts will 

not be provided for programs or services ordered by the Court that are not Medically Necessary as 

determined by BCBSNE. 

Participating Provider: A Licensed practitioner of the healing arts, or qualiýed provider of health 

care Services, who is a Participating Provider in the BlueCard Program Participating network. 

Physical Rehabilitation: The restoration of a person who was disabled as the result of an Injury or 

an acute physical impairment to a level of function which allows that person to live as 

independently as possible. A person is disabled when such person has physical disabilities and 

needs active assistance to perform the normal activities of daily living, such as eating, dressing, 

personal hygiene, ambulation and changing body position. 

Physician: Any person holding a License and duly authorized to practice medicine and surgery 

and prescribe drugs. 

Plan: The group health plan of beneýts established by the Plan Administrator/Sponsor. 

Plan Administrator: The administrator of the Group Medical Plan as deýned by ERISA. 

Preferred Provider Organization: A panel of Hospitals, Physicians and other health care providers 

who belong to a network of Preferred Providers, which agrees to more effectively manage health 

care costs. 

Preferred Provider: A health care provider (Hospital, Physician or other health care provider) who 

has contracted to provide Services as a part of the network in Nebraska, or if in another state, who 

is a Preferred Provider with the BlueCard Program PPO network. 

Pregnancy: Includes obstetrics, abortions, threatened abortions, miscarriages, premature 

deliveries, ectopic pregnancies, cesarean sections or other conditions or complications caused by 

Pregnancy. For purposes of this Plan, Pregnancy also includes a condition or complication caused 
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by Pregnancy, but separate from, and not part of the Pregnancy. It occurs prior to the end of the 

Pregnancy, and is adversely affected by it. Postpartum depression and similar diagnoses are not 

considered complications of Pregnancy. 

Preventive: Services which focus on the prevention of disease and health maintenance, including 

the early diagnosis of disease, discovery and identiýcation of high risk for a speciýc problem, and 

interventions to avert a health problem in nonsymptomatic individuals. 

Primary Care Physician: A Physician who has a majority of his or her practice in the ýelds of 

internal or general medicine, obstetrics/gynecology, general pediatrics or family practice. 

Private Duty Nursing: Continuous nursing care (beyond the accepted BCBSNE deýnition of a 

skilled nursing visit) in homes or facilities. Private Duty Nursing is primarily non-skilled in nature 

but may include skilled Services and is generally provided to chronically ill patients over the long 

term. 

Qualiýed Beneýciary: Under COBRA, an individual who must in certain circumstances, be offered 

the opportunity to elect COBRA coverage under a group health plan. The term generally includes 

a covered Associateôs spouse or dependent children who were covered under the group health plan 

on the day before a Qualifying Event, as well as a covered Associate who was covered under the 

group health plan on the day before a Qualifying Event that is a termination of employment or a 

reduction in hours. The term also includes a child born to or adopted by a covered Associate during 

a period of COBRA coverage. 

Qualifying Event: The circumstances that entitle persons to elect COBRA coverage. 

Residential Treatment Program: Services or a program organized and staffed to provide both 

general and specialized non-hospital based interdisciplinary Services 24 hours a day; seven days a 

week for persons with behavioral health disorders. Residential treatment may be provided in 

freestanding, nonhospital-based facilities or in units of larger entities, such as a wing of a hospital. 

Residential Treatment Programs may include nonhospital addiction treatment centers; 

intermediate care facilities; psychiatric treatment centers or other nonmedical settings. 

Schedule of Beneýts: A summarized personal document issued by BCBSNE which provides 

information such as Subscriber, Group and Plan identiýcation information, Deductible and 

Coinsurance amounts, and the type of Membership Unit selected. 

Scientiýcally Validated: A technology, a drug, biological product, device, diagnostic, treatment or 

procedure is Scientiýcally Validated if it meets all of the factors set forth below: 

1. Technologies, drugs, biological products, devices and diagnostics must have ýnal 
approval from the appropriate government regulatory bodies. A drug or biological 

product must have ýnal approval from the Food and Drug Administration (FDA). A 

device must have ýnal approval from the FDA for those speciýc indications and methods 

of use that is being evaluated. FDA or other governmental approval is only one of the 

factors necessary to determine Scientiýc Validity. 

2. The Scientiýc Evidence must permit conclusions concerning the effect of the technology 
on health outcomes. The evidence should consist of well-designed and well-conducted 



  

Exhibit A-1 

109 | P a g e 
4811-3358-2725.13  

investigations published in peer-reviewed journals. The quality of the body of studies and 

the consistency of the results are considered in evaluating the evidence. 

The evidence should demonstrate that the technology can measure or alter the 

physiological changes related to a disease, injury, Illness or condition. In addition there 

should be evidence based on established medical facts that such measurement or 

alteration affects the health outcomes. 

Opinions and evaluations by national medical associations, consensus panels or other 

technology evaluation bodies are evaluated according to the scientiýc quality of the 

supporting evidence and rationale. Our evidence includes, but is not limited to: Blue 

Cross and Blue Shield Association Technology Evaluation Center technology 

evaluations; Hayes Directory of New Medical Technologiesô Status; Centers for 

Medicare and Medicaid Services (CMS) Technology Assessments, and United States 

Food and Drug Administration (FDA) approvals. 

3. The technology must improve the health outcome. 

4. The technology must improve the health outcome as much as or more than established 

alternatives. 

5. The improvement must be attainable outside the investigational settings. BCBSNE will 

determine whether a technology is Scientiýcally Validated. 

Services: Hospital, medical or surgical procedures, treatments, drugs, supplies, Home (Durable) 

Medical Equipment, or other health, mental health or dental care, including any single service or 

combination of such Services. 

Service Area: The geographic area in which a Blue Cross and Blue Shield plan is authorized to 

use the Blue Cross and Blue Shield brands pursuant to its license agreement with Blue Cross and 

Blue Shield Association. 

Skilled Nursing Care: A level of care that includes Services that can only be performed safely and 

correctly by a licensed nurse (either a registered nurse or a licensed practical nurse). 

Special Enrollee: An eligible person who enrolls for coverage during a Special Enrollment Period. 

Special Enrollment Period: A period of time during which a Special Enrollee is allowed to enroll 

because of a loss of coverage, marriage, birth, adoption or placement for adoption, without being 

considered a Late Enrollee, subject to certain criteria as further described in this SPD. 

Specialist: A Physician who has a majority of his or her practice in ýelds other than internal or 

general medicine, obstetrics/gynecology, general pediatrics or family practice. 

Subscriber: An individual who enrolls for health coverage and is named on an identiýcation card 

issued pursuant to the Beneýt Plan Document, and who is: 

¶ An employee hired by an employer who makes application for health coverage for its 

employees; 

¶ A former associate qualiýed to receive beneýts as deýned by the Plan; or 

¶ A COBRA Qualiýed Beneýciary. 
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Substance Dependence and Abuse: Alcoholism, drug abuse and nicotine dependence or addiction. 

Substance Dependence and Abuse Treatment Center: A facility Licensed by the Department  of 

Health and Human Services Regulation and Licensure, (or equivalent state agency), accredited by 

the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the Commission 

on the Accreditation of Rehabilitation Facilities (CARF). Such facility is not Licensed as a 

Hospital, but provides Inpatient or Outpatient care, treatment, Services, maintenance, 

accommodation or board in a group setting primarily and exclusively for individuals having any 

type of Substance Dependence or Abuse. 

Telehealth Services: A web-based, video or telephonic visits, calls or consultations between a 

Covered Person and an Approved Provider. Telehealth is a delivery of care method for the 

diagnosis and treatment of a Covered Personôs medical condition.  

Telemedicine Services: A Service by a covered health care provider and patient at the originating 

site contacting another health care provider at another site for consultative Services.  

Treating Physician: A Physician who has personally evaluated the patient. This may include a 

Physician or oral surgeon, a Certiýed nurse midwife, a Certiýed nurse practitioner or Certiýed 

Physicianôs assistant, within the practitionerôs scope of practice. 

Urgent Care Facility: A facility, other than a Hospital, that provides covered health Services that 

are required to prevent serious deterioration of oneôs health, and that are required as a result of an 

unforeseen sickness, Injury or the onset of acute or severe symptoms. 

Value-Based Program: Also known as patient-focused care, a Value-Based Program is an 

outcomes-based payment arrangement and/or a coordinated care model facilitated with one or 

more local providers that is evaluated against cost and quality metrics/factors and is reflected in 

provider payment. Value-Based (patient-focused) Programs may include, but are not limited to, 

Accountable Care Organizations, Global Payment Costs of Care arrangements, Patient Centered 

Medical Homes and Shared Savings arrangements. 

We, Our or Us: Blue Cross and Blue Shield of Nebraska (BCBSNE). 

Work-hardening: Physical therapy or similar Services provided primarily for strengthening an 

individual for purposes of his or her employment. 
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EXHIBIT A -1.1 

 

WOODMEN LIFE  

SELECT HRA  

 

SCHEDULE OF BENEFITS SUMMARY  

(Effective Date: 01/01/2019) 

 
In-network Provider Out-of-network Provider 

Covered Services are reimbursed based on the Allowable Charge. Blue Cross and Blue Shield of Nebraska In-network 

Providers have agreed to accept the benefit payment as payment in full, not including Deductible, Coinsurance and/or 

Copayment amounts and any charges for non-covered services, which are the Covered Personôs responsibility. That means 

In-network providers, under the terms of their contract with Blue Cross and Blue Shield, canôt bill for amounts over the 

Contracted Amount. Out-of-network Providers can bill for amounts over the Out-of-network Allowance. 

In-network Provider : The provider network is shown on your I.D. card. For help in locating In-network Providers, visit 

www.nebraskablue.com. 

Deductible 
(the amount the Covered Person pays each Calendar 

Year for Covered Services before the Coinsurance is 

payable) 

¶ Individual 

¶ Family (Aggregate*) 

 

 

 

 

$2,000 

$4,000 

 

 

 

 

 

 

 
 

$4,000 

$8,000 

Coinsurance 

(the percentage amount the Covered Person must pay 

for most Covered Services after the Deductible has 

been met) 

¶ Covered Person Pays 

 

 

 

 

30% 

 

 

 

 

50% 

Out-of-pocket Limit  
(does not include premium, penalty and amounts not 

covered by the plan) 

¶ Individual 

¶ Family (Aggregate*) 

 

 

 

$4,500 

$9,000 

 

 

 

$9,000 

$18,000 

Telehealth Services $15 copay  Not covered 

Once the annual Out-of-pocket Limit is reached, most Covered Services are payable by the plan at 100% for the rest of the 

Calendar Year. 

In-network and Out-of-network Deductible and Out-of-pocket Limits cross accumulate. All other limits (days, visits, 

sessions, dollar amounts, etc.) cross accumulate between In-network and Out-of-network, unless noted differently. 

Day, session or visit limits for certain services shown on this summary are not applicable to Mental Illness and/or 

Substance Dependence and Abuse. 

*Aggregate ï If you have single coverage, you only need to satisfy the individual Deductible and Out-of-pocket Limit. If 

you have family coverage the individual amounts do not apply - the entire family Deductible must be met prior to any 

benefits becoming available, and the entire family Out-of-pocket must be met before cost-sharing no longer applies. 

Family members may combine their covered expenses to satisfy the required family Deductible and Out-of-pocket 

amounts. 
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Copayment(s) (copay(s)) apply to: 

¶ Physician Office 

¶ Telehealth Services 

¶ Urgent Care Facility 

¶ Emergency Care 

¶ Prescription Drugs 

 

The Copay amount varies by the type of Covered Service. Refer to the appropriate category for 

benefit information.  

 

Out-of-pocket Limit includes: 

¶ Deductible 

¶ Coinsurance 

¶ Medical Copays 

¶ Prescription Drug Copays 
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Covered Services ï Illness or Injury  In-network Provider Out-of-network Provider 

Physician Office 

¶ Primary Care Physician Office Visit 

¶ Primary Care Physician Other 

Covered Services and supplies 

provided in the Physicianôs Office 

(with or without an office visit billed) 

¶ Specialist Physician Office Visit 
 

¶ Specialist Physician Other Covered 

Services and supplies provided in the 

Physicianôs Office (with or without 

an office visit billed) 

 

$30 Copay 

 

Applicable office visit Copay 

 

 

 
Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

 

 
Deductible and Coinsurance 

 

Deductible and Coinsurance 

¶ Allergy Injections and Serum Deductible and Coinsurance Deductible and Coinsurance 

¶ Other Injections Deductible and Coinsurance Deductible and Coinsurance 

Primary Care Physician is a physician who has a majority of his or her practice in internal or general 

medicine, obstetrics/gynecology, general pediatrics or family practice. A physician assistant is covered in 

the same manner as a Primary Care Physician. 

Specialist Physician is a physician who is not a Primary Care Physician. 

Office Visit Benefits for Primary Care and Specialist Physician Office Visit include office visits (including 

the initial visit to diagnose pregnancy) and consultations. 

Other Covered Services not part of the Physician Office Benefit (Refer to the appropriate category for benefit 

information) include: Allergy Injections & Serum; Other Injections; Advanced Diagnostic Imaging (CT, MRI, 

MRA, MRS, PET & SPECT scans and other Nuclear Medicine); Pregnancy Services; Preventive Services; 

Radiation Therapy & Chemotherapy; Surgery & Anesthesia; Therapy & Manipulations; Durable Medical 

Equipment; Sleep Studies; Biofeedback; Psychological Evaluations, Assessments, and Testing. 

Telehealth Services $15 Copay Not Covered 

Convenient Care/Retail Clinics (Quick 

Care) 
Same as a Primary Care Physician Same as a Primary Care Physician 

Urgent Care Facility Services $55 Copay Deductible and Coinsurance 

Emergency Care Services (services 

received in a Hospital emergency room 

setting) 

¶ Facility 

 

¶ Professional Services 

 

(Copayment is waived if admitted to the 

hospital within 24 hours for the same 

diagnosis) 

 

 
$175 Copay, then Deductible  

and Coinsurance 

 

Deductible and Coinsurance 

 

 

In-network level of benefits 

 

 

In-network level of benefits 

Outpatient Hospital or Facility  Services 

Services such as surgery, laboratory and 

radiology, cardiac and pulmonary 

rehabilitation, observation stays, and other 

services provided on an outpatient basis 

 

 
Deductible and Coinsurance 

 

 
Deductible and Coinsurance 

Inpatient Hospital or Facility  Services 

Charges for room and board, diagnostic 

testing, rehabilitation and other ancillary 

services provided on an inpatient basis 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 
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Preventive Services In-network Provider Out-of-network Provider 

Preventive Services 

¶ Affordable Care Act (ACA) required 

preventive services (may be subject to 

limits that include, but are not limited 

to, age, gender, and frequency) 

 
¶ ACA required covered 

preventive services (outside of 

limits) 

 

¶ Other covered preventive services not 

required by ACA, such as: 

- Laboratory tests as specified by 

Us, including urinalysis and 

complete blood count; general 

health panel; comprehensive 

metabolic panel; prostate cancer 

screening (PSA) and hearing 

exams 

- All other laboratory tests; 

radiology, cardiac stress tests; 

EKG; pulmonary function 

and other screenings and 

services 

 

 

Plan Pays 100% 

 

 

 
Plan Pays 100% 

 

 

 

 

 

 

Plan Pays 100% 

 

 

 

 

 

Plan Pays 100% 

 

 

Deductible and Coinsurance 

 

 

 
Deductible and Coinsurance 

 

 

 

 

 

 

Deductible and Coinsurance 

 

 

 

 

 

Deductible and Coinsurance 

Immunizations  
Plan Pays 100% 

 
Deductible and Coinsurance ¶ Pediatric (up to age 7) 

¶ Age 7 and older Plan Pays 100% Deductible and Coinsurance 
¶ Related to an illness Same as any other illness Same as any other illness 

 

Mental Illness and/or Substance 

Dependence and Abuse Covered Services 

In-network Provider Out-of-network Provider 

Inpatient  Services Deductible and Coinsurance Deductible and Coinsurance 

Outpatient Services 

¶ Office Services 

¶ Telehealth Services  

¶ All Other Outpatient Items & 

Services 

 

$30 Copay 

$15 Copay 
 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Not Covered 
 

Deductible and Coinsurance 

Emergency Care Services (services 

received in a Hospital emergency room 

setting) 

 

¶ Facility 

 

¶ Professional Services 

(Copayment is waived if admitted 

to the hospital within 24 hours for 

the same diagnosis) 

 

 

 
 

$175 Copay, Deductible and 

Coinsurance 

Deductible and Coinsurance 

 

 

 

 

In-network level of benefits 
 

In-network level of benefits 

 



 

 

Exhibit A-1.1 

115 | P a g e 
4811-3358-2725.13  
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Other Covered Services ï Illness or 

Injury  

In-network Provider Out-of-network Provider 

Acupuncture Not Covered Not Covered 

Advanced Diagnostic Imaging (CT, 

MRI, MRA, MRS, PET & SPECT scans 

and other Nuclear Medicine) 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Ambulance (to the nearest 

facility for appropriate care) 

¶ Ground Ambulance 

 

¶ Air  Ambulance 

 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

 

In-network level of benefits  

 

In-network level of benefits 

Autism Spectrum Disorder 
Same as any other mental illness Same as any other mental illness 

Biofeedback Deductible and Coinsurance Deductible and Coinsurance 

Bone Anchored Hearing Aid  Not Covered Not Covered 

Cochlear implants Deductible and Coinsurance Deductible and Coinsurance 

Dermatological Services Same as any other illness Same as any other illness 

Diabetic Services 

Services include education, self-

management training, podiatric 

appliances and equipment. 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Durable Medical Equipment and 

Supplies (including Prosthetics) 

(rental or purchase, whichever is least 

costly; rental shall not exceed the cost of 

purchasing) 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Eye Glasses or Contact Lenses 

Only covered if required because of a 

change in prescription as a result of 

intraocular surgery or ocular injury 

(must be within 12 months of surgery or 

injury) 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 
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Other Covered Services ï Illness or 

Injury  

In-network Provider Out-of-network Provider 

Hearing Aids Not Covered Not Covered 

Home Health Aide and Skilled 

Nursing Home Health Aide (limited 

to 60 days per Calendar Year) 

Skilled Nursing Care (limited to 8 

hours per day) 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Home Infusion Therapy Deductible and Coinsurance Deductible and Coinsurance 

Hospice Services Deductible and Coinsurance Deductible and Coinsurance 

Independent Laboratory  

¶ Diagnostic 

 

¶ Preventive 

 

Deductible and Coinsurance 

 

Same as Preventive Services In-

network level of benefits 

 

In-network Level of Benefits 

 

Same as Preventive Services In-

network level of benefits 

Infertility  

¶ Services to diagnose 

¶ Treatment to promote fertility  

 

Same as any other illness  

Not Covered 

 

Same as any other illness  

Not Covered 

Inserts/Arch Supports (custom ankle/foot 

shoe inserts and arch supports) 
Deductible and Coinsurance Deductible and Coinsurance 

Nicotine Addiction 

 

¶ Medical services and therapy 

 

¶ Nicotine addiction classes & 

alternative therapy, such as 

acupuncture 

 

 

Same as Substance Dependence 

and Abuse 

 

Not Covered 

 

 

Same as Substance Dependence 

and Abuse 

 

Not Covered 

Obesity 

¶ Non-surgical treatment 

¶ Surgical Treatment 

 

Not Covered 

Not Covered 

 

Not Covered 

Not Covered 

Oral Surgery and Dentistry 

Services such as incision and drainage 

of abscesses and excision of tumors and 

cysts. 

Dental treatment when due to an 

accidental injury to naturally healthy 

teeth (treatment related to accidents 

must be provided within 12 months of 

the date of injury). 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Organ and Tissue Transplantation Deductible and Coinsurance Deductible and Coinsurance 

Ostomy Supplies Deductible and Coinsurance Deductible and Coinsurance 
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Other Covered Services ï Illness or Injury  In-network Provider Out-of-network Provider 

Physician Professional Services 

Inpatient and Outpatient Services, such as, 

surgery, surgical assistant, anesthesia, 

inpatient hospital visits and other non-

surgical services 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Pregnancy, Maternity and Newborn Care 

¶ Pregnancy and maternity 

(Payment for prenatal and 

postnatal care is included in the 

payment for the delivery) 

 
¶ Newborn care 

 
NOTE: Newborns are covered at birth, 

subject to the planôs enrollment provisions.  

NOTE: Dependent child maternity is not 

covered. 

 

Deductible and Coinsurance 

 

 
 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

 
 

 

Deductible and Coinsurance 

Radiation Therapy and Chemotherapy Deductible and Coinsurance Deductible and Coinsurance 
Radiology (x-ray) Services and 

other Diagnostic Test 
Deductible and Coinsurance Deductible and Coinsurance 

Rehabilitation Services ï Inpatient 

Facility Rehabilitation Services 
 

¶ Cardiac rehabilitation (limited 

to 18 sessions per diagnosis) 
 

¶ Pulmonary Rehabilitation 

(Chronic lung disease is limited 

to 18 sessions per diagnosis, not 

to exceed 18 sessions per 

Calendar Year. Lung, heart-lung 

transplants and lung volume are 

limited to 18 sessions following 

referral and prior to surgery plus 

18 sessions within six months of 

discharge from hospital following 

surgery.) 

 

 
 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

 

 
 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Renal Dialysis Deductible and Coinsurance Deductible and Coinsurance 
Respiratory Care 

(limited to 60 days per Calendar Year) 
Deductible and Coinsurance Deductible and Coinsurance 
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Other Covered Services ï Illness or Injury  In-network Provider Out-of-network Provider 

Sexual Dysfunction Deductible and Coinsurance Deductible and Coinsurance 
Skilled Nursing Facility  

(limited to 60  days per Calendar Year) 
Deductible and Coinsurance Deductible and Coinsurance 

Sleep Studies Deductible and Coinsurance Deductible and Coinsurance 
Temporomandibular and 

Craniomandibular  Joint Disorder 
Deductible and Coinsurance Deductible and Coinsurance 

Therapy &  Manipulations 

¶ Physical, occupational or speech 

therapy, chiropractic or 

osteopathic physiotherapy and 

chiropractic or osteopathic 

manipulative treatments or 

adjustments (combined limit to 

90 sessions per Calendar Year) 

 

 

 
 

Deductible and Coinsurance 

 

 

 
 

Deductible and Coinsurance 

Vision Exams 

¶ Diagnostic (to diagnose an illness) 

¶ Preventive (routine exam 

including refraction) 

 
Deductible and Coinsurance  

Not Covered 

 
Deductible and Coinsurance  

Not Covered 

Wigs Not Covered Not Covered 

All Other Covered Services Deductible and Coinsurance Deductible and Coinsurance 
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Prescription Drugs In-network Provider Out-of-network Provider 

Prescription Drug Deductible 
(the amount the Covered Person pays each 

Calendar Year for Covered Prescription 

Drugs before the Prescription Drug 

Copayments and/or Coinsurance are 

applicable) 

¶ Individual 

¶ Family 

¶  

 

 

 

 

 
 

Not Applicable 

Not Applicable 

Retail ï per 30-day supply 
(90-day maximum dispensing amount) 

¶ Generic drugs (including non-

preferred contraceptives) 

 

¶ Preferred Brand Name Drugs 

 

 

 

¶ Non-preferred Brand Name Drugs 

 

 

$15 Copay 

 

 

30% Coinsurance 

$37.50 minimum/$150 maximum 

 

 
30% Coinsurance 

$62.50 minimum/$250 maximum 

 

 
$15 Copay + 25% Penalty  

 

 

30% Coinsurance 

$37.50 minimum/$150 

maximum + 25% Penalty 

 

30% Coinsurance 

$62.50 minimum/$250 

maximum + 25% Penalty 

Mail order ï per 90-day supply 

¶ Generic drugs (including non-

preferred contraceptives) 

 

¶ Preferred Brand Name Drugs 

 

 

¶ Non-preferred Brand Name Drugs 

 
$37.50 Copay 

 

 

30% Coinsurance 

$93.75 minimum/$357 maximum 

 

30% Coinsurance 

$156.25 minimum/$625 

maximum 

 

Not Covered 

 

 

Not Covered 

 

 

Not Covered 

Specialty drugs 

(specialty drugs must be purchased 

through a designated specialty 

pharmacy) 

30% Coinsurance 

$75 minimum/$300 maximum 
Not Covered 

Contraceptives 

¶ Preferred 

- Generic 

- Brand Name 

¶ Non-preferred 

- Generic 

- Brand Name 

 

 

Plan Pays 100% 

Plan Pays 100% 

 

 

25% Penalty 

25% Penalty 

Same as any other Generic Drugs 

Same as any other Non-preferred Brand Name 

Infertility  

FDA approved prescription drugs to 

promote fertility  

 

Not Covered 

 

Not Covered 

Nicotine Addiction  
FDA approved prescription drugs and 

over-the- counter nicotine addiction drugs 

and deterrents 

 

Plan Pays 100% 

 

25% Penalty 

Obesity 
FDA approved prescription drugs 

 
Not Covered 

 
Not Covered 



 

Exhibit A-1.1 

121 | P a g e 
4811-3358-2725.13  

WOODMEN LIFE  

HEALTH REIMBURSEMENT ARRANGEMENT  

 

SCHEDULE OF BENEFITS 
 

The following Schedule of Benefits is designed as a quick reference.  For complete provisions of 

the Planôs benefits, refer to the following sections: Plan Benefits. 

 

 

PLAN BENEFITS: 

 

Deductible Per Calendar Year: 

 Single Coverage:  $1,000 

 Family Coverage:  $2,000 

 

*Annual Contribution to HRA:    
 Single Coverage: $1,000 

 Family Coverage: $2,000 

 

Maximum Benefit Per Calendar Year will not exceed the HRA account available balance. 

 

 

Plan Pays: 100% of covered expenses up to 

 the maximum benefit per calendar year 

 

Coinsurance: 

  

   

 

After an Associate and/or family meets the annual HRA Plan deductible, this Plan pays one 

hundred percent (100%) of covered expenses incurred by a covered person during a calendar year 

and applied towards satisfaction of the employerôs group health plan deductible until the maximum 

benefit under this Plan has been reached.   

 

Rollover of Unused HRA Funds: 

 

Fifty percent (50%) of any unused maximum benefit amounts may be rolled over and used for 

payment in the next calendar year; however, rollover funds will not exceed $1,000 for those with 

single coverage and $2,000 for those with family coverage.  Account balances combining rollover 

and the new annual contribution cannot exceed a total of $2,000 for single coverage and $4,000 for 

family coverage.  For example, an Associate with single coverage has not used any funds from their 

participation in the Plan during years one and two.  At the beginning of year two, the Associate may 

roll over 50% of his or her $1,000 HRA account balance ($500), resulting in a beginning account 

balance of $1,500 for year two.  At the beginning of year three, the Associate is credited with a new 

$1,000 and a rollover $750 of his or her $1,500 end-of-year-two balance, for a total beginning year 

three account balance of $1,750. 
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HRA rollover dollars, if any, will be available at the beginning of the calendar year, deposited into 

the account April 1 of that year, and may be used to reimburse first-dollar deductible expenses.  If 

the covered person does not have any rollover dollars, he or she will need to satisfy the HRA 

deductible ($1,000 for single coverage and $2,000 for family coverage) before receiving any 

traditional HRA reimbursement.  

 

* The annual contribution per calendar year for new Associates or Associates who enroll in the Plan 

as the result of a Special Enrollment Period is prorated for the first calendar year based upon the 

number of months of Plan participation.  For example, if an Associate begins participating in the 

Plan in October, he or she will be entitled to three-twelfths (3/12) of the annual contribution.  Also, 

if a qualified event occurs and an Associate with single coverage transitions to family coverage 

during a calendar year, proration of the annual contribution will occur.  For example, if an Associate 

with single coverage transitions to family coverage beginning in July, he or she will be entitled to 

50% of the single annual contribution amount ($500) and 50% of the family annual contribution 

amount ($1,000). 
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PLAN BENEFITS  
 

This Plan is provided to assist in covering expenses which are applied toward satisfaction of 

applicable deductibles under the employer's health benefit plan.   All covered expenses of this 

Plan are subject to applicable Plan provisions including, but not limited to: coinsurance and 

maximum benefit provisions as shown in the Schedule of Benefits.  Any expenses incurred by the 

covered person for services, supplies or treatment provided will not be considered covered 

expenses by this Plan if they are not applied towards satisfaction of the deductible of the 

employerôs health benefit plan. 

 

COINSURANCE 
 

After the HRA Plan deductible has been met, the Plan pays a specified percentage of covered 

expenses.  That percentage is specified in the Schedule of Benefits.  The covered person is 

responsible for the difference between the percentage the Plan paid and one hundred percent 

(100%) of the billed amount.  

 

MAXIM UM BENEFIT  
 

The maximum benefit payable per calendar year on behalf of a covered person is shown on the 

Schedule of Benefits.  The maximum benefit applies to the entire time the covered person is 

covered under the Plan, either as an Associate, dependent, alternate recipient or under COBRA.  

If the covered person's coverage under the Plan terminates and at a later date he again becomes 

covered under the Plan, the maximum benefit will include all benefits paid by the Plan for the 

covered person during any period of coverage. 

 

COVERED EXPENSES 
 

This Plan will cover only charges which are considered eligible expenses under the employer's 

health benefit plan and for which benefits would be payable under the health benefit plan except 

for application of the health benefit planôs  deductible.   Charges which are excluded or not covered 

by the employerôs health benefit plan are not eligible for coverage under this Plan.  In addition, 

charges which are not used to satisfy the employerôs health benefit plan deductible are not eligible 

for coverage under this Plan. 

 

For specific information regarding coverage and benefits under the employer's health benefit plan, 

please see the contract/certificate of insurance for that plan. 
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ELIGIBILITY  
 

This section identifies the Plan's requirements for a person to be eligible to enroll.  Refer to 

Enrollment and Effective Date of Coverage for more information. 

 

ASSOCIATE ELIGIBILITY  
 

All Associates who participate in the employerôs Select HRA health benefit plan shall be eligible 

to enroll for coverage under this Plan.   

 

DEPENDENT(S) ELIGIBILITY  
 

Eligible dependents are those dependents who are covered under the employer's Select HRA 

health benefit plan. 
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ENROLLMENT  
 

APPLICATION FOR ENROLLMENT 
 

An Associate must file a written application with the employer for coverage hereunder for himself 

and his eligible dependents within thirty-one (31) days of becoming eligible for coverage; and 

within thirty-one (31) days of marriage or the acquiring of children or birth of a child.  The 

Associate shall have the responsibility of timely forwarding to the employer all applications for 

enrollment hereunder. 

 

The employer must be notified of any change in eligibility of dependents, including the birth of a 

child that is to be covered and adding or deleting any other dependents.  Forms are available from 

the employer for reporting changes in dependentsô eligibility as required. 

 

SPECIAL ENROLLMENT PERIOD (OTHER COVERAGE)  
 

An Associate or dependent who did not enroll for coverage under this Plan because he was 

covered under other group coverage or had health insurance coverage at the time he was initially 

eligible for coverage under this Plan, may request a special enrollment period if he is no longer 

eligible for the other coverage.  Special enrollment periods will be granted if the individual's loss 

of eligibility is due to: 

 

1. Termination of the other coverage (including exhaustion of COBRA benefits) 

 

2. Cessation of employer contributions toward the other coverage 

 

3. Legal separation or divorce 

 

4. Termination of other employment or reduction in number of hours of other employment 

 

5. Death of covered person. 

 

6. Moving out of an HMO service area. 

 

7.  A child losing dependent status. 

 

8. Losing coverage because of the exhaustion of another plans' maximum lifetime benefit. 

 

The end of any extended benefits period which has been provided due to any of the above will also 

be considered a loss of eligibility. 

 

However, loss of eligibility does not include a loss due to failure of the individual to pay premiums 

or contributions on a timely basis or termination of coverage for cause (such as making a fraudulent 

claim or an intentional misrepresentation of a material fact in connection with the other coverage.) 
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The Associate or dependent must request the special enrollment and enroll no later than thirty-one 

(31) days from the date of loss of other coverage.   

 

The effective date of coverage as the result of a special enrollment shall be the first day of the first 

calendar month following the qualified event date. 

 

SPECIAL ENROLLMENT PERIOD (DEPENDENT ACQUISITION)  
 

An Associate who is not covered under the Plan, but who acquires a new dependent may request 

a special enrollment period for himself and any other eligible dependents.  For the purposes of this 

provision, the acquisition of a new dependent includes: 

 

 - marriage 

 - birth of a dependent child 

 - adoption or placement for adoption of a dependent child 

  

The Associate must request the special enrollment within thirty-one (31) days of the acquisition 

of the dependent.   

 

The effective date of coverage as the result of a special enrollment shall be: 

 

1. in the case of marriage, the first of the month following the date of marriage; 

 

2. in the case of a dependent's birth, the date of such birth; 

 

3. in the case of adoption or placement for adoption, the date of such adoption or placement 

for adoption. 
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EFFECTIVE DATE OF COVERA GE 
 

ASSOCIATE(S) EFFECTIVE DATE 
 

Eligible Associates, as described in Eligibility,  are covered under the Plan when covered under 

the employer's Select HRA health benefit plan. 

 

DEPENDENT(S) EFFECTIVE DATE 
 

Eligible dependent(s), as described in Eligibility,  will become covered under the Plan when 

covered under the employer's Select HRA health benefit plan. 
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TERMINATION OF COVERAGE  
 

Except as noted below, coverage will terminate on the last day of the month in which an Associate 

ceases to be eligible for coverage under this Plan or on the last day of the month in which the 

Associateôs Termination Date occurs.  For these purposes, ñTermination Dateò means the date of 

employment termination (for Home Office Associates) or contract termination (for Regional 

Directors, Recruiting Sales Managers, and WoodmenLife Representatives). 

 

FORMER ASSOCIATES 

 

Former Associates will be allowed to maintain the HRA account balance through the end of the 

year in which they terminate and elect to continue coverage under an applicable group health plan 

sponsored by WoodmenLife. 

 

FAMILY AND MEDICAL LEAVE ACT (FMLA)   
 

Eligible Leave 

 

An Associate who is eligible for unpaid leave and benefits under the terms of the Family and 

Medical Leave Act of 1993, as amended, has the right to continue coverage under this Plan for up 

to twelve (12) weeks during any twelve (12) month period, as determined by the employerôs 

employment policies.  An Associate may be eligible for up to twenty-six (26) weeks of Family and 

Medical Leave Act leave during a twelve (12) month period if such leave is required to care for a 

family member who is injured or ill as the result of active duty in the military.  

 

Contributions 

 

During this leave, the employer will continue to pay the same portion of the Associate's 

contribution for the Plan.  The Associate shall be responsible to continue payment for eligible 

dependent's coverage and any remaining Associate contributions.  If the covered Associate fails 

to make the required contribution during a FMLA leave within thirty (30) days after the date the 

contribution was due, the coverage will terminate effective on the date the contribution was due. 

 

Reinstatement 

 

If coverage under the Plan was terminated during an approved FMLA leave, and the Associate 

returns to active work immediately upon completion of that leave, Plan coverage will be reinstated 

on the date the Associate returns to active work as if coverage had not terminated, provided the 

Associate makes any necessary contributions and enrolls for coverage within thirty-one (31) days 

of his return to active work. 

 

Repayment Requirement 

 

The employer may require Associates who fail to return from a leave under FMLA to repay any 

contributions paid by the employer on the Associateôs behalf during an unpaid leave.  This 
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repayment will be required only if the Associateôs failure to return from such leave is not related 

to a "serious health condition," as defined in FMLA, or events beyond the Associate's control. 

CERTIFICATES OF COVERAGE  

If and to the extent required by applicable law, the Plan administrator shall provide each 

terminating covered person with a Certificate of Coverage, certifying the period of time the 

individual was covered under this Plan.  For Associates with dependent coverage, the certificate 

provided may include information on all covered dependents.  This Plan will at all times comply 

with the provisions of the Health Insurance Portability and Accountability Act of 1996.   

 

Please be advised that beginning December 31, 2014, group health plans are no longer required to 

provide certificates of creditable coverage.  Accordingly, certificates of creditable coverage will 

not be provided after that date. 
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CLAIM FILING PROCEDURE  
 

A claim for benefits is any request for a benefit that is provided by this Plan made by a covered 

person or the authorized representative of a covered person which complies with the Plan's 

procedures for making claims.  Under this Plan, claims for health care benefits are considered 

post-service claims.   

 

Post-service claims are those for which services have already been received. 

 

If the covered person would like the Plan administrator/claims processor to deal with someone 

other than them regarding a claim for benefits then the covered person must provide the Plan 

administrator with a written authorization in order for an authorized representative (other than 

the Associate) to represent and act on behalf of the covered person.  The covered person must 

consent to release information related to the claim to the authorized representative. 

 

FILING A POST-SERVICE CLAIM 
 

1. All claims must be submitted to: 

 

 Cypress Benefit Administrators 

 1235 S. 75th Street 

 Omaha, NE  68124 

 

2. Claims must be submitted within ninety (90) days of the end of the Plan year. 

 

3. The covered person must file the explanation of benefits statement from the employerôs 

health benefit plan with a claim form.    

 

TIME FRAME FOR BENEFIT DETERMINATION OF A POST-SERVICE CLAIM  

 

When a completed claim has been submitted to the claims processor and no additional information 

is required, the claims processor will generally complete its determination of the claim within 

thirty (30) calendar day of receipt of the completed claim, unless an extension of time is necessary 

due to circumstances beyond the Planôs control. 

 

When a completed claim has been submitted to the claims processor and additional information 

is required for determination of the claim, the claims processor will provide the covered person 

or authorized representative with a notice detailing the information needed.  This notice will be 

provided within thirty (30) calendar days of receipt of the completed claim and will indicate the 

date when the claims processor expects to make a decision, if the requested information is 

received.  The covered person will have forty-five (45) calendar days to provide the information 

requested, and the claims processor will complete its determination of the claim within fifteen 

(15) calendar days of receipt of the requested information.  Failure to respond in a timely and 

complete manner will result in a denial of benefit payment. 
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NOTICE OF POST-SERVICE CLAIM BENEFIT DENIAL  
 

If the post-service claim for benefits is denied, the Plan administrator or their designee shall 

provide the covered person or authorized representative with a written notice of benefit denial 

within thirty (30) calendar days of receipt of a completed claim, or if the Plan had requested 

additional information from the covered person or authorized representative, within fifteen (15) 

calendar days of receipt of such information. The notice will contain the following: 

 

A. Explanation of the denial, including: 

 

1. The specific reasons for the denial; 

2. Reference to the Plan provisions on which the denial is based 

3. A description of any additional material or information necessary and an 

explanation of why such material or information is necessary 

4. A description of the Planôs review procedure and applicable time limits 

5. A statement that if the covered person's appeal (See ñAppealing a Denied Claim,ò 

below) is denied, the covered person has the right to bring a civil action under 

Section 502(a) of the Employee Retirement Income Security Act of 1974. 

 

B. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice 

will contain either: 

 

1. A copy of that criterion, or 

2. A statement that such criterion was relied upon and will be supplied free of charge, 

upon request. 

 

C. If the denial was based on medical necessity, experimental treatment or similar exclusion 

or limit, the Plan will supply either: 

 

1. An explanation of the scientific or clinical judgment, applying the terms of the Plan 

to the covered personôs medical circumstances, or 

2. A statement that such explanation will be supplied free of charge, upon request. 

 

APPEALING A DENIED POST-SERVICE CLAIM 
 

The ñNamed Fiduciaryò for purposes of an appeal of a post-service claim as described in U. S. 

Department of Labor Regulations 2560.503-1 (issued November 21, 2000) is the claims processor. 

  

A covered person, or the covered personôs authorized representative, may request a review of a 

denied claim by making written request to the "Named Fiduciary" within one hundred eighty (180) 

calendar days from receipt of notification of the denial.  The request for review should state the 

reasons the covered person feels the claim should not have been denied.   

 

  



 

Exhibit A-1.1 

132 | P a g e 
4811-3358-2725.13  

The review process is as follows: 

 

1. The covered person has a right to submit documents, information and comments 

 

2. The covered person has the right to access, free of charge, information relevant to the claim 

for benefits.  Relevant information is defined as any document, record or other information: 

 

a. Relied on in making the benefit determination, OR 

b. That was submitted, considered or generated in the course of making a benefit 

determination, whether or not relied upon, OR 

c. That demonstrates compliance with the duties to make benefit decisions in 

accordance with plan documents and to make consistent decisions, OR 

 d. That constitutes a statement of policy or guidance for the Plan concerning the 

denied treatment or benefit for the covered personôs diagnosis, even if not relied 

upon. 

 

3. The review takes into account all information submitted by the covered person, even if it 

was not considered in the initial benefit determination. 

 

4. The review by the Named Fiduciary will not afford deference to the original denial. 

 

5. The Named Fiduciary will not be 

 

a. The individual who originally denied the claim, nor 

b. Subordinate to the individual who originally denied the claim 

 

6. If original denial was, in whole or in part, based on medical judgment,  

 

a. The Named Fiduciary will consult with a professional provider who has 

appropriate training and experience in the field involving the medical judgment. 

b. The professional provider utilized by the Named Fiduciary will be neither: 

 

(1) An individual who was considered in connection with the original denial of 

the claim, nor 

(2) A subordinate of any other professional provider who was considered in 

connection with the original denial. 

 

c. If requested, the Named Fiduciary will identify the medical or vocational expert(s) 

who gave advice in connection with the original denial, whether or not the advice 

was relied upon. 
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NOTICE OF BENEFIT DETERMINATION FOR POST-SERVICE CLAIM APPEAL  
 

The Plan administrator or their designee shall provide the covered person or authorized 

representative with a written notice of the appeal decision within sixty (60) calendar days of 

receipt of a written request for the appeal.   If the appeal is denied, the notice will contain the 

following: 

 

A. An explanation of the denial including: 

 

1. The specific reasons for the denial 

2. Reference to specific Plan provisions on which the denial is based 

3. A statement that the covered person has the right to access, free of charge, 

information relevant to the claim for benefits. 

4. A statement that if the covered personôs appeal is denied, the covered person has 

the right to bring a civil action under Section 502(a) of the Employee Retirement 

Income Security Act of 1974. 

 

B. If an internal rule, guideline, protocol or other similar criterion was relied upon the Notice 

will contain either: 

 

1. A copy of that criterion, or 

2. A statement that such criterion was relied upon and will be supplied free of charge, 

upon request. 

 

C. If the denial was based on medical necessity, experimental treatment or similar exclusion 

or limit, will supply either: 

 

1. An explanation of the scientific or clinical judgment, applying the terms of the Plan 

to the patient's medical circumstances, or 

2. A statement that such explanation will be supplied free of charge, upon request. 
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COORDINATION OF BENEFITS  
 

All claims for benefits that are covered by any other source of coverage must be made to the other 

source before benefits are payable under this Plan.   

 

 

SUBROGATION  
 

The Plan is designed to only pay covered expenses for which payment is not available from anyone 

else, including any insurance company or another health plan.  In order to help a covered person 

in a time of need, however, the Plan may pay covered expenses that may be or become the 

responsibility of another person, provided that the Plan later receives reimbursement for those 

payments (hereinafter called ñReimbursable Paymentsò). 

 

Therefore, by enrolling in the Plan, as well as by applying for payment of covered expenses, a 

covered person is subject to, and agrees to, the following terms and conditions with respect to the 

amount of covered expenses paid by the Plan: 

 

1. Assignment of Rights (Subrogation).  The covered person automatically assigns to the 

Plan any rights the covered person may have to recover all or part of the same covered 

expenses from any party, including an insurer or another group health program (except 

flexible spending accounts, health reimbursement accounts and health savings accounts), 

but limited to the amount of Reimbursable Payments made by the Plan.  This assignment 

includes, without limitation, the assignment of a right to any funds paid by a third party to 

a covered person or paid to another for the benefit of the covered person.  This assignment 

applies on a first-dollar basis (i.e., has priority over other rights), applies whether the funds 

paid to (or for the benefit of) the covered person constitute a full or a partial recovery, and 

even applies to funds actually or allegedly paid for non-medical or dental charges, attorney 

fees, or other costs and expenses.  This assignment also allows the Plan to pursue any claim 

that the covered person may have, whether or not the covered person chooses to pursue 

that claim.  By this assignment, the Planôs right to recover from insurers includes, without 

limitation, such recovery rights against no-fault auto insurance carriers in a situation where 

no third party may be liable, and from any uninsured or underinsured motorist coverage. 

 

2. Equitable Lien and other Equitable Remedies.  The Plan shall have an equitable lien 

against any rights the covered person may have to recover the same covered expenses from 

any party, including an insurer or another group health program, but limited to the amount 

of Reimbursable Payments made by the Plan.  The equitable lien also attaches to any right 

to payment from workersô compensation, whether by judgment or settlement, where the 

Plan has paid covered expenses prior to a determination that the covered expenses arose 

out of and in the course of employment.  Payment by workersô compensation insurers or 

the employer will be deemed to mean that such a determination has been made. 

 

 This equitable lien shall also attach to any money or property that is obtained by anybody 

(including, but not limited to, the covered person, the covered personôs attorney, and/or a 

trust) as a result of an exercise of the covered personôs rights of recovery (sometimes 



 

Exhibit A-1.1 

135 | P a g e 
4811-3358-2725.13  

referred to as ñproceedsò).  The Plan shall also be entitled to seek any other equitable 

remedy against any party possessing or controlling such proceeds.  At the discretion of the 

Plan administrator, the Plan may reduce any future covered expenses otherwise available 

to the covered person under the Plan by an amount up to the total amount of Reimbursable 

Payments made by the Plan that is subject to the equitable lien. 

This and any other provisions of the Plan concerning equitable liens and other equitable 

remedies are intended to meet the standards for enforcement that were enunciated in the 

United States Supreme Courtôs decision entitled, Great-West Life & Annuity Insurance 

Co. v. Knudson, 534 US 204 (2002).  The provisions of the Plan concerning subrogation, 

equitable liens and other equitable remedies are also intended to supersede the applicability 

of the federal common law doctrines commonly referred to as the ñmake wholeò rule and 

the ñcommon fundò rule. 

 

3. Assisting in Planôs Reimbursement Activities.  The covered person has an obligation to 

assist the Plan to obtain reimbursement of the Reimbursable Payments that it has made on 

behalf of the covered person, and to provide the Plan with any information concerning the 

covered personôs other insurance coverage (whether through automobile insurance, other 

group health program, or otherwise) and any other person or entity (including their 

insurer(s)) that may be obligated to provide payments or benefits to or for the benefit of 

the covered person.  The covered person is required to (a) cooperate fully in the Planôs (or 

any Plan fiduciaryôs) enforcement of the terms of the Plan, including the exercise of the 

Planôs right to subrogation and reimbursement, whether against the covered person or any 

third party, (b) not do anything to prejudice those enforcement efforts or rights (such as 

settling a claim against another party without including the Plan as a co-payee for the 

amount of the Reimbursable Payments and notifying the Plan), (c) sign any document 

deemed by the Plan administrator to be relevant to protecting the Planôs subrogation, 

reimbursement or other rights, and (d) provide relevant information when requested.  The 

term ñinformationò includes any documents, insurance policies, police reports, or any 

reasonable request by the Plan administrator or claims processor to enforce the Planôs 

rights. 

 

The Plan administrator has delegated to the claims processor the right to perform ministerial 

functions required to assert the Planôs rights; however, the Plan administrator shall retain 

discretionary authority with regard to asserting the Planôs recovery rights. 
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THIS PLAN AND MEDICARE  
 

Individuals who have earned the required number of quarters for Social Security benefits within 

the specified time frame are eligible for Medicare Part A at no cost. Participation in Medicare Part 

B and Part D is available to all individuals who make application and pay the full cost of the 

coverage. 

 

1. When an Associate becomes entitled to Medicare coverage and is still actively at work, 

the Associate may continue health coverage under this Plan at the same level of benefits 

and contribution rate that applied before reaching Medicare entitlement. 

 

2. When a dependent becomes entitled to Medicare coverage and the Associate is still 

actively at work, the dependent may continue health coverage under this Plan at the same 

level of benefits and contribution rate that applied before reaching Medicare entitlement. 

 

3. If the Associate and/or dependent is also enrolled in Medicare, this Plan shall pay as the 

primary plan.  Medicare will pay as secondary plan. 

 

4. If the Associate and/or dependent elect to discontinue health coverage under this Plan and 

enroll under the Medicare program, no benefits will be paid under this Plan.  Medicare 

will be the only payor. 

 

This section is subject to the terms of the Medicare laws and regulations.  Any changes in these 

related laws and regulations will apply to the provisions of this section. 
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GENERAL PROVISIONS  
 

ADMINISTRATION OF THE PLAN  
 

The Plan is administered through the Benefits Department of the employer.  The employer is the 

Plan administrator.  The Plan administrator shall have full charge of the operation and 

management of the Plan.  The employer has retained the services of an independent claims 

processor experienced in claims review. 

 

The Plan administrator is the named fiduciary of the Plan for all purposes except claim appeals, 

as specified in Claim Filing Procedure.  As fiduciary, the Plan administrator maintains 

discretionary authority with respect to those responsibilities for which it has been designated 

named fiduciary, including, but not limited to, interpretation of the terms of the Plan, and 

determining eligibility for and entitlement to Plan benefits in accordance with the terms of the 

Plan; any interpretation or determination made pursuant to such discretionary authority shall be 

given full force and effect, unless it can be shown that the interpretation or determination was 

arbitrary and capricious. 

 

ASSIGNMENT 
 

The Plan will pay benefits under this Plan to the Associate.  No assignment of benefits shall be 

binding on the Plan. 

 

This Plan will pay benefits to the responsible party of an alternate recipient as designated in a 

qualified medical child support order. 

 

BENEFITS NOT TRANSFERABLE 
 

Except as otherwise stated herein, no person other than an eligible covered person is entitled to 

receive benefits under this Plan.  Such right to benefits is not transferable. 

 

CLERICAL ERROR 
 

No clerical error on the part of the employer or claims processor shall operate to defeat any of the 

rights, privileges, services, or benefits of any Associate or any dependent(s) hereunder, nor create 

or continue coverage which would not otherwise validly become effective or continue in force 

hereunder.  An equitable adjustment of contributions and/or benefits will be made when the error 

or delay is discovered.  However, if more than six (6) months has elapsed prior to discovery of any 

error, any adjustment of contributions shall be waived.  No party shall be liable for the failure of 

any other party to perform. 

 

CONFORMITY WITH STATUTE(S)  
 

Any provision of the Plan which is in conflict with statutes which are applicable to this Plan is 

hereby amended to conform to the minimum requirements of said statute(s). 
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EFFECTIVE DATE OF THE PLAN  
 

The effective date of this Plan is January 1, 2015. 

 

FREE CHOICE OF HOSPITAL AND PHYSICIAN 
 

Nothing contained in this Plan shall in any way or manner restrict or interfere with the right of 

any person entitled to benefits hereunder to select a hospital or to make a free choice of the 

attending physician or professional provider. 

 

INCAPACITY 
 

If, in the opinion of the employer, a covered person for whom a claim has been made is incapable 

of furnishing a valid receipt of payment due him and in the absence of written evidence to the Plan 

of the qualification of a guardian or personal representative for his estate, the employer may on 

behalf of the Plan, at his discretion, make any and all such payments to the provider of services or 

other person providing for the care and support of such person. Any payment so made will 

constitute a complete discharge of the Planôs obligation to the extent of such payment. 

 

INCONTESTABILITY  

 

All statements made by the employer or by the Associate covered under this Plan shall be deemed 

representations and not warranties.  Such statements shall not void or reduce the benefits under 

this Plan or be used in defense to a claim unless they are contained in writing and signed by the 

employer or by the covered person, as the case may be.  A statement made shall not be used in 

any legal contest unless a copy of the instrument containing the statement is or has been furnished 

to the other party to such a contest. 

 

LEGAL ACTIONS 
 

No action at law or in equity shall be brought to recover on the benefits from the Plan prior to the 

expiration of sixty (60) days after all information on a claim for benefits has been filed and the 

appeal process has been completed in accordance with the requirements of the Plan.  No such 

action shall be brought after the expiration of two (2) years from the date the expense was incurred, 

or one (1) year from the date a completed claim was filed, whichever occurs first. 

 

LIMITS ON LIABILITY  
 

Liability hereunder is limited to the services and benefits specified, and the employer shall not be 

liable for any obligation of the covered person incurred in excess thereof.  The employer shall not 

be liable for the negligence, wrongful act, or omission of any physician, professional provider, 

hospital, or other institution, or their Associates, or any other person.  The liability of the Plan 

shall be limited to the reasonable cost of covered expenses and shall not include any liability for 

suffering or general damages. 
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LOST DISTRIBUTEES 

Any benefit payable hereunder shall be deemed forfeited if the Plan administrator is unable to 

locate the covered person to whom payment is due, provided, however, that such benefits shall be 

reinstated if a claim is made by the covered person for the forfeited benefits within the time 

prescribed in Claim Filing Procedure. 

 

MEDICAID ELIGIBILITY AND ASSIGNMENT OF RIGHTS 
 

The Plan will not take into account whether an individual is eligible for, or is currently receiving, 

medical assistance under a State plan for medical assistance as provided under Title XIX of the 

Social Security Act (ñState Medicaid Planò) either in enrolling that individual as a covered person 

or in determining or making any payment of benefits to that individual.  The Plan will pay benefits 

with respect to such individual in accordance with any assignment of rights made by or on behalf 

of such individual as required under a State Medicaid plan pursuant to Section 1912(a)(1)(A) of 

the Social Security Act.  To the extent payment has been made to such individual under a State 

Medicaid Plan and this Plan has a legal liability to make payments for the same services, supplies 

or treatment, payment under the Plan will be made in accordance with any State law which 

provides that the State has acquired the rights with respect to such individual to payment for such 

services, supplies or treatment under the Plan. 

 

MISREPRESENTATION 
 

If the covered person or anyone acting on behalf of a covered person makes a false statement on 

the application for enrollment, or withholds information with intent to deceive or affect the 

acceptance of the enrollment application or the risks assumed by the Plan, or otherwise misleads 

the Plan, the Plan shall be entitled to recover its damages, including legal fees, from the covered 

person, or from any other person responsible for misleading the Plan, and from the person for 

whom the benefits were provided.  Any material misrepresentation on the part of the covered 

person in making application for coverage, or any application for reclassification thereof, or for 

service thereunder shall render the coverage under this Plan null and void. 

 

PLAN IS NOT A CONTRACT 
 

The Plan shall not be deemed to constitute a contract between the employer and any Associate or 

to be a consideration for, or an inducement or condition of, the employment of any Associate.  

Nothing in the Plan shall be deemed to give any Associate the right to be retained in the service 

of the employer or to interfere with the right of the employer to terminate the employment of any 

Associate at any time. 

 

PRONOUNS 
 

All personal pronouns used in this Plan shall include either gender unless the context clearly 

indicates to the contrary. 
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RECOVERY FOR OVERPAYMENT 
 

Whenever payments have been made from the Plan in excess of the maximum amount of payment 

necessary, the Plan will have the right to recover these excess payments.  If the company makes 

any payment that, according to the terms of the Plan, should not have been made, the Plan may 

recover that incorrect payment, whether or not it was made due to the Companyôs own error, from 

the person or entity to whom it was made or from any other appropriate party. 

 

STATUS CHANGE 
 

If an Associate or dependent has a status change while covered under this Plan (i.e., dependent to 

Associate, COBRA to Active) and no interruption in coverage has occurred, the Plan will provide 

continuance of coverage with respect to any coinsurance and maximum benefit. 

 

TIME EFFECTIVE  
 

The effective time with respect to any dates used in the Plan shall be 12:00 a.m. (midnight) as may 

be legally in effect at the address of the Plan administrator. 

 

INTENT  
 

This Plan is intended to be ñintegratedò with another group health plan sponsored by employer in 

accordance with I.R.S. Notice 2013-54.  An Associate (or former Associate) is permitted to 

permanently opt out of and waive future reimbursements from the HRA at least annually and, upon 

termination of employment, remaining amounts in the HRA are forfeited.   
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DEFINITIONS  
 

Certain words and terms used herein shall be defined as follows and are shown in bold and italics 

throughout the document: 

 

Alternate Recipient 
 

Any child of an Associate or their spouse who is recognized in a Qualified Medical Child Support 

Order (QMCSO) or National Medical Support Notice (NMSN) which has been issued by any court 

judgment, decree, or order as being entitled to enrollment for coverage under this Plan. 

 

Authorized Representative 

 

An individual who the covered person has authorized (in writing) to represent or act on their behalf 

with regards to a claim.  An assignment of benefits does not constitute a written authorization for 

a provider to act as an authorized representative of a covered person.  

 

Claims Processor 
 

The company contracted by the employer which is responsible for the processing of claims for 

benefits under the terms of the Plan and other ministerial services deemed necessary for the 

operation of the Plan as delegated by the employer. 

 

Coinsurance 

 

The benefit percentage of covered expenses payable by the Plan for benefits that are provided 

under the Plan.  The coinsurance is applied to covered expenses after the deductible(s) have been 

met, if applicable. 

 

Covered Expenses 

 

Medically necessary services, supplies or treatments that are recommended or provided by a 

physician, professional provider or covered facility for the treatment of an illness or injury and 

that are not specifically excluded from coverage herein.  

 

Covered Person 
 

A person who is eligible for coverage under this Plan, or becomes eligible at a later date, and for 

whom the coverage provided by this Plan is in effect. 

 

Customary and Reasonable Amount 

 

The fee assessed by a provider of service for services, supplies or treatment which shall not exceed 

the general level of charges made by others rendering or furnishing such services, supplies or 

treatment within the area where the charge is incurred and is comparable in severity and nature to 

the illness or injury .  Due consideration shall be given to any medical complications or unusual 



 

Exhibit A-1.1 

142 | P a g e 
4811-3358-2725.13  

circumstances which require additional time, skill or experience.  The customary and reasonable 

amount is determined from a statistical review and analysis of the charges for a given procedure 

in a given area.  The term ñareaò as it would apply to any particular service, supply or treatment 

means a county or such greater area as is necessary to obtain a representative cross-section of the 

level of charges. 

 

Dependents 
 

For a complete definition of dependent, refer to Eligibilit y, Dependent Eligibility. 

 

Effective Date 
 

The date of this Plan or the date on which the covered person's coverage commences, whichever 

occurs later. 

 

Associate 
 

An individual whom the employer classifies and treats as an employee (not as an independent 

contractor) for payroll purposes, regardless of whether the individual is subsequently reclassified 

as an employee of the employer in a court order, in a settlement of an administrative or judicial 

proceeding, or in a determination by the Internal Revenue Service, the Department of the Treasury, 

or the Department of Labor. 

 

Employer 

 

The employer is Woodmen of the World Life Insurance Society, hereinafter referred to as 

ñWoodmenLife.ò 

 

HRA 
 

HRA means health reimbursement arrangement. 

 

Illness 

 

A bodily disorder, disease, physical sickness, or pregnancy of a covered person. 

 

Incurred or Incurred Date 

 

With respect to a covered expense, the date the services, supplies or treatment are provided. 

 

Injury  

 

A physical harm or disability which is the result of a specific incident caused by external means.  

The physical harm or disability must have occurred at an identifiable time and place.  Injury does 

not include illness or infection of a cut or wound.  
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Leave of Absence 

 

A period of time during which the Associate does not work, but which is of stated duration after 

which time the Associate is expected to return to active work. 

 

Maximum Benefit 

 

The maximum amount paid by this Plan for any one covered person or covered family during 

each calendar year. 

 

Medically Necessary (Medical Necessity) 
 

Service, supply or treatment which, as determined by the claims processor, Named Fiduciary, 

employer/Plan administrator or their designee, to be: 

 

1. Appropriate and consistent with the symptoms and provided for the diagnosis or treatment 

of the covered personôs illness or injury and which could not have been omitted without 

adversely affecting the covered personôs condition or the quality of the care rendered; 

 

2. Supplied or performed in accordance with current standards of good medical practice 

within the United States; and 

 

3. Not primarily for the convenience of the covered person or the covered personôs family or 

professional provider; and 

 

4. Is an appropriate supply or level of service that safely can be provided; and 

 

5. It is recommended or approved by the attending professional provider. 

 

The fact that a professional provider may prescribe, order, recommend, perform, or approve a 

service, supply or treatment does not, in and of itself, make the service, supply, or treatment 

medically necessary.  In making the determination of whether a service or supply was medically 

necessary, the claims processor, employer/Plan administrator, or its designee, may request and 

rely upon the opinion of a physician or physicians.  The determination of the claims processor, 

employer/Plan administrator or its designee shall be final and binding. 

 

Medicare 

 

The programs established by Title XVIII  known as the Health Insurance for the Aged Act, which 

includes: Part A, Hospital Benefits For The Aged; Part B, Supplementary Medical Insurance 

Benefits For The Aged; Part C, Miscellaneous provisions regarding all programs; and Part D, 

Prescription Drug Benefits; and including any subsequent changes or additions to those programs. 

 

 

Physician 
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A Doctor of Medicine (M.D.) or a Doctor of Osteopathy (D.O.) who is practicing within the scope 

of his license. 

 

Plan 

 

ñPlanò refers to the benefits and provisions for payment of same as described herein that constitute 

the WoodmenLife Health Reimbursement Arrangement. 

 

Plan Administrator 
 

The Plan administrator is responsible for the day-to-day functions and management of the Plan.  

The Plan administrator is the employer. 

 

Post-service Claim 

 

Post-service claims are those for which services have already been received (any claims other than 

pre-service claims). 

 

Total Disability or Totally Disabled 

 

The Associate is prevented from engaging in his regular, customary occupation or from an 

occupation for which he or she becomes qualified by training or experience, and is performing no 

work of any kind for compensation or profit; or a dependent is prevented from engaging in all of 

the normal activities of a person of like age and sex who is in good health. 
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EXHIBIT A -1.2 

 

WOODMEN LIFE  

SELECT HSA 

 

SCHEDULE OF BENEFITS SUMMARY  

(Effective Date: 01/01/2019) 

 

 
In-network Provider Out-of-network Provider 

Covered Services are reimbursed based on the Allowable Charge. Blue Cross and Blue Shield of Nebraska In-network 

Providers have agreed to accept the benefit payment as payment in full, not including Deductible, Coinsurance and/or 

Copayment amounts and any charges for non-covered services, which are the Covered Personôs responsibility. That 

means In-network providers, under the terms of their contract with Blue Cross and Blue Shield, canôt bill for amounts 

over the Contracted Amount. Out-of-network Providers can bill for amounts over the Out-of-network Allowance. 

In-network Provider: The provider network is shown on your I.D. card. For help in locating In-network Providers, visit 

www.nebraskablue.com.  

Deductible  
 

 
 (the amount the Covered Person pays each 

Calendar Year for Covered Services before the 
Coinsurance is payable) 

ω Individual 
ω Family (Aggregate*) 

$1,500 
$3,000 

$3,000 
$6,000 

Coinsurance 
(the percentage amount the Covered Person must 

pay for most Covered Services after the 

Deductible has been met) 
ω Covered Person Pays 

 

 

 

 

 

25% 

 

 

 

 

40% 

Out-of-pocket L imit   
$3,000 

 
$6,000 ω Individual 

ω Family (Aggregate*) $6,000 $12,000 

Telehealth Services Deductible and Coinsurance Not covered 

Once the annual Out-of-pocket Limit is reached, most Covered Services are payable by the plan at 100% for the rest of 

the Calendar Year. 

In-network and Out-of-network Deductible and Out-of-pocket Limits cross accumulate. All other limits (days, visits, 

sessions, dollar amounts, etc.) cross accumulate between In-network and Out-of-network, unless noted differently. 

Day, session or visit limits for certain services shown on this summary are not applicable to Mental Illness and/or 

Substance Dependence and Abuse. 

*A ggregate ï If you have single coverage, you only need to satisfy the individual Deductible and Out-of-pocket Limit. 

If you have family coverage the individual amounts do not apply - the entire family Deductible must be met prior to any 

benefits becoming available, and the entire family Out-of-pocket must be met before cost-sharing no longer applies. 

Family members may combine their covered expenses to satisfy the required family Deductible and Out-of-pocket 

amounts. 

Copayment(s) (copay(s)) apply to: This plan has no medical or prescription drug copays. 

Out-of-pocket Limit includes: deductible and coinsurance. 
 

 
 

 
 

 

 
 

 
 

 
 

 

 
 

 
 

 

 
 

 
 

 
 

 

 
 

 
 

 

 

 



 

Exhibit A-1.2 

146 | P a g e 
4811-3358-2725.13  

 

Covered Services ï Illness or Injury In-network Provider 

 

Out-of-network Provider 

 Physician Office 

¶ Primary Care Physician Office 

Visit 

 

¶ Specialist Physician Office Visit 

 

¶ Other Covered Services and 

supplies provided in the 

Physicianôs Office (with or  

without an office visit billed) 

 

  Deductible and Coinsurance  

 

 

  Deductible and Coinsurance 

 

  Deductible and Coinsurance 

 

  Deductible and Coinsurance  

 

 

  Deductible and Coinsurance 

 

  Deductible and Coinsurance 

¶ Allergy Injections and Serum Deductible and Coinsurance Deductible and Coinsurance 

¶ Other Injections Deductible and Coinsurance Deductible and Coinsurance 

Primary Care Physician is a physician who has a majority of his or her practice in internal or general 

medicine, obstetrics/gynecology, general pediatrics or family practice. A physician assistant is covered in 

the same manner as a Primary Care Physician. 

Specialist Physician is a physician who is not a Primary Care Physician. 

Office Visit Benefits for Primary Care and Specialist Physician Office Visit include office visits (including 

the initial visit to diagnose pregnancy) and consultations. 

Other Covered Services not part of the Physician Office Benefit (Refer to the appropriate category for benefit 

information) include: Allergy Injections & Serum; Other Injections; Advanced Diagnostic Imaging (CT, MRI, 

MRA, MRS, PET & SPECT scans and other Nuclear Medicine); Pregnancy Services; Preventive Services; 

Radiation Therapy & Chemotherapy; Surgery & Anesthesia; Therapy & Manipulations; Durable Medical 

Equipment; Sleep Studies; Biofeedback; Psychological Evaluations, Assessments, and Testing. 

Telehealth Services  Deductible and Coinsurance Not Covered 

Convenient Care/Retail Clinics (Quick 

Care) 

Same as a Primary Care 

Physician 

Same as a Primary Care 

Physician 

Urgent Care Facility Services Deductible and Coinsurance Deductible and Coinsurance 

Emergency Care Services (services 

received in a Hospital emergency room 

setting) 

¶ Facility 

¶ Professional Services 

 

 

 

Deductible and Coinsurance 

Deductible and Coinsurance 

 

 

 

In-network level of benefits 

In-network level of benefits 

Outpatient Hospital or Facility  Services 

Services such as surgery, laboratory 

and radiology, cardiac and pulmonary 

rehabilitation, observation stays, and 

other services provided on an 

outpatient basis 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Inpatient Hospital or Facility  Services 

Charges for room and board, 

diagnostic testing, rehabilitation and 

other ancillary services provided on 

an inpatient basis 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 
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Covered Services ï Illness or Injury In-network Provider 

 

Out-of-network Provider 

 

Preventive Services 

¶ Affordable Care Act (ACA) 

required preventive services (may 

be subject to limits that include, 

but are not limited to, age, 

gender, and frequency) 

 

¶ ACA required covered 

preventive services (outside 

of limits) 

 

¶ Other covered preventive 

services not required by ACA, 

such as: 

- Laboratory tests as 

specified by Us, including 

urinalysis and complete 

blood count; prostate 

cancer screening (PSA) 

and hearing exams 

- All other laboratory 

tests; radiology, cardiac 

stress tests; EKG; 

pulmonary function and 

other screenings and 

services 

 

 

 

Plan Pays 100% 

 

 

 

Plan Pays 100% 

 

 

 

 

 

 

Plan Pays 100% 

 

 

 

Plan Pays 100% 

 

 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance 

 

 

 

 

 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance 

Immunizations  

Plan Pays 100% 

 

Deductible and Coinsurance ¶ Pediatric (up to age 7) 

¶ Age 7 and older Plan Pays 100% Deductible and Coinsurance 

¶ Related to an illness Same as any other illness         Same as any other illness 

Mental Illness and/or Substance 

Dependence and Abuse Covered Services 

In-network Provider Out-of-network Provider 

Inpatient  Services     Deductible and Coinsurance Deductible and Coinsurance 

Outpatient Services 

¶ Office Services 

¶ Telehealth Services  

¶ All Other Outpatient Items & 

Services 

Deductible and Coinsurance 

Deductible and Coinsurance   
 

Deductible and Coinsurance 

 

Deductible and Coinsurance  

Not Covered 
 

Deductible and Coinsurance 

Emergency Care Services (services 

received in a Hospital emergency room 

setting) 

¶ Facility 

¶ Professional Services 

 

 

 

Deductible and Coinsurance 

Deductible and Coinsurance 

 

 
 

In-network level of benefits 

In-network level of benefits 
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Other Covered Services ï Illness or 

Injury  

In-network Provider Out-of-network Provider 

Acupuncture Not Covered Not Covered 

Advanced Diagnostic Imaging (CT, 

MRI, MRA, MRS, PET & SPECT scans 

and other Nuclear Medicine) 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Ambulance (to the nearest 

facility for appropriate care) 

¶ Ground Ambulance 

 

¶ Air  Ambulance 

 

Deductible and Coinsurance 

Deductible and Coinsurance 

 

In-network level of benefits 

In-network level of benefits 

Autism Spectrum Disorder Same as any other mental illness Same as any other mental 

illness 

Biofeedback Deductible and Coinsurance Deductible and Coinsurance 

Bone Anchored Hearing Aids  Not Covered Not Covered 

Cochlear implants Deductible and Coinsurance Deductible and Coinsurance 

Dermatological Services Same as any other illness Same as any other illness 

Diabetic Services 

Services include education, self-

management training, podiatric 

appliances and equipment. 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Durable Medical Equipment and 

Supplies (including Prosthetics) 

(rental or purchase, whichever is least 

costly; rental shall not exceed the cost of 

purchasing) 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

Eye Glasses or Contact Lenses 

Only covered if required because of a 

change in prescription as a result of 

intraocular surgery or ocular injury 

(must be within 12 months of surgery or 

injury) 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 
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Other Covered Services ï Illness or 

Injury  

In-network Provider Out-of-network Provider 

Hearing Aids Not Covered Not Covered 

Home Health Aide and Skilled 

Nursing  

Home Health Aide (limited to 60 

days per Calendar Year) 

Skilled Nursing Care (limited to 8 

hours per day) 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Home Infusion Therapy Deductible and Coinsurance Deductible and Coinsurance 

Hospice Services Deductible and Coinsurance Deductible and Coinsurance 

Independent Laboratory  

¶ Diagnostic 

¶ Preventive 

 

Deductible and Coinsurance  

Same as Preventive Services 

In-network level of benefits 

 

In-network Level of Benefits  

Same as Preventive Services In-

network level of benefits 

Infertility  

¶ Services to diagnose 

¶ Treatment to promote fertility  

 

Same as any other illness 

Not covered 

 

Same as any other illness 

Not Covered 

Inserts/Arch Supports (custom ankle/foot 

shoe inserts and arch supports) 
Deductible and Coinsurance Deductible and Coinsurance 

Nicotine Addiction  

¶ Medical services and therapy 

¶ Nicotine addiction 

classes & alternative 

therapy, such as 

acupuncture 

 

Same as Substance Dependence 

and Abuse 

 

Not Covered 

 

Same as Substance Dependence 

and Abuse 

 

Not Covered 

Obesity 

¶ Non-surgical treatment 

¶ Surgical Treatment 

 

Not Covered  

Not Covered 

 

Not Covered  

Not Covered 

Oral Surgery and Dentistry 

Services such as incision and drainage 

of abscesses and excision of tumors and 

cysts. 

Dental treatment when due to an 

accidental injury to naturally healthy 

teeth (treatment related to accidents 

must be provided within 12 months of 

the date of injury). 

 

 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance 

Organ and Tissue Transplantation Deductible and Coinsurance Deductible and Coinsurance 

Ostomy Supplies Deductible and Coinsurance Deductible and Coinsurance 
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Other Covered Services ï Illness or Injury  In-network Provider Out-of-network Provider 

Physician Professional Services 

Inpatient and Outpatient services, such as, 

surgery, surgical assistant, anesthesia, 

inpatient hospital visits and other non-

surgical services 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

Pregnancy, Maternity and Newborn Care 

¶ Pregnancy and maternity 

(Payment for prenatal and 

postnatal care is included in the 

payment for the delivery) 

 

¶ Newborn care 

 
NOTE: Newborns are covered at birth, 

subject to the planôs enrollment provisions.  

NOTE: Dependent child maternity is not 

covered. 

 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance 

Radiation Therapy and Chemotherapy Deductible and Coinsurance Deductible and Coinsurance 

Radiology (x-ray) Services and 

other Diagnostic Tests 
Deductible and Coinsurance Deductible and Coinsurance 

Rehabilitation Services ï Inpatient 

Facility Rehabilitation Services  

 

¶ Cardiac rehabilitation(limited 

to 18 sessions per diagnosis) 

 

¶ Pulmonary Rehabilitation 

(Chronic lung disease is limited 

to 18 sessions per diagnosis, not 

to exceed 18 sessions per 

Calendar Year. Lung, heart-lung 

transplants and lung volume are 

limited to 18 sessions following 

referral and prior to surgery plus 

18 sessions within six months of 

discharge from hospital following 

surgery.) 

 

 

Deductible and Coinsurance 

 

 

 

 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

 

 

 

 

 

 

Deductible and Coinsurance 

Renal Dialysis Deductible and Coinsurance Deductible and Coinsurance 

Respiratory Care 

(limited to 60 days per Calendar Year) 
Deductible and Coinsurance Deductible and Coinsurance 
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Other Covered Services ï Illness or Injury  In-network Provider Out-of-network Provider 

Sexual Dysfunction Deductible and Coinsurance Deductible and Coinsurance 

Skilled Nursing Facility  

(limited to 60  days per Calendar Year) 
Deductible and Coinsurance Deductible and Coinsurance 

Sleep Studies Deductible and Coinsurance Deductible and Coinsurance 
Temporomandibular and 

Craniomandibular  Joint Disorder 
Deductible and Coinsurance Deductible and Coinsurance 

Therapy &  Manipulations 

¶ Physical, occupational or speech 

therapy, chiropractic or 

osteopathic physiotherapy and 

chiropractic or osteopathic 

manipulative treatments or 

adjustments (combined limit to 

90 sessions per Calendar Year) 

 

 

 
 

Deductible and Coinsurance 

 

 

 
 

Deductible and Coinsurance 

Vision Exams 

¶ Diagnostic (to diagnose an illness) 

¶ Preventive (routine exam 

including refraction) 

 
Deductible and Coinsurance 

Not Covered 

 
Deductible and Coinsurance 

Not covered 

Wigs Not Covered Not Covered 

All Other Covered Services Deductible and Coinsurance Deductible and Coinsurance 

 

 

  



 

Exhibit A-1.2 

152 | P a g e 
4811-3358-2725.13  

Prescription Drugs In-network Provider Out-of-network Provider 

Prescription Drug Deductible 
(the amount the Covered Person pays each 

Calendar Year for Covered Prescription 

Drugs before the Prescription Drug 

Copayments and/or Coinsurance are 

applicable) 

¶ Individual 

¶ Family 

 

 

 

 

Not Applicable 

Not Applicable 

Retail ï per 30-day supply 
(90-day maximum dispensing amount) 

 

¶ Generic drugs (including non-

preferred contraceptives) 

 

¶ Preferred Brand Name Drugs 

 

¶ Non-preferred Brand Name Drugs 

 

 

 

Deductible and Coinsurance 

 

 

Deductible and Coinsurance 

 

Deductible and Coinsurance 

 

 

 

Deductible and Coinsurance + 

25% Penalty 

 

Deductible and Coinsurance + 

25% Penalty 

Deductible and Coinsurance + 

25% Penalty 

Mail order ï per 90-day supply 

¶ Generic drugs (including non-

preferred contraceptives) 

¶ Preferred Brand Name Drugs 

 

¶ Non-preferred Brand Name Drugs 

 

Deductible and Coinsurance 

Deductible and Coinsurance 

Deductible and Coinsurance 

 

Not Covered 

Not CoveredNot 

Covered 

Specialty drugs 

(specialty drugs must be purchased 

through a designated specialty 

pharmacy) 

 

Deductible and Coinsurance 

 

Not Covered 

Contraceptives 

¶ Preferred 

- Generic 

- Brand Name 

¶ Non-preferred 

- Generic 

- Brand Name 

 

 

Plan Pays 100% 

Plan Pays 100% 

 

 

25% Penalty 

25% Penalty 

Same as any other Generic Drugs 

Same as any other Non-preferred Brand Name 

Infertility  

FDA approved prescription drugs to 

promote fertility  

 

Not Covered 

 

Not Covered 

Nicotine Addiction  

FDA approved prescription drugs and 

over-the- counter nicotine addiction drugs 

and deterrents 

 

Plan Pays 100% 

 

25% Penalty 

Obesity 

FDA approved prescription drugs 

 

Not Covered 

 

Not Covered 
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EXHIBIT A -2 

 

WOODMEN LIFE WELL -BEING PROGRAM 

BENEFIT INFORMATION BOOKLET  
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INTRODUCTION  

This Benefit Information Booklet (ñBookletò) describes the benefits available to you under the 

WoodmenLife Well-being Program (the ñPlanò).  Please read this Booklet carefully to become 

familiar with your benefits.  For additional information relating to these benefits, contact the Plan 

Administrator.    

 

WoodmenLife has partnered with a third-party vendor, Guidance Resources through ComPsych.  

Guidance Resources will provide online resources, coaching, and programs to assist individuals in 

meeting their wellness goals.  As a third-party vendor, Guidance Resources is obligated to protect 

and keep all individual information confidential. 
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SUMMARY OF BENEFITS  

 

ELIGIBILITY  

 

The following Associates are eligible to participate in the Plan (the ñEligible Associatesò): Regular 

Full-Time Home Office Associates, Regular Part-Time Home Office Associates, Regional 

Directors, Recruiting Sales Managers, and WoodmenLife Representatives hired or contracted prior 

to or on June 30, 2018.  However, those who reside and are regularly scheduled to work in Hawaii 

are not eligible. 

 

Based on the hire or contract date, Eligible Associates can earn rewardsðWell-being Program 

Incentivesðfor completing certain wellness-related activities.  The Well-being Program is offered 

to those hired or contracted prior to or on June 30, 2018. 

 

If you are hired between July 1, 2018, and December 31, 2018, no activity is necessary by 

September 30, 2018.  If enrolled in the WoodmenLife Medical Plan, the 2019 premiums are based 

on the new hire premiums. 

 

WELL -BEING PROGRAM 

 

In order to be eligible for Well-being Program Incentives in 2019, an Eligible Associate must 

complete and upload a biometric screening as outlined below.  The biometric information can be 

obtained over the course of October 1, 2017 through September 30, 2018.  Additional rewards may 

be available for completing individual actions and obtaining biometric screening results within the 

passing ranges, as further described below. 

 

Biometric Screening 

 

In order to obtain Well-being Program Incentives, you must complete and upload a biometric 

screening involving the following four tests.  You may upload the screening results to the Incentive 

Tracker through the GuidanceNow app or at the following website: 

www.GuidanceResources.com.  You are not required to attain a specific outcome with respect to 

the biometric tests to earn a Well-being Program Incentive; you are only required to complete and 

upload the biometric screening.  Results must be obtained between October 1, 2017 and September 

30, 2018, and uploaded no later than September 30, 2018.  

  

TEST 

Total Cholesterol 

Blood Glucose 

Blood Pressure 

Body Mass Index (BMI) 

 

NOTE: Under WoodmenLifeôs health plans, biometric screenings, without a diagnosis, are 

considered preventive care.  If filed by your physician as preventive care, the screening is covered 

at 100%.  
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Individual Actions  

 

You may also complete individual actions such as obtaining biometric screening results within the 

passing range*, a health assessment questionnaire, well-being challenges, healthy activities, online 

workshops, and telephonic coaching programs.  Submit documentation from your actions to 

demonstrate you completed the activity so you can be eligible to earn potential rewards.  The 

recorded activities will be assigned a point value for tracking and potential reward purposes.  In 

order for an individual action to count toward a potential reward, the action must be completed 

between October 1, 2017 and September 30, 2018, and submitted no later than September 30, 

2018.   

 

*Biometric screenings must be completed between October 1, 2017 and September 30, 2018 and 

within the passing range to be assigned a point value:  

  

TEST PASSING RANGE 

Total Cholesterol Less than or equal to 200 

Blood Glucose Between 70 - 125 

Blood Pressure Less than or equal to 120/80 

Body Mass Index (BMI) Less than or equal to 25 

 

NOTE: Under WoodmenLifeôs health plans, biometric screenings, without a diagnosis, are 

considered preventive care.  If filed by your physician as preventive care, the screening is covered 

at 100%.  

You must complete the individual actions on your own time.  You will not be compensated for the 

time you spend completing the individual actions. 

 

WELL -BEING PROGRAM I NCENTIVES 

 

Biometric Screening 

 

For Eligible Associates who are not enrolled in the WoodmenLife Medical Plan, the Well-being 

Program Incentive is a Well-being Reimbursement in the amount of $100 for completing and 

uploading a biometric screening that includes the tests noted above.  The Well-being Program 

Incentive will reimburse you for wellness-related expenses*  incurred between January 1, 2019 and 

December 5, 2019.  You must provide documentation showing the wellness-related expense you 

incurred to the Benefits Department, at 1-800-328-2968 ext. 57047 or 

Benefits_Mailbox@woodmen.org.  Well-being Reimbursements for such expenses will be paid 

on the following schedule: 

 

If you provide 

documentation by é 

You will receive your Well-being Reimbursement on the last 

regularly -scheduled payroll date iné 

March 31 April  

June 30 July 

September 30 October 

December 14 December 
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A Plan Participant who is eligible for a Well-being Program Incentive will only receive the 

incentive he or she earned prior to termination from employment.  If your current coverage 

provided by a medical plan not sponsored by WoodmenLife terminates or becomes unavailable, 

you will not qualify for a premium reduction if you have not participated in the Wellbeing 

Program. 

 

* Examples of wellness-related expenses include health club or fitness facility memberships; 

fitness classes; leagues and lessons (e.g., swimming, bowling, golf, and tennis); registration fees 

for certain activities (e.g., walks, runs, bike events, and community recreation programs); and 

weight management programs. Wellness-related expenses do not include food; dietary, herbal, or 

nutritional supplements; essential oils; or alternative treatments such as acupuncture, 

aromatherapy, or light therapy. WoodmenLife reserves the right, in its sole discretion, to determine 

whether an expense qualifies as a ñwellness-related expense.ò 

 

For Eligible Associates who are enrolled in the WoodmenLife Medical Plan, the Well-being 

Program Incentive for completing and uploading a biometric screening is a premium reduction.  

For 2019, the annual premium reduction, regardless of coverage level, is approximately $1,887* 

and will be reflected in your payroll premium deductions beginning in January 2019. 

 

Individual Actions  

The Well-being Program may make additional rewards, such as gift cards or access to exclusive 

fitness classes, available after earning at least 500 points through the completion of individual 

actions.  The recorded activities will be assigned a point value for tracking and reward purposes.  

You may upload your activities to the Incentive Tracker through the GuidanceNow app or at the 

following website: www.GuidanceResouces.com.  Online coaching workshops are available on 

the Incentive Tracker through the GuidanceNow app or at the following website: 

www.GuidanceResources.com.  Telephonic coaching programs are available by calling 855-247-

5976.  You earn points as follows (by the dates discussed above): 

 

Successfully Passed or Completed Activity  Points 

Health Assessment Questionnaire 100 

Total Cholesterol of 200 or less** 100 

Blood Glucose between 70 - 125** 100 

Blood Pressure of 120/80 or less** 100 

Body Mass Index (BMI) less than 25**  100 

Each Telephonic Coaching Program 100 

Each Online Workshop  100 

Each Well-being Challenge*** 20 

Each Healthy Activity 20 

 

* Note: All wellness program rewards are subject to applicable limits under federal law, including, 

for example, HIPAA and the Americans with Disabilities Act (ñADAò).  For example, in general 

under HIPAA, the reward cannot exceed (1) 30% of the total cost of employee coverage under the 

plan, or (2) 50% of the total cost of employee coverage under the plan to the extent the additional 
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percentage (20%) is in connection with a program designed to prevent or reduce tobacco use.  

WoodmenLife reserves the right to modify the amount of the premium reductions or other Well-

being Program Incentives and rewards at any time so that the amount of any rewards complies 

with applicable laws. 

 

** For an individual whose results do not fall within this range, points may also be earned by 

competing telephonic or online coaching or another reasonable alternative standard.  

 

*** Up to four Well-being Challenges per year.  

 

A Plan Participant who is eligible for a Well-being Program Incentive will only receive the 

incentive he or she earned prior to termination from employment. 

 

ADDITIONAL  INFORMATION  

Special Assistance 
 

We are committed to helping you achieve your best health. Rewards for participating in the Well-

being Program are available to all Associates.  If you think you might be unable to meet a standard 

for a reward under the health assessment, a biometric screening, or an individual action, you might 

qualify for an opportunity to earn the same reward by different means.  Contact the Benefits 

Department at 800-328-2968 ext. 57047, 

WoodmenLifeBenefits&WellBeingMailbox@woodmen.org, or 402-449-7781 (fax).  We will 

work with you (and, if you wish, with your doctor) to find a way for you to earn Well-being 

Program Incentives that are right for you in light of your health status. 

 

Notice Regarding Well-being Program 

The WoodmenLife Well-being Program is a voluntary wellness program available to Associates 

identified in the ñEligibilityò section above. The program is administered according to applicable 

federal rules permitting employer-sponsored wellness programs that seek to improve employee 

health or prevent disease, including the Americans with Disabilities Act of 1990, the Genetic 

Information Nondiscrimination Act of 2008, and the Health Insurance Portability and 

Accountability Act, as applicable, among others. If you choose to participate in the Well-being 

Program you will be given the option to complete a voluntary health assessment that asks a series 

of questions about your health-related activities and behaviors and whether you have or had certain 

medical conditions (e.g., cancer, diabetes, or heart disease). You will also be given the option to 

complete a biometric screening, which will include a blood test for total cholesterol and blood 

glucose. You are not required to complete the health assessment or to participate in the blood test 

or other medical examinations. 

However, Associates who choose to participate in the Well-being Program will receive an 

incentive of certain health insurance premium reductions (described above) or Well-being 

Reimbursements for earning wellness program incentives, as described above. Although you are 

not required to complete the health assessment or participate in the biometric screening, only 

Associates who do so will receive certain incentives. 

mailto:WoodmenLifeBenefits&WellBeingMailbox@woodmen.org
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Incentives may be available for Associates who participate in certain activities. If you are unable 

to participate in any of the health-related activities or achieve any of the health outcomes required 

to earn an incentive, you may be entitled to a reasonable accommodation or an alternative standard. 

You may request a reasonable accommodation or an alternative standard by contacting the Benefits 

Department at 800-328-2968 ext. 57047, 

WoodmenLifeBenefits&WellBeingMailbox@woodmen.org, or 402-449-7781 (fax). 

The information from your health assessment and the results from your biometric screening will 

be used to provide you with information to help you understand your current health and potential 

risks, and may also be used to offer you services through the Well-being Program, such as quarterly 

organizational challenges and educational opportunities. You also are encouraged to share your 

results or concerns with your own doctor. 

Protections from Disclosure of Medical Information 

We are required by law to maintain the privacy and security of your personally identifiable health 

information. Although the Well-being Program and WoodmenLife may use aggregate information 

it collects to design a program based on identified health risks in the workplace, the WoodmenLife 

Well-being Program will never disclose any of your personal information either publicly or to the 

employer, except as necessary to respond to a request from you for a reasonable accommodation 

needed to participate in the Well-being Program, or as expressly permitted by law. Medical 

information that personally identifies you that is provided in connection with the Well-being 

Program will not be provided to your supervisors or managers and may never be used to make 

decisions regarding your employment. 

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to 

the extent permitted by law to carry out specific activities related to the Well-being Program, and 

you will not be asked or required to waive the confidentiality of your health information as a 

condition of participating in the Well-being Program or receiving an incentive. Anyone who 

receives your information for purposes of providing you services as part of the Well-being 

Program will abide by the same confidentiality requirements. The only individual(s) who will 

receive your personally identifiable health information is (are) Guidance Resources and permitted 

individuals in the WoodmenLife Benefits Department in order to provide you with services under 

the Well-being Program. 

In addition, all medical information obtained through the Well-being Program will be maintained 

separate from your personnel records, information stored electronically will be encrypted, and no 

information you provide as part of the Well-being Program will be used in making any 

employment decision. WoodmenLife maintains wellness program-related documents on a secure 

drive and electronic filing system, both of which have restricted access.  Appropriate precautions 

will be taken to avoid any data breach, and in the event a data breach occurs involving information 

you provide in connection with the Well-being Program, we will notify you immediately. 

You may not be discriminated against in employment because of the medical information you 

provide as part of participating in the Well-being Program, nor may you be subjected to retaliation 

if you choose not to participate. 

mailto:WoodmenLifeBenefits&WellBeingMailbox@woodmen.org
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If you have questions or concerns regarding this notice, or about protections against discrimination 

and retaliation, please contact Benefits Department at 800-328-2968 ext. 57047, 

WoodmenLifeBenefits&WellBeingMailbox@woodmen.org, or 402-449-7781 (fax). 

Appeals 

Appeals relating to Well-being Program Incentives should be directed to the Benefits Department 

at 800-328-2968 ext. 57047, WoodmenLifeBenefits&WellBeingMailbox@woodmen.org, or 402-

449-7781 (fax).  Appeals will be reviewed and processed in accordance with the appeals 

procedures governing your WoodmenLife Medical Plan.  In the event your appeal is successful, 

you may be eligible for rewards associated with your appeal. 

Educational Access to Website 

Although Associatesô spouses are not eligible to participate in the Well-being Program, Guidance 

Resources may permit Associatesô spouses to access the Guidance Resources website and use or 

view various informational tools provided by the website solely for educational purposes.  

Associatesô spouses are not required to access or use such website and neither the Associate nor 

his/her spouse receives any rewards or incentives if the spouse accesses or uses the website.  

WoodmenLife does not have access to any information Associatesô spouses provide through the 

Guidance Resources website.  Associatesô spousesô access to the Guidance Resource website may 

be terminated at any time for any reason without notice.         

Questions  

If you have questions regarding this Plan, please contact the Benefits Department at 800-328-

2968 ext. 57047.  

mailto:WoodmenLifeBenefits&WellBeingMailbox@woodmen.org
mailto:WoodmenLifeBenefits&WellBeingMailbox@woodmen.org
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EXHIBIT A -3 

 

WOODMEN LIFE  DENTAL PLAN  

  

BENEFIT INFORMATION BOOKLET  
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INTRODUCTION  

This Benefit Information Booklet (ñBookletò) describes the benefits available to you under the 

WoodmenLife Dental Plan (the ñPlanò) sponsored by Woodmen of the World Life Insurance 

Society.  Please read this Booklet carefully to become familiar with your benefits.  This plan was 

revised effective as of January 1, 2018.   

This is a self-funded Dental Benefits Plan provided by the Employer.  You have your choice 

between two dental plans, the Classic PDP Plan (Freedom Dental Plan) or the Value PDP Plan 

(Preferred PDP Plan). Metropolitan Life Insurance Company (ñMetLifeò) does not insure the 

benefits described in this Booklet.  

Claims are administered on behalf of This Plan by MetLife as the Claim Administrator pursuant 

to the terms of an administrative service agreement.   

Please note that the terms ñYouò and ñYourò throughout this Booklet refer to the Associate, except 

where otherwise indicated.  Many of the terms that are important in understanding your benefits 

are explained in the DEFINITIONS section. 
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CLASSIC PDP PLAN (FREEDOM DENTAL  PLAN) 

BENEFITS AT A GLANCE  

This section provides You and Your Dependents with a description of Your benefits.  

Certain limitations and exclusions may apply to any benefit or benefit amount.  It is important that 

You and Your Dependents refer to the provisions contained in this Booklet for details about Your 

benefits. 

BENEFIT  BENEFIT AMOUNT AND HIGHLIGHTS  

Dental Benefits For You and Your Dependents 

Covered Percentage for: In-Network based on the 

Maximum Allowed Charge 

Out-of-Network based on the 

Reasonable and Customary 

Charge 

Type A Services 100% 100% 

Type B Services 75% 75% 

Type C Services 70% 70% 

Orthodontic Covered Services 50% 50% 

Deductibles for: 

Yearly Individual Deductible $50 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

$50 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

Yearly Family Deductible $100 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

$100 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

Maximum Benefit: 

Yearly Individual Maximum $2,500 for the following 

Covered Services: Type A; 

Type B; Type C 

$2,000 for the following 

Covered Services: Type A; 

Type B; Type C 

Lifetime Individual 

Maximum Benefit Amount 

for Orthodontic Covered 

Services 

$2,000 $2,000 
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VALUE PDP PLAN (PREFERRED PDP PLAN) 

BENEFITS AT A GLANCE  

This section provides You and Your Dependents with a description of Your benefits.  Certain 

limitations and exclusions may apply to any benefit or benefit amount.  It is important that You 

and Your Dependents refer to the provisions contained in this Summary Plan Description for 

details about Your benefits. 

BENEFIT  BENEFIT AMOUNT AND HIGH LIGHTS  

Dental Benefits For You and Your Dependents 

Covered Percentage for: In-Network based on the 

Maximum Allowed Charge 

Out-of-Network based on the 

Maximum Allowed Charge 

Type A Services 100% 90% 

Type B Services 75% 65% 

Type C Services 70% 60% 

Orthodontic Covered 

Services 

50% 50% 

Deductibles for: 

Yearly Individual Deductible $50 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

$50 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

Yearly Family Deductible $100 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

$100 for the following 

Covered Services Combined: 

Type B; Type C; Orthodontic 

Covered Services 

Maximum Benefit: 

Yearly Individual Maximum $2,500 for the following 

Covered Services: Type A; 

Type B; Type C 

$2,000 for the following 

Covered Services: Type A; 

Type B; Type C 

Lifetime Individual 

Maximum Benefit Amount 

for Orthodontic Covered 

Services 

$2,000 $2,000 
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DEFINITIONS  

 

As used in this Summary Plan Description, the terms listed below will have the meanings set forth 

below.  When defined terms are used in this Summary Plan Description, they will appear with 

initial capitalization.  The plural use of a term defined in the singular will share the same meaning. 

 

Actively at Work or Active Work means that You are performing all of the usual and customary 

duties of Your job on a regular basis.  This must be done at: 

¶ the Employerôs place of business; 

¶ an alternate place approved by the Employer; or 

¶ a place to which the Employerôs business requires You to travel. 

 

You will be deemed to be Actively at Work during weekends or Employer approved vacations, 

holidays or business closures if You were Actively at Work on the last scheduled work day 

preceding such time off. 

 

Cast Restoration means an inlay, onlay, or crown. 

 

Child means the following: 

Your biological and adopted child; a grandchild who lives with You in a regular 

child-parent relationship where the grandchild receives no support or maintenance from 

the parent and where You are a court-appointed guardian of the grandchild; a stepchild (i.e. 

the child of Your current spouse); or a child, other than a grandchild or stepchild, for whom 

You are a court-appointed guardian, but does not include a foster child; and who, in each 

case, is under age 26. 

An adopted child includes a child placed in Your physical custody for purpose of adoption.  

If prior to completion of the legal adoption the child is removed from Your custody, the 

childôs status as an adopted child will end. 

If You provide This Plan notice, a Child also includes a child for whom You must provide 

Dental Benefits due to a Qualified Medical Child Support Order as defined in the Employee 

Retirement Income Security Act of 1974, as amended. 

 

Claim Administrator means Metropolitan Life Insurance Company (ñMetLifeò), New York, 

New York.  The Claim Administrator does not insure the benefits described in this Summary Plan 

Description. 

 

Contributory Coverage means coverage for which the Employer requires You to pay any part of 

the cost of coverage. 

Contributory Coverage includes: Dental Benefits. 

 

Covered Percentage (applies to Classic PDP Plan) means: 

¶ for a Covered Service performed by an In-Network Dentist, the percentage of the 

Maximum Allowed Charge that This Plan will pay for such services after any required 

Deductible is satisfied; and 
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¶ for a Covered Service performed by an Out-of-Network Dentist, the percentage of the 

Reasonable and Customary Charge that This Plan will pay for such services after any 

required Deductible is satisfied. 

 

Covered Percentage (applies to Value PDP Plan) means:  

¶ for a Covered Service performed by an In-Network Dentist, the percentage of the 

Maximum Allowed Charge that This Plan will pay for such services after any required 

Deductible is satisfied; and 

¶ for a Covered Service performed by an Out-of-Network Dentist, the percentage of the 

Maximum Allowed Charge that This Plan will pay for such services after any required 

Deductible is satisfied. 

 

Covered Service means a dental service used to treat You or Your Dependentôs dental condition 

which is: 

¶ prescribed or performed by a Dentist while such person is covered for Dental Benefits; 

¶ Dentally Necessary to treat the condition; and 

¶ described in the section entitled BENEFITS AT A GLANCE or DENTAL BENEFITS 

sections of this Summary Plan Description. 

 

Deductible means the amount You or Your Dependents must pay before This Plan will pay for 

Covered Services. 

 

Dental Hygienist means a person trained to: 

¶ remove calcareous deposits and stains from the surfaces of teeth; and 

¶ provide information on the prevention of oral disease. 

 

The term does not include: 

¶ You;| 

¶ Your Spouse; or 

o any member of Your immediate family including You and/or Your Spouseôs 

o parents; 

o children (natural, step or adopted); 

o siblings; 

o grandparents; or 

o grandchildren. 

 

Dentally Necessary means that a dental service or treatment is performed in accordance with 

generally accepted dental standards, as determined by the Claim Administrator, and is: 

¶ necessary to treat decay, disease or injury of the teeth; or 

¶ essential for the care of the teeth and supporting tissues of the teeth. 

 

Dentist means: 

¶ a person licensed to practice dentistry in the jurisdiction where such services are 

performed; or 

¶ any other person whose services, according to applicable law, must be treated as 

Dentistôs services for purposes of This Plan.  Each such person must be licensed in the 



 

Exhibit A-3 

167 
4811-3358-2725.13  

jurisdiction where the services are performed and must act within the scope of that 

license.  The person must also be certified and/or registered if required by such 

jurisdiction. 

 

For purposes of Dental Benefits, the term will include a Physician who performs a Covered 

Service. 

 

Dentures means fixed partial dentures (bridgework), removable partial dentures and removable 

full dentures. 

 

Dependent(s) means Your Spouse and/or Child. 

 

Eligible Associate means an associate who meets the eligibility rules as outlined in the section 

entitled ELIGIBILITY PROVISIONS. 

 

Employer means Woodmen of the World Life Insurance Society hereinafter referred to as 

ñWoodmenLife.ò 

 

In -Network Dentist means a Dentist who participates in the Preferred Dentist Program and has a 

contractual agreement with MetLife to accept the Maximum Allowed Charge as payment in full 

for a dental service. 

 

Maximum Allowed Charge means the lesser of: 

¶ the amount charged by the Dentist; or 

¶ the maximum amount which the In-Network Dentist has agreed with MetLife to accept 

as payment in full for the dental service. 

 

Out-of-Network Dentist means a Dentist who does not participate in the Preferred Dentist 

Program. 

 

Physician means: 

¶ a person licensed to practice medicine in the jurisdiction where such services are 

performed; or 

¶ any other person whose services, according to applicable law, must be treated as 

Physicianôs services for purposes of the group benefits.  Each such person must be 

licensed in the jurisdiction where he performs the service and must act within the scope 

of that license.  He must also be certified and/or registered if required by such 

jurisdiction. 

 

The term does not include: 

¶ You; 

¶ Your Spouse; or 

¶ any member of Your immediate family including You and/or Your Spouseôs| 

o parents; 

o children (natural, step or adopted); 

o siblings; 
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o grandparents; or 

o grandchildren. 

 

Proof means Written evidence satisfactory to the Claim Administrator that a person has satisfied 

the conditions and requirements for any benefit described in this Summary Plan Description.  

When a claim is made for any benefit described in this Summary Plan Description, Proof must 

establish: 

¶ the nature and extent of the loss or condition; 

¶ This Planôs obligation to pay the claim; and 

¶ the claimantôs right to receive payment. 

 

Proof must be provided at the claimantôs expense. 

 

Reasonable and Customary Charge (only applies to the Classic PDP Plan) is the lowest of: 

¶ the Dentistôs actual charge for the services or supplies (or, if the provider of the service 
or supplies is not a Dentist, such other providerôs actual charge for the services or 

supplies) (the ñActual Chargeò); or 

¶ the usual charge by the Dentist or other provider of the services or supplies for the same 

or similar services or supplies (the ñUsual Chargeò); or 

¶ the usual charge of other Dentists or other providers in the same geographic area equal 

to the 80th percentile of charges as determined by the Claim Administrator based on 

charge information for the same or similar services or supplies maintained in the Claim 

Administratorôs Reasonable and Customary Charge records (the ñCustomary Chargeò).  

Where the Claim Administrator determines that there is inadequate charge information 

maintained in the Claim Administratorôs Reasonable and Customary Charge records 

for the geographic area in question, the Customary Charge will be determined based on 

actuarially sound principles. 

 

An example of how the 80th percentile is calculated is to assume one hundred (100) charges for 

the same service are contained in the Claim Administratorôs Reasonable and Customary charge 

records.  These one hundred (100) charges would be sorted from lowest to highest charged amount 

and numbered 1 through 100.  The 80th percentile of charges is the charge that is equal to the 

charge numbered 80. 

 

Signed means any symbol or method executed or adopted by a person with the present intention 

to authenticate a record, which is on or transmitted by paper or electronic media which is 

acceptable to the Claim Administrator, and consistent with applicable law. 

 

Spouse means Your lawful spouse, unless the marriage has been ended by a legal, effective decree 

of dissolution, divorce or separation. 

 

This Plan means the self-funded Dental Benefits Plan of the Employer. 

 

Written or Writing means a record which is on or transmitted by paper or electronic media which 

is acceptable to the Claim Administrator and consistent with applicable law. 

 



 

Exhibit A-3 

169 
4811-3358-2725.13  

Year or Yearly, for Dental Benefits, means the 12 month period that begins January 1. 

 

You and Your mean an associate who is eligible the benefits described in this Summary Plan 

Description. 
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ELIGIBILITY PROVISIONS: COVERAGE FOR YOU 

ELIGIBLE CLASS(ES)  

Home Office Associates: Regular, full-time associates working at least 36 hours per week are 

eligible to enroll for dental coverage on the first of the month following their date of employment.   

Part-Time Home Office Associates: Regular, part-time associates who work at least 20 hours per 

week are eligible for dental coverage on the first of the month following their date of employment.   

Regional Directors and Recruiting Sales Managers: Regional Directors and Recruiting Sales 

Managers are eligible to enroll for dental coverage on the first of the month following the date of 

their manager appointment. 

WoodmenLife Representatives: WoodmenLife Representatives with a Fast Start Agreement or 

a Fast Start Subsidy Agreement are eligible to enroll for dental coverage on the first of the month 

following their WoodmenLife contract date.  WoodmenLife Representatives with a Business 

Development Agreement (BDA) are eligible to enroll for dental coverage on the later of the first 

day of the month following their WoodmenLife contract date or their BDA date.  If the 

WoodmenLife contract date equals the BDA date, the effective date of dental coverage is the first 

day of the month following the WoodmenLife contract/BDA date. 

Note: If two eligible persons are both associates of WoodmenLife and are married to each other, 

they may each elect to enroll as Associate Only, or one person may enroll in Associate plus Spouse 

or Family coverage for coverage of both eligible persons.  (The may not elect to enroll in both 

Associate Only and Associate plus Spouse or Family coverage concurrently.) When the parents of 

a child are covered under The Plan as associates or WoodmenLife Representatives, the child can 

be covered as a dependent of only one parent. 

ENROLLMENT PR OCESS 

If You are eligible for coverage, You may enroll for such coverage by completing the required 

form in Writing.  If You enroll for Contributory Coverage, You must also give the Employer 

Written permission to deduct contributions from Your pay for such coverage.  You will be notified 

by the Employer how much You will be required to contribute. 

The Dental Benefits have a regular enrollment period established by the Employer.  Subject to the 

rules of This Plan, You may enroll for Dental Benefits only when You are first eligible, during an 

annual enrollment period or if You have a Qualifying Event.  You should contact the Employer 

for more information regarding the flexible benefits plan. 

DATE YOUR COVERAGE TAKES EFFECT  

Enrollment When First Eligible  

If You complete the enrollment process within 31 days of becoming eligible for coverage, such 

coverage will take effect on the date You become eligible, provided You are Actively at Work on 

that date. 
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If You are not Actively at Work on the date the coverage would otherwise take effect, the coverage 

will take effect on the day You resume Active Work. 

If You Do Not Enroll When First Eligible  

If You do not complete the enrollment process within 31 days of becoming eligible, You will not 

be able to enroll for coverage until the next enrollment period for Dental Benefits, as determined 

by the Employer.  At that time You will be able to enroll for coverage for which You are then 

eligible. 

Enrollment During An Annual Enrollment Period  

During any annual enrollment period as determined by the Employer, You may enroll for coverage 

for which You are eligible or choose a different option than the one for which You are currently 

enrolled.  The coverage enrolled for or changes to Your coverage will take effect on the first day 

of the calendar year following the enrollment period, if You are Actively at Work on that date. 

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage 

will take effect on the date You resume Active Work. 

Enrollment Due to a Qualifying Event 

You may enroll for coverage for which You are eligible or change Your coverage between annual 

enrollment periods only if You have a Qualifying Event. 

If You have a Qualifying Event, You will have 31 days from the date of that change to make a 

request.  This request must be consistent with the nature of the Qualifying Event.  The coverage 

enrolled for or changes to Your coverage made as a result of a Qualifying Event, will take effect 

on the first day of the month following the Qualifying Event, if You are Actively at Work on that 

date. 

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage 

will take effect on the day You resume Active Work. 

Qualifying Event includes: 

¶ marriage; 

¶ the birth, adoption or placement for adoption of a dependent child; 

¶ divorce, legal separation or annulment; 

¶ the death of a dependent; 

¶ a change in Your or Your dependentôs employment status, such as beginning or ending 
employment, strike, lockout, taking or ending a leave of absence, changes in worksite 

or work schedule, if it causes You or Your dependent to gain or lose eligibility for 

group coverage; 
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¶ Your taking leave under the United States Family and Medical Leave Act; 

¶ Your dependentôs ceasing to qualify as a dependent under this coverage or under other 

group coverage; 

¶ You previously did not enroll for Dental Benefits for You or Your dependent because 

You had other group coverage, but that coverage has ceased due to one or more of the 

following reasons: 

1. loss of eligibility for the other group coverage; 

2. termination of employer contributions for the other group coverage; or 

3. COBRA Continuation of the other group coverage was exhausted; 

¶ a judgment, decree or order resulting from a divorce, legal separation, annulment or 

change in legal custody that requires either: 

1. You to provide health coverage for Your child; or 

2. Your spouse, former spouse, other individual to provide coverage for Your child if 

that other person does in fact provide that coverage; 

¶ You or Your dependent become entitled to Medicare or Medicaid coverage (other than 

coverage solely for pediatric vaccines); or 

¶ You or Your dependent lose entitlement to Medicare or Medicaid eligibility. 

DATE YOUR COVERAGE ENDS   

Your coverage will end on the earliest of: 

1. the date This Plan ends; 

2. the date coverage ends for Your class; 

3. the end of the period for which the last contribution has been paid for You 

4. the last day of the month in which Your employment terminates (if You are a Home 

Office Associate) or Your contract terminates (if You are a Regional Director, 

Recruiting Sales Manager, or WoodmenLife Representative); or 

5. In certain cases, coverage may be continued as stated in the section entitled 

CONTINUATION OF COVERAGE.  
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ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS 

ENROLLMENT PROCESS 

If You are eligible for Dependent coverage, You may enroll for such coverage by completing the 

required form in Writing for each Dependent to be covered.  If You enroll for Contributory 

Coverage, You must also give the Employer Written permission to deduct contributions from Your 

pay for such coverage.  You will be notified by the Employer how much You will be required to 

contribute. 

In order to enroll for Dental Coverage for Your Dependents, You must either (a) already be 

enrolled for Dental Benefits for You or (b) enroll at the same time for Dental Benefits for You. 

The Dental Benefits have a regular enrollment period established by the Employer.  Subject to the 

rules of This Plan, You may enroll for Dependent coverage only when You are first eligible, during 

an enrollment period or if You have a Qualifying Event.  You should contact the Employer for 

more information regarding the flexible benefits plan. 

DATE COVERAGE TAKES EFFECT FOR YOUR DEPENDENTS  

Enrollment When First Eligible 

If You complete the enrollment process within 31 days of becoming eligible for Dependent 

coverage, such coverage will take effect on the date You become eligible, provided You are 

Actively at Work on that date. 

If You are not Actively at Work on the date the coverage would otherwise take effect, the coverage 

will take effect on the day You resume Active Work. 

If You Do Not Enroll When First Eligible  

If You do not complete the enrollment process within 31 days of becoming eligible, You will not 

be able to enroll for Dependent coverage until the next enrollment period for Dental Benefits, as 

determined by the Employer.  At that time You will be able to enroll for coverage for which You 

are then eligible. 

Enrollment During An Annual Enrollment Period  

During any annual enrollment period as determined by the Employer, You may enroll for 

Dependent coverage for which You are eligible or choose a different option than the one for which 

Your Dependents are currently enrolled.  The coverage enrolled for or changes to Your coverage 

will take effect on the first day of the calendar year following the enrollment period, if You are 

Actively at Work on that date. 

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage 

will take effect on the day You resume Active Work. 
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Enrollment Due to a Qualifying Event 

You may enroll for Dependent coverage for which You are eligible, or change the amount of Your 

Dependent coverage between annual enrollment periods only if You have a Qualifying Event. 

If You have a Qualifying Event, You will have 31 days from the date of that change to make a 

request.  This request must be consistent with the nature of the Qualifying Event.  The coverage 

enrolled for or changes to Your coverage made as a result of a Qualifying Event, will take effect 

on the first day of the month following the qualifying event, if You are Actively at Work on that 

date. 

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage 

will take effect on the day You resume Active Work. 

Qualifying Event includes: 

¶ marriage; 

¶ the birth, adoption or placement for adoption of a dependent child; 

¶ divorce, legal separation or annulment; 

¶ the death of a dependent; 

¶ a change in Your or Your dependentôs employment status, such as beginning or ending 

employment, strike, lockout, taking or ending a leave of absence, changes in worksite 

or work schedule, if it causes You or Your dependent to gain or lose eligibility for 

group coverage; 

¶ Your taking leave under the United States Family and Medical Leave Act; 

¶ Your dependentôs ceasing to qualify as a dependent under this coverage or under other 
group coverage; 

¶ You previously did not enroll for Dental Coverage for You or Your dependent because 

You had other group coverage, but that coverage has ceased due to one or more of the 

following reasons: 

1. loss of eligibility for the other group coverage 

2. termination of employer contributions for the other group coverage 

3. COBRA Continuation of the other group coverage was exhausted; 

¶ a judgment, decree or order resulting from a divorce, legal separation, annulment or 

change in legal custody that requires either: 

1. You to provide health coverage for Your child; 
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2. Your spouse, former spouse or other individual to provide coverage for Your child 

if that other person does in fact provide that coverage 

3. You or Your dependent become entitled to Medicare or Medicaid coverage (other 

than coverage solely for pediatric vaccines); or 

¶ You or Your dependent lose entitlement to Medicare or Medicaid eligibility.  

DATE YOUR COVERAGE FOR YOUR DEPENDENTS ENDS 

A Dependentôs coverage will end on the earliest of: 

1. the date You die; 

2. the date Dental Benefits for You ends; 

3. the date This Plan ends; 

4. the date coverage for Your Dependents ends under This Plan; 

5. the date coverage for Your Dependents ends for Your class; 

6. the last day of the month in which Your employment terminates (if You are a Home 

Office Associate) or Your contract terminates (if You are a Regional Director, 

Recruiting Sales Manager, or WoodmenLife Representative); except as stated in the 

section entitled CONTINUATION OF COVERAGE; 

7. the end of the period for which the last contribution has been paid 

8. the last day of the calendar month in which the person ceases to be a Dependent; 

9. In certain cases, coverage may be continued as stated in the section entitled 

CONTINUATION OF COVERAGE. 

CONTINUATION OF COVERAGE  

FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN  

 

Coverage for a Dependent Child may be continued past the age limit if the child is incapable of 

self-sustaining employment because of a mental or physical handicap as defined by applicable law.  

Proof of such handicap must be sent to This Plan within 31 days after the date the Child attains the 

age limit and at reasonable intervals after such date. 

Subject to the DATE COVERAGE FOR YOUR DEPENDENTS ENDS subsection of the section 

entitled ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS, coverage will 

continue while such Child: 

¶ remains incapable of self-sustaining employment because of a mental or physical 

handicap; and 
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¶ continues to qualify as a Child, except for the age limit. 

 

AT THE EMPLOYERôS OPTION 

The Employer has elected to continue coverage by paying contributions for Associates who cease 

Active Work in an eligible class for any of the reasons specified below.  If Your coverage is 

continued, coverage for Your Dependents may also be continued. 

Coverage will continue for the following periods: 

1. if You cease Active Work due to layoff, for a period in accordance with the 

Employerôs general practice for an Associate in Your job class; 

2. if You cease Active Work due to any other Employer approved leave of absence, 

for a period in accordance with the Employerôs general practice for an Associate in 

Your job class; 

3. if You cease Active Work due to injury or sickness, for a period in accordance with 

the Employerôs general practice for an Associate in Your job class; 

4. if You cease Active Work due to strike, for a period in accordance with the 

Employerôs general practice for an Associate in Your job class.  

The Employerôs general practice for Associates in a job class determines which Associates with 

the above types of absences are to be considered as still covered and for how long among persons 

in like situations. 

At the end of any of the continuation periods listed above, Your coverage will be affected as 

follows: 

¶ if You resume Active Work in an eligible class at this time, You will continue to be 

covered under This Plan; 

¶ if You do not resume Active Work in an eligible class at this time, Your employment 

will be considered to end and Your coverage will end in accordance with the DATE 

YOUR COVERAGE ENDS subsection of the section entitled ELIGIBILITY 

PROVISIONS: COVERAGE FOR YOU. 

If Your coverage ends, Your Dependentsô coverage will also end in accordance with the DATE 

YOUR COVERAGE FOR YOUR DEPENDENTS ENDS subsection of the section entitled 

ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS. 

DENTAL BENEFITS  

If You or a Dependent incur a charge for a Covered Service, Proof of such service must be sent to 

the Claim Administrator.  When the Claim Administrator receives such Proof, the Claim 
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Administrator will review the claim and if the Claim Administrator approves it, This Plan will pay 

the Dental Benefits in effect on the date that service was completed. 

These Dental Benefits give access to Dentists through the MetLife Preferred Dentist Program 

(PDP).  Dentists participating in the PDP have agreed to limit their charge for a dental service to 

the Maximum Allowed Charge for such service.  Under the PDP, This Plan pays benefits for 

Covered Services performed by either In-Network Dentists or Out-of-Network Dentists.  However, 

You may be able to reduce Your out-of-pocket costs by using an In-Network Dentist because 

Out-of-Network Dentists have not entered into an agreement with MetLife to limit their charges.  

You are always free to receive services from any Dentist.  You do not need any authorization from 

This Plan to choose a Dentist.  You are always free to select the Dentist of your choice. However, 

if You choose a non-participating Dentist, Your out-of-pocket costs may be higher. 

Dental Coverage may not be available for all dental services.  Whether or not benefits are available 

for a particular service, does not mean You should or should not receive the service.  You and 

Your Dentist have the right and are responsible at all times for choosing the course of treatment 

and services to be performed.  After services have been performed, the Claim Administrator 

determine the extent to which benefits, if any, are payable. 

When requesting a Covered Service from an In-Network Dentist, it is recommended that You: 

¶ identify Yourself as covered in the Preferred Dentist Program; and 

 

¶ confirm that the Dentist is currently an In-Network Dentist at the time that the Covered 

Service is performed. 

 

The amount of the benefit will not be affected by whether or not You identify Yourself as a member 

in the Preferred Dentist Program. 

You can obtain a customized listing of MetLifeôs In-Network Dentists either by calling 

1-800-942-0854 or by visiting MetLifeôs website at www.metlife.com/dental or 

www.metlife.com/mybenefits. 

Through international dental travel assistance services* You can obtain a referral to a local dentist 

by calling +1-312-356-5970 (collect) when outside the U.S. to receive immediate care until You 

can see Your dentist. Coverage will be considered under Your out-of-network benefits.**  Please 

remember to hold on to all receipts to submit a dental claim. 

* AXA As sistance USA, Inc. provides Dental referral services only. AXA Assistance is not 

affiliated with MetLife, and the services and benefits they provide are separate and apart from any 

insurance provided by MetLife. 

Referral services are not available in all locations. 

**Refer to Your dental benefits plan summary for Your out-of-network dental coverage. 

 

http://www.metlife.com/mybenefits
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BENEFIT AMOUNTS  

This Plan will pay benefits in an amount equal to the Covered Percentage for charges incurred by 

You or a Dependent for a Covered Service as shown in the section entitled BENEFITS AT A 

GLANCE, subject to the conditions set forth in this Summary Plan Description. 

In -Network 

If a Covered Service is performed by an In-Network Dentist, This Plan will base the benefit on the 

Covered Percentage of the Maximum Allowed Charge. 
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If an In-Network Dentist performs a Covered Service, You will be responsible for paying: 

¶ the Deductible; and 

 

¶ any other part of the Maximum Allowed Charge for which This Plan does not pay 

benefits. 

 

Out-of-Network 

If a Covered Service is performed by an Out-of-Network Dentist, This Plan will base the benefit 

on the Covered Percentage of the Reasonable and Customary Charge for the Classic PDP Plan.  

The Value PDP Plan will base the benefit on the Maximum Allowed Charge. 

Out-of-Network Dentists may charge You more than the Reasonable and Customary Charge or 

Maximum Allowed Charge.  If an Out-of-Network Dentist performs a Covered Service, You will 

be responsible for paying: 

¶ the Deductible; and 

 

¶ any other part of the Reasonable and Customary Charge (Classic PDP Plan) or the 

Maximum Allowed Charge (Value PDP Plan) for which This Plan does not pay 

benefits; and 

 

¶ any amount in excess of the Reasonable and Customary Charge (Classic PDP Plan) or 

the Maximum Allowed Charge (Value PDP Plan) charged by the Out-of-Network 

Dentist. 

 

Maximum Benefit Amounts 

The section entitled BENEFITS AT A GLANCE sets forth Maximum Benefit Amounts This Plan 

will pay for Covered Services received In-Network and Out-of-Network.  This Plan will never pay 

more than the greater of the In-Network Maximum Benefit Amount or the Out-of-Network 

Maximum Benefit Amount. 

For example, if a Covered Service is received Out-of-Network and We pay $300 in benefits for 

such service, $300 will be applied toward both the In-Network and the Out-of-Network Maximum 

Benefit Amounts applicable to such service. 

Deductibles 

The Deductible amounts are shown in the section entitled BENEFITS AT A GLANCE. 

The Yearly Individual Deductible is the amount You and each Dependent must pay for Covered 

Services to which such Deductible applies each Year before This Plan pays benefits for such 

Covered Services. 
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This Plan applies amounts used to satisfy Yearly Individual Deductibles to the Yearly Family 

Deductible.  Once the Yearly Family Deductible is satisfied, no further Yearly Individual 

Deductibles are required to be met. 

The amount This Plan applies toward satisfaction of a Deductible for a Covered Service is the 

amount the Claim Administrator uses to determine benefits for such service. 

Alternate Benefit 

If Claim Administrator determines that a service, less costly than the Covered Service the Dentist 

performed, could have been performed to treat a dental condition, This Plan will pay benefits based 

upon the less costly service if such service: 

¶ would produce a professionally acceptable result under generally accepted dental 

standards; and 

 

¶ would qualify as a Covered Service. 

 

For example: 

¶ when a filling and an inlay are both professionally acceptable methods for treating tooth 

decay or breakdown, the Claim Administrator may base the benefit determination upon 

the filling which is the less costly service; 

 

¶ when a filling and a crown are both professionally acceptable methods for treating tooth 

decay or breakdown, the Claim Administrator may base the benefit determination upon 

the filling which is the less costly service; and 

 

¶ when a partial denture and fixed bridgework are both professionally acceptable 

methods for replacing multiple missing teeth in an arch, the Claim Administrator may 

base the benefit determination upon the partial denture which is the less costly service. 

 

If This Plan pays benefits based upon a less costly service in accordance with this subsection, the 

Dentist may charge You or Your Dependent for the difference between the service that was 

performed and the less costly service.  This is the case even if the service is performed by an 

In-Network Dentist. 

Certain comprehensive dental services have multiple steps associated with them.  These steps can 

be completed at one time or during multiple sessions.  For benefit purposes under this Summary 

Plan Description, these separate steps of one service are considered to be part of the more 

comprehensive service.  Even if the dentist submits separate bills, the total benefit payable for all 

related charges will be limited by the maximum benefit payable for the more comprehensive 

service.  For example, root canal therapy includes x-rays, opening of the pulp chamber, additional 

x-rays, and filling of the chamber.  Although these services may be performed in multiple sessions, 

they all constitute root canal therapy.  Therefore, This Plan will only pay benefits for the root canal 

therapy. 
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Procedure charge schedules are subject to change each plan year. You can obtain an updated 

procedure charge schedule for Your area via fax by calling 1-800-942-0854 and using the MetLife 

Dental Automated Information Service. Actual payments may vary from the pretreatment estimate 

depending upon annual maximums, plan frequency limits, deductibles, and other limits applicable 

at time of payment. 

Orthodontic Covered Services 

Orthodontic treatment generally consists of initial placement of an appliance and periodic 

follow-up visits. 

The benefit payable for the initial placement will not exceed 20% of the amount charged by the 

Dentist. 

The benefit payable for the periodic follow-up visits will be payable on a quarterly basis during 

the course of the orthodontic treatment if: 

¶ Dental Benefits are in effect for the person receiving the orthodontic treatment; and| 

 

¶ Proof is given to the Claim Administrator that the orthodontic treatment is continuing. 

 

Benefits for Orthodontic Services Begun Prior to these Dental Benefits 

If the initial placement was made prior to these Dental Benefits being in effect, the benefit payable 

wil l be reduced by the portion attributable to the initial placement. 

If the periodic follow-up visits commenced prior to these Dental Benefits being in effect: 

¶ the number of months for which benefits are payable will be reduced by the number of 

months of treatment performed before these Dental Benefits were in effect; and| 

 

¶ the total amount of the benefit payable for the periodic visits will be reduced 

proportionately. 

 

Pretreatment Estimate of Benefits 

If a planned dental service is expected to cost more than $500, You have the option of requesting 

a pretreatment estimate of benefits.  The Dentist should submit a claim detailing the services to be 

performed and the amount to be charged.  The request may be made at www.metdental.com or by 

calling 1-877-MET-DDS9.  After the Claim Administrator receives this information, the Claim 

Administrator will provide You with an estimate of the Dental Benefits available for the service.  

The estimate is not a guarantee of the amount This Plan will pay.  Actual payments may vary 

depending upon plan maximums, deductibles, frequency limits, and other conditions at time of 

payment.  Under the Alternate Benefit provision, benefits may be based on the cost of a service 

other than the service that You choose.  You are required to submit Proof on or after the date the 

dental service is completed in order for This Plan to pay a benefit for such service. 



 

Exhibit A-3 

182 
4811-3358-2725.13  

The pretreatment estimate of benefits is only an estimate of benefits available for proposed dental 

services.  You are not required to obtain a pretreatment estimate of benefits.  As always, You or 

Your Dependent and the Dentist are responsible for choosing the services to be performed. 

Benefits This Plan Will Pay After Coverage Ends 

This Plan will pay benefits for a 31-day period after Your coverage ends for the completion of 

installation of a prosthetic device if: 

¶ the Dentist prepared the abutment teeth or made impressions before Your coverage 

ends; and| 

 

¶ the device is installed within 31 days after the date the coverage ends. 

 

This Plan will pay benefits for a 31-day period after Your coverage ends for the completion of 

installation of a Cast Restoration if: 

¶ the Dentist prepared the tooth for the Cast Restoration before Your coverage ends; and| 

 

¶ the Cast Restoration is installed within 31 days after the date the coverage ends. 

 

This Plan will pay benefits for a 31-day period after Your coverage ends for completion of root 

canal therapy if: 

¶ the Dentist opened into the pulp chamber before Your coverage ends; and 

 

¶ the treatment is finished within the 31 days after date the coverage ends. 

 

DENTAL BENEFITS: DESCRIPTION OF COVERED SERVICES  

Type A Covered Services 

1. Oral exams and problem-focused exams, not described elsewhere but no more than twice 

in a Year. 

2. Full mouth or panoramic x-rays once every 3 

3. Bitewing x-rays 1 set in a Year. 

4. Intraoral-periapical x-rays. 

5. X-rays, except as mentioned elsewhere. 

6. Pulp vitality and bacteriological studies for determination of bacteriologic agents 

7. Diagnostic casts. 

8. Cleaning of teeth (oral prophylaxis) twice in a Year. 
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9. Emergency palliative treatment to relieve tooth pain. 

10. Topical fluoride treatment for a Child under age 19, twice in a Year 

11. Space maintainers for a Child under age 19. 

12. Sealants for a Child under age 16, which are applied to non-restored, non-decayed first and 

second permanent molars, once per tooth every 4 years. 

13. Preventive resin restorations, which are applied to non-restored first and second permanent 

molars, once per tooth every 4 years. 

14. Limited oral evaluation ï problem focused 

15. Caries susceptibility tests. 

16. If diagnosed with Sjogrenôs Syndrome, provided supporting documentation is received 
from Your dental provider and approved by the Claims Administrator, two additional oral 

exams and two additional oral prophylaxes will be covered in a Year. 

Type B Covered Services 

1. Fillings. 

2. Resin-based composite fillings. 

3. Protective (sedative) fillings. 

4. Full mouth debridements, but not more than once in a lifetime. 

5. Simple extractions.  Extractions of primary teeth or adult teeth solely for orthodontic 

purposes will be treated as orthodontic services 

6. Periodontal maintenance, where periodontal treatment (including scaling, root planning, 

and periodontal surgery, such as gingivectomy, gingivoplasty and osseous surgery) has 

been performed.  Periodontal maintenance is limited to four times in any Year less the 

number of teeth cleanings received during such Year. 

7. Periodontal scaling and root planning, but not more than once per quadrant in any 24-

month period. 

8. Local chemotherapeutic agents 

9. Injections of therapeutic drugs. 

10. Relinings and rebasings of existing removable Dentures: 

¶ if at least 6 months have passed since the installation of the existing removable Denture; 

and| 



 

Exhibit A-3 

184 
4811-3358-2725.13  

¶ not more than once in any 36-month period. 

 

11. Re-cementing of Cast Restorations or Dentures. 

12. Adjustments of Dentures, if at least 6 months have passed since the installation of the 

Denture. 

13. Addition of teeth to a partial removable Denture to replace natural teeth removed while 

these Dental Benefits were in effect for the person receiving such services. 

14. Tissue conditioning. 

15. Simple Repairs of Cast Restorations or Dentures other than recementing. 

16. Application of desensitizing medicaments where periodontal treatment (including scaling, 

root planning, and periodontal surgery, such as osseous surgery) has been performed. 

17. Occlusal adjustments. 

18. Consultations. 

19. Pulp capping (excluding final restoration). 

20. Therapeutic pulpotomy (excluding final restoration). 

21. Prefabricated stainless steel crown or prefabricated resin crown, but no more than one 

replacement for the same tooth surface within 60 consecutive months. 

22. Brush Biopsies. 

Type C Covered Services 

1. Cone beam imaging, but not more than once for the same tooth position in 60 months. 

2. Pulp therapy. 

3. General anesthesia or intravenous sedation in connection with oral surgery, extractions or 

other Covered Services, when the Claim Administrator determines such anesthesia is 

necessary in accordance with generally accepted dental standards. 

4. Initial installation of full or partial Dentures (other than implant supported prosthetics): 

¶ when needed to replace congenitally missing teeth; or| 

¶ when needed to replace natural teeth that are lost while the person receiving such 

benefits was covered for Dental Benefits. 

 

5. Replacement of a non-serviceable fixed Denture if such Denture was installed more than 

60 months prior to replacement. 
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6. Replacement of a non-serviceable removable Denture if such Denture was installed more 

than 60 months prior to replacement. 

7. Replacement of an immediate, temporary, full Denture with a permanent, full Denture, if 

the immediate, temporary, full Denture cannot be made permanent and such replacement 

is done within 12 months of the installation of the immediate, temporary, full Denture. 

8. Initial installation of Cast Restorations. 

9. Replacement of any Cast Restoration with the same or a different type of Cast Restoration, 

but no more than one replacement for the same tooth surface within 60 months of a prior 

replacement. 

10. Oral Surgery, except as mentioned elsewhere in this Summary Plan Description. 

11. Core buildup, but no more than once per tooth in a period of 60 months. 

12. Posts and cores, but no more than once per tooth in a period of 60 months. 

13. Labial veneers, but no more than once per tooth in a period of 60 months. 

14. Fixed and removable appliances for correction of harmful habits. 

15. Surgical extractions.  Extractions of primary teeth or adult teeth solely for orthodontic 

purposes will be treated as orthodontic services. 

16. Root canal treatment, but not more than once in any 24-month period for the same tooth. 

17. Apexification/recalcification. 

18. Periodontal surgery, including gingivectomy, gingivoplasty and osseous surgery, but no 

more than one surgical procedure per quadrant in any 36-month period. 

19. Repair of implants, but not more than once in a 12-month period. 

20. Implant services (including sinus augmentation and bone replacement and graft for ridge 

preservation), when needed to replace congenitally missing teeth or to replace natural teeth 

that are lost while the person receiving such benefit was covered for Dental Benefits, but 

no more than once for the same tooth position in a 60-month period. 

21. Appliances for treatment for bruxism (grinding teeth), including but not limited to occlusal 

guards and night guards. 

22. Implant supported Cast Restorations, but no more than once for the same tooth position in 

a 60-month period. 

23. Implant supported fixed Dentures, but no more than once for the same tooth position in a 

60-month period. 
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24. Implant supported removable Dentures, but no more than once for the same tooth position 

in a 60-month period. 

Orthodontic Covered Services 

Orthodontia for You, Your Spouse and Your Children up to age 26. 

DENTAL BENEFITS: EXCLUSIONS  

This Plan will not pay Dental Benefits for charges incurred for: 

1. services which are not Dentally Necessary, those which do not meet generally accepted 

standards of care for treating the particular dental condition, or which This Plan deems 

experimental in nature; 

2. services for which You would not be required to pay in the absence of Dental Benefits; 

3. services or supplies received by You or Your Dependent before the Dental Benefits start 

for that person; 

4. services which are neither performed nor prescribed by a Dentist, except for those services 

of a licensed dental hygienist which are supervised and billed by a Dentist, and which are 

for: 

¶ scaling and polishing of teeth; or 

¶ fluoride treatments; 

 

5. services which are primarily cosmetic; 

6. services or appliances which restore or alter occlusion or vertical dimension; 

7. restoration of tooth structure damaged by attrition, abrasion or erosion, unless caused by 

disease; 

8. restorations or appliances used for the purpose of periodontal splinting; 

9. counseling or instruction about oral hygiene, plaque control, nutrition and tobacco; 

10. personal supplies or devices including, but not limited to: water piks, toothbrushes, or 

dental floss; 

11. initial installation of a Denture or implant to replace one or more teeth which were missing 

before such person was covered for Dental Benefits, except for congenitally missing teeth; 

12. decoration or inscription of any tooth, device, appliance, crown or other dental work; 

13. missed appointments; 

14. services: 
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¶ covered under any workersô compensation or occupational disease law; 

¶ covered under any employer liability law; 

¶ for which the Employer of the person receiving such services is not required to pay; or 

¶ received at a facility maintained by the Employer, labor union, mutual benefit 

association, or VA hospital; 

 

15. services covered under other coverage provided by the Employer; 

16. biopsies of hard or soft oral tissue; 

17. temporary or provisional restorations; 

18. temporary or provisional appliances; 

19. prescription drugs; 

20. services for which the submitted documentation indicates a poor prognosis; 

21. the following, when charged by the Dentist on a separate basis: 

¶ claim form completion; 

¶ infection control, such as gloves, masks, and sterilization of supplies; or 

¶ local anesthesia, non-intravenous conscious sedation or analgesia, such as nitrous 

oxide; 

 

22. dental services arising out of accidental injury to the teeth and supporting structures, except 

for injuries to the teeth due to chewing or biting of food; 

23. modification of removable prosthodontic and other removable prosthetic services; 

24. precision attachments associated with fixed and removable prostheses, except when the 

precision attachment is related to implant prosthetics; 

25. adjustment of a Denture made within 6 months after installation by the same Dentist who 

installed it; 

26. duplicate prosthetic devices or appliances; 

27. replacement of a lost or stolen appliance, Cast Restoration or Denture; 

28. repair or replacement of an orthodontic device; 

29. diagnosis and treatment of temporomandibular joint disorders; 

30. intra and extraoral photographic images. 

DENTAL BENEFITS: COORDINATION OF BENEFITS  
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When You or a Dependent incurs charges for Covered Services, there may be other Plans, as 

defined below, that also provide benefits for those same charges.  In that case, This Plan may 

reduce what This Plan pays based on what the other Plans pay.  This Coordination of Benefits 

section explains how and when This Plan does this. 

DEFINITIONS  

In this section, the terms set forth below have the following meanings: 

Allowable Expense means a necessary dental expense which both of the following are true: 

¶ a covered person must pay it; and 

 

¶ it is at least partly covered by one or more of the Plans that provide benefits to the 

covered person. 

 

If a Plan provides fixed benefits for specified events or conditions (instead of benefits based on 

expenses incurred), such benefits are Allowable Expenses. 

If a Plan provides benefits in the form of services, This Plan treats the reasonable cash value of 

each service performed as both an Allowable Expense and a benefit paid by that Plan. 

The term not include: 

¶ expenses for services performed because of a Job-Related Injury or Sickness; 

 

¶ any amount of expenses in excess of the higher reasonable and customary fee for a 

service, if two or more Plans compute their benefit payments on the basis of reasonable 

and customary fees; 

 

¶ any amount of expenses in excess of the higher negotiated fee for a service, if two or 

more Plans compute their benefit payments on the basis of negotiated fees; and 

 

¶ any amount of benefits that a Primary Plan does not pay because the covered person 

fails to comply with the Primary Planôs managed care or utilization review provisions, 

these include provisions requiring: 

¶ second surgical opinions; 

¶ pre-certification of services; 

¶ use of providers in a Planôs network of providers; or 

¶ any other similar provisions. 

 

This Plan wonôt use this provision to refuse to pay benefits because an HMO member has elected 

to have dental services provided by a non-HMO provider and the HMOôs contract does not require 

the HMO to pay for providing those services. 
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Claim Determination Period means a period that starts on any January 1 and ends on the next 

December 31.  A Claim Determination Period for any covered person will not include periods of 

time during which that person is not covered under This Plan. 

Custodial Parent means a Parent awarded custody, other than joint custody, by a court decree.  In 

the absence of a court decree, it means the Parent with whom the child resides more than half of 

the Year without regard to any temporary visitation. 

HMO means a Health Maintenance Organization or Dental Health Maintenance Organization. 

Job-Related Injury or Sickness means any injury or sickness: 

¶ for which You are entitled to benefits under a workersô compensation or similar law, 
or any arrangement that provides for similar compensation; or 

 

¶ arising out of employment for wage or profit. 

 

Parent means a person who covers a child as a dependent under a Plan. 

Plan means any of the following, if it provides benefits or services for an Allowable Expense: 

¶ a group insurance plan; 

¶ an HMO; 

¶ a blanket plan; 

¶ uninsured arrangements of group or group type coverage; 

¶ a group practice plan; 

¶ a group service plan; 

¶ a group prepayment plan; 

¶ any other plan that covers people as a group; 

¶ motor vehicle No Fault coverage, if the coverage is by law; and 

¶ any other coverage required or provided by any law or any governmental program, 

except Medicaid. 

The term does not include any of the following: 

¶ individual or family insurance or subscriber contracts; 

¶ individual or family coverage through closed panel Plans or other prepayment, group 

practice or individual practice Plans; 
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¶ hospital indemnity coverage; 

¶ a school blanket plan that only provides accident-type coverage on a 24-hour basis, or 

a ñto and from school basis,ò to students in a grammar school, high school or college; 

¶ disability income protection coverage; 

¶ accident only coverage; 

¶ specified disease or specified accident coverage; 

¶ nursing home or long term care coverage; or 

¶ any government program or coverage if, by state or Federal law, its benefits are excess 

to those of any private insurance plan or other non-government plan. 

The provisions of This Plan, which limit benefits based on benefits or services provided under: 

¶ Government Plans; or 

 

¶ Plans which the Employer (or an affiliate) contributes to or sponsors; 

 

will not be affected by these Coordination of Benefits provisions. 

Each policy, contract or other arrangement for benefits is a separate Plan.  If part of a Plan reserves 

the right to reduce what it pays based on benefits or services provided by other Plans, that part will 

be treated separately from any parts which do not. 

This Plan means the Dental Benefits described in this Summary Plan Description, except for any 

provisions in this Summary Plan Description that limit coverage based on benefits for services 

provided under government plans, or plans which the Employer (or an affiliate) contributes to or 

sponsors. 

Primary Plan means a Plan that pays its benefits first under the ñRules to Decide Which Plan Is 

Primaryò section.  A Primary Plan pays benefits as if the Secondary Plans do not exist. 

Secondary Plan means a Plan that is not a Primary Plan.  A Secondary Plan may reduce its benefits 

by amounts payable by the Primary Plan.  If there are more than two Plans that provide coverage, 

a Plan may be Primary to some plans, and Secondary to others. 

RULES TO DECIDE WHICH PLAN IS PRIMARY  

When more than one Plan covers the person for whom Allowable Expenses were incurred, the 

Claim Administrator determines which plan is primary by applying the rules in this section. 

When there is a basis for claim under This Plan and another Plan, This Plan is Secondary unless: 

¶ the other Plan has rules coordinating its benefits with those of This Plan; and 
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¶ this Plan is primary under This Planôs rules. 

 

The first rule below, which will allow the Claim Administrator to determine which Plan is Primary, 

is the rule that the Claim Administrator will use. 

Dependent or Non-Dependent: A Plan that covers a person other than as a dependent (for 

example, as an Associate, member, subscriber, or retiree) is Primary and shall pay its benefits 

before a Plan that covers the person as a dependent; except that if the person is a Medicare 

beneficiary and, as a result of federal law or regulations, Medicare is: 

¶ Secondary to the Plan covering the person as a dependent; and 

 

¶ Primary to the Plan covering the person as other than a dependent (e.g., a former 

Associate); 

 

then the order of benefits between the two Plans is reversed and the Plan that covers the person as 

a dependent is Primary. 

Child Covered Under More Than One Plan ï Court Decree: When This Plan and another Plan 

cover the same Child as the Dependent of two or more Parents, and the specific terms of a court 

decree state that one of the Parents must provide health coverage or pay for the Childôs health care 

expenses, that Parentôs Plan is Primary, if the Plan has actual knowledge of those terms.  This rule 

applies to Claim Determination Periods that start after the Plan is given notice of the court decree. 

Child Covered Under More Than One Plan ï The Birthday Rule: When This Plan and another 

Plan cover the same Child as the Dependent of two or more Parents, the Primary Plan is the Plan 

of the Parent whose birthday falls earlier in the Year if: 

¶ the Parents are married; or 

¶ the Parents are not separated (whether or not they have ever married); or 

¶ a court decree awards joint custody without specifying which Parent must provide 

health coverage. 

If both Parents have the same birthday, the Plan that covered either of the Parents longer is the 

Primary Plan. 

However, if the other Plan does not have this rule, but instead has a rule based on the gender of 

the parent, and if, as a result, the Plans do not agree on the order of benefits, the rule in the other 

Plan will determine the order of benefits. 

Child Covered Under More than One Plan ï Custodial Parent: When This Plan and another 

Plan cover the same Child as the Dependent of two or more Parents, if the Parents are not married, 

are separated (whether or not they ever married), or are divorced, the Primary Plan is: 
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¶ the Plan of the Custodial Parent; then 

¶ the Plan of the spouse of the Custodial Parent; then 

¶ the Plan of the non-custodial Parent; and then 

¶ the Plan of the spouse of the non-custodial Parent. 

Active or Inactive Associate: A Plan that covers a person as an Associate who is neither laid off 

nor terminated is Primary to a Plan that covers the person as a laid-off or former Associate (or as 

that personôs Dependent).  If the other Plan does not have this rule and, if as a result, the Plans do 

not agree on the order of benefits, this rule is ignored. 

Continuation Coverage: The Plan that covers a person as an active Associate, member or 

subscriber (or as that Associateôs Dependent) is Primary to a Plan that covers that person under a 

right of continuation pursuant to federal law (e.g., COBRA) or state law.  If the Plan that covers 

the person has not adopted this rule, and if, as a result, the Plans do not agree on the order of 

benefits, this rule shall not apply. 

Longer/Shorter Time Covered: If none of the above rules determine which Plan is Primary, the 

Plan that has covered the person for the longer time shall be Primary to a Plan that has covered the 

person for a shorter time. 

No Rules Apply: If none of the above rules determine which Plan is Primary, the Allowable 

Expenses shall be shared equally between all the Plans.  In no event will This Plan pay more than 

it would if it were Primary. 

EFFECT ON BENEFITS OF THIS PLAN  

If This Plan is Secondary, when the total Allowable Expenses incurred by a covered person in any 

Claim Determination Period are less than the sum of: 

¶ the benefits that would be payable under This Plan without applying this Coordination 

of Benefits provision; and 

 

¶ the benefits that would be payable under all other Plans without applying Coordination 

of Benefits or similar provisions; 

 

then This Plan will reduce the benefits that would otherwise be payable under This Plan.  The sum 

of these reduced benefits, plus all benefits payable for such Allowable Expenses under all other 

Plans, will not exceed the total of the Allowable Expenses.  Benefits payable under all other Plans 

include all benefits that would be payable if the proper claims had been made on time. 

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION  

The Claim Administrator needs certain information to apply the Coordination of Benefits rules.  

The Claim Administrator has the right to decide which facts The Claim Administrator needs.  The 

Claim Administrator may get facts from or give them to any other organization or person.  The 
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Claim Administrator does not need to tell, or get the consent of, any person or organization to do 

this.  To obtain all benefits available, a covered person who incurs Allowable Expenses should file 

a claim under each Plan which covers the person.  Each person claiming benefits under This Plan 

must give the Claim Administrator any facts This Plan needs to pay the claim. 

FACILITY OF PAYMENT  

A payment made under another Plan may include an amount which should have been paid under 

This Plan.  If it does, This Plan may pay that amount to the organization which made that payment.  

That amount will then be treated as though it were a benefit paid under This Plan.  This Plan will 

not have to pay that amount again.  The term ñpayment madeò includes benefits provided in the 

form of services, in which case This Plan may pay the reasonable cash value of the benefits 

provided in the form of services. 

RIGHT OF RECOVERY  

If the amount This Plan pays is more than This Plan should have paid under this Coordination of 

Benefits provision, This Plan may recover the excess from one or more of: 

¶ the person This Plan has paid or for whom This Plan has paid; 

¶ insurance companies; or 

¶ other organizations. 

The amount of the payment includes the reasonable cash value of any benefits provided in the 

form of services. 

GENERAL PROVISIONS  

Assignment 

Upon receipt of a Covered Service, You may assign Dental Benefits to the Dentist providing such 

service. 

Dental Benefits: Who This Plan Will Pay 

If You assign payment of Dental Benefits to You or Your Dependentôs Dentist, This Plan will pay 

benefits directly to the Dentist.  Otherwise, This Plan will pay Dental Benefits to You. 

Conformity with Law  

If the terms and provisions of this Summary Plan Description do not conform to any applicable 

law, this Summary Plan Description shall be interpreted to so conform. 
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Overpayments 

Recovery of Dental Benefit Overpayments 

This Plan has the right to recover any amount that the Claim Administrator determines to be an 

overpayment, whether for services received by You or Your Dependents. 

An overpayment occurs if the Claim Administrator determines that: 

¶ the total amount paid by This Plan on a claim for Dental Benefits is more than the total 

of the benefits due to You under this Summary Plan Description; or 

 

¶ payment This Plan made should have been made by another group plan. 

 

If such overpayment occurs, You have an obligation to reimburse This Plan. 

How This Plan Recovers Overpayments 

This Plan may recover the overpayment from You by: 

¶ stopping or reducing any future benefits payable for Dental Benefits; 

 

¶ demanding an immediate refund of the overpayment from You; and 

 

¶ taking legal action. 

 

If the overpayment results from This Plan having made a payment to You that should have been 

made under another group plan, This Plan may recover such overpayment from one or more of the 

following: 

¶ any other insurance company; 

 

¶ any other organization; or 

 

¶ any person to or for whom payment was made. 

 

CLAIMS INFORMATION  

Dental Benefits Claims 

Procedures for Presenting Claims for Dental Benefits 

All claim forms needed to file for benefits under the group benefits program can be obtained from 

the Employer who can also answer questions about the benefits and assist You or, if applicable, 

Your beneficiary in filing claims.  Dental claim forms can also be downloaded from 

www.metlife.com/dental or www.metlife.com/mybenefits or by calling 1-800-942-0854.  You can 

track your claims online and receive email alerts when a claim has been processed. 
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Routine Questions 

 

If there is any question about a claim payment, an explanation may be requested from the Claim 

Administrator by dialing 1-800-942-0854. 

 

Claim Submission 

 

For claims for Dental Benefits, the claimant must complete the appropriate claim form and submit 

the required Proof as described below: 

 

Step 1 

A claimant may request a claim form, by calling the Claim Administrator at 1-800-942-0854. 

 

Step 2 

The Claim Administrator will send a claim form to the claimant and explain how to complete it.  

The claimant should receive the claim form within 15 days of requesting it. 

 

Step 3 

When the claimant receives the claim form the claimant should fill it out as instructed and return 

it with the required Proof described in the claim form.  If the claimant does not receive a claim 

form within 15 days, Proof may be sent using any form sufficient to provide the Claim 

Administrator with the required Proof. 

 

Step 4 

The claimant must give the Claim Administrator Proof no later than 90 days after the date of the 

loss. 

 

Initial Determination  

 

After You submit a claim for Dental Benefits to the Claim Administrator, the Claim Administrator 

will review Your claim and notify You of its decision to approve or deny Your claim. 

 

Such notification will be provided to You within a 30 day period from the date You submitted 

Your claim; except for situations requiring an extension of time of up to 15 days because of matters 

beyond the control of This Plan.  If the Claim Administrator needs such an extension, the Claim 

Administrator will notify You prior to the expiration of the initial 30 day period, state the reason 

why the extension is needed, and state when it will make its determination.  If an extension is 

needed because You did not provide sufficient information or filed an incomplete claim, the time 

from the date of the Claim Administratorôs notice requesting further information and an extension 

until the Claim Administrator receives the requested information does not count toward the time 

period the Claim Administrator is allowed to notify You as to its claim decision.  You will have 

45 days to provide the requested information from the date You receive the notice requesting 

further information from the Claim Administrator. 
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If the Claim Administrator denies Your claim in whole or in part, the notification of the claims 

decision will state the reason why Your claim was denied and reference the specific Plan 

provision(s) on which the denial is based.  If the claim is denied because the Claim Administrator 

did not receive sufficient information, the claims decision will describe the additional information 

needed and explain why such information is needed.  Further, if an internal rule, protocol, guideline 

or other criteria was relied upon in making the denial, the claims decision will state the rule, 

protocol, guideline or other criteria or indicate that such rule, protocol, guideline or other criteria 

was relied upon and that You may request a copy free of charge. 

 

Appealing the Initial Determination 

 

If the Claim Administrator denies Your claim, You may make two appeals of the initial 

determination.  Upon Your written request, the Claim Administrator will provide You free of 

charge with copies of documents, records and other information relevant to Your claim.  You must 

submit Your appeal to the Claim Administrator at the address indicated on the claim form within 

180 days of receiving the Claim Administrator's decision.  Appeals must be in writing and must 

include at least the following information: 

¶ Name of Employee  

¶ Name of This Plan  

¶ Reference to the initial decision 

¶ Whether the appeal is the first or second appeal of the initial determination 

¶ An explanation why You are appealing the initial determination 

 

As part of each appeal, You may submit any written comments, documents, records, or other 

information relating to Your claim. 

 

Af ter the Claim Administrator receives Your written request appealing the initial determination or 

determination on the first appeal, the Claim Administrator will conduct a full and fair review of 

Your claim.  Deference will not be given to initial denials, and the Claim Administratorôs review 

will look at the claim anew.  The review on appeal will take into account all comments, documents, 

records, and other information that You submit relating to Your claim without regard to whether 

such information was submitted or considered in the initial determination.  The person who will 

review Your appeal will not be the same person as the person who made the initial decision to 

deny Your claim.  In addition, the person who is reviewing the appeal will not be a subordinate of 

the person who made the initial decision to deny Your claim.  If the initial denial is based in whole 

or in part on a medical judgment, the Claim Administrator will consult with a health care 

professional with appropriate training and experience in the field of dentistry involved in the 

judgment.  This health care professional will not have consulted on the initial determination, and 

will not be a subordinate of any person who was consulted on the initial determination. 
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The Claim Administrator will notify You in writing of its final decision within 30 days after the 

Claim Administratorôs receipt of Your written request for review, except that under special 

circumstances the Claim Administrator may have up to an additional 30 days to provide written 

notification of the final decision.  If such an extension is required, the Claim Administrator will 

notify You prior to the expiration of the initial 30 day period, state the reason(s) why such an 

extension is needed, and state when it will make its determination. 

 

If the Claim Administrator denies the claim on appeal, the Claim Administrator will send You a 

final written decision that states the reason(s) why the claim You appealed is being denied and 

references any specific Plan provision(s) on which the denial is based.  If an internal rule, protocol, 

guideline or other criteria was relied upon in denying the claim on appeal, the final written decision 

will state the rule, protocol, guideline or other criteria or indicate that such rule, protocol, guideline 

or other criteria was relied upon and that You may request a copy free of charge.  Upon written 

request, the Claim Administrator will provide You free of charge with copies of documents, 

records and other information relevant to Your claim.  

 

When the claim has been processed, You will be notified of the benefits paid.  If any benefits have 

been denied, You will receive a written explanation. 

 

Urgent Care Claim Submission 

 

A small number of claims for Dental Benefits may be urgent care claims.  Urgent care claims for 

Dental Benefits are claims for reimbursement of dental expenses for services which a Dentist 

familiar with the dental condition determines would subject the patient to severe pain that cannot 

be adequately managed without the care or treatment that is the subject of the claim.  Of course 

any such claim may always be submitted in accordance with the normal claim procedures.  

However Your Dentist may also submit such a claim to the Claim Administrator by telephoning 

the Claim Administrator and informing the Claim Administrator that the claim is an Urgent Care 

Claim.  Urgent Care Claims are processed according to the procedures set out above, however 

once a claim for urgent care is submitted, the Claim Administrator will notify You of the 

determination on the claim as soon as possible, but no later than 72 hours after the claim was filed.  

If You or Your covered Dependent does not provide the Claim Administrator with enough 

information to decide the claim, the Claim Administrator will notify You within 24 hours after it 

receives the claim of the further information that is needed.  You will have 48 hours to provide the 

information.  If the needed information is provided, the Claim Administrator will then notify You 

of the claim decision within 48 hours after the Claim Administrator received the information.  If 

the needed information is not provided, the Claim Administrator will notify You or Your covered 

Dependent of its decision within 120 hours after the claim was received. 
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If Your urgent care claim is denied but You receive the care, You may appeal the denial using the 

normal claim procedures.  If Your urgent care claim is denied and You do not receive the care, 

You can request an expedited appeal of Your claim denial by phone or in writing.  The Claim 

Administrator will provide You any necessary information to assist You in Your appeal.  The 

Claim Administrator will then notify You of its decision within 72 hours of Your request in 

writing.  However, the Claim Administrator may notify You by phone within the time frames 

above and then mail You a written notice. 

 

Discretionary Authority of Plan Administrator, Claim Administrator and Other Plan 

Fiduciaries 

 

In carrying out their respective responsibilities under This Plan, the Plan Administrator, Claim 

Administrator and other Plan fiduciaries shall have discretionary authority to interpret the terms 

of This Plan and to determine eligibility for and entitlement to Plan benefits in accordance with 

the terms of This Plan.  Any interpretation or determination made pursuant to such discretionary 

authority shall be given full force and effect, unless it can be shown that the interpretation or 

determination was arbitrary and capricious. 

 

QUESTIONS 

Assistance with Your Questions 

If You have any questions about This Plan, You should contact the Plan Administrator.  If You 

have any questions about this statement or about Your rights under ERISA, or if You need 

assistance in obtaining documents from the plan Administrator, You should contact the nearest 

office of the Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in 

Your telephone directory or the Division of Technical Assistance and Inquiries, Pension and 

Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., 

Washington, D.C. 20210.  You may also obtain certain publications about Your rights and 

responsibilities under ERISA by calling the publications hotline of the Pension and Welfare 

Benefits Administration. 
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EXHIBIT A -4 

 

WOODMEN LIFE  VISION PLAN  

BENEFIT INFORMATION BOOKLET  
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INTRODUCTION  

The WoodmenLife Vision Plan (the ñPlanò) provides certain vision benefits.  The benefits 

are outlined in this Benefit Information Booklet (ñBookletò) and Summary Plan Description 

(ñSPDò).  This Booklet is not a substitute for the provisions of the group vision care policy (the 

ñPolicyò).  A copy of the Policy will be furnished upon request.  In the event of any dispute between 

this Booklet and the Policy, the provisions of the Policy will prevail.  For additional information 

relating to these benefits, contact the Plan Administrator.    
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DEFINITIONS:   

  

ADDITIONAL 

BENEFIT RIDER  

 

 

 

 

ADMINISTRATIVE 

SERVICES 

PROGRAM 

The document attached to this Evidence of Coverage, when purchased by 

Group, which lists selected vision care services and vision care materials 

that a Covered Person is entitled to receive under the Policy.  Additional 

Benefits are only available when purchased by Group in conjunction with 

a Plan Benefit offered under the Schedule of Benefits. 

 

A self-insured vision care plan whereby Client pays VSP for the Plan 

Benefits in addition to a monthly administrative fee. 

  

ASSIGNMENT OF 

BENEFITS 

A written order signed by a Covered Person eighteen (18) years of age or 

older and included with each claim, directing VSP to pay available Plan 

Benefits to a named Open Access Provider 

  

BENEFIT 

AUTHORIZATION  

A process used to confirm eligibility of an individual named as a Covered 

Person of VSP, and identifying those Plan Benefits to which Covered 

Person is entitled. 

 

CLIENT or GROUP  An employer or other entity which contracts with VSP for coverage under 

the Policy in order to provide vision care coverage to its Enrollees and 

their Eligible Dependents, if such dependent coverage is provided. 

 

CLIENT 

APPLICATION  

The form signed by an authorized representative of the Client to apply for 

Enrollee coverage under the Policy. 

 

COMPANY  or VSP Vision Service Plan Insurance Company 

 

COMPLAINTS 

AND GRIEVANCES  

 

Disagreements regarding access to care, quality of care, treatment, or 

service. 

CONFIDENTIAL 

MATTER  

All confidential information concerning the medical, personal, financial, 

or business affairs of Covered Persons acquired by VSP in the course of 

providing Plan Benefits hereunder. 

 

COORDINATION 

OF BENEFITS 

 

Procedure which allows more than one insurance plan to consider Covered 

Personsô vision care claims for payment or reimbursement. 

 

COPAYMENTS  

 

Those amounts required to be paid by or on behalf of a Covered Person 

for Plan Benefits that are not fully covered, and which are payable at the 

time services are rendered or materials ordered. 

 

COVERED 

PERSON 

 

An Enrollee or Eligible Dependent who meets the Groupôs eligibility 

criteria and on whose behalf premiums have been paid to VSP, and who 

is covered under the Plan. 
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ELIGIBLE 

DEPENDENT 

Any dependent of an Enrollee who meets the criteria for eligibility 

established by Client. 

 

ENROLLEE  An Associate or member of Group who meets the criteria for eligibility 

established by the Group, as set forth herein. 

 

EVIDENCE OF 

COVERAGE 

(ñEOCò) 

A summary of the provisions of the Policy, prepared by VSP and provided 

to Client for distribution to Enrollees by Client. 

 

OPEN ACCESS 

PROVIDER 

 

 

 

PLAN OR PLAN 

BENEFITS 

 

 

 

PLAN 

ADMINISTRATOR  

 

 

 

POLICY  

 

POLICY PERIOD  

 

 

RENEWAL DATE  

 

 

RETENTION  

 

SCHEDULE OF 

BENEFITS 

 

 

 

VSP PREFERRED 

PROVIDER 

 

 

 

 

Any optometrist, optician, ophthalmologist or other licensed and qualified 

vision care provider who has not contracted with VSP to provide vision 

care services and/or vision care materials to Covered Persons of VSP. 

 

The vision care services and vision care materials which a Covered Person 

is entitled to receive by virtue of coverage under the Policy, as defined in 

the attached Schedule of Benefits and Additional Benefit Rider. 

 

The person specifically so designated on the Client application, or if an 

administrator is not so designated, the Client.  The Plan Administrator 

shall have authority to control and manage the operation and 

administration of the Plan on behalf of the Client. 

 

The contract between VSP and the Group upon which this Plan is based. 

 

The length of time the Policy is in effect, as shown on the front page of 

the Policy. 

 

The date when the Policy shall renew or terminate if proper notice is given. 

 

VSPôs administrative fee deducted from net premiums paid by Client. 

 

The document(s), attached as Exhibit A to the Client Policy maintained 

by the Plan Administrator and to this Booklet, which lists the vision care 

services and vision care materials which a Covered Person is entitled to 

receive by virtue of the Plan. 

 

An optometrist or ophthalmologist licensed and otherwise qualified to 

practice vision care and/or provide vision care materials who has 

contracted with VSP to Plan Benefits on behalf of Covered Persons of 

VSP. 

 

Services for a condition with sudden onset and acute symptoms which 

requires the Covered Person to obtain immediate medical care, or an 

unforeseen occurrence requiring immediate, non-medical, action. 
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URGENT CARE  

URGENT 

CONDITION  

A condition with sudden onset and acute symptoms which requires the 

Covered Person to obtain immediate care; or an unforeseen occurrence 

calling for immediate action. 
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BENEFITS AND COVERAGES 

 

IMPORTANT: The benefits described below are typical services and materials available 

under most VSP plans.  However, the actual Plan Benefits provided to you by your Group 

may be different. Refer to the attached Schedule of Benefits and/or Disclosure to determine 

your specific Plan Benefits. 

 

1. Eye Examination: A complete initial vision analysis which includes an appropriate 

examination of visual functions, including the prescription of corrective eyewear where 

indicated. 

 

2. Lenses: The Member Doctor will order the proper lenses necessary for your visual welfare. 

The doctor shall verify the accuracy of the finished lenses. 

 

3. Frames: The Member Doctor will assist in the selection of frames, properly fit and adjust the 

frames, and provide subsequent adjustments to frames to maintain comfort and efficiency. 

 

4. Contact lenses: Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are 

satisfied and when prescribed by Covered Person's Member Doctor or Non-Member Provider.  

Prior review and approval by VSP are not required for Covered Person to be eligible for 

Necessary Contact Lenses. 

 

Elective or Necessary contact lenses are available in lieu of spectacle lenses and frames for the 

current eligibility as indicated on the Schedule of Benefits and/or the Addendum that follow. 
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EXCLUSIONS AND LIMITATIONS OF BENEFITS  

 

The Plan is designed to cover visual needs rather than cosmetic materials. 

 

Some vision care services and/or materials are not covered under this Plan and certain other 

limitations may apply.  Please refer to the EXCLUSIONS AND LIMITATIONS OF BENEFITS 

section of the attached Schedule of Benefits and/or Additional Benefit Rider for details. 

 

COORDINATION OF BENEFITS  

 

Covered Persons who are covered under two or more insurance plans that include vision care 

benefits may be eligible for Coordination of Benefits (ñCOBò).  VSP will combine other insurance 

plansô claim payments or reimbursements, if any, with benefits available under Covered Personôs 

VSP Plan, which may reduce or eliminate Covered Personôs out-of-pocket expense. Covered 

Persons covered under more than one VSP Plan may also be able to take advantage of COB. In 

order to process claims involving COB, VSP may need to share personal information regarding 

Covered Persons with other parties (such as another insurance company).  When this is necessary, 

VSP will only share such information with those persons or organizations having a legitimate 

interest in that information and only where such sharing is not prohibited by law. 

 

URGENT CARE VISION  

 

Services for conditions of a medical nature are covered by VSP only under specific supplemental 

eye care Plans purchased by the Group. If the Group purchased one of these plans, such coverage 

will be evidenced in an Additional Benefit Rider. When vision care is necessary for Urgent 

Conditions, Covered Persons with a supplemental eye care plan may obtain Plan Benefits by 

contacting a VSP Preferred Provider or Open Access Provider.  No prior approval from VSP is 

required for the Covered Person to obtain vision care for Urgent Conditions of a medical nature.  

If the Group has not purchased one of these plans, Covered Persons are not covered by VSP for 

medical services and should contact a physician under Covered Personsô medical insurance plan 

for care. 

 

HOLD H ARMLESS 
 

Covered Persons shall be held harmless for any sums owed by VSP to the VSP Preferred Provider, 

other than those sums not covered by the Plan. 
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ELIGIBILITY FOR COVERAGE  

 

Enrollees: To be eligible for coverage, a person must currently be an Associate or member of the 

Group, and meet the criteria established in the coverage criteria mutually agreed upon by Group 

and the Company.  Except as required by COBRA, an Associate ceases to be eligible for coverage 

on the last day of the month in which the Termination Date occurs.  For these purposes, the 

Termination Date is the date of employment termination (for Home Office Associates) or contract 

termination (for Regional Directors, Recruiting Sales Managers, and WoodmenLife 

Representatives). 

 

Eligible Dependents: Legal Spouses and Children, as defined below, shall be eligible for coverage 

as dependents. 

 

Legal Spouse: The Enrolleeôs legal spouse according to federal law.   

 

Child:  Any unmarried child of an Enrollee, including (i) any natural child from the moment 

of birth, (ii) any legally adopted child from the moment of placement in the residence of 

the Enrollee, (iii) any other child for whom a court or administrative agency holds the 

Enrollee responsible from the moment of birth, or (iv) the Legal Spouseôs dependent 

children (provided they depend upon the Enrollee for support and maintenance).  A Child 

remains eligible for coverage as a dependent until the end of the month in which the Child 

turns 26 years of age (the ñlimiting ageò). A dependent, unmarried Child over the limiting 

age may continue to be eligible as a dependent if the Child is incapable of self-sustaining 

employment because of mental or physical disability, and chiefly dependent upon the 

Enrollee for support and maintenance. 

 

PREMIUMS  

 

The Group is responsible for payments to the Company of the periodic charges for your coverage.  

You will be notified of your share of the charges, if any, by your Group.  The entire cost of the 

program is paid to the Company by the Group. 

 

COPAYMENT  

 

The benefits described herein are available to you from any participating Member Doctor, 

provided you follow the proper procedures by obtaining Benefit Authorization.  THERE MAY BE 

A COPAYMENT AMOUNT PAYABLE BY YOU TO THE MEMBER DOCTOR AT THE 

TIME OF THE EXAMINATION.  ANY ADDITIONAL CARE, SERVICE AND/OR 

MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN YOU 

AND THE DOCTOR. 
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CHOICE OF PROVIDERS 

 

Vision care services and vision care materials may be received from any licensed optometrist, 

ophthalmologist, or dispensing optician, whether Member Doctors or Non-Member Providers.  If 

you elect to receive vision care services from one of the Member Doctors, covered services are 

provided at no out-of-pocket cost (unless the plan contains a Copayment). 

 

When vision care services are received from a Non-Member Provider, you will be reimbursed for 

such benefits according to the Schedule of Benefits that follows, less any applicable Copayment. 

 

BENEFIT AUTHORIZATION PROCESS  

 

The Company authorizes Plan Benefits according to the latest eligibility information furnished to 

the Company by Insuredôs Group and the level of coverage (i.e. service frequencies, covered 

materials, reimbursement amounts, limitations, and exclusions) purchased for Insured by Group 

under this Plan.  When Insured requests services under this Plan, Insuredôs prior utilization of Plan 

Benefits will be reviewed by the Company to determine if Insured is eligible for new services 

based upon Insuredôs Planôs level of coverage.  Please refer to the attached Schedule of Benefits 

for a summary of the level of coverage provided to Insured by Group. 

 

PROCEDURE FOR USING THE PLAN 

 

VSP provides Plan Benefits to Covered Persons based on the level of coverage purchased by the 

Group.  Refer to the Schedule of Benefits and Additional Benefit Rider for specific Plan Benefits. 

 

1. Contact VSP to obtain a list of participating providers, and/or to view available benefits, (see 

below for contact information). 

 

2. Contact a VSP Preferred Providerôs office to schedule an appointment and indicate that 

Covered Person is a VSP member. Should Covered Persons fail to identify themselves as VSP 

members, Plan Benefits shall be limited to those of an Open Access Provider, if such Plan 

Benefits are available.  

 

3. Once the appointment is made, the VSP Preferred Provider will obtain benefit verification from 

VSP. The VSP Preferred Provider will bill VSP directly and the Covered Person is responsible 

for payment of any applicable Copayments, non-covered services or materials, or amounts 

which exceed plan allowances, and annual maximum benefits. 

 

4. If the Policy includes Plan Benefits for Open Access Providers, Covered Person may be 

responsible for paying for all services and/or materials in full and submitting a claim to VSP.  

If an Open Access Provider agrees to submit a claim to VSP on behalf of Covered Person, VSP 

will reimburse the Provider directly if the claim includes a valid Assignment of Benefits.  All 

reimbursement will be in accordance with the Open Access Provider fee schedule, less any 

applicable Copayment. Obtaining services from an Open Access Provider will typically result 

in higher out of pocket expenses for Covered Persons.   All claims must be submitted to VSP 

within 365 calendar days from the date services are rendered and/or materials provided.  
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Claims received by VSP after 365 days will be denied unless prohibited by applicable state or 

federal law. 

 

 TO OBTAIN FURTHER INFORMATION contact VSP at 800-877-7195 or www.vsp.com. 

  

 If the Plan is terminated, VSP coverage may be available for individuals to purchase online 

www.vsp.com. 

 

LIABILITY IN EVENT OF NON -PAYMENT  

IN THE EVENT COMPANY FAILS TO PAY THE PROVIDER, YOU SHALL NOT BE 

LIABLE TO THE PROVIDER FOR ANY SUMS OWED BY THE VISION POLICY OTHER 

THAN THOSE NOT COVERED BY THE POLICY. 

 

INDIVIDUAL CONTINUATION OF BENEFITS  

 

This program is available to groups of a minimum of ten (10) Associates and is, therefore, not 

available on an individual basis.  When a Group terminates its coverage, individual coverage is 

not available for Enrollees who may desire to retain same. 

 

TERMINATION OF BENEFITS  

 

If service is being rendered to you as of the termination date of the Policy, such service shall be 

continued to completion, but in no event beyond six (6) months after the termination date of the 

Policy. 

 

COMPLAINTS AND GRIEVANCES  

 

Covered Persons have the right to expect quality care from VSP Preferred Providers.  More 

information is available under ñPatientôs Rights and Responsibilitiesò on VSPôs web site at 

www.vsp.com. Complaints and grievances are disagreements regarding access to care, quality of 

care, treatment, or service.  Covered Persons may submit any complaints and/or grievances, 

including appeals, in writing to VSP at 3333 Quality Drive, Rancho Cordova, CA 95670-7985 or 

verbally by calling VSPôs Customer Care Division at 1-800-877-7195.  VSP will resolve the 

complaint or grievance within thirty (30) calendar days after receipt, unless special circumstances 

require an extension of time. In that case, resolution shall be achieved as soon as possible, but not 

later than one hundred twenty (120) calendar days after VSPôs receipt of the complaint or 

grievance.  If VSP determines that resolution cannot be achieved within thirty (30) days, VSP will 

notify the Covered Person of the expected resolution date.  Upon final resolution VSP will notify 

the Covered Person of the outcome in writing. 
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CLAIM PAYMENTS AND D ENIALS  

A. Initial Determination : The Company will pay or deny claims within thirty (30) calendar 

days of receipt.  In the event that a claim cannot be resolved within the time indicated, the Company 

may, if necessary, extend the time for decision by no more than fifteen (15) calendar days. 

 

B. Claim Denial Appeals:  If a claim is denied in whole or in part, under the terms of the 

Policy, the Covered Person or Covered Personôs authorized representative may submit a request 

for a full review of the denial.  The Covered Person may designate any person, including his or 

her provider, as the authorized representative.  References in this section to ñCovered Personò 

include the Covered Personôs authorized representative, where applicable. 

 

Initial Appeal:   The request for review must be made within one hundred eighty (180) 

calendar days following denial of a claim and should contain sufficient information to 

identify the claim and the Covered Person affected by the denial.  The Covered Person may 

review, during normal working hours, any documents held by VSP pertinent to the denial.  

The Covered Person may also submit written comments or supporting documentation 

concerning the claim to assist in VSPôs review. VSPôs response to the initial appeal, 

including specific reasons for the decision, shall be provided and communicated to the 

Covered Person within thirty (30) calendar days after receipt of a request for an appeal 

from the Covered Person.   

 

Second Level Appeal:  If  the Covered Person disagrees with the response to the initial 

appeal of the denied claim, the Covered Person has the right to a second level appeal.   

Within sixty (60) calendar days after receipt of VSPôs response to the initial appeal, the 

Covered Person may submit a second appeal to VSP along with any pertinent 

documentation.   VSP shall communicate its final determination to the Covered Person in 

compliance with all applicable state and federal laws and regulations and shall include the 

specific reasons for the determination. 

 

Other Remedies:  When the Covered Person has completed the appeals stated herein, 

additional voluntary alternative dispute resolution options may be available, including 

mediation or arbitration. The Covered Person may contact the U. S. Department of Labor 

or the State insurance regulatory agency for details.  Additionally, under the provisions of 

ERISA (Section 502(a)(1)(B) [29 U.S.C. § 1132(a)(1)(B)], the Covered Person has the 

right to bring a civil action when all available levels of reviews, including the appeal 

process, have been completed, the claims were not approved in whole or in part, and the 

Covered Person disagrees with the outcome.   

 

Time of Action:  No action in law or in equity shall be brought to recover on the Policy 

prior to the Covered Person exhausting his/her grievance rights under the Policy and/or 

prior to the expiration of sixty (60) days after the claim and any applicable documentation 

have been filed with VSP.  No such action shall be brought after the expiration of any 

applicable statute of limitations, in accordance with the terms of the Policy. 

 

In the event this Plan is terminated, VSP coverage may be available for individuals to purchase 

online www.vsp.com. 
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SCHEDULE OF BENEFITS 

GENERAL  

This Schedule of Benefits list the vision care services and materials to which Covered Persons of 

the Company are entitled, subject to any Copayments and other conditions, limitations, and/or 

exclusions stated herein, and forms part of the Policy or Evidence of Coverage to which it is 

attached.   

 

VSP Preferred Providers are those doctors that have agreed to participate in VSPôs Choice 

Network. 

 

ELIGIBILITY  
 

The following are Covered Persons under this Plan, pursuant to eligibility criteria established by 

the Group: 

 

¶ Enrollee 

¶ Legal Spouse of Enrollee 

¶ Any child of Enrollee, including natural child from the date of birth, legally adopted child 

from the date of placement for adoption with the Enrollee, or other child for whom a 

court or administrative agency holds the Enrollee responsible. 

 

Dependent children are covered up to the end of the month in which they turn age 26. 

 

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if 

the child is incapable of self-sustaining employment because of mental or physical disability, and 

chiefly dependent upon Enrollee for support and maintenance. 

 

PLAN BENEFITS  

VSP PREFERRED PROVIDERS 
 

COPAYMENT  

 

There shall be a Copayment of $15.00 for the examination payable by the Covered Person at the 

time services are rendered. If materials (lenses, frames or Necessary Contact Lenses) are provided, 

there shall be an additional $35.00 Copayment payable at the time the materials are ordered. The 

Copayment shall not apply to Elective Contact Lenses. 

 

COVERED SERVICES AND MATERIALS  

 

EYE EXAMINATION  

Covered in full* once every 12 months**  

Comprehensive examination of visual functions and prescription of corrective eyewear.  

 

LENSES  

Covered in full* once every 12 months**  
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Lenses (Single, Lined Bifocal, Lined Trifocal or Lenticular) 

Polycarbonate lenses are covered up to the end of the month in which they turn age 18. 

 

LENS OPTIONS 

Anti-reflective coating covered in full once every 12 months.** 

Blended lenses covered in full once every 12 months.** 

Progressive lenses covered in full once every 12 months.** 

Tinted/Photochromic covered in full once every 12 months.** 

 

FRAMES - Covered up to $150.00* once every 12 months** 

The VSP Preferred Provider will prescribe and order Covered Personôs lenses, verify the 

accuracy of finished lenses, and assist Covered Person with frame selection and adjustment. 

 

CONTACT LENSES 

 

ELECTIVE 

Elective Contact Lenses (materials only) are covered up to $150.00 once every 12 months** 

The Elective Contact Lens fitting and evaluation services are covered in full once every 12 

months, after a maximum $60.00 Copayment. 

 

NECESSARY  

Necessary Contact Lenses are covered in full* once every 12 months** 

 

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when 

prescribed by Covered Person's VSP Preferred Provider. 

 

Contact Lenses are provided in place of spectacle lens and frame benefits available herein. 

 

*Less any applicable Copayment. 

**beginning with the first date of service. 

 

LOW VISION 

 

Professional services for severe visual problems not correctable with regular lenses, including: 

 

Supplemental Testing:   

Covered in full*.  Includes evaluation, diagnosis and prescription of vision aids where indicated. 

 

Supplemental Aids:  

75% of VSP Preferred Providerôs fee, up to $1,000.00* 
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*Maximum benefit for all Low Vision services and materials is $1,000.00 every two (2) years 

and a maximum of two supplemental tests within a two-year period. 

 

Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when 

prescribed by the Covered Personôs VSP Preferred Provider. 

 

EXCLUSIONS AND LIMITATIONS OF BENEFITS  

 

Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be 

subject to additional limitations.  Covered Persons may obtain details regarding frame brand 

availability from their VSP Member Doctor or by calling VSPôs Customer Care Division at (800) 

877-7195. 

 

NOT COVERED 

 

¶ Services and/or materials not specifically included in this Schedule as covered Plan 

Benefits. 

¶ Plano lenses (lenses with refractive correction of less than ± .50 diopter), except as 

specifically allowed under the Suncare enhancement, if purchased by the Group. 

¶ Two pair of glasses instead of bifocals. 

¶ Replacement of lenses, frames and/or contact lenses furnished under this Plan which are 

lost or damaged, except at the normal intervals when Plan Benefits are otherwise 

available. 

¶ Orthoptics or vision training and any associated supplemental testing. 

¶ Medical or surgical treatment of the eyes. 

¶ Contact lens insurance policies or service agreements. 

¶ Refitting of contact lenses after the initial (90-day) fitting period. 

¶ Contact lens modification, polishing or cleaning. 

¶ Local, state and/or federal taxes, except where VSP is required by law to pay. 

¶ Services associated with Corneal Refractive Therapy (CRT) or Orthokeratology.  
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REIMBURSEMENT SCHEDULE  

OPEN ACCESS PROVIDERS 

 

COPAYMENT  

 

There shall be a Copayment of $15.00 for the examination payable by the Covered Person at the 

time services are rendered. If materials (lenses, frames or Necessary Contact Lenses) are provided, 

there shall be an additional $35.00 Copayment payable at the time the materials are ordered. The 

Copayment shall not apply to Elective Contact Lenses. 

 

COVERED SERVICES AND MATERIALS  

 

EYE EXAMINATION  

Up to $ 45.00* once every 12 months**  

Comprehensive examination of visual functions and prescription of corrective eyewear.  

 

SPECTACLE LENSES 

Single Vision Up to $ 30.00* once every 12 months** 

Bifocal Up to $ 50.00* once every 12 months** 

Trifocal Up to $ 65.00* once every 12 months** 

Lenticular Up to $100.00* once every 12 months** 

 

FRAMES   

Covered up to $ 70.00* once every 12 months** 

 

CONTACT LENSES 

 

ELECTIVE 

Elective Contact Lenses are covered up to $105.00 once every 12 months** 

 

The Elective Contact Lens allowance applies to both the doctor's fitting and evaluation fees, and 

to materials. 

 

NECESSARY 

Necessary Contact Lenses are covered up to $210.00* once every 12 months** 

 

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when 

prescribed by Covered Personôs Doctor. 

 

Contact Lenses are provided in place of spectacle lens and frame benefits available herein. 
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*Less any applicable Copayment. 

**beginning with the first date of service. 

  

LOW VISION 

 

Professional services for severe visual problems not correctable with regular lenses, including: 

 

Supplemental Testing:  Up to $125.00*. 

 

 -Includes evaluation, diagnosis and prescription of vision aids where indicated. 

 

Supplemental Aids: 75% of VSP Preferred Providerôs fee, up to $1,000.00* 

 

*Maximum benefit for all Low Vision services and materials is $1,000.00 every two (2) years and 

a maximum of two supplemental tests within a two-year period. 

 

Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when 

prescribed by Covered Person's VSP Preferred Provider. 

 

OPEN ACCESS PROVIDERS 

¶ Exclusions and limitations of benefits described above for VSP Preferred Providers shall 

also apply to services rendered by Open Access Providers. 

¶ Services from an Open Access Provider are in lieu of services from a VSP Preferred 

Provider. 

¶ There is no guarantee that the amount reimbursed will be sufficient to pay the cost of 

services or materials in full. 

¶ VSP is unable to require Open Access Providers to adhere to VSPôs quality standards. 
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ADDENDUM  

 

ADDITIONAL BENEFIT RIDER  

DIABETIC EYECARE PLUS PROGRAM  

 

GENERAL  

 

This Rider lists additional vision care benefits to which Covered Persons of VISION SERVICE 

PLAN INSURANCE COMPANY (ñVSPò) are entitled, subject to any applicable Copayments and 

other conditions, limitations, and/or exclusions stated herein or in the Schedule of Benefits with 

which it is associated.  Plan Benefits under the Diabetic Eyecare Plus Program (ñDEPPò) are 

available to Covered Persons who have been diagnosed with Type 1 or Type 2 diabetes and specific 

ophthalmological conditions.  This Rider forms a part of the Policy or Evidence of Coverage to 

which it is attached. 

 

ELIGIBILITY   
 

The following are Covered Persons under the Policy, pursuant to eligibility criteria established by 

Client:  

 

¶ Enrollee. 

¶ The legal spouse of Enrollee. 

¶ Any child of Enrollee, including any natural child from the date of birth, legally adopted 

child from the date of placement for adoption with the Enrollee, or other child for whom 

a court or administrative agency holds the Enrollee responsible.  

 

Dependent children are covered up to age the end of the month in which they attain the age of 26 

years.  

 

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if 

the child is incapable of  self-sustaining employment because of mental or physical disability, and 

chiefly dependent upon Enrollee for support and maintenance.  

 

PROGRAM DESCRIPTION  

 

The DEPP is intended to be a supplement to Covered Personôs group medical plan.  Providers will 

first submit a claim to Covered Personôs group medical insurance plan, and then to VSP.  Any 

amounts not paid by the medical plan will be considered for payment by VSP.  (This is referred to 

as ñCoordination of Benefitsò or ñCOB.ò  Please refer to the Coordination of Benefits section of 

Covered Personôs Evidence of Coverage for additional information regarding COB.)  If Covered 

Person does not have a group medical plan, providers will submit claims directly to VSP. 

 

Examples of symptoms which may result in a Covered Person seeking services under DEPP may 

include, but are not limited to: 

 

Å blurry vision 
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Å transient loss of vision 

Å trouble focusing 

Å ñfloatingò spots 

Å tunnel vision 

Å visual distortion 

 

Examples of conditions which may require management under DEPP may include, but are not 

limited to: 

 

Å diabetic retinopathy 

Å diabetic macular edema 

Å rubeosis 

Å age-related macular degeneration 

Å glaucoma 

 

PROCEDURES FOR OBTAINING DIABETIC EYECARE PLUS SERVICES  

 

COVERED PERSON HAS A GROUP MEDICAL PLAN  

 

The DEPP provides coverage for certain vision-related medical services as a supplement to 

Covered Personôs group medical plan.  Covered Persons should refer to the plan booklet, certificate 

of coverage, or other benefits description for their group medical plan to determine how to obtain 

plan benefits.  

 

The provider should first submit a claim to Covered Personôs group medical insurance plan.  Any 

amounts not paid by the medical plan may then be considered for payment by VSP.  (This is 

referred to as ñCoordination of Benefitsò or ñCOB.ò Please refer to the Coordination of Benefits 

section of Covered Personôs Evidence of Coverage for additional information regarding COB.)  

 

COVERED PERSON DOES NOT HAVE A GROUP MEDICAL PLAN  

 

When Covered Person does not have a group medical plan, the DEPP provides Plan Benefits as 

follows:  

 

1.  Covered Person contacts a VSP Network Doctor and makes an appointment.  

2.  Covered Person pays the applicable Copayment at the time of each DEPP visit and amounts for 

any additional services not covered by the Plan.  

 

REFERRALS  

 

If Covered Personôs Member Doctor cannot provide Covered Services, the doctor will refer the 

Covered Person to another Member Doctor or to a physician whose offices provide the necessary 

services.  

 

If the Covered Person requires services beyond the scope of DEPP, the Member Doctor will refer 

the Insured to a physician.  
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Referrals are intended to insure that Covered Persons receive the appropriate level of care for their 

presenting condition.  

 

Covered Persons do not require a referral from a Member Doctor in order to obtain Plan 

Benefits. 

 

PLAN BENEFITS  

VSP PREFERRED PROVIDER 

 

COVERED SERVICES 

 

Eye Examination: Covered in full after a Copayment of $20.00. 

 

Special Ophthalmological Services: Covered in Full. 

 

EXCLUSIONS AND LIMITATIONS OF BENEFITS 

The DEPP provides coverage for limited, vision-related medical services.  A current list of these 

procedures will be made available to Covered Persons upon request.  The frequency at which these 

services may be provided is dependent upon the specific service and the diagnosis associated with 

such service. 

 

NOT COVERED 

1. Services and/or materials not specifically included in this Rider as covered Plan Benefits. 

2. Frames, spectacle lenses, contact lenses or any other ophthalmic materials. 

3. Orthoptics or vision training and any associated supplemental testing. 

4. Surgery of any type, and any pre- or post-operative services and/or supplies. 

5. Treatment for any pathological conditions. 

6. An eye exam required as a condition of employment. 

7. Insulin or any medications or supplies of any type. 

8. Local, state and/or federal taxes, except where VSP is required by law to pay. 

 

DEPP DEFINITIONS  

 

AMD Age-related macular degeneration (AMD) is a disease that destroys the 

clear, ñstraight aheadò central vision necessary for reading, driving, 

identifying faces and performing other daily tasks. 

 

Diabetes A disease where the pancreas has a problem either making, or making 

and using, insulin. 

 

Type 1 Diabetes A disease in which the pancreas stops making insulin. 

 

Type 2 Diabetes A disease in which the pancreas either makes too little insulin or cannot 

properly use the insulin it makes to convert blood glucose to energy. 
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Diabetic Retinopathy 

 

A weakening in the small blood vessels at the back of the eye. 

 

Rubeosis 

 

Abnormal blood vessel growth on the iris and the structures in the front 

of the eye. 

 

Diabetic Macular 

Edema 

 

Swelling of the retina in diabetes mellitus due to leaking of fluid from 

blood vessels within the macula. 

 

Glaucoma A disease in which damage to the optic nerve leads to progressive, 

irreversible vision loss. 

 

Special 

Opthalmological 

Services 

Medical eyecare procedures for the investigation and management of 

ocular disorders associated with diabetic eye disease, glaucoma and/or 

AMD. 

 

PLAN BENEFITS 

OPEN ACCESS PROVIDERS 

 

A Non-Member Provider may require Covered Person to pay for all services in full at the time of 

the visit.  If so, Covered Person should then submit a claim to VSP for reimbursement. 

 

COVERED SERVICES 

 

Eye Examination: Covered up to $100.00 after a $20.00 Copayment. 

 

Special Ophthalmological Services: Covered up to $120.00 per individual service. 

 

EXCLUSIONS AND LIMITATIONS OF BENEFITS  

1. Exclusions and limitations of benefits described above for Member Doctors shall also 

apply to services rendered by Non-Member Providers. 

2. Services from a Non-Member Provider are in lieu of services from a Member Doctor. 

3. There is no guarantee that the amount reimbursed will be sufficient to pay the cost of 

services or materials in full. 

4. VSP is unable to require Non-Member Providers to adhere to VSPôs quality standards. 
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Summary of Vision Benefits and Coverage  

VSP Choice Plan 

(effective January 1, 2018) 
 

Common 

Medical 

Event 

Services You 

May Need 

Your cost if you use an Limitations and 

Exceptions In-Network 

Provider 

Out-of-Network 

Provider 

If you or your 

dependents (if 

applicable) 

need eye care 

Eye Exam $15.00 Copay Reimbursed up to 

$45.00 

Exam covered in 

full every 12 

months** 

Frames, Lenses or 

Contacts 

Glasses: $35.00 

Copay (lenses 

and/or frames only); 

Up to $60.00 copay 

for Contact Lens 

Exam 

Frames reimbursed up 

to $ 70.00 

SV Lenses reimbursed 

up to $ 30.00 

Bi-Focal Lenses 

reimbursed up to 

$ 50.00 

Tri-Focal Lenses 

reimbursed up to 

$ 65.00 

Lenticular Lenses 

reimbursed up to 

$100.00 

ECL reimbursed up to 

$105.00 

Frames covered 

every 12 months** 

Lenses covered 

every 12 months** 

Fees    

 

** Beginning with the first date of service.  
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EXHIBIT A -5 

 

WOODMEN LIFE  CAFETERIA PLAN  

BENEFIT INFORMATION BOOKLET  
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INTRODUCTION  

The WoodmenLife Cafeteria Plan (the ñPlanò) allows you to choose among certain benefits 

the Plan offers.  The benefits that you may choose are outlined in this Benefit Information Booklet 

(ñBookletò) and Summary Plan Description (ñSPDò).  

 

One of the most important features of this Plan is that the benefits being offered are 

generally ones that you are already paying for, but normally with money that has first been subject 

to income and Social Security taxes.  Under this Plan, these same expenses will be paid for with a 

portion of your pay before Federal income or Social Security taxes are withheld.  This means that 

you will pay less tax and have more money to spend and save. 

 

This SPD describes the current provisions of the Plan which are designed to comply with 

applicable legal requirements.  The Plan is subject to federal laws, such as the Internal Revenue 

Code and other federal and state laws which may affect your rights.  The provisions of the Plan 

are subject to revision due to a change in laws or due to pronouncements by the Internal Revenue 

Service (ñIRSò) or other federal agencies.  The Plan Administrator may also amend or terminate 

this Plan.  If the provisions of the Plan that are described in this SPD change, the Plan 

Administrator will notify you. 

 

There is a Plan Document on file that you may review if you desire.  In the event there is a 

conflict between this Summary Plan Description and the Plan Document, the Plan Document will 

control.  Also, if there is a conflict between an insurance contract and either the Plan Document or 

this Summary Plan Description, the insurance contract will control. 

 

Since this document is a summary, it cannot contain all of the details of the cafeteria plan, 

which is a technical legal document.  Any participant or beneficiary may arrange to see a copy of 

the Plan Document during regular business hours by contacting the Plan Administrator. 

 

If this Booklet does not answer all of your questions, please contact the Plan Administrator. 
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I. ELIGIBILITY  

 

1. When can I become a Participant in the Plan?  
 

Before you become a Plan member (referred to in this Summary Plan Description as a 

ñParticipantò), there are certain rules which you must satisfy.  First, you must meet the eligibility 

requirements.  After that, the next step is to actually join the Plan on the ñentry dateò that we have 

established for all Associates.  The ñentry dateò is defined in Question 3 below.  You will also be 

required to complete certain application forms before you can enroll in the Health Flexible 

Spending Account or Dependent Care Flexible Spending Account. 

 

2. What are the eligibility requirements for the Plan?  
 

You will be eligible to join the Plan once you have satisfied the conditions for coverage 

under our group medical plan.  Of course, if you were already a participant before this amendment, 

you will remain a participant. 

 

WoodmenLife Representatives are eligible to join the Premium Expense Account and 

Health Savings Account.  WoodmenLife Representatives are not eligible to join the Health 

Flexible Spending Account nor are they eligible for the Dependent Care Flexible Spending 

Account. 

 

3. When is my entry date?  
 

 Once you have met the eligibility requirements, your entry date will be the first day of the 

month coinciding with or following the date you met the eligibility requirements. 

 

4. Are there any Associates who are not eligible?  
 

Yes, there are certain Associates who are not eligible to join the Health Flexible Spending 

Account or the Dependent Care Flexible Spending Account.  They are: 

 

-- WoodmenLife Representatives are not eligible to join the Health Flexible Spending 

Account nor are they eligible for the Dependent Care Flexible Spending Account. 

 

5. What must I do to enroll in the Plan?  Does the Plan include an automatic election 

feature?  Does the Plan have ñevergreenò elections?  
 

Before you can join the Plan, you must complete an application to participate in the Plan.  

The application includes your personal choices for each of the benefits which are being offered 

under the Plan.  You must also authorize us to set some of your earnings aside in order to pay for 

a portion of the benefits you have elected. 

 

However, if you are already covered under any of the group medical, dental, vision, and/or 

contributory group term life insurance benefits, you will automatically participate in this Plan to 

the extent of your premiums unless you elect not to participate in this Plan. 



 

Exhibit A-5 

224 | P a g e 
4811-3358-2725.13  

 

As further described in the ñPremium Expense Accountò provision under ñBenefits,ò the 

Premium Expense Account allows you to pay for premiums for group medical, dental, vision, 

and/or contributory group term life insurance coverage offered by the Employer on a pretax basis.  

If you elect to participate in the Premium Payment Benefit for a Plan year, you will be deemed to 

continue such selection for every succeeding Plan year, unless you change the election in 

accordance with the Plan.  You will also be deemed to have elected to make salary reduction 

contributions consistent with the premiums for such benefit. 

 

II.  OPERATION  

 

1. How does this Plan operate?  
 

Before the start of each Plan Year, you will be able to elect to have some of your upcoming 

pay contributed to the Plan.  These amounts will be used to pay for the benefits you have chosen.  

The portion of your pay that is paid to the Plan is not subject to Federal income or Social Security 

taxes.  In other words, this allows you to use tax-free dollars to pay for certain kinds of benefits 

and expenses which you normally pay for with out-of-pocket, taxable dollars.  Also, we will make 

additional Employer contributions to the Plan that you may use to increase the amounts used to 

pay benefits.  However, if you receive a reimbursement for an expense under the Plan, you cannot 

claim a Federal income tax credit or deduction on your return.  

 

III.  CONTRIBUTIONS  

 

1. How much of my pay may the Employer redirect?  
 

As discussed above under ñWhat must I do to enroll in the Plan?  Does the Plan include an 

automatic election feature?  Does the Plan have ñevergreenò elections?ò, each year, we will 

automatically contribute on your behalf enough of your compensation to pay for group medical, 

dental, vision, and/or contributory group term life insurance coverage unless you elect not to 

receive any or all of such coverage.  You may also elect to have us contribute on your behalf 

enough of your compensation to pay for any other benefits that you elect under the Plan.  These 

amounts will be deducted from your pay over the course of the year. 

 

2. How much will the Employer contribute each year?  
 

We may contribute a discretionary amount which we will determine prior to the beginning 

of each Plan Year.  This contribution can be used for the Health Savings Account.  Please contact 

the Plan Administrator for the schedule of contributions to Health Savings Account.  We will also 

provide you with a debit card to use for eligible expenses.   

 

 If you elect not to participate, the Employer will not contribute to the Plan on your behalf. 
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3. What happens to contributions made to the Plan?  
 

Before each Plan Year begins, you will select the benefits you want and how much of the 

contributions should go toward each benefit.  It is very important that you make these choices 

carefully based on what you expect to spend on each covered benefit or expense during the Plan 

Year.  Later, they will be used to pay for the expenses as they arise during the Plan Year. 

 

4. When must I decide which accounts I want to use?  
 

You are required by Federal law to decide before the Plan Year begins, during the election 

period (defined below).  You must decide two things.  First, which benefits you want and, second, 

how much should go toward each benefit. 

 

If you are already covered by any of the insured benefits offered by this Plan, you will 

automatically become a Participant to the extent of the premiums for such insurance unless you 

elect, during the election period (defined below), not to participate in the Plan. 

 

5. When is the election period for our Plan?  
 

You will make your initial election on or before your entry date.  (You should review 

Section I on Eligibility to better understand the eligibility requirements and entry date.)  Then, for 

each following Plan Year, the election period is established by the Plan Administrator and applied 

uniformly to all Participants.  It will normally be a period of time prior to the beginning of each 

Plan Year. The Plan Administrator will inform you each year about the election period.  

 

6. May I change my elections during the Plan Year?  
 

Generally, you cannot change the elections you have made after the beginning of the Plan 

Year.  However, there are certain limited situations when you can change your elections.  You are 

permitted to change elections if you have a ñchange in statusò and you make an election change 

that is consistent with the change in status.  Currently, Federal law considers the following events 

to be a change in status: 

 

-- Marriage, divorce, death of a spouse, legal separation or annulment; 

 

-- Change in the number of dependents, including birth, adoption, placement for adoption, 

or death of a dependent; 

 

-- Any of the following events for you, your spouse or dependent: termination or 

commencement of employment, a strike or lockout, commencement or return from an 

unpaid leave of absence, a change in worksite, or any other change in employment status 

that affects eligibility for benefits; 

 

-- One of your dependents satisfies or ceases to satisfy the requirements for coverage due 

to change in age, student status, or any similar circumstance; and  
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-- A change in the place of residence of you, your spouse or dependent that would lead to 

a change in status, such as moving out of a coverage area for insurance. 

 

In addition, if you are participating in the Dependent Care Flexible Spending Account, then 

there is a change in status if your dependent no longer meets the qualifications to be eligible for 

dependent care. 

 

However, with respect to the Health Savings Account (HSA), you may modify or revoke 

your elections without having to have a change in status. 

 

There are detailed rules on when a change in election is deemed to be consistent with a 

change in status.  In addition, there are laws that give you rights to change health coverage for you, 

your spouse, or your dependents.  If you change coverage due to rights you have under the law, 

then you can make a corresponding change in your elections under the Plan.  If any of these 

conditions apply to you, you should contact the Plan Administrator. 

 

If the cost of a benefit provided under the Plan increases or decreases during a Plan Year, 

then we will automatically increase or decrease, as the case may be, your salary redirection 

election.  If the cost increases significantly, you will be permitted to either make corresponding 

changes in your payments or revoke your election and obtain coverage under another benefit 

package option with similar coverage, or revoke your election entirely. 

 

If the coverage under a Benefit is significantly curtailed or ceases during a Plan Year, then 

you may revoke your elections and elect to receive on a prospective basis coverage under another 

plan with similar coverage.  In addition, if we add a new coverage option or eliminate an existing 

option, you may elect the newly-added option (or elect another option if an option has been 

eliminated) and make corresponding election changes to other options providing similar coverage.  

If you are not a Participant, you may elect to join the Plan.  There are also certain situations when 

you may be able to change your elections on account of a change under the plan of your spouseôs, 

former spouseôs or dependentôs employer. 

 

These rules on change due to cost or coverage do not apply to the Health Flexible Spending 

Account, and you may not change your election to the Health Flexible Spending Account if you 

make a change due to cost or coverage for insurance or if you decide to participate in the Health 

Savings Account. 

 

You may not change your election under the Dependent Care Flexible Spending Account 

if the cost change is imposed by a dependent care provider who is your relative. 

 

7. May I make new elections in future Plan Years?  
 

Yes, you may.  For each new Plan Year, you may change the elections that you previously 

made.  You may also choose not to participate in the Plan for the upcoming Plan Year.  If you do 

not make new elections during the election period before a new Plan Year begins, the Plan 

Administrator will assume you want your elections for insured or self-funded benefits only to 
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remain the same and you will not be considered a Participant for the non-insured benefit options 

under the Plan for the upcoming Plan Year.  See above under ñWhat must I do to enroll in the 

Plan?  Does the Plan include an automatic election feature?  Does the Plan have ñevergreenò 

elections?ò for more information. 

 

8. May I change my elections during the Plan Year and obtain coverage through an 

Exchange (Marketplace)? 

 

 Under certain circumstances, you may prospectively revoke an election of coverage under 

an Employer-sponsored group health plan (that is not a Health Flexible Spending Account) in order 

to purchase a qualified health plan through a Marketplace. 

 

 (a) Revocations due to a reduction in hours of service. 

 

 You may prospectively revoke an election for coverage under an Employer-sponsored 

group health plan (that is not a Health Flexible Spending Account) if: 

 

¶ You were in an employment status where you were reasonable expected to average at 

least 30 hours of service per week; 

 

¶ A change in your status occurs so that you will reasonably be expected to average less 

than 30 hours of service per week after the change (even if the reduction does not result 

in you ceasing to be eligible under the group health plan); 

 

¶ Your revocation of the election of coverage under the group health plan corresponds to 

your intended enrollment in another plan that provides minimum essential coverage; and 
 

¶ The new coverage is effective no later than the first day of the second month following 

the month that includes the date your original coverage is revoked. 

 

(b) Revocations due to enrollment in a qualified health plan. 

 

 You may prospectively revoke an election for coverage under an Employer-sponsored 

group health plan (that is not a Health Flexible Spending Account) if: 

 

¶ Either (1) you are eligible for a special enrollment period to enroll in a qualified health 

plan through a Marketplace, or (2) you seek to enroll in a qualified health plan through 

a Marketplace during the Marketplaceôs annual enrollment period; and 

 

¶ The revocation of your election for coverage under the Employerôs group health plan 
corresponds to your intent to enroll in a qualified health plan through a Marketplace for 

new coverage that is effective beginning no later than the date immediately following 

the last day of the original coverage that is revoked. 

 

For more information, please contact the Plan Administrator. 
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IV.  BENEFITS 

 

1. What benefits are offered under the Plan?  
 

Under this Plan, you can choose to receive your entire compensation or use a portion to 

pay for the following benefits or expenses during the year. 

 

2. Health Flexible Spending Account  

 

The Health Flexible Spending Account enables you to pay for expenses allowed under 

Sections 105 and 213(d) of the Internal Revenue Code which are not covered by our medical plan 

and save taxes at the same time.  The Health Flexible Spending Account allows you to be 

reimbursed by the Employer for qualified medical expenses incurred by you and your dependents. 

 

However, if you participate in a Health Savings Account (ñHSAò), you can only be 

reimbursed by the Employer for certain out-of-pocket dental or vision expenses incurred by you 

and your dependents. 

 

If you are an HSA Participant, drug costs, including insulin, may be reimbursed if they are 

considered dental or vision expenses. 

 

You may be reimbursed for ñover the counterò drugs only if those drugs are prescribed for 

you.  You may not, however, be reimbursed for the cost of other health care coverage maintained 

outside of the Plan, or for long-term care expenses.  A list of covered expenses is available from 

the Plan Administrator. 

 

The most that you can contribute to your Health Flexible Spending Account each Plan Year 

is $2,500.00, which may be adjusted annually for inflation.  The minimum amount that you must 

contribute to the Health Flexible Spending Account each Plan Year is $100.00.  In order to be 

reimbursed for a health care expense, you must submit to the Plan Administrator an itemized bill 

from the service provider.  You will also receive a debit card to use to pay for medical expenses.  

The Plan Administrator will provide you with further details.  Amounts reimbursed from the Plan 

may not be claimed as a deduction on your personal income tax return.  Reimbursement from the 

Plan shall be paid at least once a month.  Expenses under this Plan are treated as being ñincurredò 

when you are provided with the care that gives rise to the expenses, not when you are formally 

billed or charged, or you pay for the medical care. 

 

You may be reimbursed for expenses for any child until the end of the calendar year in 

which the child reaches age 26.  A child is a natural child, stepchild, foster child, adopted child, or 

a child placed with you for adoption.   A child also includes a grandchild who lives with you in a 

regular child-parent relationship where the grandchild receives no support or maintenance from 

the parent and where you are a court-appointed guardian of the grandchild; or a child, other than a 

grandchild or stepchild, for whom you are a court-appointed guardian; in addition, a grandchild or 

other child for whom you are a court-appointed guardian must also be your tax dependent  If a 

child gains or regains eligibility due to these new rules, that qualifies as a change in status to 

change coverage. 
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3. Dependent Care Flexible Spending Account  

 

The Dependent Care Flexible Spending Account enables you to pay for out-of-pocket, 

work-related dependent daycare costs with pre-tax dollars.  If you are married, you can use the 

account if you and your spouse both work or, in some situations, if your spouse goes to school 

full -time.  Single Associates can also use the account. 

 

An eligible dependent is someone for whom you can claim expenses on Federal Income 

Tax Form 2441 ñCredit for Child and Dependent Care Expenses.ò  Children must be under age 13.  

Other dependents must be physically or mentally unable to care for themselves.  Dependent Care 

arrangements which qualify include: 

 

(a) A Dependent (Day) Care Center, provided that if care is provided by the facility for 

more than six individuals, the facility complies with applicable state and local laws; 

 

(b) An Educational Institution for pre-school children.  For older children, only expenses 

for non-school care are eligible; and 

 

(c) An ñIndividualò who provides care inside or outside your home: The ñIndividualò may 

not be a child of yours under age 19 or anyone you claim as a dependent for Federal 

tax purposes. 

 

You should make sure that the dependent care expenses you are currently paying for 

qualify under our Plan.  The Plan may provide you with a debit card to use to pay for dependent 

care expenses.  The Plan Administrator will provide you with further details.  

 

The law places limits on the amount of money that can be paid to you in a calendar year 

from your Dependent Care Flexible Spending Account.  Each Plan Year, the minimum amount 

you must contribute to the Dependent Care Flexible Spending Account is $100.00.  Generally, 

your reimbursements may not exceed the lesser of: (a) $5,000 (if you are married filing a joint 

return or you are head of a household) or $2,500 (if you are married filing separate returns); (b) 

your taxable compensation; (c) your spouseôs actual or deemed earned income (a spouse who is a 

full -time student or incapable of caring for himself/herself has a monthly earned income of $250 

for one dependent or $500 for two or more dependents). 

 

Also, in order to have the reimbursements made to you from this account be excludable 

from your income, you must provide a statement from the service provider including the name, 

address, and in most cases, the taxpayer identification number of the service provider on your tax 

form for the year, as well as the amount of such expense as proof that the expense has been 

incurred.  In addition, Federal tax laws permit a tax credit for certain dependent care expenses you 

may be paying for even if you are not a Participant in this Plan.  You may save more money if you 

take advantage of this tax credit rather than using the Dependent Care Flexible Spending Account 

under the Plan.  Ask your tax adviser which is better for you. 
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If you participate in the Dependent Care FSA, you must complete and file Form 2441 with 

your federal Form 1040 or 1040A, as applicable.  Please contact your qualified tax advisor for 

additional information. 

 

4. Premium Expense Account  

 

A Premium Expense Account allows you to use tax-free dollars to pay for certain premium 

expenses under various insurance programs the Plan offers.  These premium expenses include: 

 

¶ Health care premiums under our self-funded medical plan. 

 

¶ Dental premiums under our self-funded dental plan. 

 

¶ Vision premiums. 

 

¶ Contributory Group Term Life premiums. 

 

PayFlex will establish sub-accounts for you for each different type of coverage that is 

available.  Also, certain limits on the amount of coverage may apply. 

 

The Plan Administrator may terminate or modify Plan benefits at any time, subject to the 

provisions of any contracts providing benefits described above.  Also, your coverage will end when 

you leave employment, are no longer eligible under the terms of any coverage, or when coverage 

terminates. 

 

Any benefits to be provided by insurance will be provided only after (1) you have provided 

the Plan Administrator the necessary information to apply for insurance, and (2) the insurance is 

in effect for you. 

 

If you cover your children up to age 26 under your insurance, you can pay for that coverage 

through the Plan. 

 

5. May I direct Plan contributions to my Health Savings Account?  
 

Yes.  Any monies that you do not apply toward available benefits can be contributed to 

your Health Savings Account, which enables you to pay for expenses which are not covered by 

our medical plan and save taxes at the same time.  Please see your Plan Administrator for further 

details. 

 

V. BENEFIT PAYMENTS  

 

1. When will I receive payments from my accounts?  
 

During the course of the Plan Year, you may submit requests for reimbursement of 

expenses you have incurred.  Expenses are considered ñincurredò when the service is performed, 

not necessarily when it is paid for.  The Plan Administrator will provide you with acceptable forms 
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for submitting these requests for reimbursement.  If the request qualifies as a benefit or expense 

that the Plan has agreed to pay, you will receive a reimbursement payment soon thereafter.  

Remember, these reimbursements which are made from the Plan are generally not subject to 

federal income tax or withholding.  Nor are they subject to Social Security taxes.  The provisions 

of the insurance contracts will control what benefits will be paid and when.  You will only be 

reimbursed from the Dependent Care Flexible Spending Account to the extent that there are 

sufficient funds in the Account to cover your request.  If you have been issued a debit card, you 

may also use the debit card to pay for qualified expenses you incur that are eligible for 

reimbursement under the Plan. 

 

2. What happens if I donôt spend all Plan contributions during the Plan Year?  
 

Any monies left at the end of the Plan Year will be forfeited, except for amounts 

contributed to your Health Savings Account.  Obviously, qualifying expenses that you incur late 

in the Plan Year for which you seek reimbursement after the end of such Plan Year will be paid 

first before any amount is forfeited.  For the Health Flexible Spending Account, you must submit 

claims no later than 90 days after the end of the Plan Year.  For the Dependent Care Flexible 

Spending Account, you must submit claims no later than 90 days after the end of the Plan Year.  

Because it is possible that you might forfeit amounts in the Plan if you do not fully use the 

contributions that have been made, it is important that you decide how much to place in each 

account carefully and conservatively.  Remember, you must decide which benefits you want to 

contribute to and how much to place in each account before the Plan Year begins.  You want to be 

as certain as you can that the amount you decide to place in each account will be used up entirely. 

 

3. Family and Medical Leave Act (FMLA)  
 

If you take leave under the Family and Medical Leave Act, you may revoke or change your 

existing elections for health insurance and the Health Flexible Spending Account.  If your coverage 

in these benefits terminates, due to your revocation of the benefit while on leave or due to your 

non-payment of contributions, you will be permitted to reinstate coverage for the remaining part 

of the Plan Year upon your return.  For the Health Flexible Spending Account, you may continue 

your coverage or you may revoke your coverage and resume it when you return.  You can resume 

your coverage at its original level and make payments for the time that you are on leave.  For 

example, if you elect $1,200 for the year and are out on leave for 3 months, then return and elect 

to resume your coverage at that level, your remaining payments will be increased to cover the 

difference - from $100 per month to $150 per month.  Alternatively your maximum amount will 

be reduced proportionately for the time that you were gone.  For example, if you elect $1,200 for 

the year and are out on leave for 3 months, your amount will be reduced to $900.  The expenses 

you incur during the time you are not in the Health Flexible Spending Account are not 

reimbursable. 

 

If you continue your coverage during your unpaid leave, you may pre-pay for the coverage, 

you may pay for your coverage on an after-tax basis while you are on leave, or you and your 

Employer may arrange a schedule for you to ñcatch upò your payments when you return. 
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4. What happens if I terminate employment?  

 

If your Termination Date occurs during the Plan Year, your right to benefits will be 

determined in the following manner: 

 

(a) You will remain covered by insurance, but only for the period for which premiums 

have been paid prior to your Termination Date. 

 

(b) You will still be able to request reimbursement for qualifying dependent care expenses 

for the remainder of the Plan Year from the balance remaining in your dependent care 

account as of your Termination Date.  However, no further salary redirection and 

contributions will be made on your behalf.  You must submit claims within 90 days 

after the end of the Plan Year in which the Termination Date occurs. 

 

(c) Your Health Savings Account amounts will remain yours even after your Termination 

Date. 

 

(d) For health benefit coverage and Health Flexible Spending Account following your 

Termination Date, please refer to the section of the SPD entitled ñContinuation of 

Group Health Coverage Under COBRA.ò  As of your Termination Date, your 

participation in the Health Flexible Spending Account will cease, and no further salary 

redirection and contributions will be contributed on your behalf.  However, you will be 

able to submit claims for health care expenses that were incurred no later than through 

the end of the month in which your Termination Date occurred.  Your further 

participation will be governed by COBRA. 

 

ñTermination Dateò means the date of employment termination (for Home Office 

Associates) or contract termination (for Regional Directors, Recruiting Sales Managers, 

and WoodmenLife Representatives). 

 

5. Will my Social Security benefits be affected?  
 

Your Social Security benefits may be slightly reduced because when you receive tax-free 

benefits under the Plan, it reduces the amount of contributions that you make to the Federal Social 

Security system as well as our contribution to Social Security on your behalf. 

 

VI.   HIGHLY COMPENSATED AND KEY ASSOCIATES 

 

1. Do limitations apply to highly compensated Associates?  

 

Under the Internal Revenue Code, highly compensated Associates and key Associates 

generally are Participants who are officers, shareholders or highly paid.  You will be notified by 

the Plan Administrator each Plan Year whether you are a highly compensated Associate or a key 

Associate. 
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If you are within these categories, the amount of contributions and benefits for you may be 

limited so that the Plan as a whole does not unfairly favor those who are highly paid, their spouses 

or their dependents.  Federal tax laws state that a plan will be considered to unfairly favor the key 

Associates if they as a group receive more than 25% of all of the nontaxable benefits provided for 

under the Plan. 

 

Plan experience will dictate whether contribution limitations on highly compensated 

Associates or key Associates will apply.  You will be notified of these limitations if you are 

affected. 

 

VII.  PLAN ACCOUNTING  

 

The Plan Administrator will provide you with a statement of your account periodically 

during the Plan Year that shows your account balance.  It is important to read these statements 

carefully so you understand the balance remaining to pay for a benefit.  Remember, you want to 

spend all the money you have designated for a particular benefit by the end of the Plan Year. 

 

VIII.  CLAIMS  

 

Claims for expenses should be submitted to: 

 

PayFlex Systems USA, Inc. 

PO Box 3039 

Omaha, NE 68103 

 

You should submit all reimbursement claims during the Plan Year.  For the Health Flexible 

Spending Account, you must submit claims no later than 90 days after the end of the Plan Year. 

For the Dependent Care Flexible Spending Account, you must submit claims no later than 90 days 

after the end of the Plan Year.  Any claims submitted after that time will not be considered. 

 

Claims that are insured or self-funded will be handled in accordance with procedures 

contained in the insurance policies or contracts.  All other general requests should be directed to 

the Plan Administrator of our Plan.  If a dependent care claim under the Plan is denied in whole or 

in part, you or your beneficiary will receive written notification.  The notification will include the 

reasons for the denial, with reference to the specific provisions of the Plan on which the denial was 

based, a description of any additional information needed to process the claim and an explanation 

of the claims review procedure.  Within 60 days after denial, you or your beneficiary may submit 

a written request for reconsideration of the denial to the Plan Administrator. 
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IX.  SUMMARY  

 

The money you earn is important to you and your family.  You need it to pay your bills, 

enjoy recreational activities and save for the future.  Our flexible benefits plan will help you keep 

more of the money you earn by lowering the amount of taxes you pay.  The Plan is the result of 

our continuing efforts to find ways to help you get the most for your earnings. 

 

If you have any questions, please contact the Plan Administrator. 
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EXHIBIT A -6 

 

WOODMEN LIFE  PREPAID LEGAL ASSISTANCE PLAN  

 

 

BENEFIT INFORMATION BOOKLET  
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INTRODUCTION  

 

MetLaw® was established to provide personal legal services for eligible Company 

Associates, their spouses and dependent children.  This summary provides general information 

about the Plan, who is eligible to receive benefits under the Plan, what those benefits are, and how 

to obtain benefits.  If you have any questions that are not answered, please contact the Benefits 

Department. 

Hyatt Legal Plans, Inc. has been selected to provide for legal plan benefits.  The services 

will be provided through a panel of carefully selected Participating Law Firms.  Lawyers in this 

network are called Plan Attorneys.  These arrangements are described in detail in this summary.  

The actual provisions of the Plan are set out in a written document maintained by your employer.  

All statements made in this booklet are subject to the provisions and terms of that document, which 

control in the event of conflict with this summary. 
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HOW TO GET LEGAL SERVICES  

Web Site 

To use MetLaw® visit the Hyatt Legal Plansô member website at members.legalplans.com.  To 

login enter the last four digits of your Membership Number and ZIP Code.  After you login you 

will jump to a page that is specific for member services.  On this page you can choose the following 

options: 

 

¶ How Do I Use the Plan?    

¶ Covered Services 

¶ Attorney Locator 

¶ Obtain Case Number 

¶ Life Guide 

¶ Self-Help Documents/Forms 

Client Service Center 

You may also use MetLaw®, by calling Hyatt Legal Plansô Client Service Center at 1-800-821-

6400 Monday ï Friday 8 a.m. to 8 p.m., Eastern Time.  Be prepared to give your Membership 

Number and ZIP Code.  If you are a spouse or an eligible dependent child of an eligible person, 

you will need the Membership Number and ZIP Code of the Associate through whom you are 

eligible.  The Client Service Representative who answers your call will: 

 

¶ Verify your eligibility for services; 

¶ Make an initial determination of whether and to what extent your case is covered (the 

Plan Attorney will make the final determination of coverage); 

¶ Give you a Case Number which is similar to a claim number (you will need a new Case 

Number for each new case you have); 

¶ Give you the telephone number of the Plan Attorney most convenient to you; and 

¶ Answer any questions you have about the Legal Plan. 

You then call the Plan Attorney to schedule an appointment at a time convenient to you.  You 

should be prepared to give them your Case Number, the name of the legal plan to which you 

belong, and the type of legal matter you are calling about.  Evening and Saturday appointments 

are available. 

If you choose, you may select your own attorney (including an out-of-network attorney).  Also, 

where there are no Participating Law Firms, you will be asked to select your own attorney.  In both 

of these circumstances, Hyatt Legal Plans will reimburse you for these non-Plan attorneysô fees in 

accordance with a set fee schedule.  

For services to be covered you or your eligible dependents must have obtained a Case Number, 

retained an attorney and the attorney must begin work on the covered legal matter while you are 

an eligible member of the legal plan. 

Hyatt Legal Plans may use ñplan identification numberò 990/1961 to refer to the benefit described 

in this Exhibit A-6. 
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WHAT SERVICES ARE COVERED  

MetLaw® entitles you and your eligible dependents to receive certain personal legal services. The 

available benefits are very comprehensive, but there are limitations and other conditions, which 

must be met. Please take time for yourself and your family to read the description of benefits 

carefully. 

All benefits are available to you and your spouse and dependents, unless otherwise noted. 

ADVICE AND CONSULTAT ION 

Office Consultation 

This service provides the opportunity to discuss with an attorney any personal legal problems that 

are not specifically excluded.  The Plan Attorney will explain the Participantôs rights, point out his 

or her options and recommend a course of action.  The Plan Attorney will identify any further 

coverage available under the Plan, and will undertake representation if the Participant so requests.  

If representation is covered by the Plan, the Participant will not be charged for the Plan Attorneyôs 

services.  If representation is recommended, but is not covered by the plan, the Plan Attorney will 

provide a written fee statement in advance.  The Participant may choose whether to retain the Plan 

Attorney at his or her own expense, seek outside counsel, or do nothing.  There are no restrictions 

on the number of times per year a Participant may use this service; however, for a non-covered 

matter, this service is not intended to provide the Participant with continuing access to a Plan 

Attorney in order to seek advice that would allow the Participant to undertake his or her own 

representation. 

Telephone Advice 

This service provides the opportunity to discuss with an attorney any personal legal problems that 

are not specifically excluded.  The Plan Attorney will explain the Participantôs rights, point out his 

or her options and recommend a course of action.  The Plan Attorney will identify any further 

coverage available under the Plan, and will undertake representation if the Participant so requests.  

If representation is covered by the Plan, the Participant will not be charged for the Plan Attorneyôs 

services.  If representation is recommended, but is not covered by the plan, the Plan Attorney will 

provide a written fee statement in advance.  The Participant may choose whether to retain the Plan 

Attorney at his or her own expense, seek outside counsel, or do nothing.  There are no restrictions 

on the number of times per year a Participant may use this service; however, for a non-covered 

matter, this service is not intended to provide the Participant with continuing access to a Plan 

Attorney in order to seek advice that would allow the Participant to undertake his or her own 

representation. 

 

CONSUMER PROTECTION  

 

Consumer Protection Matters 

This service covers the Participant as a plaintiff, for representation, including trial, in disputes over 

consumer goods and services where the amount being contested exceeds the small claims court 

limit in that jurisdiction and is documented in writing.  This service does not include disputes over 

real estate, construction, insurance or collection activities after a judgment.  
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Small Claims Assistance 

This service covers counseling the Participant on prosecuting a small claims action; helping the 

Participant prepare documents; advising the Participant on evidence, documentation and 

witnesses; and preparing the Participant for trial.  The service does not include the Plan Attorneyôs 

attendance or representation at the small claims trial, collection activities after a judgment or any 

services relating to post-judgment actions. 

 

Personal Property Protection 

This service covers counseling the Participant over the phone or in the office on any personal 

property issue such as consumer credit reports, contracts for the purchase of personal property, 

consumer credit agreements or installment sales agreements.  Counseling on pursuing or defending 

small claims actions is also included.  The service also includes reviewing any personal legal 

documents and preparing promissory notes, affidavits and demand letters. 

 

DEBT MATTERS  

 

Debt Collection Defense 

This benefit provides Participants with an attorneyôs services for negotiation with creditors for a 

repayment schedule and to limit creditor harassment, and representation in defense of any action 

for personal debt collection, tax agency debt collection, foreclosure, repossession or garnishment, 

up to and including trial if necessary.  It includes a motion to vacate a default judgment.  It does 

not include counter, cross or third party claims; bankruptcy, any action arising out of family law 

matters including support and post decree issues; or any matter where the creditor is affiliated with 

the sponsor or employer. 

 

Identity Management Services 

This service provides the Participant with access to LifeStages Identity Management Services 

provided by CyberScout, LLC, formerly known as IDT911, LLC.  CyberScout is not a corporate 

affiliate of Hyatt Legal Plans. These services include both Proactive Services when the Participant 

believes their personal data has been compromised as well as Resolution Services to assist the 

Participant in recovering from account takeover or identity theft with unlimited assistance to fix 

issues, handle notifications, and provide victims with credit and fraud monitoring.  Theft Support, 

Fraud Support, Recovery and Replacement services are covered by this service. 

 

Identity Theft Defense 

This service provides the Participant with consultations with an attorney regarding potential 

creditor actions resulting from identity theft and attorney services as needed to contact creditors, 

credit bureaus and financial institutions.  It also provides defense services for specific creditor 

actions over disputed accounts.  The defense services include limiting creditor harassment and 

representation in defense of any action that arises out of the identity theft such as foreclosure, 

repossession or garnishment, up to and including trial if necessary.  The service also provides the 

Participant with online help and information about identity theft and prevention.  It does not 

include counter claims, cross claims, bankruptcy, any action arising out of divorce or post decree 

matters, or any matter where the creditor is affiliated with the sponsor or employer. 

 




