Regulatory Notices

· Women's Health and Cancer Rights Act Notice
· Newborns' and Mothers’ Disclosure Notice
· Patient Protection Disclosure
· Notice of Special Enrollment Rights
· Qualified Medical Child Support Order Procedures
· HIPAA Privacy Practices
· General Notice of COBRA Continuation Coverage Rights
· Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP) –Provided separately



Women’s Health and Cancer Rights Act

The Women’s Health and Cancer Rights Act (WHCRA) of 1998, requires group health plans to make certain benefits available to participants who have undergone a mastectomy. In particular, a plan must offer mastectomy patients benefits for:

· All stages of reconstruction of the breast on which the mastectomy was performed;
· Surgery and reconstruction of the other breast to produce a symmetrical appearance;
· Prostheses; and
· Treatment of physical complications of the mastectomy, including lymphedema

Our plan complies with these requirements. Benefits for these items generally are comparable to those provided under our plan for similar types of medical services and supplies. Of course, the extent to which any of these items is appropriate following mastectomy is a matter to be determined by the patient and the physician. Our plan neither imposes penalties (for example, reducing or limiting reimbursements) nor provides incentives to induce attending providers to provide care inconsistent with these requirements. If you would like more information about WHCRA required coverage, you can contact the Plan Administrator.

Newborns’ and Mothers’ Disclosure Notice

MATERNITY BENEFITS
Under Federal and state law you have certain rights and protections regarding your Maternity benefits under the Plan.

Under federal law known as the “Newborns’ and Mothers’ Health Protection Act of 1996” (Newborns’ Act) 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 mother’s or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal law, require that a provider obtain Authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Under California law, if your Plan provides benefits for obstetrical services your benefits will include coverage for postpartum services. Coverage will include benefits for inpatient care and a home visit or visits, which shall be in accordance with the medical criteria, outlined in the most current version of or an official update to the “Guidelines for Perinatal Care" prepared by the American Academy of Pediatrics and the American College of Obstetricians and Gynecologists or the "Standards for Obstetric‐Gynecologic Services" prepared by the American College of Obstetricians and Gynecologists. Coverage for obstetrical services as an inpatient in a general Hospital or obstetrical services by a Physician shall provide such benefits with durational limits, deductibles, coinsurance factors, and Copayments that are no less favorable than for physical Illness generally.








Patient Protection Disclosure

The group health plan or health insurance issuer generally requires the designation of a primary care provider if enrolling in a Health Maintenance Organization (HMO) plan. You have the right to designate any primary care provider who participates in the network and who is available to accept you or your family members. If you do not make this designation, the group health plan or health insurance issuer will designate one for you or your family members. You have the right to change your provider for any reason. For information on how to select a primary care provider, and for a list of the participating primary care providers, contact the Plan Administrator.  For children, you may designate a pediatrician as the primary care provider.

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


Notice of 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 toward your or your dependents’ other
coverage). However, you must request enrollment no later than 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment no later than 30 days after the marriage, birth, adoption, or placement for adoption.

Effective April 1, 2009, if either of the following two events occur, you will have 60 days from the date of the event to request enrollment in your employer’s plan:

•    Your dependents lose Medicaid or CHIP coverage because they are no longer eligible.
•    Your dependents become eligible for a state’s premium assistance program.

To take advantage of special enrollment rights, you must experience a qualifying event and provide the employer plan with timely notice of the event and your enrollment request.

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



Qualified Medical Child Support Order Procedures

What is a Qualified Medical Child Support Order (QMCSO)?

A “QMCSO” is a medical child support order (from a court or administrative agency) that creates or recognizes the right of an “alternate recipient” to receive benefits for which a participant or beneficiary is eligible under a group health plan. It is recognized by the group health plan as “qualified” because it includes information and meets other requirements.

Who can be an “alternate recipient”?

Any child of a participant in a group health plan who is recognized under a medical child support order as having a right to enrollment under the plan with respect to such participant is an alternate recipient.
What information must a medical child support order contain to be a “qualified” order?

A medical child support order must contain the following information in order to be qualified:

•	The name and last known mailing address of the participant and each alternate recipient, except that the order may substitute the name and mailing address of a State or local official for the mailing address of any alternate recipient;

•	A reasonable description of the type of health coverage to be provided to each alternate recipient (or the manner in which such coverage is to be determined);

•         The period to which the order applies; and

•	An order may not require a plan to provide any type or form of benefit, or any option, not otherwise provided under the plan, except to the extent necessary to meet the requirements of certain State laws. A "National Medical Support Notice" can also be a qualified medical support notice.

PROCEDURES

Upon receiving a medical child support order the Plan Administrator will:

1.    Determine if the document is a National Medical Support Notice or a judgment order or decree from a court or administrative process.

2.    Notify the participant, each alternate recipient and the issuing court or agency in the case of a National Medical
Support Notice of the receipt of the order and provide a copy of these procedures.

3.    Review the employment status of the affected employee/ parent and review the Plan provisions to determine which, if any, group health plan benefits are available to the alternate recipient.

4.    Determine if the document is a qualified medical support order.

5.    Notify the participant and the alternate recipient whether the document is a qualified medical  support order within a reasonable time after receipt of the order (not to exceed 40 days in the case of a National Medical Support Notice).

HIPAA Privacy Notice to Employees


Jessica Martell, 805-552-6604, 21375 Needham Ranch Parkway, Santa Clarita, CA 91321

OVERVIEW

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

Your employer is committed to maintaining the confidentiality of your private medical information.  This notice is provided to you in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), the American Recovery and Reinvestment Act of 2009 and accompanying regulations (the “Privacy Rule”).  It describes the legal obligations of the group health plans maintained by your employer. Health and Welfare Benefits Plan & Flexible Benefits Plan (referred to in this notice as “we,” “our,” “us” or the “Plan”) regarding your health information.  The Privacy Rule requires that the Plan use and disclose your health information only as described in this notice.   This notice only applies to health‐related information received by or on behalf of the Plan benefit programs listed below.

This notice applies to the employees and former employees of your employer, and dependents who participate in any of the following benefit programs under the Plan:

· Medical benefits
· Dental benefits
· Vision benefits
· Prescription drug coverage
· Health care spending account program
· Employee Assistance program
· Wellness program

The Plan’s actions and obligations are undertaken by your employer’s employees as well as certain third parties who perform services for the Plan.  However, your employer’s employees perform only limited Plan functions – most Plan administrative functions are performed by third party service providers.

Protected Health Information

Federal law requires us to have a special policy for safeguarding certain medical information called “Protected Health Information.”  Protected Health Information (PHI) is health information (including genetic information) received or created in the course of administering the Plan, that can be used to identify you and that relates to:
· your physical or mental health condition,
· the provision of health care to you, or
· payment for your health care.

Your medical and dental records, your claims for medical and dental benefits, and the explanation of benefits (EOB) sent in connection with payment of your claims are all examples of PHI.

If your employer obtains your health information in another way – for example, if you are hurt in a work accident or if you provide medical records with your request for Family and Medical Leave Act (FMLA) absence‐‐then your employer will safeguard that information in accordance with other applicable laws, but such information is not considered PHI subject to this notice.  Similarly, health information obtained by a non‐health‐related benefits program, such as the long‐term disability program or accidental death and dismemberment program, is not protected under this notice.  This notice does not apply in those situations because the health information is not received or created in connection with the Plan.

The remainder of this notice generally describes our rules with respect to your PHI received or created by the Plan.

Your Rights

When it comes to your PHI, you have certain rights. This section explains your rights and some of our responsibilities to help you.
Get a copy of health and claims records

•	You can ask to see or obtain a copy of your health and claims records and other PHI we have about you. Ask us how to do this.
•   We will provide a copy or a summary of your health and claims records, usually within 30 days of your request. We
may charge a reasonable, cost‐based fee.

Ask us to correct health and claims records

•	You can ask us to correct your health and claims records if you think they are incorrect or incomplete.  Ask us how to do this.
•   We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

•	You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.
•   We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if we do not.

Ask us to limit what we use or share

•   You can ask us not to use or share certain PHI for treatment, payment, or our operations.
•   We are not required to agree to your request, and we may say “no” if it would affect your care.
Get a list of those with whom we have shared PHI

•	You can ask for a list of the times we’ve shared your PHI for six years prior to the date you ask, who we shared it with, and why.
•   We will include all the disclosures except for those about treatment, payment, and health care operations, and certain
other disclosures (such as any you asked us to make). We’ll provide one report of this information each year for free but will charge a reasonable, cost‐based fee if you ask for another one within 12 months.


Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone to act for you

•	If you have given someone medical or general power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your PHI.
•   We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

•	You can complain if you feel we have violated your rights by contacting us using the information located at the beginning of this notice.
•   You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a
letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1‐877‐696‐6775, or visiting:
www.hhs.gov/ocr/privacy/hipaa/complaints/.
•	We will not retaliate against you for filing a complaint or use your PHI for employment purposes without your authorization.


Your Choices

For certain PHI, you can tell us your choices about what we share. If you have a clear preference for how we share your PHI in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 

In these cases, you have both the right and choice to tell us to:
•   Share PHI with your family, close friends, or others involved in payment for your care
•   Share PHI in a disaster relief situation.

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your PHI if we believe it is in your best interest. We may also share your PHI when needed to lessen a serious and imminent threat to health or safety.

In these cases we never share your PHI unless you give us written permission:

•   Marketing purposes
•   Sale of your PHI

Our Uses and Disclosures

We typically use or share your PHI in the following ways:

Help manage the health care treatment you receive

We may use your PHI and share it with professionals who are treating you.

Example:   We might disclose PHI about your prior prescriptions to a pharmacist to determine if prior prescriptions contraindicate a pending prescription.
Operate the Plan

•   We may use and disclose your PHI for Plan operations.  These uses and disclosures are necessary to run the Plan.
•	We may use  medical  information in connection  with  conducting  quality  assessment and  improvement activities; enrollment, premium rating, and other activities relating to Plan coverage; submitting claims for stop‐loss (or excess‐ loss)  coverage;  conducting   or  arranging for  medical  review, legal  services,  audit  services,  and  fraud  & abuse detection programs; business  planning  and development such as cost management; and business  management and general Plan administrative activities.

•	In no event will we use or disclose PHI that is genetic information for underwriting purposes.  In addition to rating and pricing a group insurance policy, this means the Plan may not use genetic information (including information requested or collected in a health risk assessment or wellness program) for setting deductibles or other cost sharing mechanisms, determining premiums or other contribution amounts, or applying preexisting condition exclusions.

Example:  We may use your claims data to alert you to an available case management program if you become pregnant or are diagnosed with diabetes or liver failure.  We may also disclose your PHI to another health plan or health care provider who has a relationship with you for their operations activities if the disclosure is for quality assessment and improvement activities, to review the qualifications of health care professionals who provide care to you, or for fraud and abuse detection and prevention purposes.

Pay for your health services

We may use and disclose your PHI as we pay for your health services.

Example: We may exchange your PHI with your spouse’s health plan for coordination of benefits purposes.

Administer your plan

We may disclose your PHI to your employer, as the Plan sponsor, for plan administration.

Example: If you elect to pay for your health coverage through salary reduction, we may disclose your enrollment information to your employer, the Plan sponsor, so that your employer knows the amount to withhold from your paycheck.

Other ways we may use or share your PHI
We are allowed or required to share your PHI in other ways – usually in ways that contribute to the public good, such as public health and research. We have to meet many conditions in the law before we can share your PHI for these purposes. For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues

We can share PHI about you for certain situations such as:

•   Preventing disease
•   Helping with product recalls
•   Reporting adverse reactions to medications
•   Reporting suspected abuse, neglect, or domestic violence
•   Preventing or reducing a serious threat to anyone’s health or safety

Do research

We can use or share a “limited data set” of your PHI for certain health research.

Comply with the law

We will share PHI about you if state or federal laws require it, including with the Department of Health and Human
Services if it wants to see that we’re complying with federal privacy law.
Respond to organ and tissue donation requests and work with a medical examiner or funeral director

•   We can share PHI about you with organ procurement organizations.
•   We can share PHI with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests

We can use or share PHI about you:

•   For workers’ compensation claims
•   For law enforcement purposes or with a law enforcement official
•   With health oversight agencies for activities authorized by law
•   For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions

We can share PHI about you in response to a court or administrative order, or in response to a subpoena.

Communicate with service providers

We may enter into agreements with entities or individuals to provide services (for example, claims processing services) to the Plan. These service providers, called “business associates,” may create, receive, have access to, use, and/or disclose (including to other business associates) PHI in conjunction with the services they provide to the Plan, provided that we have obtained satisfactory written assurances that the business associates will comply with all applicable Privacy Rules.


Our Responsibilities

•   We are required by law to maintain the privacy and security of your PHI.
•	The Plan must notify you within 60 days of discovery of a breach.  A breach occurs if unsecured PHI is acquired, used or disclosed in a manner that is impermissible under the Privacy Rules, unless there is a low probability that the PHI has been compromised.
•   We must follow the duties and privacy practices described in this notice and give you a copy of it.
•	We will not use or share your PHI other than as described here unless you provide written authorization. If you authorize use or sharing, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon request, on our web site, and we will provide a copy to you.


No Guarantee of Employment
This notice does not create any right to employment for any individual, nor does it change your employer’s right to discharge any of its employees at any time, with or without cause.


No Change to Plan Benefits
This notice explains your privacy rights as a current or former participant in the Plan.  The Plan is bound by the terms of this notice as they relate to the privacy of your PHI.  However, this notice does not change any other rights or obligations you may have under the Plan.  You should refer to the Plan documents for additional information regarding your Plan benefits.


Compliance with State Privacy Laws
State law may further limit the permissible ways the Plan uses or discloses your PHI.   If an applicable state law imposes stricter restrictions on the Plan, we will comply with that state law.

Effective Date: September 23, 2013
General Notice of COBRA Continuation Coverage Rights

**Continuation Coverage Rights Under COBRA**

You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice has important information about your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice 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. For more information about your rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.

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

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following qualifying events:

· Your hours of employment are reduced, or
· Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following qualifying events:

· Your spouse dies;
· Your spouse’s hours of employment are reduced;
· Your spouse’s employment ends for any reason other than his or her gross misconduct;
· Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
· You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following qualifying events:

· The parent‐employee dies;
· The parent‐employee’s hours of employment are reduced;
· The parent‐employee’s employment ends for any reason other than his or her gross misconduct;
· The parent‐employee becomes entitled to Medicare benefits (Part A, Part B, or both);
· The parents become divorced or legally separated; or
· The child stops being eligible for coverage under the Plan as a “dependent child.”

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the following qualifying events:

· The end of employment or reduction of hours of employment;
· Death of the employee; or


· The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying event occurs. You must provide this notice to the Plan Administrator along with supporting documentation.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on behalf of their children.

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 the 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 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.

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, Medicare,, Medicaid, Children’s Health Insurance Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can learn more about many of these options at www.healthcare.gov.

Can I enroll in Medicare instead of COBRA continuation coverage after my group health plan coverage ends?

In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still employed, after the Medicare initial enrollment period, you have an 8-month special enrollment period* to sign up for Medicare Part A or B, beginning on the earlier of
· The month after your employment ends; or
· The month after group health plan coverage based on current employment ends.
If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B late enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you elect COBRA continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation coverage ends, the Plan may terminate your continuation coverage. However, if Medicare Part A or B is effective on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of Medicare entitlement, even if you enroll in the other part of Medicare after the date of the election of COBRA coverage.

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first (primary payer) and COBRA continuation coverage will pay second. Certain plans may pay as if secondary to Medicare, even if you are not enrolled in Medicare.

For more information visit https://www.medicare.gov/medicare-and-you.

*https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods.
 


If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified below. For more information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through  EBSA’s website.) For more information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

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

DrinkPAK
21375 Needham Ranch Parkway
Santa Clarita, CA 91321
(805) 552-6604 – Jessica Martell 



