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Federal law requires HMSA to provide 
you with this notice. 
HMSA complies with applicable Federal 
civil rights laws and does not discriminate 
on the basis of race, color, national origin, 
age, disability, or sex. HMSA does not 
exclude people or treat them differently 
because of things like race, color, 
national origin, age, disability, or sex. 
Services that HMSA provides 
Provides aids and services to people with 
disabilities to communicate effectively 
with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats 


(large print, audio, accessible 
electronic formats, other formats) 


Provides language services to people 
whose primary language is not English, 
such as: 
• Qualified interpreters 
• Information written in other languages 
• If you need these services, please call 


1 (800) 776-4672 toll-free; TTY 711 
How to file a discrimination-related 
grievance or complaint 
If you believe that we’ve failed to provide 
these services or discriminated against 
you in some way, you can file a grievance 
in any of the following ways: 
• Phone: 1 (800) 776-4672 toll-free 
• TTY: 711 
• Email: 


Compliance_Ethics@hmsa.com 
• Fax: (808) 948-6414 on Oahu 
• Mail: 818 Keeaumoku St., Honolulu, 


HI  96814 
You can also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services, Office for Civil Rights, 
in any of the following ways: 
• Online: 


ocrportal.hhs.gov/ocr/portal/lobby.jsf 
• Phone: 1 (800) 368-1019 toll-free; 


TDD users, call 1 (800) 537-7697  
toll-free 


 
 
 
 


• Mail: U.S. Department of Health and 
Human Services, 200 Independence 
Ave. S.W., Room 509F, HHH Building, 
Washington, DC  20201 


For complaint forms, please go to  
hhs.gov/ocr/office/file/index.html. 
Hawaiian: E NĀNĀ MAI: Inā hoʻopuka 
ʻoe i ka ʻŌlelo Hawaiʻi, loaʻa ke kōkua 
manuahi iā ʻoe. E kelepona iā  
1 (800) 776-4672. TTY 711.  
Bisaya: ATENSYON: Kung nagsulti ka 
og Cebuano, aduna kay magamit nga 
mga serbisyo sa tabang sa lengguwahe, 
nga walay bayad. Tawag sa  
1 (800) 776-4672 nga walay toll.  
TTY 711. 
Chinese: 注意：如果您使用繁體


中文，您可以免費獲得語言援助


服務。請致電 1 (800) 776-4672。
TTY 711. 
Ilocano: PAKDAAR: Nu saritaem ti 
Ilocano, ti serbisyo para ti baddang ti 
lengguahe nga awanan bayadna, ket 
sidadaan para kenyam. Awagan ti  
1 (800) 776-4672 toll-free. TTY 711. 
Japanese: 注意事項：日本語を話


される場合、無料の言語支援を


ご利用いただけます。 
1 (800) 776-4672 をご利用くださ


い。TTY 711.まで、お電話にて


ご連絡ください. 


Korean: 주의: 한국어를 사용하시는 
경우, 언어 지원 서비스를 무료로 
이용하실 수 있습니다.  
1 (800) 776-4672번으로 연락해 
주시기 바랍 니다. TTY 711 번으로 
전화해 주십시오. 


Laotian: ກະລຸນາສັງເກດ: 
ຖ້າທ່ານເວົ ້ າພາສາລາວ, 
ການຊ່ວຍເຫຼື ອດ້ານພາສາ, 
ບໍ່ ມີ ຄ່າໃຊ້ຈ່າຍ, ແມ່ນມີ ໃຫ້ທ່ານ. ໂທ  
1 (800) 776-4672 ຟຣີ . TTY 711. 
 
 
 


Marshallese: LALE: Ñe kwōj kōnono 
Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ 
ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk  
1 (800) 776-4672 tollfree, enaj ejjelok 
wonaan. TTY 711. 
Pohnpeian: Ma ke kin lokaian Pohnpei, 
ke kak ale sawas in sohte pweine. Kahlda 
nempe wet 1 (800) 776-4672. Me sohte 
kak rong call TTY 711. 
Samoan: MO LOU SILAFIA: Afai e te 
tautala Gagana fa'a Sāmoa, o loo iai 
auaunaga fesoasoan, e fai fua e leai se 
totogi, mo oe, Telefoni mai:  
1 (800) 776-4672 e leai se totogi o lenei 
‘au’aunaga. TTY 711. 
Spanish: ATENCIÓN: si habla español, 
tiene a su disposición servicios gratuitos 
de asistencia lingüística. Llame al  
1 (800) 776-4672. TTY 711.  
Tagalog: PAUNAWA: Kung nagsasalita 
ka ng Tagalog, maaari kang gumamit ng 
mga serbisyo ng tulong sa wika nang 
walang bayad. Tumawag sa  
1 (800) 776-4672 toll-free. TTY 711. 
Tongan: FAKATOKANGA’I: Kapau ‘oku 
ke Lea-Fakatonga, ko e kau tokoni 
fakatonu lea ‘oku nau fai atu ha tokoni 
ta’etotongi, pea teke lava ‘o ma’u ia. 
Telefoni mai 1 (800) 776-4672. TTY 711. 
Trukese: MEI AUCHEA: Ika iei foosun 
fonuomw: Foosun Chuuk, iwe en mei 
tongeni omw kopwe angei aninisin 
chiakku, ese kamo. Kori  
1 (800) 776-4672, ese kamo. TTY 711. 
Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng 
Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn. Gọi số  
1 (800) 776-4672. TTY 711. 
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HAWAI‘I MEDICAL SERVICE ASSOCIATION 


 Complementary Care Rider 
 
 


I.  ELIGIBILITY 
  
 This Rider provides coverage that supplements the coverage 
provided under the HMSA’s medical plan. Your coverage under this 
Rider starts and ends on the same dates as your medical plan 
coverage.   
 For eligibility, benefit, or claim questions, call Customer Service 
at 1-800-678-9133 Monday through Friday between the hours of 3 
a.m. and 6 p.m., and Saturday, between 10 a.m. to 6 p.m. Hawaii 
Standard Time. Hours adjusted during Daylight Savings Time: 
Monday through Friday 2 a.m. to 5 p.m. and Saturday 9 a.m. to 5 
p.m. Hawaii Standard Time. 
 


II. PROVISIONS OF THE MEDICAL PLAN APPLICABLE 
  
 All definitions, provisions, limitations, exclusions, and conditions 
of HMSA’s Guide to Benefits shall apply to this Rider, except as 
specifically modified in this Rider. 
 


III. DEFINITIONS 
  
 When used in this Rider: 


(1) “ASH Group” means American Specialty Health Group, 
Inc. which has been contracted by HMSA to administer the benefits 
under this Rider. 


(2) “Acupuncture Services” are services provided or made 
available to a Member by a Provider for the treatment or diagnosis 
of Musculoskeletal and Related Disorders, Nausea and Pain. 
Acupuncture is the stimulation of a certain point on or near the 
surface of the body by the insertion and removal of single-use, 
sterilized, disposable needles and/or electrical stimulation (electro-
Acupuncture) to normalize physiological functions, to prevent or 
modify the perception of Pain, or to treat Musculoskeletal and 
Related Disorders, Nausea, or conditions that include Pain as a 
primary symptom. In addition, it may include such services as 
adjunctive physiotherapy modalities and procedures provided 
during the same Course of Treatment and in support of 
Acupuncture Services. 


(3) “Continuity of Care” means that if you are in the course 
of treatment with a Participating Provider, should that provider end 
his or her participation in this plan, you may continue seeing that 
provider and receive participating benefits for a period of time until 
your documented treatment plan is concluded or you may be safely 
transferred to another Participating Provider. At such time, if you 
choose to continue receiving covered services from the provider, 
participating coverage is available only when the provider agrees to 
abide by the ASH Group requirements and fee schedule. 


(4) “Course of Treatment” means a sequence or series of 
office visits directly related to a diagnosed disease state, illness, or 
injury and provided in conjunction with a defined clinical outcome. 


(5) “Established Patient” means someone who has 
received professional services from the provider, or another 
provider of the same specialty who belongs to the same group 
practice, within the past three years. 


(6) “Therapeutic Massage Services” are services provided 
by a Provider for treatment of Myofascial/Musculoskeletal 
Disorders, Musculoskeletal Functional Disorders, Pain Syndromes, 
and/or lymphedema through physical actions, primarily by hand, 
performed on the body. This may include techniques such as 
compression, stroking, joint movement, friction, vibration, and 
percussion. 


(7) “Member Payments” means charges (such as 
copayments) that are the direct financial responsibility of the 
Member and are payable directly to the provider for the provision of 
certain Covered Services as set forth in Section IV. Schedule of 
Benefits of this Rider. Member Payments may be collected by a 
provider (Participating or Nonparticipating) at the time services are 
provided or subsequently billed to the Member. 


(8) “Musculoskeletal and Related Disorders” means 
conditions with signs and symptoms related to the nervous, 
muscular, and/or skeletal systems. Musculoskeletal and Related 
Disorders are conditions typically categorized as: structural, 
degenerative, or inflammatory disorders; or biomechanical 
dysfunction of the joints of the body and/or related components of 
the muscle or skeletal systems (muscles, tendons, fascia, nerves, 
ligaments/capsules, discs, and synovial structures) and related 
manifestations or conditions. Musculoskeletal and Related 
Disorders include Myofascial/Musculoskeletal Disorders, 
Musculoskeletal Functional Disorders, and subluxation. 
 Note: For Acupuncture Services, Musculoskeletal and Related 
Disorders means conditions with signs and symptoms related to the 
nervous, muscular, and/or skeletal systems. Musculoskeletal and 
Related Disorders are conditions typically categorized as: 
structural, degenerative, or inflammatory disorders; or 
biomechanical dysfunction of the joints of the body and/or related 
components of the muscle or skeletal systems (muscles, tendons, 
fascia, nerves, ligaments/capsules, discs, and synovial structures) 
and related manifestations or conditions. Musculoskeletal and 
Related Disorders include Myofascial Disorders. 


(9) “Musculoskeletal Functional Disorders” means 
disorders that are abnormal functions and/or activities-of-daily-living 
limitations of the body resulting from muscle stiffness, muscle 
restriction, and/or range of motion limitations. 


(10) “Myofascial Disorders” means conditions with 
associated signs and symptoms related to the muscular and 
surrounding connective tissues. Myofascial Disorders are 
conditions typically categorized as structural, spasms, or 
inflammatory disorders or dysfunction of the muscles of the body. 


(11) “Myofascial/Musculoskeletal Disorders” means 
conditions with signs and symptoms that relate to the muscular and 
related systems. Myofascial/Musculoskeletal Disorders are 
conditions that are typically categorized as structural, spasms, or 
inflammatory disorders or dysfunction of the muscles of the body, 
and/or related components of the motor unit (muscles, tendons, 
fascia, ligaments/capsules, discs, and synovial structures), and 
related manifestations or conditions. 


(12) “Nausea” means an unpleasant sensation in the 
abdominal region associated with the desire to vomit that may be 
appropriately treated by a Provider of Acupuncture Services in 
accordance with professionally recognized, valid, evidence-based 
standards of practice and includes adult post-operative nausea and 
vomiting, chemotherapy nausea and vomiting, and nausea of 
pregnancy. 


(13) “New Patient” means that a patient has not received 
any professional services from the provider, or another provider of 
the same specialty who belongs to the same group practice, within 
the past three years. 


(14) “Nonparticipating Provider” means a provider who has 
not entered into an agreement with ASH Group to provide Covered 
Services to Members. 


(15) “Pain” means the sensation of hurting or strong 
discomfort in some part of the body caused by an injury, illness, 
disease, functional disorder, or condition that may be appropriately 
treated in accordance with professionally recognized, valid, 
evidence-based standards of practice.  


(16) “Pain Syndrome” means acute or chronic 
Musculoskeletal and Related Disorders including 
Myofascial/Musculoskeletal Disorder, or Musculoskeletal Functional 
Disorder, in which the primary symptom consists of sensations of 
hurting or strong discomfort in some part of the body caused by an 
injury, illness, disease, or functional disorder. 
 Note:  For Therapeutic Massage Services, Pain Syndrome 
means an acute or chronic Myofascial/Musculoskeletal Disorder or 
Musculoskeletal Functional Disorder in which the primary symptom 
consists of sensations of hurting or strong discomfort in some part 
of the body caused by an injury, illness, disease, functional 
disorder, or condition that may be appropriated treated by a 
Provider of Therapeutic Massage.  
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(17) “Participating Provider” means a provider who has 
entered into an agreement with ASH Group to provide Covered 
Services to Members. Providers who are employees, independent 
contractors or owners of Professional Corporations or Group 
Practices who have not been accepted and credentialed to 
participate in ASH Group are not considered to be Participating 
Providers. A directory of participating providers is available at 
hmsa.com. 


(18) “Provider of Acupuncture Services” means a provider 
who is duly licensed to practice acupuncture in the state or 
jurisdiction in which Acupuncture Services are provided. 


(19) “Provider of Therapeutic Massage Services” means a 
provider who is duly licensed and/or certified to practice therapeutic 
massage in the state or jurisdiction in which Therapeutic Massage 
Services are provided.   
  


IV. SCHEDULE OF BENEFITS 
 


(1) Copayments 
(a) Participating Providers 


1. $10 per visit. 
(b) Nonparticipating Providers 


1. 50% of billed charges, up to a maximum of $30 
per visit.  
 Here are two examples showing how the nonparticipating 
provider works.  


• If the billed charge for covered services received during 
an office visit is $50, then we would pay $25 (50% of $50). The 
amount you would owe is $25 ($50 less $25).  


• If the billed charge for covered services provided during 
an office visit is $80, then we would pay a maximum of $30 (50% 
of $80 not to exceed $30) and you would owe $50 ($80 less $30). 


(2) Benefit Maximum 
(a) Participating Providers 


1. No more than 24* visits per calendar year. 
(b) Nonparticipating Providers 


1. No more than 12* visits per calendar year. 
Note: Eligibility for benefits for more than five visits per 


calendar year from a participating or nonparticipating provider 
requires approval. See Section VIII of this Rider for details. 


Calculation of Annual Benefit Maximum: *The total number 
of visits aggregates from all covered service categories 
(acupuncture and/or therapeutic massage). 


The Benefit Maximum for participating and nonparticipating 
providers is combined meaning that: 


• Each visit in a calendar year to a participating provider 
reduces the number of visits available under the nonparticipating 
benefits for the rest of that calendar year; or  


• Each visit in a calendar year to a nonparticipating 
provider reduces the number of visits available under the 
participating benefits for the rest of that calendar year.  


(3) Acupuncture Services. Acupuncture is provided at each 
office visit. Exam Services (Evaluation and Management) and/or 
Adjunctive Therapeutic Procedures and/or Modalities such as 
acupressure, and moxibustion are covered when provided in 
conjunction with the Acupuncture treatment during the office visit. 
Each office visit/Acupuncture treatment with a Provider of 
Acupuncture Services will count as one visit toward the Benefit 
Maximum. 


(4) Therapeutic Massage Services. Therapeutic massage 
is provided at each office visit. No other services are covered. Each 
office visit/therapeutic massage treatment with a Provider of 
Therapeutic Massage Services will count as one visit toward the 
Benefit Maximum. 
 


V. COVERED SERVICES 
 


(1) ACUPUNCTURE COVERED SERVICES 
(a) A New Patient exam or an Established Patient 


exam for the initial evaluation of a patient with a new condition or 
new episode to determine the appropriateness of Acupuncture 
Services.  


(b) Established patient exams as needed to assess 
the need to initiate, continue, extend, or change a Course of 
Treatment. A reevaluation may be performed during a subsequent 
office visit or separately. If performed separately, additional 
coinsurance applies. 


(c) Follow-up office visits include the provision of 
Acupuncture Services and/or reevaluation.   


(d) Adjunctive Therapies or Modalities such as 
acupressure, moxibustion, or breathing techniques are covered 
only when provided during the same Course of Treatment and in 
support of Acupuncture Services. However, the following exception 
applies for the application of acupressure if: 1) a Participating 
Provider of Acupuncture Services recommends Acupuncture 
Services for a Member as a Covered Service but cannot do so in 
accordance with professionally recognized, valid, evidence-based 
standards of practice because the insertion of needles is 
contraindicated (e.g., for a patient with a bleeding disorder); and 2) 
professionally recognized, valid, evidence-based standards of 
practice indicate that acupressure would be effective in the 
treatment of the Member, then Acupuncture Services will include 
acupressure in that circumstance even if Acupuncture Services are 
not provided to the Member at the same time and the Member is 
entitled to receive other Adjunctive Therapies or Modalities in 
conjunction with the provision of acupressure in that circumstance 
to the same extent as would be the case if the Member were 
receiving Acupuncture Services. 


(2) THERAPEUTIC MASSAGE COVERED SERVICES 
(a) A New Patient exam or an Established Patient 


exam as needed for the initial evaluation of a patient with a new 
condition or new episode to determine the appropriateness of 
Therapeutic Massage Services.  


(b) An Established Patient exam when needed to 
assess the need to initiate, continue, extend, or change a Course of 
Treatment. The Established Patient exam is only covered when 
used to determine the appropriateness of Therapeutic Massage 
Services.  


(c) Therapeutic Massage Sessions that include the 
application of therapeutic massage techniques to the 
musculoskeletal soft tissue in various combinations. Therapeutic 
Massage Sessions must include the provision of application of 
therapeutic massage techniques to the musculoskeletal soft tissue. 
 Members receiving treatment who are under the age of 18 
require parental participation. 
 


VI. LIMITATIONS AND EXCLUSIONS 
 


(1) GENERAL EXCLUSIONS 
(a) Chiropractic Services. 
(b) BlueCard program. 
(c) Services provided in excess of any Benefit Maximum. 
(d) Any service or supply that is not permitted by state 


law with respect to the practitioner’s scope of practice. 
(e) Any services provided for elective or maintenance 


care (e.g., services provided to a Member whose treatment records 
indicate he or she has reached maximum therapeutic benefit). 


(f) Hospitalization, surgical procedures, anesthesia, 
manipulation under anesthesia, proctology, colonic irrigation, 
injections and injection services, or other related services. 


(g) Hypnotherapy, behavior training, sleep therapy, and 
weight problems. 


(h) Thermography, magnets used for diagnostic or 
therapeutic use, ion cord devices, manipulation or adjustments of 
the joints, physical therapy services, iridology, hormone 
replacements products, acupuncture point or trigger-point injections 
(including injectable substances), laser/laser biostimulation, 
colorpuncture, NAET diagnosis and/or treatment, and direct 
moxibustion.  


(i) Education programs, non-medical lifestyle or self-
help, or self-help physical training or any related diagnostic testing. 


(j) Services or treatments for pre-employment 
physicals or vocational rehabilitation. 


(k) Any services or treatments for conditions caused by 
or arising out of the course of employment or covered under 
Worker’s Compensation or similar laws. 


(l) Air conditioners /purifiers, therapeutic mattresses, 
supplies, or any other similar devices or appliances. 


(m) Auxiliary aids and services, including but not limited 
to, interpreters, transcription services, written materials, 
telecommunications devices, telephone handset amplifiers, 
television decoders, and telephones compatible with hearing aids. 
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(n) Any services provided by a person who is a Family 
Member. Family Member means a person who is related to the 
covered person in any of the following ways: spouse, domestic 
partner, brother-in-law, sister-in-law, son-in-law, daughter-in-law, 
mother-in-law, father-in-law, parent (including stepparent), brother 
or sister (including stepbrother or stepsister), or child (including 
legally adopted, step, or foster child). A Family Member also 
includes individuals who normally live in the covered person’s 
household. 


(o) Dietary and nutritional supplements, including 
vitamins, minerals, herbs, herbals and herbal products, injectable 
supplements and injection services, or other similar products.  


(p) Transportation costs, including local ambulance 
charges. 


(2) ACUPUNCTURE EXCLUSIONS 
(a) Services, exams (other than the initial examination 


to determine the appropriateness of Acupuncture Services), and/or 
treatments for the conditions other than Musculoskeletal and 
Related Disorders, Nausea, Pain or Pain Syndromes. 


(b) Services, examinations, and/or treatments for 
asthma or addiction, such as nicotine addiction. 


(c) Radiological x-rays (plain film studies), magnetic 
resonance imaging, CAT scans, bone scans, nuclear radiology, 
diagnostic radiology, and laboratory services. 


(d) Adjunctive therapy not associated with 
Acupuncture. 


(e) Acupuncture performed with reusable needles. 
(f) Cupping. 


(3) THERAPEUTIC MASSAGE EXCLUSIONS 
(a) Services or treatments for conditions other than 


Myofascial/Musculoskeletal Disorders, Musculoskeletal Functional 
Disorders, Pain Syndrome, or lymphedema. 


(b) Therapeutic Massage Services provided by a 
Provider of Therapeutic Massage Services that are not delivered in 
accordance with the therapeutic massage benefit plan, including, but 
not limited to, Therapeutic Massage Services provided directly in 
conjunction with Acupuncture Services. 


(c) Adjunctive therapy whether or not associated with 
Therapeutic Massage Services. 
 


VII. FILING CLAIMS 
 


(1) For services you receive from a provider who does 
not file claims for you, follow these steps to receive 
reimbursement for Covered Services: 


(a) Complete a separate claim form for each provider of 
service. 


(b) Provide all of the following information on the claim 
form (your treating provider can help you get this information): 


1. Itemized date(s) of service. 
2. Diagnosis code.  
3. Procedure code.  
4. Billed charge per service. 
5. Provider’s name and credentials.  
6. Provider’s full address. 
7. Provider’s tax ID, employer identification 


number or Social Security number.  
8. National Provider Identifier (NPI) number. 


(c) Attach the itemized bill from the provider of service 
with a claim form.  


(d) Send the claim form and bill to: 
American Specialty Health Group, Inc. 
P.O. Box 509077 
San Diego, CA 92150 


 
VIII. UTILIZATION REVIEW 


 
(1) For Covered Services you receive from a 


Participating Provider, utilization review requirements are the 
responsibility of your provider, not you. For therapeutic massage 
services, a review of medical records after the fifth visit per 
calendar year is required. 


(2) For services you receive from a Nonparticipating 
Provider, utilization review requirements are your responsibility 
and include a review of medical records after the fifth visit per 
calendar year. The five-visit waiver applies to all nonparticipating 
providers who work in the same office under the same tax 
identification number. The utilization review process requires that 
you submit specific information. Without complete information, 
services may not be approved for reimbursement. 


(a) Complete a Medical Records Cover Sheet or a 
Clinical Information Summary Sheet (one per patient), both of 
which are available at www.ashcompanies.com. To ensure your 
claim is reviewed without delay and to prevent denials resulting 
from a lack of information, provide complete information on the 
form.  


1. Date of service and what services should be 
reviewed 


2. Patient Age and Gender 
3. Chief Complaint 
4. Pain Severity 
5. Mechanism or Onset 
6. Pertinent findings supporting the patient’s 


diagnosis and treatment plan as identified from the physical 
examination including, at a minimum, Inspection and Palpation 
findings.  


7. National Provider Identifier (NPI) number. 
(b) Send the Medical Records Cover Sheet and 


either the Clinical Information Summary Sheet or the pertinent 
medical records to: 


ASH Group 
P.O. Box 509001 
San Diego, CA 92150-9001 
 
Fax: California fax (877) 427-4777, all other states 
fax (877) 304-2746 
 
Send Claims to: 
Claims Departments 
ASH Group 
P.O. Box 509001 
San Diego, CA 92150-9001 


(3) ASH Group will respond within one week of receipt 
of the completed form. Notification of the clinical decision will be 
mailed or faxed directly to the provider and will include the name 
and phone contact information of the peer-clinician who rendered 
the decision. Services provided during the review period will be 
reimbursed if they are approved by ASH Group. 


 
IX. EXPLANATION OF BENEFITS (EOB) 


 
ASH Group notifies you of any financial responsibilities you 


have (other than Copayments) in a document called the 
Explanation of Benefits (EOB). The EOB is not a bill, but rather, 
communicates important information about services you receive 
including the total amount charged, the allowed amount, the 
amount covered by ASH Group, and the amount that you pay. 
 


 
 
 
 
 



http://www.ashcompanies.com/





(00) 4000-50023 10.18 LE


Serving you
Meet with knowledgeable, experienced health plan advisers. We’ll answer 
questions about your health plan, give you general health and well-being 
information, and more. Visit hmsa.com for directions.


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.–6 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St. 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


Opening in 2019
HMSA Center @ Kahului
Puunene Shopping Center | 70 Hookele St.


Customer Relations representatives are also available in person at our 
Neighbor Island offices, Monday through Friday, 8 a.m. to 4 p.m.: 


Kailua-Kona, Hawaii Island 
75-1029 Henry St., Suite 301 | Phone: 329-5291


Kahului 
33 Lono Ave., Suite 350 | Phone: 871-6295


Lihue 
4366 Kukui Grove St., Suite 103 | Phone: 245-3393


Contact HMSA. We’re here for you.


Call 948-6111 on Oahu or 1 (800) 776-4672 toll-free on the Neighbor Islands 
or Mainland. 


Together, we improve the lives of our members and the health of Hawaii. 
Caring for our families, friends, and neighbors is our privilege.


hmsa.com myhmsa @askHMSA askhmsa
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Federal law requires HMSA to provide 
you with this notice. 
HMSA complies with applicable Federal 
civil rights laws and does not discriminate 
on the basis of race, color, national origin, 
age, disability, or sex. HMSA does not 
exclude people or treat them differently 
because of things like race, color, 
national origin, age, disability, or sex. 
Services that HMSA provides 
Provides aids and services to people with 
disabilities to communicate effectively 
with us, such as: 
• Qualified sign language interpreters
• Written information in other formats


(large print, audio, accessible
electronic formats, other formats)


Provides language services to people 
whose primary language is not English, 
such as: 
• Qualified interpreters
• Information written in other languages
• If you need these services, please call


1 (800) 776-4672 toll-free; TTY 711
How to file a discrimination-related 
grievance or complaint 
If you believe that we’ve failed to provide 
these services or discriminated against 
you in some way, you can file a grievance 
in any of the following ways: 
• Phone: 1 (800) 776-4672 toll-free
• TTY: 711
• Email:


Compliance_Ethics@hmsa.com
• Fax: (808) 948-6414 on Oahu
• Mail: 818 Keeaumoku St., Honolulu,


HI  96814
You can also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services, Office for Civil Rights, 
in any of the following ways: 
• Online:


ocrportal.hhs.gov/ocr/portal/lobby.jsf
• Phone: 1 (800) 368-1019 toll-free;


TDD users, call 1 (800) 537-7697
toll-free


• Mail: U.S. Department of Health and
Human Services, 200 Independence
Ave. S.W., Room 509F, HHH Building,
Washington, DC  20201


For complaint forms, please go to 
hhs.gov/ocr/office/file/index.html. 
Hawaiian: E NĀNĀ MAI: Inā hoʻopuka 
ʻoe i ka ʻŌlelo Hawaiʻi, loaʻa ke kōkua 
manuahi iā ʻoe. E kelepona iā  
1 (800) 776-4672. TTY 711.  
Bisaya: ATENSYON: Kung nagsulti ka 
og Cebuano, aduna kay magamit nga 
mga serbisyo sa tabang sa lengguwahe, 
nga walay bayad. Tawag sa  
1 (800) 776-4672 nga walay toll.  
TTY 711. 
Chinese: 注意：如果您使用繁體


中文，您可以免費獲得語言援助


服務。請致電 1 (800) 776-4672。
TTY 711. 
Ilocano: PAKDAAR: Nu saritaem ti 
Ilocano, ti serbisyo para ti baddang ti 
lengguahe nga awanan bayadna, ket 
sidadaan para kenyam. Awagan ti  
1 (800) 776-4672 toll-free. TTY 711. 
Japanese: 注意事項：日本語を話


される場合、無料の言語支援を


ご利用いただけます。


1 (800) 776-4672 をご利用くださ


い。TTY 711.まで、お電話にて


ご連絡ください. 


Korean: 주의: 한국어를 사용하시는 
경우, 언어 지원 서비스를 무료로 
이용하실 수 있습니다.  
1 (800) 776-4672번으로 연락해 
주시기 바랍 니다. TTY 711 번으로 
전화해 주십시오. 


Laotian: ກະລຸນາສັງເກດ: 
ຖ້າທ່ານເວົ ້ າພາສາລາວ,
ການຊ່ວຍເຫຼື ອດ້ານພາສາ, 
ບໍ່ ມີ ຄ່າໃຊ້ຈ່າຍ, ແມ່ນມີ ໃຫ້ທ່ານ. ໂທ 
1 (800) 776-4672 ຟຣີ . TTY 711. 


Marshallese: LALE: Ñe kwōj kōnono 
Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ 
ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk  
1 (800) 776-4672 tollfree, enaj ejjelok 
wonaan. TTY 711. 
Pohnpeian: Ma ke kin lokaian Pohnpei, 
ke kak ale sawas in sohte pweine. Kahlda 
nempe wet 1 (800) 776-4672. Me sohte 
kak rong call TTY 711. 
Samoan: MO LOU SILAFIA: Afai e te 
tautala Gagana fa'a Sāmoa, o loo iai 
auaunaga fesoasoan, e fai fua e leai se 
totogi, mo oe, Telefoni mai:  
1 (800) 776-4672 e leai se totogi o lenei 
‘au’aunaga. TTY 711. 
Spanish: ATENCIÓN: si habla español, 
tiene a su disposición servicios gratuitos 
de asistencia lingüística. Llame al  
1 (800) 776-4672. TTY 711.  
Tagalog: PAUNAWA: Kung nagsasalita 
ka ng Tagalog, maaari kang gumamit ng 
mga serbisyo ng tulong sa wika nang 
walang bayad. Tumawag sa  
1 (800) 776-4672 toll-free. TTY 711. 
Tongan: FAKATOKANGA’I: Kapau ‘oku 
ke Lea-Fakatonga, ko e kau tokoni 
fakatonu lea ‘oku nau fai atu ha tokoni 
ta’etotongi, pea teke lava ‘o ma’u ia. 
Telefoni mai 1 (800) 776-4672. TTY 711. 
Trukese: MEI AUCHEA: Ika iei foosun 
fonuomw: Foosun Chuuk, iwe en mei 
tongeni omw kopwe angei aninisin 
chiakku, ese kamo. Kori  
1 (800) 776-4672, ese kamo. TTY 711. 
Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng 
Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn. Gọi số  
1 (800) 776-4672. TTY 711. 
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 HAWAI‘I MEDICAL SERVICE ASSOCIATION 


 Prescription Drug Benefits Rider 
 
 


I.  ELIGIBILITY 
 
 This Rider provides coverage that supplements the coverage 
provided under HMSA’s medical plan.  Your coverage under this 
Rider starts and ends on the same dates as your medical plan 
coverage. 
 


II.  PROVISIONS OF THE MEDICAL  
PLAN APPLICABLE 


 
 All definitions, provisions, exclusions, and conditions of 
HMSA’s Guide to Benefits shall apply to this Rider. Exceptions are 
specifically modified in this Rider. 


III. ANNUAL COPAYMENT MAXIMUM 
 


 The Annual Copayment Maximum for Prescription Drugs 
and Supplies is the maximum copayment amounts you pay in a 
calendar year for Prescription Drugs and Supplies. Once you 
meet the copayment maximum of $3,600 per person or $4,200 
per family you are no longer responsible for copayment amounts 
for Prescription Drugs and Supplies unless otherwise noted. 
 The following amounts do not apply toward meeting the 
copayment maximum. Also, you are still responsible for these 
amounts even after you have met the copayment maximum. 


(1) Payments for services subject to a maximum once you 
reach the maximum.  


(2) The difference between the actual charge and the 
eligible charge that you pay when you receive services from a 
nonparticipating provider. 


(3) Payments for noncovered services. 
(4) Any amounts you owe in addition to your copayment for 


covered services. 
 


IV.  DEFINITIONS 
 
 When used in this Rider: 


(1) "Biological products", or biologics, are medical 
products. Many products are made from a variety of natural 
sources (i.e., human, animal, or microorganism). It may be 
produced by biotechnology methods and other cutting-edge 
technologies. Like drugs, some biologics are intended to treat 
diseases and medical conditions. Other products are used to 
prevent or diagnose diseases. Examples may include:  


• Vaccines.  
• Blood and blood products for transfusion and /or 


manufacturing into other products.  
• Allergenic extracts, which are used for both diagnosis 


and treatment (for example allergy shots).  
• Human cells and tissues used for transplantation (for 


example, tendons, ligaments and bone).  
• Gene therapies.  
• Cellular therapies.  
• Test to screen potential blood donors for infectious 


agents such as HIV. 
(2) "Biosimilar product" is a biological product that is 


FDA-approved based on a showing that it is highly similar to an 
already FDA-approved reference product. It has no clinically 
meaningful differences in terms of safety and effectiveness from 
the reference product. Only minor differences in clinically inactive 
components are allowable in biosimilar products. 
 In accordance with any applicable state and federal 
regulations and laws, an interchangeable biological product may 
be substituted for the reference product by a pharmacist without 
the intervention of the healthcare provider who prescribed the 
reference product. 


(3) "Brand Name Drug" is a drug that is marketed under its 
distinctive trade name. A brand name drug is or at one time was 
protected by patent laws or deemed to be biosimilar by the U.S. 
Food and Drug Administration. A brand name drug is a recognized 


trade name prescription drug product, usually either the innovator 
product for new drugs still under patent protection or a more 
expensive product marketed under a brand name for multi-source 
drugs and noted as such in the national pharmacy database used 
by HMSA. 


(4) "Eligible Charge" is the charge HMSA uses to calculate 
a benefit payment for a covered service or drug. It is the lesser of 
the following charges: 


(a) The actual charge as shown on the claim, or 
(b) HMSA’s Allowable Fee. This includes an allowance 


for dispensing the drug. 
(5)  HMSA negotiates the cost of covered 


drugs and supplies from drug manufacturers or suppliers. This may 
include discounts, rebates, or other cost reductions. Any discounts 
or rebates received by HMSA will not reduce the charges that your 
copayments are based on. Discounts and rebates are used to 
calculate your Tier 3 Cost Share.  HMSA also applies discounts and 
rebates to reduce prescription drug coverage rates for all 
prescription drug plans. 
 Participating Providers agree to accept the eligible charge as 
payment in full for covered drugs or supplies. Nonparticipating 
providers generally do not. Therefore, if you receive drugs or 
supplies from a nonparticipating provider, you are responsible for 
a Copayment plus a Tier 3 Cost Share, if any, plus the difference 
between the actual charge and the eligible charge.   


(6) "Generic Drug" is a drug or supply that is prescribed or 
dispensed under its commonly used generic name rather than a 
brand name. Generic drugs are not protected by patent and are 
identified by HMSA as “generic”. A generic drug shall meet any 
one of the following:   


1. It is identical or therapeutically equivalent to 
its brand counterpart in dosage form, safety, strength, route of 
administration and intended use.   


2. It is a non-innovator product approved by the 
FDA under an Abbreviated New Drug Application (an application 
to market a duplicate drug that has been approved by the FDA 
under a full New Drug Application).   


3. It is defined as a generic by Medi-Span or an 
equivalent nationally recognized source.  


4. It is not protected by patents(s), exclusivity, 
or cross-licensure.  


5. Generic drugs include all single-source and 
multi-source generic drugs as set forth by a nationally recognized 
source selected and disclosed by HMSA.  Unless explicitly 
defined or designated by HMSA, once a drug has been deemed a 
generic drug, it must be considered a generic drug for purposes of 
benefit administration.   
  


(7) "HMSA Essential Prescription Formulary" is a list of 
drugs by therapeutic category published by HMSA. 


(8) "Interchangeable biologic product" is an FDA-
approved biologic product that meets the additional standards for 
interchangeability to an FDA-approved reference product included 
in: 


• The Hawaii list of equivalent generic drugs and 
biological products.  


• The Orange Book.  
• The Purple Book. 
• Other published findings and approvals of the United 


States Food and Drug Administration. 
 In accordance with any applicable state and federal 
regulations and laws, an interchangeable biological product may 
be substituted for the reference product by a pharmacist without 
the intervention of the healthcare provider who prescribed the 
reference product. 


(9) "Non-Preferred Formulary Drug" is a Brand Name 
drug or supply that is not identified as preferred or is listed in Tier 3 
on the HMSA Essential Prescription Formulary. When you choose 
Non-Preferred Formulary drugs, your Copayment plus Tier 3 Cost 
Share may exceed HMSA’s payment to the provider. 


(10) "Non-Preferred Formulary Specialty Drug" is a 
Specialty Drug or supply that is not identified as a Preferred 
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Formulary Specialty Drug or is listed in Tier 5 on the HMSA 
Essential Prescription Formulary. 


(11) "Oral Chemotherapy Drug" is an FDA-approved oral 
cancer treatment that may be delivered for self-administration 
under the direction or supervision of a Provider outside of a 
hospital, medical office, or other clinical setting. 


(12) "Over-the-Counter Drugs" are drugs that may be 
purchased without a prescription.  


(13) "Preferred Formulary Drug" is a drug or supply 
identified as preferred or is listed in Tier 2 on the HMSA Essential 
Prescription Formulary. 


(14) "Preferred Formulary Specialty Drug" is a Specialty 
Drug or supply that is identified as a Preferred Formulary Specialty 
or is listed in Tier 4 on the HMSA Essential Prescription Formulary. 


(15) "Prescription Drug" is a medication required by Federal 
law to be dispensed only with a prescription from a licensed 
provider. Medications that are available as both a Prescription Drug 
and a nonprescription drug are not covered as a Prescription Drug 
under this Rider. 


(16) "Reference product" refers to the original FDA-
approved biologic product that a biosimilar is based. 


(17) "Specialty Drugs" have one or more of the following 
characteristics: 


(a) High in cost (more than $600) 
(b) Specialized patient training on the administration 


of the drug (including supplies and devices needed for 
administration) is required. 


(c) Coordination of care is required prior to drug 
therapy initiation and/or during therapy. 


(d) Unique patient compliance and safety monitoring 
requirements. 


(e) Unique requirements for handling, shipping and 
storage.  


(f) Restricted access or limited distribution. 
(18) "Tier 3 Cost Share" is a share of the cost of Tier 3 drugs 


or devices that you must pay in addition to a Copayment.  When 
you choose Tier 3 drugs, your Copayment plus Tier 3 Cost Share 
may exceed HMSA’s payment to the provider.     
 


V.  DRUG BENEFITS 
 
 You are eligible to receive the following benefits when covered 
drugs and supplies are obtained with a prescription. Covered drugs 
and supplies must be 1) approved by the FDA, 2) prescribed by a 
licensed Provider and 3) dispensed by a licensed pharmacy or 
Provider. The use of such drugs must be necessary for the 
diagnosis and treatment of an injury or illness.  Drugs must be FDA 
approved for coverage:  


(1) Covered Prescription Drugs and Supplies. 
(a) Prescription Drugs (including insulin and 


contraceptives) that are listed in the HMSA Essential Prescription 
Formulary. Except for drugs and supplies listed in Sections V(1)(b) 
through V(1)(g), every drug on the plan’s formulary is covered in 
one of the five cost-sharing tiers listed below. In general the higher 
the cost-sharing tier number, the higher your cost for the drug.  
Drugs approved as Non-Formulary Exceptions, inclusive of 
Sections V(1)(b) through V(1)(g), will be subject to Tier 3 
copayment plus Tier 3 Cost Share for Non-Specialty drugs and Tier 
5 copayment for Specialty drugs 


• Tier 1 – mostly Generic Drugs 
• Tier 2 – mostly Preferred Formulary Drugs  
• Tier 3 – mostly Non-Preferred Formulary Drugs  
• Tier 4 – mostly Preferred Formulary Specialty Drugs  
• Tier 5 – mostly Non-Preferred Formulary Specialty Drugs 


 To find out which cost-sharing tier your drug is in, refer to the 
formulary. Changes to the formulary may occur at any time during 
your plan year. The current formulary can be found at 
www.hmsa.com. 


(b) Oral Chemotherapy Drugs. 
(c) The following diabetic supplies: syringes, needles, 


lancets, lancet devices, test strips, acetone test tablets, insulin 
tubing, and calibration solutions. 


(d) Contraceptives – Over-the-counter (OTC) when you 
receive a written prescription for the OTC contraceptive.  


(e) Diaphragms and Cervical Caps. 
(f) Spacers and peak flow meters (limited to those 


listed in the HMSA Essential Prescription Formulary). 


(g) Drugs Recommended by the U.S. Preventive 
Services Task Force (USPSTF). 


(2) Benefits for Covered Drugs.  
(a) Tier 1. 


1. When obtained from a Participating Provider, 
you owe a $7 Copayment per drug to the Participating Provider. 
HMSA pays the Participating Provider 100% of the remaining 
Eligible Charge.  For Tier 1 contraceptives, HMSA pays 100% of 
Eligible Charge.  You owe no Copayment. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for the drug. HMSA reimburses 
you 80% of the remaining Eligible Charge after deducting a $7 
Copayment per drug when the claim is submitted 


(b) Tier 2.  
1. When obtained from a Participating Provider, 


you owe a $30 Copayment per drug to the Participating Provider. 
HMSA pays the Participating Provider 100% of the remaining 
Eligible Charge. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for the drug. HMSA 
reimburses you 80% of the remaining Eligible Charge after 
deducting a $30 Copayment per drug when the claim is 
submitted. 


(c) Tier 3. 
1. When obtained from a Participating Provider, 


you owe a $30 Copayment per drug and a $45 Tier 3 Cost Share 
per drug. HMSA pays 100% of the remaining Eligible Charge after 
deducting the Copayment and Tier 3 Cost Share. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for the drug. HMSA 
reimburses you 80% of the remaining Eligible Charge after 
deducting a $30 Copayment per drug and a $45 Tier 3 Cost 
Share per drug when the claim is submitted. 


(d) Tier 4. Preferred Formulary Specialty Drugs are 
covered only when purchased from select providers.  Contact 
HMSA to get a list of these providers.   When obtained from a 
provider on the list, you owe a $100 copayment per drug to the 
provider.  HMSA pays the provider 100% of the remaining Eligible 
Charge. 
 Benefits for Preferred Formulary Specialty Drugs are limited 
to a maximum 30-day supply or fraction thereof. Your provider may 
dispense less than a 30-day supply the first time the prescription is 
dispensed. Your copayment may be pro-rated when a reduced day 
supply is dispensed for first time prescriptions.  


(e) Tier 5. Non-Preferred Formulary Specialty Drugs 
are covered only when purchased from select providers.  Contact 
HMSA to get a list of these providers. When obtained from a 
provider on the list, you owe a $200 copayment per drug to the 
provider. HMSA pays the provider 100% of the remaining Eligible 
Charge. 
 Benefits for Non-Preferred Formulary Specialty Drugs are 
limited to a maximum 30-day supply or fraction thereof. Your 
provider may dispense less than a 30-day supply the first time the 
prescription is dispensed. Your copayment may be pro-rated when 
a reduced day supply is dispensed for first time prescriptions.  


(f) Oral Chemotherapy Drugs. Benefits for Non-
Specialty oral chemotherapy drugs are limited to a maximum 90-
day supply or fraction thereof.  Benefits for Specialty oral 
chemotherapy drugs are limited to a maximum 30-day supply or 
fraction thereof. Your provider may dispense less than a 30-day 
supply the first time the prescription is dispensed. Your copayment 
may be pro-rated when a reduced day supply is dispensed for first 
time prescriptions. 


1. When obtained from a Participating Provider, 
HMSA pays 100% of Eligible Charge.  You owe no Copayment. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for the drug. HMSA reimburses 
you 100% of Eligible Charge when the claim is submitted. 


(g) Diabetic Supplies.  
1. Preferred Formulary.  


a. When obtained from a Participating 
Provider, HMSA pays 100% of Eligible Charge.  You owe no 
Copayment for diabetic supplies. 


b. When obtained from a nonparticipating 
provider, you owe the entire charge for diabetic supplies. HMSA 
reimburses you 100% of Eligible Charge when the claim is 
submitted. 



http://www.hmsa.com/
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2.  Non-Preferred Formulary. 
a. When obtained from a Participating 


Provider, you owe a $30 Copayment for diabetic supplies. HMSA 
pays 100% of the remaining Eligible Charge. 


b. When obtained from a nonparticipating 
provider, you owe the entire charge for diabetic supplies. HMSA 
reimburses you 100% of the remaining Eligible Charge after 
deducting a $30 Copayment when the claim is submitted. 


(h) Contraceptives – Over-the-counter (OTC). 
Benefits are available when you receive a written prescription for 
the OTC contraceptive. 


1. When obtained from a Participating Provider, 
HMSA pays 100% of Eligible Charge.  You owe no Copayment for 
OTC contraceptives. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for OTC contraceptives.  HMSA 
reimburses you 80% of the remaining Eligible Charge after 
deducting a $7 Copayment when the claim is submitted. 


(i) Diaphragms and Cervical Caps. 
1. When obtained from a Participating Provider, 


HMSA pays 100% of Eligible Charge.  You owe no Copayment. 
2. When obtained from a nonparticipating 


provider, you owe the entire charge for the device. HMSA 
reimburses you 100% of the remaining Eligible Charge after 
deducting a $10 Copayment per device when the claim is 
submitted.  


(j) Spacers and Peak Flow Meters. 
1. When obtained from a Participating Provider, 


HMSA pays 100% of Eligible Charge.  You owe no Copayment for 
spacers and peak flow meters. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for spacers and peak flow 
meters. HMSA reimburses you 100% of Eligible Charge when the 
claim is submitted. 


(k) Drugs Recommended by the U.S. Preventive 
Services Task Force (USPSTF).  Contact HMSA for a list of 
drugs recommended by the USPSTF.  Examples of drugs 
recommended include, but are not limited to, aspirin and folic 
acid. 


1. When obtained from a Participating Provider, 
HMSA pays 100% of Eligible Charge. You owe no copayment. 


2. When obtained from a nonparticipating 
provider, you owe the entire charge for the drug. HMSA reimburses 
you 80% of the Eligible Charge when the claim is submitted. 


(l) The Copayment amounts shown in Sections (2)(a) 
through (2)(k) above are for a maximum 30-day supply or fraction 
thereof.  As used in this Rider, a 30-day supply means a supply that 
will last you for a period consisting of 30 consecutive days.  For 
example, if the prescribed drug must be taken by you only on the 
last five days of a one-month period, a 30-day supply would be the 
amount of the drug that you must take during those five days. 
Except for Specialty Drugs, including Specialty Oral Chemotherapy 
Drugs, if you get more than a 30-day supply under one prescription: 


1. You must pay an additional Copayment for 
each 30-day supply or fraction thereof, and 


2. The pharmacy will fill the prescription in the 
quantity specified by your Provider up to a 12-month supply for 
contraceptives. For all other drugs or supplies the maximum 
benefit payment is limited to two more 30-day supplies or fractions 
thereof. 


(m) Tier 3 Drug Copayment Exceptions.  You may 
qualify to purchase Tier 3 drugs at the lower Tier 2 copayment if you 
have a chronic condition that lasts at least three months, and:  


1. have tried and failed treatment with at 
least two lower tier formulary alternatives (or one drug in a lower tier 
if only one alternative is available) within the same or similar 
category or class of drug , or  


2. all other comparable lower tier drugs are 
contraindicated based on your diagnosis, other medical conditions, 
or other medication therapy.  
 When prescription drugs become available as therapeutically 
equivalent over-the-counter drugs, they must have also been tried 
and failed before a Tier 3 Drug Copayment Exception is approved. 
You have failed treatment if you meet 1, 2, or 3 below. 


1. Symptoms or signs are not resolved after 
completion of treatment with the lower tier drugs at recommended 
therapeutic dose and duration.  If there is no recommended 


therapeutic time, you must have had a meaningful trial and sub-
therapeutic response. 


2. You experienced a recognized and repeated 
adverse reaction that is clearly associated with taking the 
comparable lower tier drugs.  Adverse reactions may include but 
are not limited to vomiting, severe nausea, headaches, abdominal 
cramping or diarrhea. 


3. You are allergic to the comparable lower tier 
drugs.  An allergic reaction is a state of hypersensitivity caused by 
exposure to an antigen resulting in harmful immunologic reactions 
on subsequent exposures.  Symptoms may include but are not 
limited to skin rash, anaphylaxis or immediate hypersensitivity 
reaction. 
 This benefit requires precertification.  You or your Provider 
must provide legible medical records that substantiate the 
requirements of this section in accord with HMSA’s policies and to 
HMSA’s satisfaction. 
 This exception is not applicable to diabetic supplies, Specialty 
Drugs, Non-Formulary Exceptions, controlled substances, off label 
uses, Non-Preferred Formulary medications if there is an FDA 
approved A rated generic equivalent, or if HMSA has a drug specific 
policy which has criteria different from the criteria in this section. 
You can call HMSA Customer Service to find out if HMSA has a 
drug policy specific to the drug prescribed for you. 


(n) Non-Formulary Exceptions.  If your drug is not 
listed in one of the five tiers and is not excluded in Section VI of this 
Rider, you may qualify for a Non-Formulary exception if:  


1. you have a condition in which treatment with 
formulary alternatives within the same or similar category or class of 
drug have been tried and failed. You must have tried and failed 
treatment with all or 3 formulary alternatives, whichever is less; or  


2. formulary alternatives are contraindicated 
based on your diagnosis, other medical conditions, or other 
medication therapy.  
 When prescription drugs become available as therapeutically 
equivalent over-the-counter drugs, they must have also been tried 
and failed before a Non-Formulary Exception is approved.  You 
have failed treatment if you meet 1, 2, or 3 of the Tier 3 Copayment 
Exception criteria.   
 If you qualify for a Non-Formulary Exception you owe the Tier 
3 Copayment and Tier 3 Cost Share for Non-Specialty drugs or Tier 
5 Copayment for Specialty drugs. 


(3) Limitations on Covered Drugs. 
(a) Limitations on Prescription Drugs. 


1. Products not approved by the U.S. Food and 
Drug Administration (FDA) are not covered, except for: 


a. Phenobarbital 
b. Renal Electrolyte replacements 


2. Compound preparations are covered if they 
contain at least one Prescription Drug that is not a vitamin or 
mineral. For compounds made with covered Non-Specialty drugs, 
you owe the Tier 3 copayment.  For compounds made with a 
covered Specialty drug(s), you owe the Tier 5 copayment.  Subject 
to a and b below: 


a. Compound drugs that are available as 
similar commercially available prescription drug products are not 
covered. 


b. Compound drugs made with bulk 
chemicals are not covered. 


c. Non-FDA approved drugs are not 
covered 


3. Coverage of vitamins and minerals that are 
Prescription Drugs is limited to: 


a. The treatment of an illness that in the 
absence of such vitamins and minerals could result in a serious 
threat to your life. For example, folic acid used to treat cancer. 


b. Sodium fluoride, if dispensed as a single 
drug (for example, without any additional drugs such as vitamins) to 
prevent tooth decay. 


(b) Drug Benefit Management. HMSA has arranged 
with Participating Providers to assist in managing the use of certain 
drugs. This includes drugs listed in the HMSA Essential Prescription 
Formulary. 


1. HMSA has identified certain kinds of drugs in 
the HMSA Essential Prescription Formulary that require the 
preauthorization of HMSA. The criteria for preauthorization are that: 
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a. the drug is being used as part of a 
treatment plan, 


b. there are no equally effective drug 
substitutes, and 


c. the drug meets Payment Determination 
and other criteria established by HMSA.  
  A list of these drugs in the HMSA Essential Prescription 
Formulary has been distributed to all Participating Providers. 
   2. Participating Providers may prescribe up to a 
30-day supply for first time prescriptions of maintenance drugs and 
contraceptives. For subsequent refills, the Participating Provider 
may prescribe up to a 12-month supply for contraceptives and a 
maximum 90-day supply for all other drugs or supplies after 
confirming that:  


a. you have tolerated the drug without 
adverse side effects that may cause you to discontinue using the 
drug, and  


b. your Provider has determined that the 
drug is effective. 


(c) Smoking Cessation Drugs.  Coverage of smoking 
cessation drugs is limited to 180 days of treatment per calendar 
year.  


(d) This Rider requires the substitution of Generic 
Drugs listed on the FDA Approved Drug Products with Therapeutic 
Equivalence Evaluations for a Brand Name Drug. Exceptions will be 
made when a Provider directs that substitution is not permissible.  If 
you choose not to use the generic equivalent, HMSA will pay only 
the amount that would have been paid for the generic equivalent. 
This provision regarding reduced benefits shall apply even if the 
particular generic equivalent was out-of-stock or was not available 
at the pharmacy. You may seek other Participating Providers when 
purchasing a generic equivalent in cases when the particular 
generic equivalent is out-of-stock or not available at that pharmacy. 


(e) Except for certain drugs managed under Drug 
Benefit Management, refills are available if indicated on your 
original prescription. The refill prescription must be purchased only 
after two-thirds of your prescription has already been used. For 
example, for coverage under this Rider, if the previous supply was a 
30-day supply, you may refill the prescription on the 21st day, but 
not earlier. 


(f) There shall be no duplication or coordination 
between benefits of this drug plan and any other similar benefit of 
your HMSA medical plan. 


(4) HMSA's 90-Day at Retail Network and Mail Order 
Prescription Drug Program.  


(a) HMSA has contracted with selected providers to 
make prescription maintenance medications available for pickup or 
by mail. Specialty Drugs, including Specialty oral chemotherapy 
drugs are not available through HMSA’s 90-Day at Retail Network 
or Mail Order Prescription Drug Program.  


1. You owe the contracted provider a $11 
Copayment per Tier 1 drug, a $65 Copayment per Tier 2 drug, and 
a $65 Copayment plus a $135 Tier 3 Cost Share per Tier 3 drug. 
HMSA pays 100% of the remaining charges. For Tier 1 
contraceptives, HMSA pays 100% of Eligible Charge.  You owe no 
Copayment. 


2. Oral Chemotherapy Drugs - Non-Specialty 
Drugs. You owe the contracted provider no Copayment for non-
specialty oral chemotherapy drugs. HMSA pays 100% of the 
charges. 


3. Diabetic Supplies.  You owe the contracted 
provider no Copayment for Preferred Formulary diabetic supplies 
and a $65 Copayment per Non-Preferred Formulary diabetic 
supplies. HMSA pays 100% of the remaining charges.  


4. Contraceptives - Over-the-counter (OTC). 
Benefits are available when you receive a written prescription for 
the OTC contraceptive. You owe the contracted provider no 
Copayment for OTC contraceptives.  HMSA pays 100% of the 
charges.   


5. Spacers and Peak Flow Meters. You owe the 
contracted provider no Copayment for spacers and peak flow 
meters. HMSA pays 100% of the charges. 


6. USPSTF Recommended Drugs.  You owe the 
contracted provider no Copayment for USPSTF recommended 
drugs.  HMSA pays 100% of the charges. 


(b) HMSA's 90-Day at Retail Network and Mail Order 
Prescription Drug Program Limitations. 


1. Prescription Drugs are available only from 
contracted providers. Contact HMSA to get a list of providers. If you 
receive prescription maintenance drugs from a provider that does 
not contract with HMSA, no benefits will be paid. 


2. Prescription Drugs are limited to prescribed 
maintenance medications taken on a regular or long-term basis. 


3. The contracted provider will fill the prescription 
in the quantity specified by the Provider up to a 12-month supply for 
contraceptives. For all other drugs or supplies, copayment amounts 
are for a maximum 90-day supply or fraction thereof.  A 90-day 
supply is a supply that will last for 90 consecutive days or a 
fraction thereof.  These are examples on how your copayments 
are calculated: 


a. You are prescribed a drug in pill form 
that must be taken only on the last five days of each month.  A 
90-day supply would be fifteen pills, the number of pills you must 
take during a three-month period. You owe the 90-day copayment 
even though the supply dispensed is fifteen pills. 


b. You are prescribed a 30-day supply with 
two refills.  The contracted pharmacy will fill the prescription in the 
quantity specified by the Provider, in this case 30 days, and will 
not send you a 90-day supply.  You owe the 30-day copayment. 


c. You are prescribed a 30-day supply of a 
drug that is packaged in less than 30-day quantity, for example, a 
28-day supply.  The pharmacy will fill the prescription by providing 
a 28-day supply.  You owe the 30-day copayment.  If you are 
prescribed a 90-day supply, the pharmacy would fill the 
prescription by giving you three packages each containing a 28-
day supply of the drug.  You would owe a 90-day copayment for 
the 84-day supply.  


4. Unless the prescribing Provider requires the 
use of a Brand Name Drug, your prescription will be filled with the 
Tier 1 equivalent when available and permissible by law. If a Brand 
Name Drug is required, it must be clearly indicated on the 
prescription. 


5. Refills are available if indicated on your original 
prescription. The refill prescription must be purchased only after 
two-thirds of your prescription has already been used. 


 
VI. EXCLUSIONS 


 
 This Rider is subject to all exclusions in HMSA’s Guide to 
Benefits. The Guide to Benefits describes the medical benefits plan 
that accompanies this Rider. 
 Except as otherwise stated in this Rider, no payment will be 
made for: Products not approved by the U.S. Food and Drug 
Administration (FDA) (except as specified in this rider) 
immunization agents; agents used in skin tests to determine allergic 
sensitivity; all drugs to treat infertility; all drugs to treat sexual 
dysfunction except suppositories listed in the HMSA Essential 
Prescription Formulary and used to treat sexual dysfunction due to 
an organic cause as defined by HMSA; appliances and other 
nondrug items; drug from foreign countries; injectable drugs, except 
those designated as covered in the HMSA Essential Prescription 
Formulary; drugs dispensed to a registered bed patient; 
convenience packaged drugs, including kits; unit dose drugs; over-
the-counter drugs that may be purchased without a prescription 
(except as specified in this Rider); replacements for lost, stolen, 
damaged, or destroyed drugs and supplies; and lifestyle drugs.  
Lifestyle drugs are pharmaceutical products that improve a way or 
style of living rather than alleviating a disease.  Lifestyle drugs that 
are not covered include, but are not limited to: creams used to 
prevent skin aging and drugs to enhance athletic performance. 
 


VII.  COORDINATION OF BENEFITS 
 
 The coordination of benefits described in Chapter 9 of HMSA’s 
Guide to Benefits in the section labeled "Coverage that Provides 
Same or Similar Coverage" is modified as follows: 
 You may have other insurance coverage that provides benefits 
that are the same or similar to this plan.  
 When this plan is primary, its benefits are determined before 
those of any other plan and without considering any other plan's 
benefits.  When this plan is secondary, its benefits are determined 
after those of another plan and may be reduced because of the 
primary plan's payment.  As the secondary plan, this plan's 
payment will not exceed the amount this plan would have paid if it 







 
860 January 2019                              7/30/2018 
  5 


had been your only coverage.  
 Any Tier 3 Cost Share you owe under this plan will first be 
subtracted from the benefit payment.  You remain responsible for 
the Tier 3 Cost Share owed under this plan, if any. 
 All other provisions of Chapter 9 of HMSA's Guide to Benefits 
remain unchanged. 
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Serving you
Meet with knowledgeable, experienced health plan advisers. We’ll answer 
questions about your health plan, give you general health and well-being 
information, and more. Visit hmsa.com for directions.


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.–6 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St. 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


Opening in 2019
HMSA Center @ Kahului
Puunene Shopping Center | 70 Hookele St.


Customer Relations representatives are also available in person at our 
Neighbor Island offices, Monday through Friday, 8 a.m. to 4 p.m.: 


Kailua-Kona, Hawaii Island 
75-1029 Henry St., Suite 301 | Phone: 329-5291


Kahului 
33 Lono Ave., Suite 350 | Phone: 871-6295


Lihue 
4366 Kukui Grove St., Suite 103 | Phone: 245-3393


Contact HMSA. We’re here for you.


Call 948-6111 on Oahu or 1 (800) 776-4672 toll-free on the Neighbor Islands 
or Mainland. 


Together, we improve the lives of our members and the health of Hawaii. 
Caring for our families, friends, and neighbors is our privilege.


hmsa.com myhmsa @askHMSA askhmsa
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Federal law requires HMSA to provide 
you with this notice. 
HMSA complies with applicable Federal 
civil rights laws and does not discriminate 
on the basis of race, color, national origin, 
age, disability, or sex. HMSA does not 
exclude people or treat them differently 
because of things like race, color, 
national origin, age, disability, or sex. 
Services that HMSA provides 
Provides aids and services to people with 
disabilities to communicate effectively 
with us, such as: 
• Qualified sign language interpreters
• Written information in other formats


(large print, audio, accessible
electronic formats, other formats)


Provides language services to people 
whose primary language is not English, 
such as: 
• Qualified interpreters
• Information written in other languages
• If you need these services, please call


1 (800) 776-4672 toll-free; TTY 711
How to file a discrimination-related 
grievance or complaint 
If you believe that we’ve failed to provide 
these services or discriminated against 
you in some way, you can file a grievance 
in any of the following ways: 
• Phone: 1 (800) 776-4672 toll-free
• TTY: 711
• Email:


Compliance_Ethics@hmsa.com
• Fax: (808) 948-6414 on Oahu
• Mail: 818 Keeaumoku St., Honolulu,


HI  96814
You can also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services, Office for Civil Rights, 
in any of the following ways: 
• Online:


ocrportal.hhs.gov/ocr/portal/lobby.jsf
• Phone: 1 (800) 368-1019 toll-free;


TDD users, call 1 (800) 537-7697
toll-free


• Mail: U.S. Department of Health and
Human Services, 200 Independence
Ave. S.W., Room 509F, HHH Building,
Washington, DC  20201


For complaint forms, please go to 
hhs.gov/ocr/office/file/index.html. 
Hawaiian: E NĀNĀ MAI: Inā hoʻopuka 
ʻoe i ka ʻŌlelo Hawaiʻi, loaʻa ke kōkua 
manuahi iā ʻoe. E kelepona iā  
1 (800) 776-4672. TTY 711.  
Bisaya: ATENSYON: Kung nagsulti ka 
og Cebuano, aduna kay magamit nga 
mga serbisyo sa tabang sa lengguwahe, 
nga walay bayad. Tawag sa  
1 (800) 776-4672 nga walay toll.  
TTY 711. 
Chinese: 注意：如果您使用繁體


中文，您可以免費獲得語言援助


服務。請致電 1 (800) 776-4672。
TTY 711. 
Ilocano: PAKDAAR: Nu saritaem ti 
Ilocano, ti serbisyo para ti baddang ti 
lengguahe nga awanan bayadna, ket 
sidadaan para kenyam. Awagan ti  
1 (800) 776-4672 toll-free. TTY 711. 
Japanese: 注意事項：日本語を話


される場合、無料の言語支援を


ご利用いただけます。


1 (800) 776-4672 をご利用くださ


い。TTY 711.まで、お電話にて


ご連絡ください. 


Korean: 주의: 한국어를 사용하시는 
경우, 언어 지원 서비스를 무료로 
이용하실 수 있습니다.  
1 (800) 776-4672번으로 연락해 
주시기 바랍 니다. TTY 711 번으로 
전화해 주십시오. 


Laotian: ກະລຸນາສັງເກດ: 
ຖ້າທ່ານເວົ ້ າພາສາລາວ,
ການຊ່ວຍເຫຼື ອດ້ານພາສາ, 
ບໍ່ ມີ ຄ່າໃຊ້ຈ່າຍ, ແມ່ນມີ ໃຫ້ທ່ານ. ໂທ 
1 (800) 776-4672 ຟຣີ . TTY 711. 


Marshallese: LALE: Ñe kwōj kōnono 
Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ 
ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk  
1 (800) 776-4672 tollfree, enaj ejjelok 
wonaan. TTY 711. 
Pohnpeian: Ma ke kin lokaian Pohnpei, 
ke kak ale sawas in sohte pweine. Kahlda 
nempe wet 1 (800) 776-4672. Me sohte 
kak rong call TTY 711. 
Samoan: MO LOU SILAFIA: Afai e te 
tautala Gagana fa'a Sāmoa, o loo iai 
auaunaga fesoasoan, e fai fua e leai se 
totogi, mo oe, Telefoni mai:  
1 (800) 776-4672 e leai se totogi o lenei 
‘au’aunaga. TTY 711. 
Spanish: ATENCIÓN: si habla español, 
tiene a su disposición servicios gratuitos 
de asistencia lingüística. Llame al  
1 (800) 776-4672. TTY 711.  
Tagalog: PAUNAWA: Kung nagsasalita 
ka ng Tagalog, maaari kang gumamit ng 
mga serbisyo ng tulong sa wika nang 
walang bayad. Tumawag sa  
1 (800) 776-4672 toll-free. TTY 711. 
Tongan: FAKATOKANGA’I: Kapau ‘oku 
ke Lea-Fakatonga, ko e kau tokoni 
fakatonu lea ‘oku nau fai atu ha tokoni 
ta’etotongi, pea teke lava ‘o ma’u ia. 
Telefoni mai 1 (800) 776-4672. TTY 711. 
Trukese: MEI AUCHEA: Ika iei foosun 
fonuomw: Foosun Chuuk, iwe en mei 
tongeni omw kopwe angei aninisin 
chiakku, ese kamo. Kori  
1 (800) 776-4672, ese kamo. TTY 711. 
Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng 
Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn. Gọi số  
1 (800) 776-4672. TTY 711. 


NMM_1000_24715_1557_R 



mailto:Compliance_Ethics@hmsa.com

https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

http://www.hhs.gov/ocr/office/file/index.html





 







DU January 2016 
Reprint January 2019                                          10/24/2018 
 


 HAWAII MEDICAL SERVICE ASSOCIATION 


 Special Vision Care Benefits Rider 
 
 
 I.  ELIGIBILITY 
 
 This Rider provides coverage which is supplementary to 
coverage provided under the Association's medical plan.  A 
Beneficiary's coverage under this Rider commences and ends as of 
the same dates the Beneficiary's coverage under the medical plan 
commences and ends. 
 
 II.  PROVISIONS OF THE MEDICAL PLAN APPLICABLE 
 
 All definitions, provisions, limitations, exclusions, and 
conditions of HMSA’s Guide to Benefits shall apply to this Rider, 
except as specifically modified in this Rider. 
 
 III.  DEFINITIONS 
 
 When used in this Rider: 


(1) “Association” means the HAWAII MEDICAL 
SERVICE ASSOCIATION (HMSA), an independent licensee of 
the Blue Cross and Blue Shield Association. 


(2) "Ophthalmologist" (M.D.) means a physician who is 
appropriately licensed to practice by the proper government 
authority and who renders services within the lawful scope of such 
license. 


(3) "Optometrist" (O.D.) means a person who is 
appropriately licensed to practice optometry by the proper 
government authority and who renders services within the lawful 
scope of such license. 


(4) "Participating Provider" means a provider of services 
who, when rendering most services covered by this Rider to a 
Beneficiary, agrees with the Association to collect not more than  


(a) a specified amount paid by the Association and  
(b) the Beneficiary's Copayment.  


 As an exception, a Special Vision Care Participating 
Provider does not agree to limit charges for contact lenses and 
fitting of contact lenses.  In this case, the Association's benefit 
payment will not exceed the amount specified in Sections 
IV(2)(a)(ii) and (iii), IV(4)(a), V(2)(a)(ii) and (iii), and V(4)(a),and 
the Beneficiary is responsible for all charges in excess of the 
Association's benefit payment. In addition, the provider must be 
listed on HMSA's Special Vision Care Rider List of Participating 
Providers.  When you require routine vision care outside the state 
of Hawaii, we participate with other Blue Cross and/or Blue 
Shield Plans in a program called the BlueCard Program. This 
BlueCard program offers HMSA members advantages when they 
receive routine vision care outside the area this plan services. 
Benefit payments for covered services received outside the state 
of Hawaii are based on contracts negotiated between the out-of-
state Blue Cross and/or Blue Shield Plans and BlueCard 
participating routine vision care providers.    
  


IV.  VISION CARE BENEFITS FOR ADULTS 
 
 Subject to the provisions of this Rider, a Beneficiary is entitled 
to the following vision care benefits: 


(1) Payment for one eye examination per Calendar Year. 
(a) For Participating Providers, the Beneficiary owes a 


$10.00 Copayment to the Participating Provider.  The Association 
pays the Participating Provider 100% of the remaining Eligible 
Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for the examination -- the Association reimburses 
the Beneficiary up to $40.00. 


(2) Payment for one of the following lenses per Calendar 
Year. 


(a) For Participating Providers, the Association pays the 
Participating Provider:  


(i) 100% of the remaining Eligible Charges after a 
$10.00 Copayment for one pair of single vision or multifocal lenses; 
or 


(ii) up to $130.00 after a $25.00 Copayment for 
one pair of non-disposable contact lenses; or 


(iii) up to $130.00 after a $25.00 Copayment for 


disposable contact lenses. 
(b) For nonparticipating providers, the Beneficiary owes 


the entire charge for lenses -- the Association reimburses the 
Beneficiary: 


(i) up to $16.00 for single vision lenses; or 
(ii) up to $25.00 for multifocal lenses; or 
(iii) up to $50.00 for contact lenses. 


(3) Payment for one frame every 24 months. 
(a) For Participating Providers, the Association pays the 


Participating Provider 100% of the remaining Eligible Charges after 
a $15.00 Copayment for frames from the designated group. 


(b) (b) For nonparticipating providers, the Beneficiary 
owes the entire charge for frames -- the Association reimburses the 
Beneficiary up to $12.00.  
  Payment is subject to the provisions of Section VI(2) 
below. 


(4) Payment for fitting of contact lenses, one fitting per 
Calendar Year.   


(a) For Participating Providers, the Association pays 
the Participating Provider up to $45.00 for fitting of contact lenses.   


(b) For nonparticipating providers, the Beneficiary 
owes the entire charge for fitting of contact lenses – the 
Association reimburses the Beneficiary up to $20.00. 
 


V.  VISION CARE BENEFITS FOR CHILDREN  
(THROUGH AGE 18) 


 
 The Annual Copayment Maximum described in Chapter 2 of 
HMSA’s Guide to Benefits applies to the children’s vision care 
benefits listed in this section. The Annual Copayment Maximum is 
the maximum deductible and copayment amounts you pay in a 
calendar year. Once you meet the copayment maximum you are no 
longer responsible for deductible or copayment amounts unless 
otherwise noted.  Refer to your HMSA Guide to Benefits for the 
annual copayment maximum amount.  
 Subject to the provisions of this Rider, a Beneficiary is entitled 
to the following vision care benefits: 


(1) Payment for one eye examination per Calendar Year. 
(a) For Participating Providers, the Beneficiary owes a 


$10.00 Copayment to the Participating Provider.  The Association 
pays the Participating Provider 100% of the remaining Eligible 
Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for the examination -- the Association reimburses 
the Beneficiary up to 50% of Eligible Charge. 


(2) Payment for one of the following lenses per Calendar 
Year. 


(a) For Participating Providers, the Association pays the 
Participating Provider:  


(i) 100% of the remaining Eligible Charges after a 
$10.00 Copayment for one pair of single vision or multifocal lenses; 
or 


(ii) up to 50% of Charge for one pair of non-
disposable contact lenses; or 


(iii) up to 50% of Charge for disposable contact 
lenses. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for lenses -- the Association reimburses the 
Beneficiary: 


(i) up to 50% of Eligible Charge for one pair of 
single vision or multifocal lenses; or 


(ii) up to 50% of Charge for contact lenses. 
(3) Payment for one frame every 24 months. 


(a) For Participating Providers, the Association pays the 
Participating Provider 100% of the remaining Eligible Charges after 
a $15.00 Copayment for frames from the designated group. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for frames -- the Association reimburses the 
Beneficiary up to 50% of Eligible Charge.   
  Payment is subject to the provisions of Section VI(2) 
below. 


(4) Payment for fitting of contact lenses, one fitting per 
Calendar Year.   
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(a) For Participating Providers, the Association pays 
the Participating Provider up to 50% of Eligible Charge for fitting 
of contact lenses.   


(b) For nonparticipating providers, the Beneficiary 
owes the entire charge for fitting of contact lenses – the 
Association reimburses the Beneficiary up to 50% of Eligible 
Charge. 
 


(5) Payment for one pair of polycarbonate lenses per 
Calendar Year. Payment for polycarbonate lenses is made in 
addition to benefits for standard lenses stated under Section V(2). 


(a) For Participating Providers, the Association pays the 
Participating Provider 100% of Eligible Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for polycarbonate lenses -- the Association 
reimburses the Beneficiary up to 50% of Eligible Charge. 


 
VI.  LIMITATIONS AND EXCLUSIONS 


 
(1) Limitations. The payments specified in Section IV and V 


above shall be made by the Association only when services are 
rendered in connection with an eye examination for correction of a 
visual defect and when the frame or lenses are required as a result 
of such examination. In no event will the Association make 
allowances for more than one such eye examination during any 
Calendar Year for each Beneficiary and one frame whether as an 
original or replacement frame every 24 months for each Beneficiary. 


(2) Limitations on Frames and Lenses. 
(a) The allowance specified in Section IV(3) and V(3) 


above is for a complete frame only. Charges for repair or 
replacement of a portion of the frame or cost of accessories are not 
eligible for payment. 


(b) If lenses are replaced without furnishing a new 
frame, the total allowance for both a frame and lenses may not be 
used toward the cost of such lenses or the cost of contact lenses. 


(c) Benefits for lenses and frames from a Participating 
Provider are for standard-size lenses and a frame from the 
Participating Provider's "designated group". If a Beneficiary selects 
nonstandard-size lenses or frames that are not from the 
"designated group", the Association will pay up to 100% of the 
maximum charges allowed for standard-size lenses or a 
"designated group" frame. The Beneficiary then pays the balance of 
the charges. 


(d) If contact lenses are furnished, no benefits are 
payable for frames in the same Calendar Year. If benefits for a 
frame have already been paid in a Calendar Year, those benefits 
shall be deducted from the benefits payable for any contact lenses 
furnished in the same Calendar Year. 


(e) Vision Care Benefits for Adults (eye examination, 
lenses, and frames) will not be available in the same calendar year 
the Beneficiary received similar benefits allowed under Vision Care 
Benefits for Children.  


(3) Exclusions. No payment will be made under this Rider 
for: sunglasses; prescription inserts for diving masks and any 
protective eyewear; nonprescription industrial safety goggles; 
nonstandard items for lenses including tinting, blending, oversized 
lenses, and invisible bifocals or trifocals, except polycarbonate 
lenses stated in Section V(5); repair and replacement of frame parts 
and accessories; and contact lenses after cataract surgery. 
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Serving you
Meet with knowledgeable, experienced health plan advisers. We’ll answer 
questions about your health plan, give you general health and well-being 
information, and more. Visit hmsa.com for directions.


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.–6 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St. 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


Opening in 2019
HMSA Center @ Kahului
Puunene Shopping Center | 70 Hookele St.


Customer Relations representatives are also available in person at our 
Neighbor Island offices, Monday through Friday, 8 a.m. to 4 p.m.: 


Kailua-Kona, Hawaii Island 
75-1029 Henry St., Suite 301 | Phone: 329-5291


Kahului 
33 Lono Ave., Suite 350 | Phone: 871-6295


Lihue 
4366 Kukui Grove St., Suite 103 | Phone: 245-3393


Contact HMSA. We’re here for you.


Call 948-6111 on Oahu or 1 (800) 776-4672 toll-free on the Neighbor Islands 
or Mainland. 


Together, we improve the lives of our members and the health of Hawaii. 
Caring for our families, friends, and neighbors is our privilege.


hmsa.com myhmsa @askHMSA askhmsa
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Federal law requires HMSA to provide 
you with this notice. 
HMSA complies with applicable Federal 
civil rights laws and does not discriminate 
on the basis of race, color, national origin, 
age, disability, or sex. HMSA does not 
exclude people or treat them differently 
because of things like race, color, 
national origin, age, disability, or sex. 
Services that HMSA provides 
Provides aids and services to people with 
disabilities to communicate effectively 
with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats 


(large print, audio, accessible 
electronic formats, other formats) 


Provides language services to people 
whose primary language is not English, 
such as: 
• Qualified interpreters 
• Information written in other languages 
• If you need these services, please call 


1 (800) 776-4672 toll-free; TTY 711 
How to file a discrimination-related 
grievance or complaint 
If you believe that we’ve failed to provide 
these services or discriminated against 
you in some way, you can file a grievance 
in any of the following ways: 
• Phone: 1 (800) 776-4672 toll-free 
• TTY: 711 
• Email: 


Compliance_Ethics@hmsa.com 
• Fax: (808) 948-6414 on Oahu 
• Mail: 818 Keeaumoku St., Honolulu, 


HI  96814 
You can also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services, Office for Civil Rights, 
in any of the following ways: 
• Online: 


ocrportal.hhs.gov/ocr/portal/lobby.jsf 
• Phone: 1 (800) 368-1019 toll-free; 


TDD users, call 1 (800) 537-7697  
toll-free 


 
 
 
 


• Mail: U.S. Department of Health and 
Human Services, 200 Independence 
Ave. S.W., Room 509F, HHH Building, 
Washington, DC  20201 


For complaint forms, please go to  
hhs.gov/ocr/office/file/index.html. 
Hawaiian: E NĀNĀ MAI: Inā hoʻopuka 
ʻoe i ka ʻŌlelo Hawaiʻi, loaʻa ke kōkua 
manuahi iā ʻoe. E kelepona iā  
1 (800) 776-4672. TTY 711.  
Bisaya: ATENSYON: Kung nagsulti ka 
og Cebuano, aduna kay magamit nga 
mga serbisyo sa tabang sa lengguwahe, 
nga walay bayad. Tawag sa  
1 (800) 776-4672 nga walay toll.  
TTY 711. 
Chinese: 注意：如果您使用繁體


中文，您可以免費獲得語言援助


服務。請致電 1 (800) 776-4672。
TTY 711. 
Ilocano: PAKDAAR: Nu saritaem ti 
Ilocano, ti serbisyo para ti baddang ti 
lengguahe nga awanan bayadna, ket 
sidadaan para kenyam. Awagan ti  
1 (800) 776-4672 toll-free. TTY 711. 
Japanese: 注意事項：日本語を話


される場合、無料の言語支援を


ご利用いただけます。 
1 (800) 776-4672 をご利用くださ


い。TTY 711.まで、お電話にて


ご連絡ください. 


Korean: 주의: 한국어를 사용하시는 
경우, 언어 지원 서비스를 무료로 
이용하실 수 있습니다.  
1 (800) 776-4672번으로 연락해 
주시기 바랍 니다. TTY 711 번으로 
전화해 주십시오. 


Laotian: ກະລຸນາສັງເກດ: 
ຖ້າທ່ານເວົ ້ າພາສາລາວ, 
ການຊ່ວຍເຫຼື ອດ້ານພາສາ, 
ບໍ່ ມີ ຄ່າໃຊ້ຈ່າຍ, ແມ່ນມີ ໃຫ້ທ່ານ. ໂທ  
1 (800) 776-4672 ຟຣີ . TTY 711. 
 
 
 


Marshallese: LALE: Ñe kwōj kōnono 
Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ 
ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk  
1 (800) 776-4672 tollfree, enaj ejjelok 
wonaan. TTY 711. 
Pohnpeian: Ma ke kin lokaian Pohnpei, 
ke kak ale sawas in sohte pweine. Kahlda 
nempe wet 1 (800) 776-4672. Me sohte 
kak rong call TTY 711. 
Samoan: MO LOU SILAFIA: Afai e te 
tautala Gagana fa'a Sāmoa, o loo iai 
auaunaga fesoasoan, e fai fua e leai se 
totogi, mo oe, Telefoni mai:  
1 (800) 776-4672 e leai se totogi o lenei 
‘au’aunaga. TTY 711. 
Spanish: ATENCIÓN: si habla español, 
tiene a su disposición servicios gratuitos 
de asistencia lingüística. Llame al  
1 (800) 776-4672. TTY 711.  
Tagalog: PAUNAWA: Kung nagsasalita 
ka ng Tagalog, maaari kang gumamit ng 
mga serbisyo ng tulong sa wika nang 
walang bayad. Tumawag sa  
1 (800) 776-4672 toll-free. TTY 711. 
Tongan: FAKATOKANGA’I: Kapau ‘oku 
ke Lea-Fakatonga, ko e kau tokoni 
fakatonu lea ‘oku nau fai atu ha tokoni 
ta’etotongi, pea teke lava ‘o ma’u ia. 
Telefoni mai 1 (800) 776-4672. TTY 711. 
Trukese: MEI AUCHEA: Ika iei foosun 
fonuomw: Foosun Chuuk, iwe en mei 
tongeni omw kopwe angei aninisin 
chiakku, ese kamo. Kori  
1 (800) 776-4672, ese kamo. TTY 711. 
Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng 
Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn. Gọi số  
1 (800) 776-4672. TTY 711. 


NMM_1000_24715_1557_R 
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Chapter 1: Important Information 
 


What You Should Know about this Guide to Benefits 
 
About Your 
Comprehensive Medical 
Plan 


Your health care coverage is a Comprehensive Medical plan. This means you 
have medical benefits for your health care needs including office visits, inpatient 
facility services, outpatient facility services, and other provider services. This 
coverage offers you flexibility in the way you get medical benefits. Your 
opportunity to take an active role in your health care decisions makes this 
coverage special. In general, to get the lowest out-of-pocket costs possible, you 
should seek services from HMSA Participating Providers.  


To keep pace with change, HMSA’s New Technology Assessment Committee 
uses scientific evidence to evaluate new developments in technology and new 
applications of existing technologies. The Committee’s recommendations are a 
critical factor in our decisions to cover new technologies and applications. 
HMSA’s Pharmacy and Therapeutics Advisory Committee, composed of 
practicing physicians and pharmacists from the community, meet quarterly to 
assess drugs, including new drugs, for inclusion in HMSA’s plans. Drugs that 
meet the Committee’s standards for safety, efficacy, ease of use, and value are 
included in various plan formularies. For more details on coverage under this 
plan, see Chapter 4: Description of Benefits and Chapter 6: Services Not 
Covered. 


Terminology The terms You and Your mean you and your family members eligible for this 
coverage. We, Us, and Our refer to HMSA.  


 The term Provider means an approved physician or other practitioner who 
provides you with health care services. Your provider may also be the place 
where you get services, such as a hospital or skilled nursing facility. Also, your 
provider may be a supplier of health care products, such as a home or durable 
medical equipment supplier. 


Definitions Throughout this Guide, terms appear in Bold Italics the first time they are 
defined. Terms are also defined in Chapter 11: Glossary. 


Questions If you have any questions, please call us. More details about plan benefits will be 
provided free of charge. We list our phone numbers on the back cover of this 
Guide. 


This Chapter Covers 
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Summary of Provider Categories 
This chart shows how the various provider categories impact your benefits.  


  Provider Category 
 HMSA Participating 


Provider 
BlueCard 


Participating Provider 
Contracting Provider Nonparticipating 


Provider  
(in or out of state) 


Does your provider contract 
with HMSA? 


Yes No, contracts with the 
BlueCard Program. 


Yes, contracts with HMSA 
for transplant services. 


No, does not contract with 
HMSA or the BlueCard 


program. 


Does your provider always file 
claims for you? 


Yes Yes Yes No, you may have to file 
your own claims. 


Does your provider accept 
eligible charge as payment in 
full? If so, you do not pay for 
any difference between actual 
charge and eligible charge. 


Yes Yes Yes No, you pay any difference 
between the actual charge 


and the eligible charge. 


See From What Provider 
Category Did You Receive 


Care? in the section 
labeled Questions We Ask 
When You Receive Care 


later in this chapter. 


Do you pay the provider 
copayments? If so, we send 
benefit payment directly to the 
provider. 


Yes Yes Yes No, you pay provider in 
full. We send benefit 


payments to you. 


Does your provider get 
precertification approvals for 
you? 


Yes 


 


No, you are responsible 
for getting approval. 


Yes No, you are responsible 
for getting approval. 
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Care While You are Away from Home 
 
Medical Care Outside of 
Hawaii (BlueCard® 
Program) 


We have a variety of relationships with other Blue Cross and/or Blue Shield 
Licensees. Generally, these relationships are called “Inter-Plan Arrangements.” 
These Inter-Plan Arrangements work based on rules and procedures issued by the 
Blue Cross Blue Shield Association (“Association”). Whenever you access 
healthcare services outside of Hawaii, the claim for those services may be 
processed through one of these Inter-Plan Arrangements. The Inter-Plan 
Arrangements are described below.  


 When you receive care outside of Hawaii, you will receive it from healthcare 
providers that have a contractual agreement (i.e., are “participating providers”) 
with the local Blue Cross and/or Blue Shield Licensee in that other geographic 
area (“Host Blue”).  Some providers (“nonparticipating providers”) don’t 
contract with the Host Blue. Our payment practices in both instances are 
described below. 


Inter-Plan Arrangements 
Eligibility – Claim Types 


All claim types are eligible to be processed through Inter-Plan Arrangements, as 
described above, except for all dental benefits (except when paid as medical 
benefits), and those prescription drug benefits or vision benefits that may be 
administered by a third party contracted by us to provide the specific service or 
services. 


BlueCard® Participating 
Medical Providers 


Under the BlueCard® Program, when you receive covered medical services 
within the geographic area served by a Host Blue, HMSA will remain 
responsible for doing what we agreed to in the contract.  However, the Host Blue 
is responsible for contracting with and generally handling all interactions with its 
participating providers. 


When you receive covered medical services outside our service area and the 
claim is processed through the BlueCard Program, the amount you pay for 
covered medical services is calculated based on the lower of: 
 The billed covered charges for your covered services; or 
 The negotiated price that the Host Blue makes available to HMSA. 


 Often, this “negotiated price” will be a simple discount that reflects an actual 
price that the Host Blue pays to your healthcare provider.  Sometimes, it is an 
estimated price that takes into account special arrangements with your healthcare 
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 healthcare 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 as noted above.  However, 
such adjustments will not affect the price HMSA uses for your claim because 
they will not be applied after a claim has already been paid. 


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


Federal or state laws or regulations may require a surcharge tax or other fee that 
applies to insured/self-funded accounts. If applicable, we will include any such 
surcharge, tax or other fee as part of the claim charge passed on to you. 


Nonparticipating 
Providers Outside Hawaii 


When covered medical services are provided outside of Hawaii by 
nonparticipating providers, the amount you pay for such services will normally 
be based on either the Host Blue’s nonparticipating 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 we will make for the covered medical services as 
set forth in this paragraph. Federal or state law, as applicable, will govern 
payments for out-of-network emergency services. 
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 In certain situations, we may use other payment methods, such as billed covered 
charges, the payment we would make if the covered medical services had been 
obtained within our service area, or a special negotiated payment, to determine 
the amount we 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 we will make for the covered 
services as set forth in this paragraph. 


 Benefit payments for covered emergency services provided by nonparticipating 
providers are a “reasonable amount” as defined by federal law at 45 CFR 
§147.138(b). 


Blue Cross Blue Shield 
Global Core 


If you are outside the United States, the Commonwealth of Puerto Rico, and the 
U.S. Virgin Islands (hereinafter “BlueCard service area”), you may be able to 
take advantage of Blue Cross Blue Shield Global Core when accessing covered 
medical services. Blue Cross Blue Shield Global Core is unlike the BlueCard 
Program available in the BlueCard service area in certain ways. For instance, 
although Blue Cross Blue Shield Global Core assists you with accessing a 
network of inpatient, outpatient and professional providers, the network is not 
served by a 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 (1-800-810-2583) 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 deductible and copayment. In such cases, the hospital 
will submit your claims 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 medical 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 medical 
services. 


Submitting a Blue Cross 
Blue Shield Global Core 
Claim 


When you pay for covered medical 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 provider’s 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 HMSA, the service center or 
online at www.bluecardworldwide.com. If you need assistance with your claim 
submission, you should call the service center at 1-800-810-BLUE (1-800-810-
2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week. 


Finding BlueCard 
Participating Providers 


The Host Blue in the area where you need services can provide you with 
information on participating providers in the area. You can also visit the 
BlueCard Doctor and Hospital Finder web site (www.BCBS.com) or call 1-800-
810-BLUE (2583). 


Carry Your Member Card Always carry your HMSA Member Card. Your member card ensures that you 
get all the conveniences you’re used to when you get medical services at home in 
Hawaii. The card tells participating providers which independent Blue Plan you 
belong to.  It also includes information the provider needs to file your claim for 
you. 



http://www.bluecardworldwide.com/

http://www.bcbs.com/
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Questions We Ask When You Receive Care 
 
Is the Care Covered? To get benefits, the care you get must be a covered treatment, service, or supply. 


See Chapter 4: Description of Benefits for a listing of covered treatments, 
services and supplies. 


Does the Care Meet 
Payment Determination 
Criteria? 


All care you get must meet all of the following Payment Determination Criteria: 
 For the purpose of treating a medical condition. 
 The most appropriate delivery or level of service, considering potential 


benefits and harms to the patient. 
 Known to be effective in improving health outcomes; provided that: 


– Effectiveness is determined first by scientific evidence; 
– If no scientific evidence exists, then by professional standards of care; 


and 
– If no professional standards of care exists or if they exist but are 


outdated or contradictory, then by expert opinion; and 
 Cost-effective for the medical condition being treated compared to 


alternative health interventions, including no intervention.  For purposes of 
this paragraph, cost-effective shall not necessarily mean the lowest price. 


Services that are not known to be effective in improving health outcomes 
include, but are not limited to, services that are experimental or investigational. 


 Definitions of terms and more details on the application of this Payment 
Determination Criteria are contained in the Patient’s Bill of Rights and 
Responsibilities, Hawaii Revised Statutes § 432E-1.4.  The current language of 
this statutory provision will be provided upon request.  Requests should be 
submitted to HMSA’s Customer Service Department. 


 The fact that a physician may prescribe, order, recommend, or approve a service 
or supply does not in itself mean that the service or supply meets Payment 
Determination Criteria, even if it is listed as a covered service.  


 Except for BlueCard participating and BlueCard PPO providers, participating 
providers may not bill or collect charges for services or supplies that do not meet 
HMSA’s Payment Determination Criteria unless a written acknowledgement of 
financial responsibility, specific to the service, is obtained from you or your legal 
representative prior to the time services are rendered. 


  Participating providers may, however, bill you for services or supplies that are 
excluded from coverage without getting a written acknowledgement of financial 
responsibility from you or your representative.  See Chapter 6: Services Not 
Covered. 


  More than one procedure, service, or supply may be appropriate to diagnose and 
treat your condition.  In that case, we reserve the right to approve only the least 
costly treatment, service, or supply. 


 You may ask your physician to contact us to decide if the services you need meet 
our Payment Determination Criteria or are excluded from coverage before you 
get the care. 


Is the Care Consistent 
with HMSA's Medical 
Policies? 


To be covered, the care you get must be consistent with the provider’s scope of 
practice, state licensure requirements, and HMSA's medical policies.  These are 
policies drafted by HMSA Medical Directors, many of whom are practicing 
physicians, with community physicians and nationally recognized authorities.  
Each policy provides detailed coverage criteria for when a specific service, drug, 
or supply meets payment determination criteria.  If you have questions about the 
policies or would like a copy of a policy related to your care, please call us at one 
of the phone numbers on the back cover of this Guide. 


From What Provider 
Category Did You 
Receive Care? 


Your benefits may be different depending on the category of provider that you 
get care from.  In general, you will get the maximum benefits possible when you 
get services from an HMSA participating provider. 
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 When you see a nonparticipating provider you will owe any copayment that 
applies to the service plus the difference between HMSA's eligible charge and 
the provider's actual charge.  Also, nonparticipating providers have not agreed to 
HMSA's payment policies and can bill you for services or other charges that 
HMSA does not cover.  Participating providers have agreed not to charge you for 
these services.  These amounts will be included in the nonparticipating provider's 
actual charge. 


For more details on provider categories see the sections Summary of Provider 
Categories and Care While You are Away from Home earlier in this chapter. 


Please note: Your participating provider may refer services to a nonparticipating 
provider and you may incur a greater out-of-pocket expense. 


 For example, your participating provider may send a blood sample to a 
nonparticipating lab to analyze.  Or, your participating provider may send you to 
a nonparticipating specialist for added care. 


Is the Service or Supply 
Subject to a Benefit 
Maximum? 


Benefit Maximum is the maximum benefit amount allowed for a covered service 
or supply. A coverage maximum may limit the duration, or the number of visits. 
For details about benefit maximums, read Chapter 2: Payment Information and 
Chapter 4: Description of Benefits. 


Is the Service or Supply 
Subject to 
Precertification? 


Certain services require our prior approval. HMSA participating providers get 
approval for you, but other providers may not.  If you get services from a 
BlueCard or nonparticipating provider and approval for certain services is not 
obtained, benefits may be denied. In some cases, benefits are denied entirely. For 
services subject to approval, read Chapter 5: Precertification. 


Did You Receive Care 
from a Provider 
Recognized by Us? 


To determine if a provider is recognized, we look at many factors including 
licensure, professional history, and type of practice.  All participating providers 
and some nonparticipating providers are recognized.  To find out if your 
physician is a participating provider, refer to your HMSA Directory of 
Participating Providers.  If you need a copy, call us and we will send one to you 
or visit www.hmsa.com.  To find out if a nonparticipating provider is recognized, 
call us at one of the phone numbers on the back cover of this Guide. 


Did a Recognized 
Provider Order the Care? 


All covered treatment, services, and supplies must be ordered by a recognized 
provider practicing within the scope of his or her license. 


 


What You Can Do to Maintain Good Health 
 
Practice Good Health 
Habits 


Staying healthy is the best way to control your health care costs. Take care of 
yourself all year long. See your provider early. Don’t let a minor health problem 
become a major one. Take advantage of your preventive care benefits. 


Be a Wise Consumer You should make informed decisions about your health care. Be an active partner 
in your care. Talk with your provider and ask questions. Understand the 
treatment program and any risks, benefits, and options related to it.  


Take time to read and understand your Report to Member. This report shows 
how we applied benefits. Review your report and let us know if there are any 
inaccuracies. 


You may get copies of your Report to Member online through My Account on 
hmsa.com or by mail upon request.  


 


Interpreting this Guide 
 
Agreement The Agreement between HMSA and you is made up of all of the following: 


 This Guide to Benefits. 
 Any riders and/or amendments. 
 The enrollment form submitted to us. 
 The agreement between us and your employer or group sponsor.  



http://www.hmsa.com/
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Our Rights to Interpret 
this Document 


We will interpret the provisions of the Agreement and will determine all 
questions that arise under it. We have the administrative discretion: 
 To determine if you meet our written eligibility requirements. 
 To determine the amount and type of benefits payable to you or your 


dependents according to the terms of this Agreement.  
 To interpret the provisions of this Agreement as is needed to determine 


benefits, including decisions on medical necessity. 
 Our determinations and interpretations, and our decisions on these matters are 


subject to de novo review by an impartial reviewer as provided in this Guide to 
Benefits or as allowed by law.  If you do not agree with our interpretation or 
determination, you may appeal. See Chapter 8: Dispute Resolution. 


No oral statement of any person shall modify or otherwise affect the benefits, 
limits and exclusions of this Guide to Benefits, convey or void any coverage, or 
increase or reduce any benefits under this Agreement. 
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Chapter 2: Payment Information 
 


Eligible Charge 
 
Definition For most medical services, except for emergency services provided by 


nonparticipating providers, the Eligible Charge is the lower of either the 
provider's actual charge or the amount we establish as the maximum allowable 
fee. HMSA’s payment, and your copayment, are based on the eligible charge.  
Exceptions: For services from participating facilities, HMSA’s payment is based 
on the maximum allowable fee and your copayment is based on the lower of the 
actual charge or the maximum allowable fee. Some services may be rendered by 
providers who accept monthly payments from HMSA to manage the care of a 
certain population of their patients. 


 The eligible charge for emergency services from nonparticipating providers is 
calculated in accord with federal law as described at 45 CFR § 147.138(b). 


 Participating providers agree to accept HMSA’s payment plus your copayment as 
payment in full for covered services. Nonparticipating providers generally do 
not. If you get services from a nonparticipating provider, you are responsible for 
a copayment plus any difference between the actual charge and the eligible 
charge. 


 Please note: Eligible charge does not include excise or other tax. You are 
responsible for all taxes related to the medical care you receive. If your provider 
accepts monthly payments to manage your care, you may owe tax on your 
copayment. 


 


Copayment 
 
Definition A copayment applies to most covered services. It is either a fixed percentage of 


the eligible charge or a fixed dollar amount. Exception: For services provided at 
a participating facility, your copayment is based on the lower of the facility’s 
actual charge or the maximum allowable fee.  You owe a copayment even if the 
facility’s actual charge is less than the maximum allowable fee. 


 Please note: If you get services from a nonparticipating or noncontracting 
provider, you are responsible for the copayment plus any difference between the 
actual charge and the eligible charge. 


Amount See Chapter 3: Summary of Benefits and Your Payment Obligations. 


This Chapter Covers 
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Examples Here are two examples of how the copayment works. 


Let's say you have a sore throat and go to a participating physician to have it 
checked. 
 The physician's bill or actual charge = $125. 
 HMSA’s eligible charge = $60. 
 Your copayment = $14. 


 If you go to a nonparticipating physician, your out of pocket will be higher. 
 The physician’s bill or actual charge = $125. 
 HMSA’s eligible charge = $60. 
 Your copayment = $14. 
 The difference between the actual charge and the eligible charge = $65. 
 You owe $79 (your copayment plus the difference between the actual charge 


and the eligible charge). 


 


Annual Copayment Maximum 
 
Definition The Annual Copayment Maximum is the maximum copayment amounts you pay 


in a calendar year. Once you meet the copayment maximum you are no longer 
responsible for copayment amounts unless otherwise noted. 


Amount $2,500 per person  


$7,500 (maximum) per family 


 When You Pay More The following amounts do not apply toward meeting the copayment maximum. 
You are responsible for these amounts even after you have met the copayment 
maximum. 
 Payments for services subject to a maximum once you reach the maximum. 


See Benefit Maximum later in this chapter. 
 The difference between the actual charge and the eligible charge that you 


pay when you get services from a nonparticipating provider. 
 Payments for noncovered services. 
 Any amounts you owe in addition to your copayment for covered services. 


 


Maximum Allowable Fee 
 
Definition The Maximum Allowable Fee is the maximum dollar amount paid for a covered 


service, supply, or treatment.  


 These are examples of some of the methods we use to determine the Maximum 
Allowable Fee: 
 For most services, supplies, or procedures, we consider: 


– Increases in the cost of medical and non-medical services in Hawaii 
over the last year.  


 – The relative difficulty of the service compared to other services.  
– Changes in technology. 
– Payment for the service under federal, state, and other private insurance 


programs. 
  For some facility-billed services, we use a per case, per treatment, or per day 


fee (per diem) rather than an itemized amount (fee for service). This does 
not include practitioner-billed facility services. For nonparticipating 
hospitals, our maximum allowable fee for all-inclusive daily rates 
established by the hospital will never exceed more than if the hospital had 
charged separately for services. 


  For services billed by BlueCard participating providers outside of Hawaii, 
we use the lower of the provider’s actual charge or the negotiated price 
passed on to us by the on-site Blue Cross and/or Blue Shield Plan.  For more 
details on HMSA’s payment practices under the BlueCard Program, see 
Care While You are Away from Home in Chapter 1: Important Information. 
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  For drugs and supplies, we use nationally recognized pricing sources and 
other relevant information.  The allowable fee includes a dispensing fee.  
Any discounts or rebates that we get will not reduce the charges that your 
copayments are based on. We apply discounts and rebates to reduce drugs 
and supplies coverage rates. 


 


Benefit Maximum 
 
Definition A Benefit Maximum is a limit that applies to a specified covered service or 


supply.  A service or supply may be limited by duration, or number of visits. The 
maximum may apply per: 


  Service.  For example, In Vitro Fertilization is limited to a one-time only 
benefit while you are an HPH or HMSA member. 


 Calendar year. For example, you are eligible to get benefits for up to 120 
skilled nursing facility days each calendar year. 


Where to Look for 
Limitations 


See Chapter 4: Description of Benefits. 
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Chapter 3: Summary of Benefits and Your Payment Obligations 
 


Benefit and Payment Chart 
 
About this Chart This benefit and payment chart: 


 Is a summary of covered services and supplies. It is not a complete 
description of benefits. For coverage criteria, other limitations of 
covered services, and excluded services, be sure to read Chapter 1: 
Important Information, Chapter 4: Description of Benefits, and Chapter 
6: Services Not Covered. 


 Gives you the page number where you can find more details about the 
service or supply. 


 Tells you what the copayment percentage or fixed dollar amount is for 
covered services and supplies. 


 Please note: Special limits may apply to a service or supply listed in this benefit 
and payment chart. Please read the benefit details on the page referenced. 


 * = An asterisk next to a service or supply means either:  
 A service dollar maximum may apply. 
 You may owe amounts in addition to your copayment. 
Please read the benefit details on the page referenced. 


This Chapter Covers 
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*  = see page 13 
more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Hospital and Facility Services    


 Ambulatory Surgical Center (ASC) 24 20% 20% 


 Hospital Ancillary Services  24 20% 20% 


* Hospital Room and Board 24 20%* 20%* 


 Intensive Care Unit/Coronary Care 
Unit 


24 20% 20% 


 Intermediate Care Unit 24 20% 20% 


 Isolation Care Unit 25 20% 20% 


 Operating Room  25 20% 20% 


 Outpatient Facility 25 20% 20% 


 Skilled Nursing Facility  25 20% 20% 


 


Emergency Services    


 Emergency Room 25 20% 20% 


 All Other Services and Supplies Varies Your copayment amounts vary 
depending on the type of service or 
supply. See copayment amounts 


listed in this chart for the service or 
supply you receive. 


Same as participating copayment for 
the service or supply plus the 


difference between the actual charge 
and HMSA’s payment 


 


Online Care    


 Online Care 25 None Not Covered 


 


Telehealth    


 Telehealth 26 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 


Physician Services    


 Anesthesia  26 20% 20% 


 Consultation Services 26 $20 $20 


 Physician Visits – Emergency Room 26 $20 $20 


 Physician Visits - Home, Office, and  
Skilled Nursing Facility 


27 $14 $14 


 Physician Visits – Hospital  27 $20 $20 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Surgical Services    


  Assistant Surgeon Services 27 20% 20% 


 Bariatric Surgery 27 20% 20% 


 Cutting Surgery 27 20% 20% 


 Newborn Circumcision 28 10% 10% 


 Non-cutting Surgery  28 20% 20% 


 Oral Surgery 28 20% 20% 


 Reconstructive Surgery 28 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 Surgical Supplies 28 20% 20% 


 


Testing, Laboratory and Radiology    


 Allergy Testing 28 20% 20% 


  Allergy Treatment Materials 28 20% 20% 


  Diagnostic Testing – Inpatient 28 20% 20% 


  Diagnostic Testing – Outpatient 28 20% 20% 


 Genetic Testing, Screening, and 
Counseling 


28 20% 20% 


  Laboratory and Pathology – 
Inpatient 


28 20% 20% 


  Laboratory and Pathology – 
Outpatient 


28 None None 


 Radiology – Inpatient 28 20% 20% 


 Radiology – Outpatient 28 20% 20% 


 


Chemotherapy and Radiation Therapy   


 Chemotherapy – Infusion/Injections 29 20% 20% 


 Radiation Therapy – Inpatient  
 


29 20% 20% 


 Radiation Therapy – Outpatient  
 


29 20% 20% 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Other Medical Services and Supplies   


 Advance Care Planning 29 None None 


 Ambulance (air) 29 20% 20% 


 Ambulance (ground) 29 20% 20% 


 Applied Behavior Analysis rendered 
by a Behavior Analyst Recognized 
by Us 


29 $14 $14 


 Blood and Blood Products 30 20% 20% 


 Dialysis and Supplies 30 20% 20% 


 Durable Medical Equipment and 
Supplies 


30 20% 20% 


 Evaluations for Hearing Aids 30 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 Gender Identity Services 30 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 Growth Hormone Therapy 31 20% 20% 


 Inhalation Therapy 31 20% 20% 


 Injections – Other than Self-
Administered 


31 20% 20% 


 Injections – Self-Administered 31 20% 20% 


 Medical Foods 31 20% 20% 


 Nutritional Counseling  31 $14 $14 


* Orthodontic Services to treat 
Orofacial Anomalies 


31 None* None* 


 Orthotics and External Prosthetics  32  20% 20% 


 Outpatient IV Therapy 32 20% 20% 


 Private Duty Nursing 53 Not Covered Not Covered 


 Vision and Hearing Appliances 32 20% 20% 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Rehabilitation Therapy   


 Dr. Ornish’s Program for Reversing 
Heart Disease™ 


32 $20  
when received from a provider that meets the requirements of the Dr. Ornish 


Program described in Chapter 4 under Rehabilitation Therapy. 


 Physical and Occupational Therapy 
- Inpatient 


33 20% 20% 


 Physical and Occupational Therapy 
- Outpatient 


33 20% 20% 


 Pulmonary Rehabilitation - 
Outpatient 


33 20% 20% 


 Speech Therapy Services - 
Inpatient 


34 20% 20% 


 Speech Therapy Services - 
Outpatient 


34 20% 20% 


 


Special Benefits – Disease 
Management and Preventive Services 


  


 Annual Preventive Health 
Evaluation (preventive visit) 


34 None None 


 Chlamydia (screening) 34 None None 


 Colonoscopy (screening) 34 None None 


 Diabetes Prevention Program 34 None 
when received from a provider that meets the requirements of the Diabetes 


Prevention Program as described in Chapter 4 under Special Benefits – Disease 
Management and Preventive Service 


 Disease Management and 
Preventive Services Programs 


34 None Not Covered 


 Fecal Occult Blood Test (FOBT) 
(screening) 


35 None None 


 Gonorrhea (screening) 35 None None 


 Immunizations 35 None None 


 Mammography (screening) 35 None None 


 Pap Smears (screening) 35 None None 


  Prostate Specific Antigen (PSA) 
Test (screening) 


35 None None 


 Screening Services, Preventive 
Counseling, and Preventive 
Services 


35 None None 


 Sigmoidoscopy (screening) 36 None None 


 Well-Being Services 36 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Special Benefits – Disease 
Management and Preventive Services 
(continued) 


  


 Well Child Care Immunizations 36 None None 


  Well Child Care Laboratory Tests 36 None None 


 Well Child Care Physician Office 
Visits 


36 None None 


 Well Woman Exam 36 None None 


 


Special Benefits for Men    


 Erectile Dysfunction 36 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 Vasectomy 37 20% 20% 


 


Special Benefits for Women    


 Breast Pump  37 None None 


 Contraceptive Implants 37 None None 


 Contraceptive Injectables 37 None None 


 Contraceptive IUD 37 None None 


 In Vitro Fertilization 37 Your copayment amounts vary depending on the type of service or supply. See 
copayment amounts listed in this chart for the service or supply you receive. 


 Maternity Care 37 10% 10% 
 Tubal Ligation 38 None None 


 


Special Benefits for Homebound, Terminal, or Long-Term Care  


 Home Health Care 38 20% 20% 


 Hospice Services 38 None None 


 Supportive Care 38 None Not Covered 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Behavioral Health – Mental Health and 
Substance Abuse 


  


* Hospital and Facility Services – 
Inpatient 


39 20%* 20%* 


 Hospital and Facility Services – 
Outpatient 


39 20% 20% 


 Physician Services – Inpatient 39 None None 


 Physician Services – Outpatient  39 $14 $14 


 Psychological Testing – Inpatient 39 20% 20% 


 Psychological Testing – Outpatient 39 20% 20% 


 


Organ and Tissue Transplants   


 Corneal Transplant Surgery 40 20% 20% 


 Kidney Transplant Surgery 40 20% 20% 


 Organ Donor Services 40 20% 20% 


 Transplant Evaluation 40 None None 


 


Other Organ and Tissue Transplants   


 Heart Transplants 40 None None 


 Heart and Lung Transplants 40 None None 


 Liver Transplants 40 None None 


 Lung Transplants 40 None None 


 Pancreas Transplants 40 None None 


 Simultaneous Kidney/Pancreas 
Transplant 


40 None None 


 Small Bowel and Multivisceral 
Transplants 


40 None None 


 Stem-Cell Transplants (including 
Bone Marrow Transplants) 


40 None None 
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Drugs and Supplies 
Copayments for Drugs and Supplies are listed below. This plan covers drugs and supplies only when approved by the FDA, 
prescribed by your Provider, and if you do not have an HMSA drug plan or your drug plan does not cover the drugs listed in 
the chart below. See Chapter 4: Description of Benefits for more details. 


 
* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


on 
page: 


Participating Nonparticipating 


Autism Spectrum Disorders Drugs  
 


If you have an HMSA drug plan with benefits for drugs to treat autism 
spectrum disorders, the HMSA drug plan benefits will apply and not the 


benefits of this plan. 


 Generic Drugs 41 20% 20% 


 Preferred Formulary Drugs 41 20% 20% 


 Non-Preferred Formulary Drugs 41 30% 30% 


 Mail Order Generic Drugs 43 20% Not Covered 


 Mail Order Preferred Formulary 
Drugs 


43 20% Not Covered 


 Mail Order Non-Preferred Formulary 
Drugs 


43 30% Not Covered 


 
Chemotherapy – Oral Drugs  If you have an HMSA drug plan with benefits for oral chemotherapy drugs, 


the HMSA drug plan benefits will apply and not the benefits of this plan. 


 Chemotherapy – Oral 41 None None 


 Mail Order Chemotherapy – Oral 43 None Not Covered 


 
Contraceptives If you have an HMSA drug plan with benefits for contraceptives, the HMSA 


drug plan benefits will apply and not the benefits of this plan. 
 Contraceptive Diaphragms/Cervical 


Caps 
41 None None 


 Contraceptive Oral (Generic Drugs) 41 None None 


 Contraceptive Oral (Preferred 
Formulary Drugs) 


41 20% 20% 


 Contraceptive Oral (Non-Preferred 
Formulary Drugs) 


41 30% 30% 


 Contraceptive – Other Methods 
(Generic Drugs) 


41 None None 


 Contraceptive – Other Methods 
(Preferred Formulary Drugs) 


41 20% 20% 


 Contraceptive – Other Methods 
(Non-Preferred Formulary Drugs) 


41 30% 30% 


 Contraceptive – Over-the-counter 
(OTC) 


41 None None 
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* = see page 13 


more 
info. 


Copayment Is 
(Percentage copayments are based on eligible charges) 


Contraceptives (continued) If you have an HMSA drug plan with benefits for contraceptives, the HMSA 
drug plan benefits will apply and not the benefits of this plan. 


 Mail Order Contraceptive 
Diaphragms/Cervical Caps 


43 None Not Covered 


 Mail Order Contraceptive Oral 
(Generic Drugs) 


43 None Not Covered 


 Mail Order Contraceptive Oral 
(Preferred Formulary Drugs) 


43 20% Not Covered 


 Mail Order Contraceptive Oral (Non-
Preferred Formulary Drugs) 


43 30% Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods (Generic 
Drugs) 


43 None Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods (Preferred 
Formulary Drugs) 


43 20% Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods  
(Non-Preferred Formulary Drugs) 


43 30% Not Covered 


 Mail Order Contraceptive – Over-
the-counter (OTC) 


43 None Not Covered 


 
Diabetic Drugs, Supplies, and Insulin If you have an HMSA drug plan with benefits for diabetic drugs, supplies, 


and insulin, the HMSA drug plan benefits will apply and not the benefits of 
this plan. 


 Diabetic Supplies – Preferred 
Formulary 


41 None None 


 Diabetic Supplies – Non-Preferred 
Formulary 


41 20% 20% 


 Diabetic Drugs – Generic Drugs 41 20% 20% 


 Diabetic Drugs – Preferred 
Formulary Drugs 


41 20% 20% 


 Diabetic Drugs – Non-Preferred 
Formulary Drugs 


41 30% 30% 


 Insulin – Generic Drugs 41 20% 20% 


 Insulin – Preferred Formulary Drugs 41 20% 20% 


 Insulin – Non-Preferred Formulary 
Drugs 


41 30% 30% 


 Mail Order Diabetic Supplies – 
Preferred Formulary  


43 None Not Covered  


 Mail Order Diabetic Supplies – Non-
Preferred Formulary 


43 20% Not Covered  


 Mail Order Diabetic Drugs – Generic 
Drugs 


43 20% Not Covered 


 Mail Order Diabetic Drugs – 
Preferred Formulary Drugs 


43 20% Not Covered 


 Mail Order Diabetic Drugs – Non-
Preferred Formulary Drugs 


43 30% Not Covered 







Chapter 3: Summary of Benefits and Your Payment Obligations 


22  739 January 2019 
10/25/2018 


 
 
* = see page 13 


more 
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Copayment Is 
(Percentage copayments are based on eligible charges) 


Diabetic Drugs, Supplies, and Insulin 
(continued) 


If you have an HMSA drug plan with benefits for diabetic drugs, supplies, 
and insulin, the HMSA drug plan benefits will apply and not the benefits of 


this plan. 


 Mail Order Insulin – Generic Drugs 43 20% Not Covered 


 Mail Order Insulin – Preferred 
Formulary Drugs 


43 20% Not Covered 


 Mail Order Insulin – Non-Preferred 
Formulary Drugs 


43 30% Not Covered 


 
U.S. Preventive Services Task Force 
(USPSTF) Recommended Drugs 


If you have an HMSA drug plan with benefits for U.S. Preventive Services 
Task Force recommended drugs, the HMSA drug plan benefits will apply 


and not the benefits of this plan. 


 USPSTF recommended drugs 41 None None 


 Mail Order – USPSTF 
recommended drugs 


43 None Not Covered 
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Chapter 4: Description of Benefits 
  


 


About this Chapter 
 
 Your health care coverage provides benefits for procedures, services or supplies 


that are listed in this chapter.  You will note that some of the benefits have 
limitations.  These limitations describe criteria, circumstances or conditions that 
are necessary for a procedure, service or supply to be a covered benefit.  These 
limitations may also describe circumstances or conditions when a procedure, 
service or supply is not a covered benefit.  These limitations and benefits should 
be read with Chapter 6: Services Not Covered, in order to identify all items 
excluded from coverage.   


Non-Assignment of 
Benefits 


Benefits for covered services described in this Guide cannot be transferred or 
assigned to anyone. Any attempt to assign this coverage or rights to payment will 
be void. 


 


Hospital and Facility Services 
 
Review of Inpatient 
Hospital Care 


When your condition requires you to be an inpatient, we may work with your 
provider to review your medical records to determine if payment determination 
criteria are met.  Inpatient reviews take place after admission and at set intervals 
thereafter, until you are discharged from the facility. We also review discharge 
plans for after-hospital care. 


 If payment determination criteria are not met, our nurse reviewer will discuss 
your case with a physician consultant. If more details are needed, our nurse or 
physician consultant may contact your attending physician.  


 


This Chapter Covers 
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If we inform you that you do not meet payment determination criteria for acute 
inpatient care but you meet payment determination for skilled nursing care, you 
must transfer to the first available skilled nursing facility bed. If you do not 
transfer, you must pay all acute inpatient charges beginning on the day we 
informed you that you no longer meet acute inpatient payment determination 
criteria and a skilled nursing bed became available. 


Ambulatory Surgical 
Center (ASC) 


Covered, including operating rooms, surgical supplies, drugs, dressings, 
anesthesia services and supplies, oxygen, antibiotics, blood transfusion services, 
routine lab and x-ray related to surgery. Ambulatory Surgical Center is an 
outpatient facility that provides surgical services without an overnight stay. This 
facility may be in a hospital or it may be a separate independent facility. 


Hospital Ancillary 
Services 


Covered, including:  
 surgical supplies,  
 hospital anesthesia services and supplies,  
 diagnostic and therapy services,  
 drugs,  
 dressings,  
 oxygen,  
 antibiotics, and  
 hospital blood transfusion services. 
For hospital ancillary services associated with maternity-related services, see 
Special Benefits for Women in the section Maternity Care. 


Hospital Room and Board Covered, including: 
 Semi-Private Rooms.  If you are hospitalized at a participating facility, your 


copayment is based on the facility’s medical/surgical semi-private room rate.  
If you are hospitalized at a nonparticipating facility, your copayment is 
based on HMSA’s maximum allowable fee for semi-private rooms.  Also, 
you owe the difference between the nonparticipating hospital’s room charge 
and HMSA’s maximum allowable fee for semi-private rooms. 


  Private Rooms. 
At Participating Hospitals: 
– If you are hospitalized in a participating facility with private rooms only, 


your copayment is based on HMSA’s maximum allowable fee for semi-
private rooms.   


– If you are hospitalized in a participating facility with semi-private and 
private rooms or a BlueCard facility, your copayment is based on the 
facility’s medical/surgical semi-private room rate.  Also, you owe the 
difference between the facility’s charges for private and semi-private 
rooms.  Exception:  If you are hospitalized for conditions identified by 
HMSA as conditions that require a private room, your copayment is 
based on the facility’s medical/surgical private room rate.  You may call 
HMSA for a list of these conditions. 


 At Nonparticipating Hospitals: 
– If you are hospitalized in a nonparticipating facility, your copayment is 


based on HMSA’s maximum allowable fee for semi-private rooms.  
Also, you owe the difference between the facility’s private room charge 
and HMSA’s maximum allowable fee for semi-private rooms. 
Exception:  If you are hospitalized for conditions identified by HMSA 
as conditions that require a private room, your copayment is based on 
HMSA's maximum allowable fee for private rooms. Also, you owe the 
difference between the facility's private room charge and HMSA's 
maximum allowable fee for private rooms. You may call HMSA for a 
list of these conditions. 


 Please note: Services at nonparticipating and out-of-state post-acute facilities 
must be precertified. See Chapter 5: Precertification. 


 For hospital room and board services associated with maternity-related services, 
see Special Benefits for Women in the section Maternity Care. 


Intensive Care 
Unit/Coronary Care Unit 


Covered.  


Intermediate Care Unit Covered. 
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Isolation Care Unit Covered. 


Operating Room Covered. 


Outpatient Facility Covered, including but not limited to observation room and labor room. 


 Please note: Certain rehabilitation services outside the State of Hawaii must 
have precertification. See Chapter 5: Precertification. 


Skilled Nursing Facility Covered in accord with HMSA’s medical policies. Information on our policies 
can be found at www.hmsa.com. 


Room and board is covered, but only for semi-private rooms when all of the 
following are true: 
 You are admitted by your physician. 


  Care is ordered and certified by your physician. 
 Confinement is not primarily for comfort, convenience, a rest cure, or 


domiciliary care. 
  The confinement is not longer than 120 days in any one calendar year. 


 The confinement is not for custodial care. 
 Services and supplies are covered, including:  


 routine surgical supplies,  
 drugs,  
 dressings,  
 oxygen,  
 antibiotics,  
 blood transfusion services, and  
 diagnostic and therapy services. 
Please note: Services from out-of-state providers and from non-participating 
providers must have precertification. See Chapter 5: Precertification. 


 


Emergency Services 
 
Emergency Services Covered, but only to stabilize a medical condition that is accompanied by acute 


symptoms of sufficient severity (including severe pain) that a prudent layperson 
could reasonably expect the absence of immediate medical attention to result in: 
 Serious risk to the health of the individual (or, with respect to a pregnant 


woman, the health of the woman and her unborn child). 
 Serious impairment to bodily functions. 
 Serious dysfunction of any bodily organ or part. 


 Examples of an emergency include chest pain or other heart attack signs, 
poisoning, loss of consciousness, convulsions or seizures, broken back or neck. 
Examples also include heavy bleeding, sudden weakness on one side, severe 
pain, breathing problems, drug overdose, severe allergic reaction, severe burns, 
and broken bones. Examples of non-emergencies are colds, flu, earaches, sore 
throats, and using the emergency room for your convenience or during normal 
physician office hours for medical conditions that can be treated in a physician’s 
office. 


If you need emergency services, call 911 or go to the nearest emergency room 
for care. Pre-authorization is not needed. 


 Please note: If you are admitted as an inpatient after a visit to the emergency 
room, hospital inpatient benefits apply and not emergency room benefits. 


 


Online Care 
 
Online Care Covered, when provided by HMSA Online Care at www.hmsa.com.  You must 


be at least 18 years old.  A member who is a dependent minor is covered when 
accompanied by an adult member.  Initial base conversations as well as 
conversation extensions are covered for all provider types available on HMSA 
Online Care. 
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Please note: Sessions and eligibility are subject to the Online Care Consumer 
User Agreement. 


 


Telehealth 
 
Telehealth Covered, in accord with Hawaii law and HMSA’s medical policy for “Telehealth 


Services” which can be found at www.hmsa.com. Telehealth is the use of 
telecommunications services to transmit medical information, including 
diagnostic-quality digital images and laboratory results for medical interpretation 
and diagnosis when the parties are separated by distance. Telecommunications 
services include:  
 Store and forward technologies. 
 Remote monitoring.  
 Live consultation.  
 Mobile health.  
In addition, services provided via telecommunications must be otherwise covered 
and not excluded by this plan. Your benefit will vary depending on the type of 
service you receive through telehealth.  For instance, if you receive a physician 
visit through telehealth, the physician visit benefit will apply. See copayment 
amounts for the service you receive through telehealth in Chapter 3: Summary of 
Benefits and Your Payment Obligations.    


“Telecommunications” is defined as the integrated electronic transfer of medical 
data, including but not limited to real time video conferencing-based 
communication, secure interactive and non-interactive web-based 
communication, and secure asynchronous information exchange. 


 Standard phone contacts, facsimile transmissions, or email texts, in combination 
or by itself, are not covered.   


 


Physician Services 
 
Anesthesia Covered, as required by the attending physician and when appropriate for your 


condition.  Services include: 
 General anesthesia. 
 Regional anesthesia. 
 Monitored anesthesia when you meet HMSA’s high-risk criteria. 


Consultation Services Covered, as needed for surgical, obstetrical, pathological, radiological, or other 
medical conditions when all of these statements are true: 
 The attending physician must require the consultation. 
 If the consultation is for inpatient services, you must be confined as a 


registered bed patient. 
  If the consultation is for inpatient services, the consultant's report must be 


acceptable to us. It must also be included as a part of the record kept by the 
hospital or skilled nursing facility. 


 The consultation must be for reasons other than to comply with requirements 
by the hospital or skilled nursing facility. 


Physician Visits - 
Emergency Room 


Covered, but only to stabilize a medical condition which is accompanied by 
acute symptoms of sufficient severity (including severe pain) that a prudent 
layperson could reasonably expect the absence of immediate medical attention to 
result in: 
 Serious risk to the health of the individual (or, with respect to a pregnant 


woman, the health of the woman and her unborn child). 
 Serious impairment to bodily functions. 
 Serious dysfunction of any bodily organ or part. 
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 Examples of an emergency include chest pain or other heart attack signs, 
poisoning, loss of consciousness, convulsions or seizures, or broken back or 
neck. Examples also include heavy bleeding, sudden weakness on one side, 
severe pain, breathing problems, drug overdose, severe allergic reaction, severe 
burns, and broken bones. Examples of non-emergencies are colds, flu, ear aches, 
sore throats, and using the emergency room for your convenience or during 
normal physician office hours for medical conditions that can be treated in a 
physician’s office. 


If you need emergency services, call 911 or go to the nearest emergency room 
for care. Pre-authorization is not needed. 


 Please note: If you are admitted to the hospital as an inpatient after a visit to the 
emergency room, hospital inpatient benefits apply and not emergency room 
benefits. 


Physician Visits – Home, 
Office, and Skilled 
Nursing Facility 


Covered, when you are an inpatient in a skilled nursing facility or outpatient. A 
physician visit may be received in the physician's office, your home, a skilled 
nursing facility or outpatient hospital setting.  You are also covered for family 
planning counseling.  


 Please note: Routine preventive care is described under Special Benefits – 
Disease Management and Preventive Services.  


Physician Visits – 
Hospital 


Covered, when you are an inpatient in a hospital. Newborn care is covered in 
accord with the time periods specified later in this chapter under Maternity and 
Newborn Length of Stay.  


 


Surgical Services 
 
 Participating Providers have agreed to comply with HMSA's payment policies 


and so will not bill you for services or added charges that HMSA does not cover.  
When you see a nonparticipating provider you will owe any copayment that 
applies to the service plus the difference between HMSA's eligible charge and 
the provider's actual charge. This may include services or added charges not 
covered by HMSA. 


Approval for Certain 
Surgical Procedures 


Certain surgical procedures must have precertification from HMSA.  See 
Chapter 5: Precertification. 


Please note: This list of procedures changes periodically. To ensure your 
surgical procedure is covered, call us and we will check if it requires approval 
before you get the surgery. 


 If you are under the care of a: 
 Participating physician, the physician will get approval for you. 
 Nonparticipating physician, the physician may not get approval for you. 


Getting approval is your responsibility. See Chapter 5: Precertification. 
Assistant Surgeon 
Services 


Covered, but only when: 
 The complexity of the surgery requires an assistant; and  
 The facility does not have a resident or training program; or 
 The facility has a resident or training program, but a resident or intern on 


staff is not available to assist the surgeon. 
Bariatric Surgery Covered, but only if you meet HMSA's criteria. 


 Please note: This service must have precertification. See Chapter 5: 
Precertification. 


Cutting Surgery Covered, including preoperative and postoperative care.  


Please note: Nonparticipating providers may bill separately for preoperative 
care, the surgical procedure and postoperative care. In such cases, the total 
charge is often more than the eligible charge.  You are responsible for any 
amount that exceeds the eligible charge. 
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Newborn Circumcision Covered. 


Non-Cutting Surgery Covered.   Examples of non-cutting surgical procedures include:  
 diagnostic endoscopic procedures;  
 diagnostic and therapeutic injections including catheters injections into 


joints, muscles, and tendons.  
 orthopedic castings;  
 destruction of localized lesions by chemotherapy (excluding silver nitrate), 


cryotherapy or electrosurgery, and  
 acne treatment. 


Oral Surgery Covered, but only when the dentist performs surgery that could be performed by 
a physician or a dentist. Coverage is limited to: the removal of tumors and cysts; 
surgery to correct injuries; cutting and draining of cellulitis; cutting of sinuses, 
salivary glands, or ducts; reduction of dislocations and removal of jawbone joint; 
and major oral surgery for augmentation (building up) of the gum ridge. 


Reconstructive Surgery Covered, but only for corrective surgery required to restore, reconstruct or 
correct: 
 Any bodily function that was lost, impaired, or damaged as a result of an 


illness or injury.  
  Developmental abnormalities when present from birth and that severely 


impair or impede normal, essential bodily functions. 
 The breast on which a mastectomy was performed, and surgery for the 


reconstruction of the other breast to produce a symmetrical appearance 
(including prostheses).   Treatment for complications of mastectomy and 
reconstruction, including lymphedema, is also covered. 


 Complications of a non-covered cosmetic reconstructive surgery are not covered.  


Surgical Supplies Covered. 


 


Testing, Laboratory, and Radiology 
 
Allergy Testing Covered. 


Allergy Treatment 
Materials 


Covered. 


Diagnostic Testing Covered when related to an injury or illness.   Examples of diagnostic tests 
include: 
 Electroencephalograms (EEG). 
 Electrocardiograms (EKG or ECG). 
 Holter Monitoring. 
 Stress Tests. 


Genetic Testing,  
Screening, and 
Counseling 


Covered, but only if you meet HMSA’s criteria.  Call us for more details. Our 
phone number is listed on the back cover of this Guide.  


Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Other services identified on the U.S. Preventive Services Task Force list of 
Grade A and B Recommendations are described under Special Benefits – Disease 
Management, Screening Services, Preventive Counseling, and Preventive 
Services. 


Laboratory and Pathology Covered, when related to an illness or injury. For other routine and preventive 
lab services, see later in this chapter in the Special Benefits – Disease 
Management and Preventive Services section. 


Radiology Covered.  Examples of radiology include: 
 Computerized Tomography Scan (CT Scan). 
 Diagnostic mammography. 
 Nuclear Medicine. 
 Ultrasound. 
 X-rays. 
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Please note:  Some radiological procedures must have precertification.  See 
Chapter 5: Precertification. 


 


Chemotherapy and Radiation Therapy 
 
High-Dose Limitation Benefits for high-dose chemotherapy, high-dose radiation therapy, or related 


services and supplies are covered when provided in conjunction with stem-cell 
transplants. See later in this chapter under Stem-Cell Transplants (including Bone 
Marrow Transplants) in the section Organ and Tissue Transplants. 


Chemotherapy - 
Infusion/Injections 


Covered, including chemical agents and their administration to treat malignancy. 
Chemotherapy drugs must be FDA approved. 


Please note: Coverage includes at least one antineoplastic (monoclonal 
antibodies) drug. 


Please note: For high-dose chemotherapy, see limitation above. 


Radiation Therapy  
 


Covered. 


Please note: For high-dose radiation therapy, see limitation above. 


 


Other Medical Services and Supplies 
 
Advance Care Planning Covered. 


Ambulance Covered, for ground and intra-island or inter-island air ambulance services to the 
nearest, adequate hospital to treat your illness or injury.  


 We will cover your ambulance transportation if the following apply: 
 Services to treat your illness or injury are not available in the hospital or 


nursing facility where you are an inpatient. 
  Transportation starts where an injury or illness took place or first needed 


emergency care. 
 Transportation ends at the nearest facility equipped to furnish emergency 


care. 
  Transportation is for the purpose of emergency treatment. 


 Transportation takes you to the nearest facility equipped to furnish 
emergency treatment. 


 Please note: Air ambulance is limited to intra-island or inter-island transportation 
within the state of Hawaii. 


Autism Spectrum 
Disorders – Diagnosis 
and Treatment 


Covered, in accord with Hawaii law and HMSA’s medical policies, for the 
following services: 
 Behavioral health treatment. Benefits for Applied Behavior Analysis 


rendered by a Recognized Behavior Analyst as described more fully in the 
section below labeled Applied Behavior Analysis Rendered by a Behavior 
Analyst Recognized by Us.  


 Psychiatric care. 
 Psychological care. 
 Therapeutic care. 
 Pharmacy care. Benefits for drugs to treat autism spectrum disorders are 


described later in this chapter under Drugs and Supplies. 
You are not covered for care that is custodial in nature or provided by family or 
household members.   


Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 


Applied Behavior 
Analysis Rendered by a 
Behavior Analyst 
Recognized by Us 


Covered, but only for autism spectrum disorders, as defined in the most recent 
edition of the Diagnostic and Statistical Manual of Mental Disorders, in accord 
with Hawaii law and HMSA’s medical policy. Services must be provided in the 
state where you reside by a Behavior Analyst recognized by us.  
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Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 


Blood and Blood 
Products 


Covered, including blood costs, blood bank services, blood processing.  


You are not covered for peripheral stem-cell transplants except as described in 
this chapter under Stem-Cell Transplants (including Bone Marrow Transplants).  


Dialysis and Supplies Covered. 


Durable Medical 
Equipment and Supplies 


Covered, but only when prescribed by your treating provider.  


The equipment must meet all of the following criteria: 
 FDA-approved for the purpose that it is being prescribed. 
 Able to withstand repeated use. 
 Primarily and customarily used to serve a medical purpose. 
 Appropriate for use in the home. Home means the place where you live 


other than a hospital or skilled or intermediate nursing facility. 
 Necessary and reasonable to treat an illness or injury, or to improve the 


functioning of a malformed body part. It should not be useful to a person in 
the absence of illness or injury. 


 Durable medical equipment (DME) can be rented or purchased; however, certain 
items are covered only as rentals. 


 Supplies and accessories necessary for the effective functioning of the equipment 
are covered subject to certain limitations and exclusions. Please call your nearest 
HMSA office listed on the back cover of this Guide for details.  


 Repair and replacement of durable medical equipment is covered subject to 
certain limitations and exclusions. Please call your nearest HMSA office listed 
on the back cover of this Guide for details.   


 Examples of durable medical equipment include:  
 oxygen equipment,  
 hospital beds,  
 mobility assistive equipment (wheelchairs, walkers, power mobility 


devices), and  
 insulin pumps. 
Please note: Benefits for insulin pump tubing can be found in Drugs and 
Supplies section. 


 Please note: Certain durable medical equipment must have precertification. See 
Chapter 5: Precertification. 


Evaluations for Hearing 
Aids 


Covered, but only when you get the evaluation for the use of a hearing aid in the 
office of a physician or audiologist. 


Gender Identity Services  Covered, in accord with HMSA’s medical policy for “Gender Identity Services” 
which can be found at www.hmsa.com. 


The services listed below are covered, but only when deemed medically 
necessary to treat gender dysphoria. Your copayment may vary depending on the 
type of service or supply you receive. Copayment amounts are listed in Chapter 
3: Summary of Benefits and Your Payment Obligations. Benefit details about the 
service or supply you receive can be found in other sections of this chapter.  
 Gender reassignment surgery 
 Hospital room and board 
 Hormone injection therapy 
 Laboratory monitoring 
 Other gender reassignment surgery related services and supplies which are 


medically necessary and not excluded. These include but are not limited to 
sexual identification counseling, pre-surgery consultations and post-surgery 
follow-up visits 


 Otherwise covered services deemed medically necessary to treat gender 
dysphoria 


Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 
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Please note: Exclusions or limitations may apply. See Chapter 6: Services Not 
Covered, Miscellaneous Exclusions. 


Growth Hormone Therapy Covered, but only if you meet HMSA’s criteria and if growth hormone is for 
replacement therapy services to treat: 
 Hypothalamic-pituitary axis damage caused by primary brain tumors, 


trauma, infection, or radiation therapy. 
 Turner’s syndrome. 
 Growth failure secondary to chronic renal insufficiency awaiting renal 


transplant. 
 AIDS-wasting or cachexia without evidence of suspected or overt 


malignancy and where other modes of nutritional supplements (e.g., 
hyperalimentation, enteral therapy) have been tried. 


 Short stature. 
 Neonatal hypoglycemia secondary to growth hormone deficiency. 
 Prader-Willi Syndrome. 
 Severe growth hormone deficiency in adults. 


 Please note: These services must have precertification. See Chapter 5: 
Precertification. 


Inhalation Therapy  Covered. 


Injections – Other than 
Self-Administered 


Covered, for outpatient services and supplies for the injection or intravenous 
administration of medication, biological therapeutics and biopharmaceuticals, or 
nutrient solutions needed for primary diet. Injectable drugs must be FDA 
approved. 


If you have an HMSA drug plan with a similar benefit, there shall be no 
duplication or coordination of benefits between this plan and your HMSA drug 
plan. 


Please note: Coverage includes at least one drug in each of the following drug 
categories and classes: 
 Blood products/modifiers/volume expanders (coagulants) 
 Immunological agents (immunizing agents, passive) 
Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Injections – Self-
Administered 


Covered, for FDA approved injectable drugs. 


If you have an HMSA drug plan with a similar benefit, there shall be no 
duplication or coordination of benefits between this plan and your HMSA drug 
plan. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Medical Foods Covered, to treat inborn errors of metabolism in accord with Hawaii law and 
HMSA guidelines. 


Nutritional Counseling Covered to treat eating disorders in accord with Hawaii law and HMSA’s 
medical policy and only if: 
 You are diagnosed with an eating disorder by a qualified provider; and  
 Counseling is rendered by a recognized licensed dietitian. 
Other counseling services identified on the U.S. Preventive Services Task Force 
list of Grade A and B Recommendations are described in other sections of this 
chapter. See Special Benefits – Disease Management and Preventive Services, 
Screening Services, Preventive Counseling, and Preventive Services. 


Orthodontic Services to 
treat Orofacial Anomalies 


Covered, to treat orofacial anomalies resulting from birth defects or birth defect 
syndromes, in accord with Hawaii law and HMSA’s medical policy.  


Benefit Limitation: Benefits are limited to a maximum of $5,500 per treatment 
phase. 


Please note: Services must be precertified. See Chapter 5: Precertification. 
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Orthotics and External 
Prosthetics 


Orthotics are covered, when prescribed by your treating provider to provide 
therapeutic support or restore function.  


 Supplies necessary for the effective functioning of an orthotic are covered 
subject to certain limitations and exclusions. Please call your nearest HMSA 
office listed on the back cover of this Guide for details. 


 Examples of orthotics include:  
 braces,  
 orthopedic footwear, and  
 shoe inserts. 


 Foot orthotics are only covered for members with specific diabetic conditions as 
defined by Medicare guidelines; for partial foot amputations; if they are an 
integral part of a leg brace; or if they are being prescribed as part of post-surgical 
or post-traumatic casting care.   


 External prosthetics are covered when prescribed by your treating provider to 
replace absent or non-functioning parts of the human body with an artificial 
substitute. 


 Supplies necessary for the effective functioning of a prosthetic are covered 
subject to certain limitations and exclusions. Please call your nearest HMSA 
office listed on the back cover of this Guide for details. 


 Repair and replacements are covered subject to certain limitations and 
exclusions. Please call your nearest HMSA office listed on the back cover of this 
Guide for details. 


 Examples of prosthetics include artificial limbs and eyes, post-mastectomy or 
post-lumpectomy breast prostheses, external pacemakers and post-laryngectomy 
electronic speech aids. 


 Please note: Certain prosthetics and orthotics must have precertification. See 
Chapter 5: Precertification. 


Outpatient IV Therapy Covered, for services and supplies for outpatient injections or intravenous 
administration of medication, biological therapeutics, biopharmaceuticals, or 
intravenous nutrient solutions needed for primary diet. Drugs must be FDA 
approved. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Routine Care Associated 
With Clinical Trials 


Covered in accord with the Affordable Care Act. Coverage is limited to services 
and supplies provided when you are enrolled in a qualified clinical trial if such 
services would be paid for by HMSA as routine care. 


Please note: These services must have precertification. See Chapter 5: 
Precertification. 


Vision and Hearing 
Appliances 


Vision appliances, which include eyeglasses and contact lenses, are covered for 
certain medical conditions and are subject to special limits. Please call your 
nearest HMSA office listed on the back cover of this Guide for details. 


 Please note: Exclusions or limits apply. See Chapter 6: Services Not Covered 
under Dental, Drug, and Vision and Miscellaneous Exclusions. 


 Hearing aids are limited to one hearing aid per ear every 60 months. Fitting, 
adjustment, repair and batteries are not covered. 


 


Rehabilitation Therapy 
 
Dr. Ornish’s Program for 
Reversing Heart 
Disease™ 


Covered in accord with HMSA’s then current policy available at www.hmsa.com 
and when all of the following are true: 
 Program services are provided by practitioners who contract with HMSA to 


provide program services, and 
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 Services are received in the State of Hawaii at an accredited Ornish Reversal 
Program. 


Dr. Ornish’s Program for Reversing Heart Disease™ is a comprehensive 
approach to cardiovascular disease management and overall well-being 
improvement that addresses modifiable risk factors under the supervision of a 
multidisciplinary team. It helps members with heart disease and related health 
issues to assess, track and manage their condition; and, improve key factors such 
as eating habits, stress management and physical activity.  The program consists 
of eighteen  4 hour sessions which include: 
 Supervised exercise 
 Yoga and meditation 
 Support group 
 Experiential education session with group meal. 
Please note: Coverage is limited to one program per lifetime. If you get benefits 
for this program under an HMSA plan, you will not be eligible for benefits for 
the program under any other HMSA plan. 


Physical and 
Occupational Therapy 


Covered in accord with HMSA’s medical policy for physical and occupational 
therapy. Changes to the policy may occur at any time during your plan year. 
Current medical policies can be found at www.hmsa.com. According to HMSA’s 
current medical policies, therapy services are covered but only when all of the 
following are true: 
 The diagnosis is established by a physician, physician’s assistant or 


advanced practice registered nurse and the medical records document the 
need for skilled physical and/or occupational therapy. 


  The therapy is ordered by a physician, physician’s assistant or advanced 
practice registered nurse under an individual treatment plan. 


  The therapy is from a qualified provider of physical or occupational therapy 
services. A qualified provider is one who is licensed appropriately, performs 
within the scope of his/her licensure and is recognized by HMSA. 


  The therapy is necessary to achieve a specific diagnosis-related goal that will 
significantly improve neurological and/or musculoskeletal function due to a 
congenital anomaly, or to restore neurological and/or musculoskeletal 
function that was lost or impaired due to an illness, injury, or prior 
therapeutic intervention. (Significant is defined as a measurable and 
meaningful increase in the level of physical and functional abilities attained 
through short-term therapy as documented in the medical records). 


  The therapy is short-term, generally not longer than 90 days, defined as the 
number of visits necessary to improve or restore neurological or 
musculoskeletal function required to perform normal activities of daily 
living, such as grooming, toileting, feeding, etc. Therapy beyond this is 
considered long-term and is not covered. Maintenance therapy, defined as 
activities that preserve present functional level and prevent regression, are 
not covered. 


  The therapy does not duplicate services from another therapy or available 
through schools and/or government programs. 


  The therapy is described as covered in HMSA’s medical policies on physical 
and occupational therapy. Information on our policies can be found at 
www.hmsa.com. 


 Please note: Precertification is required after the first visit for outpatient 
services.  See Chapter 5: Precertification. 


 Group exercise programs and group physical and occupational therapy exercise 
programs are not covered. 


Pulmonary Rehabilitation Pulmonary rehabilitation is a multidisciplinary approach to reducing symptoms 
and improving quality of life in patients with compromised lung function.  


Benefits are not provided for maintenance programs.  


Participants must meet HMSA’s eligibility criteria and guidelines.  


Please note:  These services must have precertification.  See  Chapter 5: 
Precertification.  
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Speech Therapy Services Covered in accord with HMSA’s medical policy for speech therapy. Changes to 
the policy may occur at any time during your plan year. Current medical policies 
can be found at www.hmsa.com. According to HMSA’s current medical policy, 
speech therapy is covered to treat communication impairments and swallowing 
disorders but only when all of the following statements are true: 
 The diagnosis is established by a physician, physician’s assistant, or 


advanced practice registered nurse and the medical records document the 
need for skilled speech therapy services. 


  The therapy is ordered by a physician, physician’s assistant, or advanced 
practice registered nurse. 


  The therapy is necessary to treat function lost or impaired by disease, 
trauma, congenital anomaly (structural malformation) or prior therapeutic 
intervention. 


  The therapy is rendered by and requires the judgment and skills of a speech 
language pathologist certified as clinically competent (SLP CCC) by the 
American Speech Language Hearing Association (ASHA). 


  The therapy is provided on a one-to-one basis. 
 The therapy is used to achieve significant, functional improvement through 


objective goals and measurements. 
  The therapy and diagnosis are covered as described in HMSA’s medical 


policies for speech therapy services.  Information on our policies can be 
found at www.hmsa.com. 


  The therapy is not for developmental delay/developmental learning 
disabilities. 


  The therapy does not duplicate service from another therapy or available 
through schools and/or government programs. 


 Speech therapy services include speech/language therapy, swallow/feeding 
therapy, aural rehabilitation therapy and augmentative/alternative communication 
therapy. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


 


Special Benefits – Disease Management and Preventive Services 
 
Annual Preventive Health 
Evaluation (preventive 
visit) 


Covered, for one annual preventive health evaluation for members who are 22 
and older when received from their primary care provider, including an 
assessment of any other preventive screenings you might need.  See Preventive 
Services Programs, Immunizations and Screening Services for other screenings 
covered by this plan. Please note: Similar services for members under age 22 are 
covered as set forth in Well-Child Care. 


Chlamydia (screening) Covered. 


Colonoscopy (screening) Covered in accord with HMSA’s medical policies. 


Diabetes Prevention 
Program 


The Diabetes Prevention Program is a structured health behavior change 
intervention that provides practical training in long-term dietary change, 
increased physical activity, and problem-solving strategies for overcoming 
challenges to sustaining weight loss and a healthy lifestyle.  
Covered in accord with HMSA’s current policy available at www.hmsa.com 


Please note:  Coverage is limited to one program per lifetime.  If you receive 
benefits for this program under an HMSA plan, you will not be eligible for 
benefits for the program under any other HMSA plan. 


Disease Management 
Programs 


Covered, for programs available through HMSA’s Health and Well-Being 
services for members with:  
 asthma,  
 diabetes,  
 cardiovascular disease,  
 chronic obstructive pulmonary disease (COPD), and  
 behavioral health conditions (mental health and substance abuse).  
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The programs offer services to help you and your physician manage your care 
and make informed health choices.  


 You may be automatically enrolled in some of these programs or referred by 
your physician. HMSA reserves the right to at any time add other programs or to 
end programs. Call your nearest HMSA office listed on the back cover of this 
Guide for more details.  


Preventive Services 
Programs 


Covered, for programs available through  HMSA’s Health and Well-Being 
services such as the prenatal care program that helps expectant couples through 
normal and at-risk pregnancies with information and support services. 


 You may be automatically enrolled in some of these programs or referred by 
your physician. HMSA reserves the right to at any time add other programs or to 
end programs. Call your nearest HMSA office listed on the back cover of this 
Guide for more details. 


Fecal Occult Blood Test 
(FOBT) (screening) 


Covered in accord with HMSA’s medical policies.  


Gonorrhea (screening) Covered. 


Immunizations Covered, but only vaccines recommended by the Advisory Committee on 
Immunization Practices (ACIP).  


 Please note: The list of ACIP recommended immunizations may change. If you 
would like information about the ACIP recommended immunizations, please 
visit our website at www.hmsa.com or call us at one of the phone numbers listed 
on the back cover of this Guide.  


Mammography 
(screening) 


Covered, but only one screening mammography per calendar year for women 
ages 40 and older.  


 Please note: A woman of any age may receive the screening more often if she 
has a history of breast cancer or if her mother or sister has a history of breast 
cancer. For diagnostic mammography benefits, see earlier in this chapter under 
Testing, Laboratory, and Radiology. 


Pap Smears (screening) Covered, but only one screening Pap smear every three years for women ages 21 
to 65. 


Prostate Specific Antigen 
(PSA) Screening Test 


Covered, for men age 50 or older. Benefits are limited to one prostate specific 
antigen screening test per calendar year. For diagnostic PSA tests, see earlier in 
this chapter under Testing, Laboratory, and Radiology. 


Screening Services, 
Preventive Counseling, 
and Preventive Services 


Covered, for Grade A and B recommendations of the U.S. Preventive Services 
Task Force (USPSTF) such as the following: 
 Preventive Counseling 
 Preventive Services 


  Screening Laboratory Services: 
– Screening for Lipid Disorders in Adults 
– Screening for Asymptomatic Bacteriuria in Adults 
– Screening for Hepatitis B Virus Infection 


 – Screening for HIV 
– Screening for Syphilis Infection 
– Screening for Type 2 Diabetes Mellitus in Adults 
– Screening for Iron Deficiency Anemia 
– Screening for Rh (D) Incompatibility 
– Screening for Congenital Hypothyroidism 
– Screening for Phenylketonuria (PKU) 
– Screening for Sickle Cell Disease in Newborns 
– Screening for Tuberculosis 


  Screening Radiology Services: 
– Screening for Abdominal Aortic Aneurysm 
– Screening for Osteoporosis in Postmenopausal Women 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 
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Please note:  The list of U.S. Preventive Services Task Force (USPSTF) 
recommended screenings may change.  If you need more details about the 
USPSTF recommended screenings, including a current list of recommendations, 
please visit our website at www.hmsa.com or call us at one of the phone numbers 
listed on the back of this Guide. 


Please Note:  Benefits for other U.S. Preventive Services Task Force (USPSTF) 
Grade A and B recommended screenings may be found in other sections of this 
chapter under Surgical Services and Testing, Laboratory, and Radiology.  


 Covered for recommended preventive services for women developed by the 
Institute of Medicine (IOM) and supported by the Health Resources and Services 
Administration (HRSA), such as the following: 


  Breastfeeding Support and Counseling – but only from a trained physician or 
midwife during pregnancy and/or in the postpartum period. 


 Contraceptive Counseling. 
 Gestational Diabetes Screening. 
 Human Papillomavirus (HPV) DNA Testing. 
 Interpersonal and Domestic Violence Screening and Counseling. 


 Please Note: Benefits for other IOM recommended preventive services for 
women may be found in this section and under other sections of this chapter 
under Special Benefits for Women and Drugs and Supplies. 


Sigmoidoscopy 
(screening) 


Covered in accord with HMSA’s medical policies.  


Well-Being Services HMSA offers a variety of well-being tools, programs and services to take care of 
you and your family. Visit hmsa.com/wellbeing to find the latest benefits 
available to our members.  


Well-Child Care Covered, from birth through age twenty-one including office visits for history, 
physical exams, sensory screenings, developmental/behavioral assessments, 
anticipatory guidance, lab tests, and immunizations.  Well Child Care means 
routine and preventive care for children through age twenty-one. If your child 
needs medical care as the result of an illness or injury, physician visit benefits 
apply (and not well-child care benefits). See Physician Services earlier in this 
chapter. 


Well Child Care 
Immunizations 


Covered, in accord with Hawaii law and the guidelines set by the Advisory 
Committee on Immunization Practices (ACIP).  


Well Child Care 
Laboratory Tests 


Covered, in conjunction with office visits, from birth through age twenty-one. 
Laboratory tests are covered during the well-child care period as identified on the 
American Academy of Pediatrics Periodicity Schedule of the Bright Futures 
Recommendations for Preventive Pediatric Health Care, in addition to one 
urinalysis through age five. 


Well Child Care Physician 
Office Visits 


Covered, including routine sensory screening, and developmental/behavioral 
assessments according to the American Academy of Pediatrics Periodicity 
Schedule of the Bright Futures Recommendations for Preventive Pediatric Health 
Care: 
 Birth to one year: seven visits  
 Age one year: three visits 
 Age two years: two visits 
 Age three years through twenty-one years: one visit per year 


Well Woman Exam Covered, for one gynecological exam per calendar year. The well woman exam 
includes a pelvic exam, the collection of a specimen for Pap smear screening and 
a clinical breast exam. 


 


Special Benefits for Men 
 
Erectile Dysfunction Services, supplies, prosthetic devices, and injectables approved by us are covered 


to treat erectile dysfunction due to organic cause as defined by HMSA or as 
described in this chapter under Other Medical Services and Supplies, Gender 
Identity Services. 
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Vasectomy  Covered, but only the initial surgery for a vasectomy. Benefits do not include the 
reversal of a vasectomy. 


 


Special Benefits for Women 
 
Breast Pump Covered, for purchase of one device including attachments per pregnancy. 


Covered, for the rental of a hospital-grade breast pump if the infant is unable to 
nurse directly on the breast due to a medical condition, such as prematurity, 
congenital anomaly and/or an infant is hospitalized. 


Contraceptive Implants Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness. 


Contraceptive Injectables Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness. 


Contraceptive IUD Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness. 


In Vitro Fertilization Covered. Coverage is limited to a one-time only benefit for one outpatient in 
vitro fertilization procedure while you are an HMSA member.  If you get benefits 
for in vitro fertilization services under an HMSA plan, you will not be eligible 
for in vitro fertilization benefits under any other HMSA plan.  In vitro 
fertilization services are not covered when a surrogate is used.  The in vitro 
procedures must be performed at a medical facility that conforms to the 
American College of Obstetricians and Gynecologists’ guidelines for in vitro 
fertilization clinics or to the American Society for Reproductive Medicine’s 
minimal standards for programs of in vitro fertilization. 


 If you have a male partner, you must meet all of the following criteria: 
 You and your male partner have a five-year history of infertility or infertility 


is related to one or more of the following medical conditions:  
– Endometriosis;  
– Exposure in utero to diethylstilbestrol (DES);  
– Blockage or surgical removal of one or both fallopian tubes ; or  
– Abnormal male factors contributing to the infertility. 


  You and your male partner have been unable to attain a successful 
pregnancy through other covered infertility treatments. 


If you do not have a male partner, you must meet the following criteria: 
 You are not known to be otherwise infertile, and 
 You have failed to achieve pregnancy following three cycles of physician 


directed, appropriately timed intrauterine insemination. 
 Please note: These services must have precertification. See Chapter 5: 


Precertification. 


Please note: Exclusions or limits that may relate to this benefit are described in 
Chapter 6: Services Not Covered in the section labeled Fertility and Infertility. 


Maternity Care Covered, for: 
 Maternity Care. Covered, including prenatal, false labor, delivery, and 


postnatal services. HMSA pays physicians a global fee related to a bundle of 
maternity care. If benefit payments are made separately before delivery, 
payments will be considered an advance and we will deduct the amount from 
the global benefit payment for maternity care. 


  Nursery care following birth. 
 Pregnancy Termination. 
 Complications of pregnancy, except physician visits. 
 Hospital room and care and ancillary services associated with maternity-


related services. 
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 Please note:  All plan limitations apply to services associated with maternity 
care. See Chapter 4: Description of Benefits for limitations on a specific service. 


 Physician visits for complications of pregnancy, newborn physician visits, 
emergency room, emergency room visits, outpatient radiology, and outpatient 
laboratory and pathology are not included in this Maternity Care benefit.  See 
Physician Visits - Hospital, Emergency Services, Radiology – Outpatient, and 
Laboratory and Pathology – Outpatient for benefits. 


Newborn care is covered for the baby's non-surgical physician services and 
nursery care following birth in accord with the time periods specified under 
Maternity and Newborn Length of Stay. 


Maternity and Newborn 
Length of Stay 


Covered, for up to: 
 48 hours from time of delivery for normal labor and delivery; or  
 96 hours from time of delivery for a cesarean birth.  
All newborns are covered for services described earlier in this chapter for the 
first 48 or 96 hours. For a description of covered services see Physician Visits – 
Hospital and Maternity Care. Newborns are covered after the first 48 or 96 hours 
if added to your coverage within 31 days of birth.   


Newborns with congenital defects and birth abnormalities are covered for the 
first 31 days of birth even if not added to your coverage. These newborns are 
covered after 31 days of birth only if added to your coverage within 31 days of 
birth. See Chapter 10: General Provisions under Eligibility for Coverage.  


Tubal Ligation Covered, for surgery for a tubal ligation. Reversal of a tubal ligation is not 
covered. 


 


Special Benefits for Homebound, Terminal, or Long-Term Care 
 
Home Health Care Covered, but only when all of these statements are true:  


 Services are prescribed in writing by a physician to treat an illness or injury 
when you are homebound. Homebound means that due to an illness or 
injury, you are unable to leave home, or if you do leave home, doing so 
requires a considerable and taxing effort. 


  Part-time skilled health services are needed. 
 Services are not more costly than alternate services that would be effective 


to diagnose and treat your condition. 
 Without home health care, you would need inpatient hospital or skilled 


nursing facility care. 
  If you need home health care services for more than 30 days, a physician 


must certify that there is further need for the services and provide an 
ongoing plan of treatment at the end of each 30-day period of care.  


 Services do not exceed 150 visits per calendar year. 
Hospice Services Covered. A Hospice Program provides care (generally in a home setting) for 


patients who are terminally ill and who have a life expectancy of six months or 
less. We follow Medicare guidelines to determine benefits, level of care and 
eligibility for hospice services.  Also, we cover: 


  Residential hospice room and board expenses directly related to the hospice 
care being provided, and 


 Hospice referral visits during which a patient is advised of hospice care 
options, regardless of whether the referred patient is later admitted to 
hospice care. 


 While under hospice care, the terminally ill person is not eligible for benefits for 
the terminal condition except hospice services and attending physician office 
visits. The person is eligible for all covered benefits unrelated to the terminal 
condition. 


 The attending physician must certify in writing that the person is terminally ill 
and has a life expectancy of six months or less.  


Supportive Care Services Covered in accord with HMSA’s then current Supportive Care policy available at 
www.hmsa.com. 
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Supportive Care is a comprehensive approach to care for members with a serious 
or advanced illness including Stage 3 or 4 cancer, advanced Congestive Heart 
Failure (CHF), advanced Chronic Obstructive Pulmonary Disease (COPD), or 
any advanced illness that meets the requirements of the Supportive Care policy. 
Members receive comfort-directed care, along with curative treatment from an 
interdisciplinary team of practitioners. Supportive Care is only available in 
Hawaii and when a member is referred by his or her physician. 


Please note:  
 We cover Supportive Care referral visits during which a patient is advised of 


Supportive Care options, regardless of whether the referred member is later 
admitted to Supportive Care. 


 Coverage is limited to 90 calendar days of services in a 12 month period that 
begins the first day Supportive Care services are provided. 


Case Management 
Services 


Covered, for a chronic condition, a serious illness or complex health care needs 
which may include the following: 


(1) Assessment of individual/family needs related to the understanding of 
health status and physician treatment plans, self-care and compliance 
capability and continuum of care. 


(2) Education of individual/family on disease, treatment compliance and 
self-care techniques. 


(3) Help with organization of care, including arranging for needed services 
and supplies. 


(4) Assistance in arranging for a primary care provider to deliver and 
coordinate the care and/or consultation with physician specialists; and 


(5) Referrals to community resources. 
 


Behavioral Health – Mental Health and Substance Abuse 
 
 Covered, if: 


 You are diagnosed with a condition found in the current Diagnostic and 
Statistical Manual of the American Psychiatric Association. 


  The services are from a licensed physician, psychiatrist, psychologist, 
clinical social worker, marriage and family therapist, licensed mental health 
counselor, or advanced practice registered nurse. 


 Please note: Epilepsy, senility, intellectual disabilities, or other developmental 
disabilities and addiction to or abuse of intoxicating substances, do not in and of 
themselves constitute a mental disorder.  


 Benefits for inpatient hospital and facility services are subject to the limits 
described earlier in this chapter under Hospital Room and Board. 


 Please note: Nonparticipating and out-of-state post-acute and residential 
treatment facilities must have precertification. See Chapter 5: Precertification. 


Alcohol or Drug 
Dependence Treatment 


You are not covered for detoxification services and educational programs to 
which drinking or drugged drivers are referred by the judicial system solely 
because you have been referred or services performed by mutual self-help 
groups. 


 


Organ and Tissue Transplants 
 
Organ and Tissue 
Transplants 


Covered, but only as described in this section and subject to all other conditions 
and provisions of your Agreement including that the transplant meets payment 
determination criteria. For a definition of payment determination criteria, see 
Chapter 1: Important Information under Questions We Ask When You Receive 
Care. Expenses related to one transplant evaluation and wait list fees at one 
transplant facility per approved transplant request are covered. 
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 Also, all transplants (with the exception of corneal and kidney transplant 
surgeries) must receive our approval. Without approval for the specified 
transplants, benefits are not available. See Chapter 5: Precertification. 


 Benefits are not available for: 
 Artificial (mechanical) organs, except for artificial hearts when used as a 


bridge to a permanent heart transplant. 
 Non-human organs. 
 Organ or tissue transplants not listed in this section. 
 Your transportation for organ or tissue transplant services. 
 Transportation of organs or tissues. 
 Organ or tissue transplants received out of country. 


Transplant Evaluations Covered, if we approve, for heart, heart-lung, liver, lung, pancreas, simultaneous 
kidney/pancreas, small bowel and multivisceral, or stem-cell transplants. See 
Chapter 5: Precertification.  Transplant Evaluation means those procedures, 
including lab and diagnostic tests, consultations, and psychological evaluations 
that a facility uses in evaluating a potential transplant candidate. This coverage is 
limited to one evaluation per transplant request. For details about donor 
screening benefits, see in this chapter under Organ Donor Services. 


Organ Donor Services Covered, when you are the recipient of the organ. No benefits are available under 
this coverage if you are donating an organ to someone else.  


 Please note: This coverage is secondary and the living donor's coverage is 
primary when: 
 You are the recipient of an organ from a living donor; and  
 The donor's health coverage provides benefits for organs donated by a living 


donor. 
 Benefits for the screening of donors are limited to expenses of the actual donor. 


No benefits are available for screening expenses of candidates who do not 
become the actual donor. 


Corneal Transplant 
Surgery 


Covered, but only if you meet HMSA’s criteria. Coverage for related services are 
described in other sections of this Guide. 


Heart Transplants Covered, but only if you meet HMSA’s criteria and if we approve. See Chapter 
5: Precertification. 


Heart and Lung 
Transplants 


Covered, but only if you meet HMSA’s criteria and if we approve. See Chapter 
5: Precertification. 


Kidney Transplant 
Surgery 


Covered, but only if you meet HMSA’s criteria. Coverage for related services are 
described in other sections of this Guide. 


Liver Transplants Covered, but only if you meet HMSA’s criteria and if we approve.  See Chapter 
5: Precertification. 


Lung Transplants Covered, but only if you meet HMSA’s criteria and if we approve. See Chapter 
5: Precertification. 


Pancreas Transplants Covered, but only if you meet HMSA’s criteria and if we approve.  See Chapter 
5: Precertification. 


Simultaneous 
Kidney/Pancreas 
Transplants 


Covered, but only if you meet HMSA’s criteria and if we approve.  See Chapter 
5: Precertification. 


Small Bowel and 
Multivisceral Transplants 


Covered, for small bowel (small intestine) and the small bowel with liver or 
small bowel with multiple organs such as the liver, stomach and pancreas, but 
only if you meet HMSA’s criteria and if we approve. See Chapter 5: 
Precertification. 


Stem-Cell Transplants 
(including Bone Marrow 
Transplants) 


Allogeneic stem-cell transplants, reduced intensity conditioning for allogeneic 
stem-cell transplants and autologous stem-cell transplants are available only for 
treatment prescribed in accord with HMSA’s medical policies and with our 
approval. See Chapter 5: Precertification. 
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Drugs and Supplies 
 
 Covered, but only drugs to treat autism spectrum disorders, oral chemotherapy 


drugs, contraceptives, diabetic drugs, supplies and insulin, and U.S. Preventive 
Services Task Force Recommended Drugs. Coverage will be provided only when 
the drugs and supplies are: 


  Approved by the FDA, under federal control, 
 Prescribed by a licensed Provider, 
 Dispensed by a licensed pharmacy or Provider, and 
 You do not have an HMSA drug plan or your HMSA drug plan does not 


cover the drug or supply covered in this section.  
 Please note: The list of U.S. Preventive Services Task Force (USPSTF) 


recommended drugs may change. Examples of drugs recommended include, but 
are not limited to, aspirin and folic acid. If you need more information about the 
USPSTF recommended drugs, including a current list of recommendations please 
visit our website at www.hmsa.com or call us at one of the phone numbers listed 
on the back of this Guide. 


 Please note: Some drugs and supplies must have precertification. See Chapter 5: 
Precertification. 


 Benefits for drugs and supplies vary depending on whether the drug is a generic 
drug, a Preferred Formulary drug, or Non-Preferred Formulary drug. 


Definitions Biological products 
 Biological products, or biologics, are medical products. Many products are 


made from a variety of natural sources (i.e., human, animal, or 
microorganism).  It may be produced by biotechnology methods and other 
cutting-edge technologies. Like drugs, some biologics are intended to treat 
diseases and medical conditions. Other products are used to prevent or 
diagnose diseases. Examples may include:  
– Vaccines.  
– Blood and blood products for transfusion and /or manufacturing into 


other products.  
– Allergenic extracts, that are used for both diagnosis and treatment,  i.e., 


allergy shots.  
– Human cells and tissues used for transplantation (e.g., tendons, 


ligaments and bones).  
– Gene therapies.  
– Cellular therapies.  
– Tests to screen potential blood donors for infectious agents such as HIV. 


 Reference product refers to the original FDA-approved biologic product that 
a biosimilar is based. 


 Biosimilar product – A biological product that is FDA-approved based on a 
showing that it is highly similar  to an already FDA-approved reference 
product. It has no clinically meaningful differences in terms of safety and 
effectiveness from the reference product. Only minor differences in 
clinically inactive components are allowable in biosimilar products. 


 Interchangeable biologic product – An FDA-approved biologic product that 
meets the additional standards for interchangeability to an FDA-approved 
reference product included in:  
– The Hawaii list of equivalent generic drugs and biological products.  
– The Orange Book.  
– The Purple Book.  
– Other published findings and approvals of the United States Food and 


Drug Administration.  
In accordance with any applicable state and federal regulations and laws, an 
interchangeable biological product may be substituted for the reference 
product by a pharmacist without the intervention of the healthcare provider 
who prescribed the reference product. 
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 Brand name drug is a drug that is marketed under its distinctive trade name.  A 
brand name drug is or at one time was protected by patent laws or deemed to be 
biosimilar by the U.S. Food and Drug Administration. A brand name drug is a 
recognized trade name prescription drug product, usually either the innovator 
product for new drugs still under patent protection or a more expensive product 
marketed under a brand name for multi-source drugs and noted as such in the 
national pharmacy database used by HMSA. 


 Generic drug is a drug, supply, or insulin that is prescribed or dispensed under 
its commonly used generic name rather than a brand name. Generic drugs are not 
protected by patent, and are identified by HMSA as “generic”. A generic drug 
shall meet any of the following: 
 It is identical or therapeutically equivalent to its brand counterpart in dosage 


form, safety, strength, route of administration and intended use.   
 It is a non-innovator product approved by the FDA under an Abbreviated 


New Drug Application (an application to market a duplicate drug that has 
been approved by the FDA under a full New Drug Application).   


 It is defined as a generic by Medi-Span or an equivalent nationally 
recognized source.  


 It is not protected by patents(s), exclusivity, or cross-licensure.  
 Generic drugs include all single-source and multi-source generic drugs as set 


forth by a nationally recognized source selected and disclosed by HMSA.   
 Unless explicitly defined or designated by HMSA, once a drug has been 


deemed a generic drug it must be considered a generic drug for purposes of 
benefit administration. 


 Non-Preferred Formulary drug, supply, and insulin is a brand name drug, 
supply, or insulin that is not identified as preferred on the HMSA Select 
Prescription Drug Formulary. 


 Oral chemotherapy drug is an FDA-approved oral cancer treatment that may be 
delivered to the patient for self-administration under the direction or supervision 
of a Provider outside of a hospital, medical office, or other clinical setting. 


 Over-the-counter drugs are drugs that may be purchased without a prescription. 


 Preferred Formulary drug, supply and insulin is a brand name drug, supply or 
insulin identified as preferred on the HMSA Select Prescription Drug Formulary. 


 Prescription drug is a medication required by Federal law to be dispensed only 
with a prescription from a licensed provider.  Medications that are available as 
both a Prescription Drug and a nonprescription drug are not covered as a 
Prescription drug under this plan. 


Benefit Limitations Contraceptive benefits are limited to one contraceptive method per period of 
effectiveness. 


Over-the-counter contraceptives are covered when you receive a written 
prescription for the contraceptive. 


 Diabetic supplies are limited to coverage for:  
 Syringes.  
 Needles.  
 Lancets.  
 Lancet devices.  
 Test strips.  
 Acetone test tablets.  
 Insulin pump tubing.  
 Calibration solutions. 


 Copayment amounts for covered drugs or supplies are for a maximum 30-day 
supply or fraction thereof.  A 30-day supply means a supply that will last you for 
a period consisting of 30 consecutive days.  For example, if the prescribed drug 
must be taken by you only on the last five days of a one-month period, a 30-day 
supply would be the amount of the drug that you must take during those five 
days.  
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 If you get more than a 30-day supply under one prescription: 
 you must pay an additional copayment for each 30-day supply or fraction 


thereof, and  
 The pharmacy will fill the prescription in the quantity specified by your 


Provider up to a 12-month supply for contraceptives. For all other drugs or 
supplies the maximum benefit payment is limited to two more 30-day 
supplies or fractions thereof. 


Drug Benefit Management We have arranged with Participating Providers to assist in managing the usage of 
certain drugs, including drugs listed in the HMSA Select Prescription Drug 
Formulary.  
 We have identified certain kinds of drugs listed in the HMSA Select 


Prescription Drug Formulary that require preauthorization of HMSA.  The 
criteria for preauthorization are that:  


 – the drug is being used as part of a treatment plan,  
– there are no equally effective drug substitutes, and  
– the drug meets Payment Determination and other criteria established by 


us.   
 A list of these drugs in the HMSA Select Prescription Drug Formulary has been 


distributed to all Participating Providers. 


  Participating providers may prescribe up to a 30-day supply for first time 
prescriptions of maintenance drugs and contraceptives.  For subsequent 
refills, the participating provider may prescribe up to a 12-month supply for 
contraceptives and a maximum 90-day supply for all other drugs after 
confirming that: 


 – You have tolerated the drug without adverse side effects that could 
cause the drug to be discontinued, and 


– Your Provider has determined that the drug is effective. 
Additional Amounts You 
May Owe When There is a 
Generic Equivalent 


This plan requires the substitution of Generic Drugs listed on the FDA Approved 
Drug Products with Therapeutic Equivalence Evaluations for a brand name drug. 
Exceptions will be made when a Provider directs that substitution is not 
permissible.  If you choose not to use the generic equivalent, we will pay only 
the amount that would have been paid for the generic equivalent.  This provision 
will apply even if the generic equivalent is out-of-stock or is not available at the 
pharmacy. 


 In the event a generic equivalent is out-of-stock or not available, you may wish 
to purchase the generic equivalent from another pharmacy. 


Refills Except for certain drugs managed under Drug Benefit Management, refills will 
be paid if indicated on your original prescription and only after two-thirds of 
your prescription has already been used. 


Mail Order Providers Benefits for mail order drugs, supplies, and insulin are only available through 
contracted providers.  Call your nearest HMSA office listed on the back cover of 
this Guide for a list of contracted providers. If you receive mail order drugs and 
supplies from a provider that does not contract with HMSA, no benefits will be 
paid. 


 The contracted provider will fill the prescription in the quantity specified by the 
Provider up to a 12-month supply for contraceptives. For all other drugs or 
supplies, copayment amounts are for a maximum 90-day supply or fraction 
thereof.  A 90-day supply means a supply that will last you 90 consecutive days 
or a fraction thereof.  You must pay a 90-day copayment even if the prescription 
is written for less than a 90-day supply or the pharmacy dispenses less than 90 
doses or less than a 90-day supply.  Situations in which this would occur include, 
but are not limited to: 


  You are prescribed a drug in pill form that must be taken only on the last 
five days of each month.  A 90-day supply would be fifteen pills, the number 
of pills you must take during a three-month period. 


  You are prescribed a 30-day supply with two refills.  The mail order 
pharmacy will fill the prescription in the quantity specified by the Provider, 
in this case 30 days, and will not send you a 90-day supply.  You owe the 
90-day copayment even though a 30-day supply has been dispensed. 
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  You are prescribed a 30-day supply of a drug that is packaged in less than 
30-day quantity, for example, a 28-day supply.  The pharmacy will fill the 
prescription by providing you a 28-day supply.  You owe the 90-day 
copayment.  If you are prescribed a 90-day supply, the pharmacy would fill 
the prescription by giving you three packages each containing a 28-day 
supply of the drug.  Again, you would owe a 90-day copayment for the 84-
day supply. 


 Unless your Provider directs the use of a brand name drug by clearly indicating it 
on the prescription, your prescription will be filled with the generic equivalent 
when available and permissible by law. 


 Refills are available if indicated on your original prescription and only after two-
thirds of your prescription has already been used. 
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Chapter 5: Precertification 
 


Definition 
 
 Precertification is a special approval process to make sure that certain medical 


treatments, procedures, or devices meet payment determination criteria before 
the service is rendered. 


Services and Supplies 
Which Require 
Precertification 


A few common examples of things you must obtain precertification for:   


Lab, X-ray and Other Diagnostic Tests such as genetic testing, 
polysomnography and sleep studies, computed tomography (CT), and functional 
MRI. 


Surgeries such as organ and tissue transplants, bariatric surgery, and varicose 
veins treatment. 


Treatment Therapies such as applied behavior analysis, physical, occupational 
and speech therapies, chiropractic services, in vitro fertilization, growth hormone 
therapy, home IV therapy, drugs such as oral chemotherapy agents, infusibles 
and injectables, new drug to market (specialty medical drugs), and off-label drug 
use. 


Durable Medical Equipment and Orthotics and Prosthetic Devices such as 
wheelchairs, positive airway pressure and oral devices to treat obstructive sleep 
apnea. 


The list of services that need prior approval may change periodically.  To ensure 
your treatment or procedure is covered, call us at (808) 948-6464 for Oahu and 
(800) 344-6122 for Neighbor islands or visit our website at 
www.hmsa.com/precert. 


When to Request 
Precertification 


If you are under the care of: 
 An HMSA participating physician or contracting physician, he or she will: 


– Get approval for you; and  
– Accept any penalties for failure to get approval. 


 A BlueCard participating or nonparticipating provider you are responsible 
for getting the approval. If you do not get approval and get any of the 
services described in this chapter, benefits may be denied. 


How to Request 
Precertification 


Ask for precertification by writing or faxing us at: 


 HMSA 
 P.O. Box 2001 
 Honolulu, HI 96805-2001 
 (808) 944-5611 


If you would like to check on the status of the precertification, call your nearest 
HMSA office listed on the back cover of this Guide. 


This Chapter Covers 
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Our Response to Your 
Non-Urgent 
Precertification Request 


If your request for precertification is not urgent, HMSA will respond to your 
request within a reasonable time that is appropriate to the medical circumstances 
of your case. We will respond within 15 days after we get your request. We may 
extend the time once for 15 days if we cannot respond to your request within the 
first 15 days and if it is due to circumstances beyond our control. If this happens, 
we will let you know before the end of the first 15 days. We will tell you why we 
are extending the time and the date we expect to have our decision. If we need 
more details from you or your provider, we will let you or your provider know 
and give you at least 45 days to provide it. 


Our Response to Your 
Urgent Precertification 
Request  


Your precertification request is urgent if the time periods that apply to a non-
urgent request: 
 Could seriously risk your life or health or your ability to regain maximum 


function, or 
 In the opinion of your treating physician, would subject you to severe pain 


that cannot be adequately managed without the care that is the subject of the 
request for precertification. 


HMSA will respond to your urgent precertification request as soon as possible 
given the medical circumstances of your case. It will be no later than 72 hours 
after all information sufficient to make a determination is provided to us.  


 If you do not provide enough details for us to determine if or to what extent the 
care you request is covered, we will notify you within 24 hours after we get your 
request. We will let you know what details we need to respond to your request 
and give you a reasonable time to respond. You will have at least 48 hours to 
provide it. 


Appeal of Our 
Precertification Decision 


If you do not agree with our precertification decision, you may appeal it. See 
Chapter 8: Dispute Resolution. 
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Chapter 6: Services Not Covered 
 


About this Chapter 
 
 Your health care coverage does not provide benefits for certain procedures, 


services or supplies that are listed in this chapter or limited by this chapter or 
Chapter 4.  We divided this chapter with category headings. These category 
headings will help you find what you are looking for. Actual exclusions are listed 
across from category headings.   


Please note: Even if a service or supply is not specifically listed as an exclusion 
in this chapter, there are more exclusions as described by the limitations in 
Chapter 4.  If that service or supply is not specifically listed as an exclusion in 
this chapter or as a limitation exclusion in Chapter 4, it will not be covered 
unless:  
 it is described in Chapter 4: Description of Benefits, and meets all of the 


criteria, circumstances or conditions described, and  
 it meets all of the criteria described in Chapter 1: Important Information 


under Questions We Ask When You Receive Care.  


If a service or supply does not meet the criteria described in Chapter 4, then it 
should be considered an exclusion or service that is not covered.  This chapter 
should be read in conjunction with Chapter 4 in order to identify all items that 
are excluded from coverage.  


If you are unsure if a specific procedure, service or supply is covered or not 
covered, please call us, and we will help you.  We list our phone numbers on the 
back cover of this Guide.  


 


Counseling Services 
 
Bereavement Counseling You are not covered for bereavement counseling or services of volunteers or 


clergy. 


Genetic Counseling You are not covered for genetic counseling, except as described in Chapter 4: 
Description of Benefits under Testing, Laboratory, and Radiology and Routine 
and Preventive – Screening Services or as identified on the U.S. Preventive 
Services Task Force list of Grade A and B Recommendations. If you need more 
details about USPSTF recommended counseling, including a current list of 
recommendations, please visit our website at www.hmsa.com or call us at one of 
the phone numbers listed on the back of this Guide. 


This Chapter Covers 



http://www.hmsa.com/
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Marriage or Family 
Counseling 


You are not covered for marriage and family counseling or other training 
services. 


Nutritional Counseling You are not covered for nutritional counseling, except as described in Chapter 4: 
Description of Benefits. See Other Medical Services and Supplies, Nutritional 
Counseling or Special Benefits – Disease Management and Preventive Services, 
Screening Services, Preventive Counseling, and Preventive Services. 


Sexual Orientation 
Counseling 


You are not covered for sexual orientation counseling. 


 


Coverage Under Other Programs or Laws 
 
Payment Responsibility You are not covered when someone else has the legal obligation to pay for your 


care, and when, in the absence of this coverage, you would not be charged. 


Military You are not covered for treatment of an illness or injury related to military 
service when you get care in a hospital operated by an agency of the U.S. 
government. You are not covered for services or supplies that are needed to treat 
an illness or injury received while you are on active status in the military service. 


Third Party 
Reimbursement 


You are not covered for services or supplies for an injury or illness caused or 
alleged to be caused by a third party and/or you have or may have a right to get 
payment or recover damages in connection with the illness or injury. You are not 
covered for services or supplies for an illness or injury for which you may 
recover damages or get payment without regard to fault. For more details about 
third party reimbursement, see Chapter 9: Coordination of Benefits and Third 
Party Liability. 


 


Dental, Drug, and Vision 
 
Dental Care You are not covered for dental care under this health coverage except those oral 


surgery services listed in Chapter 4: Description of Benefits under Surgical 
Services, Oral Surgery. The following exclusions apply regardless of the 
symptoms or illnesses being treated: 


  Orthodontics except as described in Chapter 4: Description of Benefits 
under Other Medical Services and Supplies, Orthodontic Services to treat 
Orofacial Anomalies. 


 Dental splints and other dental appliances. 
 Dental prostheses. 


  Maxillary and mandibular implants (osseointegration) and all related 
services. 


 Removal of impacted teeth. 
  Any other dental procedures involving the teeth, gums and structures 


supporting the teeth. 
 Any services in connection with the treatment of TMJ (temporomandibular 


joint) problems or malocclusion of the teeth or jaws, except for limited 
medical services related to the initial diagnosis of TMJ or malocclusion. 


Drugs You are not covered for:  
 Drugs and supplies except as stated in Chapter 4: Description of Benefits 


under Drugs and Supplies and as identified on the U.S. Preventive Services 
Task Force list of Grade A and B Recommendations.  


 Drugs from foreign countries. 
 Replacement for lost, stolen, damaged, or destroyed drugs and supplies. 


Eyeglasses and Contacts You are not covered for: 
 Sunglasses. 
 Prescription inserts for diving masks or other protective eyewear. 


  Nonprescription industrial safety goggles. 
 Nonstandard items for lenses including tinting and blending. 
 Oversized lenses, and invisible bifocals or trifocals. 
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  Repair and replacement of frame parts and accessories. 
 Eyeglass lenses and contact lenses, except as described in Chapter 4: 


Description of Benefits under Other Medical Services and Supplies, Vision 
and Hearing Appliances. 


  Exams for a fitting or prescription (including vision exercises). 
 Frames.  


Vision Services You are not covered for: 
 Refractive eye surgery to correct visual acuity problems. 
 Replacement of lost, stolen or broken lenses, contact lenses or frames. 


  Vision training. 
 Aniseikonic studies and prescriptions. 
 Reading problem studies or other procedures determined to be special or 


unusual. 
 


Fertility and Infertility 
 
Contraceptives You are not covered for contraceptives except as described in Chapter 3: 


Summary of Benefits and Your Payment Obligations and Chapter 4: Description 
of Benefits under Special Benefits for Women and Drugs and Supplies. 


Infertility Diagnosis You are not covered for services or supplies related to the diagnosis of infertility. 


Infertility Treatment Except as described in Chapter 4: Description of Benefits under Special Benefits 
for Women, you are not covered for services or supplies related to the treatment 
of infertility, including, but not limited to: 


  Collection, storage and processing of sperm. 
 Cryopreservation of oocytes, sperm and embryos. 
 In vitro fertilization benefits when services of a surrogate are used. 
 Cost of donor oocytes and donor sperm. 
 Any donor-related services, including but not limited to collection, storage 


and processing of donor oocytes and donor sperm. 
 Ovum transplants. 
 Gamete intrafallopian transfer (GIFT). 
 Zygote intrafallopian transfer (ZIFT). 


  Services related to conception by artificial means, including drugs and 
supplies related to such services except as described in Chapter 4: 
Description of Benefits under Special Benefits for Women.  


Sterilization Reversal You are not covered for the reversal of a vasectomy or tubal ligation. 


 


Preventive and Routine 
 
Health Appraisal  You are not covered for Health Appraisal services except as stated in Chapter 4: 


Description of Benefits. 


Immunizations You are not covered for immunizations except those described in Chapter 4: 
Description of Benefits. 


Physical Exams (routine 
annual check-up)  


Physical exams and any associated screening procedures in connection with third 
party requests or requirements, such as those for: employment, participation in 
employee programs, sports, camp, insurance, disability licensing, or on court 
order or for parole or probation are not covered.  This limitation is not intended 
to affect coverage of physical exams or associated screening procedures that 
would otherwise have been covered, and that have separately and incidentally 
been requested or required by a third party. 


Routine Circumcision You are not covered for routine circumcision except as stated in Chapter 4: 
Description of Benefits under the Surgical Services section. 


Routine Foot Care You are not covered for services or supplies related to routine foot care. 
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Provider Type 
 
Provider 
Nondiscrimination 


To the extent an item or service is a Covered Service under this Plan, and 
consistent with reasonable medical management techniques specified under this 
Plan with respect to the frequency, method, treatment or setting for an item or 
service, HMSA shall not discriminate based on a provider’s license or 
certification, to the extent the provider is acting within the scope of the 
provider’s license or certification under Hawaii law.  HMSA is not required to 
accept all types of providers into its network.  And HMSA has discretion 
governing provider reimbursement rates, which may be subject to quality, 
performance, or market standards and considerations. 


Complementary and 
Alternative Medicine 
Provider 


You are not covered for complementary and alternative medicine services or 
supplies, including, but not limited to:  
 botanical medicine,  
 aromatherapy,  
 herbal/nutritional supplements,  
 medication techniques,  
 relaxation techniques,  
 movement therapies,  
 energy therapies, and  
 massage therapy when not part of rehabilitative therapy.  


Dietitian You are not covered for nutritional counseling services, except as described in 
Chapter 4: Description of Benefits. See Other Medical Services and Supplies, 
Nutritional Counseling or Special Benefits – Disease Management and 
Preventive Services, Screening Services, Preventive Counseling, and Preventive 
Services. 


Provider is an Immediate 
Family Member 


You are not covered for professional services or supplies when furnished to you 
by a provider who is within your immediate family. Immediate Family is a 
parent, child, spouse, or yourself. 


Social Worker You are not covered for services and supplies from a social worker. This 
exclusion does not apply to covered mental health or substance abuse services or 
Covered Services within the scope of the social worker’s professional license 
issued in Hawaii. 


Please note:  Social workers are not Participating Providers under this plan 
except as noted above.  You will be responsible for your copayment, if any, plus 
the difference between HMSA’s eligible charge and the social worker’s billed 
charge. 


 


Transplants 
 
Living Donor Transport You are not covered for expenses of transporting a living donor. 


Living Organ Donor 
Services 


You are not covered for organ donor services if you are the organ donor. 


Mechanical or Non-
Human Organs 


You are not covered for mechanical or non-human organs, except for artificial 
hearts when used as a bridge to a permanent heart transplant. 


Organ Purchase You are not covered for the purchase of any organ. 


Transplant Services or 
Supplies 


You are not covered for transplant services or supplies or related services or 
supplies other than those described in Chapter 4: Description of Benefits under 
Organ and Tissue Transplants.  Related Transplant Supplies are those that 
would not meet payment determination criteria but for your receipt of the 
transplant, including, and without limit, all forms of stem-cell transplants. 
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Transportation Related to 
Organ and Tissue 
Transplants 


You are not covered for transportation for organ or tissue transplant services or 
transportation of organs or tissues. 


 


Miscellaneous Exclusions 
 
Act of War To the extent allowed by law, you are not covered for services needed to treat an 


injury or illness that results from an act of war or armed aggression, whether or 
not a state of war legally exists. 


Acupuncture You are not covered for services or supplies related to acupuncture. 


Airline Oxygen You are not covered for airline oxygen. 


Biofeedback You are not covered for biofeedback and any related tests. 


Blood You are not covered for blood except as described in Chapter 4: Description of 
Benefits. 


Carcinoembryonic 
Antigen (CEA) 


You are not covered for carcinoembryonic antigen when used as a screening test. 


Cardiac Rehabilitation You are not covered for cardiac rehabilitation services except as described in 
Chapter 4: Description of Benefits under Dr. Ornish’s Program for Reversing 
Heart Disease™. 


Chemotherapy  
(High-Dose)  


You are not covered for high-dose chemotherapy except when provided in 
conjunction with stem-cell transplants described in Chapter 4: Description of 
Benefits under Stem-Cell Transplants (including Bone Marrow Transplants). 


Complementary and 
Alternative Medicine 
Services 


You are not covered for complementary and alternative medicine services or 
supplies including, but not limited to:  
 botanical medicine,  
 aromatherapy,  
 herbal/nutritional supplements,  
 medication techniques,  
 relaxation techniques,  
 movement therapies,  
 energy therapies, and  
 massage therapy when not part of rehabilitative therapy. 


Complications of a Non-
Covered Procedure 


You are not covered for complications of a non-covered procedure, including 
complications of recent or past cosmetic surgeries, services or supplies. 


Convenience Treatments, 
Services or Supplies 


You are not covered for treatments, services or supplies that are prescribed, 
ordered or recommended primarily for your comfort or convenience, or the 
comfort or convenience of your provider or caregiver. Such items may include 
ramps, home remodeling, hot tubs, swimming pools, deluxe/upgraded items, or 
personal supplies such as surgical stockings and disposable underpads. 


Cosmetic Services, 
Surgery or Supplies 


You are not covered for cosmetic services or supplies that are primarily intended 
to improve your natural appearance but do not restore or materially improve a 
physical function. You are not covered for complications of recent or past 
cosmetic surgeries, services or supplies. 


Custodial Care You are not covered for custodial care, sanatorium care, or rest cures. Custodial 
Care consists of training in personal hygiene, routine nursing services, and other 
forms of personal care, such as help in walking, getting in and out of bed, 
bathing, dressing, eating, and taking medicine. Also excluded are supervising 
services by a physician or nurse for a person who is not under specific medical, 
surgical, or psychiatric care to improve that person's condition and to enable that 
person to live outside a facility providing this care. 


Developmental Delay You are not covered for treatment of developmental delay or services related to 
developmental delay that are available through government programs or 
agencies. 
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Ductal Lavage You are not covered for ductal lavage. 


Duplicate Item You are not covered for duplicate items that are intended to be used as a back-up 
device, for multiple residences or for traveling including: 
 durable medical equipment and supplies,  
 orthotics and external prosthetics, and  
 vision and hearing appliances  
Some examples of duplicate items are a second wheeled mobility device 
specifically for work or school use or a back-up manual wheelchair when a 
power wheelchair is the primary means of mobility.   


Effective Date You are not covered for services or supplies that you get before the effective date 
of this coverage. 


Electron Beam Computed 
Tomography (EBCT or 
Ultrafast CT) 


You are not covered for electron beam computed tomography for coronary artery 
calcifications. 


Enzyme-potentiated 
Desensitization 


You are not covered for enzyme-potentiated desensitization for asthma. 


Erectile Dysfunction You are not covered for services and supplies (including prosthetic devices) 
related to erectile dysfunction except if due to an organic cause or to treat gender 
dysphoria as described in Chapter 4: Description of Benefits under Other 
Medical Services and Supplies, Gender Identity Services.  This includes, but is 
not limited to, penile implants.  You are not covered for drug therapies related to 
erectile dysfunction except certain injectables approved by us to treat erectile 
dysfunction due to an organic cause or to treat gender dysphoria as described in 
Chapter 4: Description of Benefits under Other Medical Services and Supplies, 
Gender Identity Services. 


Extracorporeal Shock 
Wave Therapy 


You are not covered for extracorporeal shock wave therapy except to treat kidney 
stones. 


False Statements You are not covered for services and supplies if you are eligible for care only by 
reason of a fraudulent statement or other intentional misrepresentation that you 
or your employer made on an enrollment form for membership or in any claims 
for benefits. If we pay benefits to you or your provider before learning of any 
false statement, you or your employer are responsible for reimbursing us. 


Foot Orthotics You are not covered for foot orthotics except, under the following conditions:  
 Foot orthotics for persons with specific diabetic conditions per Medicare 


guidelines; 
 Foot orthotics for persons with partial foot amputations; 
 Foot orthotics that are an integral part of a leg brace and are necessary for 


the proper functioning of the brace, and; 
 Rehabilitative foot orthotics that are prescribed as part of post-surgical or 


post-traumatic casting care. 
Genetic Testing and 
Screening 


You are not covered for genetic tests and screening except as stated in Chapter 4: 
Description of Benefits under Testing, Laboratory, and Radiology and Special 
Benefits – Disease Management and Preventive Services. 


Growth Hormone Therapy You are not covered for growth hormone therapy except as stated in Chapter 4: 
Description of Benefits under Other Medical Services and Supplies. 


Hair Loss You are not covered for services or supplies related to the treatment of baldness 
or hair loss regardless of condition. This includes hair transplants and topical 
medications. 


Hypnotherapy You are not covered for hypnotherapy. 


Intradiscal Electro 
Thermal Therapy (IDET) 


You are not covered for intradiscal electro thermal therapy. 


Massage Therapy Massage therapy is not covered unless rendered as part of an approved 
rehabilitative therapy treatment plan. 
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Microprocessor 
(Upper/Lower Prostheses) 


You are not covered for microprocessor or computer controlled or myoelectric 
parts of upper and lower limb prosthetic devices. 


Motor Vehicles This plan does not cover the cost to buy or rent motor vehicles such as cars and 
vans. You are also not covered for equipment and costs related to converting a 
motor vehicle to accommodate a disability. 


Non-Medical Items You are not covered for durable medical equipment and supplies, orthotics and 
external prosthetics, and vision and hearing appliances that are not primarily 
medical in nature. Some examples of non-medical items that are not primarily 
medical in nature are: 
 environmental control equipment or supplies (such as air conditioners, 


humidifiers, dehumidifiers, air purifiers or sterilizers, water purifiers, 
vacuum cleaners, or supplies such as filters, vacuum cleaner bags and dust 
mite covers);  


 hygienic equipment;  
 exercise equipment;  
 items primarily for participation in sports or leisure activities, and  
 educational equipment. 


Non-Related Items 
Exclusion 


You are not covered for any service, procedure, or supply that is directly or 
indirectly related to a non-covered service, procedure, or supply. 


Private Duty Nursing You are not covered for private duty nursing.  


Radiation (High-dose) You are not covered for high-dose radiotherapy except when provided in 
conjunction with stem-cell transplants described in Chapter 4: Description of 
Benefits under Stem-Cell Transplants (including Bone Marrow Transplants). 


Radiation (Nonionizing) You are not covered for treatment with nonionizing radiation. 


Repair/Replacement You are not covered for the repair or replacement of any item covered under the 
manufacturer or supplier warranty, including: 
 durable medical equipment and supplies,  
 orthotics and external prosthetics, and  
 vision and hearing appliances  
Replacement items that meet the same medical need as the current item but in a 
more efficient manner or is more convenient, when there is no change in your 
medical condition are also not covered. 


Reversal of Gender 
Reassignment Surgery 


You are not covered for reversal of gender reassignment surgery except in the 
case of a serious medical barrier to completing gender reassignment or the 
development of a serious medical condition requiring a reversal. 


Self-Help or Self-Cure You are not covered for self-help and self-cure programs or equipment. 


Services Related to 
Employment 


You are not covered for services related to getting or maintaining employment. 


Stand-by Time You are not covered for a provider's waiting or stand-by time. 


Supplies You are not covered for take home supplies or supplies billed separately by your 
provider when the supplies are integral to services being performed by your 
provider. 


Thoracic Electric 
Bioimpedance 
(Outpatient/Office) 


You are not covered for outpatient thoracic electric bioimpedance in an 
outpatient setting which includes a physician’s office. 


Topical Hyperbaric 
Oxygen Therapy 


You are not covered for topical hyperbaric oxygen therapy. 


Travel or Lodging Cost You are not covered for the cost of travel or lodging. 


Vertebral Axial 
Decompression (VAX-D) 


You are not covered for vertebral axial decompression. 
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Vitamins, Minerals, 
Medical Foods and Food 
Supplements 


You are not covered for vitamins, minerals, medical foods, or food supplements 
except as described in Chapter 4: Description of Benefits under Other Medical 
Services and Supplies and Drugs and Supplies. 


Weight Reduction 
Programs 


You are not covered for weight reduction programs and supplies, whether or not 
weight reduction is medically appropriate. This includes:  
 dietary supplements,  
 food,  
 equipment,  
 lab tests,  
 exams, and  
 drugs and supplies. 


Wigs You are not covered for wigs and artificial hairpieces. 
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Chapter 7: Filing Claims 
 


When to File Claims 
 
When to File Claims All participating and most nonparticipating providers in Hawaii file claims for 


you. If your nonparticipating provider does not file for you, please submit an 
itemized bill or receipt which lists the services you received. No payment will be 
made on any claim or itemized bill or receipt received by us more than one year 
after the last day on which you received services. If you have any questions after 
reading this section, please contact your personnel department, or call us. Our 
phone numbers appear on the back cover of this Guide. 


 


How to File Claims 
 
One Claim Per Person 
and Per Provider 


File a separate claim for each covered family member and each provider.  


You should follow the same procedure for filing a claim for services received in- 
or out-of-state or out-of-country. 


 


What Information You Must File 
 
Subscriber Number The subscriber number that appears on your member card. 


Provider Statement The provider statement must be from your provider. All services must be 
itemized. (Statements you prepare, cash register receipts, receipt of payment 
notices or balance due notices cannot be accepted.) Without the provider 
statement, claims are not eligible for benefits. It is helpful to us if the provider 
statement is in English on the stationery of the provider who performed the 
service. An accompanying English translation is acceptable. 


 The provider statement must include: 
 Provider's full name and address. 
 Patient's name.  


  Date(s) you received service(s). 
 Date of the injury or start of illness. 
 The charge for each service in U.S. currency. 
 Description of each service. 


  Diagnosis or type of illness or injury. 
 Where you received the service (office, outpatient, hospital, etc.). 
 If applicable, information about other health coverage you may have. 


Phone Number Please include a phone number where you can be reached during the day. 


Signature Make sure you sign the claim. 


This Chapter Covers 
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Other Claim Filing Information 
 
Where to Send Claim Send your claim to the address listed on the back cover of this Guide. 


Keep a Copy You should keep a copy of the information for your records.  


Information given to us will not be returned to you. 


Report to Member Once we get and process your claim, a report explaining your benefits will be 
provided. You may get copies of your report online through My Account on 
hmsa.com or by mail upon request. The Report To Member tells you how we 
processed the claim. It includes services performed, the actual charge, any 
adjustments to the actual charge, our eligible charge, the amount we paid, and the 
amount you owe. 


If we need more details to make a decision about your claim, need more time to 
review your claim due to circumstances beyond our control or deny your claim, 
this report will let you know within 15 days of receipt of written claims or 7 days 
of receipt of claims filed electronically. If we need more details, you will have at 
least 45 days to provide it. Otherwise, we will reimburse you within 30 days of 
receipt of written claims and 15 days from receipt of claims filed electronically. 


 If, for any reason, you believe we wrongly denied a claim or coverage request, 
please call us for help. Our phone numbers appear on the back cover of this 
Guide. If you are not satisfied with the information you get, and you wish to 
pursue a claim for coverage, you may request an appeal.  See Chapter 8: Dispute 
Resolution. 


Cash or Deposit any 
Benefit Payment in a 
Timely Manner 


If a check is enclosed with your Report To Member, you must cash or deposit the 
check before the check's expiration date. If you ask us to reissue the expired 
check, there will be a service charge. 
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Chapter 8: Dispute Resolution 
 


Your Request for an Appeal 
 
Writing Us to Request an 
Appeal 


If you wish to dispute a decision made by HMSA related to coverage, 
reimbursement, this Agreement, or any other decision or action by HMSA you 
must ask for an appeal. Your request must be in writing unless you are asking for 
an expedited appeal. We must get it within one year from the date of the action 
or decision you are contesting.  In the case of coverage or reimbursement 
disputes, this is one year from the date we first informed you of the denial or 
limitation of your claim, or of the denial of coverage for any requested service or 
supply. 


Send written requests to: 
 HMSA Member Advocacy and Appeals 
 P.O. Box 1958 
 Honolulu, HI 96805-1958 


Or, send us a fax at (808) 952-7546 or (808) 948-8206 


And, provide the information described in the section below labeled “What Your 
Request Must Include”. Requests that do not comply with the requirements of 
this chapter will not be recognized or treated as an appeal by us. 


If you have any questions about appeals, you can call us at (808) 948-5090, or 
toll free at 1-800-462-2085. 


Appeal of Our 
Precertification Decision 


We will respond to your appeal as soon as possible given the medical 
circumstances of your case. It will be within 30 days after we get your appeal. 


Appeal of Any Other 
Decision or Action 


We will respond to your appeal within 60 calendar days after we get your appeal. 


Expedited Appeal You may ask for an expedited appeal if the time periods for appeals above may: 
 Seriously risk your life or health, 
 Seriously risk your ability to gain maximum functioning, or 
 Subject you to severe pain that cannot be adequately managed without the 


care or treatment that is the subject of the appeal. 
 You may request expedited external review of our initial decision if you have 


requested an expedited internal appeal and the adverse benefit determination 
involves a medical condition for which the completion of an expedited internal 
appeal would meet the requirements above. The process for requesting an 
expedited external review is discussed below. 


This Chapter Covers 







Chapter 8: Dispute Resolution 


58  739 January 2019 
10/25/2018 


 You may ask for an expedited appeal by calling us at (808) 948-5090, or toll free 
at 1-800-462-2085. 


 We will respond to your request for expedited appeal as soon as possible taking 
into account your medical condition. It will be no later than 72 hours after all 
information sufficient to make a determination is provided to us. 


Who Can Request an 
Appeal 


Either you or your authorized representative may ask for an appeal. Authorized 
representatives include: 
 Any person you authorize to act on your behalf as long as you follow our 


procedures. This includes filing a form with us. To get a form to authorize a 
person to act on your behalf, call us at (808) 948-5090, or toll free at 1-800-
462-2085. (Requests for appeal from an authorized representative who is a 
physician or practitioner must be in writing unless you are asking for an 
expedited appeal.) 


 A court appointed guardian or an agent under a health care proxy. 
  A person authorized by law to provide substituted consent for you or to 


make health care decisions on your behalf. 
 A family member or your treating health care professional if you are unable 


to provide consent. 
What Your Request Must 
Include  


To be recognized as an appeal, your request must include all of this information: 
 The date of your request. 
 Your name and phone number (so we may contact you). 
 The date of the service we denied or date of the contested action or decision. 


For precertification for a service or supply, it is the date of our denial of 
coverage for the service or supply. 


 The subscriber number from your member card. 
 The provider name. 
 A description of facts related to your request and why you believe our action 


or decision was in error. 
 Any other details about your appeal. This may include written comments, 


documents, and records you would like us to review. 
You should keep a copy of the request for your records.  It will not be returned to 
you. 


Information Available 
From Us 


If your appeal relates to a claim for benefits or request for precertification, we 
will provide upon your request and free of charge, reasonable access to, and 
copies of, all documents, records, and other information relevant to your claim as 
defined by the Employee Retirement Income Security Act. 


 If our appeal decision denies your request or any part of it, we will provide an 
explanation, including the specific reason for denial, reference to the health plan 
terms on which our decision is based, a statement of your external review rights, 
and other information on our denial. 


 


If You Disagree with Our Appeal Decision and You are Enrolled in a Group 
Plan that is not Self Funded 


 
 If you are enrolled in a group plan that is not self-funded and you would like to 


appeal HMSA’s decision, you must do one of the following:   
 Request review by an Independent Review Organization (IRO) selected by 


the Insurance Commissioner if you are appealing an issue of medical 
necessity, appropriateness, health care setting, level of care, or effectiveness; 
or a determination by HMSA that the service or treatment is experimental or 
investigational; 


 For all other issues: 
– Request arbitration before a mutually selected arbitrator; or  
– File a lawsuit against HMSA under 29 USC 1132(a) unless your plan is 


one of the two bulleted types below in which case you must select 
arbitration: 
- A church plan as defined in 29 USC 2002(33) and no selection has 


been made in accord with 26 USC 410(d), or 
- A government plan as defined in 29 USC 1002(32).  
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Request Review by 
Independent Review 
Organization (IRO) 
Selected by the Insurance 
Commissioner 


If you choose review by an IRO, you must submit your request to the Insurance 
Commissioner within 130 days of HMSA’s decision on appeal to deny or limit 
the service or supply.  


Unless you qualify for expedited external review of our appeal decision, before 
requesting review, you must have exhausted HMSA’s internal appeals process or 
show that HMSA violated federal rules related to claims and appeals unless the 
violation was 1) de minimis; 2) non-prejudicial; 3) attributable to good cause or 
matters beyond HMSA’s control; 4) in the context of an ongoing good-faith 
exchange of information; and 5) not reflective of a pattern or practice of non-
compliance. 


 Your request must be in writing and include: 
 A copy of HMSA’s final internal appeal decision. 
 A completed and signed authorization form releasing your medical records 


relevant to the subject of the IRO review. Copies of the authorization form 
are available from HMSA by calling (808) 948-5090, or toll free at 1-800-
462-2085 or on HMSA.com  


  A complete and signed conflict of interest form.  Copies of the conflict of 
interest form are available from HMSA by calling (808) 948-5090, or toll 
free at 1-800-462-2085 or on HMSA.com.  


 A check for $15.00 made out to the Insurance Commissioner. It will be 
refunded to you if the IRO overturns HMSA’s decision. You are not 
required to pay more than $60.00 in any calendar year. 


 You must send the request to the Insurance Commissioner at: 


Hawaii Insurance Division 
ATTN: Health Insurance Branch – External Appeals 
335 Merchant Street, Room 213 
Honolulu, HI  96813 
Phone: (808) 586-2804 
 


 You will be informed by the Insurance Commissioner within 14 business days if 
your request is eligible for external review by an IRO.   


You may submit more information to the IRO.  It must be received by the IRO 
within 5 business days of your receipt of notice that your request is eligible.  
Information received after that date will be considered at the discretion of the 
IRO. 


 The IRO will issue a decision within 45 calendar days of the IRO’s receipt of 
your request for review.  


The IRO decision is final and binding except to the extent HMSA or you have 
other remedies available under applicable federal or state law. 


Expedited IRO Review You may request expedited IRO review if: 
 You have requested an expedited internal appeal at the same time and the 


timeframe for completion of an expedited internal appeal would seriously 
jeopardize your life, health, or ability to gain maximum functioning or 
would subject you to severe pain that cannot be adequately managed without 
the care or treatment that is the subject of the adverse determination; 


  The timeframe for completion of a standard external review would seriously 
jeopardize your life, health, or ability to gain maximum functioning, or 
would subject you to severe pain that cannot be adequately managed without 
the care or treatment that is the subject of the adverse determination; or 


  If the final adverse determination concerns an admission, availability of 
care, continued stay, or health care service for which you received 
emergency services; provided you have not been discharged from a facility 
for health care services related to the emergency services. 


 Expedited IRO review is not available if the treatment or supply has been 
provided. 


The IRO will issue a decision as expeditiously as your condition requires but in 
no event more than 72 hours after the IRO’s receipt of your request for review. 
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External Review of 
Decisions Regarding 
Experimental or 
Investigational Services 


You may request IRO review of an HMSA determination that the supply or 
service is experimental or investigational. 


Your request may be oral if your treating physician certifies, in writing, that the 
treatment or supply would be significantly less effective if not promptly started. 


 Written requests for review must include, and oral requests must be promptly 
followed up with, the same documents described above for standard IRO review 
plus a certification from your physician that: 
 Standard health care services or treatments have not been effective in 


improving your condition; 
 Standard health care services or treatments are not medically appropriate for 


you; or 
 There is no available standard health care service or treatment covered by 


your plan that is more beneficial than the health care service or treatment 
that is the subject of the adverse action. 


 Your treating physician must certify in writing that the service recommended is 
likely to be more beneficial to you, in the physician’s opinion, than any available 
standard health care service or treatment, or your licensed, board certified or 
board eligible physician must certify in writing that scientifically valid studies 
using accepted protocols demonstrate the service that is the subject of the 
external review is likely to be more beneficial to you than any available standard 
health care services or treatment. 


 The IRO will issue a decision as expeditiously as your condition requires but in 
no event more than 7 calendar days of the IRO’s receipt of your request for 
review. 


Request Arbitration If you choose arbitration, you must submit a written request for arbitration to 
HMSA, Legal Services, P.O. Box 860, Honolulu, Hawaii  96808-0860. Your 
request for arbitration will not affect your rights to any other benefits under this 
plan. You must have fully complied with HMSA’s appeals procedures described 
above and we must get your request for arbitration within one year of the 
decision rendered on appeal. In arbitration, one person (the arbitrator) reviews 
the positions of both parties and makes the final decision to resolve the issue. No 
other parties may be joined in the arbitration. The arbitration is binding and the 
parties waive their right to a court trial and jury. 


 Before arbitration starts, both parties (you and we) must agree on the person to 
be the arbitrator. If we both cannot agree within 30 days of your request for 
arbitration, either party may ask the First Circuit Court of the State of Hawaii to 
appoint an arbitrator. 


 The arbitration hearing shall be in Hawaii. The rules of the arbitration shall be 
those of the Dispute Prevention and Resolution, Inc. to the extent not inconsistent 
with this Chapter 8: Dispute Resolution.  The arbitration shall be conducted in 
accord with the Federal Arbitration Act, 9 U.S.C. §1 et seq., and such other 
arbitration rules as both parties agree upon. 


 The arbitrator will make a decision as quickly as possible and will give both 
parties a copy of this decision. The decision of the arbitrator is final and binding. 
No further appeal or court action can be taken except as provided under the 
Federal Arbitration Act. 


 HMSA will pay the arbitrator's fee. You must pay your attorney's or witness's 
fees, if you have any, and we must pay ours. The arbitrator will decide who will 
pay all other costs of the arbitration. 


 HMSA waives any right to assert that you have failed to exhaust administrative 
remedies because you did not select arbitration. 


 


If You Disagree with Our Appeal Decision and You are Enrolled in a Self 
Funded Group Plan  


 
 If you are enrolled in a self funded group plan and you would like review of 


HMSA’s appeal decision, you must do one of the following: 
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 Request review by an Independent Review Organization (IRO)  selected by 
HMSA at random from a panel of three IROs; 


 Request arbitration with your employer or group sponsor before a mutually 
selected arbitrator; or 


 File a lawsuit against your employer or group sponsor under 29 USC 
1132(a) unless your plan is one of the two bulleted types below in which 
case you must select review by an IRO or arbitration: 
– A church plan as defined in 29 USC 2002(33) and no selection has been 


made in accord with 26 USC 410(d), or 
– A government plan as defined in 29 USC 1002(32). 


Request Review by 
Independent Review 
Organization (IRO) 
Selected by HMSA 


 


If you choose review by an IRO you must submit your request in writing within 
130 days of HMSA’s appeal decision to deny or limit the service or supply. Send 
written requests to: 


HMSA Member Advocacy and Appeals 
P.O. Box 1958 
Honolulu, HI 96805-1958 


Or, send us a fax at (808) 952-7546 or (808) 948-8206 


Within 6 business days following the date of receipt of your request, we will 
notify you in writing whether your appeal is eligible for external review.   


We will assign an IRO to review your appeal.  The IRO will inform you of its 
decision within 45 days after the IRO received the assignment from us. 


Expedited Review by an 
IRO Selected by HMSA  


 


You may request expedited external review if: 
 The timeframe for completion of an expedited internal appeal would 


seriously jeopardize your life, health, or your ability to regain maximum 
functioning and you have filed an expedited internal appeal. 


 The timeframe for completion of standard external review would seriously 
jeopardize your life, health, or your ability to regain maximum functioning. 


 HMSA’s internal appeal decision concerns an admission, availability of 
care, continued stay, or health care item or service for which you received 
emergency services and you have not been discharged from a facility.   


Upon our determination that you meet the above criteria we will assign an IRO to 
review your appeal. The IRO will inform you of its decision as expeditiously as 
your condition or circumstances require but in no event more than 72 hours after 
it receives the assignment from us.     


Request Arbitration If you choose arbitration with your employer or group sponsor, you must submit 
a written request for arbitration to HMSA, Legal Services, P.O. Box 860, 
Honolulu, Hawaii 96808-0860.  Your request for arbitration will not affect your 
rights to any other benefits under this plan.  You must have fully complied with 
HMSA’s appeals procedures described above and we must receive your request 
for arbitration within one year of the decision rendered on appeal. In arbitration, 
one person (the arbitrator) reviews the positions of both parties and makes the 
final decision to resolve the issue.  No other parties may be joined in the 
arbitration.  The arbitration is binding and the parties waive their right to a court 
trial and jury. 


 Before arbitration starts, both parties (you and your employer or group sponsor) 
must agree on the person to be the arbitrator.  If you and your employer or group 
sponsor cannot agree within 30 days of your request for arbitration, either party 
may ask the First Circuit Court of the State of Hawaii to appoint an arbitrator. 


 The arbitration hearing shall be in Hawaii. The arbitration shall be conducted in 
accord with the Hawaii Uniform Arbitration Act, HRS Chapter 658A, and the 
rules of Dispute Prevention and Resolution, Inc., to the extent not inconsistent 
with this Chapter 8: Dispute Resolution, and such other arbitration rules as both 
parties agree upon.  The arbitrator may hear and determine motions for summary 
disposition pursuant to HRS §658A-15(b).  The arbitrator shall also hear and 
determine any challenges to the arbitration agreement and any disputes regarding 
whether a controversy is subject to an agreement to arbitrate.  In order to make 
the arbitration hearing fair, expeditious and cost-effective, discovery by both 
parties shall be limited to requests for production of documents material to the 
claims or defenses in the arbitration.  Limited depositions for use as evidence at 
the arbitration hearing may occur as authorized by HRS §658A-17(b). 
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 The arbitrator will make a decision as quickly as possible and will give both 
parties a copy of this decision.  The decision of the arbitrator is final and binding. 
No further appeal or court action can be taken except as provided under the 
Hawaii Uniform Arbitration Act. 


 Your employer or group sponsor will pay the arbitrator's fee.  You must pay your 
attorney's or witness's fees, if you have any, and your employer or group sponsor 
must pay theirs.  The arbitrator will decide who will pay all other costs of the 
arbitration. 


 Your employer or group sponsor waives any right to assert that you have failed 
to exhaust administrative remedies because you did not select arbitration. 
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Chapter 9: Coordination of Benefits and Third Party Liability 


What Coordination of Benefits Means 
 
Coverage that Provides 
Same or Similar Coverage 


You may have other insurance coverage that provides benefits that are the same 
or similar to this plan.  


 When this plan is primary, its benefits are determined before those of any other 
plan and without considering any other plan’s benefits.  When this plan is 
secondary, its benefits are determined after those of another plan and may be 
reduced when the combination of the primary plan’s payment and this plan’s 
payment exceed the Eligible Charge.  As the secondary plan, this plan’s payment 
will not exceed the amount this plan would have paid if it had been your only 
coverage.  Also, when this plan is secondary, benefits will be paid only for those 
services or supplies covered under this plan. 


 If there is a benefit maximum under this plan, the service or supply for which 
payment is made by either the primary or the secondary plan shall count toward 
that benefit maximum.  For example, this plan covers one well woman exam per 
calendar year, if this plan is secondary and your primary plan covers one well 
woman exam per calendar year, the exam covered under the primary plan will 
count toward the yearly benefit maximum and this plan will not provide benefits 
for a second exam within the calendar year. However, the first twenty days of 
confinement to a skilled nursing facility that are paid in full by Medicare shall 
not count toward the benefit maximum. 


What You Should Do When you get services, you need to let us know if you have other coverage. 
Other coverage includes:  
 Group insurance. 
 Other group benefit plans. 
 Nongroup insurance. 


  Medicare or other governmental benefits. 
 The medical benefits coverage in your automobile insurance (whether issued 


on a fault or no fault basis). 
You should also let us know if your other coverage ends or changes. 


 You will get a letter from us if we need more details. If you do not give us the 
details we need to coordinate your benefits, your claims may be delayed or 
denied.  


 To help us coordinate your benefits, you should: 
 Inform your provider by giving him or her information about the other 


coverage at the time services are rendered, and 
  Indicate that you have other coverage when you fill out a claim form by 


completing the appropriate boxes on the form. 


This Chapter Covers 
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What We Will Do Once we have the details about your other coverage, we will coordinate benefits 
for you. There are certain rules we follow to help us determine which plan pays 
first when there is other insurance or coverage that provides the same or similar 
benefits as this plan.  


 


General Coordination Rules 
 
 This section lists four common coordination rules. The complete text of our 


coordination of benefits rules is available on request.  


No Coordination Rules The coverage without coordination of benefits rules pays first. 


Member Coverage The coverage you have as an employee pays before the coverage you have as a 
spouse or dependent child. 


Active Employee 
Coverage 


The coverage you have as the result of your active employment pays before 
coverage you hold as a retiree or under which you are not actively employed. 


Earliest Effective Date When none of the general coordination rules apply (including those not described 
above), the coverage with the earliest continuous effective date pays first. 


 


Dependent Children Coordination Rules 
 
Birthday Rule For a child who is covered by both parents who are not separated or divorced and 


have joint custody, the coverage of the parent whose birthday occurs first in a 
calendar year pays first. 


Court Decree Stipulates For a child who is covered by separated or divorced parents and a court decree 
says which parent has health insurance responsibility, that parent's coverage pays 
first. 


Court Decree Does Not 
Stipulate 


For a child who is covered by separated or divorced parents and a court decree 
does not stipulate which parent has health insurance responsibility, then the 
coverage of the parent with custody pays first. The payment order for this 
dependent child is as follows:  
 Custodial parent. 
 Spouse of custodial parent. 
 Other parent. 
 Spouse of other parent.  


Earliest Effective Date If none of these rules apply, the parent's coverage with the earliest continuous 
effective date pays first. 


 


If You Are Hospitalized When Coverage Begins  
 
If You are Hospitalized on 
the Effective Date of 
Coverage 


If you are an inpatient on the effective date of this coverage and you had other 
insurance or coverage that was not with us immediately prior to the effective 
date, we will work with your prior insurer or coverage to decide if our coverage 
will supplement the prior insurance or coverage.  Please call us if this applies to 
you so that we can coordinate with your prior insurer or coverage.  If you had 
coverage with us immediately prior to the effective date of this coverage, or if 
you had no other insurance or coverage immediately prior to the effective date, 
then our coverage terms for services related to the hospitalization will apply. 


 


Motor Vehicle Insurance Rules  
 
Automobile Coverage If your injuries or illness are due to a motor vehicle accident or other event for 


which we believe motor vehicle insurance coverage reasonably appears available 
under Hawaii Revised Statutes Chapter 431, Article 10C, then that motor vehicle 
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coverage will pay before this coverage. You are responsible for any cost sharing 
payments required under such motor vehicle insurance coverage. We do not 
cover such cost sharing payments. Before we pay benefits under this coverage 
for an injury covered by motor vehicle insurance, you must give us a list of 
medical expenses paid by the motor vehicle insurance. The list must show the 
date expenses were incurred, the provider of service, and the amount paid by the 
motor vehicle insurance. We will review the list of expenses to verify that the 
motor vehicle insurance coverage available under Hawaii Revised Statutes 
Chapter 431, Article 10C is exhausted.  After it is verified, you are eligible for 
covered services in accord with this Guide to Benefits. 


 Please note that you are also subject to the Third Party Liability Rules at the end 
of this chapter if:  
 your injury or illness is caused or alleged to have been caused by someone 


else and you have or may have a right to recover damages or receive 
payment in connection with the illness or injury, or  


 you have or may have a right to recover damages or receive payment 
without regard to fault (other than personal injury protection coverage 
available under Hawaii Revised Statutes Chapter 431, Article 10C-103.5).   


Any benefits paid by us in accord with this section or the Third Party Liability 
Rules, are subject to the provisions described later in this chapter under Third 
Party Liability Rules. 


 


Medicare Coordination Rules 
 
Medicare as Secondary 
Payer 


Since 1980, Congress has passed legislation making Medicare the secondary 
payer and group health plans the primary payer in a variety of situations. These 
laws apply only if you have both Medicare and employer group health coverage, 
and your employer has the minimum required number of employees as described 
in the following paragraphs.  For more information, contact your employer or the 
Centers for Medicare & Medicaid Services. 


If You are Age 65 or Older If your group employs 20 or more employees and if you are age 65 or older and 
eligible for Medicare only because of your age, the coverage described in this 
plan will be provided before Medicare benefits as long as your employer or 
group health plan coverage is based on your status as a current active employee 
or the status of your spouse as a current active employee. 


If You are Under Age 65 
with Disability 


If your employer or group employs 100 or more employees and if you are under 
age 65 and eligible for Medicare only because of a disability (and not ESRD), 
coverage under this plan will be provided before Medicare benefits as long as 
your group health plan coverage is based on your status as a current active 
employee or the status of your spouse as a current active employee or on the 
current active employment status of an individual for whom you are a dependent. 


If You are Under Age 65 
with End-Stage Renal 
Disease (ESRD) 


If you are under age 65 and eligible for Medicare only because of ESRD 
(permanent kidney failure), coverage under this plan will be provided before 
Medicare benefits, but only during the first 30 months of your ESRD coverage. 
Then, the coverage described in this plan will be reduced by the amount that 
Medicare pays for the same covered services. 


Dual Medicare Eligibility If you are eligible for Medicare because of ESRD and a disability, or because of 
ESRD and you are age 65 or older, the coverage under this plan will be provided 
before Medicare benefits during the first 30 months of your ESRD Medicare 
coverage if this plan was primary to Medicare when you became eligible for 
ESRD benefits. 


This Plan Secondary 
Payer to Medicare 


If you are covered under both Medicare and this plan, and Medicare is allowed 
by law to be the primary payer, coverage under this plan will be reduced by the 
amount of benefits paid by Medicare. We will coordinate benefits under this plan 
up to the Medicare approved charge not to exceed the amount this plan would 
have paid if it had been your only coverage. If you are entitled to Medicare 
benefits, we will begin paying benefits after all Medicare benefits (including 
lifetime reserve days) are exhausted. 
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 If you get inpatient services and have coverage under Medicare Part B only or 
have exhausted your Medicare Part A benefits, we will pay inpatient benefits 
based on our eligible charge less any payments made by Medicare for Part B 
benefits (i.e., for inpatient lab, diagnostic and x-ray services). 


 Benefits will be paid after we apply any deductible you may have under this 
plan. 


Facilities or Providers Not 
Eligible or Entitled to 
Medicare Payment 


When you get services at a facility or by a provider that is not eligible or entitled 
to reimbursement from Medicare, and Medicare is allowed by law to be the 
primary payer, we will limit payment to an amount that supplements the benefits 
that would have been payable by Medicare had the facility or provider been 
eligible or entitled to such payments, regardless of whether or not Medicare 
benefits are paid. 


 


Third Party Liability Rules  
 
If You have Coverage 
Under Worker's 
Compensation or Motor 
Vehicle Insurance 


If you have or may have coverage under worker's compensation or motor vehicle 
insurance for the illness or injury, please note: 
 Worker’s Compensation Insurance. If you have or may have coverage 


under worker's compensation insurance, such coverage will apply instead of 
the coverage under this Guide to Benefits.  Medical expenses from injuries 
or illness covered under worker's compensation insurance are excluded from 
coverage under this Guide to Benefits. 


 Motor Vehicle Insurance. If you are or may be entitled to medical benefits 
from your automobile coverage, you must exhaust those benefits first, before 
receiving benefits from us.  Please refer to the section in this Chapter 
entitled "Motor Vehicle Insurance Rules" for a detailed explanation of the 
rules that apply to your automobile coverage. 


What Third Party Liability 
Means 


Third party liability is when you are injured or become ill and: 
 The illness or injury is caused or alleged to have been caused by someone 


else and you have or may have a right to recover damages or get payment in 
connection with the illness or injury; or 


  You have or may have a right to recover damages or get payment without 
regard to fault. 


 In such cases, any payment made by us on your behalf in connection with such 
injury or illness will only be in accord with the following rules.  


What You Need to Do Your cooperation is required for us to determine our liability for coverage and to 
protect our rights to recover our payments.  We will provide benefits in 
connection with the injury or illness in accord with the terms of this Guide to 
Benefits only if you cooperate with us by doing the following: 


  Give Us Timely Notice. You must give us timely notice in writing of each 
of the following:   
– your knowledge of any potential claim against any third party or other 


source of recovery in connection with the injury or illness;  
– any written claim or demand (including legal proceeding) against any 


third party or against other source of recovery in connection with the 
injury or illness; and  


– any recovery of damages (including any settlement, judgment, award, 
insurance proceeds, or other payment) against any third party or other 
source of recovery in connection with the injury or illness.   


To give timely notice, your notice must be no later than 30 calendar days 
after the occurrence of each of the events stated above;  


  Sign Requested Documents. You must promptly sign and deliver to us all 
liens, assignments, and other documents we deem necessary to secure our 
rights to recover payments. You hereby authorize and direct any person or 
entity making or receiving any payment on account of such injury or illness 
to pay to us so much of such payment as needed to discharge your 
reimbursement obligations described above; 


  Provide Us Information. You must promptly provide us any and all 
information reasonably related to our investigation of our liability for 
coverage and our determination of our rights to recover payments.  We may 
ask you to complete an Injury/Illness report form, and provide us medical 
records and other relevant information; 
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  Do Not Release Claims Without Our Consent. You must not release, 
extinguish, or otherwise impair our rights to recover our payments, without 
our express written consent; and 


  Cooperate With Us. You must cooperate to help protect our rights under 
these rules.  This includes giving notice of our lien as part of any written 
claim or demand made against any third party or other source of recovery in 
connection with the illness or injury. 


 Any written notice required by these Rules must be sent to: 


 HMSA 
 Attn:  8 CA/Other Party Liability 
 P.O. Box 860 
 Honolulu, Hawaii 96808-0860 


If you do not cooperate with us as described above, your claims may be delayed 
or denied. We shall be entitled to reimbursement of payments made on your 
behalf to the extent that your failure to cooperate has resulted in erroneous 
payments of benefits or has prejudiced our rights to recover payments. 


Payment of Benefits 
Subject to Our Right to 
Recover Our Payments 


If you have complied with the rules above, we will pay benefits in connection 
with the injury or illness to the extent that the medical treatment would otherwise 
be a covered benefit payable under this Guide to Benefits.  However, we shall 
have a first-priority right to subrogation and reimbursement for any benefits we 
provide, from any recovery received from or on behalf of any third party or other 
source of recovery in connection with the injury or illness, including, but not 
limited to, proceeds from any: 
 Settlement, judgment, or award; 
 Motor vehicle insurance (other than personal injury protection benefits) 


including liability insurance or your underinsured or uninsured motorist 
coverage; 


 Workplace liability insurance; 
 Property and casualty insurance; 
 Medical payments coverage under any automobile policy, premises or 


homeowners’ medical payments coverage or premises or homeowner’s 
insurance coverage; 


 Medical malpractice coverage; or 
 Any other payments from a source intended to compensate you for injuries 


resulting from an accident or alleged negligence. 
 As used herein, the term “Third Party,” means any party that is, or may be, or is 


claimed to be responsible for illness or injuries to you.  Such illness or injuries 
are referred to as “Third Party Injuries.”  “Third Party” includes any party 
responsible for payment of expenses associated with the care of treatment of 
Third Party Injuries.   


If this plan pays benefits under this Guide to Benefits to you for expenses 
incurred due to Third Party Injuries, then the Plan retains the right to repayment 
of the full cost of all benefits provided by this plan on your behalf that are 
associated with the Third Party Injuries.   


By accepting benefits under this plan, you specifically acknowledge the Plan’s 
right of subrogation.  In the event you suffer injuries for which a Third Party is 
responsible (such as someone injuring you in an accident), and the Plan pays 
benefits as a result of those injuries, the Plan will be subrogated and succeed to 
the right of recovery against such Third Party to the extent of the benefits the 
Plan has paid.  This means that the Plan has the right, independently of you, to 
proceed against the Third Party responsible for your injuries to recover the 
benefits the Plan has paid.  In order to secure the Plan’s recovery rights, you 
agree to assign to the Plan any benefits or claims or rights of recovery you have 
under any automobile policy or other coverage, to the full extent of the Plan’s 
subrogation and reimbursement claims.  This assignment allows the Plan to 
pursue any claim you may have, whether or not you choose to pursue the claim.   


By accepting benefits under this plan, you also specifically acknowledge the 
Plan’s right of reimbursement.  This right of reimbursement attaches when this 
plan has paid health care benefits for expenses incurred due to Third Party 
Injuries and you or your representative has recovered any amounts from a Third 
Party.  By providing any benefit under this Guide to Benefits, the Plan is granted 
an assignment of the proceeds of any settlement, judgment or other payment 
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received by you to the extent of the full cost of all benefits provided by this plan.  
The Plan’s right of reimbursement is cumulative with and not exclusive of the 
Plan’s subrogation right and the Plan may choose to exercise either or both rights 
of recovery. 


 We shall have a first lien on such recovery proceeds, up to the amount of total 
benefits we pay or have paid related to the injury or illness.  You must reimburse 
us for any benefits paid, even if the recovery proceeds obtained (by settlement, 
judgment, award, insurance proceeds, or other payment): 
 Do not specifically include medical expenses; 
 Are stated to be for general damages only; 
 Are for less than the actual loss or alleged loss suffered by you due to the 


injury or illness; 
 Are obtained on your behalf by any person or entity, including your estate, 


legal representative, parent, or attorney; 
 Are without any admission of liability, fault, or causation by the third party 


or payor. 
 No court costs or attorney fees may be deducted from our lien. 


 Our lien will attach to and follow such recovery proceeds even if you distribute 
or allow the proceeds to be distributed to another person or entity.  Our lien may 
be filed with the court, any third party or other source of recovery money, or any 
entity or person receiving payment regarding the illness or injury. 


 If we are entitled to reimbursement of payments made on your behalf under these 
rules, and we do not promptly receive full reimbursement pursuant to our 
request, we shall have a right to set-off from any future payments payable on 
your behalf under this Guide to Benefits. 


 Our rights of reimbursement, lien, and subrogation described above, are in 
addition to all other rights of equitable subrogation, constructive trust, equitable 
lien and/or statutory lien we may have for reimbursement of these payments. All 
of these rights are preserved and may be pursued at our option against you or any 
other appropriate person or entity. 


 For any payment made by us under these rules, you are still responsible for your 
copayments, deductibles, timeliness in submission of claims, and other 
obligations under this Guide to Benefits. 


 Nothing in these Third Party Liability Rules shall limit our ability to coordinate 
benefits as described in this Chapter. 
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Chapter 10: General Provisions 


Eligibility for Coverage 
 
When You are Eligible for 
Coverage 


You may enroll in this coverage when you are first eligible according to your 
employer's rules for eligibility. If you do not enroll in this coverage when you 
first become eligible or by the first day of the month immediately following the 
first four consecutive weeks of employment, you will not be eligible to enroll 
until the next open enrollment period. Open Enrollment happens once a year. 
However, if we agree that there was unusual and justifiable cause for submitting 
your enrollment form late, you may enroll sooner. 


Categories of Coverage There are different categories of coverage you may hold.  
 With single coverage, you, the member, are the only one covered. 
 With family coverage you, the member, and your spouse, and each of your 


eligible, dependent children have coverage. Each covered family member 
must be listed on the member's enrollment form or added later as a new 
dependent. 


Enrollment Process You must enroll your spouse or child(ren) by naming him or her on the 
enrollment form or other form and submitting it within 31 days of the date the 
spouse or child becomes eligible. If you do not enroll within this time frame, you 
may enroll at the next open enrollment period. Open enrollment takes place once 
a year. 


 If you decline enrollment in this plan for yourself or your dependents (including 
your spouse) because of other health plan coverage, you may be able to enroll 
yourself or your dependents in this plan at a later date if you or your dependents 
lose eligibility for that other coverage (or if the employer stops contributing 
toward your or your dependents’ other coverage).  You must enroll by complying 
with our usual enrollment process within 31 days after the other coverage ends 
(or after the employer stops contributing toward the other coverage). 


What You Should Know 
about Enrolling Your 
Child(ren) 


In general, you may enroll a child if the child meets all of these requirements:  
 The child is your son, daughter, stepson or stepdaughter, your legally 


adopted child or a child placed with you for adoption, a child for whom you 
are the court-appointed guardian, or your eligible foster child (defined as an 
individual who is placed with you by an authorized placement agency or by 
judgment, decree or other court order). 


 The child is under 26 years of age. 
 Also, you may enroll children who meet all of the criteria in one of these 


categories: 
 Children with Special Needs  
 Children Who Are Newborns or Adopted 


This Chapter Covers 
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Children with Special 
Needs 


You may enroll your child if he or she is disabled by providing us with written 
documentation acceptable to us demonstrating that: 
 Your child is incapable of self-sustaining support because of a physical or 


mental disability. 
  Your child's disability existed before the child turned 26 years of age. 


 Your child relies primarily on you for support and maintenance as a result of 
his or her disability. 


  Your child is enrolled with us under this coverage or another HMSA 
coverage and has had continuous health care coverage with us since before 
the child's 26th birthday. 


 You must provide this documentation to us within 31 days of the child's 26th 
birthday and subsequently at our request but not more frequently than annually. 


Children Who are 
Newborns or Adopted 


You may enroll a newborn or adopted child, effective as of the date listed below, 
if you comply with the requirements described below and enroll the child in 
accord with our usual enrollment process: 


  The birth date of a newborn, providing you comply with our usual 
enrollment process within 31 days of the child's birth. 


 The date of adoption, providing you comply with our usual enrollment 
process within 31 days of the date of adoption. 


 The birth date of a newborn adopted child, providing we get notice of your 
intent to adopt the newborn within 31 days of the child's birth. 


  The date the child is placed with you for adoption, providing we get notice 
of the placement within 31 days of the placement.  Placement occurs when 
you assume a legal obligation for total or partial support of the child in 
anticipation of adoption. 


Qualified Medical Child 
Support Order (QMCSO) 


Qualified Medical Child Support Orders or QMCSOs are court orders that meet 
certain federal guidelines and require a person to provide health benefits 
coverage for a child. Claims for benefits for a child covered by a Qualified 
Medical Child Support Order may be made by any of the following: 
 The child.  
 The child's custodial parent. 


  The child's court-appointed guardian. 
 Any benefits otherwise payable to the member with respect to any such 


claim shall be payable to the child's custodial parent or court-appointed 
guardian. 


 If you would like more information about how HMSA handles QMCSOs, you 
may call HMSA’s Customer Service.  Our phone number is listed on the back 
cover of this Guide.  


 


When Coverage Begins 
 
When You are Eligible to 
Receive Benefits 


This coverage takes effect and you are eligible for benefits on your effective 
date, as long as: 
 Your initial dues were paid; and 


  We accepted your enrollment form and gave you written notice of your 
effective date. 


 


When Coverage Ends 
 
Reasons for Coverage 
Termination 


Unless prohibited by state or federal law, your coverage will end at the end of the 
month in which any of these take place: 
 You choose to end this coverage. In this case, you must provide written 


notice of your intent to terminate 30 days before the termination date. 
  You or your employer or group sponsor fails to make payments to us when 


due, or your employer or group sponsor decides to discontinue this coverage, 
and we have given 10-days advance written notice to your employer and the 
Director of the Hawaii Department of Labor and Industrial Relations. 


 Your employer or group sponsor decides to replace this coverage with 
another coverage and there is no lapse in coverage. 
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  We end our agreement with your employer or group sponsor, and we have 
given 10-days advance written notice to your employer and the Director of 
the Hawaii Department of Labor and Industrial Relations. 


  For the member, upon your retirement, termination of employment, 
severance from the group, or termination of this Agreement. 


 For the member's spouse, upon your termination of coverage or upon the 
dissolution of the marriage. 


  For the member's children, when any of the following occurs: 
– The member's coverage ends; or 
– The child fails to meet the criteria outlined earlier in this chapter under 


What You Should Know about Enrolling Your Child(ren). 
Notifying Us When Your 
Child's Eligibility Ends 


You must inform us, in writing, if a child no longer meets the eligibility 
requirements. You must notify us on or before the first day of the month 
following the month the child no longer meets the requirements. For example, 
let's say that your child turns 26 on June 1. You would need to notify us by July 
1. 


 If you fail to inform us that your child is no longer eligible, and we make 
payments for services on his or her behalf, you must reimburse us for the amount 
we paid. 


Termination for Fraud Your eligibility for coverage will end if you or your employer use this coverage 
fraudulently or intentionally misrepresent or conceal material facts on your 
enrollment form or in any claim for benefits.  


If we determine that you or your employer has committed fraud or made an 
intentional misrepresentation or concealment of material facts, we will provide 
you written notice 30 days prior to termination of your coverage.  During that 
time, you have a right to appeal our determination of fraud or intentional 
misrepresentation.  For more details on your appeal rights, see Chapter 8: 
Dispute Resolution. 


If your coverage is terminated for fraud, intentional misrepresentation, or the 
concealment of material facts: 
 We will not pay for any services or supplies provided after the date the 


coverage is terminated. 
  You agree to reimburse us for any payments we made under this coverage. 


 We will retain our full legal rights. This includes the right to initiate a civil 
action based on fraud, concealment or misrepresentation. 


 


Continued Coverage  
 
Continued Coverage 
Under Federal Law - 
COBRA Rights 


When your coverage ends under this Agreement you may have the opportunity to 
continue your group coverage for a limited time under the Consolidated Omnibus 
Budget Reconciliation Act (COBRA). The act applies to employers with 20 or 
more employees. 


Qualifying Events COBRA entitles you and your eligible dependents, if already covered, to 
continue this coverage if coverage is lost due to any of the following qualifying 
events: 


  Employer or group sponsor from whom you retired files bankruptcy under 
federal law. 


 Death of the employee covered under this coverage. 
 Divorce or legal separation. 
 Child no longer meets our eligibility rules. 


  Enrollment in Medicare. 
 Termination of employment for reasons other than gross misconduct, or if 


your work hours are reduced to the point that you are no longer eligible for 
coverage. 


Please note that dependents covered as domestic partners are not eligible for 
COBRA coverage. 
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 If you lose your coverage, contact your employer or group sponsor immediately. 
You are entitled to receive a COBRA election form within 44 days if the 
qualifying event is a termination of employment or reduction in hours. If the 
qualifying event is divorce, legal separation, or a child ceasing to be a dependent 
child, the form and notice must be provided to you within 14 days after you 
notify your employer of the event.  


 Please note: You or your spouse is responsible for notifying your employer or 
group sponsor of your divorce or legal separation, or if a child loses eligibility 
status under our rules for coverage. 


If you or your spouse believes you have had a qualifying event and you have not 
received your COBRA election form on a timely basis, please contact your 
employer. 


Payment of COBRA 
Premiums 


If you or your dependents are entitled to and elect COBRA continuation 
coverage, you must pay your employer the premiums for the continuing coverage 
that may be up to 102% of the full cost of the coverage. In the case of a disabled 
individual whose coverage is being continued for 29 months, you or your 
dependents may be required to pay up to 150% of the full cost of the coverage 
for any month after the 18th month. 


Within 45 days of the date you elect COBRA coverage you must pay an initial 
COBRA premium to cover from the date of your qualifying event to the date of 
your election. You will be notified of the amount of the premiums you must pay 
thereafter.  If you fail to make the initial payment or any subsequent payment in a 
timely fashion (a 30 days grace period applies to late subsequent payments), your 
COBRA coverage will terminate.  


What You Must Do If you wish to continue your coverage, you must complete an election form and 
submit it to your employer within 60 days of the later of the date: 
 You are no longer covered; or 
 You are notified of the right to elect COBRA continuation coverage. 


 You or your dependents must notify your employer in the following 
circumstances: 
 If coverage for you or your dependents is being continued for 18 months 


under COBRA and it is determined under Title XVI of the Social Security 
Act that you or your dependent was disabled on the date of, or within 60 
days of, the event which would have caused coverage to terminate, then you 
or your dependent must notify your employer of such determination. Notice 
must be provided within 60 days of the determination of disability. Notice 
must also be given within 30 days of any notice that you or your dependent 
is no longer disabled.   


  If coverage for a dependent would terminate due to your divorce, a legal 
separation, or the dependent’s ceasing to be a dependent under this plan, 
then you or your dependent must provide notice to your employer of the 
event. This notice must be given within 60 days after the later of the 
occurrence of the event or the date coverage would terminate due to the 
occurrence of the event. 


 If notice is not provided on time, COBRA coverage will not be available to you 
or your dependents. 


Adding Your Child If during the period of COBRA coverage, a child is born to you or placed with 
you for adoption and you are on COBRA because you terminated employment or 
had a reduction in hours, the child can be covered under COBRA and can have 
election rights of his or her own. Please be aware that dependent children of 
domestic partners are not eligible for COBRA continuation coverage. 


Length of Coverage 
Under COBRA 


Continuation coverage ends at the earliest of one of these events: 
 The last day of the 18-, 29-, or 36-month maximum coverage period, 


whichever is applicable. If you or any of your dependents who has elected 
COBRA coverage is determined to be disabled under the Social Security Act 
during the first 60 days of continuation coverage, your COBRA coverage 
may continue for up to 29 months. The 29-month period will apply to you 
and your eligible dependents who elected COBRA coverage. You must 
provide notice of the disability determination to your employer within 60 
days after the determination. 
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  The first day (including grace periods, if applicable) on which timely 
payment is not made by you. 


 The date on which the employer ceases to maintain any group health plan 
(including successor plans). 


  The date the qualified beneficiary enrolls in Medicare benefits. Qualified 
Beneficiary means, with respect to a covered employee under a group health 
plan, any other individual who, on the day before the qualifying event for 
that employee, is a beneficiary under the plan: 
– as the spouse of the covered employee; or 
– as the dependent child of the covered employee. 


  The first day on which a beneficiary is actually covered by any other group 
health plan. However, if the new group health plan contains an exclusion or 
limitation relating to any preexisting condition of the beneficiary, then 
coverage will end on the earlier of the satisfaction of the waiting period for 
preexisting conditions contained in the new group health plan, or the 
occurrence of any one of the other events stated in this chapter. 


 If the new group health plan contains a preexisting condition exclusion, the 
preexisting condition exclusion period will be reduced by the qualified 
beneficiary's preceding aggregate periods of creditable coverage (if any). The 
creditable coverage is applicable to the qualified beneficiary as of the enrollment 
date in the new group health plan as long as there has been no interruption of 
coverage longer than 63 days. Creditable Coverage means any of the following: 
 A group health plan. 
 Health insurance coverage. 


  Part A or B of Medicare. 
 Medicaid. 
 Chapter 55 of Title 10, United States Code. 


  A medical care program of the Indian Health Service or of a tribal 
organization. 


 A state health benefits risk pool. 
  A health plan offered under Chapter 89 of Title 5, United States Code. 


 A public health plan as defined in government regulations. 
 A health benefit plan under section 5(e) of the Peace Corps Act. 


 You may request a certificate of creditable coverage by calling HMSA Customer 
Service. Our phone number is listed on the back cover of this Guide. 


Other Continuation 
Coverage 


If you are not eligible for COBRA coverage, you may be eligible for one of 
HMSA's individual payment plans. Please call us for more information. 


Continued Coverage if 
Member Dies 


Upon the death of a member, his or her spouse, if not eligible for group coverage, 
may become a member under an individual payment plan. In this case, all 
dependent children of such deceased member may continue to be enrolled as 
though they were dependents of such new member. 


Continued Coverage if 
You have Medicare 


When you are no longer eligible for this coverage and are enrolled in Medicare 
Parts A and B, you may be eligible to enroll in another HMSA plan. If you would 
like more information, call us at the number listed on the back cover of this 
Guide. 


 


Confidential Information 
 
 Your medical records and information about your care are confidential.  HMSA 


does not use or disclose your medical information except as allowed or required 
by law. You may need to provide information to us about your medical treatment 
or condition. In accordance with law, we may use or disclose your medical 
information (including providing this information to third parties) for the purposes 
of payment activities and health care operations such as quality assurance, disease 
management, provider credentialing, administering the plan, complying with 
government requirements, and research or education. 
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Dues and Terms of Coverage 
 
Dues You or your employer or group sponsor must pay us on or before the first day of 


the month in which benefits are to be provided. We have the right to change the 
monthly dues after 30 days written notice to your employer or group sponsor. 
HMSA will accept dues payments directly from:  
 you,  
 your employer or group sponsor,  
 your family,  
 government programs,  
 Ryan White HIV/AIDS programs,  
 Native American tribal organizations and/or governments, and  
 religious institutions and other not-for-profit organizations where the 


following criteria is  met: 
– The assistance is provided on the basis of the insured’s financial need; 
– The organization is not a healthcare provider; and 
– The organization is financially disinterested (i.e., the organization does 


not receive funding from an entity that has a pecuniary interest in the 
payment of health insurance claims and/or benefits). 


In accordance with applicable law and regulatory guidance, HMSA declines dues 
payments from third-parties not included above. Notwithstanding the above, 
HMSA will not decline dues payments from third-parties for payments of dues 
for COBRA group health plan continuation coverage.  Upon termination of a 
member’s COBRA continuation coverage, and subsequent re-enrollment in other 
(non-COBRA) HMSA coverage, the general prohibition on third-party payments 
described above will apply. 


Timely Payment If you or your employer or group sponsor fail to pay monthly dues on or before 
the due date, we may end coverage, unless all dues are brought current within 10 
days of our written notice of default to your employer or group sponsor and the 
state of Hawaii Department of Labor and Industrial Relations. We are not liable 
for benefits for services received after the termination date. This includes 
benefits for services you receive if you are enrolled in this coverage under the 
provisions of the: 


  Consolidated Omnibus Budget Reconciliation Act (COBRA)  
 Uniformed Services Employment and Reemployment Rights Act of 1994 


(USERRA) 
Terms of Coverage By submitting the enrollment form, you also accept and agree to the provisions 


of our constitution and bylaws now in force and as amended in the future. You 
also appoint your employer or group as your administrator for dues payment and 
for sending and receiving all notices to and from HMSA concerning the plan. 


Authority to Terminate, 
Amend, or Modify 
Coverage 


Your employer or group sponsor has the authority to modify, amend, or end this 
coverage at any time. If your employer or group sponsor ends this coverage, you 
are not eligible to receive benefits under this coverage after the termination date. 
Any amendment or modification proposed by your employer or group sponsor 
must be in writing and accepted by us in writing. 


 We have the authority to modify the Agreement as long as we give 30 days prior 
written notice to your employer or group sponsor regarding the modification. 


Governing Law To the extent not superseded by the laws of the U.S., this coverage will be 
construed in accord with and governed by the laws of the state of Hawaii. Any 
action brought because of a claim against this coverage will be litigated, arbitrated, 
or otherwise resolved in the state of Hawaii and in no other. 


Payment in Error If for any reason we make payment under this coverage in error, we may recover 
the amount we paid. 
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Notice Address You may send any notice required by this chapter to: 


HMSA  
P.O. Box 860  
Honolulu, Hawaii 96808-0860   


Any notice from us will be acceptable when addressed to you at your address as 
it appears in our records. 


 


ERISA Information 
 
 The Employee Retirement Income Security Act of 1974 (ERISA) provides that 


you will be entitled to: 
 Examine all plan documents and copies of documents (such as annual 


reports) filed by the plan with the United States Department of Labor. You 
may examine these documents without charge at the plan administrator's 
office or at specified locations.  


  Get copies of plan documents from the plan administrator upon written 
request. The plan administrator may request a reasonable charge for the 
copies. 


  Receive a summary of the plan's annual financial report if your employer or 
group sponsor has 100 or more participants in your plan. The plan 
administrator is required by law to furnish you with a copy of this summary 
annual report. 


 In addition to creating rights for you and other participants, ERISA imposes duties 
upon the people responsible for the operation of your employee benefit plan. The 
people responsible are called fiduciaries of the plan. Fiduciaries have a duty to 
operate your employee benefit plan prudently and in the interest of you and your 
family members. HMSA and the plan administrator (your employer or group 
sponsor), are fiduciaries under this Agreement; however, HMSA's duties are 
limited to those described in this Agreement, and the plan administrator is 
responsible for all other duties under ERISA. No one, including your employer, or 
any other person, may fire you or otherwise discriminate against you in any way to 
prevent you from getting a covered benefit or exercising your rights under ERISA. 
In general, federal law prohibits health plans from restricting benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn 
child to less than 48 hours following a normal vaginal delivery, or less than 96 
hours following a cesarean section. Plans may require authorization for lengths of 
stay in excess of these time parameters. If your claim for a covered benefit is 
denied in whole or in part, you must receive a written explanation of the reason for 
the denial. You have the right to request an appeal and reconsideration of your 
claim. Under ERISA, there are steps you can take to enforce the above rights. 


 For instance, if you request plan documents from the plan administrator and do not 
receive it within 30 days, a federal court may require the plan administrator to 
provide the materials and pay you up to $110 a day until you receive the 
document, unless the document was not sent because of matters reasonably 
beyond the control of the plan administrator.  


 If you have a claim for benefits that is denied or ignored (in whole or in part), you 
may file suit in a state or federal court. If it should happen that plan fiduciaries 
misuse the plan's money, or if you are discriminated against for asserting your 
rights, you may seek assistance from the U.S. Department of Labor, or you may 
file suit in a federal court. The court will decide who should pay court costs and 
legal fees. If you are successful, the court may order the person or entity 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. If you have any 
questions about your plan, you should contact the plan administrator, i.e., your 
employer or group sponsor. If you have questions about this statement or about 
your rights under ERISA, you should contact the nearest Area Office of the 
Employee Benefits Security Administration, U.S. Department of Labor listed in 
your phone directory or the Division of Technical Assistance and Inquiries, 
Employee Benefits Security Administration, U.S. Department of Labor, 200 
Constitution Avenue, NW, Washington, D.C. 20010. 
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Chapter 11: Glossary 
Accidental Injury An injury, separate from a disease or bodily infirmity of any other cause, that 


happens by chance and needs medical care right away. 


Actual Charge The amount a provider bills for a covered service or supply. 


Acute Care Inpatient 24-hour hospital care that needs physician and nursing care on a 
minute-to-minute, hour-to-hour basis. 


Admission The formal acceptance of a patient into a facility for medical, surgical, or 
obstetric care. 


Advance Care Planning Advance care planning (ACP) prepares members in the event they become very 
sick. Members discuss with their doctor what matters most to them and 
document the desired care. ACP becomes important when a member cannot 
communicate decisions. 


Agreement The document made up of:  
 This Guide to Benefits; 
 Any riders or amendments; 
 The enrollment form submitted to us; and 
 The Agreement between us and your employer or group sponsor. 


Alcohol Dependence Any use of alcohol that produces a pattern of pathological use that causes 
impairment in social or occupational functions or produces physiological 
dependence evidenced by physical tolerance or withdrawal. 


Allogeneic Transplant Transplant in which the tissue or organ for a transplant is obtained from someone 
other than the person receiving the transplant. 


Ambulance Service Local air or ground emergency transport to a hospital in the surrounding area 
where your transport began. 


Ambulatory Surgical 
Center 


A facility that provides surgical services on an outpatient basis for patients who 
do not need an inpatient, acute care hospital bed. 


Ancillary Services Facility charges other than room or board. For example, charges for inpatient 
drugs and biologicals, dressings, or medical supplies. 


Anesthesia The use of anesthetics to produce loss of feeling or consciousness, usually with 
medical treatment such as surgery.  


Annual Copayment 
Maximum 


The maximum amount you pay for most covered services in a benefit period. The 
copayment maximum is reached from deductible and copayment amounts you 
pay in any given calendar year. 
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Applied Behavior 
Analysis 


The design, implementation, and evaluation of environmental modifications, 
using behavioral stimuli and consequences, to produce socially significant 
improvement in human behavior, including the use of direct observation, 
measurement, and functional analysis of the relations between environment and 
behavior. 


Arbitration When one person (an arbitrator) reviews the positions of two parties who have a 
dispute and makes a decision to end the dispute. 


Assisting Surgeon A physician who actively assists the physician in charge during a surgical 
procedure. 


Autologous Transplant Transplant in which the tissue or organ for a transplant is obtained from the 
person receiving the transplant. 


Benefit Maximum The maximum benefit amount allowed for certain covered services. A benefit 
maximum may limit the duration, or the number of visits for covered services. 


Benefits Services and supplies that are medically necessary and qualify for payment under 
this coverage. 


Bereavement Services Services that focus on healing from emotional loss. 


Biofeedback A technique in which a person uses information about a normally unconscious 
bodily function, such as blood pressure, to gain conscious control over that 
function.  The condition to be treated must be a normally unconscious 
physiological function.  A device or feedback monitoring equipment (i.e., 
external feedback loop) must be used to treat the condition.  The purpose of 
treatment is to exert control over that physiological function. 


Biological Products Biological products, or biologics, are medical products. Many products are made 
from a variety of natural sources (i.e., human, animal, or microorganism). It may 
be produced by biotechnology methods and other cutting-edge technologies. Like 
drugs, some biologics are intended to treat diseases and medical conditions. 
Other products are used to prevent or diagnose diseases. Examples may include:  
 Vaccines.  
 Blood and blood products for transfusion and /or manufacturing into other 


products.  
 Allergenic extracts that are used for both diagnosis and treatment i.e., allergy 


shots.  
 Human cells and tissues used for transplantation (e.g., tendons, ligaments 


and bones).  
 Gene therapies.  
 Cellular therapies.  
 Tests to screen potential blood donors for infectious agents such as HIV.  


Biological Therapeutics 
and Biopharmaceuticals 


Any biology-based therapeutics that structurally mimic compounds found in the 
body.  This includes recombinant proteins, monoclonal and polyclonal 
antibodies, peptides, antisense oligonucleotides, therapeutic genes, and certain 
therapeutic vaccines. 


Biosimilar Product A biological product that is FDA-approved based on a showing that it is highly 
similar to an already FDA-approved reference product. It has no clinically 
meaningful differences in terms of safety and effectiveness from the reference 
product. Only minor differences in clinically inactive components are allowable 
in biosimilar products. 


Birthing Center A facility that provides services for normal childbirth. This facility may be in a 
hospital or it may be a separate, independent facility. 
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Blood Transfusion Transferring blood products such as blood, blood plasma, and saline solutions 
into a blood vessel, usually a vein. 


BlueCard Participating 
Provider 


A provider that participates with the BlueCard Program. BlueCard participating 
providers file claims for you and accept the eligible charge as payment in full. 


BlueCard Program The Blue Cross and Blue Shield Association program that gives HMSA members 
access to participating providers throughout the U.S. 


Breast Prostheses 
(External) 


Artificial breast forms intended to simulate breasts for women who have uneven- 
or unequal-sized breasts who decide not to, or are waiting to, undergo surgical 
breast reconstruction after a covered mastectomy or lumpectomy.  They include 
mastectomy bras (surgical bras), forms, garments and sleeves. 


COBRA The Consolidated Omnibus Budget Reconciliation Act of 1985 that offers you 
and your eligible dependents continuation of this coverage if you lose coverage 
due to a qualifying event. 


Calendar Year The period starting January 1 and ending December 31 of any year. The first 
calendar year for anyone covered by this plan begins on that person's effective 
date and ends on December 31 of that same year. 


Chemotherapy Treatment of infections or malignant diseases by drugs that act selectively on the 
cause of the disorder, but which may have substantial effects on normal tissue. 
Chemotherapy drugs must be FDA approved. 


Chemotherapy - Oral An FDA-approved oral cancer treatment that may be delivered for self-
administration under the direction or supervision of a Provider outside of a 
hospital, medical office, or other clinical setting. 


Child Means any of the following: your son, daughter, stepson or stepdaughter, your 
legally adopted child or a child placed with you for adoption, a child for whom 
you are the court-appointed guardian, or your eligible foster child (defined as an 
individual who is placed with you by an authorized placement agency or by 
judgment, decree or other court order). 


Chiropractor A health care professional who practices the system of healing through spinal 
manipulation and specific adjustment of body structures. 


Claim A written request for payment of benefits for services covered by this coverage.  


Consultation Services A formal discussion between physicians on a case or its treatment. 


Contact Lenses Ophthalmic corrective lenses ground as prescribed by a physician or optometrist 
who fit the lenses directly to your eyes.  


Contraceptives Any oral medicine or device that prevent impregnation. 


Contraceptive Services Services that promote the use of prescription contraceptives supplies or devices 
to prevent pregnancy.  


Coordination of Benefits 
(COB) 


Applies when you are covered by more than one insurance policy providing 
benefits for like services.  


Copayment A copayment applies to most covered services and is either a fixed percentage of 
the eligible charge or a fixed dollar amount. Exception: For services provided at 
a participating facility, your copayment is based on the lower of the facility’s 
actual charge or the maximum allowable fee. You owe a copayment even if the 
facility’s actual charge is less than the maximum allowable fee.  
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Cosmetic Services Services that are primarily intended to improve your natural appearance but do 
not restore or materially improve a physical function, or are prescribed for 
psychological or psychiatric reasons. 


Covered Services Services or supplies that meet payment determination criteria and are: 
1. Listed in this Guide in Chapter 4: Description of Benefits, and 
2. Not listed in this Guide in Chapter 6: Services Not Covered. 


Creditable Coverage Any of the following: a group health plan; health insurance coverage; Part A or B 
of Medicare; Medicaid; Chapter 55 of Title 10, United States Code; a medical 
care program of the Indian Health Service or of a tribal organization; a state 
health benefits risk pool; a health plan offered under Chapter 89 of Title 5, 
United States Code; or a public health plan as defined in government regulations 
health benefit plan under section 5(e) of the Peace Corps Act. 


Custodial Care Care that helps you meet your daily living activities. This type of care does not 
need the ongoing attention and help from licensed medical or trained 
paramedical personnel.  


Custom-Fabricated Items that are individually made for a specific patient (no other patient would be 
able to use it) starting with basic materials including, but not limited to, plastic, 
metal, leather, or cloth in the form of sheets, bars, etc. It involves substantial 
work such as vacuum forming, cutting, bending, molding, sewing, etc. It may 
involve the incorporation of some prefabricated components but it involves more 
than trimming, bending, or making other modifications to a substantially 
prefabricated item. 


Dr. Ornish’s Program for 
Reversing Heart 
Disease™ 


A comprehensive approach to cardiovascular disease management and overall 
well-being improvement that addresses modifiable risk factors under the 
supervision of a multidisciplinary team.  


Deluxe/Upgraded Items Items that have certain convenience or luxury features that enhance standard or 
basic equipment.  Standard equipment is equipment that meets the medical needs 
of a patient to perform activities of daily living primarily in the home and is not 
designed or customized for a specific individual’s use. 


Dependent The member's spouse and/or eligible child(ren). 


Detoxification Services A process of detoxifying a person who is dependent on alcohol and/or drugs. The 
process involves helping a person through the period of time needed to get rid of, 
by metabolic or other means, the intoxicating alcohol or drug dependency 
factors. 


Diagnosis The medical description of the disease or condition. 


Diagnostic Testing A measure used to help identify the disease process and signs and symptoms. 


Drug Any chemical compound that may be used on or given to help diagnose, treat, or 
prevent disease or other abnormal condition, to relieve pain or suffering, or to 
control or improve any physiologic or pathogenic condition.  


Drug Dependence Any pattern of pathological use of drugs that cause impairment in social or 
occupational function and produces psychological or physiological dependence 
or both, as evidenced by physical tolerance or withdrawal. 


Dues The monthly premium amount for HMSA membership. 
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Durable Medical 
Equipment 


An item that meets these criteria: 
 FDA-approved for the purpose that it is being prescribed. 
 Able to withstand repeated use. 
 Primarily and customarily used to serve a medical purpose. 
 Appropriate for use in the home. Home means the place where you live 


other than a hospital or skilled or intermediate nursing facility. 
 Necessary and reasonable to treat an illness or injury, or to improve the 


functioning of a malformed body part. It should not be useful to a person in 
the absence of illness or injury. 


Examples of durable medical equipment include oxygen equipment, hospital 
beds, mobility assistive equipment (wheelchairs, walkers, power mobility 
devices), and insulin pumps. 


ERISA The Employee Retirement Income Security Act of 1974, a federal law that 
protects your rights under this coverage. 


Effective Date The date on which you are first eligible for benefits under this coverage. 


Eligible Charge The Eligible Charge is the lower of either the provider's actual charge or the 
amount we establish as the maximum allowable fee. HMSA’s payment, and your 
copayment, are based on the eligible charge.  Exception: For services from 
participating facilities, HMSA’s payment is based on the maximum allowable fee 
and your copayment is based on the lower of the actual charge or the maximum 
allowable fee. 


Emergency A medical condition accompanied by acute symptoms of sufficient severity 
(including severe pain) so that a prudent layperson could reasonably expect the 
absence of immediate medical attention to result in:  
 serious risk to the health of the person (or, with respect to a pregnant 


woman, the health of the woman and her unborn child);  
 serious impairment to bodily functions; or  
 serious dysfunction of any bodily organ part. 


Facility Examples include hospitals, skilled nursing facilities, birthing centers, and 
ambulatory surgical facilities. 


False Statement Any fraudulent or intentional misrepresentation you or your employer made on 
your membership enrollment form or in any claims for benefits. 


Family Coverage Means coverage for the member, his or her spouse, and each of his or her eligible 
children. 


Family Member The member's spouse and/or children who are eligible and enrolled for this 
coverage. 


Foot Orthotics Devices that are placed into shoes to assist in restoring or maintaining normal 
alignment of the foot, relieve stress from strained or injured soft tissues, bony 
prominences, deformed bones and joints and inflamed or chronic bursae. 


Frame A standard plastic eyeglass frame or similar frame into which two lenses are 
fitted.  


Gender Identity A person’s internal sense of being male, female, a gender different from the 
gender assigned at birth, a transgender person, or neither male nor female. 


Gender Dysphoria The distress experienced when a person’s gender assigned at birth does not 
match their gender identity. 
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Gender Transition The process of a person changing the person’s outward appearance, including sex 
characteristics, to accord with the person’s gender identity. 


Generic Drug A drug, supply, or insulin that is prescribed or dispensed under its commonly 
used generic name rather than a brand name. A generic drug is not protected by 
patent, or is identified by HMSA as “generic”. 


Group Those members who share a common relationship such as employment or 
membership. The group has executed the group plan agreement with us and by 
getting health coverage through the group, you designate the group as your 
administrator. 


Guide to Benefits This document, along with any riders or amendments that provide a written 
description of your health care coverage. 


HMSA Hawai‘i Medical Service Association, an independent licensee of the Blue Cross 
and Blue Shield Association.  


HMSA Directory of 
Participating Providers 


A complete list of HMSA participating providers. 


HMSA Participating 
Provider 


A provider that contracts with HMSA, files claims for you, accepts the eligible 
charge as payment in full, and handles precertification for you. 


HMSA Select Prescription 
Drug Formulary 


A list of drugs by therapeutic category published by HMSA. 


High-Dose Chemotherapy A form of chemotherapy in which the dose and/or manner of administration is 
expected to damage a person's bone marrow or suppress bone marrow function 
so that a stem-cell transplant is needed.  


High-Dose Radiotherapy A form of radiation therapy in which the dose and/or manner of administration is 
expected to damage a person's bone marrow or suppress bone marrow function 
so that a stem-cell transplant is needed. 


Homebound Due to an illness or injury, you are unable to leave home, or leaving your home 
requires a large and taxing effort.  


Home Health Agency 
(HHA) 


An approved agency that provides skilled nursing care in your home. 


Home Infusion Therapy Treatment in the home that involves giving nutrients, antibiotics and other drugs 
and fluids intravenously or through a feeding tube. Drugs must be FDA 
approved. 


Hospice Program A program that provides care in a comfortable setting for patients who are 
terminally ill and have a life expectancy of six months or less. Care is normally 
provided in the patient’s home. 


Hospital An institution that provides diagnostic and therapeutic services for surgical and 
medical diagnosis, treatment and care of injured or sick persons.  


Illness or Injury Any bodily disorder, injury, disease or condition, including pregnancy and its 
complications.  


Immediate Family Member Your child, spouse, parent, or yourself. 


Immunization An injection with a specific antigen to promote antibody formation to make you 
immune to a disease or less susceptible to a contagious disease. 
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Incidental Procedure A procedure that is an integral part of another procedure. Such procedures are not 
reimbursed separately. 


Inhalation Therapy Therapy to treat conditions of the cardiopulmonary system. 


Injection The introduction of a drug, biological therapeutic, biopharmaceutical, or vaccine 
into the body by using a syringe and needle. Injectable drugs must be FDA 
approved. 


Inpatient Admission A stay in an inpatient facility, usually involving overnight care. 


Integrated Case 
Management 


A program that addresses the specialized care needs of patients with severe or 
chronic illnesses or injuries.  


Interchangeable Biologic 
Product 


An FDA-approved biologic product that meets the additional standards for 
interchangeability to an FDA-approved reference product included in:  
 The Hawaii list of equivalent generic drugs and biological products.  
 The Orange Book.  
 The Purple Book.  
 Other published findings and approvals of the United States Food and Drug 


Administration.   
In accordance with any applicable state and federal regulations and laws, an 
interchangeable biological product may be substituted for the reference product 
by a pharmacist without the intervention of the healthcare provider who 
prescribed the reference product. 


Intravenous Injection An injection made into the vein. 


In Vitro Fertilization A method used to treat infertility in women. 


Laboratory Services Services used to help diagnose, prevent, or treat disease.  


Lenses Ophthalmic corrective lenses ground as prescribed by a physician or optometrist 
for fitting into a frame. 


Limited Services Those covered services that are limited per service, per episode, per calendar 
year or per lifetime. 


Mammogram An x-ray exam of the breast using equipment dedicated specifically for 
mammography. 


Mammography 
(screening) 


An x-ray film that screens for breast abnormalities.  


Maximum Allowable Fee The amount we establish as the maximum amount HMSA will pay for covered 
services and supplies.  


Medicaid A form of public assistance sponsored jointly by the federal and state 
governments providing medical assistance for eligible persons whose income 
falls below a certain level. The Hawaii Department of Human Services pursuant 
to Title XIX of the federal Social Security Act administers this program. 


Medication The treatment of disease without surgery. 


Medicine To diagnose and treat disease and to maintain health. 


Member The person who meets eligibility requirements and who executes the enrollment 
form that is accepted in writing by us.  
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Member Card Your member card issued to you by us. You must present this card to your 
provider at the time you get services. 


Mental Health Outpatient 
Facility 


A mental health clinic, institution, center, or community mental health center that 
provides for the diagnosis, treatment, care or rehabilitation of people who are 
mentally ill. 


Mental Illness/Disorder A syndrome of clinically significant psychological, biological, or behavioral 
abnormalities that result in personal distress or suffering, impairment of capacity 
to function, or both. Mental illness and disorder are used interchangeably in this 
Guide and as defined in the most recent Diagnostic and Statistical Manual of 
Mental Disorders, published by the American Psychiatric Association, or in the 
International Classification of Disease.  


Microprocessor-
Controlled Prosthetic 
Device 


Prosthetic devices that use feedback from sensors to adjust joint movement on a 
real-time as-needed basis. 


Myoelectric Prosthetic 
Device 


Prosthetic devices powered by electric motors with an external power source.  
For example, the movement of an upper limb prosthesis (e.g., hand, wrist, and/or 
elbow) is driven by micro-chip-processed electrical activity in the muscles of the 
remaining limb stump. 


Newborn A recently born infant. 


Newborn Care All routine non-surgical physician services and nursery care provided to a 
newborn during the mother's initial hospital stay. 


Non-Assignment When benefits for covered services and supplies cannot be transferred or 
assigned to anyone for use. 


Non-Preferred Formulary 
Drug, Supply, or Insulin 


A brand name drug, supply, or insulin that is not listed as preferred on the 
HMSA Select Prescription Drug Formulary. 


Nonparticipating 
Providers 


Providers that are not under contract with HMSA or any other Blue Cross and/or 
Blue Shield Plan.  


Nurse Midwife A health care professional who provides services such as pre and post natal care, 
normal delivery services, routine gynecological services, and any other services 
within the scope of his or her certification. 


Occupational Therapy A form of therapy involving the treatment of neurological and musculoskeletal 
dysfunction through the use of specific tasks or goal-directed activities designed 
to improve the functional performance of an individual. 


Online Care Care provided by video conferencing, phone or web if obtained from HMSA 
Online. 


Ophthalmologist A physician specializing in the diagnosis and treatment of diseases and defects of 
the eye.  


Optician One who fits, adjusts and dispenses glasses and other optical devices, on the 
written prescription of a licensed physician or optometrist. 


Optometrist One who specializes in the examination, diagnosis, treatment and management of 
diseases and disorders of the visual system, the eye and related structures. 


Oral Surgeon A dentist licensed as a doctor of dentistry (D.M.D.) or dental surgery (D.D.S.) to 
diagnose and treat oral conditions that need surgery. 
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Organ Donor Services Services related to the donation of an organ. 


Orofacial Anomalies Cleft lip or cleft palate and other birth defects of the mouth and face affecting 
functions such as eating, chewing, speech, and respiration. 


Orthodontic Services to 
treat Orofacial Anomalies 


Direct or consultative services from a licensed dentist with a certification in 
orthodontics by the American Board of Orthodontics. 


Orthotics/Orthotic 
Devices/Orthoses 


Rigid or semi-rigid devices that are used for the purpose of supporting a weak or 
deformed body part or restricting or eliminating motion in a diseased or injured 
part of the body. They must provide support and counterforce (i.e., a force in a 
defined direction of a magnitude at least as great as a rigid or semi-rigid support) 
on the limb or body part that it is being used to brace. An orthotic can be either 
prefabricated or custom-fabricated. 


Osteopathy Medicine that specializes in diseases of the bone. 


Osteoporosis The loss of minerals from the bone. 


Other Providers Health care providers other than facilities and practitioners. Examples include 
hospice agencies, ambulance services, retail pharmacies, home medical 
equipment suppliers, and independent labs. 


Our Reference to HMSA (Hawai‘i Medical Service Association). 


Outpatient Care received in a practitioner's office, the home, an ambulatory infusion suite, 
the outpatient department of a hospital or ambulatory surgery center. 


Participating Provider A provider that participates with us or a Blue Cross and/or Blue Shield Plan.  


Physical Therapy A form of therapy involving treatment of disease, injury, congenital anomaly or 
prior therapeutic intervention through the use of therapeutic modalities and other 
interventions that focus on a person’s ability to go through the functional 
activities of daily living and on alleviating pain. 


Physician A medical doctor (M.D.), doctor of osteopathy (D.O.), or doctor of podiatric 
medicine (D.P.M.). 


Physician Assistant A practitioner who provides care under the supervision of a physician. 


Physician Services Professional services necessarily and directly performed by a doctor to treat an 
injury or illness. 


Plan This hospital and health benefits program offered to you as an eligible employee 
for purposes of ERISA. 


Plan Administrator Your employer or group sponsor for the purposes of ERISA. 


Planned Admission An admission that can be scheduled in advance because the condition, illness or 
injury is not immediately life-threatening. 


Podiatrist A health care professional who specializes in conditions of the feet. 


Podiatry Care and study of the foot. 
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Post-Acute Care Comprehensive inpatient care (medical or behavioral health) designed for an 
individual who has an acute illness, injury or exacerbation of a disease process.  
It is goal-oriented treatment rendered immediately after acute inpatient 
hospitalization to treat one or more specific active complex medical conditions or 
to administer one or more technically complex treatments.  Post-acute care 
requires the coordinated services of an interdisciplinary team and is given as part 
of a specifically designed treatment plan. 


Postoperative Care Care given after a surgical operation. 


Postpartum The period of time after childbirth. 


Precertification  The process of getting prior approval for specified services and devices. Failure to 
get our approval will result in a denial of benefits if the services or devices do not 
meet HMSA’s payment determination criteria.  HMSA participating providers 
agree to get approval for you. All other providers do not agree to get approval for 
you, therefore you are responsible. 


Preferred Formulary Drug, 
Supply, or Insulin 


A brand name drug, supply, or insulin identified as preferred on the HMSA 
Select Prescription Drug Formulary. 


Preoperative Care Care that occurs, is performed, or is administered before, and usually close to, a 
surgical operation. 


Prescription The instructions written by a provider with statutory authority to prescribe 
directing a pharmacist to dispense a particular drug in a specific dose. 


Primary Care Provider 
(PCP) 


The provider you choose to act as your personal health care manager, and who 
renders general medical care focusing on preventive care and treatment of 
routine injuries and illnesses. 


Private Duty Nursing 24-hour nursing services by an approved nurse who is dedicated to one patient. 


Prosthetic Appliances Devices used as artificial substitutes to replace a missing natural part of the body 
and other devices to improve, aid, or increase the performance of a natural 
function.  


Provider An approved physician or other practitioner, facility, or other health care 
provider, such as an agency or program. 


Psychologist An approved provider who specializes in the treatment of mental health 
conditions.  


Qualified Beneficiary Qualified Beneficiary means, with respect to a covered employee under a group 
health plan, any other individual who, on the day before the qualifying event for 
that employee, is a beneficiary under the plan: 
 as the spouse of the covered employee; or 
 as the dependent child of the covered employee. 


Qualified Medical Child 
Support Order (QMCSO) 


A Medical Child Support Order that creates or recognizes in the person specified 
in the order the existence of the right to enroll in the health benefit plan for which 
the plan member or his/her dependents are eligible. To be a Qualified Medical 
Child Support Order, the order cannot require a health benefit 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 Section 1908 of the 
Social Security Act with respect to a group plan. 


Radiology The use of radiant energy to diagnose and treat disease.  


Reference Product Refers to the original FDA-approved biologic product that a biosimilar is based. 
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Registered Bed Patient  A person who is registered by a hospital or skilled nursing facility as an inpatient 
for an illness or injury covered by this Guide. 


Report to Member The report you get from us that notes how we applied benefits to a claim. You 
may get copies of your report online through My Account on hmsa.com or by 
mail upon request. 


Sexual Identification 
Counseling 


Psychotherapy for a person with gender dysphoria. 


Sexual Orientation 
Counseling 


Treatment of an enduring pattern of emotional, romantic and/or sexual attractions 
to men, women or both sexes. Sexual orientation also refers to a person’s sense 
of identity based on those attractions, related behaviors and membership in a 
community of others who share those attractions. 


Single Coverage Coverage for the member only. 


Skilled Nursing Facility A facility that provides ongoing skilled nursing services as ordered and certified 
by your attending Provider. 


Specialist A provider who is specifically trained in a certain branch of medicine related to a 
service or procedure, body area or function, or disease. 


Speech Therapy Services Services for the diagnosis, assessment and treatment of communication 
impairments and swallowing disorders. 


Spouse Your husband or wife as the result of a marriage who is legally recognized in the 
state of Hawaii. 


Stand by Time Any period of time that is used for waiting, or is idle. 


Subcutaneous Implant A medication that is surgically placed beneath the skin to release the drug in the 
bloodstream. An example is the Norplant contraceptive. 


Subscriber Number The number that appears on your HMSA member card. 


Substance Abuse 
Services 


Providing medical, psychological, nursing, counseling, or therapeutic services as 
part of a treatment plan for alcohol or drug dependence or both. Services may 
include aftercare and individual, group and family counseling services. 


Supportive Care Services A comprehensive approach to care for members with a serious or advanced 
illness including Stage 3 or 4 cancer, advanced Congestive Heart Failure (CHF), 
advanced Chronic Obstructive Pulmonary Disease (COPD), or any advanced 
illness that meets the requirements of the Supportive Care policy. Members get 
comfort-directed care, along with curative treatment from an interdisciplinary 
team of practitioners. 


Surgical Services Cutting, suturing, diagnostic, and therapeutic endoscopic procedures; 
debridement of wounds, including burns; surgical management or reduction of 
fractures and dislocations; orthopedic casting manipulation of joints under 
general anesthesia or destruction of localized surface lesions by chemotherapy 
cryotherapy, or electrosurgery. 


Third Party Liability Our rights to reimbursement when you or your family members get benefits 
under this coverage for an illness or injury and you have a lawful claim against 
another party or parties for compensation, damages, or other payment. 
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Transgender Person A person who has gender identity disorder or gender dysphoria, received health 
care services related to gender transition, adopts the appearance or behavior of 
the opposite sex, or otherwise identifies as a gender different from the gender 
assigned to that person at birth. 


Transplant The transfer of an organ or tissue for grafting into another area of the same body 
or into another person.   


Treatment Management and care of the patient to combat a disease or disorder. 


Tubal Ligation A sterilization procedure for women. 


Us HMSA (Hawai‘i Medical Service Association). 


Vasectomy A sterilization procedure for men. 


Vision Services Services that test eyes for visual acuity and identify and correct visual acuity 
problems with lenses and other equipment. 


We HMSA (Hawai‘i Medical Service Association). 


  


  


Well-Being Services A variety of well-being tools, programs and services to take care of you and your 
family. Visit hmsa.com/wellbeing to find the latest benefits available to our 
members. 


You and Your Family You and your family members eligible for coverage under this Guide. 











(00) 4000-50023 10.18 LE


Serving you
Meet with knowledgeable, experienced health plan advisers. We’ll answer 
questions about your health plan, give you general health and well-being 
information, and more. Visit hmsa.com for directions.


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.–6 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St. 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


Opening in 2019
HMSA Center @ Kahului
Puunene Shopping Center | 70 Hookele St.


Customer Relations representatives are also available in person at our 
Neighbor Island offices, Monday through Friday, 8 a.m. to 4 p.m.: 


Kailua-Kona, Hawaii Island 
75-1029 Henry St., Suite 301 | Phone: 329-5291


Kahului 
33 Lono Ave., Suite 350 | Phone: 871-6295


Lihue 
4366 Kukui Grove St., Suite 103 | Phone: 245-3393


Contact HMSA. We’re here for you.


Call 948-6111 on Oahu or 1 (800) 776-4672 toll-free on the Neighbor Islands 
or Mainland. 


Together, we improve the lives of our members and the health of Hawaii. 
Caring for our families, friends, and neighbors is our privilege.


hmsa.com myhmsa @askHMSA askhmsa
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Federal law requires HMSA to provide 
you with this notice. 
HMSA complies with applicable Federal 
civil rights laws and does not discriminate 
on the basis of race, color, national origin, 
age, disability, or sex. HMSA does not 
exclude people or treat them differently 
because of things like race, color, 
national origin, age, disability, or sex. 
Services that HMSA provides 
Provides aids and services to people with 
disabilities to communicate effectively 
with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats 


(large print, audio, accessible 
electronic formats, other formats) 


Provides language services to people 
whose primary language is not English, 
such as: 
• Qualified interpreters 
• Information written in other languages 
• If you need these services, please call 


1 (800) 776-4672 toll-free; TTY 711 
How to file a discrimination-related 
grievance or complaint 
If you believe that we’ve failed to provide 
these services or discriminated against 
you in some way, you can file a grievance 
in any of the following ways: 
• Phone: 1 (800) 776-4672 toll-free 
• TTY: 711 
• Email: 


Compliance_Ethics@hmsa.com 
• Fax: (808) 948-6414 on Oahu 
• Mail: 818 Keeaumoku St., Honolulu, 


HI  96814 
You can also file a civil rights complaint 
with the U.S. Department of Health and 
Human Services, Office for Civil Rights, 
in any of the following ways: 
• Online: 


ocrportal.hhs.gov/ocr/portal/lobby.jsf 
• Phone: 1 (800) 368-1019 toll-free; 


TDD users, call 1 (800) 537-7697  
toll-free 


 
 
 
 


• Mail: U.S. Department of Health and 
Human Services, 200 Independence 
Ave. S.W., Room 509F, HHH Building, 
Washington, DC  20201 


For complaint forms, please go to  
hhs.gov/ocr/office/file/index.html. 
Hawaiian: E NĀNĀ MAI: Inā hoʻopuka 
ʻoe i ka ʻŌlelo Hawaiʻi, loaʻa ke kōkua 
manuahi iā ʻoe. E kelepona iā  
1 (800) 776-4672. TTY 711.  
Bisaya: ATENSYON: Kung nagsulti ka 
og Cebuano, aduna kay magamit nga 
mga serbisyo sa tabang sa lengguwahe, 
nga walay bayad. Tawag sa  
1 (800) 776-4672 nga walay toll.  
TTY 711. 
Chinese: 注意：如果您使用繁體


中文，您可以免費獲得語言援助


服務。請致電 1 (800) 776-4672。
TTY 711. 
Ilocano: PAKDAAR: Nu saritaem ti 
Ilocano, ti serbisyo para ti baddang ti 
lengguahe nga awanan bayadna, ket 
sidadaan para kenyam. Awagan ti  
1 (800) 776-4672 toll-free. TTY 711. 
Japanese: 注意事項：日本語を話


される場合、無料の言語支援を


ご利用いただけます。 
1 (800) 776-4672 をご利用くださ


い。TTY 711.まで、お電話にて


ご連絡ください. 


Korean: 주의: 한국어를 사용하시는 
경우, 언어 지원 서비스를 무료로 
이용하실 수 있습니다.  
1 (800) 776-4672번으로 연락해 
주시기 바랍 니다. TTY 711 번으로 
전화해 주십시오. 


Laotian: ກະລຸນາສັງເກດ: 
ຖ້າທ່ານເວົ ້ າພາສາລາວ, 
ການຊ່ວຍເຫຼື ອດ້ານພາສາ, 
ບໍ່ ມີ ຄ່າໃຊ້ຈ່າຍ, ແມ່ນມີ ໃຫ້ທ່ານ. ໂທ  
1 (800) 776-4672 ຟຣີ . TTY 711. 
 
 
 


Marshallese: LALE: Ñe kwōj kōnono 
Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ 
ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk  
1 (800) 776-4672 tollfree, enaj ejjelok 
wonaan. TTY 711. 
Pohnpeian: Ma ke kin lokaian Pohnpei, 
ke kak ale sawas in sohte pweine. Kahlda 
nempe wet 1 (800) 776-4672. Me sohte 
kak rong call TTY 711. 
Samoan: MO LOU SILAFIA: Afai e te 
tautala Gagana fa'a Sāmoa, o loo iai 
auaunaga fesoasoan, e fai fua e leai se 
totogi, mo oe, Telefoni mai:  
1 (800) 776-4672 e leai se totogi o lenei 
‘au’aunaga. TTY 711. 
Spanish: ATENCIÓN: si habla español, 
tiene a su disposición servicios gratuitos 
de asistencia lingüística. Llame al  
1 (800) 776-4672. TTY 711.  
Tagalog: PAUNAWA: Kung nagsasalita 
ka ng Tagalog, maaari kang gumamit ng 
mga serbisyo ng tulong sa wika nang 
walang bayad. Tumawag sa  
1 (800) 776-4672 toll-free. TTY 711. 
Tongan: FAKATOKANGA’I: Kapau ‘oku 
ke Lea-Fakatonga, ko e kau tokoni 
fakatonu lea ‘oku nau fai atu ha tokoni 
ta’etotongi, pea teke lava ‘o ma’u ia. 
Telefoni mai 1 (800) 776-4672. TTY 711. 
Trukese: MEI AUCHEA: Ika iei foosun 
fonuomw: Foosun Chuuk, iwe en mei 
tongeni omw kopwe angei aninisin 
chiakku, ese kamo. Kori  
1 (800) 776-4672, ese kamo. TTY 711. 
Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng 
Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn. Gọi số  
1 (800) 776-4672. TTY 711. 


NMM_1000_24715_1557_R 
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Chapter 1: Important Information 
 


What You Should Know about this Guide to Benefits 
 
About Your PPO Program Your health care coverage is a Preferred Provider Organization. This means you 


have medical benefits for your health care needs including office visits, inpatient 
facility services, outpatient facility services, and other provider services. This 
coverage offers you flexibility in the way you get medical benefits. Your 
opportunity to take an active role in your health care decisions makes this 
coverage special. In general, to get the best benefits possible, you should seek 
services from HMSA Participating Providers.  


To keep pace with change, HMSA’s New Technology Assessment Committee 
uses scientific evidence to evaluate new developments in technology and new 
applications of existing technologies. The Committee’s recommendations are a 
critical factor in our decisions to cover new technologies and applications. 
HMSA’s Pharmacy and Therapeutics Advisory Committee, composed of 
practicing physicians and pharmacists from the community, meet quarterly to 
assess drugs, including new drugs, for inclusion in HMSA’s plans. Drugs that 
meet the Committee’s standards for safety, efficacy, ease of use, and value are 
included in various plan formularies. For more details on coverage under this 
plan, see Chapter 4: Description of Benefits and Chapter 6: Services Not 
Covered. 


Terminology The terms You and Your mean you and your family members eligible for this 
coverage. We, Us, and Our refer to HMSA.  


 The term Provider means an approved physician or other practitioner who 
provides you with health care services. Your provider may also be the place 
where you get services, such as a hospital or skilled nursing facility. Also, your 
provider may be a supplier of health care products, such as a home or durable 
medical equipment supplier. 


Definitions Throughout this Guide, terms appear in Bold Italics the first time they are 
defined. Terms are also defined in Chapter 11: Glossary. 


Questions If you have any questions, please call us. More details about plan benefits will be 
provided free of charge. We list our phone numbers on the back cover of this 
Guide. 


This Chapter Covers 
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Summary of Provider Categories 
This chart shows how the various provider categories impact your benefits. 


  Provider Category 
 HMSA 


Participating 
Provider 


BlueCard PPO 
Provider 


BlueCard 
Participating 


Provider 


Contracting 
Provider 


Nonparticipating 
Provider  


(in or out of state) 


Does your provider contract 
with HMSA? 


Yes No, contracts with 
the BlueCard PPO 


Program. 


No, contracts with 
the BlueCard 


Program. 


Yes, contracts with 
HMSA for transplant 


services. 


No, does not contract with 
HMSA or the BlueCard 


program. 


Does your provider always file 
claims for you? 


Yes Yes Yes Yes No, you may have to file 
your own claims. 


Does your provider accept 
eligible charge as payment in 
full? If so, you do not pay for 
any difference between actual 
charge and eligible charge. 


Yes Yes Yes Yes No, you pay any difference 
between the actual charge 


and the eligible charge. 


See From What Provider 
Category Did You Receive 


Care? in the section 
labeled Questions We Ask 
When You Receive Care 


later in this chapter.  


Do you pay the provider 
deductibles and copayments? 
If so, we send benefit payment 
directly to the provider. 


Yes Yes Yes Yes No, you pay provider in 
full. We send benefit 


payments to you. 


Is your copayment percentage 
lower? 


Yes Yes No, your 
copayment 


percentage is 
higher. 


Yes No, your copayment 
percentage is higher 


except for copayments for 
emergency services that 


are the same as for 
services from participating 


providers. 


Does your provider get 
precertification approvals for 
you? 


Yes 


 


No, you are 
responsible for 


getting approval. 


No, you are 
responsible for 


getting approval. 


Yes No, you are responsible 
for getting approval. 


 







 Chapter 1: Important Information 


7320.959.1.1379.01/24/19  3 


 


Care While You are Away from Home 
 
Medical Care Outside of 
Hawaii (BlueCard® 
Program) 


We have a variety of relationships with other Blue Cross and/or Blue Shield 
Licensees. Generally, these relationships are called “Inter-Plan Arrangements.” 
These Inter-Plan Arrangements work based on rules and procedures issued by the 
Blue Cross Blue Shield Association (“Association”). Whenever you access 
healthcare services outside of Hawaii, the claim for those services may be 
processed through one of these Inter-Plan Arrangements. The Inter-Plan 
Arrangements are described below.  


 When you receive care outside of Hawaii, you will receive it from healthcare 
providers that have a contractual agreement (i.e., are “participating providers”) 
with the local Blue Cross and/or Blue Shield Licensee in that other geographic 
area (“Host Blue”).  Some providers (“nonparticipating providers”) don’t 
contract with the Host Blue. Our payment practices in both instances are 
described below. 


Inter-Plan Arrangements 
Eligibility – Claim Types 


All claim types are eligible to be processed through Inter-Plan Arrangements, as 
described above, except for all dental benefits (except when paid as medical 
benefits), and those prescription drug benefits or vision benefits that may be 
administered by a third party contracted by us to provide the specific service or 
services. 


BlueCard® Participating 
Medical Providers 


Under the BlueCard® Program, when you receive covered medical services 
within the geographic area served by a Host Blue, HMSA will remain 
responsible for doing what we agreed to in the contract.  However, the Host Blue 
is responsible for contracting with and generally handling all interactions with its 
participating providers. 


When you receive covered medical services outside our service area and the 
claim is processed through the BlueCard Program, the amount you pay for 
covered medical services is calculated based on the lower of: 
 The billed covered charges for your covered services; or 
 The negotiated price that the Host Blue makes available to HMSA. 


 Often, this “negotiated price” will be a simple discount that reflects an actual 
price that the Host Blue pays to your healthcare provider.  Sometimes, it is an 
estimated price that takes into account special arrangements with your healthcare 
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 healthcare 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 as noted above.  However, 
such adjustments will not affect the price HMSA uses for your claim because 
they will not be applied after a claim has already been paid. 


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


Federal or state laws or regulations may require a surcharge tax or other fee that 
applies to insured/self-funded accounts. If applicable, we will include any such 
surcharge, tax or other fee as part of the claim charge passed on to you. 


Nonparticipating 
Providers Outside Hawaii 


When covered medical services are provided outside of Hawaii by 
nonparticipating providers, the amount you pay for such services will normally 
be based on either the Host Blue’s nonparticipating 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 we will make for the covered medical services as 
set forth in this paragraph. Federal or state law, as applicable, will govern 
payments for out-of-network emergency services. 


 In certain situations, we may use other payment methods, such as billed covered 
charges, the payment we would make if the covered medical services had been 
obtained within our service area, or a special negotiated payment, to determine 
the amount we will pay for services provided by nonparticipating providers.  In 
these situations, you may be liable for the difference between the amount that the 
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nonparticipating provider bills and the payment we will make for the covered 
services as set forth in this paragraph. 


 Benefit payments for covered emergency services provided by nonparticipating 
providers are a “reasonable amount” as defined by federal law at 45 CFR 
§147.138(b). 


Blue Cross Blue Shield 
Global Core 


If you are outside the United States, the Commonwealth of Puerto Rico, and the 
U.S. Virgin Islands (hereinafter “BlueCard service area”), you may be able to 
take advantage of Blue Cross Blue Shield Global Core when accessing covered 
medical services. Blue Cross Blue Shield Global Core is unlike the BlueCard 
Program available in the BlueCard service area in certain ways. For instance, 
although Blue Cross Blue Shield Global Core assists you with accessing a 
network of inpatient, outpatient and professional providers, the network is not 
served by a 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 (1-800-810-2583) 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 deductible and copayment. In such cases, the hospital 
will submit your claims 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 medical 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 medical 
services. 


Submitting a Blue Cross 
Blue Shield Global Core 
Claim 


When you pay for covered medical 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 provider’s 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 HMSA, the service center or 
online at www.bluecardworldwide.com. If you need assistance with your claim 
submission, you should call the service center at 1-800-810-BLUE (1-800-810-
2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week. 


BlueCard PPO Providers If you get services from a Mainland BlueCard PPO provider you enjoy 
advantages similar to those available when you receive health care from 
participating providers in Hawaii. 


Finding BlueCard PPO 
Providers 


For help finding BlueCard PPO providers outside Hawaii, call 1-800-810-BLUE 
(1-800-810-2583). 


 BlueCard PPO providers may not be in some areas. In areas where BlueCard 
PPO providers are not available, you can still receive BlueCard PPO advantages 
if you receive services from a BlueCard participating provider. 


Finding BlueCard 
Participating Providers 


The Host Blue in the area where you need services can provide you with 
information on participating providers in the area. You can also visit the 
BlueCard Doctor and Hospital Finder web site (www.BCBS.com) or call 1-800-
810-BLUE (2583). 


Carry Your Member Card Always carry your HMSA Member Card. Your member card ensures that you 
get all the conveniences you’re used to when you get medical services at home in 
Hawaii. The card tells participating and BlueCard PPO providers which 
independent Blue Plan you belong to. It also includes information the provider 



http://www.bluecardworldwide.com/

http://www.bcbs.com/
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needs to file your claim for you. 


 


Questions We Ask When You Receive Care 
 
Is the Care Covered? To get benefits, the care you get must be a covered treatment, service, or supply. 


See Chapter 4: Description of Benefits for a listing of covered treatments, 
services and supplies. 


Does the Care Meet 
Payment Determination 
Criteria? 


All care you get must meet all of the following Payment Determination Criteria: 
 For the purpose of treating a medical condition. 
 The most appropriate delivery or level of service, considering potential 


benefits and harms to the patient. 
 Known to be effective in improving health outcomes; provided that: 


– Effectiveness is determined first by scientific evidence; 
– If no scientific evidence exists, then by professional standards of care; 


and 
– If no professional standards of care exists or if they exist but are outdated 


or contradictory, then by expert opinion; and 
 Cost-effective for the medical condition being treated compared to 


alternative health interventions, including no intervention. For purposes of 
this paragraph, cost-effective shall not necessarily mean the lowest price. 


Services that are not known to be effective in improving health outcomes 
include, but are not limited to, services that are experimental or investigational. 


 Definitions of terms and more details on the application of this Payment 
Determination Criteria are contained in the Patient’s Bill of Rights and 
Responsibilities, Hawaii Revised Statutes § 432E-1.4. The current language of 
this statutory provision will be provided upon request. Requests should be 
submitted to HMSA’s Customer Service Department. 


  The fact that a physician may prescribe, order, recommend, or approve a service 
or supply does not in itself mean that the service or supply meets Payment 
Determination Criteria, even if it is listed as a covered service.  


 Except for BlueCard participating and BlueCard PPO providers, participating 
providers may not bill or collect charges for services or supplies that do not meet 
HMSA’s Payment Determination Criteria unless a written acknowledgement of 
financial responsibility, specific to the service, is obtained from you or your legal 
representative prior to the time services are rendered. 


 Participating providers may, however, bill you for services or supplies that are 
excluded from coverage without getting a written acknowledgement of financial 
responsibility from you or your representative. See Chapter 6: Services Not 
Covered. 


  More than one procedure, service, or supply may be appropriate to diagnose and 
treat your condition. In that case, we reserve the right to approve only the least 
costly treatment, service, or supply. 


 You may ask your physician to contact us to decide if the services you need meet 
our Payment Determination Criteria or are excluded from coverage before you 
get the care. 


Is the Care Consistent 
with HMSA's Medical 
Policies? 


To be covered, the care you get must be consistent with the provider’s scope of 
practice, state licensure requirements, and HMSA's medical policies. These are 
policies drafted by HMSA Medical Directors, many of whom are practicing 
physicians, with community physicians and nationally recognized authorities. 
Each policy provides detailed coverage criteria for when a specific service, drug, 
or supply meets payment determination criteria. If you have questions about the 
policies or would like a copy of a policy related to your care, please call us at one 
of the phone numbers on the back cover of this Guide. 


From What Provider 
Category Did You 
Receive Care? 


Your benefits may be different depending on the category of provider that you 
get care from. In general, you will get the maximum benefits possible when you 
get services from an HMSA participating provider. 
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 When you see a nonparticipating provider you will owe any copayment that 
applies to the service plus the difference between HMSA's eligible charge and 
the provider's actual charge. Also, nonparticipating providers have not agreed to 
HMSA's payment policies and can bill you for services or other charges that 
HMSA does not cover. Participating providers have agreed not to charge you for 
these services. These amounts will be included in the nonparticipating provider's 
actual charge. 


For more details on provider categories, see the sections Summary of Provider 
Categories and Care While You are Away from Home earlier in this chapter. 


Please note: Your participating provider may refer services to a nonparticipating 
provider and you may incur a greater out-of-pocket expense. 


 For example, your participating provider may send a blood sample to a 
nonparticipating lab to analyze. Or, your participating provider may send you to 
a nonparticipating specialist for added care. 


Is the Service or Supply 
Subject to a Benefit 
Maximum? 


Benefit Maximum is the maximum benefit amount allowed for a covered service 
or supply. A coverage maximum may limit the duration or the number of visits. 
For details about benefit maximums, read Chapter 2: Payment Information and 
Chapter 4: Description of Benefits. 


Is the Service or Supply 
Subject to 
Precertification? 


Certain services require our prior approval. HMSA participating providers get 
approval for you, but other providers may not. If you get services from a 
BlueCard or nonparticipating provider and approval for certain services is not 
obtained, benefits may be denied. In some cases, benefits are denied entirely. For 
services subject to approval, read Chapter 5: Precertification. 


Did You Receive Care 
from a Provider 
Recognized by Us? 


To determine if a provider is recognized, we look at many factors including 
licensure, professional history, and type of practice. All participating providers 
and some nonparticipating providers are recognized.  To find out if your 
physician is a participating provider, refer to your HMSA Directory of 
Participating Providers. If you need a copy, call us and we will send one to you 
or visit www.hmsa.com. To find out if a nonparticipating provider is recognized, 
call us at one of the phone numbers on the back cover of this Guide. 


Did a Recognized 
Provider Order the Care? 


All covered treatment, services, and supplies must be ordered by a recognized 
provider practicing within the scope of his or her license. 


 


What You Can Do to Maintain Good Health 
 
Practice Good Health 
Habits 


Staying healthy is the best way to control your health care costs. Take care of 
yourself all year long. See your provider early. Don’t let a minor health problem 
become a major one. Take advantage of your preventive care benefits. 


Be a Wise Consumer You should make informed decisions about your health care. Be an active partner 
in your care. Talk with your provider and ask questions. Understand the 
treatment program and any risks, benefits, and options related to it.  


Take time to read and understand your Report to Member. This report shows 
how we applied benefits. Review your report and let us know if there are any 
inaccuracies. 


You may get copies of your Report to Member online through My Account on 
hmsa.com or by mail upon request. 


 


Interpreting this Guide 
 
Agreement The Agreement between HMSA and you is made up of all of the following: 


 This Guide to Benefits. 
 Any riders and/or amendments. 
 The enrollment form submitted to us. 
 The agreement between us and your employer or group sponsor.  



http://www.hmsa.com/
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Our Rights to Interpret 
this Document 


We will interpret the provisions of the Agreement and will determine all 
questions that arise under it. We have the administrative discretion: 
 To determine if you meet our written eligibility requirements. 
 To determine the amount and type of benefits payable to you or your 


dependents according to the terms of this Agreement.  
 To interpret the provisions of this Agreement as is needed to determine 


benefits, including decisions on medical necessity. 
 Our determinations and interpretations, and our decisions on these matters are 


subject to de novo review by an impartial reviewer as provided in this Guide to 
Benefits or as allowed by law. If you do not agree with our interpretation or 
determination, you may appeal. See Chapter 8: Dispute Resolution. 


No oral statement of any person shall modify or otherwise affect the benefits, 
limits and exclusions of this Guide to Benefits, convey or void any coverage, or 
increase or reduce any benefits under this Agreement. 
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Eligible Charge 
 
Definition For most medical services, except for emergency services provided by 


nonparticipating providers, the Eligible Charge is the lower of either the 
provider's actual charge or the amount we establish as the maximum allowable 
fee. HMSA’s payment and your copayment are based on the eligible charge. 
Exceptions: For services from participating facilities, HMSA’s payment is based 
on the maximum allowable fee and your copayment is based on the lower of the 
actual charge or the maximum allowable fee. Some services may be rendered by 
providers who accept monthly payments from HMSA to manage the care of a 
certain population of their patients. 


 The eligible charge for emergency services from nonparticipating providers is 
calculated in accord with federal law as described at 45 CFR § 147.138(b). 


 Participating providers agree to accept HMSA’s payment plus your copayment as 
payment in full for covered services. Nonparticipating providers generally do 
not. If you get services from a nonparticipating provider, you are responsible for 
a copayment plus any difference between the actual charge and the eligible 
charge. 


 Please note: Eligible charge does not include excise or other tax. You are 
responsible for all taxes related to the medical care you receive. If your provider 
accepts monthly payments to manage your care, you may owe tax on your 
copayment. 


 


Copayment 
 
Definition A copayment applies to most covered services. It is either a fixed percentage of 


the eligible charge or a fixed dollar amount. Exception: For services provided at 
a participating facility, your copayment is based on the lower of the facility’s 
actual charge or the maximum allowable fee. You owe a copayment even if the 
facility’s actual charge is less than the maximum allowable fee. 


 Please note: If you get services from a nonparticipating or noncontracting 
provider, you are responsible for the copayment plus any difference between the 
actual charge and the eligible charge. 


Amount See Chapter 3: Summary of Benefits and Your Payment Obligations. 


This Chapter Covers 
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Examples Here are two examples of how the copayment works.  


Let's say you have a sore throat and go to a participating physician to have it 
checked.  
 The physician's bill or actual charge = $125.  
 HMSA's eligible charge = $60.  
 Your copayment = $6 (10% of $60). 


 If you go to a nonparticipating physician, your out of pocket will be higher.  
 The physician’s bill or actual charge = $125. 
 HMSA’s eligible charge = $60. 
 Your copayment = $18 (30% of $60). 
 The difference between the actual charge and the eligible charge = $65. 
 You owe $83 (your copayment plus the difference between the actual charge 


and the eligible charge). 
 


Annual Deductible 
 
Definition Annual Deductible is the fixed dollar amount you must pay each calendar year 


before benefits subject to the annual deductible become available. You cannot 
pay the annual deductible amount to us in advance. You must meet the 
deductible on a claim by claim basis. 


 The following amounts you pay do not apply toward meeting the annual 
deductible: 
 Copayments for services that are not subject to the annual deductible. 
 Payments for services subject to a maximum once you reach the maximum.  


See Benefit Maximum later in this chapter. 
 The difference between the actual charge and the eligible charge that you 


pay when you get services from a nonparticipating provider. 
 Payments for noncovered services. 
 Any amounts you owe in addition to your copayment for covered services. 


  Please note: For services subject to the annual deductible see Chapter 3: 
Summary of Benefits and Your Payment Obligations. 


Amount $100 per person or 


$300 (maximum) per family 


Example Here is an example of how the annual deductible works. Let's say you have 
single coverage, your annual deductible is $100, and you always go to a 
participating provider: 
 In March, you break your leg and you rent crutches to get around while your 


leg is in a cast.  The eligible charge is $75. You are responsible for the entire 
amount because you have not met the annual deductible.  


 In June, you receive physical therapy for your leg. The eligible charge is 
$100. You owe $25 to meet the remaining deductible balance, plus a $15 
copayment (20% of the remaining $75 balance). 


 Here is an example of how your maximum per family deductible works: 
 In February, your son is tested for allergies at the doctor’s office.  The 


eligible charge is $75.  You are responsible for the entire amount because 
you have not met the annual deductible. 


  In March, you become ill and require ground ambulance transportation to 
the hospital.  The eligible charge is $300.  You are responsible for $100 
(because you have not met the per person annual deductible) plus a $40 
copayment (20% of the remaining $200). 


  In April, your spouse falls down the stairs and is prescribed outpatient 
physical therapy.  The eligible charge for the covered sessions is $200. You 
are responsible for $100 (because your spouse has not met the per person 
annual deductible) plus a $20 copayment (20% of the remaining $100). 


  In May, your daughter requires inhalation therapy. The eligible charge is 
$125.  You are responsible for $25 (because you have previously paid $275 
in per person deductibles) plus $20 (20% of the remaining $100). For the 
remainder of the year, you will pay no per person deductibles. 
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Annual Copayment Maximum 
 
Definition The Annual Copayment Maximum is the maximum deductible and copayment 


amounts you pay in a calendar year. Once you meet the copayment maximum 
you are no longer responsible for deductible or copayment amounts unless 
otherwise noted. 


Amount $2,500 per person  


$7,500 (maximum) per family 


When You Pay More The following amounts do not apply toward meeting the copayment maximum. 
You are responsible for these amounts even after you have met the copayment 
maximum. 
 Payments for services subject to a maximum once you reach the maximum. 


See Benefit Maximum later in this chapter. 
 The difference between the actual charge and the eligible charge that you 


pay when you get services from a nonparticipating provider. 
 Payments for noncovered services. 
 Any amounts you owe in addition to your copayment for covered services. 


 


Maximum Allowable Fee 
 
Definition The Maximum Allowable Fee is the maximum dollar amount paid for a covered 


service, supply, or treatment. 


 These are examples of some of the methods we use to determine the Maximum 
Allowable Fee: 
 For most services, supplies, or procedures, we consider: 


– Increases in the cost of medical and non-medical services in Hawaii over 
the last year. 


 – The relative difficulty of the service compared to other services.  
– Changes in technology. 
– Payment for the service under federal, state, and other private insurance 


programs. 
  For some facility-billed services, we use a per case, per treatment, or per day 


fee (per diem) rather than an itemized amount (fee for service). This does 
not include practitioner-billed facility services. For nonparticipating 
hospitals, our maximum allowable fee for all-inclusive daily rates 
established by the hospital will never exceed more than if the hospital had 
charged separately for services. 


  For services billed by BlueCard PPO and participating providers outside of 
Hawaii, we use the lower of the provider’s actual charge or the negotiated 
price passed on to us by the on-site Blue Cross and/or Blue Shield Plan. For 
more details on HMSA’s payment practices under the BlueCard Program, 
see Care While You are Away from Home in Chapter 1: Important 
Information.  


  For drugs and supplies, we use nationally recognized pricing sources and 
other relevant information. The allowable fee includes a dispensing fee. Any 
discounts or rebates that we get will not reduce the charges that your 
copayments are based on.  We apply discounts and rebates to reduce drugs 
and supplies coverage rates. 


 


Benefit Maximum 
 
Definition A Benefit Maximum is a limit that applies to a specified covered service or 


supply.  A service or supply may be limited by duration or number of visits.  The 
maximum may apply per: 
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  Service.  For example, In Vitro Fertilization is limited to a one-time only 
benefit while you are an HPH or HMSA member. 


 Calendar year.  For example, you are eligible to get benefits for up to 120 
skilled nursing facility days each calendar year. 


Where to Look for 
Limitations 


See Chapter 4: Description of Benefits. 
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Benefit and Payment Chart 
 
About this Chart This benefit and payment chart: 


 Is a summary of covered services and supplies. It is not a complete 
description of benefits. For coverage criteria, other limitations of 
covered services, and excluded services, be sure to read Chapter 1: 
Important Information, Chapter 4: Description of Benefits, and Chapter 
6: Services Not Covered. 


 Gives you the page number where you can find more details about the 
service or supply. 


 Tells you if the annual deductible applies and what the copayment 
percentage or fixed dollar amount is for covered services and supplies. 


 Please note: Special limits may apply to a service or supply listed in this benefit 
and payment chart.  Please read the benefit details on the page referenced. 


 * = An asterisk next to a service or supply means either:  
 A service dollar maximum may apply. 
 You may owe amounts in addition to your copayment. 
Please read the benefit details on the page referenced. 


This Chapter Covers 
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*  = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Hospital and Facility Services      


 Ambulatory Surgical Center (ASC) 26 No Yes 10% 30% 


 Hospital Ancillary Services 26 No Yes 10% 30% 


* Hospital Room and Board 26 No Yes 10%*  30%* 


 Intensive Care Unit/Coronary Care 
Unit 


26 No Yes 10% 30% 


 Intermediate Care Unit 26 No Yes 10% 30% 


 Isolation Care Unit 27 No Yes 10% 30% 


 Operating Room 27 No Yes 10% 30% 


 Outpatient Facility 27 No Yes 10% 30% 


 Skilled Nursing Facility  27 No Yes 10% 30% 


 


Emergency Services      


 Emergency Room  
 


27 No No 20% 20% 


 All Other Services and Supplies Varies Your deductible and copayment amounts vary depending 
on the type of service or supply. See deductible and 


copayment amounts listed in this chart for the service or 
supply you receive. 


Same as 
participating 


copayment for the 
service or supply 


plus the difference 
between the actual 
charge and HMSA’s 


payment 


 


Online Care      


 Online Care 28 No Not Covered None Not Covered 


 


Telehealth      


 Telehealth 28 Your deductible and copayment amounts vary depending on the type of service 
or supply. See deductible and copayment amounts listed in this chart for the 


service or supply you receive. 


 


Physician Services      


 Anesthesia 28 No Yes 10% 30% 


 Consultation Services 28 No Yes 10% 30% 
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*  = see page 13 more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Physician Services (continued)      


 Physician Visits 
 


29 No Yes 10% 30% 


 Physician Visits – Emergency Room  27 No No 10% 10% 


 


Surgical Services      


  Assistant Surgeon Services 29 No Yes 10% 30% 


 Bariatric Surgery 29 No Not Covered 10% Not Covered 


 Cutting Surgery 30 No Yes 10% 30% 


 Newborn Circumcision 51 Not Covered Not Covered Not Covered Not Covered 


 Non-cutting Surgery  30 No Yes 20% 30% 


 Oral Surgery 30 No Yes 10% 30% 
 Reconstructive Surgery 30 Your deductible and copayment amounts vary depending on the type of service 


or supply. See deductible and copayment amounts listed in this chart for the 
service or supply you receive. 


 Surgical Supplies 30 No Yes 10% 30% 


 


Testing, Laboratory and Radiology     


 Allergy Testing 30 Yes Yes 20% 30% 


  Allergy Treatment Materials 30 Yes Yes 20% 30% 


  Diagnostic Testing – Inpatient 30 No Yes 10% 30% 


  Diagnostic Testing – Outpatient 30 No Yes 20% 30% 


 Genetic Testing, Screening, and 
Counseling 


30 No Yes 20% 30% 


  Laboratory and Pathology – 
Inpatient 


30 No Yes 10% 30% 


  Laboratory and Pathology – 
Outpatient 


30 No Yes 20% 30% 


 Radiology – Inpatient 31 No Yes 10% 30% 


 Radiology – Outpatient 31 No Yes 20% 30% 
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*  = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Chemotherapy and Radiation Therapy     


 Chemotherapy – Infusion/Injections 31 Yes Yes 20% 30% 


 Radiation Therapy – Inpatient 31 No Yes 10% 30% 


 Radiation Therapy – Outpatient 31 No Yes 20% 30% 


 


Other Medical Services and Supplies     


 Advance Care Planning 31 No Yes None 30% 


 Ambulance (air) 31 Yes Yes 20% 30% 


 Ambulance (ground) 31 Yes Yes 20% 30% 


 Applied Behavior Analysis rendered 
by a Behavior Analyst Recognized 
by Us 


32 No Yes 10% 30% 


 Blood and Blood Products 32 Yes Yes 20% 30% 


 Dialysis and Supplies 32 Yes Yes 20% 30% 


 Durable Medical Equipment and 
Supplies 


32 Yes Yes 20% 30% 
 Evaluations for Hearing Aids 32 Your deductible and copayment amounts vary depending on the type of service 


or supply. See deductible and copayment amounts listed in this chart for the 
service or supply you receive. 


 Gender Identity Services 32 Your deductible and copayment amounts vary depending on the type of service 
or supply. See deductible and copayment amounts listed in this chart for the 


service or supply you receive. 


 Growth Hormone Therapy 33 Yes Yes 20% 30% 


 Inhalation Therapy 33 Yes Yes 20% 30% 


 Injections – Other than Self-
Administered 


33 Yes Yes 20% 30% 


 Injections – Self-Administered 33 Yes Yes 20% 30% 


 Medical Foods 33 No No 20% 20% 


 Nutritional Counseling 33 No Yes 10% 30% 


 


* 
Orthodontic Services to treat 
Orofacial Anomalies 


34 No No None* None* 


 Orthotics and External Prosthetics 34 Yes Yes 20% 30% 


 Outpatient IV Therapy 34  Yes Yes 20% 30% 
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*  = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Other Medical Services and Supplies 
(continued) 


    


 Private Duty Nursing 55  Not Covered Not Covered Not Covered Not Covered 


 Vision and Hearing Appliances 34 Yes Yes 20% 30% 


 


Rehabilitation Therapy      


 Dr. Ornish’s Program for Reversing 
Heart Disease™ 


35 No Not Covered $20 
when received from a provider that 
meets the requirements of the Dr. 


Ornish Program described in Chapter 4 
under Rehabilitation Therapy 


 Physical and Occupational Therapy 
– Inpatient 


35 No Yes 10% 30% 


 Physical and Occupational Therapy 
– Outpatient 


35 Yes Yes 20% 30% 


 Pulmonary Rehabilitation - 
Outpatient 


36 Yes Yes 20% 30% 


 Speech Therapy Services – 
Inpatient 


36 No Yes 10% 30% 


 Speech Therapy Services – 
Outpatient 


36 Yes Yes 20% 30% 


 


Special Benefits – Disease Management and Preventive Services   


 Annual Preventive Health 
Evaluation (preventive visit) 


36 No Yes None 30% 


 Chlamydia (screening) 36 No Yes None 30% 


 Colonoscopy (screening) 36 No Yes None 30% 


 Diabetes Prevention Program 37 No Not Covered None when received from a provider that 
meets the requirements of the Diabetes 


Prevention Program as described in 
Chapter 4 under Special Benefits – 


Disease Management and Preventive 
Services 


 Disease Management and 
Preventive Services Programs 


37 No Not Covered None Not Covered 


 Fecal Occult Blood Test (FOBT) 
(screening) 


37 No Yes None 30% 


 Gonorrhea (screening) 36 No Yes None 30% 


 Immunizations 37 No Yes None 30% 


 Mammography (screening) 37 No No None 30% 


 Pap Smears (screening) 37 No Yes None 30% 
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*  = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Special Benefits – Disease Management and Preventive Services 
(continued) 


  


 Prostate Specific Antigen (PSA) 
Test (screening) 


37 No Yes 20% 30% 


 Screening Services Preventive 
Counseling, and Preventive 
Services 


37 No Yes None 30% 


 Sigmoidoscopy (screening) 38 No Yes None 30% 


 Well-Being Services 38 Your deductible and copayment amounts vary depending on the type of service 
or supply. See deductible and copayment amounts listed in this chart for the 


service or supply you receive. 


 Well Child Care Immunizations 38 No No None None 


  Well Child Care Laboratory Tests 38 No No None 30% 


 Well Child Care Physician Office 
Visits 


39 No No None 30% 


 Well Woman Exam 39 No Yes None 30% 


 


Special Benefits for Men      


 Erectile Dysfunction 39 Your deductible and copayment amounts vary depending on the type of service 
or supply. See deductible and copayment amounts listed in this chart for the 


service or supply you receive. 


 Vasectomy 39 No Yes 10% 30% 


 


Special Benefits for Women      


 Breast Pump 39 No Not Covered None Not Covered 


 Contraceptive Implants 39 No No None 50% 


 Contraceptive Injectables 39 No No None 50% 


 Contraceptive IUD 39 No No None 50% 


 
 


In Vitro Fertilization 39 Your deductible and copayment amounts vary depending on the type of service 
or supply. See deductible and copayment amounts listed in this chart for the 


service or supply you receive. 


 Maternity Care – Routine Prenatal 
Visits, Delivery, and One 
Postpartum Visit 


40 No Yes 10% 30% 


 Pregnancy Termination 40 No Yes 10% 30% 


 Tubal Ligation 40 No Yes None 30% 
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* = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Special Benefits for Homebound, Terminal, or Long-Term Care   


 Home Health Care 40 No Yes None 30% 


 Hospice Services 40 No Not Covered None Not Covered 


 Supportive Care 41 No Not Covered None Not Covered 


 


Behavioral Health – Mental Health and Substance Abuse   


 


* 
Hospital and Facility Services – 
Inpatient 


41 No Yes 10%* 30%* 


 Hospital and Facility Services – 
Outpatient 


41 No Yes 10% 30% 


 Physician Services – Inpatient 41 No Yes 10% 30% 


 Physician Services – Outpatient 41 No Yes 10% 30% 


 Psychological Testing – Inpatient 41 No Yes 10% 30% 


 Psychological Testing – Outpatient 
 


41 No Yes 20% 30% 


 


Organ and Tissue Transplants      


 Corneal Transplant Surgery 42 No Yes 10% 30% 


 Kidney Transplant Surgery 42 No Yes 10% 30% 


 Organ Donor Services 42 Yes Yes 20% 30% 


 Transplant Evaluation 42 No Not Covered None Not Covered 
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You must receive services from a provider that is an approved Blue Distinction Center for Transplants or is under contract 
with us for the specific type of transplant you will receive for these benefits to apply. 


 


 


* = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 


on 
page: 


Contracting Noncontracting Contracting Noncontracting 


Other Organ and Tissue Transplants     


 Heart Transplants 42 No Not Covered None Not Covered 


 Heart and Lung Transplants 42 No Not Covered None Not Covered 


 Liver Transplants 43 No Not Covered None Not Covered 


 Lung Transplants 43 No Not Covered None Not Covered 


 Pancreas Transplants 43 No Not Covered None Not Covered 


 Simultaneous Kidney/Pancreas 
Transplant 


43 No Not Covered None Not Covered 


 Small Bowel and Multivisceral 
Transplants 


43 No Not Covered None Not Covered 


 Stem-Cell Transplants (including 
Bone Marrow Transplants) 


43 No Not Covered None Not Covered 
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Drugs and Supplies 
Copayments for Drugs and Supplies are listed below. This plan covers drugs and supplies only when approved by the FDA, 
prescribed by your Provider, and if you do not have an HMSA drug plan or your drug plan does not cover the drugs listed in 
the chart below. See Chapter 4: Description of Benefits for more details. 


 


* = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Autism Spectrum Disorders Drugs If you have an HMSA drug plan with benefits for drugs to treat autism 
spectrum disorders, the HMSA drug plan benefits will apply and not the 


benefits of this plan. 


 Generic Drugs 43 No No 20% 20% 


 Preferred Formulary Drugs 43 No No 20% 20% 


 Non-Preferred Formulary Drugs 43 No No 30% 30% 


 Mail Order Generic Drugs 43 No Not Covered 20% Not Covered 


 Mail Order Preferred Formulary 
Drugs 


43 No Not Covered 20% Not Covered 


 Mail Order Non-Preferred Formulary 
Drugs 


43 No Not Covered 30% Not Covered 


 


Chemotherapy – Oral Drugs If you have an HMSA drug plan with benefits for oral chemotherapy drugs, 
the HMSA drug plan benefits will apply and not the benefits of this plan. 


 Chemotherapy – Oral 43 No No None None 


 Mail Order Chemotherapy – Oral 43 No Not Covered None Not Covered 


 
Contraceptives If you have an HMSA drug plan with benefits for contraceptives, the HMSA 


drug plan benefits will apply and not the benefits of this plan. 
 Contraceptive Diaphragms/Cervical 


Caps 
43 No No None  $10 per device 


 Contraceptive Oral (Generic Drugs) 43 No No None 20% 


 Contraceptive Oral (Preferred 
Formulary Drugs) 


43 No No 20% 20% 


 Contraceptive Oral ( Non-Preferred 
Formulary Drugs) 


43 No No 30% 30% 


 Contraceptive – Other Methods 
(Generic Drugs) 


43 No No None 20% 


 Contraceptive – Other Methods 
(Preferred Formulary Drugs) 


43 No No 20% 20% 


 Contraceptive – Other Methods 
(Non-Preferred Formulary Drugs) 


43 No No 30% 30% 


 Contraceptive – Over-the-counter 
(OTC) 


43 No No None 20% 
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* = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Contraceptives (continued) If you have an HMSA drug plan with benefits for contraceptives, the HMSA 
drug plan benefits will apply and not the benefits of this plan. 


 Mail Order Contraceptive 
Diaphragms/Cervical Caps  


43 No Not Covered None  Not Covered 


 Mail Order Contraceptive Oral 
(Generic Drugs) 


43 No Not Covered None Not Covered 


 Mail Order Contraceptive Oral 
(Preferred Formulary Drugs) 


43 No Not Covered 20% Not Covered 


 Mail Order Contraceptive Oral (Non-
Preferred Formulary Drugs) 


43 No Not Covered 30% Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods (Generic 
Drugs) 


43 No Not Covered None Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods (Preferred 
Formulary Drugs) 


43 No Not Covered 20% Not Covered 


 Mail Order Contraceptive – Other 
Contraceptive Methods (Non-
Preferred Formulary Drugs) 


43 No Not Covered 30% Not Covered 


 Mail Order Contraceptive – Over-
the-counter (OTC) 


43 No Not Covered None Not Covered 


 
Diabetic Drugs, Supplies, and Insulin If you have an HMSA drug plan with benefits for diabetic drugs, supplies, 


and insulin, the HMSA drug plan benefits will apply and not the benefits of 
this plan. 


 Diabetic Supplies – Preferred 
Formulary 
 


43 No No None None 


 Diabetic Supplies – Non-Preferred 
Formulary 


43 No No 20% 20% 


 Diabetic Drugs – Generic Drugs 43 No No 20% 20% 


 Diabetic Drugs – Preferred 
Formulary Drugs 


43 No No 20% 20% 


 Diabetic Drugs – Non-Preferred 
Formulary Drugs 


43 No No 30% 30% 


 Insulin – Generic Drugs 43 No No 20% 20% 


 Insulin – Preferred Formulary Drugs 43 No No 20% 20% 


 Insulin – Non-Preferred Formulary 
Drugs 


43 No No 30% 30% 


 Mail Order Diabetic Supplies – 
Preferred Formulary 


43 No Not Covered None Not Covered 


 Mail Order Diabetic Supplies –  
Non-Preferred Formulary 


43 No Not Covered 20% Not Covered 


 Mail Order Diabetic Drugs – Generic 
Drugs 


43 No Not Covered 20% Not Covered 


 Mail Order Diabetic Drugs – 
Preferred Formulary Drugs 


43 No Not Covered 20% Not Covered 
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* = see page 13 


more 
info. 


Annual Deductible 
Applies? 


Copayment Is 
(Percentage copayments are based 


on eligible charges) 


on 
page: 


Participating Nonparticipating Participating Nonparticipating 


Diabetic Drugs, Supplies, and Insulin 
(continued) 


If you have an HMSA drug plan with benefits for diabetic drugs, supplies, 
and insulin, the HMSA drug plan benefits will apply and not the benefits of 


this plan. 


 Mail Order Diabetic Drugs – Non-
Preferred Formulary Drugs 


43 No Not Covered 30% Not Covered 


 Mail Order Insulin – Generic Drugs 43 No Not Covered 20% Not Covered 


 Mail Order Insulin – Preferred 
Formulary Drugs 


43 No Not Covered 20% Not Covered 


 Mail Order Insulin – Non-Preferred 
Formulary Drugs 


43 No Not Covered 30% Not Covered 


 
U.S. Preventive Services Task Force 
(USPSTF) Recommended Drugs 


If you have an HMSA drug plan with benefits for U.S. Preventive Services 
Task Force recommended drugs, the HMSA drug plan benefits will apply 


and not the benefits of this plan. 


 USPSTF recommended drugs 43 No No None 20% 


 Mail Order – USPSTF 
recommended drugs 


43 No Not Covered None Not Covered 
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Chapter 4: Description of Benefits 
  


About this Chapter 
 
 Your health care coverage provides benefits for procedures, services or supplies 


that are listed in this chapter.  You will note that some of the benefits have 
limitations.  These limitations describe criteria, circumstances or conditions that 
are necessary for a procedure, service or supply to be a covered benefit.  These 
limitations may also describe circumstances or conditions when a procedure, 
service or supply is not a covered benefit.  These limitations and benefits should 
be read with Chapter 6: Services Not Covered, in order to identify all items 
excluded from coverage.   


Non-Assignment of 
Benefits 


Benefits for covered services described in this Guide cannot be transferred or 
assigned to anyone. Any attempt to assign this coverage or rights to payment will 
be void. 


 


Hospital and Facility Services 
 
Review of Inpatient 
Hospital Care 


When your condition requires you to be an inpatient, we may work with your 
provider to review your medical records to determine if payment determination 
criteria are met.  Inpatient reviews take place after admission and at set intervals 
thereafter, until you are discharged from the facility. We also review discharge 
plans for after-hospital care. 


This Chapter Covers 
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 If payment determination criteria are not met, our nurse reviewer will discuss 
your case with a physician consultant. If more details are needed, our nurse or 
physician consultant may contact your attending physician. 


 If we inform you that you do not meet payment determination criteria for acute 
inpatient care but you meet payment determination for skilled nursing care, you 
must transfer to the first available skilled nursing facility bed. If you do not 
transfer, you must pay all acute inpatient charges beginning on the day we 
informed you that you no longer meet acute inpatient payment determination 
criteria and a skilled nursing bed became available. 


Ambulatory Surgical 
Center (ASC) 


Covered, including operating rooms, surgical supplies, drugs, dressings, 
anesthesia services and supplies, oxygen, antibiotics, blood transfusion services, 
routine lab and x-ray related to surgery. Ambulatory Surgical Center is an 
outpatient facility that provides surgical services without an overnight stay. This 
facility may be in a hospital or it may be a separate independent facility. 


Hospital Ancillary 
Services 


Covered, including:  
 surgical supplies,  
 hospital anesthesia services and supplies,  
 diagnostic and therapy services,  
 drugs,  
 dressings,  
 oxygen,  
 antibiotics, and  
 hospital blood transfusion services. 


Hospital Room and Board Covered, including: 
 Semi-Private Rooms.  If you are hospitalized at a participating facility, your 


copayment is based on the facility’s medical/surgical semi-private room rate.  
If you are hospitalized at a nonparticipating facility, your copayment is 
based on HMSA’s maximum allowable fee for semi-private rooms.  Also, 
you owe the difference between the nonparticipating hospital’s room charge 
and HMSA’s maximum allowable fee for semi-private rooms. 


  Private Rooms. 
At Participating Hospitals: 
– If you are hospitalized in a participating facility with private rooms only, 


your copayment is based on HMSA’s maximum allowable fee for semi-
private rooms.   


– If you are hospitalized in a participating facility with semi-private and 
private rooms or a BlueCard PPO facility, your copayment is based on 
the facility’s medical/surgical semi-private room rate.  Also, you owe 
the difference between the facility’s charges for private and semi-private 
rooms.  Exception:  If you are hospitalized for conditions identified by 
HMSA as conditions that require a private room, your copayment is 
based on the facility’s medical/surgical private room rate.  You may call 
HMSA for a list of these conditions. 


 At Nonparticipating Hospitals: 
– If you are hospitalized in a nonparticipating facility, your copayment is 


based on HMSA’s maximum allowable fee for semi-private rooms.  
Also, you owe the difference between the facility’s private room charge 
and HMSA’s maximum allowable fee for semi-private rooms. 
Exception:  If you are hospitalized for conditions identified by HMSA 
as conditions that require a private room, your copayment is based on 
HMSA's maximum allowable fee for private rooms. Also, you owe the 
difference between the facility's private room charge and HMSA's 
maximum allowable fee for private rooms. You may call HMSA for a 
list of these conditions. 


  Newborn nursery care. Covered for the baby's nursery care after birth in 
accord with the time periods specified later in this chapter under Maternity 
and Newborn Length of Stay.  


 Please note: Services at nonparticipating and out-of-state post-acute facilities 
must be precertified. See Chapter 5: Precertification. 


Intensive Care 
Unit/Coronary Care Unit 


Covered.  


Intermediate Care Unit Covered. 
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Isolation Care Unit Covered. 


Operating Room Covered. 


Outpatient Facility Covered, including but not limited to observation room and labor room. 


 Please note: Certain rehabilitation services outside the State of Hawaii must 
have precertification. See Chapter 5: Precertification. 


Skilled Nursing Facility Covered in accord with HMSA’s medical policies. Information on our policies 
can be found at www.hmsa.com. 
 
Room and board is covered, but only for semi-private rooms when all of the 
following are true: 
 You are admitted by your physician. 


  Care is ordered and certified by your physician. 
 Confinement is not primarily for comfort, convenience, a rest cure, or 


domiciliary care. 
  The confinement is not longer than 120 days in any one calendar year. 


 The confinement is not for custodial care. 
 Services and supplies are covered, including:  


 routine surgical supplies,  
 drugs,  
 dressings,  
 oxygen,  
 antibiotics,  
 blood transfusion services, and  
 diagnostic and therapy services. 
Please note: Services from out-of-state providers and from non-participating 
providers must have precertification. See Chapter 5: Precertification. 


 


Emergency Services 
 
Emergency Services Covered, but only to stabilize a medical condition that is accompanied by acute 


symptoms of sufficient severity (including severe pain) that a prudent layperson 
could reasonably expect the absence of immediate medical attention to result in: 
 Serious risk to the health of the individual (or, with respect to a pregnant 


woman, the health of the woman and her unborn child). 
 Serious impairment to bodily functions. 
 Serious dysfunction of any bodily organ or part. 


 Examples of an emergency include chest pain or other heart attack signs, 
poisoning, loss of consciousness, convulsions or seizures, broken back or neck. 
Examples also include heavy bleeding, sudden weakness on one side, severe 
pain, breathing problems, drug overdose, severe allergic reaction, severe burns, 
and broken bones. Examples of non-emergencies are colds, flu, earaches, sore 
throats, and using the emergency room for your convenience or during normal 
physician office hours for medical conditions that can be treated in a physician’s 
office. 


If you need emergency services, call 911 or go to the nearest emergency room 
for care. Pre-authorization is not needed. 


 Please note: If you are admitted as an inpatient after a visit to the emergency 
room, hospital inpatient benefits apply and not emergency room benefits. 



http://www.hmsa.com/
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Online Care 
 
Online Care Covered, when provided by HMSA Online Care at www.hmsa.com. You must 


be at least 18 years old. A member who is a dependent minor is covered when 
accompanied by an adult member.  Initial base conversations as well as 
conversation extensions are covered for all provider types available on HMSA 
Online Care. 


Please note:  Sessions and eligibility are subject to the Online Care Consumer 
User Agreement. 


 


Telehealth 
 
Telehealth Covered, in accord with Hawaii law and HMSA’s medical policy for “Telehealth 


Services” which can be found at www.hmsa.com. Telehealth is the use of 
telecommunications services to transmit medical information, including 
diagnostic-quality digital images and laboratory results for medical interpretation 
and diagnosis when the parties are separated by distance. Telecommunications 
services, include:  
 Store and forward technologies. 
 Remote monitoring.  
 Live consultation.  
 Mobile health.  
In addition, services provided via telecommunications must be otherwise covered 
and not excluded by this plan. Your benefit will vary depending on the type of 
service you receive through telehealth.  For instance, if you receive a physician 
visit through telehealth, the physician visit benefit will apply. See copayment 
amounts for the service you receive through telehealth in Chapter 3: Summary of 
Benefits and Your Payment Obligations. 


“Telecommunications” is defined as the integrated electronic transfer of medical 
data, including but not limited to real time video conferencing-based 
communication, secure interactive and non-interactive web-based 
communication, and secure asynchronous information exchange.    


 Standard phone contacts, facsimile transmissions, or email texts, in combination 
or by itself, are not covered.   


 


Physician Services 
 
Anesthesia Covered, as required by the attending physician and when appropriate for your 


condition.  Services include: 
  General anesthesia. 


 Regional anesthesia. 
 Monitored anesthesia when you meet HMSA’s high-risk criteria. 


Consultation Services Covered, as needed for surgical, obstetrical, pathological, radiological, or other 
medical conditions when all of these statements are true: 
 The attending physician must require the consultation. 


  If the consultation is for inpatient services, you must be confined as a 
registered bed patient. 


  If the consultation is for inpatient services, the consultant's report must be 
acceptable to us. It must also be included as a part of the record kept by the 
hospital or skilled nursing facility. 


 The consultation must be for reasons other than to comply with requirements 
by the hospital or skilled nursing facility. 



http://www.hmsa.com/
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Physician Visits Covered, for an illness or injury, when you are inpatient or outpatient. A 
physician visit may be received in the physician's office, your home, or a facility 
setting.  You are also covered for family planning counseling. Newborn care is 
covered in accord with the time periods specified later in this chapter under 
Maternity and Newborn Length of Stay.  


 Please note: Routine preventive care is described under Special Benefits – 
Disease Management and Preventive Services. 


Physician Visits - 
Emergency Room 


Covered, but only to stabilize a medical condition which is accompanied by 
acute symptoms of sufficient severity (including severe pain) that a prudent 
layperson could reasonably expect the absence of immediate medical attention to 
result in: 
 Serious risk to the health of the individual (or, with respect to a pregnant 


woman, the health of the woman and her unborn child). 
 Serious impairment to bodily functions. 
 Serious dysfunction of any bodily organ or part. 


 Examples of an emergency include chest pain or other heart attack signs, 
poisoning, loss of consciousness, convulsions or seizures, or broken back or 
neck. Examples also include heavy bleeding, sudden weakness on one side, 
severe pain, breathing problems, drug overdose, severe allergic reaction, severe 
burns, and broken bones. Examples of non-emergencies are colds, flu, ear aches, 
sore throats, and using the emergency room for your convenience or during 
normal physician office hours for medical conditions that can be treated in a 
physician’s office. 


If you need emergency services, call 911 or go to the nearest emergency room 
for care. Pre-authorization is not needed. 


 Please note: If you are admitted to the hospital as an inpatient after a visit to the 
emergency room, hospital inpatient benefits apply and not emergency room 
benefits. 


 


Surgical Services 
 
 Participating Providers have agreed to comply with HMSA's payment policies 


and so will not bill you for services or added charges that HMSA does not cover.  
When you see a nonparticipating provider you will owe any copayment that 
applies to the service plus the difference between HMSA's eligible charge and 
the provider's actual charge. This may include services or added charges not 
covered by HMSA. 


Approval for Certain 
Surgical Procedures 


Certain surgical procedures must have precertification from HMSA.  See 
Chapter 5: Precertification. 


Please note: This list of procedures changes periodically. To ensure your 
surgical procedure is covered, call us and we will check if it requires approval 
before you get the surgery. 


 If you are under the care of a: 
 Participating physician, the physician will get approval for you. 
 Nonparticipating physician, the physician may not get approval for you. 


Getting approval is your responsibility. See Chapter 5: Precertification. 
Assistant Surgeon 
Services 


Covered, but only when: 
 The complexity of the surgery requires an assistant; and  
 The facility does not have a resident or training program; or 
 The facility has a resident or training program, but a resident or intern on 


staff is not available to assist the surgeon. 
Bariatric Surgery Covered, but only if you meet HMSA’s criteria and when: 


 The facility is located in the state of Hawaii, has a contract with HMSA to 
perform bariatric surgery and has a comprehensive weight management 
program; or 


  The facility is an approved Blue Distinction Center for bariatric surgery with 
an agreement for continuity of care in the state where the member primarily 
resides. 
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 Please note: This service must have precertification.  See Chapter 5: 
Precertification. 


Cutting Surgery Covered, including preoperative and postoperative care.  


Please note: Nonparticipating providers may bill separately for preoperative 
care, the surgical procedure and postoperative care. In such cases, the total 
charge is often more than the eligible charge.  You are responsible for any 
amount that exceeds the eligible charge. 


Non-Cutting Surgery Covered.  Examples of non-cutting surgical procedures include:  
 diagnostic endoscopic procedures;  
 diagnostic and therapeutic injections including catheters injections into 


joints, muscles, and tendons; 
 orthopedic castings;  
 destruction of localized lesions by chemotherapy (excluding silver nitrate), 


cryotherapy or electrosurgery; and  
 acne treatment. 


Oral Surgery Covered, but only when the dentist performs surgery that could be performed by 
a physician or a dentist. Coverage is limited to: the removal of tumors and cysts; 
surgery to correct injuries; cutting and draining of cellulitis; cutting of sinuses, 
salivary glands, or ducts; reduction of dislocations and removal of jawbone joint; 
and major oral surgery for augmentation (building up) of the gum ridge. 


Reconstructive Surgery Covered, but only for corrective surgery required to restore, reconstruct or 
correct: 
 Any bodily function that was lost, impaired, or damaged as a result of an 


illness or injury. 
  Developmental abnormalities when present from birth and that severely 


impair or impede normal, essential bodily functions. 
  The breast on which a mastectomy was performed, and surgery for the 


reconstruction of the other breast to produce a symmetrical appearance 
(including prostheses). Treatment for complications of mastectomy and 
reconstruction, including lymphedema, is also covered. 


Complications of a non-covered cosmetic reconstructive surgery are not covered.  


Surgical Supplies Covered. 


 


Testing, Laboratory, and Radiology 
 
Allergy Testing Covered. 


Allergy Treatment 
Materials 


Covered. 


Diagnostic Testing Covered when related to an injury or illness.  Examples of diagnostic tests 
include: 
 Electroencephalograms (EEG). 
 Electrocardiograms (EKG or ECG). 
 Holter Monitoring. 
 Stress Tests. 


Genetic Testing, Screening, 
and Counseling 


Covered, but only if you meet HMSA’s criteria.  Call us for more details. Our 
phone number is listed on the back cover of this Guide. 


Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Other services identified on the U.S. Preventive Services Task Force list of 
Grade A and B Recommendations are described under Special Benefits – Disease 
Management, Screening Services, Preventive Counseling, and Preventive 
Services. 


Laboratory and Pathology Covered, when related to an illness or injury.  For other routine and preventive 
lab services, see later in this chapter in the Special Benefits – Disease 
Management and Preventive Services section. 
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Radiology Covered.  Examples of radiology include: 
 Computerized Tomography Scan (CT Scan). 
 Diagnostic mammography. 
 Nuclear Medicine. 


  Ultrasound. 
 X-rays. 


 Please note: Some radiological procedures must have precertification.  See 
Chapter 5: Precertification. 


 


Chemotherapy and Radiation Therapy 
 
High-Dose Limitation Benefits for high-dose chemotherapy, high-dose radiation therapy, or related 


services and supplies are covered when provided in conjunction with stem-cell 
transplants. See later in this chapter under Stem-Cell Transplants (including Bone 
Marrow Transplants) in the section Organ and Tissue Transplants. 


Chemotherapy – 
Infusion/Injections 


Covered, including chemical agents and their administration to treat malignancy. 
Chemotherapy drugs must be FDA approved. 


 Please note: Coverage includes at least one antineoplastic (monoclonal 
antibodies) drug. 


Please note: For high-dose chemotherapy, see limitation above. 


Radiation Therapy  Covered. 


Please note: For high-dose radiation therapy, see limitation above. 


 


Other Medical Services and Supplies 
 
Advance Care Planning Covered. 


Ambulance Covered, for ground and intra-island or inter-island air ambulance services to the 
nearest, adequate hospital to treat your illness or injury.  


 We will cover your ambulance transportation if the following apply: 
 Services to treat your illness or injury are not available in the hospital or 


nursing facility where you are an inpatient. 
  Transportation starts where an injury or illness took place or first needed 


emergency care. 
 Transportation ends at the nearest facility equipped to furnish emergency 


care. 
  Transportation is for the purpose of emergency treatment. 


 Transportation takes you to the nearest facility equipped to furnish 
emergency treatment. 


 Please note: Air ambulance is limited to intra-island or inter-island transportation 
within the state of Hawaii. 


Autism Spectrum 
Disorders – Diagnosis 
and Treatment 


Covered, in accord with Hawaii law and HMSA’s medical policies, for the 
following services: 
 Behavioral health treatment. Benefits for Applied Behavior Analysis 


rendered by a Recognized Behavior Analyst as described more fully in the 
section below labeled “Applied Behavior Analysis Rendered by a Behavior 
Analyst Recognized by Us”. 


 Psychiatric care 
  Psychological care. 


 Therapeutic care. 
 Pharmacy care. Benefits for drugs to treat autism spectrum disorders are 


described later in this chapter under Drugs and Supplies. 
 You are not covered for care that is custodial in nature or provided by family or 


household members.  
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 Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 


Applied Behavior 
Analysis Rendered by a 
Behavior Analyst 
Recognized by Us 


Covered, but only for autism spectrum disorders, as defined in the most recent 
edition of the Diagnostic and Statistical Manual of Mental Disorders, in accord 
with Hawaii law and HMSA’s medical policy. Services must be provided in the 
state where you reside by a Behavior Analyst recognized by us. 


 Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 


Blood and Blood 
Products 


Covered, including blood costs, blood bank services, blood processing.  


You are not covered for peripheral stem-cell transplants except as described in 
this chapter under Stem-Cell Transplants (including Bone Marrow Transplants).  


Dialysis and Supplies Covered. 


Durable Medical 
Equipment and Supplies 


Covered, but only when prescribed by your treating provider.  


The equipment must meet all of the following criteria: 
 FDA-approved for the purpose that it is being prescribed. 


  Able to withstand repeated use. 
 Primarily and customarily used to serve a medical purpose. 


  Appropriate for use in the home. Home means the place where you live 
other than a hospital or skilled or intermediate nursing facility. 


  Necessary and reasonable to treat an illness or injury, or to improve the 
functioning of a malformed body part. It should not be useful to a person in 
the absence of illness or injury. 


 Durable medical equipment (DME) can be rented or purchased; however, certain 
items are covered only as rentals.  


 Supplies and accessories necessary for the effective functioning of the equipment 
are covered subject to certain limitations and exclusions. Please call your nearest 
HMSA office listed on the back cover of this Guide for details.  


 Repair and replacement of durable medical equipment is covered subject to 
certain limitations and exclusions. Please call your nearest HMSA office listed 
on the back cover of this Guide for details. 


 Examples of durable medical equipment include:  
 oxygen equipment,  
 hospital beds,  
 mobility assistive equipment (wheelchairs, walkers, power mobility 


devices), and  
 insulin pumps. 


 Please note: Benefits for insulin pump tubing can be found in Drugs and 
Supplies section. 


 Please note: Certain durable medical equipment must have precertification. See 
Chapter 5: Precertification. 


Evaluations for Hearing 
Aids 


Covered, but only when you get the evaluation for the use of a hearing aid in the 
office of a physician or audiologist. 


Gender Identity Services Covered, in accord with HMSA’s medical policy for “Gender Identity Services” 
which can be found at www.hmsa.com. 


The services listed below are covered, but only when deemed medically 
necessary to treat gender dysphoria. Your copayment may vary depending on the 
type of service or supply you receive. Copayment amounts are listed in Chapter 
3: Summary of Benefits and Your Payment Obligations. Benefit details about the 
service or supply you receive can be found in other sections of this chapter.  
 Gender reassignment surgery  
 Hospital room and board  
 Hormone injection therapy 
 Laboratory monitoring   
 Other gender reassignment surgery related services and supplies which are 


medically necessary and not excluded. These include but are not limited to 



http://www.hmsa.com/
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sexual identification counseling, pre-surgery consultations and post-surgery 
follow-up visits  


 Otherwise covered services deemed medically necessary to treat gender 
dysphoria 


Please note: Certain services must be precertified. See Chapter 5: 
Precertification. 


Please note: Exclusions or limitations may apply. See Chapter 6: Services Not 
Covered, Miscellaneous Exclusions. 


Growth Hormone Therapy Covered, but only if you meet HMSA’s criteria and if growth hormone is for 
replacement therapy services to treat: 


  Hypothalamic-pituitary axis damage caused by primary brain tumors, 
trauma, infection, or radiation therapy. 


 Turner’s syndrome. 
  Growth failure secondary to chronic renal insufficiency awaiting renal 


transplant. 
  AIDS-wasting or cachexia without evidence of suspected or overt 


malignancy and where other modes of nutritional supplements (e.g., 
hyperalimentation, enteral therapy) have been tried. 


  Short stature. 
 Neonatal hypoglycemia secondary to growth hormone deficiency. 


  Prader-Willi Syndrome. 
 Severe growth hormone deficiency in adults. 


 Please note: These services must have precertification. See Chapter 5: 
Precertification. 


Inhalation Therapy  Covered. 


Injections – Other than 
Self-Administered 


Covered, for outpatient services and supplies for the injection or intravenous 
administration of medication, biological therapeutics and biopharmaceuticals, or 
nutrient solutions needed for primary diet. Injectable drugs must be FDA 
approved. 


 If you have an HMSA drug plan with a similar benefit, there shall be no 
duplication or coordination of benefits between this plan and your HMSA drug 
plan. 


 Please note:  Coverage includes at least one drug in each of the following drug 
categories and classes: 


  Blood products/modifiers/volume expanders (coagulants) 
 Immunological agents (immunizing agents, passive) 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Injections – Self-
Administered 


Covered, for FDA approved injectable drugs. 


If you have an HMSA drug plan with a similar benefit, there shall be no 
duplication or coordination of benefits between this plan and your HMSA drug 
plan. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Medical Foods Covered, to treat inborn errors of metabolism in accord with Hawaii law and 
HMSA guidelines. 


Nutritional Counseling Covered to treat eating disorders in accord with Hawaii law and HMSA’s 
medical policy and only if: 
 You are diagnosed with an eating disorder by a qualified provider; and 
 Counseling is rendered by a recognized licensed dietitian. 
Other counseling services identified on the U.S. Preventive Services Task Force 
list of Grade A and B Recommendations are described in other sections of this 
chapter. See Special Benefits – Disease Management and Preventive Services, 
Screening Services, Preventive Counseling, and Preventive Services. 
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Orthodontic Services to 
treat Orofacial Anomalies 


Covered, to treat orofacial anomalies resulting from birth defects or birth defect 
syndromes, in accord with Hawaii law and HMSA’s medical policy.  


Benefit Limitation: Benefits are limited to a maximum of $5,500 per treatment 
phase.  


Please note: Services must be precertified. See Chapter 5: Precertification. 


Orthotics and External 
Prosthetics 


Orthotics are covered, when prescribed by your treating provider to provide 
therapeutic support or restore function. 


 Supplies necessary for the effective functioning of an orthotic are covered 
subject to certain limitations and exclusions. Please call your nearest HMSA 
office listed on the back cover of this Guide for details. 


Examples of orthotics include:  
 braces,  
 orthopedic footwear, and  
 shoe inserts. 


 Foot orthotics are only covered for members with specific diabetic conditions as 
defined by Medicare guidelines; for partial foot amputations; if they are an 
integral part of a leg brace; or if they are being prescribed as part of post-surgical 
or post-traumatic casting care. 


 External prosthetics are covered when prescribed by your treating provider to 
replace absent or non-functioning parts of the human body with an artificial 
substitute. 


 Supplies necessary for the effective functioning of a prosthetic are covered 
subject to certain limitations and exclusions. Please call your nearest HMSA 
office listed on the back cover of this Guide for details. 


 Repair and replacements are covered subject to certain limitations and 
exclusions. Please call your nearest HMSA office listed on the back cover of this 
Guide for details. 


 Examples of prosthetics include artificial limbs and eyes, post-mastectomy or 
post-lumpectomy breast prostheses, external pacemakers and post-laryngectomy 
electronic speech aids. 


 Please note: Certain prosthetics and orthotics must have precertification. See 
Chapter 5: Precertification. 


Outpatient IV Therapy Covered, for services and supplies for outpatient injections or intravenous 
administration of medication, biological therapeutics, biopharmaceuticals, or 
intravenous nutrient solutions needed for primary diet. Drugs must be FDA 
approved. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


Routine Care Associated 
With Clinical Trials 


Covered in accord with the Affordable Care Act.  Coverage is limited to services 
and supplies provided when you are enrolled in a qualified clinical trial if such 
services would be paid for by HMSA as routine care. 


Please note:  These services must have precertification.  See Chapter 5: 
Precertification. 


Vision and Hearing 
Appliances 


Vision appliances, which include eyeglasses and contact lenses, are covered for 
certain medical conditions and are subject to special limits. Please call your 
nearest HMSA office listed on the back cover of this Guide for details. 


 Please note: Exclusions or limits apply. See Chapter 6: Services Not Covered 
under Dental, Drug, and Vision and Miscellaneous Exclusions. 


 Hearing aids are limited to one hearing aid per ear every 60 months.  Fitting, 
adjustment, repair and batteries are not covered. 
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Rehabilitation Therapy 
 
Dr. Ornish’s Program for 
Reversing Heart 
Disease™ 


Covered in accord with HMSA’s then current policy available at www.hmsa.com 
and when all of the following are true: 
 Program services are provided by practitioners who contract with HMSA to  


provide program services, and 
 Services are received in the State of Hawaii at an accredited Ornish Reversal 


Program. 


Dr. Ornish’s Program for Reversing Heart Disease™ is a comprehensive 
approach to cardiovascular disease management and overall well-being 
improvement that addresses modifiable risk factors under the supervision of a 
multidisciplinary team. It helps members with heart disease and related health 
issues to assess, track and manage their condition; and, improve key factors such 
as eating habits, stress management and physical activity.  The program consists 
of eighteen  4 hour sessions which include: 
 Supervised exercise 
 Yoga and meditation 
 Support group 
 Experiential education session with group meal 
Please note:  Coverage is limited to one program per lifetime.  If you get benefits 
for this program under an HMSA plan, you will not be eligible for benefits for 
the program under any other HMSA plan. 


Physical and 
Occupational Therapy 


Covered in accord with HMSA’s medical policy for physical and occupational 
therapy. Changes to the policy may occur at any time during your plan year. 
Current medical policies can be found at www.hmsa.com. According to HMSA’s 
current medical policies, therapy services are covered but only when all of the 
following are true: 


  The diagnosis is established by a physician, physician’s assistant or 
advanced practice registered nurse and the medical records document the 
need for skilled physical and/or occupational therapy. 


  The therapy is ordered by a physician, physician’s assistant or advanced 
practice registered nurse under an individual treatment plan. 


  The therapy is from a qualified provider of physical or occupational therapy 
services. A qualified provider is one who is licensed appropriately, performs 
within the scope of his/her licensure and is recognized by HMSA. 


  The therapy is necessary to achieve a specific diagnosis-related goal that will 
significantly improve neurological and/or musculoskeletal function due to a 
congenital anomaly, or to restore neurological and/or musculoskeletal 
function that was lost or impaired due to an illness, injury, or prior 
therapeutic intervention. (Significant is defined as a measurable and 
meaningful increase in the level of physical and functional abilities attained 
through short-term therapy as documented in the medical records). 


  The therapy is short-term, generally not longer than 90 days, defined as the 
number of visits necessary to improve or restore neurological or 
musculoskeletal function required to perform normal activities of daily 
living, such as grooming, toileting, feeding, etc. Therapy beyond this is 
considered long-term and is not covered. Maintenance therapy, defined as 
activities that preserve present functional level and prevent regression, are 
not covered. 


  The therapy does not duplicate services from another therapy or available 
through schools and/or government programs. 


  The therapy is described as covered in HMSA’s medical policies on physical 
and occupational therapy. Information on our policies can be found at 
www.hmsa.com. 


 Please note: Precertification is required after the first visit for outpatient 
services. See Chapter 5: Precertification. 


 Group exercise programs and group physical and occupational therapy exercise 
programs are not covered.  
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Pulmonary Rehabilitation Pulmonary rehabilitation is a multidisciplinary approach to reducing symptoms 
and improving quality of life in patients with compromised lung function.  


Benefits are not provided for maintenance programs.  


Participants must meet HMSA’s eligibility criteria and guidelines.  


Please note:  These services must have precertification.  See Chapter 5: 
Precertification.  


Speech Therapy Services Covered in accord with HMSA’s medical policy for speech therapy. Changes to 
the policy may occur at any time during your plan year. Current medical policies 
can be found at www.hmsa.com. According to HMSA’s current medical policy, 
speech therapy is covered to treat communication impairments and swallowing 
disorders but only when all of the following statements are true: 


  The diagnosis is established by a physician, physician’s assistant, or 
advanced practice registered nurse and the medical records document the 
need for skilled speech therapy services. 


  The therapy is ordered by a physician, physician’s assistant, or advanced 
practice registered nurse. 


  The therapy is necessary to treat function lost or impaired by disease, 
trauma, congenital anomaly (structural malformation) or prior therapeutic 
intervention. 


  The therapy is rendered by and requires the judgment and skills of a speech 
language pathologist certified as clinically competent (SLP CCC) by the 
American Speech–Language Hearing Association (ASHA). 


  The therapy is provided on a one-to-one basis. 
 The therapy is used to achieve significant, functional improvement through 


objective goals and measurements. 
  The therapy and diagnosis are covered as described in HMSA’s medical 


policies for speech therapy services. Information on our policies can be 
found at www.hmsa.com. 


  The therapy is not for developmental delay/developmental learning 
disabilities. 


  The therapy does not duplicate service from another therapy or available 
through schools and/or government programs. 


 Speech therapy services include speech/language therapy, swallow/feeding 
therapy, aural rehabilitation therapy and augmentative/alternative communication 
therapy. 


 Please note: Certain services must have precertification. See Chapter 5: 
Precertification. 


 


Special Benefits – Disease Management and Preventive Services 
 
Annual Preventive Health 
Evaluation (preventive 
visit) 


Covered, for one annual preventive health evaluation for members who are 22 
and older when received from their primary care provider, including an 
assessment of any other preventive screenings you might need. See Preventive 
Services Programs, Immunizations and Screening Services, for other screenings 
covered by this plan.   


Please note: Similar services for members under age 22 are covered as set forth 
in Well Child Care. 


Chlamydia (screening) Covered. 


Colonoscopy (screening) Covered in accord with HMSA’s medical policies. 
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Diabetes Prevention 
Program 


The Diabetes Prevention Program is a structured health behavior change 
intervention that provides practical training in long-term dietary change, 
increased physical activity, and problem-solving strategies for overcoming 
challenges to sustaining weight loss and a healthy lifestyle. 
Covered in accord with HMSA’s current policy available at www.hmsa.com. 


Please note:  Coverage is limited to one program per lifetime.  If you receive 
benefits for this program under an HMSA plan, you will not be eligible for 
benefits for the program under any other HMSA plan. 


Disease Management 
Programs 


Covered, for programs available through HMSA’s Health and Well-Being 
services for members with:  
 asthma,  
 diabetes,  
 cardiovascular disease,  
 chronic obstructive pulmonary disease (COPD), and  
 behavioral health conditions (mental health and substance abuse).   
The programs offer services to help you and your physician manage your care 
and make informed health choices.  


 You may be automatically enrolled in some of these programs or referred by 
your physician.  HMSA reserves the right to at any time add other programs or to 
end programs.  Call your nearest HMSA office listed on the back cover of this 
Guide for more details. 


Preventive Services 
Programs 


Covered, for programs available through HMSA’s Health and Well-Being 
services such as the prenatal care program that helps expectant couples through 
normal and at-risk pregnancies with information and support services. 


 You may be automatically enrolled in some of these programs or referred by 
your physician. HMSA reserves the right to at any time add other programs or to 
end programs. Call your nearest HMSA office listed on the back cover of this 
Guide for more details. 


Fecal Occult Blood Test 
(FOBT) (screening) 


Covered in accord with HMSA’s medical policies. 


Gonorrhea (screening) Covered. 


Immunizations Covered, but only vaccines recommended by the Advisory Committee on 
Immunization Practices (ACIP).  


 Please note: The list of ACIP recommended immunizations may change.  If you 
would like information about the ACIP recommended immunizations, please 
visit our website at www.hmsa.com or call us at one of the phone numbers listed 
on the back cover of this Guide.  


Mammography 
(screening) 


Covered, but only one screening mammography per calendar year for women 
ages 40 and older. 


 Please note: A woman of any age may receive the screening more often if she 
has a history of breast cancer or if her mother or sister has a history of breast 
cancer. For diagnostic mammography benefits, see earlier in this chapter under 
Testing, Laboratory, and Radiology. 


Pap Smears (screening) Covered, but only one screening Pap smear every three years for women ages 21 
to 65. 


Prostate Specific Antigen 
(PSA) Screening Test 


Covered, for men age 50 or older. Benefits are limited to one prostate specific 
antigen screening test per calendar year. For diagnostic PSA tests, see earlier in 
this chapter under Testing, Laboratory, and Radiology. 


Screening Services, 
Preventive Counseling, 
and Preventive Services 


Covered, for Grade A and B recommendations of the U.S. Preventive Services 
Task Force (USPSTF) such as the following: 
 Preventive Counseling 
 Preventive Services 
 Screening Laboratory Services: 


– Screening for Lipid Disorders in Adults 
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 – Screening for Asymptomatic Bacteriuria in Adults 
– Screening for Hepatitis B Virus Infection 


 – Screening for HIV 
– Screening for Syphilis Infection 
– Screening for Type 2 Diabetes Mellitus in Adults 
– Screening for Iron Deficiency Anemia 
– Screening for Rh (D) Incompatibility 
– Screening for Congenital Hypothyroidism 
– Screening for Phenylketonuria (PKU) 
– Screening for Sickle Cell Disease in Newborns 
– Screening for Tuberculosis 


  Screening Radiology Services: 
– Screening for Abdominal Aortic Aneurysm 
– Screening for Osteoporosis in Postmenopausal Women 


 Please note:  Certain services must have precertification. See Chapter 5: 
Precertification.  


 Please note:  The list of U.S. Preventive Services Task Force (USPSTF) 
recommended screenings may change.  If you need more details about the 
USPSTF recommended screenings, including a current list of recommendations, 
please visit our website at www.hmsa.com or call us at one of the phone numbers 
listed on the back of this Guide. 


 Please Note: Benefits for other U.S. Preventive Services Task Force (USPSTF) 
Grade A and B recommended screenings may be found in other sections of this 
chapter under Surgical Services and Testing, Laboratory, and Radiology. 


 Covered for recommended preventive services for women developed by the 
Institute of Medicine (IOM) and supported by the Health Resources and Services 
Administration (HRSA), such as the following: 


  Breastfeeding Support and Counseling – but only from a trained physician or 
midwife during pregnancy and/or in the postpartum period. 


 Contraceptive Counseling. 
 Gestational Diabetes Screening. 
 Human Papillomavirus (HPV) DNA Testing. 
 Interpersonal and Domestic Violence Screening and Counseling. 


 Please Note: Benefits for other IOM recommended preventive services for 
women may be found in this section and under other sections of this chapter 
under Special Benefits for Women and Drugs and Supplies. 


Sigmoidoscopy 
(screening) 


Covered in accord with HMSA’s medical policies. 


Well-Being Services HMSA offers a variety of well-being tools, programs and services to take care of 
you and your family. Visit hmsa.com/wellbeing to find the latest benefits 
available to our members.  


Well-Child Care Covered, from birth through age twenty-one including office visits for history, 
physical exams, sensory screenings, developmental/behavioral assessments, 
anticipatory guidance, lab tests, and immunizations.  Well Child Care means 
routine and preventive care for children through age twenty-one.  If your child 
needs medical care as the result of an illness or injury, physician visit benefits 
apply (and not well-child care benefits).  See Physician Services earlier in this 
chapter. 


Well Child Care 
Immunizations 


Covered, in accord with Hawaii law and the guidelines set by the Advisory 
Committee on Immunization Practices (ACIP).  


Well Child Care 
Laboratory Tests 


Covered, in conjunction with office visits, from birth through age twenty-one. 
Laboratory tests are covered during the well-child care period as identified on the 
American Academy of Pediatrics Periodicity Schedule of the Bright Futures 
Recommendations for Preventive Pediatric Health Care, in addition to one 
urinalysis through age five. 
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Well Child Care Physician 
Office Visits 


Covered, including routine sensory screening, and developmental/behavioral 
assessments according to the American Academy of Pediatrics Periodicity 
Schedule of the Bright Futures Recommendations for Preventive Pediatric Health 
Care: 
 Birth to one year: seven visits 
 Age one year: three visits 


  Age two years: two visits 
 Age three years through twenty-one years: one visit per year 


Well Woman Exam Covered, for one gynecological exam per calendar year. The well woman exam 
includes a pelvic exam, the collection of a specimen for Pap smear screening and 
a clinical breast exam. 


 


Special Benefits for Men 
 
Erectile Dysfunction Services, supplies, prosthetic devices, and injectables approved by us are covered 


to treat erectile dysfunction due to organic cause as defined by HMSA or as 
described in this chapter under Other Medical Services and Supplies, Gender 
Identity Services. 


Vasectomy  Covered, but only the initial surgery for a vasectomy. Benefits do not include the 
reversal of a vasectomy. 


 


Special Benefits for Women 
 
Breast Pump Covered, for purchase of one device including attachments per pregnancy when 


purchased from a Participating Provider or Participating Medical Pharmacy that 
provides medical equipment and supplies. 


 Covered, for the rental of a hospital-grade breast pump if the infant is unable to 
nurse directly on the breast due to a medical condition, such as prematurity, 
congenital anomaly and/or an infant is hospitalized. 


Contraceptive Implants Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness. 


Contraceptive Injectables Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness. 


Contraceptive IUD Covered. 


Please note: Benefit payment for contraceptives is limited to one contraceptive 
method per period of effectiveness.  


In Vitro Fertilization Covered.  Coverage is limited to a one-time only benefit for one outpatient in 
vitro fertilization procedure while you are an HMSA member.  If you get benefits 
for in vitro fertilization services under an HMSA plan, you will not be eligible 
for in vitro fertilization benefits under any other HMSA plan. In vitro 
fertilization services are not covered when a surrogate is used.  The in vitro 
procedures must be performed at a medical facility that conforms to the 
American College of Obstetricians and Gynecologists’ guidelines for in vitro 
fertilization clinics or to the American Society for Reproductive Medicine’s 
minimal standards for programs of in vitro fertilization. 


 If you have a male partner, you must meet all of the following criteria: 
 You and your male partner have a five-year history of infertility or infertility 


is related to one or more of the following medical conditions: 
 – Endometriosis;  


– Exposure in utero to diethylstilbestrol (DES);  
– Blockage or surgical removal of one or both fallopian tubes; or  
– Abnormal male factors contributing to the infertility. 
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  You and your male partner have been unable to attain a successful 
pregnancy through other covered infertility treatments. 


 If you do not have a male partner, you must meet the following criteria: 
 You are not known to be otherwise infertile, and 
 You have failed to achieve pregnancy following three cycles of physician 


directed, appropriately timed intrauterine insemination. 
 Please note: These services must have precertification.  See Chapter 5: 


Precertification. 


Please note: Exclusions or limits that may relate to this benefit are described in 
Chapter 6: Services Not Covered in the section labeled Fertility and Infertility. 


Maternity Care Covered, for:  
 routine prenatal visits,  
 delivery, and  
 one postpartum visit.   
HMSA pays physicians a global fee related to a bundle of maternity care. If 
benefit payments are made separately before delivery, payments will be 
considered an advance and we will deduct the amount from the global benefit 
payment for maternity care. 


 Coverage for other maternity related services such as nursery care, labor room, 
hospital room and board, pregnancy termination, diagnostic tests, labs, and 
radiology are described in other sections of this Guide. 


Maternity and Newborn 
Length of Stay 


Covered, for up to: 
 48 hours from time of delivery for normal labor and delivery; or  
 96 hours from time of delivery for a cesarean birth.  


 All newborns are covered for services described earlier in this chapter for the 
first 48 or 96 hours.  For a description of covered services see Hospital Room 
and Board – Newborn Nursery Care and Physician Visits.  Newborns are 
covered after the first 48 or 96 hours if added to your coverage within 31 days of 
birth.   


 Newborns with congenital defects and birth abnormalities are covered for the 
first 31 days of birth even if not added to your coverage.  These newborns are 
covered after 31 days of birth only if added to your coverage within 31 days of 
birth. See Chapter 10: General Provisions under Eligibility for Coverage.  


Pregnancy Termination Covered. 


Tubal Ligation Covered, for surgery for a tubal ligation. Reversal of a tubal ligation is not 
covered. 


 


Special Benefits for Homebound, Terminal, or Long-Term Care 
 
Home Health Care Covered, but only when all of these statements are true:  


 Services are prescribed in writing by a physician to treat an illness or injury 
when you are homebound. Homebound means that due to an illness or 
injury, you are unable to leave home, or if you do leave home, doing so 
requires a considerable and taxing effort. 


  Part-time skilled health services are needed. 
 Services are not more costly than alternate services that would be effective 


to diagnose and treat your condition. 
 Without home health care, you would need inpatient hospital or skilled 


nursing facility care. 
  If you need home health care services for more than 30 days, a physician 


must certify that there is further need for the services and provide an 
ongoing plan of treatment at the end of each 30-day period of care.  


 Services do not exceed 150 visits per calendar year. 
Hospice Services Covered.  A Hospice Program provides care (generally in a home setting) for 


patients who are terminally ill and who have a life expectancy of six months or 
less.  We follow Medicare guidelines to determine benefits, level of care and 
eligibility for hospice services.  Also, we cover: 
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  Residential hospice room and board expenses directly related to the hospice 
care being provided, and 


 Hospice referral visits during which a patient is advised of hospice care 
options, regardless of whether the referred patient is later admitted to 
hospice care. 


 While under hospice care, the terminally ill person is not eligible for benefits for 
the terminal condition except hospice services and attending physician office 
visits.  The person is eligible for all covered benefits unrelated to the terminal 
condition.  


 The attending physician must certify in writing that the person is terminally ill 
and has a life expectancy of six months or less.  


Supportive Care Services Covered in accord with HMSA’s then current Supportive Care policy available at 
www.hmsa.com. 


Supportive Care is a comprehensive approach to care for members with a serious 
or advanced illness including Stage 3 or 4 cancer, advanced Congestive Heart 
Failure (CHF), advanced Chronic Obstructive Pulmonary Disease (COPD), or 
any advanced illness that meets the requirements of the Supportive Care policy.  
Members receive comfort-directed care, along with curative treatment from an 
interdisciplinary team of practitioners.  Supportive Care is only available in 
Hawaii and when a member is referred by his or her physician. 


 Please note: 
 We cover Supportive Care referral visits during which a patient is advised of 


Supportive Care options, regardless of whether the referred member is later 
admitted to Supportive Care. 


 Coverage is limited to 90 calendar days of services in a 12 month period that 
begins the first day Supportive Care services are provided. 


Case Management 
Services 


Covered, for a chronic condition, a serious illness or complex health care needs 
which may include the following: 
 Assessment of individual/family needs related to the understanding of health 


status and physician treatment plans, self-care and compliance capability and 
continuum of care. 


 Education of individual/family on disease, treatment compliance and self-
care techniques. 


 Help with organization of care, including arranging for needed services and 
supplies. 


 Assistance in arranging for a primary care provider to deliver and coordinate 
the care and/or consultation with physician specialists; and  


 Referrals to community resources. 
 


Behavioral Health – Mental Health and Substance Abuse 
 
 Covered, if: 


 You are diagnosed with a condition found in the current Diagnostic and 
Statistical Manual of the American Psychiatric Association. 


  The services are from a licensed physician, psychiatrist, psychologist, 
clinical social worker, marriage and family therapist, licensed mental health 
counselor, or advanced practice registered nurse. 


 Please note: Epilepsy, senility, intellectual disabilities, or other developmental 
disabilities and addiction to or abuse of intoxicating substances, do not in and of 
themselves constitute a mental disorder.  


 Benefits for inpatient hospital and facility services are subject to the limits 
described earlier in this chapter under Hospital Room and Board.  


 Please note: Nonparticipating and out-of-state post-acute and residential 
treatment facilities must have precertification. See Chapter 5: Precertification. 


Alcohol or Drug 
Dependence Treatment 


You are not covered for detoxification services and educational programs to 
which drinking or drugged drivers are referred by the judicial system solely 
because you have been referred or services performed by mutual self-help 
groups. 
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Organ and Tissue Transplants 
 
Organ and Tissue 
Transplants 


Covered, but only as described in this section and subject to all other conditions 
and provisions of your Agreement including that the transplant meets payment 
determination criteria. For a definition of payment determination criteria, see 
Chapter 1: Important Information under Questions We Ask When You Receive 
Care. Expenses related to one transplant evaluation and wait list fees at one 
transplant facility per approved transplant request are covered.   


 Also, all transplants (with the exception of corneal and kidney transplant 
surgeries) must: 
 Receive our approval. Without approval for the specified transplants, 


benefits are not available. See Chapter 5: Precertification. 
 Be from a facility that: 


 – Accepts you as a transplant candidate, and 
– Is located in the State of Hawaii and has a contract with us to perform 


the transplant, or 
– Is an approved Blue Distinction Center for Transplants.  You may call 


HMSA for a current list of providers. 
 Benefits are not available for: 


 Artificial (mechanical) organs, except for artificial hearts when used as a 
bridge to a permanent heart transplant. 


 Non-human organs. 
 Organ or tissue transplants not listed in this section. 
 Your transportation for organ or tissue transplant services. 
 Transportation of organs or tissues. 
 Organ or tissue transplants received out of country. 


Transplant Evaluations Covered, if we approve, for heart, heart-lung, liver, lung, pancreas, simultaneous 
kidney/pancreas, small bowel and multivisceral, or stem-cell transplants. See 
Chapter 5: Precertification. Transplant Evaluation means those procedures, 
including lab and diagnostic tests, consultations, and psychological evaluations 
that a facility uses in evaluating a potential transplant candidate. This coverage is 
limited to one evaluation per transplant request and must be rendered either at a 
facility that is located in the State of Hawaii and has a contract with us to 
perform the transplant or is an approved Blue Distinction Center for Transplants. 
For details about donor screening benefits, see in this chapter under Organ 
Donor Services. 


Organ Donor Services Covered, when you are the recipient of the organ. No benefits are available under 
this coverage if you are donating an organ to someone else.  


 Please note: This coverage is secondary and the living donor's coverage is 
primary when: 
 You are the recipient of an organ from a living donor; and  
 The donor's health coverage provides benefits for organs donated by a living 


donor. 
 Benefits for the screening of donors are limited to expenses of the actual donor. 


No benefits are available for screening expenses of candidates who do not 
become the actual donor. 


Corneal Transplant 
Surgery 


Covered, but only if you meet HMSA's criteria. Coverage for related services are 
described in other sections of this Guide. 


Heart Transplants Covered, but only if you meet HMSA's criteria and if we approve. See Chapter 
5: Precertification. 


Heart and Lung 
Transplants 


Covered, but only if you meet HMSA's criteria and if we approve. See Chapter 
5: Precertification. 


Kidney Transplant 
Surgery 


Covered, but only if you meet HMSA's criteria. Coverage for related services are 
described in other sections of this Guide. 
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Liver Transplants Covered, but only if you meet HMSA's criteria and if we approve.  See Chapter 
5: Precertification. 


Lung Transplants Covered, but only if you meet HMSA's criteria and if we approve. See Chapter 
5: Precertification. 


Pancreas Transplants Covered, but only if you meet HMSA's criteria and if we approve.  See Chapter 
5: Precertification. 


Simultaneous 
Kidney/Pancreas 
Transplants 


Covered, but only if you meet HMSA's criteria and if we approve.  See Chapter 
5: Precertification. 


Small Bowel and 
Multivisceral Transplants 


Covered, for small bowel (small intestine) and the small bowel with liver or 
small bowel with multiple organs such as the liver, stomach and pancreas, but 
only if you meet HMSA's criteria and if we approve. See Chapter 5: 
Precertification.  


Stem-Cell Transplants 
(including Bone Marrow 
Transplants) 


Allogeneic stem-cell transplants, reduced intensity conditioning for allogeneic 
stem-cell transplants and autologous stem-cell transplants are available only for 
treatment prescribed in accord with HMSA’s medical policies and with our 
approval. See Chapter 5: Precertification. 


 


Drugs and Supplies 
 
 Covered, but only drugs to treat autism spectrum disorders, oral chemotherapy 


drugs, contraceptives, diabetic drugs, supplies and insulin, and U.S. Preventive 
Services Task Force Recommended Drugs. Coverage will be provided only when 
the drugs and supplies are: 


  Approved by the FDA, under federal control, 
 Prescribed by a licensed Provider, 
 Dispensed by a licensed pharmacy or Provider, and 
 You do not have an HMSA drug plan or your HMSA drug plan does not 


cover the drug or supply covered in this section.  
 Please note:  The list of U.S. Preventive Services Task Force (USPSTF) 


recommended drugs may change.  Examples of drugs recommended include, but 
are not limited to, aspirin and folic acid.  If you need more information about the 
USPSTF recommended drugs, including a current list of recommendations, 
please visit our website at www.hmsa.com or call us at one of the phone numbers 
listed on the back of this Guide. 


 Please note: Some drugs and supplies must have precertification. See Chapter 5: 
Precertification. 


 Benefits for drugs and supplies vary depending on whether the drug is a generic 
drug, a Preferred Formulary drug, or Non-Preferred Formulary drug. 


Definitions Biological products 
 Biological products, or biologics, are medical products. Many products are 


made from a variety of natural sources –(i.e., human, animal, or 
microorganism). It may be produced by biotechnology methods and other 
cutting-edge technologies. Like drugs, some biologics are intended to treat 
diseases and medical conditions. Other products are used to prevent or 
diagnose diseases. Examples may include:  
– Vaccines.  
– Blood and blood products for transfusion and /or manufacturing into 


other products.  
– Allergenic extracts that are used for both diagnosis and treatment, i.e., 


allergy shots.  
– Human cells and tissues used for transplantation (e.g., tendons, 


ligaments and bones).  
– Gene therapies. 
– Cellular therapies.  
– Tests to screen potential blood donors for infectious agents such as HIV. 


 Reference product refers to the original FDA-approved biologic product that 
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a biosimilar is based. 
 Biosimilar product – A biological product that is FDA-approved based on a 


showing that it is highly similar to an already FDA-approved reference 
product. It has no clinically meaningful differences in terms of safety and 
effectiveness from the reference product. Only minor differences in 
clinically inactive components are allowable in biosimilar products. 


 Interchangeable biologic product – An FDA-approved biologic product that 
meets the additional standards for interchangeability to an FDA-approved 
reference product included in:  
– The Hawaii list of equivalent generic drugs and biological products.  
– The Orange Book.  
– The Purple Book.  
– Other published findings and approvals of the United States Food and 


Drug Administration.  
In accordance with any applicable state and federal regulations and laws, an 
interchangeable biological product may be substituted for the reference 
product by a pharmacist without the intervention of the healthcare provider 
who prescribed the reference product. 


 Brand name drug is a drug that is marketed under its distinctive trade name. A 
brand name drug is or at one time was protected by patent laws or deemed to be 
biosimilar by the U.S. Food and Drug Administration. A brand name drug is a 
recognized trade name prescription drug product, usually either the innovator 
product for new drugs still under patent protection or a more expensive product 
marketed under a brand name for multi-source drugs and noted as such in the 
national pharmacy database used by HMSA. 


 Generic drug is a drug, supply, or insulin that is prescribed or dispensed under 
its commonly used generic name rather than a brand name. Generic drugs are not 
protected by patent and are identified by HMSA as “generic”. A generic drug 
shall meet any of the following: 
 It is identical or therapeutically equivalent to its brand counterpart in dosage 


form, safety, strength, route of administration and intended use.   
 It is a non-innovator product approved by the FDA under an Abbreviated 


New Drug Application (an application to market a duplicate drug that has 
been approved by the FDA under a full New Drug Application).   


 It is defined as a generic by Medi-Span or an equivalent nationally 
recognized source.  


 It is not protected by patents(s), exclusivity, or cross-licensure.  
 Generic drugs include all single-source and multi-source generic drugs as set 


forth by a nationally recognized source selected and disclosed by HMSA.  
 Unless explicitly defined or designated by HMSA, once a drug has been 


deemed a generic drug it must be considered a generic drug for purposes of 
benefit administration. 


 Non-Preferred Formulary drug, supply, and insulin is a brand name drug, 
supply, or insulin that is not identified as preferred on the HMSA Select 
Prescription Drug Formulary. 


 Oral chemotherapy drug is an FDA-approved oral cancer treatment that may be 
delivered to the patient for self-administration under the direction or supervision 
of a Provider outside of a hospital, medical office, or other clinical setting. 


 Over-the-counter drugs are drugs that may be purchased without a prescription. 


 Preferred Formulary drug, supply and insulin is a brand name drug, supply or 
insulin identified as preferred on the HMSA Select Prescription Drug Formulary. 


 Prescription drug is a medication required by Federal law to be dispensed only 
with a prescription from a licensed provider. Medications that are available as 
both a Prescription Drug and a nonprescription drug are not covered as a 
Prescription drug under this plan. 


Benefit Limitations Contraceptive benefits are limited to one contraceptive method per period of 
effectiveness. 
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 Over-the-counter contraceptives are covered when you receive a written 
prescription for the contraceptive.  


 Diabetic supplies are limited to coverage for:  
 Syringes.  
 Needles.  
 Lancets.  
 Lancet devices.  
 Test strips.  
 Acetone test tablets.  
 Insulin pump tubing.  
 Calibration solutions. 


 Copayment amounts for covered drugs or supplies are for a maximum 30-day 
supply or fraction thereof.  A 30-day supply means a supply that will last you for 
a period consisting of 30 consecutive days.  For example, if the prescribed drug 
must be taken by you only on the last five days of a one-month period, a 30-day 
supply would be the amount of the drug that you must take during those five 
days.  


 If you get more than a 30-day supply under one prescription: 
 you must pay an additional copayment for each 30-day supply or fraction 


thereof, and  
 The pharmacy will fill the prescription in the quantity specified by your 


Provider up to a 12-month supply for contraceptives. For all other drugs or 
supplies the maximum benefit payment is limited to two more 30-day 
supplies or fractions thereof. 


Drug Benefit Management We have arranged with Participating Providers to assist in managing the usage of 
certain drugs, including drugs listed in the HMSA Select Prescription Drug 
Formulary.  
 We have identified certain kinds of drugs listed in the HMSA Select 


Prescription Drug Formulary that require preauthorization of HMSA.  The 
criteria for preauthorization are that:  


 – the drug is being used as part of a treatment plan,  
– there are no equally effective drug substitutes, and  
– the drug meets Payment Determination and other criteria established by 


us.   
 A list of these drugs in the HMSA Select Prescription Drug Formulary has been 


distributed to all Participating Providers. 


  Participating providers may prescribe up to a 30-day supply for first time 
prescriptions of maintenance drugs and contraceptives.  For subsequent 
refills, the participating provider may prescribe up to a 12-month supply for 
contraceptives, and a maximum 90-day supply for all other drugs after 
confirming that: 


 – You have tolerated the drug without adverse side effects that could 
cause the drug to be discontinued, and 


– Your Provider has determined that the drug is effective. 
Additional Amounts You 
May Owe When There is a 
Generic Equivalent 


This plan requires the substitution of Generic Drugs listed on the FDA Approved 
Drug Products with Therapeutic Equivalence Evaluations for a brand name drug. 
Exceptions will be made when a Provider directs that substitution is not 
permissible.  If you choose not to use the generic equivalent, we will pay only 
the amount that would have been paid for the generic equivalent.  This provision 
will apply even if the generic equivalent is out-of-stock or is not available at the 
pharmacy. 


 In the event a generic equivalent is out-of-stock or not available, you may wish 
to purchase the generic equivalent from another pharmacy. 


Refills Except for certain drugs managed under Drug Benefit Management, refills will 
be paid if indicated on your original prescription and only after two-thirds of 
your prescription has already been used. 
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Mail Order Providers Benefits for mail order drugs, supplies, and insulin are only available through 
contracted providers.  Call your nearest HMSA office listed on the back cover of 
this Guide for a list of contracted providers. If you receive mail order drugs and 
supplies from a provider that does not contract with HMSA, no benefits will be 
paid. 


 The contracted provider will fill the prescription in the quantity specified by the 
Provider up to a 12-month supply for contraceptives. For all other drugs or 
supplies, copayment amounts are for a maximum 90-day supply or fraction 
thereof.  A 90-day supply means a supply that will last you 90 consecutive days 
or a fraction thereof.  You must pay a 90-day copayment even if the prescription 
is written for less than a 90-day supply or the pharmacy dispenses less than 90 
doses or less than a 90-day supply.  Situations in which this would occur include, 
but are not limited to: 


  You are prescribed a drug in pill form that must be taken only on the last 
five days of each month.  A 90-day supply would be fifteen pills, the number 
of pills you must take during a three-month period. 


  You are prescribed a 30-day supply with two refills.  The mail order 
pharmacy will fill the prescription in the quantity specified by the Provider, 
in this case 30 days, and will not send you a 90-day supply.  You owe the 
90-day copayment even though a 30-day supply has been dispensed. 


  You are prescribed a 30-day supply of a drug that is packaged in less than 
30-day quantity, for example, a 28-day supply.  The pharmacy will fill the 
prescription by providing you a 28-day supply.  You owe the 90-day 
copayment.  If you are prescribed a 90-day supply, the pharmacy would fill 
the prescription by giving you three packages each containing a 28-day 
supply of the drug.  Again, you would owe a 90-day copayment for the 84-
day supply. 


 Unless your Provider directs the use of a brand name drug by clearly indicating it 
on the prescription, your prescription will be filled with the generic equivalent 
when available and permissible by law. 


 Refills are available if indicated on your original prescription and only after two-
thirds of your prescription has already been used. 
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Chapter 5: Precertification 
 


Definition 
 
 Precertification is a special approval process to make sure that certain medical 


treatments, procedures, or devices meet payment determination criteria before 
the service is rendered. 


Services and Supplies 
Which Require 
Precertification 


A few common examples of things you must obtain precertification for:   


Lab, X-ray and Other Diagnostic Tests such as genetic testing, 
polysomnography and sleep studies, computed tomography (CT), and functional 
MRI. 


Surgeries such as organ and tissue transplants, bariatric surgery, and varicose 
veins treatment. 


Treatment Therapies such as applied behavior analysis, physical, occupational 
and speech therapies, chiropractic services, in vitro fertilization, growth hormone 
therapy, home IV therapy, drugs such as oral chemotherapy agents, infusibles 
and injectables, new drug to market (specialty medical drugs), and off-label drug 
use. 


Durable Medical Equipment and Orthotics and Prosthetic Devices such as 
wheelchairs, positive airway pressure and oral devices to treat obstructive sleep 
apnea. 


The list of services that need prior approval may change periodically.  To ensure 
your treatment or procedure is covered, call us at (808) 948-6464 for Oahu and 
(800) 344-6122 for Neighbor islands or visit our website at 
www.hmsa.com/precert. 


When to Request 
Precertification 


If you are under the care of: 
 An HMSA participating physician or contracting physician, he or she will: 


– Get approval for you; and  
– Accept any penalties for failure to get approval. 


 A BlueCard PPO, BlueCard participating or nonparticipating provider you 
are responsible for getting the approval.  If you do not get approval and get 
any of the services described in this chapter, benefits may be denied. 


How to Request 
Precertification 


Ask for precertification by writing or faxing us at: 


 HMSA 
 P.O. Box 2001 
 Honolulu, HI 96805-2001 
 (808) 944-5611 


If you would like to check on the status of the precertification, call your nearest 
HMSA office listed on the back cover of this Guide. 


This Chapter Covers 
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Our Response to Your 
Non-Urgent 
Precertification Request 


If your request for precertification is not urgent, HMSA will respond to your 
request within a reasonable time that is appropriate to the medical circumstances 
of your case. We will respond within 15 days after we get your request.  We may 
extend the time once for 15 days if we cannot respond to your request within the 
first 15 days and if it is due to circumstances beyond our control.  If this happens, 
we will let you know before the end of the first 15 days. We will tell you why we 
are extending the time and the date we expect to have our decision.  If we need 
more details from you or your provider, we will let you or your provider know 
and give you at least 45 days to provide it. 


Our Response to Your 
Urgent Precertification 
Request  


Your precertification request is urgent if the time periods that apply to a non-
urgent request: 
 Could seriously risk your life or health or your ability to regain maximum 


function, or 
 In the opinion of your treating physician, would subject you to severe pain 


that cannot be adequately managed without the care that is the subject of the 
request for precertification. 


HMSA will respond to your urgent precertification request as soon as possible 
given the medical circumstances of your case. It will be no later than 72 hours 
after all information sufficient to make a determination is provided to us. 


 If you do not provide enough details for us to determine if or to what extent the 
care you request is covered, we will notify you within 24 hours after we get your 
request.  We will let you know what details we need to respond to your request 
and give you a reasonable time to respond. You will have at least 48 hours to 
provide it. 


Appeal of Our 
Precertification Decision 


If you do not agree with our precertification decision, you may appeal it. See 
Chapter 8: Dispute Resolution. 
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Chapter 6: Services Not Covered 
 


About this Chapter 
 
 Your health care coverage does not provide benefits for certain procedures, 


services or supplies that are listed in this chapter or limited by this chapter or 
Chapter 4.  We divided this chapter with category headings. These category 
headings will help you find what you are looking for. Actual exclusions are listed 
across from category headings.   


Please note: Even if a service or supply is not specifically listed as an exclusion 
in this chapter, there are more exclusions as described by the limitations in 
Chapter 4. If that service or supply is not specifically listed as an exclusion in 
this chapter or as a limitation exclusion in Chapter 4, it will not be covered 
unless:  
 it is described in Chapter 4: Description of Benefits, and meets all of the 


criteria, circumstances or conditions described, and  
 it meets all of the criteria described in Chapter 1: Important Information 


under Questions We Ask When You Receive Care.  
If a service or supply does not meet the criteria described in Chapter 4, then it 
should be considered an exclusion or service that is not covered.  This chapter 
should be read in conjunction with Chapter 4 in order to identify all items that 
are excluded from coverage. 


If you are unsure if a specific procedure, service or supply is covered or not 
covered, please call us, and we will help you.  We list our phone numbers on the 
back cover of this Guide. 


 


Counseling Services 
 
Bereavement Counseling You are not covered for bereavement counseling or services of volunteers or 


clergy. 


This Chapter Covers 
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Genetic Counseling You are not covered for genetic counseling, except as described in Chapter 4: 
Description of Benefits under Testing, Laboratory, and Radiology and Routine 
and Preventive – Screening Services or as identified on the U.S. Preventive 
Services Task Force list of Grade A and B Recommendations.  If you need more 
details about USPSTF recommended counseling, including a current list of 
recommendations, please visit our website at www.hmsa.com or call us at one of 
the phone numbers listed on the back of this Guide. 


Marriage or Family 
Counseling 


You are not covered for marriage and family counseling or other training 
services. 


Nutritional Counseling You are not covered for nutritional counseling, except as described in Chapter 4: 
Description of Benefits. See Other Medical Services and Supplies, Nutritional 
Counseling or Special Benefits – Disease Management and Preventive Services, 
Screening Services, Preventive Counseling, and Preventive Services. 


Sexual Orientation 
Counseling 


You are not covered for sexual orientation counseling. 


 


Coverage Under Other Programs or Laws 
 
Payment Responsibility You are not covered when someone else has the legal obligation to pay for your 


care, and when, in the absence of this coverage, you would not be charged. 


Military You are not covered for treatment of an illness or injury related to military 
service when you get care in a hospital operated by an agency of the U.S. 
government. You are not covered for services or supplies that are needed to treat 
an illness or injury received while you are on active status in the military service. 


Third Party 
Reimbursement 


You are not covered for services or supplies for an injury or illness caused or 
alleged to be caused by a third party and/or you have or may have a right to get 
payment or recover damages in connection with the illness or injury. You are not 
covered for services or supplies for an illness or injury for which you may 
recover damages or get payment without regard to fault. For more details about 
third party reimbursement, see Chapter 9: Coordination of Benefits and Third 
Party Liability. 


 


Dental, Drug, and Vision 
 
Dental Care You are not covered for dental care under this health coverage except those oral 


surgery services listed in Chapter 4: Description of Benefits under Surgical 
Services, Oral Surgery. The following exclusions apply regardless of the 
symptoms or illnesses being treated: 


  Orthodontics except as described in Chapter 4: Description of Benefits 
under Other Medical Services and Supplies, Orthodontic Services to treat 
Orofacial Anomalies. 


 Dental splints and other dental appliances. 
 Dental prostheses. 


  Maxillary and mandibular implants (osseointegration) and all related 
services. 


 Removal of impacted teeth. 
  Any other dental procedures involving the teeth, gums and structures 


supporting the teeth. 
 Any services in connection with the treatment of TMJ (temporomandibular 


joint) problems or malocclusion of the teeth or jaws, except for limited 
medical services related to the initial diagnosis of TMJ or malocclusion. 


Drugs You are not covered for:  
 Drugs and supplies except as stated in Chapter 4: Description of Benefits 


under Drugs and Supplies and as identified on the U.S. Preventive Services 
Task Force list of Grade A and B Recommendations.  


 Drugs from foreign countries. 
 Replacement for lost, stolen, damaged, or destroyed drugs and supplies. 



http://www.hmsa.com/
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Eyeglasses and Contacts You are not covered for: 
 Sunglasses. 
 Prescription inserts for diving masks or other protective eyewear. 


  Nonprescription industrial safety goggles. 
 Nonstandard items for lenses including tinting and blending. 
 Oversized lenses, and invisible bifocals or trifocals. 


  Repair and replacement of frame parts and accessories. 
 Eyeglass lenses and contact lenses, except as described in Chapter 4: 


Description of Benefits under Other Medical Services and Supplies, Vision 
and Hearing Appliances. 


  Exams for a fitting or prescription (including vision exercises). 
 Frames. 


Vision Services You are not covered for: 
 Refractive eye surgery to correct visual acuity problems. 
 Replacement of lost, stolen or broken lenses, contact lenses or frames. 


  Vision training. 
 Aniseikonic studies and prescriptions. 
 Reading problem studies or other procedures determined to be special or 


unusual. 
 


Fertility and Infertility 
 
Contraceptives You are not covered for contraceptives except as described in Chapter 3: 


Summary of Benefits and Your Payment Obligations and Chapter 4: Description 
of Benefits under Special Benefits for Women and Drugs and Supplies.  


Infertility Diagnosis You are not covered for services or supplies related to the diagnosis of infertility. 


Infertility Treatment Except as described in Chapter 4: Description of Benefits under Special Benefits 
for Women, you are not covered for services or supplies related to the treatment 
of infertility, including, but not limited to: 


  Collection, storage and processing of sperm.  
 Cryopreservation of oocytes, sperm and embryos. 
 In vitro fertilization benefits when services of a surrogate are used. 
 Cost of donor oocytes and donor sperm. 
 Any donor-related services, including but not limited to collection, storage 


and processing of donor oocytes and donor sperm. 
 Ovum transplants. 
 Gamete intrafallopian transfer (GIFT). 
 Zygote intrafallopian transfer (ZIFT). 


  Services related to conception by artificial means, including drugs and 
supplies related to such services except as described in Chapter 4: 
Description of Benefits under Special Benefits for Women.  


Sterilization Reversal You are not covered for the reversal of a vasectomy or tubal ligation. 


 


Preventive and Routine 
 
Health Appraisal You are not covered for Health Appraisal services except as stated in Chapter 4: 


Description of Benefits. 


Immunizations You are not covered for immunizations except those described in Chapter 4: 
Description of Benefits. 


Physical Exams (routine 
annual check-up)  


Physical exams and any associated screening procedures in connection with third 
party requests or requirements, such as those for: employment, participation in 
employee programs, sports, camp, insurance, disability licensing, or on court 
order or for parole or probation are not covered.  This limitation is not intended 
to affect coverage of physical exams or associated screening procedures that 
would otherwise have been covered, and that have separately and incidentally 
been requested or required by a third party. 
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Routine Circumcision You are not covered for routine circumcision except as stated in Chapter 4: 
Description of Benefits under the Surgical Services section. 


Routine Foot Care You are not covered for services or supplies related to routine foot care. 


 


Provider Type 
 
Provider 
Nondiscrimination 


To the extent an item or service is a Covered Service under this Plan and 
consistent with reasonable medical management techniques specified under this 
Plan with respect to the frequency, method, treatment or setting for an item or 
service, HMSA shall not discriminate based on a provider’s license or 
certification, to the extent the provider is acting within the scope of the 
provider’s license or certification under Hawaii law.  HMSA is not required to 
accept all types of providers into its network.  And HMSA has discretion 
governing provider reimbursement rates, which may be subject to quality, 
performance, or market standards and considerations. 


Complementary and 
Alternative Medicine 
Provider 


You are not covered for complementary and alternative medicine services or 
supplies including but not limited to:  
 botanical medicine,  
 aromatherapy,  
 herbal/nutritional supplements,  
 medication techniques,  
 relaxation techniques,  
 movement therapies,  
 energy therapies, and  
 massage therapy when not part of rehabilitative therapy. 


Dietitian You are not covered for nutritional counseling services except as described in 
Chapter 4: Description of Benefits. See Other Medical Services and Supplies, 
Nutritional Counseling or Special Benefits – Disease Management and 
Preventive Services, Screening Services, Preventive Counseling, and Preventive 
Services. 


Provider is an Immediate 
Family Member 


You are not covered for professional services or supplies when furnished to you 
by a provider who is within your immediate family. Immediate Family is a 
parent, child, spouse, or yourself. 


Social Worker You are not covered for services and supplies from a social worker. This 
exclusion does not apply to covered mental health or substance abuse services or 
Covered Services within the scope of the social worker’s professional license 
issued in Hawaii. 


Please note:  Social workers are not Participating Providers under this plan 
except as noted above.  You will be responsible for your copayment, if any, plus 
the difference between HMSA’s eligible charge and the social worker’s billed 
charge.  


 


Transplants 
 
Living Donor Transport You are not covered for expenses of transporting a living donor. 


Living Organ Donor 
Services 


You are not covered for organ donor services if you are the organ donor. 


Mechanical or Non-
Human Organs 


You are not covered for mechanical or non-human organs, except for artificial 
hearts when used as a bridge to a permanent heart transplant. 


Organ Purchase You are not covered for the purchase of any organ. 
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Transplant Services or 
Supplies 


You are not covered for transplant services or supplies or related services or 
supplies other than those described in Chapter 4: Description of Benefits under 
Organ and Tissue Transplants.  Related Transplant Supplies are those that 
would not meet payment determination criteria but for your receipt of the 
transplant, including, and without limit, all forms of stem-cell transplants. 


Transportation Related to 
Organ and Tissue 
Transplants 


You are not covered for transportation for organ or tissue transplant services or 
transportation of organs or tissues. 


 


Miscellaneous Exclusions 
 
Act of War To the extent allowed by law, you are not covered for services needed to treat an 


injury or illness that results from an act of war or armed aggression, whether or 
not a state of war legally exists. 


Acupuncture You are not covered for services or supplies related to acupuncture. 


Airline Oxygen You are not covered for airline oxygen. 


Biofeedback You are not covered for biofeedback and any related tests. 


Blood You are not covered for blood except as described in Chapter 4: Description of 
Benefits.  


Carcinoembryonic 
Antigen (CEA) 


You are not covered for carcinoembryonic antigen when used as a screening test. 


Cardiac Rehabilitation You are not covered for cardiac rehabilitation services except as described in 
Chapter 4: Description of Benefits under Dr. Ornish’s Program for Reversing 
Heart Disease™. 


Chemotherapy  
(High-Dose)  


You are not covered for high-dose chemotherapy except when provided in 
conjunction with stem-cell transplants described in Chapter 4: Description of 
Benefits under Stem-Cell Transplants (including Bone Marrow Transplants). 


Complementary and 
Alternative Medicine 
Services 


You are not covered for complementary and alternative medicine services or 
supplies including, but not limited to:  
 botanical medicine,  
 aromatherapy,  
 herbal/nutritional supplements,  
 medication techniques,  
 relaxation techniques,  
 movement therapies,  
 energy therapies, and  
 massage therapy when not part of rehabilitative therapy. 


Complications of a Non-
Covered Procedure 


You are not covered for complications of a non-covered procedure, including 
complications of recent or past cosmetic surgeries, services or supplies. 


Convenience Treatments, 
Services or Supplies 


You are not covered for treatments, services or supplies that are prescribed, 
ordered or recommended primarily for your comfort or convenience, or the 
comfort or convenience of your provider or caregiver. Such items may include 
ramps, home remodeling, hot tubs, swimming pools, deluxe/upgraded items, or 
personal supplies such as surgical stockings and disposable underpads. 


Cosmetic Services, 
Surgery or Supplies 


You are not covered for cosmetic services or supplies that are primarily intended 
to improve your natural appearance but do not restore or materially improve a 
physical function. You are not covered for complications of recent or past 
cosmetic surgeries, services or supplies. 







Chapter 6: Services Not Covered 


54  7320.959.1.1379.01/24/19 


Custodial Care You are not covered for custodial care, sanatorium care, or rest cures.  Custodial 
Care consists of training in personal hygiene, routine nursing services, and other 
forms of personal care, such as help in walking, getting in and out of bed, 
bathing, dressing, eating, and taking medicine.  Also excluded are supervising 
services by a physician or nurse for a person who is not under specific medical, 
surgical, or psychiatric care to improve that person's condition and to enable that 
person to live outside a facility providing this care. 


Developmental Delay You are not covered for treatment of developmental delay or services related to 
developmental delay that are available through government programs or 
agencies. 


Ductal Lavage You are not covered for ductal lavage. 


Duplicate Item You are not covered for duplicate items that are intended to be used as a back-up 
device, for multiple residences, or for traveling, including:  
 durable medical equipment and supplies, 
 orthotics and external prosthetics, and 
 vision and hearing appliances 
Some examples of duplicate items are a second wheeled mobility device 
specifically for work or school use or a back-up manual wheelchair when a 
power wheelchair is the primary means of mobility. 


Effective Date You are not covered for services or supplies that you get before the effective date 
of this coverage. 


Electron Beam Computed 
Tomography (EBCT or 
Ultrafast CT) 


You are not covered for electron beam computed tomography for coronary artery 
calcifications. 


Enzyme-potentiated 
Desensitization 


You are not covered for enzyme-potentiated desensitization for asthma. 


Erectile Dysfunction You are not covered for services and supplies (including prosthetic devices) 
related to erectile dysfunction except if due to an organic cause or to treat gender 
dysphoria as described in Chapter 4: Description of Benefits under Other 
Medical Services and Supplies, Gender Identity Services.  This includes, but is 
not limited to, penile implants.  You are not covered for drug therapies related to 
erectile dysfunction except certain injectables approved by us to treat erectile 
dysfunction due to an organic cause or to treat gender dysphoria as described in 
Chapter 4: Description of Benefits under Other Medical Services and Supplies, 
Gender Identity Services. 


Extracorporeal Shock 
Wave Therapy 


You are not covered for extracorporeal shock wave therapy except to treat kidney 
stones. 


False Statements You are not covered for services and supplies if you are eligible for care only by 
reason of a fraudulent statement or other intentional misrepresentation that you 
or your employer made on an enrollment form for membership or in any claims 
for benefits.  If we pay benefits to you or your provider before learning of any 
false statement, you or your employer are responsible for reimbursing us. 


Foot Orthotics You are not covered for foot orthotics except, under the following conditions: 
 Foot orthotics for persons with specific diabetic conditions per Medicare 


guidelines; 
 Foot orthotics for persons with partial foot amputations; 
 Foot orthotics that are an integral part of a leg brace and are necessary for 


the proper functioning of the brace, and; 
 Rehabilitative foot orthotics that are prescribed as part of post-surgical or 


post-traumatic casting care. 
Genetic Testing and 
Screening 


You are not covered for genetic tests and screening except as stated in Chapter 4: 
Description of Benefits under Testing, Laboratory, and Radiology and Special 
Benefits – Disease Management and Preventive Services. 


Growth Hormone Therapy You are not covered for growth hormone therapy except as stated in Chapter 4: 
Description of Benefits under Other Medical Services and Supplies. 
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Hair Loss 


 


You are not covered for services or supplies related to the treatment of baldness 
or hair loss regardless of condition. This includes hair transplants and topical 
medications. 


Hypnotherapy You are not covered for hypnotherapy. 


Intradiscal Electro 
Thermal Therapy (IDET) 


You are not covered for intradiscal electro thermal therapy. 


Massage Therapy Massage therapy is not covered unless rendered as part of an approved 
rehabilitative therapy treatment plan. 


Microprocessor 
(Upper/Lower Prostheses) 


You are not covered for microprocessor or computer controlled, or myoelectric 
parts of upper and lower limb prosthetic devices. 


Motor Vehicles This plan does not cover the cost to buy or rent motor vehicles such as cars and 
vans.  You are also not covered for equipment and costs related to converting a 
motor vehicle to accommodate a disability. 


Non-Medical Items You are not covered for durable medical equipment and supplies, orthotics and 
external prosthetics, and vision and hearing appliances that are not primarily 
medical in nature. Some examples of non-medical items that are not primarily 
medical in nature are: 
 environmental control equipment or supplies (such as air conditioners, 


humidifiers, dehumidifiers, air purifiers or sterilizers, water purifiers, 
vacuum cleaners, or supplies such as filters, vacuum cleaner bags and dust 
mite covers);  


 hygienic equipment;  
 exercise equipment;  
 items primarily for participation in sports or leisure activities, and  
 educational equipment. 


Non-Related Items 
Exclusion 


You are not covered for any service, procedure, or supply that is directly or 
indirectly related to a non-covered service, procedure, or supply. 


Private Duty Nursing You are not covered for private duty nursing. 


Radiation (High-dose) You are not covered for high-dose radiotherapy except when provided in 
conjunction with stem-cell transplants described in Chapter 4: Description of 
Benefits under Stem-Cell Transplants (including Bone Marrow Transplants). 


Radiation (Nonionizing) You are not covered for treatment with nonionizing radiation. 


Repair/Replacement You are not covered for the repair or replacement of any item covered under the 
manufacturer or supplier warranty, including:  
 durable medical equipment and supplies, 
 orthotics and external prosthetics, and 
 vision and hearing appliances 
Replacement items that meet the same medical need as the current item but in a 
more efficient manner or is more convenient, when there is no change in your 
medical condition are also not covered. 


Reversal of Gender 
Reassignment Surgery 


You are not covered for reversal of gender reassignment surgery, except in the 
case of a serious medical barrier to completing gender reassignment or the 
development of a serious medical condition requiring a reversal. 


Self-Help or Self-Cure You are not covered for self-help and self-cure programs or equipment. 


Services Related to 
Employment 


You are not covered for services related to getting or maintaining employment. 


Stand-by Time You are not covered for a provider's waiting or stand-by time. 


Supplies You are not covered for take home supplies or supplies billed separately by your 
provider when the supplies are integral to services being performed by your 
provider. 
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Thoracic Electric 
Bioimpedance 
(Outpatient/Office) 


You are not covered for outpatient thoracic electric bioimpedance in an 
outpatient setting which includes a physician’s office. 


Topical Hyperbaric 
Oxygen Therapy 


You are not covered for topical hyperbaric oxygen therapy. 


Travel or Lodging Cost You are not covered for the cost of travel or lodging. 


Vertebral Axial 
Decompression (VAX-D) 


You are not covered for vertebral axial decompression. 


Vitamins, Minerals, 
Medical Foods and Food 
Supplements 


You are not covered for vitamins, minerals, medical foods, or food supplements 
except as described in Chapter 4: Description of Benefits under Other Medical 
Services and Supplies and Drugs and Supplies. 


Weight Reduction 
Programs 


You are not covered for weight reduction programs and supplies, whether or not 
weight reduction is medically appropriate. This includes:  
 dietary supplements,  
 food,  
 equipment,  
 lab tests,  
 exams, and  
 drugs and supplies. 


Wigs You are not covered for wigs and artificial hairpieces. 
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Chapter 7: Filing Claims 
 


When to File Claims 
 
When to File Claims  All participating and most nonparticipating providers in Hawaii file claims for 


you. If your nonparticipating provider does not file for you, please submit an 
itemized bill or receipt which lists the services you received. No payment will be 
made on any claim or itemized bill or receipt received by us more than one year 
after the last day on which you received services. If you have any questions after 
reading this section, please contact your personnel department, or call us. Our 
phone numbers appear on the back cover of this Guide. 


 


How to File Claims 
 
One Claim Per Person 
and Per Provider 


File a separate claim for each covered family member and each provider.  


You should follow the same procedure for filing a claim for services received in- 
or out-of-state or out-of-country. 


 


What Information You Must File 
 
Subscriber Number The subscriber number that appears on your member card. 


Provider Statement The provider statement must be from your provider. All services must be 
itemized. (Statements you prepare, cash register receipts, receipt of payment 
notices or balance due notices cannot be accepted.) Without the provider 
statement, claims are not eligible for benefits. It is helpful to us if the provider 
statement is in English on the stationery of the provider who performed the 
service. An accompanying English translation is acceptable. 


 The provider statement must include: 
 Provider's full name and address. 
 Patient's name.  


  Date(s) you received service(s). 
 Date of the injury or start of illness. 
 The charge for each service in U.S. currency. 
 Description of each service. 


  Diagnosis or type of illness or injury. 
 Where you received the service (office, outpatient, hospital, etc.). 
 If applicable, information about other health coverage you may have. 


Phone Number Please include a phone number where you can be reached during the day. 


Signature Make sure you sign the claim. 
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Other Claim Filing Information 
 
Where to Send Claim Send your claim to the address listed on the back cover of this Guide. 


Keep a Copy You should keep a copy of the information for your records.  


Information given to us will not be returned to you. 


Report to Member Once we get and process your claim, a report explaining your benefits will be 
provided. You may get copies of your report online through My Account on 
hmsa.com or by mail upon request. The Report To Member tells you how we 
processed the claim. It includes services performed, the actual charge, any 
adjustments to the actual charge, our eligible charge, the amount we paid, and the 
amount you owe. 


If we need more details to make a decision about your claim, need more time to 
review your claim due to circumstances beyond our control or deny your claim, 
this report will let you know within 15 days of receipt of written claims or 7 days 
of receipt of claims filed electronically. If we need more details, you will have at 
least 45 days to provide it. Otherwise, we will reimburse you within 30 days of 
receipt of written claims and 15 days from receipt of claims filed electronically. 


 If, for any reason, you believe we wrongly denied a claim or coverage request, 
please call us for help. Our phone numbers appear on the back cover of this 
Guide. If you are not satisfied with the information you get, and you wish to 
pursue a claim for coverage, you may request an appeal.  See Chapter 8: Dispute 
Resolution. 


Cash or Deposit any 
Benefit Payment in a 
Timely Manner 


If a check is enclosed with your Report To Member, you must cash or deposit the 
check before the check's expiration date. If you ask us to reissue the expired 
check, there will be a service charge. 
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Chapter 8: Dispute Resolution 
 


Your Request for an Appeal 
 
Writing Us to Request an 
Appeal 


If you wish to dispute a decision made by HMSA related to coverage, 
reimbursement, this Agreement, or any other decision or action by HMSA you 
must ask for an appeal. Your request must be in writing unless you are asking for 
an expedited appeal. We must get it within one year from the date of the action 
or decision you are contesting. In the case of coverage or reimbursement 
disputes, this is one year from the date we first informed you of the denial or 
limitation of your claim, or of the denial of coverage for any requested service or 
supply. 


Send written requests to: 


HMSA Member Advocacy and Appeals 
P.O. Box 1958 
Honolulu, HI 96805-1958 


Or, send us a fax at (808) 952-7546 or (808) 948-8206 


And, provide the information described in the section below labeled “What Your 
Request Must Include”. Requests that do not comply with the requirements of 
this chapter will not be recognized or treated as an appeal by us. 


If you have any questions about appeals, you can call us at (808) 948-5090, or 
toll free at 1-800-462-2085. 


Appeal of Our 
Precertification Decision 


We will respond to your appeal as soon as possible given the medical 
circumstances of your case. It will be within 30 days after we get your appeal. 


Appeal of Any Other 
Decision or Action 


We will respond to your appeal within 60 calendar days after we get your appeal. 


Expedited Appeal You may ask for an expedited appeal if the time periods for appeals above may: 
 Seriously risk your life or health, 
 Seriously risk your ability to gain maximum functioning, or 
 Subject you to severe pain that cannot be adequately managed without the 


care or treatment that is the subject of the appeal. 
 You may request expedited external review of our initial decision if you have 


requested an expedited internal appeal and the adverse benefit determination 
involves a medical condition for which the completion of an expedited internal 
appeal would meet the requirements above. The process for requesting an 
expedited external review is discussed below. 
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 You may ask for an expedited appeal by calling us at (808) 948-5090, or toll free 
at 1-800-462-2085. 


 We will respond to your request for expedited appeal as soon as possible taking 
into account your medical condition. It will be no later than 72 hours after all 
information sufficient to make a determination is provided to us. 


Who Can Request an 
Appeal 


Either you or your authorized representative may ask for an appeal. Authorized 
representatives include: 
 Any person you authorize to act on your behalf as long as you follow our 


procedures. This includes filing a form with us. To get a form to authorize a 
person to act on your behalf, call us at (808) 948-5090, or toll free at 1-800-
462-2085. (Requests for appeal from an authorized representative who is a 
physician or practitioner must be in writing unless you are asking for an 
expedited appeal.) 


 A court appointed guardian or an agent under a health care proxy. 
  A person authorized by law to provide substituted consent for you or to 


make health care decisions on your behalf. 
 A family member or your treating health care professional if you are unable 


to provide consent. 
What Your Request Must 
Include  


To be recognized as an appeal, your request must include all of this information: 
 The date of your request. 
 Your name and phone number (so we may contact you). 
 The date of the service we denied or date of the contested action or decision. 


For precertification for a service or supply, it is the date of our denial of 
coverage for the service or supply. 


 The subscriber number from your member card. 
 The provider name. 
 A description of facts related to your request and why you believe our action 


or decision was in error. 
 Any other details about your appeal. This may include written comments, 


documents, and records you would like us to review. 
You should keep a copy of the request for your records. It will not be returned to 
you. 


Information Available 
From Us 


If your appeal relates to a claim for benefits or request for precertification, we 
will provide upon your request and free of charge, reasonable access to, and 
copies of, all documents, records, and other information relevant to your claim as 
defined by the Employee Retirement Income Security Act. 


 If our appeal decision denies your request or any part of it, we will provide an 
explanation, including the specific reason for denial, reference to the health plan 
terms on which our decision is based, a statement of your external review rights, 
and other information on our denial. 


 


If You Disagree with Our Appeal Decision and You are Enrolled in a Group 
Plan that is not Self Funded 


 
 If you are enrolled in a group plan that is not self funded and you would like to 


appeal HMSA’s decision, you must do one of the following: 
 Request review by an Independent Review Organization (IRO) selected by 


the Insurance Commissioner if you are appealing an issue of medical 
necessity, appropriateness, health care setting, level of care, or effectiveness; 
or a determination by HMSA that the service or treatment is experimental or 
investigational; 


 For all other issues: 
– Request arbitration before a mutually selected arbitrator; or  
– File a lawsuit against HMSA under 29 USC 1132(a) unless your plan is 


one of the two bulleted types below in which case you must select 
arbitration: 
- A church  plan as defined in 29 USC 2002(33) and no selection has 


been made in accord with 26 USC 410(d), or 
- A government plan as defined in 29 USC 1002(32).  
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Request Review by 
Independent Review 
Organization (IRO) 
Selected by the Insurance 
Commissioner 


If you choose review by an IRO, you must submit your request to the Insurance 
Commissioner within 130 days of HMSA’s decision on appeal to deny or limit 
the service or supply. 


Unless you qualify for expedited external review of our appeal decision, before 
requesting review, you must have exhausted HMSA’s internal appeals process or 
show that HMSA violated federal rules related to claims and appeals unless the 
violation was 1) de minimis; 2) non-prejudicial; 3) attributable to good cause or 
matters beyond HMSA’s control; 4) in the context of an ongoing good-faith 
exchange of information; and 5) not reflective of a pattern or practice of non-
compliance. 


 Your request must be in writing and include: 
 A copy of HMSA’s final internal appeal decision. 
 A completed and signed authorization form releasing your medical records 


relevant to the subject of the IRO review. Copies of the authorization form 
are available from HMSA by calling (808) 948-5090, or toll free at 1-800-
462-2085 or on HMSA.com. 


  A complete and signed conflict of interest form. Copies of the conflict of 
interest form are available from HMSA by calling (808) 948-5090, or toll 
free at 1-800-462-2085 or on HMSA.com.  


 A check for $15.00 made out to the Insurance Commissioner. It will be 
refunded to you if the IRO overturns HMSA’s decision. You are not 
required to pay more than $60.00 in any calendar year. 


 You must send the request to the Insurance Commissioner at: 


Hawaii Insurance Division 
ATTN: Health Insurance Branch – External Appeals 
335 Merchant Street, Room 213 
Honolulu, HI  96813 
Phone: (808) 586-2804 


 You will be informed by the Insurance Commissioner within 14 business days if 
your request is eligible for external review by an IRO.   


You may submit more information to the IRO. It must be received by the IRO 
within 5 business days of your receipt of notice that your request is eligible. 
Information received after that date will be considered at the discretion of the 
IRO. 


 The IRO will issue a decision within 45 calendar days of the IRO’s receipt of 
your request for review.  


The IRO decision is final and binding except to the extent HMSA or you have 
other remedies available under applicable federal or state law. 


Expedited IRO Review You may request expedited IRO review if: 
 You have requested an expedited internal appeal at the same time and the 


timeframe for completion of an expedited internal appeal would seriously 
jeopardize your life, health, or ability to gain maximum functioning or 
would subject you to severe pain that cannot be adequately managed without 
the care or treatment that is the subject of the adverse determination; 


  The timeframe for completion of a standard external review would seriously 
jeopardize your life, health, or ability to gain maximum functioning, or 
would subject you to severe pain that cannot be adequately managed without 
the care or treatment that is the subject of the adverse determination; or 


  If the final adverse determination concerns an admission, availability of 
care, continued stay, or health care service for which you received 
emergency services; provided you have not been discharged from a facility 
for health care services related to the emergency services. 


 Expedited IRO review is not available if the treatment or supply has been 
provided. 


The IRO will issue a decision as expeditiously as your condition requires but in 
no event more than 72 hours after the IRO’s receipt of your request for review. 
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External Review of 
Decisions Regarding 
Experimental or 
Investigational Services 


You may request IRO review of an HMSA determination that the supply or 
service is experimental or investigational. 


Your request may be oral if your treating physician certifies, in writing, that the 
treatment or supply would be significantly less effective if not promptly started. 


 Written requests for review must include, and oral requests must be promptly 
followed up with, the same documents described above for standard IRO review 
plus a certification from your physician that: 
 Standard health care services or treatments have not been effective in 


improving your condition; 
 Standard health care services or treatments are not medically appropriate for 


you; or 
 There is no available standard health care service or treatment covered by 


your plan that is more beneficial than the health care service or treatment 
that is the subject of the adverse action. 


 Your treating physician must certify in writing that the service recommended is 
likely to be more beneficial to you, in the physician’s opinion, than any available 
standard health care service or treatment, or your licensed, board certified or 
board eligible physician must certify in writing that scientifically valid studies 
using accepted protocols demonstrate the service that is the subject of the 
external review is likely to be more beneficial to you than any available standard 
health care services or treatment. 


 The IRO will issue a decision as expeditiously as your condition requires but in 
no event more than 7 calendar days of the IRO’s receipt of your request for 
review. 


Request Arbitration If you choose arbitration, you must submit a written request for arbitration to 
HMSA, Legal Services, P.O. Box 860, Honolulu, Hawaii 96808-0860. Your 
request for arbitration will not affect your rights to any other benefits under this 
plan. You must have fully complied with HMSA’s appeals procedures described 
above and we must get your request for arbitration within one year of the 
decision rendered on appeal. In arbitration, one person (the arbitrator) reviews 
the positions of both parties and makes the final decision to resolve the issue. No 
other parties may be joined in the arbitration. The arbitration is binding and the 
parties waive their right to a court trial and jury. 


 Before arbitration starts, both parties (you and we) must agree on the person to 
be the arbitrator. If we both cannot agree within 30 days of your request for 
arbitration, either party may ask the First Circuit Court of the State of Hawaii to 
appoint an arbitrator. 


 The arbitration hearing shall be in Hawaii. The rules of the arbitration shall be 
those of the Dispute Prevention and Resolution, Inc. to the extent not inconsistent 
with this Chapter 8: Dispute Resolution. The arbitration shall be conducted in 
accord with the Federal Arbitration Act, 9 U.S.C. §1 et seq., and such other 
arbitration rules as both parties agree upon. 


 The arbitrator will make a decision as quickly as possible and will give both 
parties a copy of this decision. The decision of the arbitrator is final and binding. 
No further appeal or court action can be taken except as provided under the 
Federal Arbitration Act. 


 HMSA will pay the arbitrator's fee. You must pay your attorney's or witness's 
fees, if you have any, and we must pay ours. The arbitrator will decide who will 
pay all other costs of the arbitration. 


 HMSA waives any right to assert that you have failed to exhaust administrative 
remedies because you did not select arbitration. 


 


If You Disagree with Our Appeal Decision and You are Enrolled in a Self 
Funded Group Plan 


 
 If you are enrolled in a self funded group plan and you would like review of 


HMSA’s appeal decision, you must do one of the following: 
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  Request review by an Independent Review Organization (IRO) selected by 
HMSA at random from a panel of three IROs; 


 Request arbitration with your employer or group sponsor before a mutually 
selected arbitrator; or 


 File a lawsuit against your employer or group sponsor under 29 USC 
1132(a) unless your plan is one of the two bulleted types below in which 
case you must select review by an IRO or arbitration: 
– A church  plan as defined in 29 USC 2002(33) and no selection has 


been made in accord with 26 USC 410(d), or 
– A government plan as defined in 29 USC 1002(32). 


Request Review by 
Independent Review 
Organization (IRO) 
Selected by HMSA 


If you choose review by an IRO you must submit your request in writing within 
130 days of HMSA’s appeal decision to deny or limit the service or supply.  
Send written requests to: 


HMSA Member Advocacy and Appeals 
P.O. Box 1958 
Honolulu, HI 96805-1958 


Or, send us a fax at (808) 952-7546 or (808) 948-8206   


Within 6 business days following the date of receipt of your request, we will 
notify you in writing whether your appeal is eligible for external review.   


We will assign an IRO to review your appeal. The IRO will inform you of its 
decision within 45 days after the IRO received the assignment from us. 


Expedited Review by an 
IRO Selected by HMSA 


You may request expedited external review if: 
 The timeframe for completion of an expedited internal appeal would 


seriously jeopardize your life, health, or your ability to regain maximum 
functioning and you have filed an expedited internal appeal. 


 The timeframe for completion of standard external review would seriously 
jeopardize your life, health, or your ability to regain maximum functioning. 


 HMSA’s internal appeal decision concerns an admission, availability of 
care, continued stay, or health care item or service for which you received 
emergency services and you have not been discharged from a facility.   


Upon our determination that you meet the above criteria we will assign an IRO to 
review your appeal. The IRO will inform you of its decision as expeditiously as 
your condition or circumstances require but in no event more than 72 hours after 
it receives the assignment from us. 


Request Arbitration If you choose arbitration, with your employer or group sponsor, you must submit 
a written request for arbitration to HMSA, Legal Services, P.O. Box 860, 
Honolulu, Hawaii 96808-0860. Your request for arbitration will not affect your 
rights to any other benefits under this plan. You must have fully complied with 
HMSA’s appeals procedures described above and we must receive your request 
for arbitration within one year of the decision rendered on appeal. In arbitration, 
one person (the arbitrator) reviews the positions of both parties and makes the 
final decision to resolve the issue. No other parties may be joined in the 
arbitration. The arbitration is binding and the parties waive their right to a court 
trial and jury. 


 Before arbitration starts, both parties (you and your employer or group sponsor) 
must agree on the person to be the arbitrator. If you and your employer or group 
sponsor cannot agree within 30 days of your request for arbitration, either party 
may ask the First Circuit Court of the State of Hawaii to appoint an arbitrator. 


 The arbitration hearing shall be in Hawaii. The arbitration shall be conducted in 
accord with the Hawaii Uniform Arbitration Act, HRS Chapter 658A, and the 
rules of Dispute Prevention and Resolution, Inc., to the extent not inconsistent 
with this Chapter 8: Dispute Resolution, and such other arbitration rules as both 
parties agree upon. The arbitrator may hear and determine motions for summary 
disposition pursuant to HRS §658A-15(b). The arbitrator shall also hear and 
determine any challenges to the arbitration agreement and any disputes regarding 
whether a controversy is subject to an agreement to arbitrate. In order to make 
the arbitration hearing fair, expeditious and cost-effective, discovery by both 
parties shall be limited to requests for production of documents material to the 
claims or defenses in the arbitration. Limited depositions for use as evidence at 
the arbitration hearing may occur as authorized by HRS §658A-17(b).   
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 The arbitrator will make a decision as quickly as possible and will give both 
parties a copy of this decision. The decision of the arbitrator is final and binding. 
No further appeal or court action can be taken except as provided under the 
Hawaii Uniform Arbitration Act. 


 Your employer or group sponsor will pay the arbitrator's fee. You must pay your 
attorney's or witness's fees, if you have any, and your employer or group sponsor 
must pay theirs. The arbitrator will decide who will pay all other costs of the 
arbitration. 


 Your employer or group sponsor waives any right to assert that you have failed 
to exhaust administrative remedies because you did not select arbitration. 
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Chapter 9: Coordination of Benefits and Third Party Liability 
  


 


What Coordination of Benefits Means 
 
Coverage that Provides 
Same or Similar Coverage 


You may have other insurance coverage that provides benefits that are the same 
or similar to this plan.  


 When this plan is primary, its benefits are determined before those of any other 
plan and without considering any other plan’s benefits.  When this plan is 
secondary, its benefits are determined after those of another plan and may be 
reduced when the combination of the primary plan’s payment and this plan’s 
payment exceed the Eligible Charge.  As the secondary plan, this plan’s payment 
will not exceed the amount this plan would have paid if it had been your only 
coverage.  Also, when this plan is secondary, benefits will be paid only for those 
services or supplies covered under this plan. 


 If there is a benefit maximum under this plan, the service or supply for which 
payment is made by either the primary or the secondary plan shall count toward 
that benefit maximum.  For example, this plan covers one well woman exam per 
calendar year, if this plan is secondary and your primary plan covers one well 
woman exam per calendar year, the exam covered under the primary plan will 
count toward the yearly benefit maximum and this plan will not provide benefits 
for a second exam within the calendar year. However, the first twenty days of 
confinement to a skilled nursing facility that are paid in full by Medicare shall 
not count toward the benefit maximum. 


What You Should Do When you get services, you need to let us know if you have other coverage. 
Other coverage includes:  
 Group insurance. 
 Other group benefit plans. 
 Nongroup insurance. 


  Medicare or other governmental benefits. 
 The medical benefits coverage in your automobile insurance (whether issued 


on a fault or no fault basis). 
You should also let us know if your other coverage ends or changes. 


 You will get a letter from us if we need more details. If you do not give us the 
details we need to coordinate your benefits, your claims may be delayed or 
denied.  


 To help us coordinate your benefits, you should: 
 Inform your provider by giving him or her information about the other 


coverage at the time services are rendered, and 
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  Indicate that you have other coverage when you fill out a claim form by 
completing the appropriate boxes on the form. 


What We Will Do Once we have the details about your other coverage, we will coordinate benefits 
for you. There are certain rules we follow to help us determine which plan pays 
first when there is other insurance or coverage that provides the same or similar 
benefits as this plan.  


 


General Coordination Rules 
 
 This section lists four common coordination rules. The complete text of our 


coordination of benefits rules is available on request.  


No Coordination Rules The coverage without coordination of benefits rules pays first. 


Member Coverage The coverage you have as an employee pays before the coverage you have as a 
spouse or dependent child. 


Active Employee 
Coverage 


The coverage you have as the result of your active employment pays before 
coverage you hold as a retiree or under which you are not actively employed. 


Earliest Effective Date 


 


When none of the general coordination rules apply (including those not described 
above), the coverage with the earliest continuous effective date pays first. 


 


Dependent Children Coordination Rules 
 
Birthday Rule For a child who is covered by both parents who are not separated or divorced and 


have joint custody, the coverage of the parent whose birthday occurs first in a 
calendar year pays first. 


Court Decree Stipulates For a child who is covered by separated or divorced parents and a court decree 
says which parent has health insurance responsibility, that parent's coverage pays 
first. 


Court Decree Does Not 
Stipulate 


For a child who is covered by separated or divorced parents and a court decree 
does not stipulate which parent has health insurance responsibility, then the 
coverage of the parent with custody pays first. The payment order for this 
dependent child is as follows:  
− Custodial parent. 
− Spouse of custodial parent. 
− Other parent. 
− Spouse of other parent.  


Earliest Effective Date If none of these rules apply, the parent's coverage with the earliest continuous 
effective date pays first. 


 


If You Are Hospitalized When Coverage Begins  
 
If You are Hospitalized on 
the Effective Date of 
Coverage 


If you are an inpatient on the effective date of this coverage and you had other 
insurance or coverage that was not with us immediately prior to the effective 
date, we will work with your prior insurer or coverage to decide if our coverage 
will supplement the prior insurance or coverage.  Please call us if this applies to 
you so that we can coordinate with your prior insurer or coverage.  If you had 
coverage with us immediately prior to the effective date of this coverage, or if 
you had no other insurance or coverage immediately prior to the effective date, 
then our coverage terms for services related to the hospitalization will apply. 
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Motor Vehicle Insurance Rules  
 
Automobile Coverage If your injuries or illness are due to a motor vehicle accident or other event for 


which we believe motor vehicle insurance coverage reasonably appears available 
under Hawaii Revised Statutes Chapter 431, Article 10C, then that motor vehicle 
coverage will pay before this coverage. You are responsible for any cost sharing 
payments required under such motor vehicle insurance coverage. We do not 
cover such cost sharing payments. Before we pay benefits under this coverage 
for an injury covered by motor vehicle insurance, you must give us a list of 
medical expenses paid by the motor vehicle insurance. The list must show the 
date expenses were incurred, the provider of service, and the amount paid by the 
motor vehicle insurance. We will review the list of expenses to verify that the 
motor vehicle insurance coverage available under Hawaii Revised Statutes 
Chapter 431, Article 10C is exhausted.  After it is verified, you are eligible for 
covered services in accord with this Guide to Benefits. 


 Please note that you are also subject to the Third Party Liability Rules at the end 
of this chapter if: 
 your injury or illness is caused or alleged to have been caused by someone 


else and you have or may have a right to recover damages or receive 
payment in connection with the illness or injury, or  


 you have or may have a right to recover damages or receive payment 
without regard to fault (other than personal injury protection coverage 
available under Hawaii Revised Statutes Chapter 431, Article 10C-103.5).   


Any benefits paid by us in accord with this section or the Third Party Liability 
Rules, are subject to the provisions described later in this chapter under Third 
Party Liability Rules. 


 


Medicare Coordination Rules 
 
Medicare as Secondary 
Payer 


Since 1980, Congress has passed legislation making Medicare the secondary 
payer and group health plans the primary payer in a variety of situations. These 
laws apply only if you have both Medicare and employer group health coverage, 
and your employer has the minimum required number of employees as described 
in the following paragraphs.  For more information, contact your employer or the 
Centers for Medicare & Medicaid Services. 


If You are Age 65 or Older If your group employs 20 or more employees and if you are age 65 or older and 
eligible for Medicare only because of your age, the coverage described in this 
plan will be provided before Medicare benefits as long as your employer or 
group health plan coverage is based on your status as a current active employee 
or the status of your spouse as a current active employee. 


If You are Under Age 65 
with Disability 


If your employer or group employs 100 or more employees and if you are under 
age 65 and eligible for Medicare only because of a disability (and not ESRD), 
coverage under this plan will be provided before Medicare benefits as long as 
your group health plan coverage is based on your status as a current active 
employee or the status of your spouse as a current active employee or on the 
current active employment status of an individual for whom you are a dependent. 


If You are Under Age 65 
with End-Stage Renal 
Disease (ESRD) 


If you are under age 65 and eligible for Medicare only because of ESRD 
(permanent kidney failure), coverage under this plan will be provided before 
Medicare benefits, but only during the first 30 months of your ESRD coverage. 
Then, the coverage described in this plan will be reduced by the amount that 
Medicare pays for the same covered services. 


Dual Medicare Eligibility If you are eligible for Medicare because of ESRD and a disability, or because of 
ESRD and you are age 65 or older, the coverage under this plan will be provided 
before Medicare benefits during the first 30 months of your ESRD Medicare 
coverage if this plan was primary to Medicare when you became eligible for 
ESRD benefits. 







Chapter 9: Coordination of Benefits and Third Party Liability 


68  7320.959.1.1379.01/24/19 


This Plan Secondary 
Payer to Medicare 


If you are covered under both Medicare and this plan, and Medicare is allowed 
by law to be the primary payer, coverage under this plan will be reduced by the 
amount of benefits paid by Medicare. We will coordinate benefits under this plan 
up to the Medicare approved charge not to exceed the amount this plan would 
have paid if it had been your only coverage. If you are entitled to Medicare 
benefits, we will begin paying benefits after all Medicare benefits (including 
lifetime reserve days) are exhausted. 


 If you get inpatient services and have coverage under Medicare Part B only or 
have exhausted your Medicare Part A benefits, we will pay inpatient benefits 
based on our eligible charge less any payments made by Medicare for Part B 
benefits (i.e., for inpatient lab, diagnostic and x-ray services). 


 Benefits will be paid after we apply any deductible you may have under this 
plan. 


Facilities or Providers Not 
Eligible or Entitled to 
Medicare Payment 


When you get services at a facility or by a provider that is not eligible or entitled 
to reimbursement from Medicare, and Medicare is allowed by law to be the 
primary payer, we will limit payment to an amount that supplements the benefits 
that would have been payable by Medicare had the facility or provider been 
eligible or entitled to such payments, regardless of whether or not Medicare 
benefits are paid. 


 


Third Party Liability Rules  
 
If You have Coverage 
Under Worker's 
Compensation or Motor 
Vehicle Insurance 


If you have or may have coverage under worker's compensation or motor vehicle 
insurance for the illness or injury, please note: 
 Worker’s Compensation Insurance. If you have or may have coverage 


under worker's compensation insurance, such coverage will apply instead of 
the coverage under this Guide to Benefits.  Medical expenses from injuries 
or illness covered under worker's compensation insurance are excluded from 
coverage under this Guide to Benefits. 


 Motor Vehicle Insurance. If you are or may be entitled to medical benefits 
from your automobile coverage, you must exhaust those benefits first, before 
receiving benefits from us.  Please refer to the section in this Chapter 
entitled "Motor Vehicle Insurance Rules" for a detailed explanation of the 
rules that apply to your automobile coverage. 


What Third Party Liability 
Means 


Third party liability is when you are injured or become ill and: 
 The illness or injury is caused or alleged to have been caused by someone 


else and you have or may have a right to recover damages or get payment in 
connection with the illness or injury; or 


  You have or may have a right to recover damages or get payment without 
regard to fault. 


 In such cases, any payment made by us on your behalf in connection with such 
injury or illness will only be in accord with the following rules.  


What You Need to Do Your cooperation is required for us to determine our liability for coverage and to 
protect our rights to recover our payments.  We will provide benefits in 
connection with the injury or illness in accord with the terms of this Guide to 
Benefits only if you cooperate with us by doing the following: 


  Give Us Timely Notice. You must give us timely notice in writing of each 
of the following:   
– your knowledge of any potential claim against any third party or other 


source of recovery in connection with the injury or illness;  
– any written claim or demand (including legal proceeding) against any 


third party or against other source of recovery in connection with the 
injury or illness; and  


– any recovery of damages (including any settlement, judgment, award, 
insurance proceeds, or other payment) against any third party or other 
source of recovery in connection with the injury or illness.   


To give timely notice, your notice must be no later than 30 calendar days 
after the occurrence of each of the events stated above;  







 Chapter 9: Coordination of Benefits and Third Party Liability 


7320.959.1.1379.01/24/19  69 


  Sign Requested Documents. You must promptly sign and deliver to us all 
liens, assignments, and other documents we deem necessary to secure our 
rights to recover payments. You hereby authorize and direct any person or 
entity making or receiving any payment on account of such injury or illness 
to pay to us so much of such payment as needed to discharge your 
reimbursement obligations described above; 


  Provide Us Information. You must promptly provide us any and all 
information reasonably related to our investigation of our liability for 
coverage and our determination of our rights to recover payments.  We may 
ask you to complete an Injury/Illness report form, and provide us medical 
records and other relevant information; 


  Do Not Release Claims Without Our Consent. You must not release, 
extinguish, or otherwise impair our rights to recover our payments, without 
our express written consent; and 


  Cooperate With Us. You must cooperate to help protect our rights under 
these rules.  This includes giving notice of our lien as part of any written 
claim or demand made against any third party or other source of recovery in 
connection with the illness or injury. 


 Any written notice required by these Rules must be sent to: 


 HMSA 
 Attn:  8 CA/Other Party Liability 
 P.O. Box 860 
 Honolulu, Hawaii 96808-0860 


If you do not cooperate with us as described above, your claims may be delayed 
or denied. We shall be entitled to reimbursement of payments made on your 
behalf to the extent that your failure to cooperate has resulted in erroneous 
payments of benefits or has prejudiced our rights to recover payments. 


Payment of Benefits 
Subject to Our Right to 
Recover Our Payments 


If you have complied with the rules above, we will pay benefits in connection 
with the injury or illness to the extent that the medical treatment would otherwise 
be a covered benefit payable under this Guide to Benefits.  However, we shall 
have a first-priority right to subrogation and reimbursement for any benefits we 
provide, from any recovery received from or on behalf of any third party or other 
source of recovery in connection with the injury or illness, including, but not 
limited to, proceeds from any: 
 Settlement, judgment, or award; 
 Motor vehicle insurance (other than personal injury protection benefits) 


including liability insurance or your underinsured or uninsured motorist 
coverage; 


 Workplace liability insurance; 
 Property and casualty insurance; 
 Medical payments coverage under any automobile policy, premises or 


homeowners’ medical payments coverage or premises or homeowner’s 
insurance coverage; 


 Medical malpractice coverage; or 
 Any other payments from a source intended to compensate you for injuries 


resulting from an accident or alleged negligence. 
 As used herein, the term “Third Party,” means any party that is, or may be, or is 


claimed to be responsible for illness or injuries to you.  Such illness or injuries 
are referred to as “Third Party Injuries.”  “Third Party” includes any party 
responsible for payment of expenses associated with the care of treatment of 
Third Party Injuries.   


If this plan pays benefits under this Guide to Benefits to you for expenses 
incurred due to Third Party Injuries, then the Plan retains the right to repayment 
of the full cost of all benefits provided by this plan on your behalf that are 
associated with the Third Party Injuries.   


By accepting benefits under this plan, you specifically acknowledge the Plan’s 
right of subrogation.  In the event you suffer injuries for which a Third Party is 
responsible (such as someone injuring you in an accident), and the Plan pays 
benefits as a result of those injuries, the Plan will be subrogated and succeed to 
the right of recovery against such Third Party to the extent of the benefits the 
Plan has paid.  This means that the Plan has the right, independently of you, to 
proceed against the Third Party responsible for your injuries to recover the 
benefits the Plan has paid.  In order to secure the Plan’s recovery rights, you 
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agree to assign to the Plan any benefits or claims or rights of recovery you have 
under any automobile policy or other coverage, to the full extent of the Plan’s 
subrogation and reimbursement claims.  This assignment allows the Plan to 
pursue any claim you may have, whether or not you choose to pursue the claim.   


By accepting benefits under this plan, you also specifically acknowledge the 
Plan’s right of reimbursement.  This right of reimbursement attaches when this 
plan has paid health care benefits for expenses incurred due to Third Party 
Injuries and you or your representative has recovered any amounts from a Third 
Party.  By providing any benefit under this Guide to Benefits, the Plan is granted 
an assignment of the proceeds of any settlement, judgment or other payment 
received by you to the extent of the full cost of all benefits provided by this plan.  
The Plan’s right of reimbursement is cumulative with and not exclusive of the 
Plan’s subrogation right and the Plan may choose to exercise either or both rights 
of recovery. 


 We shall have a first lien on such recovery proceeds, up to the amount of total 
benefits we pay or have paid related to the injury or illness.  You must reimburse 
us for any benefits paid, even if the recovery proceeds obtained (by settlement, 
judgment, award, insurance proceeds, or other payment): 
 Do not specifically include medical expenses; 
 Are stated to be for general damages only; 
 Are for less than the actual loss or alleged loss suffered by you due to the 


injury or illness; 
 Are obtained on your behalf by any person or entity, including your estate, 


legal representative, parent, or attorney; 
 Are without any admission of liability, fault, or causation by the third party 


or payor. 
 No court costs or attorney fees may be deducted from our lien. 


 Our lien will attach to and follow such recovery proceeds even if you distribute 
or allow the proceeds to be distributed to another person or entity.  Our lien may 
be filed with the court, any third party or other source of recovery money, or any 
entity or person receiving payment regarding the illness or injury. 


 If we are entitled to reimbursement of payments made on your behalf under these 
rules, and we do not promptly receive full reimbursement pursuant to our 
request, we shall have a right to set-off from any future payments payable on 
your behalf under this Guide to Benefits. 


 Our rights of reimbursement, lien, and subrogation described above, are in 
addition to all other rights of equitable subrogation, constructive trust, equitable 
lien and/or statutory lien we may have for reimbursement of these payments. All 
of these rights are preserved and may be pursued at our option against you or any 
other appropriate person or entity. 


 For any payment made by us under these rules, you are still responsible for your 
copayments, deductibles, timeliness in submission of claims, and other 
obligations under this Guide to Benefits. 


 Nothing in these Third Party Liability Rules shall limit our ability to coordinate 
benefits as described in this Chapter. 
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Eligibility for Coverage 
 
When You are Eligible for 
Coverage 


You may enroll in this coverage when you are first eligible according to your 
employer's rules for eligibility. If you do not enroll in this coverage when you 
first become eligible or by the first day of the month immediately following the 
first four consecutive weeks of employment, you will not be eligible to enroll 
until the next open enrollment period. Open Enrollment happens once a year. 
However, if we agree that there was unusual and justifiable cause for submitting 
your enrollment form late, you may enroll sooner. 


Categories of Coverage There are different categories of coverage you may hold.  
 With single coverage, you, the member, are the only one covered. 
 With family coverage you, the member, and your spouse, and each of your 


eligible, dependent children have coverage. Each covered family member 
must be listed on the member's enrollment form or added later as a new 
dependent. 


Enrollment Process You must enroll your spouse or child(ren) by naming him or her on the 
enrollment form or other form and submitting it within 31 days of the date the 
spouse or child becomes eligible. If you do not enroll within this time frame, you 
may enroll at the next open enrollment period. Open enrollment takes place once 
a year. 


 If you decline enrollment in this plan for yourself or your dependents (including 
your spouse) because of other health plan coverage, you may be able to enroll 
yourself or your dependents in this plan at a later date if you or your dependents 
lose eligibility for that other coverage (or if the employer stops contributing 
toward your or your dependents’ other coverage). You must enroll by complying 
with our usual enrollment process within 31 days after the other coverage ends 
(or after the employer stops contributing toward the other coverage). 


What You Should Know 
about Enrolling Your 
Child(ren) 


In general, you may enroll a child if the child meets all of these requirements:  
 The child is your son, daughter, stepson or stepdaughter, your legally 


adopted child or a child placed with you for adoption, a child for whom you 
are the court-appointed guardian, or your eligible foster child (defined as an 
individual who is placed with you by an authorized placement agency or by 
judgment, decree or other court order). 


 The child is under 26 years of age. 
 Also, you may enroll children who meet all of the criteria in one of these 


categories: 
 Children with Special Needs  
 Children Who Are Newborns or Adopted 


This Chapter Covers 
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Children with Special 
Needs 


You may enroll your child if he or she is disabled by providing us with written 
documentation acceptable to us demonstrating that: 
 Your child is incapable of self-sustaining support because of a physical or 


mental disability. 
  Your child's disability existed before the child turned 26 years of age. 


 Your child relies primarily on you for support and maintenance as a result of 
his or her disability. 


  Your child is enrolled with us under this coverage or another HMSA 
coverage and has had continuous health care coverage with us since before 
the child's 26th birthday. 


 You must provide this documentation to us within 31 days of the child's 26th 
birthday and subsequently at our request but not more frequently than annually. 


Children Who are 
Newborns or Adopted 


You may enroll a newborn or adopted child, effective as of the date listed below, 
if you comply with the requirements described below and enroll the child in 
accord with our usual enrollment process: 


  The birth date of a newborn, providing you comply with our usual 
enrollment process within 31 days of the child's birth. 


 The date of adoption, providing you comply with our usual enrollment 
process within 31 days of the date of adoption. 


 The birth date of a newborn adopted child, providing we get notice of your 
intent to adopt the newborn within 31 days of the child's birth. 


  The date the child is placed with you for adoption, providing we get notice 
of the placement within 31 days of the placement.  Placement occurs when 
you assume a legal obligation for total or partial support of the child in 
anticipation of adoption. 


Qualified Medical Child 
Support Order (QMCSO) 


Qualified Medical Child Support Orders or QMCSOs are court orders that meet 
certain federal guidelines and require a person to provide health benefits 
coverage for a child. Claims for benefits for a child covered by a Qualified 
Medical Child Support Order may be made by any of the following: 
 The child.  
 The child's custodial parent. 


  The child's court-appointed guardian. 
 Any benefits otherwise payable to the member with respect to any such 


claim shall be payable to the child's custodial parent or court-appointed 
guardian. 


 If you would like more information about how HMSA handles QMCSOs, you 
may call HMSA’s Customer Service.  Our phone number is listed on the back 
cover of this Guide. 


 


When Coverage Begins 
 
When You are Eligible to 
Receive Benefits 


This coverage takes effect and you are eligible for benefits on your effective 
date, as long as: 
 Your initial dues were paid; and 


  We accepted your enrollment form and gave you written notice of your 
effective date. 


 


When Coverage Ends 
 
Reasons for Coverage 
Termination 


Unless prohibited by state or federal law, your coverage will end at the end of the 
month in which any of these take place: 
 You choose to end this coverage. In this case, you must provide written 


notice of your intent to terminate 30 days before the termination date. 
  You or your employer or group sponsor fails to make payments to us when 


due, or your employer or group sponsor decides to discontinue this coverage, 
and we have given 10-days advance written notice to your employer and the 
Director of the Hawaii Department of Labor and Industrial Relations. 


 Your employer or group sponsor decides to replace this coverage with 
another coverage and there is no lapse in coverage. 
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  We end our agreement with your employer or group sponsor, and we have 
given 10-days advance written notice to your employer and the Director of 
the Hawaii Department of Labor and Industrial Relations. 


  For the member, upon your retirement, termination of employment, 
severance from the group, or termination of this Agreement. 


 For the member's spouse, upon your termination of coverage or upon the 
dissolution of the marriage. 


  For the member's children, when any of the following occurs: 
– The member's coverage ends; or 
– The child fails to meet the criteria outlined earlier in this chapter under 


What You Should Know about Enrolling Your Child(ren). 
Notifying Us When Your 
Child's Eligibility Ends 


You must inform us, in writing, if a child no longer meets the eligibility 
requirements. You must notify us on or before the first day of the month 
following the month the child no longer meets the requirements. For example, 
let's say that your child turns 26 on June 1. You would need to notify us by July 
1. 


 If you fail to inform us that your child is no longer eligible, and we make 
payments for services on his or her behalf, you must reimburse us for the amount 
we paid. 


Termination for Fraud Your eligibility for coverage will end if you or your employer use this coverage 
fraudulently or intentionally misrepresent or conceal material facts on your 
enrollment form or in any claim for benefits.  


If we determine that you or your employer has committed fraud or made an 
intentional misrepresentation or concealment of material facts, we will provide 
you written notice 30 days prior to termination of your coverage.  During that 
time, you have a right to appeal our determination of fraud or intentional 
misrepresentation.  For more details on your appeal rights, see Chapter 8: 
Dispute Resolution. 


If your coverage is terminated for fraud, intentional misrepresentation, or the 
concealment of material facts: 
 We will not pay for any services or supplies provided after the date the 


coverage is terminated. 
  You agree to reimburse us for any payments we made under this coverage. 


 We will retain our full legal rights. This includes the right to initiate a civil 
action based on fraud, concealment or misrepresentation. 


 


Continued Coverage  
 
Continued Coverage 
Under Federal Law - 
COBRA Rights 


When your coverage ends under this Agreement you may have the opportunity to 
continue your group coverage for a limited time under the Consolidated Omnibus 
Budget Reconciliation Act (COBRA). The act applies to employers with 20 or 
more employees. 


Qualifying Events COBRA entitles you and your eligible dependents, if already covered, to 
continue this coverage if coverage is lost due to any of the following qualifying 
events: 


  Employer or group sponsor from whom you retired files bankruptcy under 
federal law. 


 Death of the employee covered under this coverage. 
 Divorce or legal separation. 
 Child no longer meets our eligibility rules. 


  Enrollment in Medicare. 
 Termination of employment for reasons other than gross misconduct, or if 


your work hours are reduced to the point that you are no longer eligible for 
coverage. 


Please note that dependents covered as domestic partners are not eligible for 
COBRA coverage. 
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 If you lose your coverage, contact your employer or group sponsor immediately. 
You are entitled to receive a COBRA election form within 44 days if the 
qualifying event is a termination of employment or reduction in hours. If the 
qualifying event is divorce, legal separation, or a child ceasing to be a dependent 
child, the form and notice must be provided to you within 14 days after you 
notify your employer of the event.  


 Please note: You or your spouse is responsible for notifying your employer or 
group sponsor of your divorce or legal separation, or if a child loses eligibility 
status under our rules for coverage. 


If you or your spouse believes you have had a qualifying event and you have not 
received your COBRA election form on a timely basis, please contact your 
employer. 


Payment of COBRA 
Premiums 


If you or your dependents are entitled to and elect COBRA continuation 
coverage, you must pay your employer the premiums for the continuing coverage 
that may be up to 102% of the full cost of the coverage. In the case of a disabled 
individual whose coverage is being continued for 29 months, you or your 
dependents may be required to pay up to 150% of the full cost of the coverage 
for any month after the 18th month. 


Within 45 days of the date you elect COBRA coverage you must pay an initial 
COBRA premium to cover from the date of your qualifying event to the date of 
your election. You will be notified of the amount of the premiums you must pay 
thereafter.  If you fail to make the initial payment or any subsequent payment in a 
timely fashion (a 30 days grace period applies to late subsequent payments), your 
COBRA coverage will terminate.  


What You Must Do If you wish to continue your coverage, you must complete an election form and 
submit it to your employer within 60 days of the later of the date: 
 You are no longer covered; or 
 You are notified of the right to elect COBRA continuation coverage. 


 You or your dependents must notify your employer in the following 
circumstances: 
 If coverage for you or your dependents is being continued for 18 months 


under COBRA and it is determined under Title XVI of the Social Security 
Act that you or your dependent was disabled on the date of, or within 60 
days of, the event which would have caused coverage to terminate, then you 
or your dependent must notify your employer of such determination . Notice 
must be provided within 60 days of the determination of disability. Notice 
must also be given within 30 days of any notice that you or your dependent 
is no longer disabled.   


  If coverage for a dependent would terminate due to your divorce, a legal 
separation, or the dependent’s ceasing to be a dependent under this plan, 
then you or your dependent must provide notice to your employer of the 
event. This notice must be given within 60 days after the later of the 
occurrence of the event or the date coverage would terminate due to the 
occurrence of the event. 


 If notice is not provided on time, COBRA coverage will not be available to you 
or your dependents. 


Adding Your Child If during the period of COBRA coverage, a child is born to you or placed with 
you for adoption and you are on COBRA because you terminated employment or 
had a reduction in hours, the child can be covered under COBRA and can have 
election rights of his or her own. Please be aware that dependent children of 
domestic partners are not eligible for COBRA continuation coverage. 


Length of Coverage 
Under COBRA 


Continuation coverage ends at the earliest of one of these events: 
 The last day of the 18-, 29-, or 36-month maximum coverage period, 


whichever is applicable. If you or any of your dependents who has elected 
COBRA coverage is determined to be disabled under the Social Security Act 
during the first 60 days of continuation coverage, your COBRA coverage 
may continue for up to 29 months. The 29-month period will apply to you 
and your eligible dependents who elected COBRA coverage. You must 
provide notice of the disability determination to your employer within 60 
days after the determination. 
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  The first day (including grace periods, if applicable) on which timely 
payment is not made by you. 


 The date on which the employer ceases to maintain any group health plan 
(including successor plans). 


  The date the qualified beneficiary enrolls in Medicare benefits. Qualified 
Beneficiary means, with respect to a covered employee under a group health 
plan, any other individual who, on the day before the qualifying event for 
that employee, is a beneficiary under the plan: 
– as the spouse of the covered employee; or 
– as the dependent child of the covered employee. 


  The first day on which a beneficiary is actually covered by any other group 
health plan. However, if the new group health plan contains an exclusion or 
limitation relating to any preexisting condition of the beneficiary, then 
coverage will end on the earlier of the satisfaction of the waiting period for 
preexisting conditions contained in the new group health plan, or the 
occurrence of any one of the other events stated in this chapter. 


 If the new group health plan contains a preexisting condition exclusion, the 
preexisting condition exclusion period will be reduced by the qualified 
beneficiary's preceding aggregate periods of creditable coverage (if any). The 
creditable coverage is applicable to the qualified beneficiary as of the enrollment 
date in the new group health plan as long as there has been no interruption of 
coverage longer than 63 days. Creditable Coverage means any of the following: 
 A group health plan. 
 Health insurance coverage. 


  Part A or B of Medicare. 
 Medicaid. 
 Chapter 55 of Title 10, United States Code. 


  A medical care program of the Indian Health Service or of a tribal 
organization. 


 A state health benefits risk pool. 
  A health plan offered under Chapter 89 of Title 5, United States Code. 


 A public health plan as defined in government regulations. 
 A health benefit plan under section 5(e) of the Peace Corps Act. 


 You may request a certificate of creditable coverage by calling HMSA Customer 
Service. Our phone number is listed on the back cover of this Guide. 


Other Continuation 
Coverage 


If you are not eligible for COBRA coverage, you may be eligible for one of 
HMSA's individual payment plans. Please call us for more information. 


Continued Coverage if 
Member Dies 


Upon the death of a member, his or her spouse, if not eligible for group coverage, 
may become a member under an individual payment plan. In this case, all 
dependent children of such deceased member may continue to be enrolled as 
though they were dependents of such new member. 


Continued Coverage if 
You have Medicare 


When you are no longer eligible for this coverage and are enrolled in Medicare 
Parts A and B, you may be eligible to enroll in another HMSA plan. If you would 
like more information, call us at the number listed on the back cover of this 
Guide. 


 


Confidential Information 
 
 Your medical records and information about your care are confidential.  HMSA 


does not use or disclose your medical information except as allowed or required 
by law. You may need to provide information to us about your medical treatment 
or condition. In accordance with law, we may use or disclose your medical 
information (including providing this information to third parties) for the 
purposes of payment activities and health care operations such as quality 
assurance, disease management, provider credentialing, administering the plan, 
complying with government requirements, and research or education. 
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Dues and Terms of Coverage 
 
Dues You or your employer or group sponsor must pay us on or before the first day of 


the month in which benefits are to be provided. We have the right to change the 
monthly dues after 30 days written notice to your employer or group sponsor. 
HMSA will accept dues payments directly from:  
 you,  
 your employer or group sponsor,  
 your family,  
 government programs,  
 Ryan White HIV/AIDS programs,  
 Native American tribal organizations and/or governments, and religious 


institutions and other not-for-profit organizations where the following 
criteria is  met: 
– The assistance is provided on the basis of the insured’s financial need; 
– The organization is not a healthcare provider; and 
– The organization is financially disinterested (i.e., the organization does 


not receive funding from an entity that has a pecuniary interest in the 
payment of health insurance claims and/or benefits). 


In accordance with applicable law and regulatory guidance, HMSA declines dues 
payments from third-parties not included above. Notwithstanding the above, 
HMSA will not decline dues payments from third-parties for payments of dues 
for COBRA group health plan continuation coverage.  Upon termination of a 
member’s COBRA continuation coverage, and subsequent re-enrollment in other 
(non-COBRA) HMSA coverage, the general prohibition on third-party payments 
described above will apply.   


Timely Payment If you or your employer or group sponsor fail to pay monthly dues on or before 
the due date, we may end coverage, unless all dues are brought current within 10 
days of our written notice of default to your employer or group sponsor and the 
state of Hawaii Department of Labor and Industrial Relations. We are not liable 
for benefits for services received after the termination date. This includes 
benefits for services you receive if you are enrolled in this coverage under the 
provisions of the: 


  Consolidated Omnibus Budget Reconciliation Act (COBRA)  
 Uniformed Services Employment and Reemployment Rights Act of 1994 


(USERRA) 
Terms of Coverage By submitting the enrollment form, you also accept and agree to the provisions 


of our constitution and bylaws now in force and as amended in the future. You 
also appoint your employer or group as your administrator for dues payment and 
for sending and receiving all notices to and from HMSA concerning the plan. 


Authority to Terminate, 
Amend, or Modify 
Coverage 


Your employer or group sponsor has the authority to modify, amend, or end this 
coverage at any time. If your employer or group sponsor ends this coverage, you 
are not eligible to receive benefits under this coverage after the termination date. 
Any amendment or modification proposed by your employer or group sponsor 
must be in writing and accepted by us in writing. 


 We have the authority to modify the Agreement as long as we give 30 days prior 
written notice to your employer or group sponsor regarding the modification. 


Governing Law To the extent not superseded by the laws of the U.S., this coverage will be 
construed in accord with and governed by the laws of the state of Hawaii. Any 
action brought because of a claim against this coverage will be litigated, 
arbitrated, or otherwise resolved in the state of Hawaii and in no other. 


Payment in Error If for any reason we make payment under this coverage in error, we may recover 
the amount we paid. 
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Notice Address You may send any notice required by this chapter to: 


HMSA  
P.O. Box 860  
Honolulu, Hawaii 96808-0860   


Any notice from us will be acceptable when addressed to you at your address as 
it appears in our records. 


 


ERISA Information 
 
 The Employee Retirement Income Security Act of 1974 (ERISA) provides that 


you will be entitled to: 
 Examine all plan documents and copies of documents (such as annual 


reports) filed by the plan with the United States Department of Labor. You 
may examine these documents without charge at the plan administrator's 
office or at specified locations.  


  Get copies of plan documents from the plan administrator upon written 
request. The plan administrator may request a reasonable charge for the 
copies. 


  Receive a summary of the plan's annual financial report if your employer or 
group sponsor has 100 or more participants in your plan. The plan 
administrator is required by law to furnish you with a copy of this summary 
annual report. 


 In addition to creating rights for you and other participants, ERISA imposes 
duties upon the people responsible for the operation of your employee benefit 
plan. The people responsible are called fiduciaries of the plan. Fiduciaries have a 
duty to operate your employee benefit plan prudently and in the interest of you 
and your family members. HMSA and the plan administrator (your employer or 
group sponsor), are fiduciaries under this Agreement; however, HMSA's duties 
are limited to those described in this Agreement, and the plan administrator is 
responsible for all other duties under ERISA. No one, including your employer, 
or any other person, may fire you or otherwise discriminate against you in any 
way to prevent you from getting a covered benefit or exercising your rights under 
ERISA. In general, federal law prohibits health plans from restricting benefits for 
any hospital length of stay in connection with childbirth for the mother or 
newborn child to less than 48 hours following a normal vaginal delivery, or less 
than 96 hours following a cesarean section. Plans may require authorization for 
lengths of stay in excess of these time parameters. If your claim for a covered 
benefit is denied in whole or in part, you must receive a written explanation of 
the reason for the denial. You have the right to request an appeal and 
reconsideration of your claim. Under ERISA, there are steps you can take to 
enforce the above rights. 


 For instance, if you request plan documents from the plan administrator and do 
not receive it within 30 days, a federal court may require the plan administrator 
to provide the materials and pay you up to $110 a day until you receive the 
document, unless the document was not sent because of matters reasonably 
beyond the control of the plan administrator.  


 If you have a claim for benefits that is denied or ignored (in whole or in part), 
you may file suit in a state or federal court. If it should happen that plan 
fiduciaries misuse the plan's money, or if you are discriminated against for 
asserting your rights, you may seek assistance from the U.S. Department of 
Labor, or you may file suit in a federal court. The court will decide who should 
pay court costs and legal fees. If you are successful, the court may order the 
person or entity 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. If you have any questions about your plan, you should contact the plan 
administrator, i.e., your employer or group sponsor. If you have questions about 
this statement or about your rights under ERISA, you should contact the nearest 
Area Office of the Employee Benefits Security Administration, U.S. Department 
of Labor listed in your phone directory or the Division of Technical Assistance 
and Inquiries, Employee Benefits Security Administration, U.S. Department of 
Labor, 200 Constitution Avenue, NW, Washington, D.C. 20010. 
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CHAPTER 


11 
 


 
Chapter 11: Glossary 
Accidental Injury An injury, separate from a disease or bodily infirmity of any other cause, that 


happens by chance and needs medical care right away. 


Actual Charge The amount a provider bills for a covered service or supply. 


Acute Care Inpatient 24-hour hospital care that needs physician and nursing care on a 
minute-to-minute, hour-to-hour basis. 


Admission The formal acceptance of a patient into a facility for medical, surgical, or 
obstetric care. 


Advance Care Planning Advance care planning (ACP) prepares members in the event they become very 
sick. Members discuss with their doctor what matters most to them and 
document the desired care. ACP becomes important when a member cannot 
communicate decisions. 
 


Agreement The document made up of:  
 This Guide to Benefits; 
 Any riders or amendments; 
 The enrollment form submitted to us; and 
 The Agreement between us and your employer or group sponsor. 


Alcohol Dependence Any use of alcohol that produces a pattern of pathological use that causes 
impairment in social or occupational functions or produces physiological 
dependence evidenced by physical tolerance or withdrawal. 


Allogeneic Transplant Transplant in which the tissue or organ for a transplant is obtained from someone 
other than the person receiving the transplant. 


Ambulance Service Local air or ground emergency transport to a hospital in the surrounding area 
where your transport began. 


Ambulatory Surgical 
Center 


A facility that provides surgical services on an outpatient basis for patients who 
do not need an inpatient, acute care hospital bed. 


Ancillary Services Facility charges other than room or board. For example, charges for inpatient 
drugs and biologicals, dressings, or medical supplies. 


Anesthesia The use of anesthetics to produce loss of feeling or consciousness, usually with 
medical treatment such as surgery.  


Annual Copayment 
Maximum 


The maximum amount you pay for most covered services in a benefit period. The 
copayment maximum is reached from deductible and copayment amounts you 
pay in any given calendar year. 


Annual Deductible The fixed dollar amount you pay each calendar year before benefits are available 
for certain services. 
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Applied Behavior 
Analysis 


The design, implementation, and evaluation of environmental modifications, 
using behavioral stimuli and consequences, to produce socially significant 
improvement in human behavior, including the use of direct observation, 
measurement, and functional analysis of the relations between environment and 
behavior. 


Arbitration When one person (an arbitrator) reviews the positions of two parties who have a 
dispute and makes a decision to end the dispute. 


Assisting Surgeon A physician who actively assists the physician in charge during a surgical 
procedure. 


Autologous Transplant Transplant in which the tissue or organ for a transplant is obtained from the 
person receiving the transplant. 


Benefit Maximum The maximum benefit amount allowed for certain covered services. A benefit 
maximum may limit the duration or the number of visits for covered services. 


Benefits Services and supplies that are medically necessary and qualify for payment under 
this coverage. 


Bereavement Services Services that focus on healing from emotional loss. 


Biofeedback A technique in which a person uses information about a normally unconscious 
bodily function, such as blood pressure, to gain conscious control over that 
function.  The condition to be treated must be a normally unconscious 
physiological function.  A device or feedback monitoring equipment (i.e., 
external feedback loop) must be used to treat the condition.  The purpose of 
treatment is to exert control over that physiological function. 


Biological Products Biological products, or biologics, are medical products. Many products are made 
from a variety of natural sources (i.e., human, animal, or microorganism). It may 
be produced by biotechnology methods and other cutting-edge technologies. Like 
drugs, some biologics are intended to treat diseases and medical conditions. 
Other products are used to prevent or diagnose diseases. Examples may include:  
 Vaccines. 
 Blood and blood products for transfusion and /or manufacturing into other 


products. 
 Allergenic extracts that are used for both diagnosis and treatment i.e., allergy 


shots.  
 Human cells and tissues used for transplantation (e.g., tendons, ligaments 


and bones). 
 Gene therapies.  
 Cellular therapies.  
 Tests to screen potential blood donors for infectious agents such as HIV.  


Biological Therapeutics 
and Biopharmaceuticals 


Any biology-based therapeutics that structurally mimic compounds found in the 
body.  This includes recombinant proteins, monoclonal and polyclonal 
antibodies, peptides, antisense oligonucleotides, therapeutic genes, and certain 
therapeutic vaccines. 


Biosimilar Product A biological product that is FDA-approved based on a showing that it is highly 
similar to an already FDA-approved reference product. It has no clinically 
meaningful differences in terms of safety and effectiveness from the reference 
product. Only minor differences in clinically inactive components are allowable 
in biosimilar products. 


Birthing Center A facility that provides services for normal childbirth. This facility may be in a 
hospital or it may be a separate, independent facility. 
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Blood Transfusion Transferring blood products such as blood, blood plasma, and saline solutions 
into a blood vessel, usually a vein. 


BlueCard Participating 
Provider 


A provider that participates with the BlueCard Program. BlueCard participating 
providers file claims for you and accept the eligible charge as payment in full. 


BlueCard PPO Program The Blue Cross and Blue Shield Association program that gives HMSA members 
access to preferred provider organizations throughout the U.S. 


BlueCard PPO Provider A provider that contracts with the BlueCard PPO program. BlueCard PPO 
providers file claims for you and accept the eligible charge as payment in full.  


BlueCard Program The Blue Cross and Blue Shield Association program that gives HMSA members 
access to participating providers throughout the U.S. 


Breast Prostheses 
(External) 


Artificial breast forms intended to simulate breasts for women who have uneven- 
or unequal-sized breasts who decide not to, or are waiting to, undergo surgical 
breast reconstruction after a covered mastectomy or lumpectomy.  They include 
mastectomy bras (surgical bras), forms, garments and sleeves. 


COBRA The Consolidated Omnibus Budget Reconciliation Act of 1985 that offers you 
and your eligible dependents continuation of this coverage if you lose coverage 
due to a qualifying event. 


Calendar Year The period starting January 1 and ending December 31 of any year. The first 
calendar year for anyone covered by this plan begins on that person's effective 
date and ends on December 31 of that same year. 


Chemotherapy Treatment of infections or malignant diseases by drugs that act selectively on the 
cause of the disorder, but which may have substantial effects on normal tissue. 
Chemotherapy drugs must be FDA approved.  


Chemotherapy - Oral An FDA-approved oral cancer treatment that may be delivered for self-
administration under the direction or supervision of a Provider outside of a 
hospital, medical office, or other clinical setting. 


Child Means any of the following: your son, daughter, stepson or stepdaughter, your 
legally adopted child or a child placed with you for adoption, a child for whom 
you are the court-appointed guardian, or your eligible foster child (defined as an 
individual who is placed with you by an authorized placement agency or by 
judgment, decree or other court order). 


Chiropractor A health care professional who practices the system of healing through spinal 
manipulation and specific adjustment of body structures. 


Claim A written request for payment of benefits for services covered by this coverage.  


Consultation Services A formal discussion between physicians on a case or its treatment. 


Contact Lenses Ophthalmic corrective lenses ground as prescribed by a physician or optometrist 
who fit the lenses directly to your eyes.  


Contraceptives Any oral medicine or device that prevent impregnation. 


Contraceptive Services Services that promote the use of prescription contraceptives supplies or devices 
to prevent pregnancy.  







Chapter 11: Glossary 


82  7320.959.1.1379.01/24/19 


Coordination of Benefits 
(COB) 


Applies when you are covered by more than one insurance policy providing 
benefits for like services.  


Copayment A copayment applies to most covered services and is either a fixed percentage of 
the eligible charge or a fixed dollar amount. Exception: For services provided at 
a participating facility, your copayment is based on the lower of the facility’s 
actual charge or the maximum allowable fee.  You owe a copayment even if the 
facility’s actual charge is less than the maximum allowable fee. 


Cosmetic Services Services that are primarily intended to improve your natural appearance but do 
not restore or materially improve a physical function, or are prescribed for 
psychological or psychiatric reasons. 


Covered Services Services or supplies that meet payment determination criteria and are: 
1. Listed in this Guide in Chapter 4: Description of Benefits, and 
2. Not listed in this Guide in Chapter 6: Services Not Covered. 


Creditable Coverage Any of the following: a group health plan; health insurance coverage; Part A or B 
of Medicare; Medicaid; Chapter 55 of Title 10, United States Code; a medical 
care program of the Indian Health Service or of a tribal organization; a state 
health benefits risk pool; a health plan offered under Chapter 89 of Title 5, 
United States Code; or a public health plan as defined in government regulations 
health benefit plan under section 5(e) of the Peace Corps Act. 


Custodial Care Care that helps you meet your daily living activities. This type of care does not 
need the ongoing attention and help from licensed medical or trained 
paramedical personnel.  


Custom-Fabricated Items that are individually made for a specific patient (no other patient would be 
able to use it) starting with basic materials including, but not limited to, plastic, 
metal, leather, or cloth in the form of sheets, bars, etc. It involves substantial 
work such as vacuum forming, cutting, bending, molding, sewing, etc. It may 
involve the incorporation of some prefabricated components but it involves more 
than trimming, bending, or making other modifications to a substantially 
prefabricated item. 


Dr. Ornish’s Program for 
Reversing Heart 
Disease™ 


A comprehensive approach to cardiovascular disease management and overall 
well-being improvement that addresses modifiable risk factors under the 
supervision of a multidisciplinary team.  


Deductible The fixed dollar amount you pay for certain covered services before benefits are 
available in a calendar year. 


Deluxe/Upgraded Items Items that have certain convenience or luxury features that enhance standard or 
basic equipment.  Standard equipment is equipment that meets the medical needs 
of a patient to perform activities of daily living primarily in the home and is not 
designed or customized for a specific individual’s use. 


Dependent The member's spouse and/or eligible child(ren). 


Detoxification Services A process of detoxifying a person who is dependent on alcohol and/or drugs. The 
process involves helping a person through the period of time needed to get rid of, 
by metabolic or other means, the intoxicating alcohol or drug dependency 
factors. 


Diagnosis The medical description of the disease or condition. 


Diagnostic Testing A measure used to help identify the disease process and signs and symptoms. 
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Drug Any chemical compound that may be used on or given to help diagnose, treat or 
prevent disease or other abnormal condition, to relieve pain or suffering, or to 
control or improve any physiologic or pathogenic condition.  


Drug Dependence Any pattern of pathological use of drugs that cause impairment in social or 
occupational function and produces psychological or physiological dependence 
or both, as evidenced by physical tolerance or withdrawal. 


Dues The monthly premium amount for HMSA membership. 


Durable Medical 
Equipment 


An item that meets these criteria: 
 FDA-approved for the purpose that it is being prescribed. 
 Able to withstand repeated use. 
 Primarily and customarily used to serve a medical purpose. 
 Appropriate for use in the home. Home means the place where you live 


other than a hospital or skilled or intermediate nursing facility. 
 Necessary and reasonable to treat an illness or injury, or to improve the 


functioning of a malformed body part. It should not be useful to a person in 
the absence of illness or injury  


 Examples of durable medical equipment include oxygen equipment, hospital 
beds, mobility assistive equipment (wheelchairs, walkers, power mobility 
devices), and insulin pumps. 


ERISA The Employee Retirement Income Security Act of 1974, a federal law that 
protects your rights under this coverage. 


Effective Date The date on which you are first eligible for benefits under this coverage. 


Eligible Charge The Eligible Charge is the lower of either the provider's actual charge or the 
amount we establish as the maximum allowable fee. HMSA’s payment, and your 
copayment, are based on the eligible charge.  Exception: For services from 
participating facilities, HMSA’s payment is based on the maximum allowable fee 
and your copayment is based on the lower of the actual charge or the maximum 
allowable fee. 


Emergency  A medical condition accompanied by acute symptoms of sufficient severity 
(including severe pain) so that a prudent layperson could reasonably expect the 
absence of immediate medical attention to result in:  
 serious risk to the health of the person (or, with respect to a pregnant 


woman, the health of the woman and her unborn child);  
 serious impairment to bodily functions; or  
 serious dysfunction of any bodily organ part. 


Facility Examples include hospitals, skilled nursing facilities, birthing centers, and 
ambulatory surgical facilities. 


False Statement Any fraudulent or intentional misrepresentation you or your employer made on 
your membership enrollment form or in any claims for benefits. 


Family Coverage Means coverage for the member, his or her spouse, and each of his or her eligible 
children. 


Family Member The member's spouse and/or children who are eligible and enrolled for this 
coverage. 


Foot Orthotics Devices that are placed into shoes to assist in restoring or maintaining normal 
alignment of the foot, relieve stress from strained or injured soft tissues, bony 
prominences, deformed bones and joints and inflamed or chronic bursae. 
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Frame A standard plastic eyeglass frame or similar frame into which two lenses are 
fitted.  


Gender Identity A person's internal sense of being male, female, a gender different from the 
gender assigned at birth, a transgender person, or neither male nor female. 


Gender Dysphoria The distress experienced when a person’s gender assigned at birth does not 
match their gender identity.  


Gender Transition The process of a person changing the person's outward appearance, including sex 
characteristics, to accord with the person's gender identity. 


Generic Drug A drug, supply, or insulin that is prescribed or dispensed under its commonly 
used generic name rather than a brand name. A generic drug is not protected by 
patent, or is identified by HMSA as “generic”. 


Group Those members who share a common relationship such as employment or 
membership. The group has executed the group plan agreement with us and by 
getting health coverage through the group, you designate the group as your 
administrator. 


Guide to Benefits This document, along with any riders or amendments that provide a written 
description of your health care coverage. 


HMSA Hawai‘i Medical Service Association, an independent licensee of the Blue Cross 
and Blue Shield Association.  


HMSA Directory of 
Participating Providers 


A complete list of HMSA participating providers. 


HMSA Participating 
Provider 


A provider that contracts with HMSA, files claims for you, accepts the eligible 
charge as payment in full, and handles precertification for you. 


HMSA Select Prescription 
Drug Formulary  


A list of drugs by therapeutic category published by HMSA. 


High-Dose Chemotherapy A form of chemotherapy in which the dose and/or manner of administration is 
expected to damage a person's bone marrow or suppress bone marrow function 
so that a stem-cell transplant is needed.  


High-Dose Radiotherapy A form of radiation therapy in which the dose and/or manner of administration is 
expected to damage a person's bone marrow or suppress bone marrow function 
so that a stem-cell transplant is needed. 


Homebound Due to an illness or injury, you are unable to leave home, or leaving your home 
requires a large and taxing effort.  


Home Health Agency 
(HHA) 


An approved agency that provides skilled nursing care in your home. 


Home Infusion Therapy Treatment in the home that involves giving nutrients, antibiotics and other drugs 
and fluids intravenously or through a feeding tube. Drugs must be FDA 
approved.  


Hospice Program A program that provides care in a comfortable setting for patients who are 
terminally ill and have a life expectancy of six months or less. Care is normally 
provided in the patient’s home.  


Hospital An institution that provides diagnostic and therapeutic services for surgical and 
medical diagnosis, treatment and care of injured or sick persons.  
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Illness or Injury Any bodily disorder, injury, disease or condition, including pregnancy and its 
complications.  


Immediate Family Member Your child, spouse, parent, or yourself. 


Immunization An injection with a specific antigen to promote antibody formation to make you 
immune to a disease or less susceptible to a contagious disease. 


Incidental Procedure A procedure that is an integral part of another procedure. Such procedures are not 
reimbursed separately. 


Inhalation Therapy Therapy to treat conditions of the cardiopulmonary system. 


Injection The introduction of a drug, biological therapeutic, biopharmaceutical, or vaccine 
into the body by using a syringe and needle. Injectable drugs must be FDA 
approved. 


Inpatient Admission A stay in an inpatient facility, usually involving overnight care. 


Integrated Case 
Management 


A program that addresses the specialized care needs of patients with severe or 
chronic illnesses or injuries.  


Interchangeable Biologic 
Product 


An FDA-approved biologic product that meets the additional standards for 
interchangeability to an FDA-approved reference product included in:  
 The Hawaii list of equivalent generic drugs and biological products.  
 The Orange Book.  
 The Purple Book.  
 Other published findings and approvals of the United States Food and Drug 


Administration.  
In accordance with any applicable state and federal regulations and laws, an 
interchangeable biological product may be substituted for the reference product 
by a pharmacist without the intervention of the healthcare provider who 
prescribed the reference product. 


Intravenous Injection An injection made into the vein. 


In Vitro Fertilization A method used to treat infertility in women. 


Laboratory Services Services used to help diagnose, prevent, or treat disease.  


Lenses Ophthalmic corrective lenses ground as prescribed by a physician or optometrist 
for fitting into a frame. 


Limited Services Those covered services that are limited per service, per episode, per calendar 
year or per lifetime. 


Mammogram An x-ray exam of the breast using equipment dedicated specifically for 
mammography. 


Mammography 
(screening) 


An x-ray film that screens for breast abnormalities.  


Maternity Care Routine prenatal visits, delivery, and one postpartum visit. 


Maximum Allowable Fee The amount we establish as the maximum amount HMSA will pay for covered 
services and supplies.  
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Medicaid A form of public assistance sponsored jointly by the federal and state 
governments providing medical assistance for eligible persons whose income 
falls below a certain level. The Hawaii Department of Human Services pursuant 
to Title XIX of the federal Social Security Act administers this program. 


Medication The treatment of disease without surgery. 


Medicine To diagnose and treat disease and to maintain health. 


Member The person who meets eligibility requirements and who executes the enrollment 
form that is accepted in writing by us.  


Member Card Your member card issued to you by us. You must present this card to your 
provider at the time you get services. 


Mental Health Outpatient 
Facility 


A mental health clinic, institution, center, or community mental health center that 
provides for the diagnosis, treatment, care or rehabilitation of people who are 
mentally ill. 


Mental Illness/Disorder 
 


A syndrome of clinically significant psychological, biological, or behavioral 
abnormalities that result in personal distress or suffering, impairment of capacity 
to function, or both. Mental illness and disorder are used interchangeably in this 
Guide and as defined in the most recent Diagnostic and Statistical Manual of 
Mental Disorders, published by the American Psychiatric Association, or in the 
International Classification of Disease.  


Microprocessor-
Controlled Prosthetic 
Device 


Prosthetic devices that use feedback from sensors to adjust joint movement on a 
real-time as-needed basis. 


Myoelectric Prosthetic 
Device 


Prosthetic devices powered by electric motors with an external power source.  
For example, the movement of an upper limb prosthesis (e.g., hand, wrist, and/or 
elbow) is driven by micro-chip-processed electrical activity in the muscles of the 
remaining limb stump. 


Newborn A recently born infant. 


Newborn Care All routine non-surgical physician services and nursery care provided to a 
newborn during the mother's initial hospital stay. 


Non-Assignment When benefits for covered services and supplies cannot be transferred or 
assigned to anyone for use. 


Non-Preferred Formulary 
Drug, Supply, or Insulin 


A brand name drug, supply, or insulin that is not listed as preferred on the 
HMSA Select Prescription Drug Formulary. 


Nonparticipating 
Providers 


Providers that are not under contract with HMSA or any other Blue Cross and/or 
Blue Shield Plan.  


Nurse Midwife A health care professional who provides services such as pre and post natal care, 
normal delivery services, routine gynecological services, and any other services 
within the scope of his or her certification. 


Occupational Therapy A form of therapy involving the treatment of neurological and musculoskeletal 
dysfunction through the use of specific tasks or goal-directed activities designed 
to improve the functional performance of an individual. 


Online Care Care provided by video conferencing, phone or web if obtained from HMSA 
Online. 
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Ophthalmologist A physician specializing in the diagnosis and treatment of diseases and defects of 
the eye.  


Optician One who fits, adjusts and dispenses glasses and other optical devices, on the 
written prescription of a licensed physician or optometrist. 


Optometrist One who specializes in the examination, diagnosis, treatment and management of 
diseases and disorders of the visual system, the eye and related structures. 


Oral Surgeon A dentist licensed as a doctor of dentistry (D.M.D.) or dental surgery (D.D.S.) to 
diagnose and treat oral conditions that need surgery. 


Organ Donor Services Services related to the donation of an organ. 


Orofacial Anomalies Cleft lip or cleft palate and other birth defects of the mouth and face affecting 
functions such as eating, chewing, speech, and respiration. 


Orthodontic Services to 
treat Orofacial Anomalies 


Direct or consultative services from a licensed dentist with a certification in 
orthodontics by the American Board of Orthodontics. 


Orthotics/Orthotic 
Devices/Orthoses 


Rigid or semi-rigid devices that are used for the purpose of supporting a weak or 
deformed body part or restricting or eliminating motion in a diseased or injured 
part of the body. They must provide support and counterforce (i.e., a force in a 
defined direction of a magnitude at least as great as a rigid or semi-rigid support) 
on the limb or body part that it is being used to brace. An orthotic can be either 
prefabricated or custom-fabricated. 


Osteopathy Medicine that specializes in diseases of the bone. 


Osteoporosis  The loss of minerals from the bone. 


Other Providers Health care providers other than facilities and practitioners.  Examples include 
hospice agencies, ambulance services, retail pharmacies, home medical 
equipment suppliers, and independent labs. 


Our Reference to HMSA (Hawai‘i Medical Service Association). 


Outpatient Care received in a practitioner's office, the home, an ambulatory infusion suite, 
the outpatient department of a hospital or ambulatory surgery center. 


Participating Medical 
Pharmacy 


A participating retail pharmacy that also contracts with us to provide items that 
are covered under this plan such as medical equipment and supplies. 


Participating Provider A provider that participates with us or a Blue Cross and/or Blue Shield Plan.  


Physical Therapy A form of therapy involving treatment of disease, injury, congenital anomaly or 
prior therapeutic intervention through the use of therapeutic modalities and other 
interventions that focus on a person’s ability to go through the functional 
activities of daily living and on alleviating pain. 


Physician A medical doctor (M.D.), doctor of osteopathy (D.O.), or doctor of podiatric 
medicine (D.P.M.). 


Physician Assistant A practitioner who provides care under the supervision of a physician. 


Physician Services Professional services necessarily and directly performed by a doctor to treat an 
injury or illness. 
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Plan This hospital and health benefits program offered to you as an eligible employee 
for purposes of ERISA. 


Plan Administrator Your employer or group sponsor for the purposes of ERISA. 


Planned Admission An admission that can be scheduled in advance because the condition, illness or 
injury is not immediately life-threatening. 


Podiatrist A health care professional who specializes in conditions of the feet. 


Podiatry Care and study of the foot. 


Post-Acute Care Comprehensive inpatient care (medical or behavioral health) designed for an 
individual who has an acute illness, injury or exacerbation of a disease process.  
It is goal-oriented treatment rendered immediately after acute inpatient 
hospitalization to treat one or more specific active complex medical conditions or 
to administer one or more technically complex treatments.  Post-acute care 
requires the coordinated services of an interdisciplinary team and is given as part 
of a specifically designed treatment plan. 


Postoperative Care Care given after a surgical operation. 


Postpartum The period of time after childbirth. 


Precertification  The process of getting prior approval for specified services and devices. Failure 
to get our approval will result in a denial of benefits if the services or devices do 
not meet HMSA’s payment determination criteria. HMSA participating providers 
agree to get approval for you. All other providers do not agree to get approval for 
you, therefore you are responsible. 


Preferred Formulary Drug, 
Supply, or Insulin 


A brand name drug, supply, or insulin identified as preferred on the HMSA 
Select Prescription Drug Formulary. 


Preferred Provider 
Organization (PPO) 


A health care program that offers you advantages when you get services from 
contracting and participating providers. 


Preoperative Care Care that occurs, is performed, or is administered before, and usually close to, a 
surgical operation. 


Prescription The instructions written by a provider with statutory authority to prescribe 
directing a pharmacist to dispense a particular drug in a specific dose. 


Primary Care Provider 
(PCP) 


The provider you choose to act as your personal health care manager, and who 
renders general medical care focusing on preventive care and treatment of 
routine injuries and illnesses. 


Private Duty Nursing 24-hour nursing services by an approved nurse who is dedicated to one patient. 


Prosthetic Appliances Devices used as artificial substitutes to replace a missing natural part of the body 
and other devices to improve, aid, or increase the performance of a natural 
function.  


Provider 
 


An approved physician or other practitioner, facility, or other health care 
provider, such as an agency or program. 


Psychological Testing A standard task used to assess some aspect of a person’s cognitive, emotional, or 
adaptive function. 
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Psychologist An approved provider who specializes in the treatment of mental health 
conditions.  


Qualified Beneficiary Qualified Beneficiary means, with respect to a covered employee under a group 
health plan, any other individual who, on the day before the qualifying event for 
that employee, is a beneficiary under the plan: 
 as the spouse of the covered employee; or 
 as the dependent child of the covered employee. 


Qualified Medical Child 
Support Order (QMCSO) 


A Medical Child Support Order that creates or recognizes in the person specified 
in the order the existence of the right to enroll in the health benefit plan for which 
the plan member or his/her dependents are eligible. To be a Qualified Medical 
Child Support Order, the order cannot require a health benefit 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 Section 1908 of the 
Social Security Act with respect to a group plan. 


Radiology The use of radiant energy to diagnose and treat disease.  


Reference Product Refers to the original FDA-approved biologic product that a biosimilar is based. 


Registered Bed Patient  A person who is registered by a hospital or skilled nursing facility as an inpatient 
for an illness or injury covered by this Guide. 


Report to Member The report you get from us that notes how we applied benefits to a claim. You 
may get copies of your report online through My Account on hmsa.com or by 
mail upon request. 


Sexual Identification 
Counseling 


Psychotherapy for a person with gender dysphoria. 


Sexual Orientation 
Counseling 


Treatment of an enduring pattern of emotional, romantic and/or sexual attractions 
to men, women or both sexes. Sexual orientation also refers to a person's sense of 
identity based on those attractions, related behaviors and membership in a 
community of others who share those attractions.  


Single Coverage Coverage for the member only. 


Skilled Nursing Facility A facility that provides ongoing skilled nursing services as ordered and certified 
by your attending Provider. 


Specialist A provider who is specifically trained in a certain branch of medicine related to a 
service or procedure, body area or function, or disease. 


Speech Therapy Services Services for the diagnosis, assessment and treatment of communication 
impairments and swallowing disorders. 


Spouse Your husband or wife as the result of a marriage who is legally recognized in the 
state of Hawaii. 


Stand by Time Any period of time that is used for waiting, or is idle. 


Subcutaneous Implant A medication that is surgically placed beneath the skin to release the drug in the 
bloodstream. An example is the Norplant contraceptive. 


Subscriber Number The number that appears on your HMSA member card. 
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Substance Abuse 
Services 


Providing medical, psychological, nursing, counseling, or therapeutic services as 
part of a treatment plan for alcohol or drug dependence or both. Services may 
include aftercare and individual, group and family counseling services. 


Supportive Care Services A comprehensive approach to care for members with a serious or advanced 
illness including Stage 3 or 4 cancer, advanced Congestive Heart Failure (CHF), 
advanced Chronic Obstructive Pulmonary Disease (COPD), or any advanced 
illness that meets the requirements of the Supportive Care policy. Members get 
comfort-directed care, along with curative treatment from an interdisciplinary 
team of practitioners. 


Surgical Services Cutting, suturing, diagnostic, and therapeutic endoscopic procedures; 
debridement of wounds, including burns; surgical management or reduction of 
fractures and dislocations; orthopedic casting manipulation of joints under 
general anesthesia or destruction of localized surface lesions by chemotherapy 
cryotherapy, or electrosurgery. 


Third Party Liability Our rights to reimbursement when you or your family members get benefits 
under this coverage for an illness or injury and you have a lawful claim against 
another party or parties for compensation, damages, or other payment. 


Transgender Person A person who has gender identity disorder or gender dysphoria, received health 
care services related to gender transition, adopts the appearance or behavior of 
the opposite sex, or otherwise identifies as a gender different from the gender 
assigned to that person at birth. 


Transplant The transfer of an organ or tissue for grafting into another area of the same body 
or into another person.   


Treatment Management and care of the patient to combat a disease or disorder. 


Tubal Ligation A sterilization procedure for women. 


Us HMSA (Hawai‘i Medical Service Association). 


Vasectomy A sterilization procedure for men. 


Vision Services Services that test eyes for visual acuity and identify and correct visual acuity 
problems with lenses and other equipment. 


We HMSA (Hawai‘i Medical Service Association). 


Well-Being Services A variety of well-being tools, programs and services to take care of you and your 
family. Visit hmsa.com/wellbeing to find the latest benefits available to our 
members. 


You and Your Family You and your family members eligible for coverage under this  
Guide. 
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acne treatment, 30 
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79 
endoscopic procedures, 30, 90 
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In Vitro fertilization, 12, 18, 39, 47, 51, 85 
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organ donor services, 52 
orthopedic casting, 30, 90 
orthotics, 16, 34, 47, 54, 55, 83, 87 
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S 
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stand-by time, 55 
subscriber number, 57, 60 
substance abuse, 19, 37, 41, 52, 90 
surgery 
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Serving you
Meet with knowledgeable, experienced health plan advisers. We’ll answer 
questions about your health plan, give you general health and well-being 
information, and more. Visit hmsa.com for directions.


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.–6 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St. 
Monday through Friday, 9 a.m.–7 p.m. | Saturday, 9 a.m.–2 p.m.


Opening in 2019
HMSA Center @ Kahului
Puunene Shopping Center | 70 Hookele St.


Customer Relations representatives are also available in person at our 
Neighbor Island offices, Monday through Friday, 8 a.m. to 4 p.m.: 


Kailua-Kona, Hawaii Island 
75-1029 Henry St., Suite 301 | Phone: 329-5291


Kahului 
33 Lono Ave., Suite 350 | Phone: 871-6295


Lihue 
4366 Kukui Grove St., Suite 103 | Phone: 245-3393


Contact HMSA. We’re here for you.


Call 948-6111 on Oahu or 1 (800) 776-4672 toll-free on the Neighbor Islands 
or Mainland. 


Together, we improve the lives of our members and the health of Hawaii. 
Caring for our families, friends, and neighbors is our privilege.


hmsa.com myhmsa @askHMSA askhmsa
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2018 Features of your Kaiser Permanente Group Plan
This is only a summary and is to be used for marketing purposes only. It does not fully describe your benefit coverage. For details on your benefit coverage, exclusions, and plan terms, please refer to your employer’s applicable Face Sheet,


Group Medical and Hospital Service Agreement, benefit schedule, and riders (collectively known as "Service Agreement". For additional information please also refer to your group detailed benefit summary, to Our physicians and locations


directory for practitioner and provider availability and to your Member handbook


Section Benefits You Pay
Supplemental
charges
maximum**


Your copays and coinsurance for covered Basic Health
Services are capped by a supplemental charges
maximum


$2,500 / $7,500


Deductible Deductible** None
Outpatient services Office visits**


• For primary care $20 per visit
•With a Specialist $20 per visit
Outpatient surgery and procedures
• Provided in medical office during a primary care visit $20 per visit
• Provided in medical office with a Specialist $20 per visit
• Provided in an ambulatory surgery center (ASC) or
hospital-based setting


10% of applicable charges


• Routine pre- and post-surgical office visits in connection
with a covered surgery


No charge


Outpatient
laboratory,
imaging, and
testing services


Laboratory services** $10 copay per day except 20% of applicable charges
for complex labs


Imaging services**
• General radiology $10 copay per day
• Specialty imaging services 20% of applicable charges
Testing services** 20% of applicable charges


Preventive care
services


Preventive care office visits for:


• Well child office visits (at birth, ages 2 months, 4 months,
6 months, 9 months, 12 months, 15 months, 18 months, 2
years, 3 years, 4 years, and 5 years)
• Routine immunizations
• One preventive care office visit per accumulation period for
members 6 years of age and over
• One gynecological office visit per accumulation period for
female members


No charge


Prescribed Drugs Self-administered
Not included


(Applies towards the annual supplemental charges
maximum per calendar year)


Prescribed drugs that require skilled
administration by medical personnel, such as
injections and infusions (e.g. cannot be self-administered)**
• Provided in a medical officet 20% of applicable charges
• Provided during other settings, such as hospital stay,
outpatient surgery, skilled nursing care


Applicable cost shares apply.
See applicable benefit sections†


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 1 of 21







Section Benefits You Pay
Diabetes supplies** 50% of applicable charges (a minimum price


as determined by Pharmacy Administration may apply)
Tobacco cessation drugs and products** No charge
Other drug therapy services
• Home IV/Infusion therapy** No charge
• Medically necessary growth hormone therapy
• Prescribed inhalation therapy


Applicable cost shares apply.
See applicable benefit sections†


Routine immunizations No charge
Obstetrical Care Routine prenatal visits No charge


Routine postpartum visit No charge
Delivery/hospital stay (uncomplicated) 10% of applicable charges


Hospital Inpatient
care


Hospital inpatient care 10% of applicable charges


Home health care
and hospice care


Home health care, nurse and home health aide visits
to homebound members, when prescribed by a Kaiser
Permanente physician


No charge (office visit copays
apply to physician visits)


Hospice care** No charge (office visit copays
apply to physician visits)


Emergency
services


Emergency services**
within and outside the Hawaii service area
Note: The copayment for emergency services is waived if
you are directly admitted as a hospital inpatient from the
emergency department (the hospital copay will apply)


$100 per visit / $100 per visit


Urgent care
services


Urgent care services**


• At a Kaiser Permanente (or Kaiser
Permanente-designated) urgent care center within the
Hawaii service area, for primary care services


$20 per visit


• At a non-Kaiser Permanente facility outside the
Hawaii service area


20% of applicable charges


Ambulance
services


Ambulance services** 20% of applicable charges


Durable medical
equipment**


Diabetes equipment 50% of applicable charges


Home phototherapy equipment for newborns No charge
Breast feeding pump, including any equipment that is
required for pump functionality


No charge


All other durable medical equipment 20% of applicable charges
External prosthetic
devices and
braces**


External prosthetic devices and braces 20% of applicable charges


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 2 of 21







Section Benefits You Pay
Fit Rewards per calendar year $200 gym membership or


$10 home fitness program


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 3 of 21
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


 
KP Hawaii 301 


2018 Benefits Summary 
 


This is only a summary.  It does not fully describe your benefit coverage.  For details on your benefit coverage, exclusions, and 
plan terms, please refer to your employer’s applicable Face Sheet, Group Medical and Hospital Service Agreement, benefit schedule, 
and riders (collectively known as “Service Agreement”).  The Service Agreement is the legally binding document between Health 
Plan and its members.  In event of ambiguity, or a conflict between this summary and the Service Agreement, the Service 
Agreement shall control.  Senior Advantage members must refer to their Kaiser Permanente Senior Advantage Evidence of 
Coverage for a description of their benefits. 


You are covered for Medically Necessary services at Kaiser Permanente facilities within the Hawaii service area, and which are 
provided, prescribed or directed by a Kaiser Permanente physician and consistent with reasonable medical management techniques 
specified under this plan with respect to the frequency, method, treatment or licensing or certification, to the extent the provider is 
acting within the scope of the provider’s license or certification under applicable state law.  All care and services need to be 
coordinated by a Kaiser Permanente physician except for emergency services, urgent care or services authorized by a written 
referral. 


Riders, if any, are described after the Exclusions and Limitations sections. 


If you receive covered services and items in one of these seven care settings, you only pay a single copay or coinsurance:  hospital, observation, 
outpatient surgery and procedures in an ambulatory surgery center or outpatient hospital-based setting, skilled nursing facility, dialysis, 
radiation therapy and emergency room services.  However, services and items received during an emergency room visit are included in the copay 
or coinsurance for emergency services, except complex imaging services (including interpretation of imaging) are covered under the complex 
imaging benefit. 


For settings that are not mentioned above, each medical service or item is covered in accord with its relevant benefit section.   
 


Section Benefits You pay 


Supplemental 
charges 
maximum ** 


Your copays and coinsurance for covered Basic Health Services are capped 
by a supplemental charges maximum 


$2,500 per member, $7,500 per 
family unit (3 or more members) 
per year 


Deductible Deductible ** None 


Outpatient 
services 


Office visits **  
• For primary care $20 per visit 
• With a Specialist $20 per visit 


Outpatient surgery and procedures  
 • Provided in medical office during a primary care visit $20 per visit 
 • Provided in medical office with a Specialist $20 per visit 


 • Provided in an ambulatory surgery center (ASC) or hospital-based 
setting 


10% of applicable charges 


 • Routine pre- and post-surgical office visits in connection with a 
covered surgery 


No charge 


 Telehealth Applicable cost shares apply. 
See applicable benefit sections† 


 Allergy testing $20 per visit 


 Allergy treatment materials that are on Kaiser Permanente’s 
formulary and require skilled administration by medical personnel 


20% of applicable charges 


 Chemotherapy, includes the treatment of infections or malignant 
diseases 


 


 • Office visits $20 per visit 


 • Chemotherapy infusions or injections that require skilled 
administration by medical personnel 


20% of applicable charges 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 
 • Self-administered oral chemotherapy  


Note:  In accordance with state law, oral chemotherapy will be administered at the same 
or lower cost share as intravenous chemotherapy. 


Self-administered/take home 
drug copay (if you have a drug 
rider) or 20% of applicable 
charges (if you do not have a 
drug rider) 


 * Physical, occupational and speech therapy **  
Note: includes short-term therapy only (ie. Habilitative services are not 
covered) 


$20 per visit 


 Autism services** Applicable cost shares apply. 
See applicable benefit sections† 


 Dialysis 
• Kaiser Permanente physician and facility services for dialysis 
• Equipment, training and medical supplies for home dialysis 


 
20% of applicable charges 
No charge 


 Materials for dressings and casts Applicable cost shares apply. 
See applicable benefit sections† 


Outpatient 
laboratory, 
imaging, and 
testing services 


Laboratory services ** $10 per day for basic lab services 
and 20% of applicable charges for 
specialty lab services 


Imaging services **  


• General radiology $10 per day 
• Specialty imaging services 20% of applicable charges 
Testing services ** 20% of applicable charges 


Outpatient 
radiation 
therapy 


Radiation therapy ** 20% of applicable charges 


Observation Observation 10% of applicable charges 


Hospital 
inpatient care 


Hospital inpatient care ** 10% of applicable charges 


* Physical, occupational and speech therapy **  
Note: includes short-term therapy only (ie. Habilitative services are not 
covered) 


Included in the above hospital 
inpatient care cost share 


Transplants * Transplants ** Applicable cost shares apply. 
See applicable benefit sections† 


Preventive 
care services 


Preventive care services (which protect against disease, promote 
health, and/or detect disease in its earliest stages before noticeable 
symptoms develop), including: 


No charge 
(non-preventive care services 
according to member’s regular 
plan benefits)  • Screening services for Grade A and B recommendations of the U.S. 


Preventive Services Task Force (USPSTF), such as: 
• Preventive counseling services 
• Screening laboratory services 
• Screening radiology services 


• FDA approved contraceptive drugs and devices** that are available on 
the Health Plan formulary, as required by the federal Patient 
Protection and Affordable Care Act (PPACA).  Coverage of all other 
FDA approved contraceptive drugs and devices are described in the 
Prescribed drugs section. 


• Female sterilizations** 
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Section Benefits You pay 
• Purchase of breast feeding pump, including any equipment that is 


required for pump functionality 
A complete list of preventive care services provided at no charge is available through 
Member Services.  This list is subject to change at any time.  If you receive any other 
covered services during a preventive care visit, you will pay the applicable charges for 
those services. 


 Preventive care office visits for: 
• Well child office visits (at birth, ages 2 months, 4 months, 6 months, 


9 months, 12 months, 15 months, 18 months, 2 years, 3 years, 4 years, 
and 5 years) 


• One preventive care office visit per year for members 6 years of age 
and over 


• One gynecological office visit per year for female members 


 


Prescribed 
drugs 


Prescribed drugs that require skilled administration by 
medical personnel, such as injections and infusions 
(e.g. cannot be self-administered) ** 


 


 • Provided in a medical office 20% of applicable charges ▼ 


 • Provided during other settings, such as hospital stay, outpatient 
surgery, skilled nursing care 


Applicable cost shares apply. 
See applicable benefit sections† 


 Prescribed Self-administered drugs (such as drugs taken orally) If applicable see attached Drug 
summary, otherwise not covered 


 Diabetes supplies ** 50% of applicable charges 
(a minimum price as determined 
by Pharmacy Administration 
may apply) 


 Tobacco cessation drugs and products ** No charge 


 FDA approved contraceptive drugs and devices ** 50% of applicable charges 
(a minimum price as determined 
by Pharmacy Administration 
may apply) ▼ 


 Other drug therapy services  


 • Home IV/Infusion therapy ** No charge 


 • Medically necessary growth hormone therapy 
• Prescribed inhalation therapy 


Applicable cost shares apply. 
See applicable benefit sections† 


 Routine immunizations No charge 


Obstetrical 
care, 
interrupted 
pregnancy, 
family planning, 
in vitro 
fertilization, and 
sterilization 
services 


Routine obstetrical (maternity) care **  
No charge 
No charge 
10% of applicable charges 


• Routine prenatal visits 
• Routine postpartum visit 
• Delivery/hospital stay (uncomplicated) 


Non-routine obstetrical (maternity) care, including complications 
of pregnancy and false labor 


Applicable cost shares apply. 
See applicable benefit sections† 


Inpatient stay and inpatient care for newborn, including 
circumcision and nursery care, during or after mother's hospital stay 
(assuming newborn is timely enrolled on Kaiser Permanente subscriber’s 
plan) 


Hospital inpatient care cost 
shares apply (see hospital 
inpatient care section) 


Interrupted pregnancy ** $20 per visit  
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Section Benefits You pay 


Family planning office visits for female members that are provided in 
accordance with the Patient Protection and Affordable Care Act 


No charge 


All other family planning office visits $20 per visit 


 * In vitro fertilization (IVF) 20% of applicable charges 


 Sterilization services 
• Vasectomy services 


Applicable cost shares apply. 
See applicable benefit sections† 


Reconstructive 
surgery 


Surgery to improve physical function, such as bariatric surgery and 
surgery to correct congenital anomalies 
Surgery following injury or medically necessary surgery 
Surgery following mastectomy, including treatment for 
complications resulting from a covered mastectomy and reconstruction, 
such as lymphedema 


Applicable cost shares apply. 
See applicable benefit sections† 


Home health 
care and 
hospice care 


Home health care, nurse and home health aide visits to homebound 
members, when prescribed by a Kaiser Permanente physician 


No charge 
(office visit copays apply to 
physician visits) 


Hospice care ** No charge 
(office visit copays apply to 
physician visits) 


Skilled nursing 
care * 


Skilled nursing care ** 10% of applicable charges, up to 
120 days per year 


Emergency 
services 


Emergency services ** within and outside the Hawaii service area 
Note:  The copayment for emergency services is waived if you are directly admitted as a 
hospital inpatient from the emergency department (the hospital copay will apply). 


$100 per visit 


Urgent care 
services 


Urgent care services **  


• At a Kaiser Permanente (or Kaiser Permanente-designated) urgent care 
center within the Hawaii service area, for primary care services 


$20 per visit 


• At a Kaiser Permanente (or Kaiser Permanente-designated) urgent care 
center within the Hawaii service area, with a specialist 


$20 per visit 


• At a non-Kaiser Permanente facility outside the Hawaii service area 20% of applicable charges 


Ambulance 
services 


Ambulance services ** 20% of applicable charges 


Blood Blood and blood processing ** Applicable cost shares apply. 
See applicable benefit sections†  


Mental health 
services ** 


Mental health outpatient services, including office visits, day treatment 
and partial hospitalization services 


$20 per visit 


Mental health hospital inpatient care, including non-hospital residential 
services 


10% of applicable charges 


Chemical 
dependency 
services ** 


Chemical dependency outpatient services, including office visits, day 
treatment and partial hospitalization services 


$20 per visit 


Chemical dependency hospital inpatient care, including non-hospital 
residential services and detoxification services 


10% of applicable charges 


Health 
education 


General health education services **, including diabetes self-
management training and education 


$20 per visit 
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** See Coverage Limitations Section 
   
 


Section Benefits You pay 


Dependent 
child coverage 
outside the 
service area ** 


While  outside of the Kaiser Permanente’s service areas, a dependent child is 
covered per year for the following services: 


 


• Up to 10 office visits for routine primary care $20 per visit 


• Up to 10 combined outpatient basic laboratory services, basic imaging 
services, and testing services 


 


• Basic laboratory services $10 per day 
• Basic imaging services $10 per day 
• Testing services 20% of applicable charges 


• Up to 10 prescriptions of self-administered drugs 20% of applicable charges 


Internal 
prosthetics, 
devices, 
and aids ** 


Implanted internal prosthetics, including fitting and adjustment of 
these devices, including repairs and replacement other than those due to 
misuse or loss 


Applicable cost shares apply. 
See applicable benefit sections† 


Durable medical 
equipment ** 


Diabetes equipment 50% of applicable charges 


Home phototherapy equipment for newborns No charge 


Breast feeding pump, including any equipment that is required for 
pump functionality 


No Charge 
 


 All other durable medical equipment 20% of applicable charges 


External 
prosthetic 
devices and 
braces ** 


External prosthetic devices and braces 20% of applicable charges 


 A prosthetic device following mastectomy, if all or part of a breast is 
surgically removed for medically necessary reasons 
Note:  Replacement will be made when a prosthesis is no longer functional.  Custom-made 
prostheses will be provided when necessary. 


Applicable internal prosthetics, 
devices, and aids cost shares 
apply 


Hearing aids ** Hearing aids, provided once every 36 months for each hearing impaired 
ear 


60% of applicable charges 


Other medical 
services and 
supplies 


Anesthesia and hospital services for dental procedures for 
children with serious mental, physical, or behavioral 
problems 
Pulmonary rehabilitation 
Hyperbaric oxygen therapy 
Anesthesia services, including general anesthesia, regional anesthesia, 
and monitored anesthesia for high-risk members 
Orthodontic services for treatment of orofacial anomalies 
resulting from birth defects or birth defect syndromes ** 


Applicable cost shares apply. 
See applicable benefit sections† 
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Section Benefits You pay 


Dependent 
coverage 


Dependent (biological, step or adopted) children of the Subscriber (or the Subscriber’s spouse) are eligible up 
to the child’s 26th birthday.  Other dependents may include:  1) the Subscriber's (or Subscriber’s spouse’s) 
dependent (biological, step or adopted) children (over age 26) who are incapable of self-sustaining employment 
because of a physically- or mentally-disabling injury, illness, or condition that occurred prior to reaching age 26, 
and receive 50 percent or more of their support and maintenance from the Subscriber (or Subscriber’s Spouse) 
(proof of incapacity and dependency may be required), or 2) a person who is under age 26, for whom the 
Subscriber (or Subscriber’s spouse), is (or was before the person’s 18th birthday) the court appointed legal 
guardian. 
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* Coverage exclusions 
When a Service is excluded or non-covered, all Services that are necessary or related to the excluded or non-covered Service are also 
excluded.  "Service" means any treatment, diagnosis, care, procedure, test, drug, injectable, facility, equipment, item, device, or supply. 
The following Services are excluded: 
 Acupuncture. (This exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 
 Alternative medical Services not accepted by standard allopathic medical practices such as: hypnotherapy, behavior testing, 


sleep therapy, biofeedback, massage therapy, naturopathy, rest cure and aroma therapy.  (The massage therapy portion of this 
exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 


 Artificial aids, corrective aids and corrective appliances such as orthopedic aids, corrective lenses and eyeglasses.  If your 
plan is required to cover all essential health benefits, then part of this exclusion does not apply (for example, external prosthetic 
devices, braces, and hearing aids may be covered benefits).  Corrective lenses and eyeglasses may be covered for certain medical 
conditions, if all essential health benefits are required to be covered.  Pediatric vision care services and devices may also be covered as 
an essential health benefit.  (The eyeglasses and contact lens portion of this exclusion may not apply if you have an Optical Rider). 


 All blood, blood products, blood derivatives, and blood components whether of human or manufactured origin and 
regardless of the means of administration, except as stated under the “Blood” section.  Donor directed units are not covered. 


 Cardiac rehabilitation. 
 Chiropractic Services.  (This exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 
 Services for confined members (confined in criminal institutions, or quarantined). 
 Contraceptive foams and creams, condoms or other non-prescription substances used individually or in conjunction with 


any other prescribed drug or device. 
 Cosmetic Services, such as plastic surgery to change or maintain physical appearance, which is not likely to result in significant 


improvement in physical function, including treatment for complications resulting from cosmetic services.  However, Kaiser 
Permanente physician services to correct significant disfigurement resulting from an injury or medically necessary surgery, incident to a 
covered mastectomy, or cosmetic service provided by a Physician in a Health Plan facility are covered. 


 Custodial Services or Services in an intermediate level care facility. 
 Dental care Services, including pediatric oral care, such as dental x-rays, dental implants, dental appliances, or orthodontia and 


Services relating to Craniomandibular Pain Syndrome.  If your plan is required to cover all essential health benefits, then part of this 
exclusion does not apply (for example, Services relating to temporomandibular joint dysfunction (TMJ) may be covered).  (Part of this 
exclusion may not apply if you have a Dental Rider.) 


 Employer or government responsibility: Services that an employer is required by law to provide or that are covered by 
Worker's Compensation or employer liability law; Services for any military service-connected illness, injury or condition when such 
Services are reasonably available to the member at a Veterans Affairs facility; Services required by law to be provided only by, or 
received only from, a government agency. 


 Experimental or investigational Services. 
 Eye examinations for contact lenses and vision therapy, including orthoptics, visual training and eye exercises.  If your plan is 


required to cover all essential health benefits, then part of this exclusion does not apply (for example, habilitative services and pediatric 
vision care services may be covered).  (Eye exams for contact lens may be partially covered if you have an Optical Rider.) 


 Eye surgery solely for the purpose of correcting refractive error of the eye, such as Photo-refractive keratectomy (PRK), lasek eye 
surgery, and lasik eye surgery.  If your plan is required to cover all essential health benefits, then part of this exclusion does not apply 
(for example, vision procedures for certain medical conditions may be covered). 


 Routine foot care, unless medically necessary. 
 Health education: specialized health promotion classes and support groups (such as weight management and bariatric surgery 


program). 
 Homemaker Services. 
 Infertility services including services related to conception by artificial means (such as ovum transplants, gamete intrafallopian 


transfer (GIFT) and zygote intrafallopian transfer (ZIFT)), services to reverse voluntary, surgically-induced infertility, and stand-alone 
ovulation induction Services.   


 In vitro fertilization (IVF) is limited to a one-time only benefit at Kaiser Permanente.  Additional IVFs are not covered.  In vitro 
fertilization must meet state law requirements, and Health Plan and Medical Group requirements and criteria.  The cost of donor 
sperm, donor eggs, equipment and of collection, storage and processing of sperm or eggs are not covered.  


 Non FDA-approved drugs and devices. 
 Certain exams and Services.  Certain Services and related reports/paperwork, in connection with third party requests, such as 


those for: employment, participation in employee programs, sports, camp, insurance, disability, licensing, or on court-order or for 
parole or probation.  Physical examinations that are authorized and deemed medically necessary by a Kaiser Permanente physician and 
are coincidentally needed by a third party are covered according to the member’s benefits. 
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 Long term physical therapy, occupational therapy, speech therapy; maintenance therapies;  cardiac rehabilitation; 
unskilled therapy and physical, occupational, and speech therapy deficits due to developmental delay. 


 Services not generally and customarily available in the Hawaii service area. 
 Services and supplies not medically necessary.  A service or item is medically necessary (in accord with medically necessary 


state law definitions and criteria) only if, 1) recommended by the treating Kaiser Permanente physician or treating Kaiser Permanente 
licensed health care practitioner, 2) is approved by Kaiser Permanente’s medical director or designee, and 3) is for the purpose of treating a 
medical condition, is the most appropriate delivery or level of service (considering potential benefits and harms to the patient), and known to be 
effective in improving health outcomes.  Effectiveness is determined first by scientific evidence, then by professional standards of care, then by 
expert opinion.  Coverage is limited to the services which are cost effective and adequately meet the medical needs of the member. 


 All Services, drugs, injections, equipment, supplies and prosthetics related to treatment of sexual dysfunction, except evaluations and 
health care practitioners’ services for treatment of sexual dysfunction. 


 Personal comfort items, such as telephone, television, and take-home medical supplies, during covered skilled nursing care. 
 Take home supplies for home use, such as bandages, gauze, tape, antiseptics, ace type bandages, drug and ostomy supplies, 


catheters and tubing. 
 The following costs and Services for transplants: 


- Non-human and artificial organs and their transplantation. 
- Bone marrow transplants associated with high-dose chemotherapy for the treatment of solid tissue tumors, except for germ cell 


tumors and neuroblastoma in children. 
 Services for injuries or illness caused or alleged to be caused by third parties or in motor vehicle accidents. 
 Transportation (other than covered ambulance services), lodging, and living expenses. 
 Travel immunizations. 
 Services for which coverage has been exhausted, Services not listed as covered, or excluded Services. 


 


** Coverage limitations 
Benefits and Services are subject to the following limitations: 


 Services may be curtailed because of major disaster, epidemic, or other circumstances beyond Kaiser Permanente's control such as a 
labor dispute or a natural disaster. 


 Coverage is not provided for treatment of conditions for which a member has refused recommended treatment for personal reasons 
when Kaiser Permanente physicians believe no professionally acceptable alternative treatment exists.  Coverage will cease at the point 
the member stops following the recommended treatment. 


 Ambulance services are those services which:  1) use of any other means of transport, regardless of availability of such other 
means, would result in death or serious impairment of the member’s health, and 2) is for the purpose of transporting the member to 
receive medically necessary acute care.  In addition, air ambulance must be for the purpose of transporting the member to the nearest 
medical facility designated by Health Plan for receipt of medically necessary acute care, and the member’s condition must require the 
services of an air ambulance for safe transport. 


 Autism services are limited to:  1) diagnosis and treatment of autism, and 2) applied behavioral analysis services.  Treatment for 
autism will be provided in accord with an approved treatment plan.  The following are excluded from coverage:  1) services provided 
by family or household members, and 2) autism services that duplicate services provided by another therapy or available through 
schools and/or government programs.  


 Coverage of blood and blood processing includes (regardless of replacement, units and processing of units) whole blood, red 
cell products, cryoprecipitates, platelets, plasma, and fresh frozen plasma. Rh immune globulin is provided subject to the cost share for 
skilled-administered prescription drugs.  Coverage of blood and blood processing also includes collection, processing, and storage of 
autologous blood when prescribed by a Kaiser Permanente physician for a scheduled surgery whether or not the units are used. 


 Chemical dependency services include coverage in a specialized alcohol or chemical dependence treatment unit or facility 
approved by Kaiser Permanente Medical Group.  Specialized alcohol or chemical dependence treatment services include day treatment 
or partial hospitalization services and non-hospital residential services.  All covered chemical dependency services will be provided 
under an approved individualized treatment plan. 


 Members are covered for contraceptive drugs and devices (to prevent unwanted pregnancies) only when all of the following 
criteria are met:  1) prescribed by a licensed Prescriber, 2) the drug is one for which a prescription is required by law, and 3) obtained at 
pharmacies in the Service Area that are operated by Kaiser Foundation Hospital or Kaiser Foundation Health Plan, Inc. 


 When applicable, the deductible is the amount that members must pay for certain services before Health Plan will cover those 
services.  Services that are subject to the deductible are noted in the “You Pay” column of this benefit summary (for example, if “after 
deductible” is noted in the “You Pay” column after the copayment, then members or family units must meet the deductible before the 
noted copayment will be effective).  This deductible is separate from any other benefit-specific deductible that may be described 
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herein.  For example if prescription drugs are subject to a drug deductible, payments toward that drug deductible do not count toward 
this medical deductible.  Payments toward this medical deductible do not count toward any other benefit-specific deductible (such as a 
drug deductible).  Services that are subject to this medical deductible are:  1) outpatient surgery or procedures provided in an 
ambulatory surgery center (ASC) or other hospital-based setting, 2) hospital inpatient care, 3) specialty laboratory services, 4) specialty 
imaging services, 5) skilled nursing care, and 6) emergency services (when noted). 


 Up to a 30-consecutive-day supply of diabetes supplies is provided (as described under the prescribed drugs section) if all of 
the following criteria are met:  1) prescribed by a licensed Prescriber, 2) on the Health Plan formulary and used in accordance with 
formulary criteria, guidelines, or restrictions, and 3) obtained at pharmacies in the Service Area that are operated by Kaiser Foundation 
Hospital, Kaiser Foundation Health Plan, Inc. or a pharmacy we designate. 


 Prescribed drugs that require skilled administration by medical personnel must meet all of the following:  1) 
prescribed by a Kaiser Permanente licensed prescriber, 2) on the Health Plan formulary and used in accordance with formulary 
guidelines or restrictions, and 3) prescription is required by law. 


 Durable medical equipment (such as oxygen dispensing equipment and oxygen, diabetes equipment, home phototherapy 
equipment for newborns, and breast feeding pump) must be prescribed by a Kaiser Permanente or Kaiser Permanente-designated 
physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Kaiser Permanente on either a 
purchase or rental basis, as determined by Kaiser Permanente.  Durable medical equipment is that equipment and supplies necessary to 
operate the equipment which:  1) is intended for repeated use, 2) is primarily and customarily used to serve a medical purpose, 3) is 
appropriate for use in the home, 4) is generally not useful to a person in the absence of illness or injury, 5) was in general use on 
March 1 of the year immediately preceding the year in which this Service Agreement became effective or was last renewed, 6) is not 
excluded from coverage from Medicare, and if covered by Medicare, meets the coverage definitions, criteria and guidelines established 
by Medicare at the time the diabetes equipment is prescribed, and 7) is on Kaiser Permanente’s formulary and used in accordance with 
formulary criteria, guidelines, or restrictions.  Repair, replacement and adjustment of durable medical equipment, other than due to 
misuse or loss, is included in coverage.  Diabetes equipment is limited to glucose meters and external insulin pumps, and the 
supplies necessary to operate them.  Coverage of breast feeding pump includes any equipment that is required for pump 
functionality.  If rented or loaned from Kaiser Permanente, the member must return any durable medical equipment items to Kaiser 
Permanente or its designee or pay Kaiser Permanente or its designee the fair market price for the equipment when it is no longer 
prescribed by a Kaiser Permanente physician or used by the member.  Coverage is limited to the standard item of durable medical 
equipment in accord with Medicare guidelines that adequately meets the medical needs of the member.  Convenience and luxury items 
and features are not covered.  The following are excluded from coverage:  1) comfort and convenience equipment, and devices not 
medical in nature such as sauna baths and elevators, 2) disposable supplies for home use such as bandages, gauze, tape, antiseptics, and 
ace type bandages, 3) exercise and hygiene equipment, 4) electronic monitors of the function of the heart or lungs, 5) devices to 
perform medical tests on blood or other body substances or excretions, 6) dental appliances or devices, 7) repair, adjustment or 
replacement due to misuse or loss, 8) experimental or research equipment, 9) durable medical equipment related to sexual dysfunction, 
and 10) modifications to a home or car. 


 Emergency services are covered for initial emergency treatment only.  Member (or member’s family) must notify Health Plan 
within 48 hours if admitted to a non-Kaiser Permanente facility.  Emergency Services are those medically necessary services available 
through the emergency department to medically screen, examine and stabilize the patient for Emergency Medical Conditions.  An 
Emergency Medical Condition is a medical condition manifesting itself by acute symptoms of sufficient severity that meet the prudent 
layperson standard and the absence of immediate medical attention will result in serious impairment to bodily functions, serious 
dysfunction of any bodily organ or part, or place the health of the individual in serious jeopardy.  Examples of an Emergency Medical 
Condition include chest pain or other heart attack signs, poisoning, loss of consciousness, convulsions or seizures, broken back or 
neck, heavy bleeding, sudden weakness on one side, severe pain, breathing problems, drug overdose, severe allergic reaction, severe 
burns, and broken bones.  Examples on non-emergencies are colds, flu, earaches, sore throats, and using the emergency room for 
convenience or during normal office hours for medical conditions that can be treated in a medical office.  Continuing or follow-up 
treatment for Emergency Medical Conditions at a non-Kaiser Permanente facility is not covered. 


 When applicable, essential health benefits are provided to the extent required by law and include ambulatory 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 and devices, laboratory services, preventive and 
wellness services and chronic disease management, and pediatric services to the extent required by HHS and EHB-benchmark plan.  
Pediatric oral care services are covered under this Service Agreement only if a separate Dental Rider is attached (covered services are 
described within any applicable Dental Rider).  A complete list of essential health benefits is available through Member Services.  
Essential health benefits are provided upon payment of the copayments listed under the appropriate benefit sections (e.g. – office 
visits subject to office visit copay, inpatient care subject to hospital inpatient care copay, etc.). 


 External prosthetic devices and braces (including speech generating devices and voice synthesizers) must be prescribed by a 
Kaiser Permanente physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Kaiser 
Permanente.  External prosthetic devices must meet all of the following criteria:  1) are affixed to the body externally, 2) are required 
to replace all or part of any body organ or replace all or part of the function of a permanently inoperative or malfunctioning body 
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organ, 3) were in general use on March 1 of the year immediately preceding the year in which this Service Agreement became effective 
or was last renewed, and 4) are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions 
criteria and guidelines established by Medicare at the time the prosthetic is prescribed.  Fitting and adjustment of these devices, 
including repairs and replacement other than due to misuse or loss, is included in coverage.  Covered braces are those rigid and 
semi-rigid devices which:  1) are required to support a weak or deformed body member, or 2) are required to restrict or eliminate 
motion in a diseased or injured part of the body, and 3) are not excluded from coverage from Medicare, and if covered by Medicare, 
meet the coverage definitions, criteria and guidelines established by Medicare at the time the brace is prescribed.  The following items 
are not covered as external prosthetics, but may be covered under another benefit category:  1) pacemakers and other surgically 
implanted internal prosthetic devices (these are covered under implanted internal prosthetic devices and aids), 2) hearing aids (these are 
covered under the hearing aid benefit), and 3) corrective lenses and eyeglasses (these are covered under any applicable pediatric vision care 
service and may also be covered if an Optical Rider is attached).   The following items are excluded from coverage:  1) dental prostheses, 
devices and appliances, 2) non-rigid appliances such as elastic stockings, garter belts, arch supports, non-rigid corsets and similar devices, 3) 
orthopedic aids such as corrective shoes and shoe inserts, 4) replacement of lost prosthetic devices, 5) repairs, adjustments or replacements 
due to misuse or loss, 6) experimental or research devices and appliances, 7) external prosthetic devices related to sexual dysfunction, 8) 
supplies, whether or not related to external prosthetic devices or braces, 9) external prosthetics for comfort and/or convenience, or which are 
not medical in nature, and 10) disposable supplies for home use such as bandages, gauze, tape, antiseptics, and ace type bandages.  Coverage is 
limited to the standard model of external prosthetic device or brace in accord with Medicare guidelines that adequately meets the medical 
needs of the member.  Convenience and luxury items and features are not covered. 


 When covered as a preventive care service (under the Patient Protection and Affordable Care Act), the following types of female 
sterilizations and related items and services are provided: 1) sterilization surgery for women: Trans-abdominal Surgical 
Sterilization/Surgical Implant; 2) sterilization implant for women: Trans-cervical Surgical Sterilization Implant; 3) pre and post 
operative visits associated with female sterilization procedures; and 4) Hysterosalpingogram test following sterilization implant 
procedure. 


 General health education services include patient education classes which are educational programs directed toward members 
who have specific diagnosed medical conditions whereby members are taught self-care skills to understand, monitor, manage and/or 
improve their condition.  Examples of conditions include asthma, diabetes, cardiovascular disease, chronic obstructive pulmonary 
disease (COPD), and behavioral health conditions. 


 Hearing aids must be prescribed by a Kaiser Permanente physician or Kaiser Permanente audiologist and obtained from sources 
designated by Kaiser Permanente.  Coverage is limited to the lowest priced model hearing aid(s).  Hearing aid(s) above the lowest 
priced model will be provided upon payment of the copayment that member would have paid for the lowest priced model hearing 
aid(s) plus all additional charges for any amount above the lowest priced model hearing aid(s).  All other related costs are excluded 
from coverage, including but not limited to consultation, fitting, rechecks and adjustments for the hearing aid(s). 


 Prescription drugs that are self-administered intravenously under the home IV/infusion benefit include biological therapeutics, 
biopharmaceuticals, or intravenous nutrient solutions needed for primary diet.  Self-administered injections are covered upon payment 
of the member cost share for take-home, self-administered prescription drugs. 


 Coverage of hospice care is supportive and palliative care for a terminally ill member, as directed by a Kaiser Permanente physician.  
Hospice coverage includes two 90-day periods, followed by an unlimited number of 60-day periods.  The member must be certified by 
a Kaiser Permanente physician as terminally ill at the beginning of each period.  (Hospice benefits apply in lieu of any other plan 
benefits for treatment of terminal illness.)  Hospice includes services such as:  1) nursing care (excluding private duty nursing), 2) 
medical social services, 3) home health aide services, 4) medical supplies, 5) physician services, 6) counseling and coordination of 
bereavement services, 7) services of volunteers, and 8) physical therapy, occupational therapy, or speech language pathology. 


 Hospital inpatient care (for acute care registered bed patients) includes services such as:  1) room and board, 2) general nursing 
care and special duty nursing, 3) physicians’ services, 4) surgical procedures, 5) respiratory therapy and radiation therapy, 6) anesthesia, 
7) medical supplies, 8) use of operating and recovery rooms, 9) intensive care room, 10) isolation care room, 11) medically necessary 
services provided in an intermediate care unit at an acute care facility, 12) special diet, 13) laboratory services, 14) imaging services, 15) 
testing services, 16) radiation therapy, 17) chemotherapy, 18) physical therapy, 19) occupational therapy, 20) speech therapy, 21) 
administered drugs, 22) internal prosthetics and devices, 23) blood, 24) durable medical equipment ordinarily furnished by a hospital, 
and 25) external prosthetic devices and braces ordinarily furnished by a hospital. 


 Specialty imaging services are services such as CT, interventional radiology, MRI, nuclear medicine, and ultrasound.  General 
radiology includes services such as x-rays and diagnostic mammography. 


 Internal prosthetics, devices, and aids (such as pacemakers, hip joints, surgical mesh, stents, bone cement, bolts, screws, and 
rods) must be prescribed by a Physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Health 
Plan.  Internal prosthetics, devices, and aids are those which meet all of the following:  1) are required to replace all or part of an 
internal body organ or replace all or part of the function of a permanently inoperative or malfunctioning body organ, 2) are used 
consistently with accepted medical practice and approved for general use by the Federal Food and Drug Administration (FDA),  3) 
were in general use on March 1 of the year immediately preceding the year in which this Service Agreement became effective or was 
last renewed, and 4) are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions, criteria 
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 ▼ Members must pay their office visit copay for the office visit. 
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and guidelines established by Medicare at the time the device is prescribed.  Fitting and adjustment of these devices, including repairs 
and replacement other than due to misuse or loss, is included in coverage.  The following are excluded from coverage:  a) all implanted 
internal prosthetics and devices and internally implanted aids related to an excluded or non-covered service/benefit, and b) 
Prosthetics, devices, and aids related to sexual dysfunction.  Coverage is limited to the standard prosthetic model that adequately meets 
the medical needs of the member.  Convenience and luxury items and features are not covered. 


 The following interrupted pregnancies are included:  1) medically indicated abortions, and 2) elective abortions (including 
abortion drugs such as (RU-486).  Elective abortions are limited to two per member per lifetime. 


 Specialty laboratory services include tissue samples, cell studies, chromosome studies, pathology, and testing for genetic diseases.   
Basic laboratory services include services such as thyroid tests, throat cultures, urine analysis, fasting blood sugar and A1c for 
diabetes monitoring, electrolytes, drug screening, blood type and cross match, cholesterol tests, and hepatitis B. 


 A service or item is Medically Necessary (subject to the applicable state law definitions and criteria) only if, 1) recommended by 
the treating Physician or treating Kaiser Permanente licensed health care practitioner, 2) is approved by Kaiser Permanente’s medical 
director or designee, and 3) is for the purpose of treating a medical condition, is the most appropriate delivery or level of service 
(considering potential benefits and harms to the patient), and known to be effective in improving health outcomes.  Effectiveness is 
determined first by scientific evidence.  If no scientific evidence exists, then by professional standards of care.  If no professional 
standards of care exist or if they exist but are outdated or contradictory, then by expert opinion. 


 Mental health services include coverage in a specialized mental health treatment unit or facility approved by Kaiser Permanente 
Medical Group.  Specialized mental health treatment services include day treatment or partial hospitalization services and non-hospital 
residential services.  All covered mental health services will be provided under an approved individualized treatment plan. 


 Office visits are limited to one or more of the following services:  examination, history, medical decision making and/or 
consultation.  Members’ choice of primary care providers and access to specialty care allow for the following:  1) member may choose 
any primary care physician available to accept member, 2) parents may choose a pediatrician as the primary care physician for their 
child, 3) members do not need a referral or prior authorization for certain specialty care, such as obstetrical or gynecological care, and 
4) the physician may have to get prior authorization for certain services.  A Specialist is a licensed medical practitioner identified by 
Health Plan or Medical Group, including a Kaiser Permanente physician, except does not include (i) family practice, (ii) general 
practice, (iii) internal medicine, (iv) pediatrics, (v) obstetrics/gynecology (including certified nurse midwives), (vi) physician assistants 
(PA), and (vii) Health Plan employed providers.  Members must obtain a referral for most initial visits in order to receive covered 
services from certain Specialists. 


 Orthodontic services for treatment of orofacial anomalies resulting from birth defects or birth defect syndromes are 
limited to Members under 26 years of age, and to a maximum benefit per treatment phase set annually by the insurance commissioner 
for the applicable calendar year.  For example, for 2016 contracts, Member will be responsible for all charges after Health Plan has 
paid the maximum benefit of $5,500 per treatment phase. 


 Short-term physical, occupational and speech therapy (only if the condition is subject to significant, measurable 
improvement in physical function; Kaiser Permanente clinical guidelines apply) services means medical services provided for those 
conditions which meet all of the following criteria:  1) the therapy is ordered by a Physician under an individual treatment plan; 2) in 
the judgment of a Physician, the condition is subject to significant, measurable improvement in physical function with short-term 
therapy; 3) the therapy is provided by or under the supervision of a Physician-designated licensed physical, speech, or occupational therapist, 
as appropriate.; and 4) as determined by a Physician, the therapy must be skilled and necessary to sufficiently restore neurological and/or 
musculoskeletal function that was lost or impaired due to an illness or injury.  Occupational therapy is limited to hand rehabilitation 
services, and medical services to achieve improved self care and other customary activities of daily living.  Speech-language 
pathology is limited to deficits due to trauma, drug exposure, chronic ear infections, hearing loss, and impairments of specific 
organic origin.   


 Radiation therapy services include radium therapy, radioactive isotope therapy, specialty imaging and skilled administered drugs. 
 In accordance with routine obstetrical (maternity) care, if member is discharged within 48 hours after delivery (or within 96 


hours if delivery is by cesarean section), the member’s Kaiser Permanente physician may order a follow-up visit for the member and 
newborn to take place within 48 hours after discharge. 


 Covered skilled nursing care in an approved facility (such as a hospital or skilled nursing facility) includes the following services:  
1) nursing care, 2) room and board (including semi-private rooms), 3) medical social services, 4) medical supplies, 5) durable medical 
equipment ordinarily provided by a skilled nursing facility, 6) external prosthetic devices and braces ordinarily furnished by a skilled 
nursing facility, 7) radiation therapy, and 8) chemotherapy.  In addition to Health Plan criteria, Medicare guidelines are used to 
determine when skilled nursing services are covered, except that a prior three-day stay in an acute care hospital is not required. 


 Services covered under the dependent child coverage outside the service area benefit are subject to the following 
limitations:  1)  services can only be obtained outside Kaiser Permanente Hawaii’s service area and outside all other Kaiser 
Permanente’s service areas, at non-Kaiser Permanente facilities and with non-Kaiser Permanente health care providers, 2) the 
dependent child must pay for services at the point in time the services are received then file a claim for reimbursement by submitting 
the claim to Kaiser Permanente’s claims department, 3) this dependent child coverage benefit cannot be combined with any other 
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benefit, 4) Kaiser Permanente will not pay under this dependent child coverage benefit for a service Kaiser Permanente is covering 
under another section, such as emergency services, out of area urgent care, and referrals, and 5) this dependent child coverage benefit 
does not apply to Senior Advantage members and Medicare members with Medicare as primary coverage.  The following are excluded 
under the dependent child coverage outside the service area benefit:  1) transplant services and related care, 2) services received outside 
the United States, 3) services other than routine primary care, basic laboratory services, basic imaging services, testing services, and 
self-administered prescription drugs, 4) outpatient surgery and procedures performed in an ambulatory surgery center or other 
hospital-based setting, 5) services received in other Kaiser Permanente regions’ service areas, 6) services received within Kaiser 
Permanente Hawaii’s service area, 7) dental, 8) mail order drugs, 9) chiropractic, acupuncture and massage therapy services, and 10) 
services not explicitly listed as covered under this dependent child coverage benefit. 


 Your incurred copays and coinsurance for covered medical Basic Health Services are capped each year by a medical supplemental 
charges maximum. 
- All incurred copays, coinsurance, and deductibles (if applicable) count toward the limit on supplemental charges, and are credited 


toward the year in which the medical services were received. 
- Supplemental charges for the following Basic Health Services can be applied toward the supplemental charges maximum, if the item 


or service is covered under this Service Agreement:  office visits for services listed in this Basic Health Services section, allergy test 
materials, ambulance service, blood or blood processing, braces, chemical dependency services, contraceptive drugs and devices, 
payments toward any applicable deductible, dependent child coverage outside the service area, diabetes supplies and equipment, 
dialysis, drugs requiring skilled administration, durable medical equipment, emergency service, external prosthetics, family planning 
office visits, health evaluation office visits for adults, hearing aids, home health, hospice, imaging (including X-rays), immunizations 
(excluding travel immunizations), internal prosthetics, internal devices and aids, in vitro fertilization procedure, inpatient room (semi-
private), interrupted pregnancy/abortion, laboratory, medical foods, mental health services, obstetrical (maternity) care, outpatient 
surgery and procedures, radiation and respiratory therapy, radioactive materials, reconstructive surgery, covered self-
administered/outpatient prescription drugs (including payments toward any applicable prescription drug deductible), short-term 
physical therapy, short-term speech therapy, short-term occupational therapy, skilled nursing care, testing services, transplants (the 
procedure), and urgent care. 


- The following services are not Basic Health Services and charges for these services/items are not applicable towards the 
Supplemental Charges Maximum: all services for which coverage has been exhausted, all excluded or non-covered benefits, all other 
services not specifically listed above as a Basic Health Service, complementary alternative medicine (chiropractic, acupuncture, 
massage therapy, or naturopathy), dental services, dressings and casts, handling fee or taxes, health education services, classes or 
support groups,  medical social services, office visits for services which are not Basic Health Services, take-home supplies, and travel 
immunizations. 


 Testing services include electrocardiograms, electroencephalograms, EMG, pulmonary function studies, sleep studies, and 
treadmill. 


 Up to a 30-consecutive-day supply of tobacco cessation drugs and products is provided when all of the following criteria are 
met: 1) prescribed by a licensed Prescriber, 2) available on the Health Plan formulary’s Tobacco Cessation list of approved drugs and 
products, including over-the-counter drugs and products, and in accordance with formulary criteria, guidelines, or restrictions, 3) 
obtained at pharmacies in the Service Area that are operated by Kaiser Foundation Hospital, Kaiser Foundation Health Plan, Inc. or a 
pharmacy we designate, and 4) member meets Health Plan-approved program-defined requirements for smoking cessation classes or 
counseling (tobacco cessation classes and counseling sessions are provided at no charge). 


 Tuberculin skin test is limited to one per year, unless medically necessary. 
 Transplant services and transplant evaluations for transplant donors.  Covered transplants include kidney, pancreas, heart, 


heart-lung, liver, lung, simultaneous kidney-pancreas, bone marrow, cornea, small bowel, small bowel-liver transplants, small bowel 
and multivisceral transplants, and stem-cell transplants.  Health Plan will pay for medical services for living organ and tissue donors 
and prospective donors if the medical services meet all of the requirements below.  Health Plan pays for these medical services as a 
courtesy to donors and prospective donors, and this document does not give donors or prospective donors any of the rights of 
Kaiser Permanente members. 


 Regardless whether the donor is a Kaiser Permanente member or not, the terms, conditions, and Supplemental Charges of the 
transplant-recipient Kaiser Permanente member will apply.  Supplemental charges for medical services provided to transplant donors 
are the responsibility of the transplant-recipient Kaiser Permanente member to pay, and count toward the transplant-recipient Kaiser 
Permanente member’s limit on supplemental charges. 


 The medical services required are directly related to a covered transplant for a Kaiser Permanente member and required for a) 
screening of potential donors, b) harvesting the organ or tissue, or c) treatment of complications resulting from the donation. 


 For medical services to treat complications, the donor receives the medical services from Kaiser Permanente practitioners inside a 
Health Plan Region or Group Health service area. 


 Health Plan will pay for emergency services directly related to the covered transplant that a donor receives from non-Kaiser 
Permanente practitioners to treat complications. 


 The medical services are provided not later than three months after donation. 
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 The medical services are provided while the transplant-recipient is still a Kaiser Permanente member, except that this limitation will 
not apply if the Kaiser Permanente member’s membership terminates because he or she dies. 


 Health Plan will not pay for travel or lodging for donors or prospective donors. 
 Health Plan will not pay for medical services if the donor or prospective donor is not a Kaiser Permanente member and is a member 


under another health insurance plan, or has access to other sources of payment. 
 The above policy does not apply to blood donors. 


 Urgent care services are covered for initial urgent care treatment only.  "Urgent Care Services" means medically necessary 
services for a condition that requires prompt medical attention but is not an Emergency Medical Condition.  Continuing or follow-up 
treatment at a non-Kaiser Permanente facility is not covered. 


 


Third party liability, motor vehicle accidents, and surrogacy health services 
Kaiser Permanente has the right to recover the cost of care for a member's injury or illness caused by another person or in an auto accident 
from a judgment, settlement, or other payment paid to the member by an insurance company, individual or other third party. 


Kaiser Permanente has the right to recover the cost of care for Surrogacy Health Services.   Surrogacy Health Services are Services the 
member receives related to conception, pregnancy, or delivery in connection with a Surrogacy Arrangement.  The member must reimburse Kaiser 
Permanente for the costs of Surrogacy Health Services, out of the compensation the member or the member’s payee are entitled to receive under 
the Surrogacy Arrangement. 
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Domestic
partner
coverage


A Domestic Partner who meets the Domestic Partner eligibility requirements may enroll as a
Subscriber’s Family Dependent.


The Subscriber and Subscriber’s Domestic Partner must fill out a Domestic Partner Affidavit
and return it to Kaiser Permanente. This information is subject to prior verification by Kaiser
Permanente.
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Kaiser Permanente Fit Rewards R© Program provides these extra services


Kaiser
Permanente
Fit Rewards–
Calendar Year


Basic Program fitness club and exercise center membership program No charge


• Eligible members may enroll with and American Specialty Health,
Inc. (ASH) contracted network fitness club


• Program enrollment includes standard fitness club services and
features


• Eligible Members should verify services and features with ASH
contracted fitness club


Note:


• Eligible members must pay the Fit Rewards $200 annual program
feeF


• Eligible members must meet the 45-day, 30-minute per session activity
requirement by end of 2017


Or


Home Fitness Program $10


• Eligible Members may select up to two of the available ASH home
fitness kits per year


Active&Fit website


• All eligible Members have access to Active&Fit web-based services
such as facility provider search, enrollment functions, educational
content and fitness tools and trackers.


The following are excluded from Active&Fit Program:


• Personal trainers, classes, and club services, amenities, and products
or supplies that are not routinely included in the general membership


• Access to fitness or exercise clubs that are not part of ASH’s
contracted network.


• Home fitness kits not provided through ASH’s Active&Fit program.


• Enrollment for Members not specifically listed as eligible for this
program, as defined by the Group.


• Enrollment for Members under the age of 16.


FMembers must pay their fee directly to ASH prior to using services. Kaiser Permanente Fit Rewards is a value-added service
and not part of your medical benefits. Fees do not count toward the eligible Member’s health benefit plan’s Supplemental
Charges Maximum.
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What is Kaiser Permanente Fit Rewards? 
Kaiser Permanente Fit Rewards is a new value-added 
program offering Kaiser Permanente Hawaii members the 
opportunity to earn a free gym membership.1 


Who is eligible for Kaiser Permanente   
Fit Rewards? 
All Kaiser Permanente Hawaii members 16 years and 
older, except Medicare and QUEST Integration (Medicaid) 
members, are eligible.2


When does Kaiser Permanente Fit Rewards 
start? 
Kaiser Permanente Fit Rewards starts January 1, 2017.


How does Kaiser Permanente Fit Rewards 
work? 


choose a participating gym. Search the full list of 
participating gyms at kp.org/fitrewards.


the gym.3 
 Note


kp.org/activeandfit or call toll-free 1-877-750-2746 
(TTY/TDD 1-877-710-2746), Monday through Friday,         
5 a.m. to 3 p.m. Hawaii time, to pay your annual 
program fee.


for a minimum of 30 minutes per session by the 
end of 2017.1 Your gym will report your activity to 
Active&Fit.


1


Is Kaiser Permanente Fit Rewards the same as 
the Active&Fit Basic Program?
No. Kaiser Permanente Fit Rewards adds a brand new 
reimbursement option that essentially allows you to have 
a free gym membership1 through the Active&Fit program. 
This free gym membership1 feature is available only to 
Kaiser Permanente Hawaii members.


The Active&Fit Basic program provides Active&Fit 
members access to a gym membership through a broad 
network of participating gyms to individual and group 
health plan members. It also has a Home Fitness option for 
those who physically cannot or prefer not to go to a gym.


Kaiser Permanente Fit Rewards and the Active&Fit Basic 
program are provided by American Specialty Health 
Fitness, Inc. (ASH Fitness), a subsidiary of American 
Specialty Health Incorporated (ASH).


How do I get started if I already participate in 
the Active&Fit Basic program? 


membership at a participating gym and pay your annual 
program fee directly to the gym. You also can switch gyms 
if the facility is in the Active&Fit network.  


directly by visiting kp.org/activeandfit or calling the 
Active&Fit customer service toll free at 1-877-750-2746 
(TTY/TDD 1-877-710-2746), Monday through Friday,  
5 a.m. to 3 p.m., Hawaii time.  


Kaiser Permanente
FIT REWARDS


Frequently
Asked


Questions


67097_KAH2869 1/2018
Page 20 of 21







1Reimbursement is limited to your Active&Fit annual program fee each benefit year. Taxes and additional charges you pay your gym for classes, services,  
or amenities are not included in the Active&Fit program and are not eligible for reimbursement. Please refer to your Benefit Summary or kp.org/fitrewards 
for details, including conditions, limitations, and exclusions. 
2The Active&Fit website is available for members who are 18 years and older.  
3Except for earning your annual program fee back by exercising 45 days a year for at least 30 minutes, your annual fee is not refundable and will not be 
prorated.   


Kaiser Permanente Fit Rewards is a value-added service and not part of your medical benefits. Your annual fee does not count toward your health plan’s 
annual out-of-pocket maximum. For details, see your Benefit Summary or kp.org/fitrewards.


Kaiser Permanente Fit Rewards is part of the Active&Fit® Program provided by American Specialty Health Fitness, Inc. (ASH Fitness), a subsidiary of American 
Specialty Health Incorporated (ASH). Active&Fit and the Active&Fit logo are federally registered trademarks of ASH and used with permission herein.


How do I get started if I do not currently 
participate in Active&Fit? 


Permanente Hawaii member, you can join a participating 
gym and pay your annual program fee directly to the gym. 


by visiting kp.org/activeandfit or calling the Active&Fit 
customer service toll free at 1-877-750-2746 (TTY/TDD 
1-877-710-2746), Monday through Friday, 5 a.m. to  
3 p.m., Hawaii time. 


Where can I find a list of participating gyms? 
Starting October 1, 2016, visit kp.org/fitrewards to 
see the full list of participating gyms. You also can call 
Active&Fit customer service toll free at 1-877-750-2746 
(TTY/TDD, 1-877-710-2746), Monday through Friday,  
5 a.m. to 3 p.m. 


PARTICIPATING GYMS
What if I want to go to a gym that is not part 
of the Active&Fit network?


facilities online at kp.org/activeandfit or by calling the 
Active&Fit customer service hotline at 1-877-750-2746.


Can I switch gyms?
Yes. You can switch gyms by going online at   
kp.org/activeandfit or by calling Active&Fit customer 
service at 1-877-750-2746. 


If I switch gyms, do I have to pay my annual 
program fee again?
No. You do not need to pay your annual fee again unless 


If I switch gyms, how soon can I go to my new 
gym?


following month.


REIMBURSEMENT
Are taxes and any additional fees I paid to my 
gym eligible for reimbursement? 


the end of 2017, your reimbursement is limited to your 
annual program fee. Taxes and any additional charges or 
fees you pay your gym for classes, services, or amenities 
are not included in the program and are not eligible for 
reimbursement.1 


If I change gyms during the year and meet 
the 45-day, 30-minute per session activity 
requirement, will I receive reimbursement? 


go to gyms in the Active&Fit network. 


What if I am physically unable or prefer not to 
go to a gym? 
You can choose to participate in the Active&Fit Home 
Fitness program, instead of attending a participating 


Note: If you participate in the Active&Fit Home Fitness 


and will not be prorated. You are not eligible for 


Kaiser Permanente
FIT REWARDS


FAQ
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KP Hawaii 301
#4822 ALOHA AIR CARGO - MED W/RIDERS


• kp.org


2018 Features of your Kaiser Permanente Group Plan
This is only a summary and is to be used for marketing purposes only. It does not fully describe your benefit coverage. For details on your benefit coverage, exclusions, and plan terms, please refer to your employer’s applicable Face Sheet,


Group Medical and Hospital Service Agreement, benefit schedule, and riders (collectively known as "Service Agreement". For additional information please also refer to your group detailed benefit summary, to Our physicians and locations


directory for practitioner and provider availability and to your Member handbook


Section Benefits You Pay
Supplemental
charges
maximum**


Your copays and coinsurance for covered Basic Health
Services are capped by a supplemental charges
maximum


$2,500 / $7,500


Deductible Deductible** None
Outpatient services Office visits**


• For primary care $20 per visit
•With a Specialist $20 per visit
Outpatient surgery and procedures
• Provided in medical office during a primary care visit $20 per visit
• Provided in medical office with a Specialist $20 per visit
• Provided in an ambulatory surgery center (ASC) or
hospital-based setting


10% of applicable charges


• Routine pre- and post-surgical office visits in connection
with a covered surgery


No charge


Outpatient
laboratory,
imaging, and
testing services


Laboratory services** $10 copay per day except 20% of applicable charges
for complex labs


Imaging services**
• General radiology $10 copay per day
• Specialty imaging services 20% of applicable charges
Testing services** 20% of applicable charges


Preventive care
services


Preventive care office visits for:


• Well child office visits (at birth, ages 2 months, 4 months,
6 months, 9 months, 12 months, 15 months, 18 months, 2
years, 3 years, 4 years, and 5 years)
• Routine immunizations
• One preventive care office visit per accumulation period for
members 6 years of age and over
• One gynecological office visit per accumulation period for
female members


No charge


Prescribed Drugs Self-administered
4-Tier Prescription drug


3/10/45/200
Generic Maintenance Drugs: $3 per prescription


Other Generic Drugs: $10 per prescription
Brand-Name Drugs: $45 per prescription


Specialty drugs: $200
(Applies towards the annual supplemental charges


maximum per calendar year)


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 1 of 31







Section Benefits You Pay
Prescribed drugs that require skilled
administration by medical personnel, such as
injections and infusions (e.g. cannot be self-administered)**
• Provided in a medical officet 20% of applicable charges
• Provided during other settings, such as hospital stay,
outpatient surgery, skilled nursing care


Applicable cost shares apply.
See applicable benefit sections†


Diabetes supplies** 50% of applicable charges (a minimum price
as determined by Pharmacy Administration may apply)


Tobacco cessation drugs and products** No charge
Other drug therapy services
• Home IV/Infusion therapy** No charge
• Medically necessary growth hormone therapy
• Prescribed inhalation therapy


Applicable cost shares apply.
See applicable benefit sections†


Routine immunizations No charge
Obstetrical Care Routine prenatal visits No charge


Routine postpartum visit No charge
Delivery/hospital stay (uncomplicated) 10% of applicable charges


Hospital Inpatient
care


Hospital inpatient care 10% of applicable charges


Home health care
and hospice care


Home health care, nurse and home health aide visits
to homebound members, when prescribed by a Kaiser
Permanente physician


No charge (office visit copays
apply to physician visits)


Hospice care** No charge (office visit copays
apply to physician visits)


Emergency
services


Emergency services**
within and outside the Hawaii service area
Note: The copayment for emergency services is waived if
you are directly admitted as a hospital inpatient from the
emergency department (the hospital copay will apply)


$100 per visit / $100 per visit


Urgent care
services


Urgent care services**


• At a Kaiser Permanente (or Kaiser
Permanente-designated) urgent care center within the
Hawaii service area, for primary care services


$20 per visit


• At a non-Kaiser Permanente facility outside the
Hawaii service area


20% of applicable charges


Ambulance
services


Ambulance services** 20% of applicable charges


Durable medical
equipment**


Diabetes equipment 50% of applicable charges


Home phototherapy equipment for newborns No charge
Breast feeding pump, including any equipment that is
required for pump functionality


No charge


All other durable medical equipment 20% of applicable charges
External prosthetic
devices and
braces**


External prosthetic devices and braces 20% of applicable charges


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 2 of 31







Section Benefits You Pay
Additional services


Prescription drug
mail-order
incentive


Two drug copayments
for a 90-consecutive-day supply


Optical 150 Allowance for glasses or contacts
$150 allowance for glasses or contact


lenses per calendar year
Complementary
Alternative
Medicine


Chiropractic, acupuncture,
and massage therapy
services (up to 20 visits per calendar year)


$20 per visit


Fit Rewards per calendar year $200 gym membership or
$10 home fitness program


t Members must pay their office visit copay for the office visit.
† For example, office visits are subject to office visit copay, inpatient care are subject to inpatient care cost share, lab, imaging and


testing are subject to lab, imaging and testing cost share, etc.
* See Coverage Exclusions
** See Coverage Limitations Page 3 of 31
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KP Hawaii 301 


2018 Benefits Summary 
 


This is only a summary.  It does not fully describe your benefit coverage.  For details on your benefit coverage, exclusions, and 
plan terms, please refer to your employer’s applicable Face Sheet, Group Medical and Hospital Service Agreement, benefit schedule, 
and riders (collectively known as “Service Agreement”).  The Service Agreement is the legally binding document between Health 
Plan and its members.  In event of ambiguity, or a conflict between this summary and the Service Agreement, the Service 
Agreement shall control.  Senior Advantage members must refer to their Kaiser Permanente Senior Advantage Evidence of 
Coverage for a description of their benefits. 


You are covered for Medically Necessary services at Kaiser Permanente facilities within the Hawaii service area, and which are 
provided, prescribed or directed by a Kaiser Permanente physician and consistent with reasonable medical management techniques 
specified under this plan with respect to the frequency, method, treatment or licensing or certification, to the extent the provider is 
acting within the scope of the provider’s license or certification under applicable state law.  All care and services need to be 
coordinated by a Kaiser Permanente physician except for emergency services, urgent care or services authorized by a written 
referral. 


Riders, if any, are described after the Exclusions and Limitations sections. 


If you receive covered services and items in one of these seven care settings, you only pay a single copay or coinsurance:  hospital, observation, 
outpatient surgery and procedures in an ambulatory surgery center or outpatient hospital-based setting, skilled nursing facility, dialysis, 
radiation therapy and emergency room services.  However, services and items received during an emergency room visit are included in the copay 
or coinsurance for emergency services, except complex imaging services (including interpretation of imaging) are covered under the complex 
imaging benefit. 


For settings that are not mentioned above, each medical service or item is covered in accord with its relevant benefit section.   
 


Section Benefits You pay 


Supplemental 
charges 
maximum ** 


Your copays and coinsurance for covered Basic Health Services are capped 
by a supplemental charges maximum 


$2,500 per member, $7,500 per 
family unit (3 or more members) 
per year 


Deductible Deductible ** None 


Outpatient 
services 


Office visits **  
• For primary care $20 per visit 
• With a Specialist $20 per visit 


Outpatient surgery and procedures  
 • Provided in medical office during a primary care visit $20 per visit 
 • Provided in medical office with a Specialist $20 per visit 


 • Provided in an ambulatory surgery center (ASC) or hospital-based 
setting 


10% of applicable charges 


 • Routine pre- and post-surgical office visits in connection with a 
covered surgery 


No charge 


 Telehealth Applicable cost shares apply. 
See applicable benefit sections† 


 Allergy testing $20 per visit 


 Allergy treatment materials that are on Kaiser Permanente’s 
formulary and require skilled administration by medical personnel 


20% of applicable charges 


 Chemotherapy, includes the treatment of infections or malignant 
diseases 


 


 • Office visits $20 per visit 


 • Chemotherapy infusions or injections that require skilled 
administration by medical personnel 


20% of applicable charges 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 
 • Self-administered oral chemotherapy  


Note:  In accordance with state law, oral chemotherapy will be administered at the same 
or lower cost share as intravenous chemotherapy. 


Self-administered/take home 
drug copay (if you have a drug 
rider) or 20% of applicable 
charges (if you do not have a 
drug rider) 


 * Physical, occupational and speech therapy **  
Note: includes short-term therapy only (ie. Habilitative services are not 
covered) 


$20 per visit 


 Autism services** Applicable cost shares apply. 
See applicable benefit sections† 


 Dialysis 
• Kaiser Permanente physician and facility services for dialysis 
• Equipment, training and medical supplies for home dialysis 


 
20% of applicable charges 
No charge 


 Materials for dressings and casts Applicable cost shares apply. 
See applicable benefit sections† 


Outpatient 
laboratory, 
imaging, and 
testing services 


Laboratory services ** $10 per day for basic lab services 
and 20% of applicable charges for 
specialty lab services 


Imaging services **  


• General radiology $10 per day 
• Specialty imaging services 20% of applicable charges 
Testing services ** 20% of applicable charges 


Outpatient 
radiation 
therapy 


Radiation therapy ** 20% of applicable charges 


Observation Observation 10% of applicable charges 


Hospital 
inpatient care 


Hospital inpatient care ** 10% of applicable charges 


* Physical, occupational and speech therapy **  
Note: includes short-term therapy only (ie. Habilitative services are not 
covered) 


Included in the above hospital 
inpatient care cost share 


Transplants * Transplants ** Applicable cost shares apply. 
See applicable benefit sections† 


Preventive 
care services 


Preventive care services (which protect against disease, promote 
health, and/or detect disease in its earliest stages before noticeable 
symptoms develop), including: 


No charge 
(non-preventive care services 
according to member’s regular 
plan benefits)  • Screening services for Grade A and B recommendations of the U.S. 


Preventive Services Task Force (USPSTF), such as: 
• Preventive counseling services 
• Screening laboratory services 
• Screening radiology services 


• FDA approved contraceptive drugs and devices** that are available on 
the Health Plan formulary, as required by the federal Patient 
Protection and Affordable Care Act (PPACA).  Coverage of all other 
FDA approved contraceptive drugs and devices are described in the 
Prescribed drugs section. 


• Female sterilizations** 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 
• Purchase of breast feeding pump, including any equipment that is 


required for pump functionality 
A complete list of preventive care services provided at no charge is available through 
Member Services.  This list is subject to change at any time.  If you receive any other 
covered services during a preventive care visit, you will pay the applicable charges for 
those services. 


 Preventive care office visits for: 
• Well child office visits (at birth, ages 2 months, 4 months, 6 months, 


9 months, 12 months, 15 months, 18 months, 2 years, 3 years, 4 years, 
and 5 years) 


• One preventive care office visit per year for members 6 years of age 
and over 


• One gynecological office visit per year for female members 


 


Prescribed 
drugs 


Prescribed drugs that require skilled administration by 
medical personnel, such as injections and infusions 
(e.g. cannot be self-administered) ** 


 


 • Provided in a medical office 20% of applicable charges ▼ 


 • Provided during other settings, such as hospital stay, outpatient 
surgery, skilled nursing care 


Applicable cost shares apply. 
See applicable benefit sections† 


 Prescribed Self-administered drugs (such as drugs taken orally) If applicable see attached Drug 
summary, otherwise not covered 


 Diabetes supplies ** 50% of applicable charges 
(a minimum price as determined 
by Pharmacy Administration 
may apply) 


 Tobacco cessation drugs and products ** No charge 


 FDA approved contraceptive drugs and devices ** 50% of applicable charges 
(a minimum price as determined 
by Pharmacy Administration 
may apply) ▼ 


 Other drug therapy services  


 • Home IV/Infusion therapy ** No charge 


 • Medically necessary growth hormone therapy 
• Prescribed inhalation therapy 


Applicable cost shares apply. 
See applicable benefit sections† 


 Routine immunizations No charge 


Obstetrical 
care, 
interrupted 
pregnancy, 
family planning, 
in vitro 
fertilization, and 
sterilization 
services 


Routine obstetrical (maternity) care **  
No charge 
No charge 
10% of applicable charges 


• Routine prenatal visits 
• Routine postpartum visit 
• Delivery/hospital stay (uncomplicated) 


Non-routine obstetrical (maternity) care, including complications 
of pregnancy and false labor 


Applicable cost shares apply. 
See applicable benefit sections† 


Inpatient stay and inpatient care for newborn, including 
circumcision and nursery care, during or after mother's hospital stay 
(assuming newborn is timely enrolled on Kaiser Permanente subscriber’s 
plan) 


Hospital inpatient care cost 
shares apply (see hospital 
inpatient care section) 


Interrupted pregnancy ** $20 per visit  
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 


Family planning office visits for female members that are provided in 
accordance with the Patient Protection and Affordable Care Act 


No charge 


All other family planning office visits $20 per visit 


 * In vitro fertilization (IVF) 20% of applicable charges 


 Sterilization services 
• Vasectomy services 


Applicable cost shares apply. 
See applicable benefit sections† 


Reconstructive 
surgery 


Surgery to improve physical function, such as bariatric surgery and 
surgery to correct congenital anomalies 
Surgery following injury or medically necessary surgery 
Surgery following mastectomy, including treatment for 
complications resulting from a covered mastectomy and reconstruction, 
such as lymphedema 


Applicable cost shares apply. 
See applicable benefit sections† 


Home health 
care and 
hospice care 


Home health care, nurse and home health aide visits to homebound 
members, when prescribed by a Kaiser Permanente physician 


No charge 
(office visit copays apply to 
physician visits) 


Hospice care ** No charge 
(office visit copays apply to 
physician visits) 


Skilled nursing 
care * 


Skilled nursing care ** 10% of applicable charges, up to 
120 days per year 


Emergency 
services 


Emergency services ** within and outside the Hawaii service area 
Note:  The copayment for emergency services is waived if you are directly admitted as a 
hospital inpatient from the emergency department (the hospital copay will apply). 


$100 per visit 


Urgent care 
services 


Urgent care services **  


• At a Kaiser Permanente (or Kaiser Permanente-designated) urgent care 
center within the Hawaii service area, for primary care services 


$20 per visit 


• At a Kaiser Permanente (or Kaiser Permanente-designated) urgent care 
center within the Hawaii service area, with a specialist 


$20 per visit 


• At a non-Kaiser Permanente facility outside the Hawaii service area 20% of applicable charges 


Ambulance 
services 


Ambulance services ** 20% of applicable charges 


Blood Blood and blood processing ** Applicable cost shares apply. 
See applicable benefit sections†  


Mental health 
services ** 


Mental health outpatient services, including office visits, day treatment 
and partial hospitalization services 


$20 per visit 


Mental health hospital inpatient care, including non-hospital residential 
services 


10% of applicable charges 


Chemical 
dependency 
services ** 


Chemical dependency outpatient services, including office visits, day 
treatment and partial hospitalization services 


$20 per visit 


Chemical dependency hospital inpatient care, including non-hospital 
residential services and detoxification services 


10% of applicable charges 


Health 
education 


General health education services **, including diabetes self-
management training and education 


$20 per visit 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 


Dependent 
child coverage 
outside the 
service area ** 


While  outside of the Kaiser Permanente’s service areas, a dependent child is 
covered per year for the following services: 


 


• Up to 10 office visits for routine primary care $20 per visit 


• Up to 10 combined outpatient basic laboratory services, basic imaging 
services, and testing services 


 


• Basic laboratory services $10 per day 
• Basic imaging services $10 per day 
• Testing services 20% of applicable charges 


• Up to 10 prescriptions of self-administered drugs 20% of applicable charges 


Internal 
prosthetics, 
devices, 
and aids ** 


Implanted internal prosthetics, including fitting and adjustment of 
these devices, including repairs and replacement other than those due to 
misuse or loss 


Applicable cost shares apply. 
See applicable benefit sections† 


Durable medical 
equipment ** 


Diabetes equipment 50% of applicable charges 


Home phototherapy equipment for newborns No charge 


Breast feeding pump, including any equipment that is required for 
pump functionality 


No Charge 
 


 All other durable medical equipment 20% of applicable charges 


External 
prosthetic 
devices and 
braces ** 


External prosthetic devices and braces 20% of applicable charges 


 A prosthetic device following mastectomy, if all or part of a breast is 
surgically removed for medically necessary reasons 
Note:  Replacement will be made when a prosthesis is no longer functional.  Custom-made 
prostheses will be provided when necessary. 


Applicable internal prosthetics, 
devices, and aids cost shares 
apply 


Hearing aids ** Hearing aids, provided once every 36 months for each hearing impaired 
ear 


60% of applicable charges 


Other medical 
services and 
supplies 


Anesthesia and hospital services for dental procedures for 
children with serious mental, physical, or behavioral 
problems 
Pulmonary rehabilitation 
Hyperbaric oxygen therapy 
Anesthesia services, including general anesthesia, regional anesthesia, 
and monitored anesthesia for high-risk members 
Orthodontic services for treatment of orofacial anomalies 
resulting from birth defects or birth defect syndromes ** 


Applicable cost shares apply. 
See applicable benefit sections† 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


Section Benefits You pay 


Dependent 
coverage 


Dependent (biological, step or adopted) children of the Subscriber (or the Subscriber’s spouse) are eligible up 
to the child’s 26th birthday.  Other dependents may include:  1) the Subscriber's (or Subscriber’s spouse’s) 
dependent (biological, step or adopted) children (over age 26) who are incapable of self-sustaining employment 
because of a physically- or mentally-disabling injury, illness, or condition that occurred prior to reaching age 26, 
and receive 50 percent or more of their support and maintenance from the Subscriber (or Subscriber’s Spouse) 
(proof of incapacity and dependency may be required), or 2) a person who is under age 26, for whom the 
Subscriber (or Subscriber’s spouse), is (or was before the person’s 18th birthday) the court appointed legal 
guardian. 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


* Coverage exclusions 
When a Service is excluded or non-covered, all Services that are necessary or related to the excluded or non-covered Service are also 
excluded.  "Service" means any treatment, diagnosis, care, procedure, test, drug, injectable, facility, equipment, item, device, or supply. 
The following Services are excluded: 
 Acupuncture. (This exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 
 Alternative medical Services not accepted by standard allopathic medical practices such as: hypnotherapy, behavior testing, 


sleep therapy, biofeedback, massage therapy, naturopathy, rest cure and aroma therapy.  (The massage therapy portion of this 
exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 


 Artificial aids, corrective aids and corrective appliances such as orthopedic aids, corrective lenses and eyeglasses.  If your 
plan is required to cover all essential health benefits, then part of this exclusion does not apply (for example, external prosthetic 
devices, braces, and hearing aids may be covered benefits).  Corrective lenses and eyeglasses may be covered for certain medical 
conditions, if all essential health benefits are required to be covered.  Pediatric vision care services and devices may also be covered as 
an essential health benefit.  (The eyeglasses and contact lens portion of this exclusion may not apply if you have an Optical Rider). 


 All blood, blood products, blood derivatives, and blood components whether of human or manufactured origin and 
regardless of the means of administration, except as stated under the “Blood” section.  Donor directed units are not covered. 


 Cardiac rehabilitation. 
 Chiropractic Services.  (This exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.) 
 Services for confined members (confined in criminal institutions, or quarantined). 
 Contraceptive foams and creams, condoms or other non-prescription substances used individually or in conjunction with 


any other prescribed drug or device. 
 Cosmetic Services, such as plastic surgery to change or maintain physical appearance, which is not likely to result in significant 


improvement in physical function, including treatment for complications resulting from cosmetic services.  However, Kaiser 
Permanente physician services to correct significant disfigurement resulting from an injury or medically necessary surgery, incident to a 
covered mastectomy, or cosmetic service provided by a Physician in a Health Plan facility are covered. 


 Custodial Services or Services in an intermediate level care facility. 
 Dental care Services, including pediatric oral care, such as dental x-rays, dental implants, dental appliances, or orthodontia and 


Services relating to Craniomandibular Pain Syndrome.  If your plan is required to cover all essential health benefits, then part of this 
exclusion does not apply (for example, Services relating to temporomandibular joint dysfunction (TMJ) may be covered).  (Part of this 
exclusion may not apply if you have a Dental Rider.) 


 Employer or government responsibility: Services that an employer is required by law to provide or that are covered by 
Worker's Compensation or employer liability law; Services for any military service-connected illness, injury or condition when such 
Services are reasonably available to the member at a Veterans Affairs facility; Services required by law to be provided only by, or 
received only from, a government agency. 


 Experimental or investigational Services. 
 Eye examinations for contact lenses and vision therapy, including orthoptics, visual training and eye exercises.  If your plan is 


required to cover all essential health benefits, then part of this exclusion does not apply (for example, habilitative services and pediatric 
vision care services may be covered).  (Eye exams for contact lens may be partially covered if you have an Optical Rider.) 


 Eye surgery solely for the purpose of correcting refractive error of the eye, such as Photo-refractive keratectomy (PRK), lasek eye 
surgery, and lasik eye surgery.  If your plan is required to cover all essential health benefits, then part of this exclusion does not apply 
(for example, vision procedures for certain medical conditions may be covered). 


 Routine foot care, unless medically necessary. 
 Health education: specialized health promotion classes and support groups (such as weight management and bariatric surgery 


program). 
 Homemaker Services. 
 Infertility services including services related to conception by artificial means (such as ovum transplants, gamete intrafallopian 


transfer (GIFT) and zygote intrafallopian transfer (ZIFT)), services to reverse voluntary, surgically-induced infertility, and stand-alone 
ovulation induction Services.   


 In vitro fertilization (IVF) is limited to a one-time only benefit at Kaiser Permanente.  Additional IVFs are not covered.  In vitro 
fertilization must meet state law requirements, and Health Plan and Medical Group requirements and criteria.  The cost of donor 
sperm, donor eggs, equipment and of collection, storage and processing of sperm or eggs are not covered.  


 Non FDA-approved drugs and devices. 
 Certain exams and Services.  Certain Services and related reports/paperwork, in connection with third party requests, such as 


those for: employment, participation in employee programs, sports, camp, insurance, disability, licensing, or on court-order or for 
parole or probation.  Physical examinations that are authorized and deemed medically necessary by a Kaiser Permanente physician and 
are coincidentally needed by a third party are covered according to the member’s benefits. 
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 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 


** See Coverage Limitations Section 
   
 


 Long term physical therapy, occupational therapy, speech therapy; maintenance therapies;  cardiac rehabilitation; 
unskilled therapy and physical, occupational, and speech therapy deficits due to developmental delay. 


 Services not generally and customarily available in the Hawaii service area. 
 Services and supplies not medically necessary.  A service or item is medically necessary (in accord with medically necessary 


state law definitions and criteria) only if, 1) recommended by the treating Kaiser Permanente physician or treating Kaiser Permanente 
licensed health care practitioner, 2) is approved by Kaiser Permanente’s medical director or designee, and 3) is for the purpose of treating a 
medical condition, is the most appropriate delivery or level of service (considering potential benefits and harms to the patient), and known to be 
effective in improving health outcomes.  Effectiveness is determined first by scientific evidence, then by professional standards of care, then by 
expert opinion.  Coverage is limited to the services which are cost effective and adequately meet the medical needs of the member. 


 All Services, drugs, injections, equipment, supplies and prosthetics related to treatment of sexual dysfunction, except evaluations and 
health care practitioners’ services for treatment of sexual dysfunction. 


 Personal comfort items, such as telephone, television, and take-home medical supplies, during covered skilled nursing care. 
 Take home supplies for home use, such as bandages, gauze, tape, antiseptics, ace type bandages, drug and ostomy supplies, 


catheters and tubing. 
 The following costs and Services for transplants: 


- Non-human and artificial organs and their transplantation. 
- Bone marrow transplants associated with high-dose chemotherapy for the treatment of solid tissue tumors, except for germ cell 


tumors and neuroblastoma in children. 
 Services for injuries or illness caused or alleged to be caused by third parties or in motor vehicle accidents. 
 Transportation (other than covered ambulance services), lodging, and living expenses. 
 Travel immunizations. 
 Services for which coverage has been exhausted, Services not listed as covered, or excluded Services. 


 


** Coverage limitations 
Benefits and Services are subject to the following limitations: 


 Services may be curtailed because of major disaster, epidemic, or other circumstances beyond Kaiser Permanente's control such as a 
labor dispute or a natural disaster. 


 Coverage is not provided for treatment of conditions for which a member has refused recommended treatment for personal reasons 
when Kaiser Permanente physicians believe no professionally acceptable alternative treatment exists.  Coverage will cease at the point 
the member stops following the recommended treatment. 


 Ambulance services are those services which:  1) use of any other means of transport, regardless of availability of such other 
means, would result in death or serious impairment of the member’s health, and 2) is for the purpose of transporting the member to 
receive medically necessary acute care.  In addition, air ambulance must be for the purpose of transporting the member to the nearest 
medical facility designated by Health Plan for receipt of medically necessary acute care, and the member’s condition must require the 
services of an air ambulance for safe transport. 


 Autism services are limited to:  1) diagnosis and treatment of autism, and 2) applied behavioral analysis services.  Treatment for 
autism will be provided in accord with an approved treatment plan.  The following are excluded from coverage:  1) services provided 
by family or household members, and 2) autism services that duplicate services provided by another therapy or available through 
schools and/or government programs.  


 Coverage of blood and blood processing includes (regardless of replacement, units and processing of units) whole blood, red 
cell products, cryoprecipitates, platelets, plasma, and fresh frozen plasma. Rh immune globulin is provided subject to the cost share for 
skilled-administered prescription drugs.  Coverage of blood and blood processing also includes collection, processing, and storage of 
autologous blood when prescribed by a Kaiser Permanente physician for a scheduled surgery whether or not the units are used. 


 Chemical dependency services include coverage in a specialized alcohol or chemical dependence treatment unit or facility 
approved by Kaiser Permanente Medical Group.  Specialized alcohol or chemical dependence treatment services include day treatment 
or partial hospitalization services and non-hospital residential services.  All covered chemical dependency services will be provided 
under an approved individualized treatment plan. 


 Members are covered for contraceptive drugs and devices (to prevent unwanted pregnancies) only when all of the following 
criteria are met:  1) prescribed by a licensed Prescriber, 2) the drug is one for which a prescription is required by law, and 3) obtained at 
pharmacies in the Service Area that are operated by Kaiser Foundation Hospital or Kaiser Foundation Health Plan, Inc. 


 When applicable, the deductible is the amount that members must pay for certain services before Health Plan will cover those 
services.  Services that are subject to the deductible are noted in the “You Pay” column of this benefit summary (for example, if “after 
deductible” is noted in the “You Pay” column after the copayment, then members or family units must meet the deductible before the 
noted copayment will be effective).  This deductible is separate from any other benefit-specific deductible that may be described 


67098_KAH2869 1/2018
Page 12 of 31







0


 ▼ Members must pay their office visit copay for the office visit. 
 † For example, office visits are subject to office visit copay, inpatient care are subject to hospital inpatient care cost share, 


lab, imaging and testing are subject to lab, imaging and testing cost share, etc.). 
 * See Coverage Exclusions Section 
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herein.  For example if prescription drugs are subject to a drug deductible, payments toward that drug deductible do not count toward 
this medical deductible.  Payments toward this medical deductible do not count toward any other benefit-specific deductible (such as a 
drug deductible).  Services that are subject to this medical deductible are:  1) outpatient surgery or procedures provided in an 
ambulatory surgery center (ASC) or other hospital-based setting, 2) hospital inpatient care, 3) specialty laboratory services, 4) specialty 
imaging services, 5) skilled nursing care, and 6) emergency services (when noted). 


 Up to a 30-consecutive-day supply of diabetes supplies is provided (as described under the prescribed drugs section) if all of 
the following criteria are met:  1) prescribed by a licensed Prescriber, 2) on the Health Plan formulary and used in accordance with 
formulary criteria, guidelines, or restrictions, and 3) obtained at pharmacies in the Service Area that are operated by Kaiser Foundation 
Hospital, Kaiser Foundation Health Plan, Inc. or a pharmacy we designate. 


 Prescribed drugs that require skilled administration by medical personnel must meet all of the following:  1) 
prescribed by a Kaiser Permanente licensed prescriber, 2) on the Health Plan formulary and used in accordance with formulary 
guidelines or restrictions, and 3) prescription is required by law. 


 Durable medical equipment (such as oxygen dispensing equipment and oxygen, diabetes equipment, home phototherapy 
equipment for newborns, and breast feeding pump) must be prescribed by a Kaiser Permanente or Kaiser Permanente-designated 
physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Kaiser Permanente on either a 
purchase or rental basis, as determined by Kaiser Permanente.  Durable medical equipment is that equipment and supplies necessary to 
operate the equipment which:  1) is intended for repeated use, 2) is primarily and customarily used to serve a medical purpose, 3) is 
appropriate for use in the home, 4) is generally not useful to a person in the absence of illness or injury, 5) was in general use on 
March 1 of the year immediately preceding the year in which this Service Agreement became effective or was last renewed, 6) is not 
excluded from coverage from Medicare, and if covered by Medicare, meets the coverage definitions, criteria and guidelines established 
by Medicare at the time the diabetes equipment is prescribed, and 7) is on Kaiser Permanente’s formulary and used in accordance with 
formulary criteria, guidelines, or restrictions.  Repair, replacement and adjustment of durable medical equipment, other than due to 
misuse or loss, is included in coverage.  Diabetes equipment is limited to glucose meters and external insulin pumps, and the 
supplies necessary to operate them.  Coverage of breast feeding pump includes any equipment that is required for pump 
functionality.  If rented or loaned from Kaiser Permanente, the member must return any durable medical equipment items to Kaiser 
Permanente or its designee or pay Kaiser Permanente or its designee the fair market price for the equipment when it is no longer 
prescribed by a Kaiser Permanente physician or used by the member.  Coverage is limited to the standard item of durable medical 
equipment in accord with Medicare guidelines that adequately meets the medical needs of the member.  Convenience and luxury items 
and features are not covered.  The following are excluded from coverage:  1) comfort and convenience equipment, and devices not 
medical in nature such as sauna baths and elevators, 2) disposable supplies for home use such as bandages, gauze, tape, antiseptics, and 
ace type bandages, 3) exercise and hygiene equipment, 4) electronic monitors of the function of the heart or lungs, 5) devices to 
perform medical tests on blood or other body substances or excretions, 6) dental appliances or devices, 7) repair, adjustment or 
replacement due to misuse or loss, 8) experimental or research equipment, 9) durable medical equipment related to sexual dysfunction, 
and 10) modifications to a home or car. 


 Emergency services are covered for initial emergency treatment only.  Member (or member’s family) must notify Health Plan 
within 48 hours if admitted to a non-Kaiser Permanente facility.  Emergency Services are those medically necessary services available 
through the emergency department to medically screen, examine and stabilize the patient for Emergency Medical Conditions.  An 
Emergency Medical Condition is a medical condition manifesting itself by acute symptoms of sufficient severity that meet the prudent 
layperson standard and the absence of immediate medical attention will result in serious impairment to bodily functions, serious 
dysfunction of any bodily organ or part, or place the health of the individual in serious jeopardy.  Examples of an Emergency Medical 
Condition include chest pain or other heart attack signs, poisoning, loss of consciousness, convulsions or seizures, broken back or 
neck, heavy bleeding, sudden weakness on one side, severe pain, breathing problems, drug overdose, severe allergic reaction, severe 
burns, and broken bones.  Examples on non-emergencies are colds, flu, earaches, sore throats, and using the emergency room for 
convenience or during normal office hours for medical conditions that can be treated in a medical office.  Continuing or follow-up 
treatment for Emergency Medical Conditions at a non-Kaiser Permanente facility is not covered. 


 When applicable, essential health benefits are provided to the extent required by law and include ambulatory 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 and devices, laboratory services, preventive and 
wellness services and chronic disease management, and pediatric services to the extent required by HHS and EHB-benchmark plan.  
Pediatric oral care services are covered under this Service Agreement only if a separate Dental Rider is attached (covered services are 
described within any applicable Dental Rider).  A complete list of essential health benefits is available through Member Services.  
Essential health benefits are provided upon payment of the copayments listed under the appropriate benefit sections (e.g. – office 
visits subject to office visit copay, inpatient care subject to hospital inpatient care copay, etc.). 


 External prosthetic devices and braces (including speech generating devices and voice synthesizers) must be prescribed by a 
Kaiser Permanente physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Kaiser 
Permanente.  External prosthetic devices must meet all of the following criteria:  1) are affixed to the body externally, 2) are required 
to replace all or part of any body organ or replace all or part of the function of a permanently inoperative or malfunctioning body 
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organ, 3) were in general use on March 1 of the year immediately preceding the year in which this Service Agreement became effective 
or was last renewed, and 4) are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions 
criteria and guidelines established by Medicare at the time the prosthetic is prescribed.  Fitting and adjustment of these devices, 
including repairs and replacement other than due to misuse or loss, is included in coverage.  Covered braces are those rigid and 
semi-rigid devices which:  1) are required to support a weak or deformed body member, or 2) are required to restrict or eliminate 
motion in a diseased or injured part of the body, and 3) are not excluded from coverage from Medicare, and if covered by Medicare, 
meet the coverage definitions, criteria and guidelines established by Medicare at the time the brace is prescribed.  The following items 
are not covered as external prosthetics, but may be covered under another benefit category:  1) pacemakers and other surgically 
implanted internal prosthetic devices (these are covered under implanted internal prosthetic devices and aids), 2) hearing aids (these are 
covered under the hearing aid benefit), and 3) corrective lenses and eyeglasses (these are covered under any applicable pediatric vision care 
service and may also be covered if an Optical Rider is attached).   The following items are excluded from coverage:  1) dental prostheses, 
devices and appliances, 2) non-rigid appliances such as elastic stockings, garter belts, arch supports, non-rigid corsets and similar devices, 3) 
orthopedic aids such as corrective shoes and shoe inserts, 4) replacement of lost prosthetic devices, 5) repairs, adjustments or replacements 
due to misuse or loss, 6) experimental or research devices and appliances, 7) external prosthetic devices related to sexual dysfunction, 8) 
supplies, whether or not related to external prosthetic devices or braces, 9) external prosthetics for comfort and/or convenience, or which are 
not medical in nature, and 10) disposable supplies for home use such as bandages, gauze, tape, antiseptics, and ace type bandages.  Coverage is 
limited to the standard model of external prosthetic device or brace in accord with Medicare guidelines that adequately meets the medical 
needs of the member.  Convenience and luxury items and features are not covered. 


 When covered as a preventive care service (under the Patient Protection and Affordable Care Act), the following types of female 
sterilizations and related items and services are provided: 1) sterilization surgery for women: Trans-abdominal Surgical 
Sterilization/Surgical Implant; 2) sterilization implant for women: Trans-cervical Surgical Sterilization Implant; 3) pre and post 
operative visits associated with female sterilization procedures; and 4) Hysterosalpingogram test following sterilization implant 
procedure. 


 General health education services include patient education classes which are educational programs directed toward members 
who have specific diagnosed medical conditions whereby members are taught self-care skills to understand, monitor, manage and/or 
improve their condition.  Examples of conditions include asthma, diabetes, cardiovascular disease, chronic obstructive pulmonary 
disease (COPD), and behavioral health conditions. 


 Hearing aids must be prescribed by a Kaiser Permanente physician or Kaiser Permanente audiologist and obtained from sources 
designated by Kaiser Permanente.  Coverage is limited to the lowest priced model hearing aid(s).  Hearing aid(s) above the lowest 
priced model will be provided upon payment of the copayment that member would have paid for the lowest priced model hearing 
aid(s) plus all additional charges for any amount above the lowest priced model hearing aid(s).  All other related costs are excluded 
from coverage, including but not limited to consultation, fitting, rechecks and adjustments for the hearing aid(s). 


 Prescription drugs that are self-administered intravenously under the home IV/infusion benefit include biological therapeutics, 
biopharmaceuticals, or intravenous nutrient solutions needed for primary diet.  Self-administered injections are covered upon payment 
of the member cost share for take-home, self-administered prescription drugs. 


 Coverage of hospice care is supportive and palliative care for a terminally ill member, as directed by a Kaiser Permanente physician.  
Hospice coverage includes two 90-day periods, followed by an unlimited number of 60-day periods.  The member must be certified by 
a Kaiser Permanente physician as terminally ill at the beginning of each period.  (Hospice benefits apply in lieu of any other plan 
benefits for treatment of terminal illness.)  Hospice includes services such as:  1) nursing care (excluding private duty nursing), 2) 
medical social services, 3) home health aide services, 4) medical supplies, 5) physician services, 6) counseling and coordination of 
bereavement services, 7) services of volunteers, and 8) physical therapy, occupational therapy, or speech language pathology. 


 Hospital inpatient care (for acute care registered bed patients) includes services such as:  1) room and board, 2) general nursing 
care and special duty nursing, 3) physicians’ services, 4) surgical procedures, 5) respiratory therapy and radiation therapy, 6) anesthesia, 
7) medical supplies, 8) use of operating and recovery rooms, 9) intensive care room, 10) isolation care room, 11) medically necessary 
services provided in an intermediate care unit at an acute care facility, 12) special diet, 13) laboratory services, 14) imaging services, 15) 
testing services, 16) radiation therapy, 17) chemotherapy, 18) physical therapy, 19) occupational therapy, 20) speech therapy, 21) 
administered drugs, 22) internal prosthetics and devices, 23) blood, 24) durable medical equipment ordinarily furnished by a hospital, 
and 25) external prosthetic devices and braces ordinarily furnished by a hospital. 


 Specialty imaging services are services such as CT, interventional radiology, MRI, nuclear medicine, and ultrasound.  General 
radiology includes services such as x-rays and diagnostic mammography. 


 Internal prosthetics, devices, and aids (such as pacemakers, hip joints, surgical mesh, stents, bone cement, bolts, screws, and 
rods) must be prescribed by a Physician, preauthorized in writing by Kaiser Permanente, and obtained from sources designated by Health 
Plan.  Internal prosthetics, devices, and aids are those which meet all of the following:  1) are required to replace all or part of an 
internal body organ or replace all or part of the function of a permanently inoperative or malfunctioning body organ, 2) are used 
consistently with accepted medical practice and approved for general use by the Federal Food and Drug Administration (FDA),  3) 
were in general use on March 1 of the year immediately preceding the year in which this Service Agreement became effective or was 
last renewed, and 4) are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions, criteria 
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and guidelines established by Medicare at the time the device is prescribed.  Fitting and adjustment of these devices, including repairs 
and replacement other than due to misuse or loss, is included in coverage.  The following are excluded from coverage:  a) all implanted 
internal prosthetics and devices and internally implanted aids related to an excluded or non-covered service/benefit, and b) 
Prosthetics, devices, and aids related to sexual dysfunction.  Coverage is limited to the standard prosthetic model that adequately meets 
the medical needs of the member.  Convenience and luxury items and features are not covered. 


 The following interrupted pregnancies are included:  1) medically indicated abortions, and 2) elective abortions (including 
abortion drugs such as (RU-486).  Elective abortions are limited to two per member per lifetime. 


 Specialty laboratory services include tissue samples, cell studies, chromosome studies, pathology, and testing for genetic diseases.   
Basic laboratory services include services such as thyroid tests, throat cultures, urine analysis, fasting blood sugar and A1c for 
diabetes monitoring, electrolytes, drug screening, blood type and cross match, cholesterol tests, and hepatitis B. 


 A service or item is Medically Necessary (subject to the applicable state law definitions and criteria) only if, 1) recommended by 
the treating Physician or treating Kaiser Permanente licensed health care practitioner, 2) is approved by Kaiser Permanente’s medical 
director or designee, and 3) is for the purpose of treating a medical condition, is the most appropriate delivery or level of service 
(considering potential benefits and harms to the patient), and known to be effective in improving health outcomes.  Effectiveness is 
determined first by scientific evidence.  If no scientific evidence exists, then by professional standards of care.  If no professional 
standards of care exist or if they exist but are outdated or contradictory, then by expert opinion. 


 Mental health services include coverage in a specialized mental health treatment unit or facility approved by Kaiser Permanente 
Medical Group.  Specialized mental health treatment services include day treatment or partial hospitalization services and non-hospital 
residential services.  All covered mental health services will be provided under an approved individualized treatment plan. 


 Office visits are limited to one or more of the following services:  examination, history, medical decision making and/or 
consultation.  Members’ choice of primary care providers and access to specialty care allow for the following:  1) member may choose 
any primary care physician available to accept member, 2) parents may choose a pediatrician as the primary care physician for their 
child, 3) members do not need a referral or prior authorization for certain specialty care, such as obstetrical or gynecological care, and 
4) the physician may have to get prior authorization for certain services.  A Specialist is a licensed medical practitioner identified by 
Health Plan or Medical Group, including a Kaiser Permanente physician, except does not include (i) family practice, (ii) general 
practice, (iii) internal medicine, (iv) pediatrics, (v) obstetrics/gynecology (including certified nurse midwives), (vi) physician assistants 
(PA), and (vii) Health Plan employed providers.  Members must obtain a referral for most initial visits in order to receive covered 
services from certain Specialists. 


 Orthodontic services for treatment of orofacial anomalies resulting from birth defects or birth defect syndromes are 
limited to Members under 26 years of age, and to a maximum benefit per treatment phase set annually by the insurance commissioner 
for the applicable calendar year.  For example, for 2016 contracts, Member will be responsible for all charges after Health Plan has 
paid the maximum benefit of $5,500 per treatment phase. 


 Short-term physical, occupational and speech therapy (only if the condition is subject to significant, measurable 
improvement in physical function; Kaiser Permanente clinical guidelines apply) services means medical services provided for those 
conditions which meet all of the following criteria:  1) the therapy is ordered by a Physician under an individual treatment plan; 2) in 
the judgment of a Physician, the condition is subject to significant, measurable improvement in physical function with short-term 
therapy; 3) the therapy is provided by or under the supervision of a Physician-designated licensed physical, speech, or occupational therapist, 
as appropriate.; and 4) as determined by a Physician, the therapy must be skilled and necessary to sufficiently restore neurological and/or 
musculoskeletal function that was lost or impaired due to an illness or injury.  Occupational therapy is limited to hand rehabilitation 
services, and medical services to achieve improved self care and other customary activities of daily living.  Speech-language 
pathology is limited to deficits due to trauma, drug exposure, chronic ear infections, hearing loss, and impairments of specific 
organic origin.   


 Radiation therapy services include radium therapy, radioactive isotope therapy, specialty imaging and skilled administered drugs. 
 In accordance with routine obstetrical (maternity) care, if member is discharged within 48 hours after delivery (or within 96 


hours if delivery is by cesarean section), the member’s Kaiser Permanente physician may order a follow-up visit for the member and 
newborn to take place within 48 hours after discharge. 


 Covered skilled nursing care in an approved facility (such as a hospital or skilled nursing facility) includes the following services:  
1) nursing care, 2) room and board (including semi-private rooms), 3) medical social services, 4) medical supplies, 5) durable medical 
equipment ordinarily provided by a skilled nursing facility, 6) external prosthetic devices and braces ordinarily furnished by a skilled 
nursing facility, 7) radiation therapy, and 8) chemotherapy.  In addition to Health Plan criteria, Medicare guidelines are used to 
determine when skilled nursing services are covered, except that a prior three-day stay in an acute care hospital is not required. 


 Services covered under the dependent child coverage outside the service area benefit are subject to the following 
limitations:  1)  services can only be obtained outside Kaiser Permanente Hawaii’s service area and outside all other Kaiser 
Permanente’s service areas, at non-Kaiser Permanente facilities and with non-Kaiser Permanente health care providers, 2) the 
dependent child must pay for services at the point in time the services are received then file a claim for reimbursement by submitting 
the claim to Kaiser Permanente’s claims department, 3) this dependent child coverage benefit cannot be combined with any other 
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benefit, 4) Kaiser Permanente will not pay under this dependent child coverage benefit for a service Kaiser Permanente is covering 
under another section, such as emergency services, out of area urgent care, and referrals, and 5) this dependent child coverage benefit 
does not apply to Senior Advantage members and Medicare members with Medicare as primary coverage.  The following are excluded 
under the dependent child coverage outside the service area benefit:  1) transplant services and related care, 2) services received outside 
the United States, 3) services other than routine primary care, basic laboratory services, basic imaging services, testing services, and 
self-administered prescription drugs, 4) outpatient surgery and procedures performed in an ambulatory surgery center or other 
hospital-based setting, 5) services received in other Kaiser Permanente regions’ service areas, 6) services received within Kaiser 
Permanente Hawaii’s service area, 7) dental, 8) mail order drugs, 9) chiropractic, acupuncture and massage therapy services, and 10) 
services not explicitly listed as covered under this dependent child coverage benefit. 


 Your incurred copays and coinsurance for covered medical Basic Health Services are capped each year by a medical supplemental 
charges maximum. 
- All incurred copays, coinsurance, and deductibles (if applicable) count toward the limit on supplemental charges, and are credited 


toward the year in which the medical services were received. 
- Supplemental charges for the following Basic Health Services can be applied toward the supplemental charges maximum, if the item 


or service is covered under this Service Agreement:  office visits for services listed in this Basic Health Services section, allergy test 
materials, ambulance service, blood or blood processing, braces, chemical dependency services, contraceptive drugs and devices, 
payments toward any applicable deductible, dependent child coverage outside the service area, diabetes supplies and equipment, 
dialysis, drugs requiring skilled administration, durable medical equipment, emergency service, external prosthetics, family planning 
office visits, health evaluation office visits for adults, hearing aids, home health, hospice, imaging (including X-rays), immunizations 
(excluding travel immunizations), internal prosthetics, internal devices and aids, in vitro fertilization procedure, inpatient room (semi-
private), interrupted pregnancy/abortion, laboratory, medical foods, mental health services, obstetrical (maternity) care, outpatient 
surgery and procedures, radiation and respiratory therapy, radioactive materials, reconstructive surgery, covered self-
administered/outpatient prescription drugs (including payments toward any applicable prescription drug deductible), short-term 
physical therapy, short-term speech therapy, short-term occupational therapy, skilled nursing care, testing services, transplants (the 
procedure), and urgent care. 


- The following services are not Basic Health Services and charges for these services/items are not applicable towards the 
Supplemental Charges Maximum: all services for which coverage has been exhausted, all excluded or non-covered benefits, all other 
services not specifically listed above as a Basic Health Service, complementary alternative medicine (chiropractic, acupuncture, 
massage therapy, or naturopathy), dental services, dressings and casts, handling fee or taxes, health education services, classes or 
support groups,  medical social services, office visits for services which are not Basic Health Services, take-home supplies, and travel 
immunizations. 


 Testing services include electrocardiograms, electroencephalograms, EMG, pulmonary function studies, sleep studies, and 
treadmill. 


 Up to a 30-consecutive-day supply of tobacco cessation drugs and products is provided when all of the following criteria are 
met: 1) prescribed by a licensed Prescriber, 2) available on the Health Plan formulary’s Tobacco Cessation list of approved drugs and 
products, including over-the-counter drugs and products, and in accordance with formulary criteria, guidelines, or restrictions, 3) 
obtained at pharmacies in the Service Area that are operated by Kaiser Foundation Hospital, Kaiser Foundation Health Plan, Inc. or a 
pharmacy we designate, and 4) member meets Health Plan-approved program-defined requirements for smoking cessation classes or 
counseling (tobacco cessation classes and counseling sessions are provided at no charge). 


 Tuberculin skin test is limited to one per year, unless medically necessary. 
 Transplant services and transplant evaluations for transplant donors.  Covered transplants include kidney, pancreas, heart, 


heart-lung, liver, lung, simultaneous kidney-pancreas, bone marrow, cornea, small bowel, small bowel-liver transplants, small bowel 
and multivisceral transplants, and stem-cell transplants.  Health Plan will pay for medical services for living organ and tissue donors 
and prospective donors if the medical services meet all of the requirements below.  Health Plan pays for these medical services as a 
courtesy to donors and prospective donors, and this document does not give donors or prospective donors any of the rights of 
Kaiser Permanente members. 


 Regardless whether the donor is a Kaiser Permanente member or not, the terms, conditions, and Supplemental Charges of the 
transplant-recipient Kaiser Permanente member will apply.  Supplemental charges for medical services provided to transplant donors 
are the responsibility of the transplant-recipient Kaiser Permanente member to pay, and count toward the transplant-recipient Kaiser 
Permanente member’s limit on supplemental charges. 


 The medical services required are directly related to a covered transplant for a Kaiser Permanente member and required for a) 
screening of potential donors, b) harvesting the organ or tissue, or c) treatment of complications resulting from the donation. 


 For medical services to treat complications, the donor receives the medical services from Kaiser Permanente practitioners inside a 
Health Plan Region or Group Health service area. 


 Health Plan will pay for emergency services directly related to the covered transplant that a donor receives from non-Kaiser 
Permanente practitioners to treat complications. 


 The medical services are provided not later than three months after donation. 
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 The medical services are provided while the transplant-recipient is still a Kaiser Permanente member, except that this limitation will 
not apply if the Kaiser Permanente member’s membership terminates because he or she dies. 


 Health Plan will not pay for travel or lodging for donors or prospective donors. 
 Health Plan will not pay for medical services if the donor or prospective donor is not a Kaiser Permanente member and is a member 


under another health insurance plan, or has access to other sources of payment. 
 The above policy does not apply to blood donors. 


 Urgent care services are covered for initial urgent care treatment only.  "Urgent Care Services" means medically necessary 
services for a condition that requires prompt medical attention but is not an Emergency Medical Condition.  Continuing or follow-up 
treatment at a non-Kaiser Permanente facility is not covered. 


 


Third party liability, motor vehicle accidents, and surrogacy health services 
Kaiser Permanente has the right to recover the cost of care for a member's injury or illness caused by another person or in an auto accident 
from a judgment, settlement, or other payment paid to the member by an insurance company, individual or other third party. 


Kaiser Permanente has the right to recover the cost of care for Surrogacy Health Services.   Surrogacy Health Services are Services the 
member receives related to conception, pregnancy, or delivery in connection with a Surrogacy Arrangement.  The member must reimburse Kaiser 
Permanente for the costs of Surrogacy Health Services, out of the compensation the member or the member’s payee are entitled to receive under 
the Surrogacy Arrangement. 
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Domestic
partner
coverage


A Domestic Partner who meets the Domestic Partner eligibility requirements may enroll as a
Subscriber’s Family Dependent.


The Subscriber and Subscriber’s Domestic Partner must fill out a Domestic Partner Affidavit
and return it to Kaiser Permanente. This information is subject to prior verification by Kaiser
Permanente.
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Benefits You pay


Drug rider
3/10/45/200


For each prescription, when the quantity does not exceed:
• a 30-consecutive-day supply of a prescribed drug, or


• an amount as determined by the formulary.


$3 per prescription for
generic Maintenance drugs,
$10 per prescription for all
other generic drugs, $45 for
brand-name drugs, $200 for
specialty drugs


Self-administered drugs are covered only when all of the following criteria
are met:
• prescribed by a Kaiser Permanente physician/licensed prescriber, or a


prescriber we designate,


• on the Health Plan Formulary. Senior Advantage members with Medicare
Part D are entitled to drugs on the Health Plan Formulary and Kaiser
Permanente Hawaii Medicare Drug Formulary. Drugs must be used in
accordance with formulary guidelines or restrictions,


• the drug is one for which a prescription is required by law,


• obtained at pharmacies in the Service Area that are operated by Kaiser
Foundation Hospital or Kaiser Foundation Health Plan, Inc., or pharmacies
we designate, and


• drug does not require administration by nor observation by medical
personnel.


Insulin $3 per prescription for
generic Maintenance drugs,
$10 per prescription for all
other generic drugs, $45 for
brand-name drugs, $200 for
specialty drugs
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Exclusions:
• Drugs for which a prescription is not required by law (e.g. over-the-counter drugs) including condoms,


contraceptive foams and creams or other non-prescription substances used individually or in conjunction
with any other prescribed drug or device. This exclusion does not apply to tobacco cessation drugs and
products as described in the prescribed drug section.


• Drugs in the same therapeutic category as the non-prescription drug, as approved by the Pharmacy &
Therapeutics Committee.


• Drugs obtained from a non-Kaiser Permanente pharmacy.


• Non-prescription vitamins.


• Drugs when used primarily for cosmetic purposes.


• Medical supplies such as dressings and antiseptics.


• Reusable devices such as blood glucose monitors and lancet cartridges.


• Diabetes supplies such as blood glucose test strips, lancets, syringes and needles.


• Non-formulary drugs unless specifically prescribed and authorized by a Kaiser Permanente
physician/licensed prescriber, or prescriber we designate.


• Brand-name drugs requested by a Member when there is a generic equivalent.


• Prescribed drugs that are necessary for or associated with excluded or non-covered services, except for
Senior Advantage Members with Medicare Part D.


• Drugs related to sexual dysfunction.


• Drugs to shorten the duration of the common cold.


• Drugs related to enhancing athletic performance (such as weight training and body building).


• Any packaging other than the dispensing pharmacy’s standard packaging.


• Immunizations, including travel immunizations.


• Contraceptive drugs and devices (to prevent unwanted pregnancies).


• Abortion drugs (such as RU-486).


• Replacement of lost, stolen or damaged drugs.
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Questions and answers about the drug rider


1. How does the drug rider work?
When you visit a Kaiser Permanente physician, a licensed prescriber or a prescriber we designate, and they prescribe a drug for
which a prescription is required by law, you can take the prescription to any Kaiser Permanente pharmacy or pharmacy we
designate.


• In most cases $3 for generic Maintenance drugs, $10 each other generic drugs, $45 for brand drugs, and $200 for specialty
drugs, when it does not exceed a 30-consecutive-day supply of a prescribed drug (or an amount as determined by the
formulary). Each refill of the same prescription will also be provided at the same charge.


• If you go to a non-Kaiser Permanente pharmacy, you will be responsible for 100% of charges.


2. Where are Kaiser Permanente pharmacies located?
Most Kaiser Permanente Clinics have a pharmacy on premises. Please consult the Member Handbook for the pharmacy nearest
you and its hours of operation.


3. Can I get any drug prescribed by my Physician?
Our drug formulary is considered a closed formulary, which means that medications on the list are usually covered under the
prescription drug rider. However drugs on our formulary may not be automatically covered under your prescription drug rider
depending on which plan you.ve selected. Even though nonformulary drugs are generally not covered under your prescription
drug rider, your Kaiser Permanente physician can sometimes request a nonformulary drug for you, specifically when formulary
alternatives have failed or use of nonformulary drug is medically necessary, provided – the drug is not excluded under the
prescription drug rider.


Kaiser Permanente pharmacies may substitute a chemical or generic equivalent for a brand-name/specialty drug unless this is
prohibited by your Kaiser Permanente physician. If you want a brand-name/specialty drug for which there is a generic
equivalent, or if you request a non-formulary drug, you will be charged Member Rates for these selections, since they are not
covered under your prescription drug rider. If your KP physician deems a higher priced drug to be medically necessary when a
less expensive drug is available, you pay the usual drug copayment. If you request the higher priced drug and it has not been
deemed medically necessary, you will be charged Member Rates.


4. Do I need to present any identification when I receive drugs?
Yes, always present your Kaiser Permanente membership ID card, which has your medical record number, to the pharmacist. If
you do not have a medical record number, please call the Member Services at 1-800-966-5955.


5. What if I need more than a month’s supply of medication?
Your Kaiser Permanente membership contract entitles you to a maximum one-month’s supply per prescription. However, as a
convenience to you, our Kaiser Permanente Pharmacies will dispense up to a three-month’s supply of certain prescriptions upon
request (you will be responsible for three copayment amounts). Dispensing a three-month’s supply is done in good faith,
presuming you will remain a Kaiser Permanente member for the next three months. If you terminate your membership with
Kaiser Permanente before the end of the three-month period, we will bill you the retail price for your remaining drugs. For
example, if you end your membership after two months, we will bill you for the remaining one-month’s supply. Unless otherwise
directed by Kaiser Permanente, refills may be allowed when 75% of the current prescription supply is taken/administered
according to prescriber’s directions.


6. How do I receive prescriptions by mail?
Save time and money on refills! If you have prescription drug coverage, you can get a 90-day supply of qualified prescription
drugs covered under your drug rider for the price of 60 by using our convenient mail order service*. And we pay the postage!


You can order your refills at your convenience, 24/7, using one of the methods below.


• For the quickest turnaround time, order online at kp.org.


• Order via our automated prescription refill service by calling (808) 643-7979, press 1.


• Order using our mail-order envelope, available at all Kaiser Permanente clinic locations.


• Order via our Pharmacy Refill Center at (808) 643-7979, press 3 then press 5, Monday to Friday, 8:30 a.m. to 5 p.m.
TTY users may call 1-877-447-5990.


So the next time you’ve used two-thirds of your existing supply of prescription medications, try using one of these convenient
options.


If you must pick up your prescriptions at a clinic pharmacy, refillable prescriptions are usually ready for pickup at the
designated pharmacy in one business day. Prescriptions requiring a physician’s approval are usually ready in two business days.
Call the pharmacy or Kaiser Permanente Hawaii’s automated prescription refill line in advance to make sure that your
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prescription is ready. Orders not picked up within one week are returned to stock.


* We are not licensed to mail medications out of state. There are restrictions for delivery of certain medications and supplies,
including but not limited to controlled medications, injections, medications affected by temperature, and medications excluded
by Kaiser Permanente’s Pharmacy & Therapeutic Committee.


7. What are the definitions of the different classes of drugs?


• Generic drugs are drugs approved by the U.S. Food and Drug Administration (FDA), have the same active ingredient of
the Brand-name drugs, are produced and sold under their Generic names after the patent of the Brand-name drug
expires, and are on the Health Plan formulary.


• Maintenance drugs are those which are used to treat chronic conditions, such as asthma, hypertension, diabetes,
hyperlipidemia, cardiovascular disease, and mental health, and are on the Health Plan formulary.


• Generic Maintenance drugs are specific Generic drugs used for the treatment of chronic conditions and are on Health
Plan’s approved list. However, not all Generic drugs used for the treatment of chronic conditions are considered Generic
Maintenance drugs.


• Brand-name drugs are drugs approved by the U.S. Food and Drug Administration (FDA), produced and sold under the
original manufacturer’s Brand-name, and are on the Health Plan formulary. Brand-name drugs include single source drugs
(where there is only one approved product available for that active ingredient, dosage form, route of administration, and
strength).


• Specialty drugs are very high-cost drugs approved by the U.S. Food and Drug Administration (FDA) that are on the
Health Plan formulary.
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Your base health plan coverage provides: 
 
Care in the Medical Office 


 Routine eye examinations for eyeglasses 
 Diagnosis, treatment and continued care for conditions related to disease or injuries of the eye by an eye 


specialist 
 
Care in the Hospital 


 Physicians and surgeons services 
 Room and board, general nursing care, anesthesia, use of operating room and medications 
 


Optical rider 150 provides these  
additional services and benefits 


 
Optical rider 150 
with Pediatric 
Vision Care 


 
Benefits 


 
You pay 


(for pediatric Members through age 18, additional coverage is described in the next section titled 
"Pediatric Vision Care") 


 When a prescription is filled at Vision Essentials by Kaiser 
Permanente clinic locations, the allowance may be used toward the 
following eyewear and services: 


 


  Glasses frames/lens/lens treatment  


Or 


 Contact lens/contact lens exam and fitting services 


All costs greater than 
the $150 allowance 
per Accumulation 
Period 


   


 Limitations:  


  The $150 allowance is a one-time benefit per Accumulation 
Period.  If the entire allowance is not used during your initial 
visit, any unused portion of the allowance cannot be used for the 
remainder of the Accumulation Period and will not be carried 
forward to the next Accumulation Period. 


 


 Exclusions:  


  Contact lenses or lenses, not medically required 
 Non-prescription eyewear such as cosmetic colored contact 


lenses, non-prescription athletic, industrial safety and sunglass 
eyewear 


 Any medical services or eyewear from non-Kaiser Permanente 
providers or non-Kaiser Permanente optical facilities 


 Contact lens exams (if the $150 allowance has been exhausted) 
 All costs exceeding the $150 allowance 
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Optical rider 150 
with Pediatric 
Vision Care 


 
Benefits 


 
You pay 


Pediatric Vision Care (optical care for pediatric Members through age 18): 
  Eye examination, once per Accumulation Period No charge 


  When prescribed by a Kaiser Permanente optometrist or 


Physician, one pair of polycarbonate single vision, lined bifocal 
or lined trifocal lenses per Accumulation Period 


No charge 


  One frame per Accumulation Period  
Note:  Frame must be from the “value collection frames” available at Vision 
Essentials by Kaiser Permanente clinic locations 


No charge 


  In lieu of frames and lenses, one pair of non-disposable contact 
lenses (including fitting and dispensing) or an initial supply of 
disposable contact lenses (including fitting and dispensing) per 
Accumulation Period 


Covered contact lenses include: 
o Standard (one pair annually): one contact lens per eye (total of two lenses), or 
o Monthly (six-month supply): six lenses per eye (total of 12 lenses), or 
o Bi-weekly (three-month supply): six lenses per eye (total of 12 lenses), or 
o Dailies (one-month supply): 30 lenses per eye (total of 60 lenses) 


No charge 


  When determined by a Kaiser Permanente Optometrist or 
Physician, medically necessary contact lenses 


Note:  Contact lenses may be medically necessary and appropriate in the 
treatment of certain conditions such as Keratoconus, Pathological Myopia, 
Aphakia, Anisometropia, Aniseikonia, Aniridia, Corneal Disorders, Post-
traumatic Disorders, Irregular, and Astigmatism. 


No charge 
 
 
 


 


  One low vision hand-held or page magnifier device (including 
fitting and dispensing), once every 24 months 
 


No charge 


For members who are 18 years of age and under, the lens material will be impact resistant polycarbonate. 
 
 
 
Note:  Pediatric Members through age 18 may combine the Pediatric Vision Care benefit and the $150 allowance by 
selecting one of these options: 
 Eyeglasses:  If pediatric Member chooses one pair of lenses and one frame from the “value collection”, the $150 


allowance may be applied toward this same or an additional pair of eyeglasses.   
 Eyeglasses not from the “value collection”:  Instead of “value collection” frame, pediatric Members may apply the 


combined value of one pair of lenses and one frame from the “value collection” toward eyeglasses that are not from 
the “value collection.”  The $150 allowance may be applied toward this same pair of eyeglasses. 


 Contact lenses:  If pediatric Member chooses contact lenses, the $150 allowance is applied toward additional contact 
lenses. 
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Benefits You pay


Alternative
medicine
rider D - 20
visits / $20


Chiropractic, acupuncture and massage therapy services
Up to a combined maximum of 20 office visits per calendar year.
This rider does not cover services which are performed or prescribed by
a Kaiser Permanente physician or other Kaiser Permanente health care
provider.
Services must be performed and received from Participating Chiropractors,
Participating Acupuncturists, and Participating Massage Therapists of
American Specialty Health (ASH). Covered Services include:


$20 copayment per office
visit


• Chiropractic services for the treatment or diagnosis of
Neuromusculo-skeletal Disorders which are authorized by ASH and
performed by a Participating Chiropractor.


• Acupuncture services for the treatment or diagnosis of
Neuromusculo-skeletal Disorders, Nausea or Pain Syndromes which are
authorized by ASH and performed by a Participating Acupuncturist.


• Massage therapy services for the treatment and diagnosis of
myofascial/musculoskeletal pain syndromes which are referred by a
Participating Chiropractor or Kaiser Permanente Physician, authorized
by ASH and performed by a Participating Massage Therapist.


• Adjunctive therapy as set forth in a treatment plan approved by ASH,
may involve chiropractic modalities such as ultrasound, hot packs, cold
packs, electrical muscle stimulation; acupuncture therapies such as
acupressure, moxibustion, and cupping; and other therapies.


• Diagnostic tests are limited to those required for further evaluation of
the Member’s condition and listed on the payor summary and fee
schedule. Medically necessary x-rays, radiologic consultations, and
clinical laboratory studies must be performed by either an appropriately
certified Participating Chiropractor or staff member or referred to a
facility that has been credentialed to meet the criteria of ASH.
Diagnostic tests must be performed or ordered by a Participating
Chiropractor and authorized by ASH.


Chiropractic appliances when prescribed and provided by a Participating
Chiropractor and authorized by ASHN.


Payable up to a maximum
of $50 per calendar year


Exclusions:


• Any Chiropractic service or treatment not furnished by a Participating
Chiropractor and not provided in the Participating Chiropractor’s office.


• Any Acupuncture service or treatment not furnished by a Participating
Acupuncturist and not provided in the Participating Acupuncturist’s of-
fice.


• Any Massage Therapy service or treatment not furnished by a Participat-
ing Massage Therapist.


• Any massage services rendered by a provider of massage therapy services
that are not delivered in accordance with the massage benefit plan and
payor summary, including but not limited to limited massage services
rendered directly in conjunction with chiropractic or acupuncture services.


• Examination and/or treatment of conditions other than Neuromusculo-
skeletal Disorders from Participating Chiropractors; Neuromusculo-
skeletal Disorders, Nausea, or Pain Syndromes from Participating
Acupuncturists; or myofascial/musculoskeletal disorders, musculoskeletal
functional disorders, Pain Syndromes, or lymphedema from Participating
Massage Therapists.


• Services, lab tests, x-rays and other treatments not documented as medi-
cally necessary or as appropriate.
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Benefits You pay


• Services, lab tests, x-rays and other treatments classified as experimental
or investigational.


• Diagnostic scanning and advanced radiographic imaging, including Mag-
netic Resonance Imaging (MRI), CAT scans, and/or other types of di-
agnostic scanning or therapeutic radiology; thermography; bone scans,
nuclear radiology, any diagnostic radiology other than plain film studies.


• Alternative medical services not accepted by standard allopathic medical
practices including, but not limited to, hypnotherapy, behavior training,
sleep therapy, weight programs, lomi lomi, educational programs, natur-
opathy, podiatry, rest cure, aroma therapy, osteopathy, non-medical self-
care or self-help, or any self-help physical exercise training, or any related
diagnostic testing.


• Vitamins, minerals, nutritional supplements, botanicals, ayurvedic sup-
plements, homeopathic remedies or other similar-type products.


• Nutritional supplements which are Native American, South American,
European, or of any other origin.


• Traditional Chinese herbal supplements.


• Nutritional supplements obtained by Members through an acupuncturist,
health food store, grocery store or by any other means.


• Prescriptive and non prescriptive drugs, injectables and medications.


• Transportation costs, such as ambulance charges.


• Hospitalization, manipulation under anesthesia, anesthesia or other re-
lated services.


• Diagnostic tests, laboratory services and tests for Acupuncture and Mas-
sage Therapy.


• Services or treatment for pre-employment physicals or vocational rehabil-
itation.


• Any services or treatments caused by or arising out of the course of em-
ployment or covered under any public liability insurance.


• Air conditioners, air purifiers, therapeutic mattresses, supplies or any
other similar devices or appliances; all chiropractic appliances (except as
covered above in this brochure) or durable medical equipment.


• Services provided by a chiropractor, acupuncturist or massage therapist
outside the State of Hawaii.


• All auxiliary aids and services, such as interpreters, transcription services,
written materials, telecommunications devices, telephone handset ampli-
fiers, television decoders, and telephones compatible with hearing aids.


• Adjunctive therapy not associated with acupuncture or chiropractic ser-
vices.


• Services and/or treatment which are not documented as Medically Nec-
essary services.


• Any services or treatment not authorized by ASH, except for an initial
examination.


• Any office visits beyond 20 per calendar year.


What you need to know about your alternative medicine benefits


1. Do I need to see my Kaiser Permanente physician to obtain a referral for a Participating Chiropractor
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or Participating Acupuncturist?
No. These alternative medicine services do not require a Kaiser Permanente physician’s approval.


2. When are massage therapy services covered under this Rider?
Massage Therapy Services for muscular and soft tissue disorders are referred by a Participating Chiropractor or Kaiser
Permanente Physician, authorized by ASH and performed by a Participating Massage Therapist.


3. How do I choose a Participating Chiropractor, Participating Acupuncturist or Participating Massage
Therapist?
You may select a Participating Chiropractor, Participating Acupuncturist or Participating Massage Therapist that
participates with ASH. You may obtain a list with their addresses and phone numbers by calling the Kaiser Permanente
Customer Service Center at 1-800-966-5955. You may also view the list by logging on to our website at www.kp.org.


4. How do I obtain chiropractic or acupuncture services in Hawaii?
Simply select a Participating Chiropractor or Participating Acupuncturist and call to set-up an appointment. At your
appointment, present your Kaiser Permanente membership ID card and pay your designated copayment.


5. Will an X-ray be covered if it is ordered by my chiropractor and performed at a Kaiser Permanente
location?
Only medically necessary X-rays authorized by ASH are covered. The X-rays must be performed in either a Participating
Chiropractor’s office or an ASH ancillary provider’s office in order to be covered.
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Kaiser Permanente Fit Rewards R© Program provides these extra services


Kaiser
Permanente
Fit Rewards–
Calendar Year


Basic Program fitness club and exercise center membership program No charge


• Eligible members may enroll with and American Specialty Health,
Inc. (ASH) contracted network fitness club


• Program enrollment includes standard fitness club services and
features


• Eligible Members should verify services and features with ASH
contracted fitness club


Note:


• Eligible members must pay the Fit Rewards $200 annual program
feeF


• Eligible members must meet the 45-day, 30-minute per session activity
requirement by end of 2017


Or


Home Fitness Program $10


• Eligible Members may select up to two of the available ASH home
fitness kits per year


Active&Fit website


• All eligible Members have access to Active&Fit web-based services
such as facility provider search, enrollment functions, educational
content and fitness tools and trackers.


The following are excluded from Active&Fit Program:


• Personal trainers, classes, and club services, amenities, and products
or supplies that are not routinely included in the general membership


• Access to fitness or exercise clubs that are not part of ASH’s
contracted network.


• Home fitness kits not provided through ASH’s Active&Fit program.


• Enrollment for Members not specifically listed as eligible for this
program, as defined by the Group.


• Enrollment for Members under the age of 16.


FMembers must pay their fee directly to ASH prior to using services. Kaiser Permanente Fit Rewards is a value-added service
and not part of your medical benefits. Fees do not count toward the eligible Member’s health benefit plan’s Supplemental
Charges Maximum.
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What is Kaiser Permanente Fit Rewards? 
Kaiser Permanente Fit Rewards is a new value-added 
program offering Kaiser Permanente Hawaii members the 
opportunity to earn a free gym membership.1 


Who is eligible for Kaiser Permanente   
Fit Rewards? 
All Kaiser Permanente Hawaii members 16 years and 
older, except Medicare and QUEST Integration (Medicaid) 
members, are eligible.2


When does Kaiser Permanente Fit Rewards 
start? 
Kaiser Permanente Fit Rewards starts January 1, 2017.


How does Kaiser Permanente Fit Rewards 
work? 


choose a participating gym. Search the full list of 
participating gyms at kp.org/fitrewards.


the gym.3 
 Note


kp.org/activeandfit or call toll-free 1-877-750-2746 
(TTY/TDD 1-877-710-2746), Monday through Friday,         
5 a.m. to 3 p.m. Hawaii time, to pay your annual 
program fee.


for a minimum of 30 minutes per session by the 
end of 2017.1 Your gym will report your activity to 
Active&Fit.


1


Is Kaiser Permanente Fit Rewards the same as 
the Active&Fit Basic Program?
No. Kaiser Permanente Fit Rewards adds a brand new 
reimbursement option that essentially allows you to have 
a free gym membership1 through the Active&Fit program. 
This free gym membership1 feature is available only to 
Kaiser Permanente Hawaii members.


The Active&Fit Basic program provides Active&Fit 
members access to a gym membership through a broad 
network of participating gyms to individual and group 
health plan members. It also has a Home Fitness option for 
those who physically cannot or prefer not to go to a gym.


Kaiser Permanente Fit Rewards and the Active&Fit Basic 
program are provided by American Specialty Health 
Fitness, Inc. (ASH Fitness), a subsidiary of American 
Specialty Health Incorporated (ASH).


How do I get started if I already participate in 
the Active&Fit Basic program? 


membership at a participating gym and pay your annual 
program fee directly to the gym. You also can switch gyms 
if the facility is in the Active&Fit network.  


directly by visiting kp.org/activeandfit or calling the 
Active&Fit customer service toll free at 1-877-750-2746 
(TTY/TDD 1-877-710-2746), Monday through Friday,  
5 a.m. to 3 p.m., Hawaii time.  


Kaiser Permanente
FIT REWARDS


Frequently
Asked


Questions
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1Reimbursement is limited to your Active&Fit annual program fee each benefit year. Taxes and additional charges you pay your gym for classes, services,  
or amenities are not included in the Active&Fit program and are not eligible for reimbursement. Please refer to your Benefit Summary or kp.org/fitrewards 
for details, including conditions, limitations, and exclusions. 
2The Active&Fit website is available for members who are 18 years and older.  
3Except for earning your annual program fee back by exercising 45 days a year for at least 30 minutes, your annual fee is not refundable and will not be 
prorated.   


Kaiser Permanente Fit Rewards is a value-added service and not part of your medical benefits. Your annual fee does not count toward your health plan’s 
annual out-of-pocket maximum. For details, see your Benefit Summary or kp.org/fitrewards.


Kaiser Permanente Fit Rewards is part of the Active&Fit® Program provided by American Specialty Health Fitness, Inc. (ASH Fitness), a subsidiary of American 
Specialty Health Incorporated (ASH). Active&Fit and the Active&Fit logo are federally registered trademarks of ASH and used with permission herein.


How do I get started if I do not currently 
participate in Active&Fit? 


Permanente Hawaii member, you can join a participating 
gym and pay your annual program fee directly to the gym. 


by visiting kp.org/activeandfit or calling the Active&Fit 
customer service toll free at 1-877-750-2746 (TTY/TDD 
1-877-710-2746), Monday through Friday, 5 a.m. to  
3 p.m., Hawaii time. 


Where can I find a list of participating gyms? 
Starting October 1, 2016, visit kp.org/fitrewards to 
see the full list of participating gyms. You also can call 
Active&Fit customer service toll free at 1-877-750-2746 
(TTY/TDD, 1-877-710-2746), Monday through Friday,  
5 a.m. to 3 p.m. 


PARTICIPATING GYMS
What if I want to go to a gym that is not part 
of the Active&Fit network?


facilities online at kp.org/activeandfit or by calling the 
Active&Fit customer service hotline at 1-877-750-2746.


Can I switch gyms?
Yes. You can switch gyms by going online at   
kp.org/activeandfit or by calling Active&Fit customer 
service at 1-877-750-2746. 


If I switch gyms, do I have to pay my annual 
program fee again?
No. You do not need to pay your annual fee again unless 


If I switch gyms, how soon can I go to my new 
gym?


following month.


REIMBURSEMENT
Are taxes and any additional fees I paid to my 
gym eligible for reimbursement? 


the end of 2017, your reimbursement is limited to your 
annual program fee. Taxes and any additional charges or 
fees you pay your gym for classes, services, or amenities 
are not included in the program and are not eligible for 
reimbursement.1 


If I change gyms during the year and meet 
the 45-day, 30-minute per session activity 
requirement, will I receive reimbursement? 


go to gyms in the Active&Fit network. 


What if I am physically unable or prefer not to 
go to a gym? 
You can choose to participate in the Active&Fit Home 
Fitness program, instead of attending a participating 


Note: If you participate in the Active&Fit Home Fitness 


and will not be prorated. You are not eligible for 


Kaiser Permanente
FIT REWARDS


FAQ
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KAISER MEDICAL WITH VISION 
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ALOHA AIR CARGO 
HDS Dental Benefits – Group No. 2835 
Effective January 1, 2015 


 
Note: This summary includes a brief description of your HDS dental benefits.  All benefits are governed by the 
provisions of your employer’s agreement with Hawaii Dental Service and HDS’s procedure code guidelines.  
All dental claims must be filed within 12 months of the date of service for HDS claims payment. 


 


 


SUMMARY OF BENEFITS 


HDS 


COPAYMENT 


PERCENTAGE 


WAIT 
PERIOD  
(months) 


PLAN MAXIMUM per person per calendar year $1000  


DIAGNOSTIC   


(HDS’s payment for Diagnostic services will not be deducted from the member’s Plan Maximum) 


 Examination – twice per calendar year 100% N/A 


 Bitewing X-rays – twice per calendar year through age 14; once per calendar year thereafter 100% N/A 


 Other X-rays (full mouth X-rays limited to once every five years) 70% N/A 


PREVENTIVE   
(HDS’s payment for Preventive services will not be deducted from the member’s Plan Maximum) 


 Cleanings – twice per calendar year 100% N/A 


 Expectant mothers – Cleanings or *Periodontal Maintenance three times per calendar year   


 Diabetic patients – Cleanings or *Periodontal Maintenance four times per calendar year 
       *Periodontal Maintenance benefit level 


 
*70% 


 


 Fluoride - twice per calendar year (through age 19) 100% N/A 


 Fluoride – high risk – once per calendar year 100% N/A 


 Space maintainers (through age 17) 100% N/A 


 Sealants (through age 18) – One treatment application, once per lifetime only to permanent  molar with no 
prior occlusal restorations, regardless of the number of surfaces sealed 


100% N/A 


RESTORATIVE   


 Amalgam (silver-colored) fillings 70% N/A 


 Composite (white – colored) fillings - limited to anterior (front) teeth 70% N/A 


 Crowns and gold restorations (once every seven years when teeth cannot be restored with amalgam or 
composite fillings) 


NOTE: Composite (white) and Porcelain (white) restorations on posterior (back) teeth will be processed as the 
alternate benefit of the metallic equivalent – the patient is responsible for the cost difference up to the amount 
charged by the dentist 


50% 12 


ENDODONTICS 70% N/A 


 Pulpal therapy   


 Root canal treatment, retreatment, apexification, apicoectomy   


PERIODONTICS 70% N/A 


 Periodontal scaling and root planing – once every two years 


 Gingivectomy, flap curettage and osseous surgery – once every three years 


 Periodontal Maintenance – twice per calendar year after qualifying periodontal treatment 


  


PROSTHODONTICS 50% 12 


 Fixed bridges (once every seven years; ages 16 and older)   


 Dentures - complete and partial (once every seven years; ages 16 and older)   


 Implant Services <<implant_rule_type>> 50% 12 


ORAL SURGERY 70% N/A 


ADJUNCTIVE GENERAL SERVICES 70% N/A 


 Palliative treatment (for relief of pain but not to cure) 70% N/A 


      (OVER)       


1098284 







 


Access to HDS Information 24/7 


Visit HDS Online at www.HawaiiDentalService.com to: 


Access your online account today! 


 Log on to the HDS website at 
www.HawaiiDentalService.com 


 Click on “New User” 


 Complete the “Member Registration” 
form 


 Select “yes” to “Request electronic 
Explanation of Benefits” 


 Click on “Register User” button 


 An e-mail will be sent to you with a 
link.  Click on the link to activate your 
account. 


SEARCH 


 For an HDS participating 
dentist by specialty, location, 
handicap accessibility, 
weekend hours, and more 


 For a Delta Dental participating 
dentist in the Mainland, Guam 
or Saipan 


 


DOWNLOAD & PRINT 


 A summary of your benefits for tax 
purposes 


 Blank claim forms 


 An HDS identification card 


 HDS Notice of Privacy Practices 


   


CHECK 


 Whether you and/or your dependents 
are eligible for HDS benefits 


 What services are covered by your 
plan 


 What the limits are of each type of 
covered service and how much you 
have used 


 


VIEW 


 Your own tooth chart- see 
what services have been 
performed on each tooth 


 Your EOB statements (and 
print them out) 


 A list of frequently asked 
questions 


 HDS contact information 


REQUEST 


 To receive an e-mail when your 
claim is processed 


 To receive EOB statements through 
e-mail 


 An HDS identification card to be 
mailed to you 


 


How to Contact HDS 
 


Customer Service Representatives 


From Oahu: 529-9248 


Toll-free:  1-800-232-2533, ext. 248 


 


Fax:  529-9366 


Toll-free fax: 1-866-590-7988 


  Monday through Friday 


  7:30 a.m. – 4:30 p.m. 


  Hawaii Standard Time 


Send Written Correspondence to: 


Hawaii Dental Service 


Attn: Customer Service 


700 Bishop Street, Suite 700 


Honolulu, HI 96813-4196 


 


E-mail: HDSCustomerService@HawaiiDentalService.com 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


1/2014 


 



http://www./

http://www.hawaiidentalservice.com/
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An Independent Licensee of the Blue Cross and Blue Shield Association


Vision Care Rider


January 2018


Plan Certifi cate
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Important Information About Your Health Plan


HMSA doesn’t discriminate
We comply with applicable federal civil rights laws. We don’t discriminate, exclude people, 
or treat people diff erently because of: 


• Race.
• Color.
• Nati onal origin.
• Age.
• Disability.
• Sex.


Services that HMSA provides
To bett er communicate with people who have disabiliti es or whose primary language isn’t 
English, HMSA provides free services such as:


• Language services and translati ons.
• Text Relay Services.
• Informati on writt en in other languages.
• Informati on in other formats, such as large print, audio, and accessible digital formats.


If you need these services, please call 1 (800) 776-4672 toll-free. TTY 711.


How to fi le a grievance or complaint
If you believe that we’ve failed to provide these services or discriminated in another way, 
you can fi le a grievance in any of the following ways: 


• Phone: 1 (800) 776-4672 toll-free
• TTY: 711
• Email: Compliance_Ethics@hmsa.com
• Fax: (808) 948-6414 on Oahu
• Mail: 818 Keeaumoku St., Honolulu, HI 96814


You can also fi le a civil rights complaint with the U.S. Department of Health and Human 
Services, Offi  ce for Civil Rights, in any of the following ways:


• Online: ocrportal.hhs.gov/ocr/portal/lobby.jsf
• Phone: 1 (800) 368-1019 toll-free; TDD users, call 1 (800) 537-7697 toll-free
• Mail: U.S. Department of Health and Human Services, 200 Independence Ave. S.W., 


Room 509F, HHH Building, Washington, DC 20201
For complaint forms, please go to hhs.gov/ocr/offi  ce/fi le/index.html.
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English:  This notice has important information about 
your HMSA application or plan benefits. It may also in-
clude key dates. You may need to take action by certain 
dates to keep your health plan or to get help with costs. 
If you or someone you’re helping has questions about 
HMSA, you have the right to get this notice and other 
help in your language at no cost. To talk to an interpret-
er, please call 1 (800) 776-4672 toll-free. TTY 711.
Ilocano: Daytoy a pakaammo ket naglaon iti napateg 
nga impormasion maipanggep iti aplikasionyo iti HMSA 
wenno kadagiti benepisioyo iti plano. Mabalin nga adda 
pay nairaman a petsa. Mabalin a masapulyo ti manga-
ramid iti addang agpatingga kadagiti partikular a petsa 
tapno agtalinaed kayo iti plano wenno makaala kayo iti 
tulong kadagiti gastos. 
No addaan kayo wenno addaan ti maysa a tao a tultu-
longanyo iti saludsod maipanggep iti HMSA, karbeng-
anyo a maala daytoy a pakaammo ken dadduma pay 
a tulong iti bukodyo a pagsasao nga awan ti bayadna. 
Tapno makapatang ti maysa a mangipatarus ti pagsasao, 
tumawag kay koma iti 1 (800) 776-4672 toll-free.  
TTY 711.
Tagalog: Ang abiso na ito ay naglalaman ng mahalagang 
impormasyon tungkol sa inyong aplikasyon sa HMSA o 
mga benepisyo sa plano. Maaari ding kasama dito ang 
mga petsa. Maaaring kailangan ninyong gumawa ng 
hakbang bago sumapit ang mga partikular na petsa upa-
ng mapanatili ninyo ang inyong planong pangkalusugan 
o makakuha ng tulong sa mga gastos. 
Kung kayo o isang taong tinutulungan ninyo ay may 
mga tanong tungkol sa HMSA, may karapatan kayong 
makuha ang abiso na ito at iba pang tulong sa inyong 
wika nang walang bayad. Upang makipag-usap sa isang 
tagapagsalin ng wika, mangyaring tumawag sa  
1 (800) 776-4672 toll-free. TTY 711.
Japanese: 本通知書には、HMSAへの申請や医療給
付に関する重要な情報や 日付が記載されていま
す。 医療保険を利用したり、費用についてサポー
トを受けるには、本通知書に従って特定の日付に
手続きしてください。 


患者さん、または付き添いの方がHMSAについて質
問がある場合は、母国語で無料で通知を受けとっ
たり、他のサポートを受ける権利があります。 通
訳を希望する場合は、ダイヤルフリー電話  
1 (800) 776-4672 をご利用ください。TTY 711.
Chinese: 本通告包含關於您的 HMSA 申請或計劃福
利的重要資訊。 也可能包含關鍵日期。 您可能需
要在某確定日期前採取行動，以維持您的健康計劃
或者獲取費用幫助。 


如果您或您正在幫助的某人對 HMSA 存在疑問，您
有權免費獲得以您母語表述的本通告及其他幫助。 
如需與口譯員通話，請撥打免費電話  
1 (800) 776-4672。TTY 711.
Korean: 이 통지서에는 HMSA 신청서 또는 보험 혜
택에 대한 중요한 정보가 들어 있으며, 중요한 날
짜가 포함되었을 수도 있습니다. 해당 건강보험을 
그대로 유지하거나 보상비를 수령하려면 해당 기
한 내에 조치를 취하셔야 합니다.
신청자 본인 또는 본인의 도움을 받는 누군가가 
HMSA에 대해 궁금한 사항이 있으면 본 통지서를 
받고 아무런 비용 부담 없이 모국어로 다른 도움을 
받을 수 있습니다. 통역사를 이용하려면 수신자 부
담 전화 1 (800) 776-4672번으로 연락해 주시기 바랍
니다. TTY 711.
Spanish: Este aviso contiene información importante so-
bre su solicitud a HMSA o beneficios del plan. También 
puede incluir fechas clave. Pueda que tenga que tomar 
medidas antes de determinadas fechas a fin de manten-
er su plan de salud u obtener ayuda con los gastos. 
Si usted o alguien a quien le preste ayuda tiene pregun-
tas respecto a HMSA, usted tiene el derecho de recibir 
este aviso y otra ayuda en su idioma, sin ningún costo. 
Para hablar con un intérprete, llame al número gratuito 
1 (800) 776-4672. TTY 711.
Vietnamese: Thông báo này có thông tin quan trọng về 
đơn đăng ký HMSA hoặc phúc lợi chương trình của quý 
vị. Thông báo cũng có thể bao gồm những ngày quan 
trọng. Quý vị có thể cần hành động trước một số ngày 
để duy trì chương trình bảo hiểm sức khỏe của mình 
hoặc được giúp đỡ có tính phí. 
Nếu quý vị hoặc người quý vị đang giúp đỡ có thắc mắc 
về HMSA, quý vị có quyền nhận thông báo này và trợ 
giúp khác bằng ngôn ngữ của mình miễn phí. Để nói 
chuyện với một thông dịch viên, vui lòng gọi số miễn 
cước 1 (800) 776-4672. TTY 711.
Samoan - Fa’asamoa: O lenei fa’aliga tāua e fa’atatau 
i lau tusi talosaga ma fa’amanuiaga ‘e te ono agava’a 
ai, pe’ā fa’amanuiaina ‘oe i le polokalame o le HMSA. E 
aofia ai fo’i i lalo o lenei fa’aliga ia aso tāua. E ono ma-
na’omia ‘oe e fa’atinoina ni galuega e fa’atonuina ai ‘oe 
i totonu o le taimi fa’atulagaina, ina ‘ia e agava’a ai pea 
mo fa’amanuiaga i le polokalame soifua maloloina ‘ua 
fa’ata’atia po’o se fesoasoani fo’i mo le totogi’ina. 
Afai e iai ni fesili e fa’atatau i le HMSA, e iai lou aiātatau 
e te talosaga ai e maua lenei fa’aliga i lau gagana e 
aunoa ma se totogi. A mana’omia le feasoasoani a se 
fa’aliliu ‘upu, fa’amolemole fa’afeso’ota’i le numera  
1 (800) 776-4672 e leai se totogi o lenei ‘au’aunaga.  
TTY 711.







Marshallese: Kojella in ej boktok jet melele ko reaurok 
kin application ak jipan ko jen HMSA bwilan ne am. 
Emaron bar kwalok jet raan ko reaurok bwe kwon jela. 
Komaron aikiuj kommane jet bunten ne ko mokta jen 
detlain ko aer bwe kwon jab tum jen health bwilan en 
am ak bok jipan kin wonaan takto. 
Ne ewor kajjitok kin HMSA, jen kwe ak juon eo kwoj 
jipane, ewor am jimwe im maron nan am ba ren ukot 
kojjella in kab melele ko kin jipan ko jet nan kajin ne  
am ilo ejjelok wonaan. Bwe kwon kenono ippan juon  
ri-ukok, jouj im calle 1 (800) 776-4672 tollfree, enaj 
ejjelok wonaan. TTY 711.
Trukese: Ei esinesin a kawor auchean porausen omw 
HMSA apilikeison me/ika omw kewe plan benefit. A 
pwan pachanong porausen ekoch ran mei auchea ngeni 
omw ei plan Ina epwe pwan auchea omw kopwe fori 
ekoch fofor me mwen ekei ran (mei pachanong) pwe 
omw health plan esap kouno, are/ika ren omw kopwe 
angei aninisin monien omw ei plan. 
Ika a wor omw kapas eis usun HMSA, ka tongeni tun-
goren aninis, iwe ka pwan tongeni tungoren ar repwe 
ngonuk eche kapin ei taropwe mei translatini non 
kapasen fonuom, ese kamo. Ika ka mwochen kapas  
ngeni emon chon chiakku, kosemochen kopwe kori  
1 (800) 776-4672, ese kamo. TTY 711.
Hawaiian: He ʻike koʻikoʻi ko kēia hoʻolaha pili i kou 
ʻinikua a i ʻole palapala noi ʻinikua HMSA. Aia paha he 
mau lā koʻikoʻi ma kēia hoʻolaha. Pono paha ʻoe e hana 
i kekahi mea ma mua o kekahi lā no ka hoʻomau i kou 
ʻinikua a i ʻole ka ʻimi kōkua me ka uku. 
Inā he mau nīnau kou no HMSA, he kuleana ko mākou 
no ka hāʻawi manuahi i kēia hoʻolaha a me nā kōkua ʻē 
aʻe ma kou ʻōlelo ponoʻī. No ke kamaʻilio me kekahi mea 
unuhi, e kelepona manuahi iā 1 (800) 776-4672.  
TTY 711.
Micronesian - Pohnpeian: Kisin likou en pakair wet 
audaudki ire kesempwal me pid sapwelimwomwi aplika-
sin en HMSA de koasoandihn sawas en kapai kan. E pil 
kak audaudki rahn me pahn kesemwpwal ieng komwi. 
Komw pahn kakete anahne wia kemwekid ni rahn akan 
me koasoandi kan pwe komwi en kak kolokol sawas en 
roson mwahu de pil ale pweinen sawas pwukat. 
Ma komwi de emen aramas tohrohr me komw sewese 
ahniki kalelapak me pid duwen HMSA, komw ahniki 
pwuhng en ale pakair wet oh sawas teikan ni sapwel-
imwomwi mahsen ni soh isepe. Ma komw men mahse-
nieng souhn kawehwe, menlau eker telepohn  
1 (800) 776-4672 ni soh isepe. TTY 711.


Bisayan - Visayan: Kini nga pahibalo adunay importan-
teng impormasyon mahitungod sa imong aplikasyon 
sa HMSA o mga benepisyo sa plano. Mahimo sab nga 
aduna kini mga importanteng petsa. Mahimong kinah-
anglan kang magbuhat og aksyon sa mga partikular nga 
petsa aron mapabilin ang imong plano sa panglawas o 
aron mangayo og tabang sa mga gastos. 
Kung ikaw o ang usa ka tawo nga imong gitabangan 
adunay mga pangutana mahitungod sa HMSA, aduna 
kay katungod nga kuhaon kini nga pahibalo ug ang uban 
pang tabang sa imong lengguwahe nga walay bayad. 
Aron makig-istorya sa usa ka tighubad, palihug tawag  
sa 1 (800) 776-4672 nga walay toll. TTY 711.
Tongan - Fakatonga: Ko e fakatokanga mahu’inga eni 
fekau’aki mo ho’o kole ki he HMSA pe palani penefití. 
‘E malava ke hā ai ha ngaahi ‘aho ‘oku mahu’inga. ‘E i 
ai e ngaahi ‘aho pau ‘e fiema’u ke ke fai e ‘ū me’a ‘uhiā 
ko ho’o palani mo’ui leleí pe ko ho’o ma’u ha tokoni 
fekau’aki mo e totongí. 
Kapau ‘oku ‘i ai ha’o fehu’i pe ha fehu’i ha’a taha ‘oku ke 
tokonia fekau’aki mo e HMSA, ‘oku totonu ke ke ma’u e 
fakatokanga ko ení pe ha toe tokoni pē ‘i ho’o lea faka-
fonuá ta’e totongi. Ke talanoa ki ha taha fakatonulea, 
kātaki tā ta’etotongi ki he 1 (800) 776-4672. TTY 711.
Laotian: ແຈ້ງການສະບັບນ້ີມີຂ້ໍມູນທ່ີສໍາຄັນກ່ຽວກັບກ
ານສະມັກ HMSAຂອງທ່ານ  ຫືຼແຜນຜົນປະໂຫຍດຈາກ 
HMSA. ອາດມີຂ້ໍມູນກ່ຽວກັບວັນທີທ່ີສຳຄັນ. ທ່ານອາດຕ້
ອງໄດ້ດໍາເນິນການໃນວັນທີໃດໜ່ຶງເພ່ຶອຮັກສາແຜນສຸຂະ
ພາບຂອງທ່ານ ຫືຼຮັບການຊ່ວຍເຫືຼອຄ່າຮັກສາ. 
ຖ້າຫາກທ່ານ ຫືຼຜູ້ທ່ີທ່ານຊ່ວຍເຫືຼອມີຄໍາຖາມກ່ຽວກັບ 
HMSA, ທ່ານມີສິດທ່ີຈະໄດ້ຮັບແຈ້ງການສະບັບນ້ີ ແລະກ
ານຊ່ວຍເຫືຼອອ່ຶນໆເປັນພາສາຂອງທ່ານໂດຍບ່ໍຕ້ອງເສຍ
ຄ່າ. ເພ່ຶອໂທຫານາຍແປພາສາ, ກະລຸນາໂທໄປ  
1 (800) 776-4672 ໂດຍບ່ໍເສຍຄ່າ. TTY 711.
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 HAWAII MEDICAL SERVICE ASSOCIATION 


 Special Vision Care Benefits Rider 
 
 
 I.  ELIGIBILITY 
 
 This Rider provides coverage which is supplementary to 
coverage provided under the Association's medical plan.  A 
Beneficiary's coverage under this Rider commences and ends as of 
the same dates the Beneficiary's coverage under the medical plan 
commences and ends. 
 
 II.  PROVISIONS OF THE MEDICAL PLAN APPLICABLE 
 
 All definitions, provisions, limitations, exclusions, and 
conditions of HMSA’s Guide to Benefits shall apply to this Rider, 
except as specifically modified in this Rider. 
 
 III.  DEFINITIONS 
 
 When used in this Rider: 


(1) “Association” means the HAWAII MEDICAL 
SERVICE ASSOCIATION (HMSA), an independent licensee of 
the Blue Cross and Blue Shield Association. 


(2) "Ophthalmologist" (M.D.) means a physician who is 
appropriately licensed to practice by the proper government 
authority and who renders services within the lawful scope of such 
license. 


(3) "Optometrist" (O.D.) means a person who is 
appropriately licensed to practice optometry by the proper 
government authority and who renders services within the lawful 
scope of such license. 


(4) "Participating Provider" means a provider of services 
who, when rendering most services covered by this Rider to a 
Beneficiary, agrees with the Association to collect not more than  


(a) a specified amount paid by the Association and  
(b) the Beneficiary's Copayment.  


 As an exception, a Special Vision Care Participating 
Provider does not agree to limit charges for contact lenses and 
fitting of contact lenses.  In this case, the Association's benefit 
payment will not exceed the amount specified in Sections 
IV(2)(a)(ii) and (iii), IV(4)(a), V(2)(a)(ii) and (iii), and V(4)(a),and 
the Beneficiary is responsible for all charges in excess of the 
Association's benefit payment. In addition, the provider must be 
listed on HMSA's Special Vision Care Rider List of Participating 
Providers.  When you require routine vision care outside the state 
of Hawaii, we participate with other Blue Cross and/or Blue 
Shield Plans in a program called the BlueCard Program. This 
BlueCard program offers HMSA members advantages when they 
receive routine vision care outside the area this plan services. 
Benefit payments for covered services received outside the state 
of Hawaii are based on contracts negotiated between the out-of-
state Blue Cross and/or Blue Shield Plans and BlueCard 
participating routine vision care providers.    
  


IV.  VISION CARE BENEFITS FOR ADULTS 
 
 Subject to the provisions of this Rider, a Beneficiary is entitled 
to the following vision care benefits: 


(1) Payment for one eye examination per Calendar Year. 
(a) For Participating Providers, the Beneficiary owes a 


$10.00 Copayment to the Participating Provider.  The Association 
pays the Participating Provider 100% of the remaining Eligible 
Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for the examination -- the Association reimburses 
the Beneficiary up to $40.00. 


(2) Payment for one of the following lenses per Calendar 
Year. 


(a) For Participating Providers, the Association pays the 
Participating Provider:  


(i) 100% of the remaining Eligible Charges after a 
$10.00 Copayment for one pair of single vision or multifocal lenses; 
or 


(ii) up to $130.00 after a $25.00 Copayment for 
one pair of non-disposable contact lenses; or 


(iii) up to $130.00 after a $25.00 Copayment for 


disposable contact lenses. 
(b) For nonparticipating providers, the Beneficiary owes 


the entire charge for lenses -- the Association reimburses the 
Beneficiary: 


(i) up to $16.00 for single vision lenses; or 
(ii) up to $25.00 for multifocal lenses; or 
(iii) up to $50.00 for contact lenses. 


(3) Payment for one frame every 24 months. 
(a) For Participating Providers, the Association pays the 


Participating Provider 100% of the remaining Eligible Charges after 
a $15.00 Copayment for frames from the designated group. 


(b) (b) For nonparticipating providers, the Beneficiary 
owes the entire charge for frames -- the Association reimburses the 
Beneficiary up to $12.00.  
  Payment is subject to the provisions of Section VI(2) 
below. 


(4) Payment for fitting of contact lenses, one fitting per 
Calendar Year.   


(a) For Participating Providers, the Association pays 
the Participating Provider up to $45.00 for fitting of contact lenses.   


(b) For nonparticipating providers, the Beneficiary 
owes the entire charge for fitting of contact lenses – the 
Association reimburses the Beneficiary up to $20.00. 
 


V.  VISION CARE BENEFITS FOR CHILDREN  
(THROUGH AGE 18) 


 
 The Annual Copayment Maximum described in Chapter 2 of 
HMSA’s Guide to Benefits applies to the children’s vision care 
benefits listed in this section. The Annual Copayment Maximum is 
the maximum deductible and copayment amounts you pay in a 
calendar year. Once you meet the copayment maximum you are no 
longer responsible for deductible or copayment amounts unless 
otherwise noted.  Refer to your HMSA Guide to Benefits for the 
annual copayment maximum amount.  
 Subject to the provisions of this Rider, a Beneficiary is entitled 
to the following vision care benefits: 


(1) Payment for one eye examination per Calendar Year. 
(a) For Participating Providers, the Beneficiary owes a 


$10.00 Copayment to the Participating Provider.  The Association 
pays the Participating Provider 100% of the remaining Eligible 
Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for the examination -- the Association reimburses 
the Beneficiary up to 50% of Eligible Charge. 


(2) Payment for one of the following lenses per Calendar 
Year. 


(a) For Participating Providers, the Association pays the 
Participating Provider:  


(i) 100% of the remaining Eligible Charges after a 
$10.00 Copayment for one pair of single vision or multifocal lenses; 
or 


(ii) up to 50% of Charge for one pair of non-
disposable contact lenses; or 


(iii) up to 50% of Charge for disposable contact 
lenses. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for lenses -- the Association reimburses the 
Beneficiary: 


(i) up to 50% of Eligible Charge for one pair of 
single vision or multifocal lenses; or 


(ii) up to 50% of Charge for contact lenses. 
(3) Payment for one frame every 24 months. 


(a) For Participating Providers, the Association pays the 
Participating Provider 100% of the remaining Eligible Charges after 
a $15.00 Copayment for frames from the designated group. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for frames -- the Association reimburses the 
Beneficiary up to 50% of Eligible Charge.   
  Payment is subject to the provisions of Section VI(2) 
below. 


(4) Payment for fitting of contact lenses, one fitting per 
Calendar Year.   
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(a) For Participating Providers, the Association pays 
the Participating Provider up to 50% of Eligible Charge for fitting 
of contact lenses.   


(b) For nonparticipating providers, the Beneficiary 
owes the entire charge for fitting of contact lenses – the 
Association reimburses the Beneficiary up to 50% of Eligible 
Charge. 
 


(5) Payment for one pair of polycarbonate lenses per 
Calendar Year. Payment for polycarbonate lenses is made in 
addition to benefits for standard lenses stated under Section V(2). 


(a) For Participating Providers, the Association pays the 
Participating Provider 100% of Eligible Charges. 


(b) For nonparticipating providers, the Beneficiary owes 
the entire charge for polycarbonate lenses -- the Association 
reimburses the Beneficiary up to 50% of Eligible Charge. 


 
VI.  LIMITATIONS AND EXCLUSIONS 


 
(1) Limitations. The payments specified in Section IV and V 


above shall be made by the Association only when services are 
rendered in connection with an eye examination for correction of a 
visual defect and when the frame or lenses are required as a result 
of such examination. In no event will the Association make 
allowances for more than one such eye examination during any 
Calendar Year for each Beneficiary and one frame whether as an 
original or replacement frame every 24 months for each Beneficiary. 


(2) Limitations on Frames and Lenses. 
(a) The allowance specified in Section IV(3) and V(3) 


above is for a complete frame only. Charges for repair or 
replacement of a portion of the frame or cost of accessories are not 
eligible for payment. 


(b) If lenses are replaced without furnishing a new 
frame, the total allowance for both a frame and lenses may not be 
used toward the cost of such lenses or the cost of contact lenses. 


(c) Benefits for lenses and frames from a Participating 
Provider are for standard-size lenses and a frame from the 
Participating Provider's "designated group". If a Beneficiary selects 
nonstandard-size lenses or frames that are not from the 
"designated group", the Association will pay up to 100% of the 
maximum charges allowed for standard-size lenses or a 
"designated group" frame. The Beneficiary then pays the balance of 
the charges. 


(d) If contact lenses are furnished, no benefits are 
payable for frames in the same Calendar Year. If benefits for a 
frame have already been paid in a Calendar Year, those benefits 
shall be deducted from the benefits payable for any contact lenses 
furnished in the same Calendar Year. 


(e) Vision Care Benefits for Adults (eye examination, 
lenses, and frames) will not be available in the same calendar year 
the Beneficiary received similar benefits allowed under Vision Care 
Benefits for Children.  


(3) Exclusions. No payment will be made under this Rider 
for: sunglasses; prescription inserts for diving masks and any 
protective eyewear; nonprescription industrial safety goggles; 
nonstandard items for lenses including tinting, blending, oversized 
lenses, and invisible bifocals or trifocals, except polycarbonate 
lenses stated in Section V(5); repair and replacement of frame parts 
and accessories; and contact lenses after cataract surgery. 











 











hmsa.com


(00) 4000-2301rev  1.16  LE


HMSA’s mission is to provide the people of Hawaii access 
to a sustainable, quality health care system that improves 
the overall health and well-being of our state.


HMSA CENTERS
Convenient evening and Saturday hours:


HMSA Center @ Honolulu
818 Keeaumoku St.
Monday through Friday, 8 a.m.- 6 p.m. | Saturday, 9 a.m.- 2 p.m.


HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400
Monday through Friday, 9 a.m.- 7 p.m. | Saturday, 9 a.m.- 2 p.m.


HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St.
Monday through Friday, 9 a.m.- 7 p.m. | Saturday, 9 a.m.- 2 p.m.


OFFICES
Visit your local HMSA office Monday through Friday, 8 a.m. - 4 p.m.:


Kailua-Kona, Hawaii Island | 75-1029 Henry St., Suite 301 | Phone: 329-5291
Kahului, Maui | 33 Lono Ave., Suite 350 | Phone: 871-6295
Lihue, Kauai | 4366 Kukui Grove St., Suite 103 | Phone: 245-3393


PHONE
948-6111 on Oahu


If you’re calling from the U.S. Mainland, please call 1 (800) 776-4672. If you need to call 
a local Hawaii telephone number from the Mainland, the area code is 808.
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Symetra Life Insurance Company Telephone:  1-800-SYMETRA or 1-800-796-3872 
777 108th Avenue NE, Suite 1200 
Bellevue, WA 98004-5135 
 
 
 
 


Important information regarding your Certificate of Insurance: 
 
 
 
This Certificate evidencing your insurance coverage is made available to you by your 
group insurance policyholder. 
 
Symetra Life Insurance Company is only responsible for the accuracy of the Certificate 
which Symetra provides to the policyholder.  The policyholder is solely responsible for 
the accuracy of the information contained herein. 
 
From time to time your Certificate may be modified by Symetra, and an updated 
electronic Certificate will be made available to you by the policyholder.  You are advised 
to periodically review your Certificate to ensure that you have the most current version. 
 
You have the right to request a paper copy of your current Certificate at any time.  If you 
wish to receive a paper copy of your Certificate you may obtain one by contacting the 
policyholder. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 
Bellevue, Washington 98004-5135 


(An insurance company) 
 


Certificate Rider 
 
 
Rider Number: 16 
Policyholder: Saltchuk Resources, Inc. 
Policy Number: 01 016857 00 
 
The Rider(s) form a part of the Certificate of Insurance given in connection with The Policy.  The Rider(s) 
do not vary, waive, alter or extend any of the terms, conditions or provisions of the Certificate of 
Insurance, except as stated herein. 
 
 
Certificate of Insurance Effective Date of Change Applicable to 
 
LGC 13500/WA-CERT 08/06 March 1, 2022 Class 2 
 
Certificate Change(s) 
 
The following is amended: 
Schedule of Insurance - Eligibility Waiting Period for Coverage 
 
Certificate Page(s) Changed 
 
LGC 13500/WA-SCH 08/06; Schedule of Insurance 
 
 
 
 
 
 
 
 
 
 
 
 
The provisions found in the certificate will control the benefit plan, period of coverage, exclusions, claims 
and other general policy provisions pertaining to state insurance law requirements. 
 
In all other respects, the certificate remains the same. 
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Saltchuk Resources, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Group Life Insurance Benefits 
Summary Plan Description 


 
 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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PLEASE READ THIS IMPORTANT NOTICE 
The Employee Retirement Income Security Act of 1974 (ERISA) requires that the Plan Sponsor provide a 
Summary Plan Description to Plan Participants.  
 
This document, together with the attached Certificate of Insurance (“Certificate”) issued by Symetra Life 
Insurance Company (“Symetra”), is your Summary Plan Description.  It provides you an overview of the Plan 
and addresses certain information that may not be included in the attached Certificate.  
 
This document is not intended to give a Plan Participant any substantive rights to benefits that are not already 
provided by the attached Certificate.  If the terms of this summary document conflict with the terms of the 
insurance contract, then the terms of the insurance contract will control, unless superseded by applicable law.


Plan Name 
Group Short Term Disability, Long Term Disability, 
and Life Plan for Employees of Saltchuk 
Resources, Inc. 
 
Plan Effective Date 
January 1, 2016 
 
Employer 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Plan Sponsor, EIN and Number 
Saltchuk Resources, Inc. 
Plan EIN:  91-1186367 
Plan Number:  507 
 
Type of Plan Administration 
Insurer and Plan Administrator 
 
Plan Administrator 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
Telephone Number:  (206) 652-1111 


Plan Year 
December 31 
 
Type of Plan 
Fully Insured Group Term Life Plan 
 
Policy Number 
01 016857 00 
 
Insurance Company and Contact Information 
Symetra Life Insurance Company 
P. O. Box 2993 
Hartford, CT 06104-2993 
Toll Free Number: 1-800-943-2107 
Fax Number: 1-860-392-3672 
 
Claims Administrator 
Claims administration for life insurance benefits under 
your Plan is provided by Symetra Life Insurance 
Company (Symetra) according to the terms of a Group 
Life Insurance policy. The Plan Administrator has 
delegated to Symetra the responsibility to interpret the 
terms of the Plan and as they apply to the attached 
Certificate. 


Agent for Service of Legal Process for the Plan 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Service of legal process may also be made on the Plan Administrator or a Plan Trustee, if any. 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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Please refer to the attached Certificate for detailed information about your coverage, including: 
 


• Eligibility and Participation 
Requirements  


• Enrollment Requirements 
• Description of Benefits  


• Definitions  
• Termination Provisions 
• Continuation of Coverage 
• Effective date of coverage 


• Benefit Reduction, Exclusions and 
Limitations 


• Contributions to the Plan for 
Coverage 


Claims Procedures 
 
Benefit Claim 
Symetra is responsible for evaluating all benefit claims under the Plan. Symetra will decide your claim in 
accordance with its reasonable claims procedures, as required by ERISA and other applicable law.  
 
See the attached Certificate of Insurance issued by Symetra for information about how to file a claim and for 
details regarding the Symetra's claims procedures.  
 
Appealing Denied Claim 
If your claim is denied (that is, not paid in part or in full), you will be notified and you may appeal to Symetra for 
a review of the denied claim. Symetra will decide your appeal in accordance with its reasonable claims 
procedures, as required by ERISA and other applicable law.  
 
Important Appeal Deadlines 
If you do not appeal on time, you will lose your right to file suit in a state or federal court, as you will not have 
exhausted your internal administrative appeal rights (which generally is a condition for bringing suit in court). 
See the attached Certificate of Insurance for information about how to appeal a denied claim, and for details 
regarding Symetra’s appeals procedures. 


 
Statement of ERISA Rights 


 
Your Rights 
As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement 
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, 
all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 
5500 Series), 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. 
 
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) and updated summary 
plan description (SPD). The Plan Administrator may make a reasonable charge for the copies. 
 
Receive a summary of the Plan's annual Form 5500, if any is required by ERISA to be prepared, in which case 
the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
In addition for creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 
for the employee welfare benefit plan. The people who operate your plan, called “fiduciaries,” have a duty to do 
so prudently in the interest of you and other plan participants and beneficiaries. No one, including your employer 
or any other person, may fire you or otherwise discriminate against you from obtaining a welfare benefit or 
exercising your rights under ERISA. 
  







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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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 that you can take to enforce the above rights. For instance, 
if you request a copy of Plan documents or the latest annual report (Form 5500), if any, from the Plan and do 
not receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the 
Plan Administrator, to provide the materials and pay you up to $110 per 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, and if you have exhausted the claims procedures 
available to you under the Plan, you may file suit in a state or federal court.  
 
If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting 
your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. 
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the 
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, for example, if it finds your claim is frivolous. 
 
Assistance With Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions 
about this statement or about your rights under ERISA or if you need assistance in obtaining documents from 
the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, 
U.S. Department of Labor (listed in your telephone directory), or contact 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. 
 


Your Certificate of Insurance, issued by Symetra Life Insurance Company, is attached. 
 


This Certificate is furnished to you automatically without charge. 
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Symetra ® is a registered service mark of Symetra Life Insurance Company. 
 
LGC 13500/WA-CERT 08/06 1  


 
 


CERTIFICATE OF INSURANCE 
 


Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 
Bellevue, Washington 98004-5135 


(An insurance company) 
 
Policyholder: Saltchuk Resources, Inc. 
Policy Number: 01 016857 00 
Policy Effective Date: January 1, 2016 
Policy Anniversary Date: January first of each year beginning in 2017 
 
We have issued The Policy to the Policyholder.  Our name, the Policyholder's name and the Policy 
Number are shown above.  The provisions of The Policy, which are important to You, are summarized in 
this certificate consisting of this form and any additional forms which have been made a part of this 
certificate.  This certificate replaces any other certificate We may have given to You earlier under The 
Policy.  The Policy alone is the only contract under which payment will be made.  Any difference between 
The Policy and this certificate will be settled according to the provisions of The Policy on file with Us.  The 
Policy may be inspected at the office of the Policyholder. 
 
This certificate provides Life and Accidental Death and Dismemberment coverage.  It also provides 
accelerated benefits that may be taxable.  Assistance should be sought from a personal tax advisor. 
 


Signed for The Company 
 


   
 Jacqueline M. Veneziani, Secretary Margaret Meister, President 
 
IF YOU RECEIVE PAYMENT OF ACCELERATED BENEFITS UNDER THIS CERTIFICATE, YOU MAY 
LOSE YOUR RIGHT TO RECEIVE CERTAIN PUBLIC FUNDS SUCH AS MEDICARE, MEDICAID, 
SOCIAL SECURITY, SUPPLEMENTAL SECURITY, SUPPLEMENTAL SECURITY INCOME AND 
POSSIBLY OTHERS. 
ANY BENEFITS RECEIVED UNDER THIS BENEFIT MAY BE TAXABLE.  YOU SHOULD CONSULT A 
PERSONAL TAX ADVISOR FOR FURTHER INFORMATION. 
ANY BENEFITS RECEIVED UNDER THE ACCELERATED BENEFIT PROVISION ARE INTENDED TO 
QUALIFY UNDER SECTION 101(g) (26 U.S.C. 101(g)) OF THE INTERNAL REVENUE CODE OF 1986 
AS AMENDED BY PUBLIC LAW 104-191. 
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THE ACCELERATED DEATH BENEFIT PROVISION DOES NOT APPLY TO ANY ACCIDENTAL 
DEATH AND DISMEMBERMENT COVERAGE, AND NO PAYMENT OF AN ACCELERATED DEATH 
BENEFIT WILL REDUCE OR OTHERWISE AFFECT THE AMOUNT OF BENEFITS AVAILABLE TO 
YOU UNDER ANY APPLICABLE ACCIDENTAL DEATH AND DISMEMBERMENT. 
 


A note on capitalization in this certificate: 
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates 
a word or phrase that is a defined term in The Policy or refers to a specific provision contained herein. 
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The benefits described herein are those in effect as of:  March 1, 2022 
 
Cost of Coverage: 
Non-Contributory Coverage: 
Basic Life Insurance 
Basic Accidental Death and Dismemberment Insurance 
 
 
Eligible Class(es) for Coverage:  All full-time Active Employees working a minimum of 30 hours each 
week, excluding temporary, leased or seasonal Employees. 
 
Class 2 All Eligible Carlile Transportation Systems, LLC Employees 
 
 
Eligibility Waiting Period for Coverage: 
If You are Actively at Work for the Employer on the Policy Effective Date:  The first of the month 
coincident with or next following the date of employment. 
 
If You start working for the Employer after the Policy Effective Date:  The first of the month coincident with 
or next following the date of employment. 
 
The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a full-time 
Active Employee with the Employer under the Prior Policy. 
 
The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a full-time 
Active Employee with the Employer under any of the following Symetra policies: 01 016857 01, 01 
016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no termination in coverage. 
 
 


Life Insurance Benefit 
 
Benefit Amounts are rounded to the next higher $1,000, if not already a multiple thereof. 
 
Employee 


 
Basic 


Benefit 
Amount 


Benefit Maximum 
Amount 


Guaranteed Issue 
Amount 


Class 2 2 x Earnings $750,000 $750,000 
 
 


Accidental Death and Dismemberment Insurance Benefit (AD&D) 
 
Principal Sums are rounded to the next higher $1,000, if not already a multiple thereof. 
 
Employee 


Basic 
 


Principal Sum 
Principal Maximum 


Sum 
Class 2 2 x Earnings $750,000 
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Additional Accidental Death and Dismemberment Insurance Benefits 
 
Seat Belt and Air Bag Coverage 
Seat Belt Benefit Amount: 10% of Basic AD&D Principal Sum 
Seat Belt Maximum Amount: $10,000 
Seat Belt Minimum Amount: $1,000 
 
Air Bag Benefit Amount: 5% of Basic AD&D Principal Sum 
Air Bag Maximum Amount: $5,000 
 
Repatriation Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
Child Education Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Day Care Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Rehabilitation Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
Spouse Education Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Adaptive Home and Vehicle Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
 


Reduction in Amount of Life Insurance 
We will reduce the amount of Life Insurance for You by any amount: 


1) of individual Life Insurance issued in accordance with the Conversion Right; or 
2) of Life Insurance in force, paid or payable under the Prior Policy. 


 
 


Reduction in Coverage Due to Age 
We will reduce the Life Insurance Benefit and Principal Sum for You by the percentage indicated in the 
table below.  This reduction will be effective on the Policy Anniversary Date following the date You attain 
the age shown below.  These reductions also apply if: 


1) You become covered under The Policy; or 
2) Your coverage increases; 


on or after the date You attain age 65. 
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Percentage by which the original amount of coverage will be reduced: 
Your Age  Your % Reduction  


65  35% 
70  55% 
75  75% 


 
The reduced amount of coverage will be rounded to the next higher multiple of $500, if not already a 
multiple of $500 and an appropriate adjustment in premium will be made. 
 
 


Noninsurance Benefits 
From time to time We may offer or provide to You noninsurance benefits and services.  In addition, We 
may arrange for third party service providers to give access to You to discounted goods and services.  
While We have arranged for this access, the third party service providers are liable to You for the 
provision of such goods and/or services.  We are not responsible for the provision of such goods and/or 
services nor are we liable for the failure of the provision of the same.  Further, Symetra is not liable to You 
for the negligent provision of such goods and/or services by third party service providers. 
 
 


For Certificateholders Residing Outside of the United States 
This Certificate of Insurance (“Certificate”) is issued under a Policy purchased by the Policyholder from 
Symetra Life Insurance Company (“Symetra”).  The Policy and this Certificate have been issued as part of 
Symetra’s business in the United States.  Symetra is not regulated in any country other than the United 
States.  This Certificate may include certain rights or benefits, such as Conversion Rights, Portability 
Rights or Waiver of Premium, which are not available to non-U.S. residents.  Any disputes under the 
Policy or Certificate are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions 
of the Policy and Certificate. 
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Active Employee 
means an employee who works for the Employer on a regular basis in the usual course of the Employer's 
business.  This must be at least the number of hours shown in the Schedule of Insurance. 
 
 
Actively at Work 
means at work with Your Employer on a day that is one of Your Employer's scheduled workdays.  On that 
day, You must be performing for wage or profit all of the regular duties of Your job: 


1) in the usual way; and 
2) for Your usual number of hours. 


 
We will also consider You to be Actively At Work on any regularly scheduled vacation day or holiday, only 
if You were Actively At Work on the preceding scheduled work day. 
 
 
Common Carrier 
means a conveyance operated by a concern, other than the Policyholder, organized and licensed for the 
transportation of passengers for hire and operated by that concern. 
 
Common Carrier will not mean any such conveyance which is hired or used for a sport, gamesmanship, 
contest, sightseeing, observatory and/or recreational activity, regardless of whether such conveyance is 
licensed. 
 
 
Earnings 
means Your regular annual rate of pay, not counting commissions, bonuses, tips and tokens, overtime 
pay or any other fringe benefits or extra compensation, in effect on the most recent date immediately prior 
to the date of Loss. 
 
 
Employer 
means the Policyholder. 
 
 
Guaranteed Issue Amount 
means the amount of Life Insurance for which We do not require Evidence of Insurability.  The 
Guaranteed Issue Amount is shown in the Schedule of Insurance.  
 
 
Injury 
means bodily Injury resulting: 


1) directly from an accident; and 
2) independently of all other causes; 


which occurs while You are covered under The Policy. 
 
Loss resulting from: 


1) sickness or disease, except a pus-forming infection which occurs through an accidental wound; 
or 


2) medical or surgical treatment of a sickness or disease; 
is not considered as resulting from Injury. 
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Motor Vehicle 
means a self-propelled, four or more wheeled: 


1) private passenger:  car, station wagon, van or sport utility vehicle; 
2) motor home or camper; or 
3) pick-up truck; 


not being used as a Common Carrier. 
 
A Motor Vehicle does not include farm equipment, snowmobiles, all-terrain vehicles, lawnmowers or any 
other type of equipment vehicles. 
 
 
Non-Contributory Coverage 
means coverage for which You are not required to contribute toward the cost.  Non-Contributory 
Coverage is shown in the Schedule of Insurance. 
 
 
Normal Retirement Age 
means the Social Security Normal Retirement Age under the most recent amendments to the United 
States Social Security Act.  It is determined by Your date of birth, as follows: 
 Year of Birth Normal Retirement Age Year of Birth Normal Retirement Age 
 1937 or before 65 1955 66 + 2 months 
 1938 65 + 2 months 1956 66 + 4 months 
 1939 65 + 4 months 1957 66 + 6 months 
 1940 65 + 6 months 1958 66 + 8 months 
 1941 65 + 8 months 1959 66 + 10 months 
 1942 65 + 10 months 1960 or after 67 
 1943 through 1954 66 
 
 
On 
means, when used with reference to any conveyance (land, water or air), in or On, boarding or alighting 
from the conveyance. 
 
 
Participating Entity 
means an Employer who is a participant in accordance with the provisions of The Policy.  
 
 
Physician 
means a legally qualified Physician or surgeon other than a Physician or surgeon who is Related to You 
by blood or marriage. 
 
 
Prior Policy 
means, if applicable, the group life insurance policy carried by the Employer on the day before the Policy 
Effective Date. 
 
 
Related 
means Your Spouse or other adult living with You, sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter or grandchild. 
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Spouse 
means Your Spouse or civil union partner who is not legally separated or divorced from You.  Spouse will 
include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory to 
Us, establishing that You and Your partner are domestic partners for purposes of The Policy.  You will 
continue to be considered domestic partners provided You continue to meet the requirements described 
in the domestic partner affidavit. 
 
 
The Policy 
means The Policy which We issued to the Policyholder under the Policy Number shown on the face page. 
 
 
We, Us or Our 
means the insurance company named on the face page of The Policy. 
 
 
You or Your 
means the person to whom this certificate is issued. 
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Eligible Persons:  Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible 
Persons. 
 
 
Eligibility for Coverage:  When will I become eligible? 
You will become eligible for coverage on the latest of: 


1) the Policy Effective Date; 
2) the date on which You complete the Eligibility Waiting Period for Coverage; or 
3) the date You become a member of an Eligible Class. 


 
 
Enrollment:  How do I enroll for coverage? 
Your Employer will automatically enroll You.  However, You will need to complete a beneficiary 
designation form. 
 
If You do not enroll within 31 days after becoming eligible under The Policy, or if You were eligible to 
enroll under the Prior Policy and did not do so, and later choose to enroll, You may only enroll: 


1) during an Annual Enrollment Period if designated by the Policyholder; or 
2) within 31 days of the date You have a Change in Family Status. 


 
Any enrollment may be subject to the Evidence of Insurability Requirements provision. 
 
 
Evidence of Insurability Requirements:  When will I first be required to provide Evidence of Insurability? 
We require Evidence of Insurability, satisfactory to Us, for initial coverage, if You: 


1) enroll more than 31 days after the date You are first eligible to enroll, including electing initial 
coverage after a Change in Family Status; or 


2) were eligible for any coverage under the Prior Policy, but did not enroll and later choose to 
enroll for that coverage under The Policy. 


 
If Your Evidence of Insurability is not satisfactory to Us: 


1) Your amount of Life Insurance will equal the amount for which You were eligible without 
providing Evidence of Insurability, provided You enrolled within 31 days of the date You were 
first eligible to enroll; or 


2) You will not be covered under The Policy if You enrolled more than 31 days after the date You 
were first eligible to enroll. 


 
 
Evidence of Insurability:  What is Evidence of Insurability? 
Evidence of Insurability must be satisfactory to Us and may include, but will not be limited to: 


1) a completed and signed application approved by Us; 
2) a medical examination; 
3) attending Physicians’ statement; and 
4) any additional information We may require. 


 
All Evidence of Insurability will be furnished at Your expense.  We will then determine if You are insurable 
for initial coverage or an increase in coverage under The Policy. 
 
You will be notified in writing of Our determination of any Evidence of Insurability submission. 
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Change in Family Status:  What constitutes a Change in Family Status? 
A Change in Family Status occurs when: 


1) You get married or You execute a domestic partner affidavit; 
2) You and Your Spouse divorce or terminate a domestic partnership; 
3) Your child is born or You adopt or become the legal guardian of a child; 
4) Your Spouse or domestic partner dies; 
5) Your child is no longer financially dependent on You or dies; 
6) Your Spouse or domestic partner is no longer employed, which results in a loss of group 


insurance; or 
7) You have a change in classification from part-time to full-time or from full-time to part-time. 
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Effective Date:  When does my coverage start? 
Coverage, for which Evidence of Insurability is not required, will start on the date You become eligible. 
 
Any coverage, for which Evidence of Insurability is required, will become effective on the later of: 


1) the date You become eligible; or 
2) the date We approve Your Evidence of Insurability. 


 
However, all Effective Dates of coverage are subject to the Deferred Effective Date provision. 
 
 
Deferred Effective Date:  When will my effective date for coverage or a change in my coverage be 
deferred? 
If, on the date You are to become covered: 


1) under The Policy; 
2) for increased benefits; or 
3) for a new benefit; 


You are not Actively at Work due to a physical or mental condition such coverage will not start until the 
date You are Actively at Work. 
 
 
Continuity from a Prior Policy:  Is there continuity of coverage from a Prior Policy? 
Your initial coverage under The Policy will begin, and will not be deferred if, on the day before the Policy 
Effective Date, You were insured under the Prior Policy, but on the Policy Effective Date You were not 
Actively at Work and would otherwise meet the Eligibility requirements of The Policy.  However, Your 
amount of Insurance will be the lesser of the amount of Life Insurance and Accidental Death and 
Dismemberment Principal Sum: 


1) You had under the Prior Policy; or 
2) shown in the Schedule of Insurance; 


reduced by any coverage amount: 
1) that is in force, paid or payable under the Prior Policy; or 
2) that would have been so payable under the Prior Policy had timely election been made. 


 
Such amount of insurance under this provision is subject to any reductions in The Policy and will not 
increase. 
 
Coverage provided through this provision ends on the first to occur of: 


1) the last day of a period of 12 consecutive months after the Policy Effective Date; 
2) the date Your insurance terminates for any reason shown under the Termination provision; 
3) the last day You would have been covered under the Prior Policy, had the Prior Policy not 


terminated; or 
4) the date You are Actively at Work. 


However, if the coverage provided through this provision ends because You are Actively at Work, You 
may be covered as an Active Employee under The Policy. 
 
 
Effective Date for Changes in Coverage:  When will changes in coverage become effective? 
Any decrease in coverage will take effect on the date of the change. 
 
Any increase in coverage will take effect on the latest of: 


1) the Policy Anniversary Date following the date of the change; 
2) the date requirements of the Deferred Effective Date provision are met; or 
3) the date Evidence of Insurability is approved, if required. 
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Increase in Amount of Life Insurance:  If my amount of Life Insurance increases because my Earnings 
increase, must I provide Evidence of Insurability? 
If Your amount of Insurance is based on a multiple of Your Earnings, You must provide Evidence of 
Insurability if Your Earnings increase such that Your amount of Insurance is greater than the Guaranteed 
Issue Amount. 
 
Additionally, once approved, We require Evidence of Insurability again if Your amount of Insurance: 


1) is greater than the Guaranteed Issue Amount; and 
2) would increase solely because Your Earnings increased more than $25,000: 


a) during the last 12 consecutive month period; or 
b) since Your Evidence of Insurability was last approved; 
whichever occurs most recently. 


However, if: 
1) You do not submit Evidence of Insurability; or 
2) Your Evidence of Insurability is not satisfactory to Us; 


Your amount of Life Insurance: 
1) will increase, but only up to the amount for which You were eligible without having to provide 


Evidence of Insurability; and 
2) will not increase again, or beyond that amount, until Your Evidence of Insurability is approved. 


 
 
Termination:  When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the date The Policy terminates; 
2) the date You are no longer in a class eligible for coverage, or the class is cancelled; 
3) the date the required premium is due but not paid; 
4) the date You or Your Employer terminates Your employment; 
5) the date Your Employer ceases to be a Participating Entity; or 
6) the date You are no longer Actively at Work; 


unless continued in accordance with one of the Continuation Provisions. 
 
 
Reinstatement:  Can my coverage be reinstated after it ends? 
If: 


1) Your coverage ends because You are no longer employed by the Employer or no longer in an 
eligible class; and 


2) You are rehired or return to an eligible class within 12 months of the date Your coverage ended; 
then coverage for You may be reinstated, provided You request such reinstatement within 31 days of the 
date You return to work or to an eligible class. 
 
The reinstated coverage will: 


1) be the same coverage amounts in force on the date coverage ended; 
2) not be subject to any Eligibility Waiting Period for Coverage or Evidence of Insurability; and 
3) be subject to all the terms and provisions of The Policy. 


 
We will not reinstate any amount of coverage which You converted in accordance with the Conversion Right 
unless You cancel such coverage. 
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Continuation Provisions:  Can my coverage be continued beyond the date it would otherwise 
terminate? 
Coverage under The Policy may be continued, at Your Employer's option, beyond a date shown in the 
Termination provision, provided Your Employer provides a plan of continuation which applies to all 
employees the same way.  Coverage may not be continued under more than one Continuation Provision. 
The amount of continued coverage applicable to You will be the amount of coverage in effect on the date 
immediately before coverage would otherwise have ended.  Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium; 
3) may be continued up to the maximum time shown in the provisions; and 
4) terminates if; 


a) The Policy terminates; or 
b) Your Employer ceases to be a Participating Entity. 


In no event will the amount of insurance increase while coverage is continued in accordance with the 
following provisions. 
 
In all other respects, the terms of Your coverage remain unchanged. 
 
Leave of Absence:  If You are on a documented leave of absence, other than Family and Medical Leave 
or Military Leave of Absence, all of Your coverage may be continued until the last day of the month 
following the month in which the leave of absence commenced.  If the leave terminates prior to the 
agreed upon date, this continuation will cease immediately. 
 
Layoff:  If You are temporarily laid off by the Employer due to lack of work, all of Your coverage may be 
continued until the last day of the month following the month in which the layoff commenced.  If the layoff 
becomes permanent, this continuation will cease immediately. 
 
Status Change:  If You are: 


1) employed by the Policyholder; and 
2) no longer in an Eligible Class due to a reduction in the number of scheduled hours You work; 


Your coverage may be continued until the last day of the third consecutive month after the date Your 
scheduled hours were reduced. 
 
Sickness or Injury:  If You are not Actively at Work due to sickness or Injury, all of Your coverage may be 
continued: 


1) for a period of 12 consecutive months from the date You were last Actively at Work; or 
2) if such absence results in a leave of absence in accordance with state and/or federal family 


and medical leave laws, then the combined continuation period will not exceed 12 consecutive 
months. 


 
Family and Medical Leave:  If You are granted a leave of absence, in writing, according to the Family and 
Medical Leave Act of 1993, or other applicable state or local law, Your coverage may be continued for up 
to 12 weeks, or longer if required by other applicable law, following the date Your leave commenced.  If 
the leave of absence ends prior to the agreed upon date, this continuation will cease immediately. 
 
 
Waiver of Premium:  Does coverage continue if I am Disabled? 
Waiver of Premium is a provision which allows You to continue Your Life Insurance coverage without 
paying premium, while You are Disabled and qualify for Waiver of Premium. 
 
If You qualify for Waiver of Premium, the amount of continued coverage: 


1) will be the amount in force on the date You cease to be an Active Employee; 
2) will be subject to any reductions provided by The Policy; and 
3) will not increase. 
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Eligible Coverages:  What coverages are eligible under this provision? 
This provision applies only to Your Basic Life Insurance. 
 
 
Disabled:  What does Disabled mean? 
Disabled means You are prevented by Injury or sickness from doing any work for which You are, or could 
become, qualified by: 


1) education; 
2) training; or 
3) experience. 


In addition, You will be considered Disabled if You have been diagnosed with a life expectancy of 24 
months or less. 
 
 
Conditions for Qualification:  What conditions must I satisfy before I qualify for this provision? 
To qualify for Waiver of Premium You must: 


1) be covered under The Policy and be under age 60 when You become Disabled; 
2) be Disabled and provide Proof of Loss that You have been Disabled for nine consecutive 


months, starting on the date You were last Actively at Work; and 
3) provide such proof within one year of Your last day of work as an Active Employee. 


 
In any event, You must have been Actively at Work under The Policy to qualify for Waiver of Premium. 
 
 
When Premiums are Waived:  When will premiums be waived? 
If We approve Waiver of Premium, We will notify You of the date We will begin to waive premium.  In any 
case, We will not waive premiums for the first nine months You are Disabled.  We have the right to: 


1) require Proof of Loss that You are Disabled; and 
2) have You examined at reasonable intervals during the first two years after receiving initial Proof 


of Loss, but not more than once a year after that. 
If You fail to submit any required Proof of Loss or refuse to be examined as required by Us, then Waiver 
of Premium ceases. 
 
However, if We deny Waiver of Premium, You may be eligible to convert coverage in accordance with the 
Conversion Right. 
 
If You cease to be Disabled and return to work for a total of five days or less during the first nine months 
that You are Disabled, the nine month waiting period will not be interrupted.  Except for the five days or 
less that You worked, You must be Disabled by the same condition for the total nine month period.  If 
You return to work for more than five days, You must satisfy a new waiting period. 
 
 
Benefit Payable before Approval of Waiver of Premium:  What if I die before I qualify for Waiver of 
Premium? 
If You die within one year of Your last day of work as an Active Employee, but before You qualify for 
Waiver of Premium, We will pay the amount of Life Insurance which is in force for You provided: 


1) You were continuously Disabled; 
2) the disability lasted or would have lasted nine months or more; and 
3) premiums had been paid for coverage. 


 
 
Waiver Ceases:  When will Waiver of Premium cease? 
We will waive premium payments and continue Your coverage, while You remain Disabled, until the date 
You attain Normal Retirement Age if Disabled prior to age 60. 
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What happens when Waiver of Premium ceases? 
When the Waiver of Premium ceases: 


1) if You return to work in an Eligible Class, as an Active Employee, then You may again be 
eligible for coverage as long as premiums are paid when due; or 


2) if You do not return to work in an Eligible Class, coverage will end and You may be eligible to 
exercise the Conversion Right if You do so within the time limits described in such provision.  
The amount of Life Insurance that may be converted will be subject to the terms and conditions 
of the Conversion Right. 


 
 
Effect of Policy Termination:  What happens to the Waiver of Premium if The Policy terminates? 
If The Policy terminates or an Employer ceases to be a Participating Entity before You qualify for Waiver 
of Premium: 


1) You may be eligible to exercise the Conversion Right, provided You do so within the time limits 
described in such provision; and 


2) You may still be approved for Waiver of Premium if You qualify. 
 
If The Policy terminates or an Employer ceases to be a Participating Entity after You qualify for Waiver of 
Premium, Your coverage under the terms of this provision will not be affected. 
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Life Insurance Benefit:  When is the Life Insurance Benefit payable? 
If You die while covered under The Policy, We will pay Your Life Insurance Benefit after We receive Proof 
of Loss, in accordance with the Proof of Loss provision. 
 
The Life Insurance Benefit will be paid according to the General Provisions of The Policy. 
 
 
Accelerated Benefit:  What is the benefit? 
In the event that You are diagnosed as Terminally Ill, and You request in writing that a portion of Your 
amount of Life Insurance be paid as an Accelerated Benefit while You are: 


1) covered under The Policy for an amount of Life Insurance of at least $10,000; and 
2) under age 60; 


We will pay the Accelerated Benefit Amount as shown below, provided: 
1) You request in writing that a portion of Your amount of Life Insurance be paid as an 


Accelerated Benefit; and 
2) We receive proof of such Terminal Illness. 


 
The amount of Life Insurance payable upon Your death will be reduced by any Accelerated Benefit 
Amount paid under this benefit. 
 
You may request a minimum Accelerated Benefit Amount of $3,000, and a maximum of $600,000.  
However, in no event will the Accelerated Benefit Amount exceed 80% of Your amount of Life Insurance.  
This option may be exercised only once for You. 
 
For example, if You are covered for a Life Insurance Benefit Amount under The Policy of $10,000 and are 
Terminally Ill, You can request any portion of the amount of Life Insurance Benefits from $3,000 to $8,000 
to be paid now instead of to Your beneficiary upon death.  However, if You decide to request only $3,000 
now, You cannot request the additional $5,000 in the future. 
 
A person who submits proof satisfactory to Us of his or her Terminal Illness will also meet the definition of 
Disabled for Waiver of Premium. 
 
IF YOU RECEIVE PAYMENT OF ACCELERATED BENEFITS UNDER THIS CERTIFICATE, YOU MAY 
LOSE YOUR RIGHT TO RECEIVE CERTAIN PUBLIC FUNDS SUCH AS MEDICARE, MEDICAID, 
SOCIAL SECURITY, SUPPLEMENTAL SECURITY, SUPPLEMENTAL SECURITY INCOME AND 
POSSIBLY OTHERS. 
 
ANY BENEFITS RECEIVED UNDER THIS BENEFIT MAY BE TAXABLE.  YOU SHOULD CONSULT A 
PERSONAL TAX ADVISOR FOR FURTHER INFORMATION. 
 
ANY BENEFITS RECEIVED UNDER THE ACCELERATED BENEFIT PROVISION ARE INTENDED TO 
QUALIFY UNDER SECTION 101(g) (26 U.S.C. 101(g)) OF THE INTERNAL REVENUE CODE OF 1986 
AS AMENDED BY PUBLIC LAW 104-191. 
 
THE ACCELERATED DEATH BENEFIT PROVISION DOES NOT APPLY TO ANY ACCIDENTAL 
DEATH AND DISMEMBERMENT COVERAGE, AND NO PAYMENT OF AN ACCELERATED DEATH 
BENEFIT WILL REDUCE OR OTHERWISE AFFECT THE AMOUNT OF BENEFITS AVAILABLE TO 
YOU UNDER ANY APPLICABLE ACCIDENTAL DEATH AND DISMEMBERMENT. 
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In the event: 
1) You are required by law to accelerate benefits to meet the claims of creditors; or 
2) if a government agency requires You to apply for benefits to qualify for a government benefit or 


entitlement; 
You will still be required to satisfy all the terms and conditions herein in order to receive an Accelerated 
Benefit. 
 
If You have executed an assignment of rights and interest with respect to Your amount of Life Insurance, 
in order to receive the Accelerated Benefit, We must receive a release from the assignee before any 
benefits are payable. 
 
Terminal Illness or Terminally Ill means that an individual has a medical condition which a physician 
has certified is reasonably expected to result in death within 24 months or less after the date of 
certification. 
 
 
Proof of Terminal Illness and Examinations:  Must proof of Terminal Illness be submitted? 
We reserve the right to require satisfactory Proof of Terminal Illness on an ongoing basis.  Any diagnosis 
submitted must be provided by a Physician. 
 
If You do not submit proof of Terminal Illness satisfactory to Us, or if You refuse to be examined by a 
Physician, as We may require, then We will not pay an Accelerated Benefit. 
 
If Your attending physician, and a physician appointed by Us, disagree on whether You are Terminally Ill, 
Our physician’s opinion will not be binding upon You.  The two parties shall attempt to resolve the matter 
promptly and amicably.  In case the disagreement is not resolved, You have the right to mediation or 
binding arbitration conducted by a disinterested third party who has no ongoing relationship with either.  
Any such arbitration shall be conducted in accordance with the laws of the State of Washington.  As part 
of the final decision, the arbitrator or mediator shall award the costs of the arbitrator to one party or the 
other, or may divide the costs equally or otherwise. 
 
 
No Longer Terminally Ill:  What happens to my coverage if I am no longer Terminally Ill? 
If You are diagnosed by a Physician as no longer Terminally Ill and: 


1) are in an Eligible Class, coverage will remain in force, provided premium is paid; 
2) are not in an Eligible Class, but You continue to meet the definition of Disabled, coverage will 


remain in force, subject to the Waiver of Premium provision; or 
3) are not in an Eligible Class, but You do not continue to meet the definition of Disabled, 


coverage will end and You may be eligible to exercise the Conversion Right, if You do so within 
the time limits described in such provision. 


In any event, the amount of coverage will be reduced by the Accelerated Benefit paid. 
 
 
Conversion Right:  If coverage under The Policy ends, do I have a right to convert? 
If Life Insurance coverage or any portion of it under The Policy ends for any reason, You may have the 
right to convert the coverage that terminated to an individual conversion policy without providing Evidence 
of Insurability.  Conversion is not available for: 


1) the Accidental Death and Dismemberment Insurance Benefits; or 
2) any amount of Life Insurance for which You were not eligible and covered; 


under The Policy. 
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If coverage under The Policy ends because: 
1) The Policy is terminated; 
2) coverage for an Eligible Class is terminated; or 
3) Your Employer is no longer a Participating Entity; 


then You must have been insured under The Policy for five years or more, in order to be eligible to 
convert coverage.  The amount which may be converted under these circumstances is limited to the 
lesser of: 


1) $10,000; or 
2) the Life Insurance Benefit under The Policy less any amount of Life Insurance for which You 


may become eligible under any group life insurance policy issued or reinstated within 31 days 
of termination of group life coverage. 


 
If coverage under The Policy ends for any other reason, the full amount of coverage which ended may be 
converted. 
 
Insurer, as used in this provision, means Us or another insurance company which has agreed to issue 
conversion policies according to this Conversion Right. 
 
 
Conversion:  How do I convert my coverage? 
To convert Your coverage, You must complete a Notice of Conversion Right form.  The Insurer must 
receive this within 31 days after Life Insurance terminates. 
 
After the Insurer verifies eligibility for coverage, the Insurer will send You a Conversion Policy proposal.  
You must: 


1) complete and return the request form in the proposal; and 
2) pay the required premium for coverage; 


within the time period specified in the proposal. 
 
Any individual policy issued to You under the Conversion Right: 


1) will be effective as of the 32nd day after the date coverage ends; and 
2) will be in lieu of coverage for this amount under The Policy. 


 
 
Conversion Policy Provisions:  What are the Conversion Policy Provisions? 
The Conversion Policy will: 


1) be issued on one of the Life Insurance policy forms the Insurer is issuing for this purpose at the 
time of conversion; and 


2) base premiums on the Insurer's rates in effect for new applicants of Your class and age at the 
time of conversion. 


The Conversion Policy will not provide: 
1) the same terms and conditions of coverage as The Policy; 
2) any benefit other than the Life Insurance Benefit; and 
3) term insurance. 


 
However, Conversion is not available for any amount of Life Insurance which was, or is being, continued: 


1) in accordance with the Waiver of Premium provision; or 
2) in accordance with the Continuation Provisions; 


until such coverage ends. 
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Death within the Conversion Period:  What if I die before coverage is converted? 
We will pay the amount of Life Insurance You would have had the right to apply for under this provision if: 


1) coverage under The Policy terminates; 
2) You die within 31 days of the date coverage terminates; and 
3) We receive Proof of Loss. 


 
If the Conversion Policy has already taken effect, no Life Insurance Benefit will be payable under The 
Policy for the amount converted. 
 
 
Effect of Waiver of Premium on Conversion:  What happens to the Conversion Policy if Waiver of 
Premium is later approved? 
If You apply and are approved for Waiver of Premium after an individual Conversion Policy has been 
issued, any benefit payable at Your death under The Policy will be paid only if the individual Conversion 
Policy is surrendered. 
 
 
Accidental Death and Dismemberment Insurance Benefit:  When is the Accidental Death and 
Dismemberment Insurance Benefit payable? 
If You sustain an Injury which results in any of the following Losses within one year of the date of 
accident, We will pay Your amount of Principal Sum, or a portion of such Principal Sum, as shown 
opposite the Loss, after We receive Proof of Loss in accordance with the Proof of Loss provision. 
 
This Benefit will be paid according to the General Provisions of The Policy. 
 
We will not pay more than the Principal Sum, to any one person, for all Losses due to the same accident.  
Your amount of Principal Sum is shown in the Schedule of Insurance. 
 
For Loss of: 


Life ............................................................................................................................ Principal Sum 
Both Hands or Both Feet or Sight of Both Eyes ....................................................... Principal Sum 
One Hand and One Foot .......................................................................................... Principal Sum 
Speech and Hearing in Both Ears ............................................................................ Principal Sum 
Either Hand or Foot and Sight of One Eye ............................................................... Principal Sum 
Movement of Both Upper and Lower Limbs (Quadriplegia) ..................................... Principal Sum 
Movement of Both Lower Limbs (Paraplegia) ............................ Three-Quarters of Principal Sum 
Movement of Three Limbs (Triplegia) ........................................ Three-Quarters of Principal Sum 
Movement of the Upper and Lower Limbs of One Side 


of the Body (Hemiplegia)................................................................ One-Half of Principal Sum 
Either Hand or Foot .............................................................................. One-Half of Principal Sum 
Sight of One Eye................................................................................... One-Half of Principal Sum 
Speech or Hearing in Both Ears ........................................................... One-Half of Principal Sum 
Movement of One Limb (Uniplegia) ................................................. One-Quarter of Principal Sum 
Thumb and Index Finger of Either Hand ......................................... One-Quarter of Principal Sum 


 
Loss means with regard to: 


1) hands and feet, actual severance through or above wrist or ankle joints; 
2) sight, speech and hearing, entire and irrecoverable loss thereof; 
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints; or 
4) movement, complete and irreversible paralysis of such limbs. 
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Double Indemnity while On a Common Carrier Benefit:  When is the Double Indemnity while On a 
Common Carrier Benefit payable? 
If the Injury occurs while You are On a Common Carrier, We will double the Principal Sum payable. 
 
 
Seat Belt and Air Bag Benefit:  When is the Seat Belt and Air Bag Benefit payable? 
If You sustain an Injury that results in a Loss payable under the Accidental Death and Dismemberment 
Insurance Benefit, We will pay an additional Seat Belt and Air Bag Benefit if the Injury occurred while You 
were: 


1) a passenger riding in; or 
2) the licensed operator of; 


a properly registered Motor Vehicle and were wearing a Seat Belt at the time of the Accident as verified 
on the police accident report. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


 
If a Seat Belt Benefit is payable, We will also pay an Air Bag Benefit if You were: 


1) positioned in a seat equipped with a factory-installed Air Bag; and 
2) properly strapped in the Seat Belt when the Air Bag inflated. 


 
The Seat Belt Benefit is the lesser of: 


1) an amount resulting from multiplying Your amount of Principal Sum by the Seat Belt Benefit 
Percentage; or 


2) the Maximum Amount for this Benefit. 
 
The Air Bag Benefit is the lesser of: 


1) an amount resulting from multiplying Your amount of Principal Sum by the Air Bag Benefit 
Percentage; or 


2) the Maximum Amount for this Benefit. 
 
If it cannot be determined that You were wearing a Seat Belt at the time of Accident, a Minimum Benefit 
will be payable under the Seat Belt Benefit. 
 
Accident, for the purpose of this Benefit only, means the unintentional collision of a Motor Vehicle during 
which You were wearing a Seat Belt. 
 
Air Bag means an inflatable supplemental passive restraint system installed by the manufacturer of the 
Motor Vehicle or its proper replacement parts installed as required by the Motor Vehicle’s manufacturer's 
specifications that inflates upon collision to protect an individual from Injury and death.  An Air Bag is not 
considered a Seat Belt. 
 
Seat Belt means an unaltered belt, lap restraint, or lap and shoulder restraint installed by the 
manufacturer of the Motor Vehicle, or proper replacement parts installed as required by the Motor 
Vehicle’s manufacturer’s specifications. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
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Repatriation Benefit:  When is the Repatriation Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Repatriation Benefit, if the death occurs 
outside the territorial limits of the state or country of Your place of permanent residence. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


 
The Repatriation Benefit will pay the least of: 


1) the actual expenses incurred for: 
a) preparation of the body for burial or cremation; and 
b) transportation of the body to the place of burial or cremation; 


2) the amount resulting from multiplying Your amount of Principal Sum by the Repatriation Benefit 
Percentage; or 


3) the Maximum Amount for this Benefit. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Child Education Benefit:  When is the Child Education Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Child Education Benefit to Your Child. 
 
This Benefit will be paid: 


1) after We receive proof that Your Child qualifies as a Student, as defined in this Benefit; and 
2) according to the General Provisions of The Policy. 


 
If You die, the Child Education Benefit provides an annual amount equal to the lesser of: 


1) the amount resulting from multiplying Your amount of Principal Sum by the Child Education 
Percentage; or 


2) the Maximum Amount for this Benefit. 
 
The Child Education Benefit is payable to each of Your Children: 


1) on the date; and 
2) for whom; 


We have received proof satisfactory to Us that he or she is a Student. 
 
If he or she is a minor, We will pay the benefit to the Student’s legal guardian. 
 
We will pay the Child Education Benefit to a qualifying Student until the first to occur of: 


1) Our payment of the fourth Child Education Benefit to or on behalf of that person; or 
2) the end of the 12th consecutive month during which We have not received proof satisfactory to 


Us that he or she is a Student. 
 
We will not pay more than one Child Education Benefit to any one Student during any one school year. 
 
We will pay the Minimum Amount for this Benefit in accordance with the Claims to be Paid provision of 
The Policy if: 


1) a Principal Sum is payable because of Your death; and 
2) no person qualifies as a Student. 
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Student means Your Child who on the date of Your death: 
1) is a full-time (at least 12 course credit hours per semester) post-high school student at an 


accredited institution of learning on the date of Your death; or 
2) became a full-time (at least 12 course credit hours per semester) post-high school student at an 


accredited institution of learning within 365 days after Your death and was a student in the 12th 
grade on the date of Your death. 


 
If the institution establishes full-time status in any other manner, We reserve the right to determine 
whether the student qualifies as a Student. 
 
Child means Your unmarried child, stepchild, legally adopted child, child in the process of adoption or 
foster child who is less than age 21 who: 


1) regularly attends an accredited institution of learning; and 
2) is primarily dependent on You for financial support and maintenance. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Day Care Benefit:  When is the Day Care Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Day Care Benefit for each of Your Children 
if such Child is under age seven at the time of Your death. 
 
This Benefit will be paid: 


1) after We receive proof of enrollment in a Day Care Program as described in this Benefit; and 
2) according to the General Provisions of The Policy. 


 
We will make one Day Care Benefit payment each year, for a maximum of four Day Care Benefit 
payments, for each Child.  The Benefit will be paid to the person who has primary responsibility for the 
Child's Day Care expenses. 
 
Proof of enrollment satisfactory to Us for each Child in a Day Care Program includes, but will not be 
limited to, the following: 


1) a copy of the Child's approved enrollment application in a Day Care Program; 
2) cancelled check(s) evidencing payment to a Day Care facility or Day Care provider; or 
3) a letter from the Day Care facility or Day Care provider stating that the Child: 


a) is attending a Day Care Program; or 
b) has been enrolled in a Day Care Program and will be attending within 365 days of the 


date of the death. 
Proof of enrollment must be sent to Us prior to the last day of the 12th month following the date of death. 
 
If You die, the Day Care Benefit provides an annual amount equal to the lesser of: 


1) the amount resulting from multiplying Your amount of Principal Sum by the Day Care Benefit; 
or 


2) the Maximum Amount for this Benefit. 
 
We will pay the Minimum Amount for this Benefit in accordance with the Claims to be Paid provision for 
payment of benefits for Loss of life if: 


1) a Principal Sum is payable because of Your death; and 
2) no person qualifies as a Child eligible for the Day Care Benefit. 
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Day Care or Day Care Program means a program of child care which: 
1) is operated in a private home, school or other facility; 
2) provides, and makes a charge for, the care of children; 
3) is licensed as a day care center or is operated by a licensed day care provider, if such licensing 


is required by the state or jurisdiction in which it is located; or 
4) if licensing is not required, provides child care on a daily basis for 12 months a year. 


 
Child means Your unmarried child, stepchild, legally adopted child, child in the process of adoption or 
foster child who is less than age seven and primarily dependent on You for financial support and 
maintenance. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Rehabilitation Benefit:  When is the Rehabilitation Benefit payable? 
If You sustain an Injury which results in a Loss other than Loss of life, payable under the Accidental 
Death and Dismemberment Insurance Benefit, We will pay an additional Rehabilitation Benefit for 
Rehabilitative Program Expenses Incurred within one year of the date of accident. 
 
This Benefit will be paid: 


1) after We receive proof of Expenses Incurred for a Rehabilitative Program, in accordance with 
the Proof of Loss provision; and 


2) according to the General Provisions of The Policy. 
 
The Rehabilitation Benefit provides an amount equal to the least of: 


1) the actual Expense Incurred for a Rehabilitative Program; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Rehabilitation 


Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
Rehabilitative Program means any training which: 


1) is required due to Your Injury; and 
2) prepares You for an occupation for which You were not previously trained. 


 
Expense Incurred means the actual cost of: 


1) training; and 
2) materials needed for the training. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Spouse Education Benefit:  When is the Spouse Education Benefit payable? 
If You sustain an Injury that results in a Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Spouse Education Benefit to Your surviving 
Spouse. 
 
This Benefit will be paid: 


1) after We receive proof satisfactory to Us that the Spouse has enrolled in an Occupational 
Training program; and 


2) according to the General Provisions of The Policy. 
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The Spouse Education Benefit is the least of: 
1) the Expense Incurred for Occupational Training; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Spouse Education 


Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
If a Principal Sum is payable because of Your death and there is no surviving Spouse, We will pay the 
Minimum Amount for this Benefit in accordance with the Claims to be Paid provision. 
 
Your surviving Spouse must enroll in Occupational Training: 


1) for the purpose of obtaining an independent source of income; and 
2) within one year of Your death. 


 
Occupational Training means any: 


1) education; 
2) professional; or 
3) trade training; 


program which prepares the Spouse for an occupation for which he or she was not previously qualified. 
 
Expense Incurred means: 


1) the actual tuition charged, exclusive of room and board; and 
2) the actual cost of the materials needed; 


for the Occupational Training.  The expense must be incurred within two years of the date of Your death. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Adaptive Home and Vehicle Benefit:  When is the Adaptive Home and Vehicle Benefit payable? 
If You sustain an Injury that results in a Loss, other than Loss of life, payable under the Accidental Death 
and Dismemberment Insurance Benefit, We will pay an additional Adaptive Home and Vehicle Benefit. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


 
The Adaptive Home and Vehicle Benefit pays a benefit for the one-time cost of alterations to Your: 


1) principal residence; and/or 
2) private automobile; 


to make the residence accessible and/or the private automobile drivable or rideable for You.  The costs 
must be incurred within two years from the date of accident. 
 
We will pay the Adaptive Home and Vehicle Benefit if: 


1) such home alterations are: 
a) made by a person or persons with experience in such alterations; and 
b) recommended by a recognized organization associated with the Injury; and 


2) such vehicle modifications are: 
a) carried out by a person or persons with experience in such matters; and 
b) approved by the Motor Vehicle Department. 
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The Adaptive Home and Vehicle Benefit will provide an amount equal to the least of: 
1) the actual cost of the alterations;  
2) the amount resulting from multiplying Your amount of Principal Sum by the Adaptive Home and 


Vehicle Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Exclusions:  What is not covered under The Policy?  (Applies to Accidental Death and Dismemberment 
Insurance only) 
The Policy does not cover any Loss caused or contributed by: 


1) intentionally self-inflicted Injury; 
2) suicide or attempted suicide, whether sane or insane; 
3) war or act of war, whether declared or not; 
4) Injury sustained while on full-time active duty as a member of the armed forces (land, water, air) 


of any country or international authority; 
5) Injury sustained while taking drugs, including but not limited to sedatives, narcotics, 


barbiturates, amphetamines, or hallucinogens, unless as prescribed by or administered by a 
Physician; 


6) Injury sustained while committing or attempting to commit a felony; 
7) Injury sustained while Intoxicated; or 
8) Injury sustained while driving while Intoxicated. 


 
Intoxicated means: 


1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 


that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the 
state where the accident occurred. 
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Notice of Claim:  When should I notify The Company of a claim? 
You, or the person who has the right to claim benefits, must give Us written notice of a claim within 30 
days after: 


1) the date of death; or 
2) the date of Loss. 


If notice cannot be given within that time, it must be given as soon as reasonably possible after that.  
Such notice must include the claimant’s name, address and the Policy Number. 
 
 
Claim Forms:  Are special forms required to file a claim? 
Within 15 days of receiving a Notice of Claim, We will send forms to the claimant to provide Proof of 
Loss.  If We do not send the forms within 15 days, any other written proof which fully describes the 
nature and extent of the claim may be submitted. 
 
 
Proof of Loss:  What is Proof of Loss? 
Proof of Loss may include, but is not limited to, the following: 


1) a completed claim form; 
2) a certified copy of the death certificate (if applicable); 
3) Your enrollment form; 
4) Your beneficiary designation (if applicable); 
5) if applicable, documentation of: 


a) the date Your disability began; 
b) the cause of Your disability; and 
c) the prognosis of Your disability; 


6) any and all medical information, including x-ray films and photocopies of medical records, 
including histories, physical, mental or diagnostic examinations and treatment notes; 


7) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


8) Your signed authorization for Us to obtain and release medical, employment and financial 
information; or 


9) any additional information required by Us to adjudicate the claim. 
All proof submitted must be satisfactory to Us. 
 
 
Sending Proof of Loss:  When must Proof of Loss be given? 
Written Proof of Loss should be sent to Us: 


1) with respect to the Life Insurance Benefits, within 365 days; and 
2) with respect to the Accidental Death and Dismemberment Insurance Benefits, within 90 days; 


after the Loss.  However, all claims should be submitted to Us within 90 days of the date coverage ends. 
 
If proof is not given by the time it is due, it will not affect the claim if: 


1) it was not possible to give proof within the required time; and 
2) proof is given as soon as possible; but 
3) not later than one year after it is due unless You, or the person who has the right to claim 


benefits, are not legally competent. 
 
 
Physical Examination and Autopsy:  Can We have a claimant examined or request an autopsy? 
While a claim is pending We have the right at Our expense: 


1) to have the person who has a Loss examined by a Physician when and as often as We 
reasonably require; and 


2) to have an autopsy performed in case of death where it is not forbidden by law. 
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Claim Payment:  When are benefit payments issued? 
When We determine that benefits are payable, We will pay the benefits due in accordance with the 
Claims to be Paid provision, but not more than 30 days after such Proof of Loss is received. 
 
 
Claims to be Paid:  To whom will benefits for my claim be paid? 
Life Insurance Benefits and benefits for Loss of life under the Accidental Death and Dismemberment 
Insurance Benefits will be paid in accordance with the life insurance beneficiary designation. 
 
If no beneficiary is named, or if no named beneficiary survives You, We may, at Our option, pay: 


1) the executors or administrators of Your estate; 
2) all to Your surviving Spouse; 
3) if Your Spouse does not survive You, in equal shares to Your surviving children; or 
4) if no child survives You, in equal shares to Your surviving parents. 


In addition, We may, at Our option, pay a portion of Your Life Insurance Benefit up to $500 to any person 
equitably entitled to payment because of expenses from Your burial.  Payment to any person, as shown 
above, will release Us from liability for the amount paid. 
 
If any beneficiary is a minor, We may pay his or her share, until a legal guardian of the minor’s estate is 
appointed, to a person who at Our option and in Our opinion is providing financial support and 
maintenance for the minor.  We will pay: 


1) $200 at Your death; and 
2) monthly installments of not more than $200. 


Payment to any person as shown above will release Us from all further liability for the amount paid. 
 
We will make any payments, other than for Loss of life, to You.  We may make any such payments owed 
at Your death to Your estate.  If any payment is owed to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent; 


then We may pay up to $1,000 to a person who is related to You and who, at Our sole discretion, is 
entitled to it.  Any such payment shall fulfill Our responsibility for the amount paid. 
 
 
Beneficiary Designation:  How do I designate or change my beneficiary? 
You may designate or change a beneficiary by doing so in writing on a form satisfactory to Us and filing 
the form with the Employer.  Only satisfactory forms sent to the Employer prior to Your death will be 
accepted. 
 
Beneficiary designations will become effective as of the date You signed and dated the form, even if You 
have since died.  We will not be liable for any amounts paid before receiving notice of a beneficiary 
change from the Employer. 
 
In no event may a beneficiary be changed by a power of attorney. 
 
 
Claim Denial:  What notification will my beneficiary or I receive if a claim is denied? 
If a claim for benefits is wholly or partly denied, You or Your beneficiary will be furnished with written 
notification of the decision.  This written notification will: 


1) give the specific reason(s) for the denial; 
2) make specific reference to the provisions upon which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an 


explanation of why it is necessary; and 
4) provide an explanation of the review procedure. 
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Claim Appeal:  What recourse will my beneficiary or I have if a claim is denied? 
On any claim, the claimant or his or her representative may appeal to Us for a full and fair review.  To do 
so, he or she: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of 


disability; or 
b) 60 days of receipt of claim denial if the claim does not require Us to make a 


determination of disability; and 
2) may request copies of all documents, records and other information relevant to the claim; and 
3) may submit written comments, documents, records and other information relating to the claim. 


 
We will respond in writing with Our final decision on the claim. 
 
 
Policy Interpretation:  Who interprets policy terms and conditions? 
We have full discretion and authority to determine eligibility for benefits and to construe and interpret all 
terms and provisions of The Policy.  This provision applies where the interpretation of The Policy is 
governed by the Employee Retirement Income Security Act of 1974, as amended (ERISA). 
 
 
Incontestability:  When can The Policy be contested? 
Except for non-payment of premiums, the Life Insurance Benefit of The Policy cannot be contested after 
two years from the Policy Effective Date.  This provision does not apply to the Accidental Death and 
Dismemberment Insurance Benefits. 
 
In the absence of Fraud, no statement made by You relating to Your insurability will be used to contest 
the insurance for which the statement was made after the insurance has been in force for two years 
during Your lifetime.  In order to be used, the statement must be in writing and signed by You. 
 
 
Assignment:  Are there any rights of assignment? 
Except for the dismemberment benefits under the Accidental Death and Dismemberment Insurance 
Benefit, You have the right to absolutely assign all of Your rights and interest under The Policy including, 
but not limited to, the following: 


1) the right to make any contributions required to keep the insurance in force; 
2) the right to convert; and 
3) the right to name and change a beneficiary. 


 
We will recognize any absolute assignment made by You under The Policy, provided: 


1) it is duly executed; and 
2) a copy is acknowledged and on file with Us. 


 
We and the Policyholder assume no responsibility: 


1) for the validity or effect of any assignment; or 
2) to provide any assignee with notices which We may be obligated to provide to You. 


 
You do not have the right to collaterally assign Your rights and interest under The Policy. 
 
 
Legal Actions:  When can legal action be taken? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date written Proof of Loss is furnished; or 
2) three years after the date Proof of Loss is required to be furnished according to the terms of 


The Policy. 
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Workers' Compensation:  How does The Policy affect Workers' Compensation coverage? 
The Policy does not replace Workers' Compensation or affect any requirement for Workers' 
Compensation coverage. 
 
 
Insurance Fraud:  How does The Company deal with fraud? 
Insurance fraud occurs when You, Your dependent and/or Your Employer provide Us with false 
information or file a claim for benefits that contains any false, incomplete or misleading information with 
the intent to injure, defraud or deceive Us.  It is a crime if You, Your dependent and/or Your Employer 
commit insurance fraud.  We will use all means available to Us to detect, investigate, deter and 
prosecute those who commit insurance fraud.  We will pursue all available legal remedies if You, Your 
dependent and/or Your Employer perpetrate insurance fraud. 
 
 
Misstatements:  What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) the premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in 


force. 
 








 


 


 
 
Symetra Life Insurance Company Telephone:  1-800-SYMETRA or 1-800-796-3872 
777 108th Avenue NE, Suite 1200 
Bellevue, WA 98004-5135 
 
 
 
 


Important information regarding your Certificate of Insurance: 
 
 
 
This Certificate evidencing your insurance coverage is made available to you by your 
group insurance policyholder. 
 
Symetra Life Insurance Company is only responsible for the accuracy of the Certificate 
which Symetra provides to the policyholder.  The policyholder is solely responsible for 
the accuracy of the information contained herein. 
 
From time to time your Certificate may be modified by Symetra, and an updated 
electronic Certificate will be made available to you by the policyholder.  You are advised 
to periodically review your Certificate to ensure that you have the most current version. 
 
You have the right to request a paper copy of your current Certificate at any time.  If you 
wish to receive a paper copy of your Certificate you may obtain one by contacting the 
policyholder. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 
Bellevue, Washington 98004-5135 


(An insurance company) 
 


Certificate Rider 
 
 
Rider Number: 16 
Policyholder: Saltchuk Resources, Inc. 
Policy Number: 01 016857 00 
 
The Rider(s) form a part of the Certificate of Insurance given in connection with The Policy.  The Rider(s) 
do not vary, waive, alter or extend any of the terms, conditions or provisions of the Certificate of 
Insurance, except as stated herein. 
 
 
Certificate of Insurance Effective Date of Change Applicable to 
 
LGC 13500/WA-CERT 08/06 March 1, 2022 Class 8 
 
Certificate Change(s) 
 
The following is amended: 
Schedule of Insurance - Eligibility Waiting Period for Coverage 
 
Certificate Page(s) Changed 
 
LGC 13500/WA-SCH 08/06; Schedule of Insurance 
 
 
 
 
 
 
 
 
 
 
 
 
The provisions found in the certificate will control the benefit plan, period of coverage, exclusions, claims 
and other general policy provisions pertaining to state insurance law requirements. 
 
In all other respects, the certificate remains the same. 
 







 


LG-12128 10/11 


 
Saltchuk Resources, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Group Life Insurance Benefits 
Summary Plan Description 


 
 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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PLEASE READ THIS IMPORTANT NOTICE 
The Employee Retirement Income Security Act of 1974 (ERISA) requires that the Plan Sponsor provide a 
Summary Plan Description to Plan Participants.  
 
This document, together with the attached Certificate of Insurance (“Certificate”) issued by Symetra Life 
Insurance Company (“Symetra”), is your Summary Plan Description.  It provides you an overview of the Plan 
and addresses certain information that may not be included in the attached Certificate.  
 
This document is not intended to give a Plan Participant any substantive rights to benefits that are not already 
provided by the attached Certificate.  If the terms of this summary document conflict with the terms of the 
insurance contract, then the terms of the insurance contract will control, unless superseded by applicable law.


Plan Name 
Group Short Term Disability, Long Term Disability, 
and Life Plan for Employees of Saltchuk 
Resources, Inc. 
 
Plan Effective Date 
January 1, 2016 
 
Employer 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Plan Sponsor, EIN and Number 
Saltchuk Resources, Inc. 
Plan EIN:  91-1186367 
Plan Number:  507 
 
Type of Plan Administration 
Insurer and Plan Administrator 
 
Plan Administrator 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
Telephone Number:  (206) 652-1111 


Plan Year 
December 31 
 
Type of Plan 
Fully Insured Group Term Life Plan 
 
Policy Number 
01 016857 00 
 
Insurance Company and Contact Information 
Symetra Life Insurance Company 
P. O. Box 2993 
Hartford, CT 06104-2993 
Toll Free Number: 1-800-943-2107 
Fax Number: 1-860-392-3672 
 
Claims Administrator 
Claims administration for life insurance benefits under 
your Plan is provided by Symetra Life Insurance 
Company (Symetra) according to the terms of a Group 
Life Insurance policy. The Plan Administrator has 
delegated to Symetra the responsibility to interpret the 
terms of the Plan and as they apply to the attached 
Certificate. 


Agent for Service of Legal Process for the Plan 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Service of legal process may also be made on the Plan Administrator or a Plan Trustee, if any. 
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Please refer to the attached Certificate for detailed information about your coverage, including: 
 


• Eligibility and Participation 
Requirements  


• Enrollment Requirements 
• Description of Benefits  


• Definitions  
• Termination Provisions 
• Continuation of Coverage 
• Effective date of coverage 


• Benefit Reduction, Exclusions and 
Limitations 


• Contributions to the Plan for 
Coverage 


Claims Procedures 
 
Benefit Claim 
Symetra is responsible for evaluating all benefit claims under the Plan. Symetra will decide your claim in 
accordance with its reasonable claims procedures, as required by ERISA and other applicable law. 
 
See the attached Certificate of Insurance issued by Symetra for information about how to file a claim and for 
details regarding the Symetra's claims procedures. 
 
Appealing Denied Claim 
If your claim is denied (that is, not paid in part or in full), you will be notified and you may appeal to Symetra for 
a review of the denied claim. Symetra will decide your appeal in accordance with its reasonable claims 
procedures, as required by ERISA and other applicable law. 
 
Important Appeal Deadlines 
If you do not appeal on time, you will lose your right to file suit in a state or federal court, as you will not have 
exhausted your internal administrative appeal rights (which generally is a condition for bringing suit in court). 
See the attached Certificate of Insurance for information about how to appeal a denied claim, and for details 
regarding Symetra’s appeals procedures. 
 


Statement of ERISA Rights 
 
Your Rights 
As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement 
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, 
all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 
5500 Series), 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. 
 
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) and updated summary 
plan description (SPD). The Plan Administrator may make a reasonable charge for the copies. 
 
Receive a summary of the Plan's annual Form 5500, if any is required by ERISA to be prepared, in which case 
the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
In addition for creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 
for the employee welfare benefit plan. The people who operate your plan, called “fiduciaries,” have a duty to do 
so prudently in the interest of you and other plan participants and beneficiaries. No one, including your employer 
or any other person, may fire you or otherwise discriminate against you from obtaining a welfare benefit or 
exercising your rights under ERISA. 
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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 that you can take to enforce the above rights. For instance, 
if you request a copy of Plan documents or the latest annual report (Form 5500), if any, from the Plan and do 
not receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the 
Plan Administrator, to provide the materials and pay you up to $110 per 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, and if you have exhausted the claims procedures 
available to you under the Plan, you may file suit in a state or federal court. 
 
If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting 
your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. 
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the 
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, for example, if it finds your claim is frivolous. 
 
Assistance With Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions 
about this statement or about your rights under ERISA or if you need assistance in obtaining documents from 
the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, 
U.S. Department of Labor (listed in your telephone directory), or contact 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. 
 


Your Certificate of Insurance, issued by Symetra Life Insurance Company, is attached. 
 


This Certificate is furnished to you automatically without charge. 
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Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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CERTIFICATE OF INSURANCE 
 


Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 
Bellevue, Washington 98004-5135 


(An insurance company) 
 
Policyholder: Saltchuk Resources, Inc. 
Policy Number: 01 016857 00 
Policy Effective Date: January 1, 2016 
Policy Anniversary Date: January first of each year beginning in 2017 
 
We have issued The Policy to the Policyholder.  Our name, the Policyholder's name and the Policy 
Number are shown above.  The provisions of The Policy, which are important to You, are summarized in 
this certificate consisting of this form and any additional forms which have been made a part of this 
certificate.  This certificate replaces any other certificate We may have given to You earlier under The 
Policy.  The Policy alone is the only contract under which payment will be made.  Any difference between 
The Policy and this certificate will be settled according to the provisions of The Policy on file with Us.  The 
Policy may be inspected at the office of the Policyholder. 
 
This certificate provides Life and Accidental Death and Dismemberment coverage.  It also provides 
accelerated benefits that may be taxable.  Assistance should be sought from a personal tax advisor. 
 


Signed for The Company 
 


   
 Jacqueline M. Veneziani, Secretary Margaret Meister, President 
 
 


 
IF YOU RECEIVE PAYMENT OF ACCELERATED BENEFITS UNDER THIS CERTIFICATE, YOU MAY 
LOSE YOUR RIGHT TO RECEIVE CERTAIN PUBLIC FUNDS SUCH AS MEDICARE, MEDICAID, 
SOCIAL SECURITY, SUPPLEMENTAL SECURITY, SUPPLEMENTAL SECURITY INCOME AND 
POSSIBLY OTHERS. 
ANY BENEFITS RECEIVED UNDER THIS BENEFIT MAY BE TAXABLE.  YOU SHOULD CONSULT A 
PERSONAL TAX ADVISOR FOR FURTHER INFORMATION. 
 
ANY BENEFITS RECEIVED UNDER THE ACCELERATED BENEFIT PROVISION ARE INTENDED TO 
QUALIFY UNDER SECTION 101(g) (26 U.S.C. 101(g)) OF THE INTERNAL REVENUE CODE OF 1986 
AS AMENDED BY PUBLIC LAW 104-191. 
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THE ACCELERATED DEATH BENEFIT PROVISION DOES NOT APPLY TO ANY ACCIDENTAL 
DEATH AND DISMEMBERMENT COVERAGE, AND NO PAYMENT OF AN ACCELERATED DEATH 
BENEFIT WILL REDUCE OR OTHERWISE AFFECT THE AMOUNT OF BENEFITS AVAILABLE TO 
YOU UNDER ANY APPLICABLE ACCIDENTAL DEATH AND DISMEMBERMENT. 
 


A note on capitalization in this certificate: 
Capitalization of a term, not normally capitalized according to the rules of standard punctuation, indicates 
a word or phrase that is a defined term in The Policy or refers to a specific provision contained herein. 
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The benefits described herein are those in effect as of:  March 1, 2022 
 
Cost of Coverage: 
Non-Contributory Coverage: 
Basic Life Insurance  
Basic Accidental Death and Dismemberment Insurance 
 
 
Eligible Class(es) for Coverage:  All full-time Active Employees working a minimum of 65 hours each 
month who are citizens or legal residents of the United States and Puerto Rico, excluding temporary, 
leased or seasonal Employees. 
 
Class 8 All Full-Time Northern Air Cargo Flight Crew as covered under the Joint Collective Bargaining 


Agreement 
 
 
Eligibility Waiting Period for Coverage: 
If You are Actively at Work for the Employer on or after the Policy Effective Date but before October 1, 
2020: The first of the month coincident with or next following 30 days of continuous employment. 
 
If You start working for the Employer on or after October 1, 2020: The first of the month coincident with or 
next following the date of employment. 
 
The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a full-time 
Active Employee with the Employer under the Prior Policy. 
 
The Eligibility Waiting Period for Coverage will be reduced by the period of time You were a full-time 
Active Employee with the Employer under any of the following Symetra policies: 01 016857 01, 01 
016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no termination in coverage. 
 
 


Life Insurance Benefit 
 
Benefit Amounts are rounded to the next higher $1,000, if not already a multiple thereof. 
 
Employee 


 
Basic 


Benefit 
Amount 


Benefit Maximum 
Amount 


Guaranteed Issue 
Amount 


Class 8 1 x Earnings $250,000 $250,000 
 
 


Accidental Death and Dismemberment Insurance Benefit (AD&D) 
 
Principal Sums are rounded to the next higher $1,000, if not already a multiple thereof. 
 
Employee 


Basic 
 


Principal Sum 
Principal Maximum 


Sum 
Class 8 1 x Earnings $250,000 
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Additional Accidental Death and Dismemberment Insurance Benefits 
 
Seat Belt and Air Bag Coverage 
Seat Belt Benefit Amount: 10% of Basic AD&D Principal Sum 
Seat Belt Maximum Amount: $10,000 
Seat Belt Minimum Amount: $1,000 
 
Air Bag Benefit Amount: 5% of Basic AD&D Principal Sum 
Air Bag Maximum Amount: $5,000 
 
Repatriation Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
Child Education Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Day Care Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Rehabilitation Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
Spouse Education Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
Minimum Amount: $2,500 
 
Adaptive Home and Vehicle Benefit 
Benefit Amount: 5% of Basic AD&D Principal Sum 
Maximum Amount: $5,000 
 
 


Reduction in Amount of Life Insurance 
We will reduce the amount of Life Insurance for You by any amount: 


1) of individual Life Insurance issued in accordance with the Conversion Right; or 
2) of Life Insurance in force, paid or payable under the Prior Policy. 


 
 


Reduction in Coverage Due to Age 
We will reduce the Life Insurance Benefit and Principal Sum for You by the percentage indicated in the 
table below.  This reduction will be effective on the Policy Anniversary Date following the date You attain 
the age shown below.  These reductions also apply if: 


1) You become covered under The Policy; or 
2) Your coverage increases; 


on or after the date You attain age 65. 
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Percentage by which the original amount of coverage will be reduced: 
 


Your Age  Your % Reduction 
65  35% 
70  55% 
75  75% 


 
The reduced amount of coverage will be rounded to the next higher multiple of $500, if not already a 
multiple of $500 and an appropriate adjustment in premium will be made. 
 
 


Noninsurance Benefits 
From time to time We may offer or provide to You noninsurance benefits and services.  In addition, We 
may arrange for third party service providers to give access to You to discounted goods and services.  
While We have arranged for this access, the third party service providers are liable to You for the 
provision of such goods and/or services.  We are not responsible for the provision of such goods and/or 
services nor are we liable for the failure of the provision of the same.  Further, Symetra is not liable to You 
for the negligent provision of such goods and/or services by third party service providers. 
 
 


For Certificateholders Residing Outside of the United States 
This Certificate of Insurance (“Certificate”) is issued under a Policy purchased by the Policyholder from 
Symetra Life Insurance Company (“Symetra”).  The Policy and this Certificate have been issued as part of 
Symetra’s business in the United States.  Symetra is not regulated in any country other than the United 
States.  This Certificate may include certain rights or benefits, such as Conversion Rights, Portability 
Rights or Waiver of Premium, which are not available to non-U.S. residents.  Any disputes under the 
Policy or Certificate are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions 
of the Policy and Certificate. 
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Active Employee 
means an employee who works for the Employer on a regular basis in the usual course of the Employer's 
business.  This must be at least the number of hours shown in the Schedule of Insurance. 
 
 
Actively at Work 
means at work with Your Employer on a day that is one of Your Employer's scheduled workdays.  On that 
day, You must be performing for wage or profit all of the regular duties of Your job: 


1) in the usual way; and 
2) for Your usual number of hours. 


 
We will also consider You to be Actively At Work on any regularly scheduled vacation day or holiday, only 
if You were Actively At Work on the preceding scheduled work day. 
 
 
Common Carrier 
means a conveyance operated by a concern, other than the Policyholder, organized and licensed for the 
transportation of passengers for hire and operated by that concern. 
 
Common Carrier will not mean any such conveyance which is hired or used for a sport, gamesmanship, 
contest, sightseeing, observatory and/or recreational activity, regardless of whether such conveyance is 
licensed. 
 
 
Earnings 
means Your regular annual rate of pay, not counting commissions, bonuses, tips and tokens, overtime 
pay or any other fringe benefits or extra compensation, in effect on the most recent date immediately prior 
to the date of Loss. 
 
 
Employer 
means the Policyholder. 
 
 
Guaranteed Issue Amount 
means the amount of Life Insurance for which We do not require Evidence of Insurability.  The 
Guaranteed Issue Amount is shown in the Schedule of Insurance.  
 
 
Injury 
means bodily Injury resulting: 


1) directly from an accident; and 
2) independently of all other causes; 


which occurs while You are covered under The Policy. 
 
Loss resulting from: 


1) sickness or disease, except a pus-forming infection which occurs through an accidental wound; 
or 


2) medical or surgical treatment of a sickness or disease; 
is not considered as resulting from Injury. 
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Motor Vehicle 
means a self-propelled, four or more wheeled: 


1) private passenger:  car, station wagon, van or sport utility vehicle; 
2) motor home or camper; or 
3) pick-up truck; 


not being used as a Common Carrier. 
 
A Motor Vehicle does not include farm equipment, snowmobiles, all-terrain vehicles, lawnmowers or any 
other type of equipment vehicles. 
 
 
Non-Contributory Coverage 
means coverage for which You are not required to contribute toward the cost.  Non-Contributory 
Coverage is shown in the Schedule of Insurance. 
 
 
Normal Retirement Age 
means the Social Security Normal Retirement Age under the most recent amendments to the United 
States Social Security Act.  It is determined by Your date of birth, as follows: 
 Year of Birth Normal Retirement Age Year of Birth Normal Retirement Age 
 1937 or before 65 1955 66 + 2 months 
 1938 65 + 2 months 1956 66 + 4 months 
 1939 65 + 4 months 1957 66 + 6 months 
 1940 65 + 6 months 1958 66 + 8 months 
 1941 65 + 8 months 1959 66 + 10 months 
 1942 65 + 10 months 1960 or after 67 
 1943 through 1954 66 
 
 
On 
means, when used with reference to any conveyance (land, water or air), in or On, boarding or alighting 
from the conveyance. 
 
 
Participating Entity 
means an Employer who is a participant in accordance with the provisions of The Policy.  
 
 
Physician 
means a legally qualified Physician or surgeon other than a Physician or surgeon who is Related to You 
by blood or marriage. 
 
 
Prior Policy 
means, if applicable, the group life insurance policy carried by the Employer on the day before the Policy 
Effective Date. 
 
 
Related 
means Your Spouse or other adult living with You, sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter or grandchild. 
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Spouse 
means Your Spouse or civil union partner who is not legally separated or divorced from You.  Spouse will 
include Your domestic partner, provided You have executed a domestic partner affidavit satisfactory to 
Us, establishing that You and Your partner are domestic partners for purposes of The Policy.  You will 
continue to be considered domestic partners provided You continue to meet the requirements described 
in the domestic partner affidavit. 
 
 
The Policy 
means The Policy which We issued to the Policyholder under the Policy Number shown on the face page. 
 
 
We, Us or Our 
means the insurance company named on the face page of The Policy. 
 
 
You or Your 
means the person to whom this certificate is issued. 
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Eligible Persons:  Who is eligible for coverage? 
All persons in the class or classes shown in the Schedule of Insurance will be considered Eligible 
Persons. 
 
 
Eligibility for Coverage:  When will I become eligible? 
You will become eligible for coverage on the latest of: 


1) the Policy Effective Date; 
2) the date on which You complete the Eligibility Waiting Period for Coverage; or 
3) the date You become a member of an Eligible Class. 


 
 
Enrollment:  How do I enroll for coverage? 
Your Employer will automatically enroll You.  However, You will need to complete a beneficiary 
designation form. 
 
If You do not enroll within 31 days after becoming eligible under The Policy, or if You were eligible to 
enroll under the Prior Policy and did not do so, and later choose to enroll, You may only enroll: 


1) during an Annual Enrollment Period if designated by the Policyholder; or 
2) within 31 days of the date You have a Change in Family Status. 


 
Any enrollment may be subject to the Evidence of Insurability Requirements provision. 
 
 
Evidence of Insurability Requirements:  When will I first be required to provide Evidence of Insurability? 
We require Evidence of Insurability, satisfactory to Us, for initial coverage, if You: 


1) enroll more than 31 days after the date You are first eligible to enroll, including electing initial 
coverage after a Change in Family Status; or 


2) were eligible for any coverage under the Prior Policy, but did not enroll and later choose to 
enroll for that coverage under The Policy. 


 
If Your Evidence of Insurability is not satisfactory to Us: 


1) Your amount of Life Insurance will equal the amount for which You were eligible without 
providing Evidence of Insurability, provided You enrolled within 31 days of the date You were 
first eligible to enroll; or 


2) You will not be covered under The Policy if You enrolled more than 31 days after the date You 
were first eligible to enroll. 


 
 
Evidence of Insurability:  What is Evidence of Insurability? 
Evidence of Insurability must be satisfactory to Us and may include, but will not be limited to: 


1) a completed and signed application approved by Us; 
2) a medical examination; 
3) attending Physicians’ statement; and 
4) any additional information We may require. 


 
All Evidence of Insurability will be furnished at Your expense.  We will then determine if You are insurable 
for initial coverage or an increase in coverage under The Policy. 
 
You will be notified in writing of Our determination of any Evidence of Insurability submission. 
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Change in Family Status:  What constitutes a Change in Family Status? 
A Change in Family Status occurs when: 


1) You get married or You execute a domestic partner affidavit; 
2) You and Your Spouse divorce or terminate a domestic partnership; 
3) Your child is born or You adopt or become the legal guardian of a child; 
4) Your Spouse or domestic partner dies; 
5) Your child is no longer financially dependent on You or dies; 
6) Your Spouse or domestic partner is no longer employed, which results in a loss of group 


insurance; or 
7) You have a change in classification from part-time to full-time or from full-time to part-time. 
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Effective Date:  When does my coverage start? 
Coverage, for which Evidence of Insurability is not required, will start on the date You become eligible. 
 
Any coverage, for which Evidence of Insurability is required, will become effective on the later of: 


1) the date You become eligible; or 
2) the date We approve Your Evidence of Insurability. 


 
However, all Effective Dates of coverage are subject to the Deferred Effective Date provision. 
 
 
Deferred Effective Date:  When will my effective date for coverage or a change in my coverage be 
deferred? 
If, on the date You are to become covered: 


1) under The Policy; 
2) for increased benefits; or 
3) for a new benefit; 


You are not Actively at Work due to a physical or mental condition such coverage will not start until the 
date You are Actively at Work. 
 
 
Continuity from a Prior Policy:  Is there continuity of coverage from a Prior Policy?  
Your initial coverage under The Policy will begin, and will not be deferred if, on the day before the Policy 
Effective Date, You were insured under the Prior Policy, but on the Policy Effective Date You were not 
Actively at Work and would otherwise meet the Eligibility requirements of The Policy.  However, Your 
amount of Insurance will be the lesser of the amount of Life Insurance and Accidental Death and 
Dismemberment Principal Sum: 


1) You had under the Prior Policy; or 
2) shown in the Schedule of Insurance; 


reduced by any coverage amount: 
1) that is in force, paid or payable under the Prior Policy; or 
2) that would have been so payable under the Prior Policy had timely election been made. 


 
Such amount of insurance under this provision is subject to any reductions in The Policy and will not 
increase. 
 
Coverage provided through this provision ends on the first to occur of: 


1) the last day of a period of 12 consecutive months after the Policy Effective Date; 
2) the date Your insurance terminates for any reason shown under the Termination provision; 
3) the last day You would have been covered under the Prior Policy, had the Prior Policy not 


terminated; or 
4) the date You are Actively at Work. 


However, if the coverage provided through this provision ends because You are Actively at Work, You 
may be covered as an Active Employee under The Policy. 
 
 
Effective Date for Changes in Coverage:  When will changes in coverage become effective? 
Any decrease in coverage will take effect on the date of the change. 
 
Any increase in coverage will take effect on the latest of: 


1) the Policy Anniversary Date following the date of the change; 
2) the date requirements of the Deferred Effective Date provision are met; or 
3) the date Evidence of Insurability is approved, if required. 
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Increase in Amount of Life Insurance:  If my amount of Life Insurance increases because my Earnings 
increase, must I provide Evidence of Insurability? 
If Your amount of Insurance is based on a multiple of Your Earnings, You must provide Evidence of 
Insurability if Your Earnings increase such that Your amount of Insurance is greater than the Guaranteed 
Issue Amount. 
 
Additionally, once approved, We require Evidence of Insurability again if Your amount of Insurance: 


1) is greater than the Guaranteed Issue Amount; and  
2) would increase solely because Your Earnings increased more than $25,000: 


a) during the last 12 consecutive month period; or 
b) since Your Evidence of Insurability was last approved; 
whichever occurs most recently. 


However, if: 
1) You do not submit Evidence of Insurability; or 
2) Your Evidence of Insurability is not satisfactory to Us; 


Your amount of Life Insurance: 
1) will increase, but only up to the amount for which You were eligible without having to provide 


Evidence of Insurability; and 
2) will not increase again, or beyond that amount, until Your Evidence of Insurability is approved. 


 
 
Termination:  When will my coverage end? 
Your coverage will end on the earliest of the following: 


1) the date The Policy terminates; 
2) the date You are no longer in a class eligible for coverage, or the class is cancelled; 
3) the date the required premium is due but not paid; 
4) the date You or Your Employer terminates Your employment; 
5) the date Your Employer ceases to be a Participating Entity; or 
6) the date You are no longer Actively at Work;  


unless continued in accordance with one of the Continuation Provisions. 
 
 
Reinstatement:  Can my coverage be reinstated after it ends? 
If: 


1) Your coverage ends because You are no longer employed by the Employer or no longer in an 
eligible class; and 


2) You are rehired or return to an eligible class within 12 months of the date Your coverage ended; 
then coverage for You may be reinstated, provided You request such reinstatement within 31 days of the 
date You return to work or to an eligible class. 
 
The reinstated coverage will: 


1) be the same coverage amounts in force on the date coverage ended; 
2) not be subject to any Eligibility Waiting Period for Coverage or Evidence of Insurability; and 
3) be subject to all the terms and provisions of The Policy. 


 
We will not reinstate any amount of coverage which You converted in accordance with the Conversion Right 
unless You cancel such coverage. 
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Continuation Provisions:  Can my coverage be continued beyond the date it would otherwise 
terminate?  
Coverage under The Policy may be continued, at Your Employer's option, beyond a date shown in the 
Termination provision, provided Your Employer provides a plan of continuation which applies to all 
employees the same way.  Coverage may not be continued under more than one Continuation Provision. 
The amount of continued coverage applicable to You will be the amount of coverage in effect on the date 
immediately before coverage would otherwise have ended.  Continued coverage: 


1) is subject to any reductions in The Policy; 
2) is subject to payment of premium; 
3) may be continued up to the maximum time shown in the provisions; and 
4) terminates if; 


a) The Policy terminates; or 
b) Your Employer ceases to be a Participating Entity. 


In no event will the amount of insurance increase while coverage is continued in accordance with the 
following provisions. 
 
In all other respects, the terms of Your coverage remain unchanged. 
 
Leave of Absence:  If You are on a documented leave of absence, other than Family and Medical Leave 
or Military Leave of Absence, all of Your coverage may be continued until the last day of the month 
following the month in which the leave of absence commenced.  If the leave terminates prior to the 
agreed upon date, this continuation will cease immediately. 
 
Layoff:  If You are temporarily laid off by the Employer due to lack of work, all of Your coverage may be 
continued until the last day of the month following the month in which the layoff commenced.  If the layoff 
becomes permanent, this continuation will cease immediately. 
 
Status Change:  If You are: 


1) employed by the Policyholder; and 
2) no longer in an Eligible Class due to a reduction in the number of scheduled hours You work; 


Your coverage may be continued until the last day of the third consecutive month after the date Your 
scheduled hours were reduced. 
 
Sickness or Injury:  If You are not Actively at Work due to sickness or Injury, all of Your coverage may be 
continued: 


1) for a period of 12 consecutive months from the date You were last Actively at Work; or 
2) if such absence results in a leave of absence in accordance with state and/or federal family 


and medical leave laws, then the combined continuation period will not exceed 12 consecutive 
months. 


 
Family and Medical Leave:  If You are granted a leave of absence, in writing, according to the Family and 
Medical Leave Act of 1993, or other applicable state or local law, Your coverage  may be continued for 
up to 12 weeks, or longer if required by other applicable law, following the date Your leave commenced.  
If the leave of absence ends prior to the agreed upon date, this continuation will cease immediately. 
 
 
Waiver of Premium:  Does coverage continue if I am Disabled? 
Waiver of Premium is a provision which allows You to continue Your Life Insurance coverage without 
paying premium, while You are Disabled and qualify for Waiver of Premium. 
 
If You qualify for Waiver of Premium, the amount of continued coverage: 


1) will be the amount in force on the date You cease to be an Active Employee; 
2) will be subject to any reductions provided by The Policy; and 
3) will not increase. 
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Eligible Coverages:  What coverages are eligible under this provision? 
This provision applies only to Your Basic Life Insurance. 
 
 
Disabled:  What does Disabled mean? 
Disabled means You are prevented by Injury or sickness from doing any work for which You are, or could 
become, qualified by: 


1) education; 
2) training; or 
3) experience. 


In addition, You will be considered Disabled if You have been diagnosed with a life expectancy of 24 
months or less. 
 
 
Conditions for Qualification:  What conditions must I satisfy before I qualify for this provision? 
To qualify for Waiver of Premium You must: 


1) be covered under The Policy and be under age 60 when You become Disabled; 
2) be Disabled and provide Proof of Loss that You have been Disabled for nine consecutive 


months, starting on the date You were last Actively at Work; and 
3) provide such proof within one year of Your last day of work as an Active Employee. 


 
In any event, You must have been Actively at Work under The Policy to qualify for Waiver of Premium. 
 
 
When Premiums are Waived:  When will premiums be waived? 
If We approve Waiver of Premium, We will notify You of the date We will begin to waive premium.  In any 
case, We will not waive premiums for the first nine months You are Disabled.  We have the right to: 


1) require Proof of Loss that You are Disabled; and 
2) have You examined at reasonable intervals during the first two years after receiving initial Proof 


of Loss, but not more than once a year after that. 
If You fail to submit any required Proof of Loss or refuse to be examined as required by Us, then Waiver 
of Premium ceases. 
 
However, if We deny Waiver of Premium, You may be eligible to convert coverage in accordance with the 
Conversion Right. 
 
If You cease to be Disabled and return to work for a total of five days or less during the first nine months 
that You are Disabled, the nine month waiting period will not be interrupted.  Except for the five days or 
less that You worked, You must be Disabled by the same condition for the total nine month period.  If 
You return to work for more than five days, You must satisfy a new waiting period. 
 
 
Benefit Payable before Approval of Waiver of Premium:  What if I die before I qualify for Waiver of 
Premium? 
If You die within one year of Your last day of work as an Active Employee, but before You qualify for 
Waiver of Premium, We will pay the amount of Life Insurance which is in force for You provided: 


1) You were continuously Disabled; 
2) the disability lasted or would have lasted nine months or more; and 
3) premiums had been paid for coverage. 


 
 
Waiver Ceases:  When will Waiver of Premium cease? 
We will waive premium payments and continue Your coverage, while You remain Disabled, until the date 
You attain Normal Retirement Age if Disabled prior to age 60. 
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What happens when Waiver of Premium ceases? 
When the Waiver of Premium ceases: 


1) if You return to work in an Eligible Class, as an Active Employee, then You may again be 
eligible for coverage as long as premiums are paid when due; or 


2) if You do not return to work in an Eligible Class, coverage will end and You may be eligible to 
exercise the Conversion Right if You do so within the time limits described in such provision.  
The amount of Life Insurance that may be converted will be subject to the terms and conditions 
of the Conversion Right. 


 
 
Effect of Policy Termination:  What happens to the Waiver of Premium if The Policy terminates? 
If The Policy terminates or an Employer ceases to be a Participating Entity before You qualify for Waiver 
of Premium: 


1) You may be eligible to exercise the Conversion Right, provided You do so within the time limits 
described in such provision; and 


2) You may still be approved for Waiver of Premium if You qualify. 
 
If The Policy terminates or an Employer ceases to be a Participating Entity after You qualify for Waiver of 
Premium, Your coverage under the terms of this provision will not be affected. 
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Life Insurance Benefit:  When is the Life Insurance Benefit payable? 
If You die while covered under The Policy, We will pay Your Life Insurance Benefit after We receive Proof 
of Loss, in accordance with the Proof of Loss provision. 
 
The Life Insurance Benefit will be paid according to the General Provisions of The Policy. 
 
 
Accelerated Benefit:  What is the benefit? 
In the event that You are diagnosed as Terminally Ill, and You request in writing that a portion of Your 
amount of Life Insurance be paid as an Accelerated Benefit while You are: 


1) covered under The Policy for an amount of Life Insurance of at least $10,000; and 
2) under age 60; 


We will pay the Accelerated Benefit Amount as shown below, provided: 
1) You request in writing that a portion of Your amount of Life Insurance be paid as an 


Accelerated Benefit; and 
2) We receive proof of such Terminal Illness. 


 
The amount of Life Insurance payable upon Your death will be reduced by any Accelerated Benefit 
Amount paid under this benefit. 
 
You may request a minimum Accelerated Benefit Amount of $3,000, and a maximum of $200,000.  
However, in no event will the Accelerated Benefit Amount exceed 80% of Your amount of Life Insurance.  
This option may be exercised only once for You. 
 
For example, if You are covered for a Life Insurance Benefit Amount under The Policy of $10,000 and are 
Terminally Ill, You can request any portion of the amount of Life Insurance Benefits from $3,000 to $8,000 
to be paid now instead of to Your beneficiary upon death.  However, if You decide to request only $3,000 
now, You cannot request the additional $5,000 in the future. 
 
A person who submits proof satisfactory to Us of his or her Terminal Illness will also meet the definition of 
Disabled for Waiver of Premium. 
 
IF YOU RECEIVE PAYMENT OF ACCELERATED BENEFITS UNDER THIS CERTIFICATE, YOU MAY 
LOSE YOUR RIGHT TO RECEIVE CERTAIN PUBLIC FUNDS SUCH AS MEDICARE, MEDICAID, 
SOCIAL SECURITY, SUPPLEMENTAL SECURITY, SUPPLEMENTAL SECURITY INCOME AND 
POSSIBLY OTHERS. 
 
ANY BENEFITS RECEIVED UNDER THIS BENEFIT MAY BE TAXABLE.  YOU SHOULD CONSULT A 
PERSONAL TAX ADVISOR FOR FURTHER INFORMATION. 
 
ANY BENEFITS RECEIVED UNDER THE ACCELERATED BENEFIT PROVISION ARE INTENDED TO 
QUALIFY UNDER SECTION 101(g) (26 U.S.C. 101(g)) OF THE INTERNAL REVENUE CODE OF 1986 
AS AMENDED BY PUBLIC LAW 104-191. 
 
THE ACCELERATED DEATH BENEFIT PROVISION DOES NOT APPLY TO ANY ACCIDENTAL 
DEATH AND DISMEMBERMENT COVERAGE, AND NO PAYMENT OF AN ACCELERATED DEATH 
BENEFIT WILL REDUCE OR OTHERWISE AFFECT THE AMOUNT OF BENEFITS AVAILABLE TO 
YOU UNDER ANY APPLICABLE ACCIDENTAL DEATH AND DISMEMBERMENT. 
 
In the event: 


1) You are required by law to accelerate benefits to meet the claims of creditors; or 
2) if a government agency requires You to apply for benefits to qualify for a government benefit or 


entitlement; 
You will still be required to satisfy all the terms and conditions herein in order to receive an Accelerated 
Benefit. 
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If You have executed an assignment of rights and interest with respect to Your amount of Life Insurance, 
in order to receive the Accelerated Benefit, We must receive a release from the assignee before any 
benefits are payable. 
 
Terminal Illness or Terminally Ill means that an individual has a medical condition which a physician 
has certified is reasonably expected to result in death within 24 months or less after the date of 
certification. 
 
 
Proof of Terminal Illness and Examinations:  Must proof of Terminal Illness be submitted? 
We reserve the right to require satisfactory Proof of Terminal Illness on an ongoing basis.  Any diagnosis 
submitted must be provided by a Physician. 
 
If You do not submit proof of Terminal Illness satisfactory to Us, or if You refuse to be examined by a 
Physician, as We may require, then We will not pay an Accelerated Benefit. 
 
If Your attending physician, and a physician appointed by Us, disagree on whether You are Terminally Ill, 
Our physician’s opinion will not be binding upon You.  The two parties shall attempt to resolve the matter 
promptly and amicably.  In case the disagreement is not resolved, You have the right to mediation or 
binding arbitration conducted by a disinterested third party who has no ongoing relationship with either.  
Any such arbitration shall be conducted in accordance with the laws of the State of Washington.  As part 
of the final decision, the arbitrator or mediator shall award the costs of the arbitrator to one party or the 
other, or may divide the costs equally or otherwise. 
 
 
No Longer Terminally Ill:  What happens to my coverage if I am no longer Terminally Ill? 
If You are diagnosed by a Physician as no longer Terminally Ill and: 


1) are in an Eligible Class, coverage will remain in force, provided premium is paid; 
2) are not in an Eligible Class, but You continue to meet the definition of Disabled, coverage will 


remain in force, subject to the Waiver of Premium provision; or 
3) are not in an Eligible Class, but You do not continue to meet the definition of Disabled, 


coverage will end and You may be eligible to exercise the Conversion Right, if You do so within 
the time limits described in such provision. 


In any event, the amount of coverage will be reduced by the Accelerated Benefit paid. 
 
 
Conversion Right:  If coverage under The Policy ends, do I have a right to convert? 
If Life Insurance coverage or any portion of it under The Policy ends for any reason, You may have the 
right to convert the coverage that terminated to an individual conversion policy without providing Evidence 
of Insurability.  Conversion is not available for: 


1) the Accidental Death and Dismemberment Insurance Benefits; or 
2) any amount of Life Insurance for which You were not eligible and covered; 


under The Policy. 
 
If coverage under The Policy ends because: 


1) The Policy is terminated; 
2) coverage for an Eligible Class is terminated; or 
3) Your Employer is no longer a Participating Entity;  


then You must have been insured under The Policy for five years or more, in order to be eligible to 
convert coverage.  The amount which may be converted under these circumstances is limited to the 
lesser of: 


1) $10,000; or 
2) the Life Insurance Benefit under The Policy less any amount of Life Insurance for which You 


may become eligible under any group life insurance policy issued or reinstated within 31 days 
of termination of group life coverage. 


 







Benefits 
 


LGC 13500/WA-BEN 08/06 3  


If coverage under The Policy ends for any other reason, the full amount of coverage which ended may be 
converted. 
 
Insurer, as used in this provision, means Us or another insurance company which has agreed to issue 
conversion policies according to this Conversion Right. 
 
 
Conversion:  How do I convert my coverage? 
To convert Your coverage, You must complete a Notice of Conversion Right form.  The Insurer must 
receive this within 31 days after Life Insurance terminates. 
 
After the Insurer verifies eligibility for coverage, the Insurer will send You a Conversion Policy proposal.  
You must: 


1) complete and return the request form in the proposal; and 
2) pay the required premium for coverage; 


within the time period specified in the proposal. 
 
Any individual policy issued to You under the Conversion Right: 


1) will be effective as of the 32nd day after the date coverage ends; and 
2) will be in lieu of coverage for this amount under The Policy. 


 
 
Conversion Policy Provisions:  What are the Conversion Policy Provisions? 
The Conversion Policy will: 


1) be issued on one of the Life Insurance policy forms the Insurer is issuing for this purpose at the 
time of conversion; and 


2) base premiums on the Insurer's rates in effect for new applicants of Your class and age at the 
time of conversion. 


The Conversion Policy will not provide: 
1) the same terms and conditions of coverage as The Policy; 
2) any benefit other than the Life Insurance Benefit; and 
3) term insurance. 


 
However, Conversion is not available for any amount of Life Insurance which was, or is being, continued: 


1) in accordance with the Waiver of Premium provision; or 
2) in accordance with the Continuation Provisions; 


until such coverage ends. 
 
 
Death within the Conversion Period:  What if I die before coverage is converted? 
We will pay the amount of Life Insurance You would have had the right to apply for under this provision if: 


1) coverage under The Policy terminates; 
2) You die within 31 days of the date coverage terminates; and 
3) We receive Proof of Loss. 


 
If the Conversion Policy has already taken effect, no Life Insurance Benefit will be payable under The 
Policy for the amount converted. 
 
 
Effect of Waiver of Premium on Conversion:  What happens to the Conversion Policy if Waiver of 
Premium is later approved? 
If You apply and are approved for Waiver of Premium after an individual Conversion Policy has been 
issued, any benefit payable at Your death under The Policy will be paid only if the individual Conversion 
Policy is surrendered. 
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Accidental Death and Dismemberment Insurance Benefit:  When is the Accidental Death and 
Dismemberment Insurance Benefit payable? 
If You sustain an Injury which results in any of the following Losses within one year of the date of 
accident, We will pay Your amount of Principal Sum, or a portion of such Principal Sum, as shown 
opposite the Loss, after We receive Proof of Loss in accordance with the Proof of Loss provision. 
 
This Benefit will be paid according to the General Provisions of The Policy. 
 
We will not pay more than the Principal Sum, to any one person, for all Losses due to the same accident.  
Your amount of Principal Sum is shown in the Schedule of Insurance. 
 
For Loss of: 


Life ............................................................................................................................ Principal Sum 
Both Hands or Both Feet or Sight of Both Eyes ....................................................... Principal Sum 
One Hand and One Foot .......................................................................................... Principal Sum 
Speech and Hearing in Both Ears ............................................................................ Principal Sum 
Either Hand or Foot and Sight of One Eye ............................................................... Principal Sum 
Movement of Both Upper and Lower Limbs (Quadriplegia) ..................................... Principal Sum 
Movement of Both Lower Limbs (Paraplegia) ............................ Three-Quarters of Principal Sum 
Movement of Three Limbs (Triplegia) ........................................ Three-Quarters of Principal Sum 
Movement of the Upper and Lower Limbs of One Side 


of the Body (Hemiplegia)................................................................ One-Half of Principal Sum 
Either Hand or Foot .............................................................................. One-Half of Principal Sum 
Sight of One Eye................................................................................... One-Half of Principal Sum 
Speech or Hearing in Both Ears ........................................................... One-Half of Principal Sum 
Movement of One Limb (Uniplegia) ................................................. One-Quarter of Principal Sum 
Thumb and Index Finger of Either Hand ......................................... One-Quarter of Principal Sum 


 
Loss means with regard to: 


1) hands and feet, actual severance through or above wrist or ankle joints; 
2) sight, speech and hearing, entire and irrecoverable loss thereof; 
3) thumb and index finger, actual severance through or above the metacarpophalangeal joints; or 
4) movement, complete and irreversible paralysis of such limbs. 


 
 
Double Indemnity while On a Common Carrier Benefit:  When is the Double Indemnity while On a 
Common Carrier Benefit payable? 
If the Injury occurs while You are On a Common Carrier, We will double the Principal Sum payable. 
 
 
Seat Belt and Air Bag Benefit:  When is the Seat Belt and Air Bag Benefit payable? 
If You sustain an Injury that results in a Loss payable under the Accidental Death and Dismemberment 
Insurance Benefit, We will pay an additional Seat Belt and Air Bag Benefit if the Injury occurred while You 
were: 


1) a passenger riding in; or 
2) the licensed operator of; 


a properly registered Motor Vehicle and were wearing a Seat Belt at the time of the Accident as verified 
on the police accident report. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


 
If a Seat Belt Benefit is payable, We will also pay an Air Bag Benefit if You were: 


1) positioned in a seat equipped with a factory-installed Air Bag; and 
2) properly strapped in the Seat Belt when the Air Bag inflated. 







Benefits 
 


LGC 13500/WA-BEN 08/06 5  


The Seat Belt Benefit is the lesser of: 
1) an amount resulting from multiplying Your amount of Principal Sum by the Seat Belt Benefit 


Percentage; or 
2) the Maximum Amount for this Benefit. 


 
The Air Bag Benefit is the lesser of: 


1) an amount resulting from multiplying Your amount of Principal Sum by the Air Bag Benefit 
Percentage; or 


2) the Maximum Amount for this Benefit. 
 
If it cannot be determined that You were wearing a Seat Belt at the time of Accident, a Minimum Benefit 
will be payable under the Seat Belt Benefit. 
 
Accident, for the purpose of this Benefit only, means the unintentional collision of a Motor Vehicle during 
which You were wearing a Seat Belt. 
 
Air Bag means an inflatable supplemental passive restraint system installed by the manufacturer of the 
Motor Vehicle or its proper replacement parts installed as required by the Motor Vehicle’s manufacturer's 
specifications that inflates upon collision to protect an individual from Injury and death.  An Air Bag is not 
considered a Seat Belt. 
 
Seat Belt means an unaltered belt, lap restraint, or lap and shoulder restraint installed by the 
manufacturer of the Motor Vehicle, or proper replacement parts installed as required by the Motor 
Vehicle’s manufacturer’s specifications. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Repatriation Benefit:  When is the Repatriation Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Repatriation Benefit, if the death occurs 
outside the territorial limits of the state or country of Your place of permanent residence. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 


 
The Repatriation Benefit will pay the least of: 


1) the actual expenses incurred for: 
a) preparation of the body for burial or cremation; and 
b) transportation of the body to the place of burial or cremation; 


2) the amount resulting from multiplying Your amount of Principal Sum by the Repatriation Benefit 
Percentage; or 


3) the Maximum Amount for this Benefit. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Child Education Benefit:  When is the Child Education Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Child Education Benefit to Your Child. 
 
This Benefit will be paid: 


1) after We receive proof that Your Child qualifies as a Student, as defined in this Benefit; and 
2) according to the General Provisions of The Policy. 
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If You die, the Child Education Benefit provides an annual amount equal to the lesser of: 
1) the amount resulting from multiplying Your amount of Principal Sum by the Child Education 


Percentage; or 
2) the Maximum Amount for this Benefit. 


 
The Child Education Benefit is payable to each of Your Children: 


1) on the date; and 
2) for whom; 


We have received proof satisfactory to Us that he or she is a Student. 
 
If he or she is a minor, We will pay the benefit to the Student’s legal guardian. 
 
We will pay the Child Education Benefit to a qualifying Student until the first to occur of: 


1) Our payment of the fourth Child Education Benefit to or on behalf of that person; or 
2) the end of the 12th consecutive month during which We have not received proof satisfactory to 


Us that he or she is a Student. 
 
We will not pay more than one Child Education Benefit to any one Student during any one school year. 
 
We will pay the Minimum Amount for this Benefit in accordance with the Claims to be Paid provision of 
The Policy if: 


1) a Principal Sum is payable because of Your death; and 
2) no person qualifies as a Student. 


 
Student means Your Child who on the date of Your death: 


1) is a full-time (at least 12 course credit hours per semester) post-high school student at an 
accredited institution of learning on the date of Your death; or 


2) became a full-time (at least 12 course credit hours per semester) post-high school student at an 
accredited institution of learning within 365 days after Your death and was a student in the 12th 
grade on the date of Your death. 


 
If the institution establishes full-time status in any other manner, We reserve the right to determine 
whether the student qualifies as a Student. 
 
Child means Your unmarried child, stepchild, legally adopted child, child in the process of adoption or 
foster child who is less than age 21 who: 


1) regularly attends an accredited institution of learning; and 
2) is primarily dependent on You for financial support and maintenance. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Day Care Benefit:  When is the Day Care Benefit payable? 
If You sustain an Injury that results in Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Day Care Benefit for each of Your Children 
if such Child is under age seven at the time of Your death. 
 
This Benefit will be paid: 


1) after We receive proof of enrollment in a Day Care Program as described in this Benefit; and 
2) according to the General Provisions of The Policy. 


 
We will make one Day Care Benefit payment each year, for a maximum of four Day Care Benefit 
payments, for each Child.  The Benefit will be paid to the person who has primary responsibility for the 
Child's Day Care expenses. 
 







Benefits 
 


LGC 13500/WA-BEN 08/06 7  


Proof of enrollment satisfactory to Us for each Child in a Day Care Program includes, but will not be 
limited to, the following: 


1) a copy of the Child's approved enrollment application in a Day Care Program; 
2) cancelled check(s) evidencing payment to a Day Care facility or Day Care provider; or 
3) a letter from the Day Care facility or Day Care provider stating that the Child: 


a) is attending a Day Care Program; or 
b) has been enrolled in a Day Care Program and will be attending within 365 days of the 


date of the death. 
Proof of enrollment must be sent to Us prior to the last day of the 12th month following the date of death. 
 
If You die, the Day Care Benefit provides an annual amount equal to the lesser of: 


1) the amount resulting from multiplying Your amount of Principal Sum by the Day Care Benefit; 
or 


2) the Maximum Amount for this Benefit. 
 
We will pay the Minimum Amount for this Benefit in accordance with the Claims to be Paid provision for 
payment of benefits for Loss of life if: 


1) a Principal Sum is payable because of Your death; and 
2) no person qualifies as a Child eligible for the Day Care Benefit. 


 
Day Care or Day Care Program means a program of child care which: 


1) is operated in a private home, school or other facility; 
2) provides, and makes a charge for, the care of children; 
3) is licensed as a day care center or is operated by a licensed day care provider, if such licensing 


is required by the state or jurisdiction in which it is located; or 
4) if licensing is not required, provides child care on a daily basis for 12 months a year. 


 
Child means Your unmarried child, stepchild, legally adopted child, child in the process of adoption or 
foster child who is less than age seven and primarily dependent on You for financial support and 
maintenance. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Rehabilitation Benefit:  When is the Rehabilitation Benefit payable? 
If You sustain an Injury which results in a Loss other than Loss of life, payable under the Accidental 
Death and Dismemberment Insurance Benefit, We will pay an additional Rehabilitation Benefit for 
Rehabilitative Program Expenses Incurred within one year of the date of accident. 
 
This Benefit will be paid: 


1) after We receive proof of Expenses Incurred for a Rehabilitative Program, in accordance with 
the Proof of Loss provision; and 


2) according to the General Provisions of The Policy. 
 
The Rehabilitation Benefit provides an amount equal to the least of: 


1) the actual Expense Incurred for a Rehabilitative Program; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Rehabilitation 


Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
Rehabilitative Program means any training which: 


1) is required due to Your Injury; and 
2) prepares You for an occupation for which You were not previously trained. 
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Expense Incurred means the actual cost of: 
1) training; and 
2) materials needed for the training. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Spouse Education Benefit:  When is the Spouse Education Benefit payable? 
If You sustain an Injury that results in a Loss of life payable under the Accidental Death and 
Dismemberment Insurance Benefit, We will pay an additional Spouse Education Benefit to Your surviving 
Spouse. 
 
This Benefit will be paid: 


1) after We receive proof satisfactory to Us that the Spouse has enrolled in an Occupational 
Training program; and 


2) according to the General Provisions of The Policy. 
 
The Spouse Education Benefit is the least of: 


1) the Expense Incurred for Occupational Training; 
2) the amount resulting from multiplying Your amount of Principal Sum by the Spouse Education 


Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
If a Principal Sum is payable because of Your death and there is no surviving Spouse, We will pay the 
Minimum Amount for this Benefit in accordance with the Claims to be Paid provision. 
 
Your surviving Spouse must enroll in Occupational Training: 


1) for the purpose of obtaining an independent source of income; and 
2) within one year of Your death. 


 
Occupational Training means any: 


1) education; 
2) professional; or 
3) trade training; 


program which prepares the Spouse for an occupation for which he or she was not previously qualified. 
 
Expense Incurred means: 


1) the actual tuition charged, exclusive of room and board; and 
2) the actual cost of the materials needed; 


for the Occupational Training.  The expense must be incurred within two years of the date of Your death. 
 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Adaptive Home and Vehicle Benefit:  When is the Adaptive Home and Vehicle Benefit payable? 
If You sustain an Injury that results in a Loss, other than Loss of life, payable under the Accidental Death 
and Dismemberment Insurance Benefit, We will pay an additional Adaptive Home and Vehicle Benefit. 
 
This Benefit will be paid: 


1) after We receive Proof of Loss, in accordance with the Proof of Loss provision; and 
2) according to the General Provisions of The Policy. 
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The Adaptive Home and Vehicle Benefit pays a benefit for the one-time cost of alterations to Your: 
1) principal residence; and/or 
2) private automobile; 


to make the residence accessible and/or the private automobile drivable or rideable for You.  The costs 
must be incurred within two years from the date of accident. 
 
We will pay the Adaptive Home and Vehicle Benefit if: 


1) such home alterations are: 
a) made by a person or persons with experience in such alterations; and 
b) recommended by a recognized organization associated with the Injury; and 


2) such vehicle modifications are: 
a) carried out by a person or persons with experience in such matters; and 
b) approved by the Motor Vehicle Department. 


 
The Adaptive Home and Vehicle Benefit will provide an amount equal to the least of: 


1) the actual cost of the alterations;  
2) the amount resulting from multiplying Your amount of Principal Sum by the Adaptive Home and 


Vehicle Benefit Percentage; or 
3) the Maximum Amount for this Benefit. 


 
The specific amounts for this Benefit are shown in the Schedule of Insurance. 
 
 
Exclusions:  What is not covered under The Policy?  (Applies to Accidental Death and Dismemberment 
Insurance only) 
The Policy does not cover any Loss caused or contributed by: 


1) intentionally self-inflicted Injury; 
2) suicide or attempted suicide, whether sane or insane; 
3) war or act of war, whether declared or not; 
4) Injury sustained while on full-time active duty as a member of the armed forces (land, water, air) 


of any country or international authority; 
5) Injury sustained while taking drugs, including but not limited to sedatives, narcotics, 


barbiturates, amphetamines, or hallucinogens, unless as prescribed by or administered by a 
Physician; 


6) Injury sustained while committing or attempting to commit a felony; 
7) Injury sustained while Intoxicated; or 
8) Injury sustained while driving while Intoxicated. 


 
Intoxicated means: 


1) the blood alcohol content; 
2) the results of other means of testing blood alcohol level; or 
3) the results of other means of testing other substances; 


that meet or exceed the legal presumption of intoxication, or under the influence, under the law of the 
state where the accident occurred. 
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Notice of Claim:  When should I notify The Company of a claim? 
You, or the person who has the right to claim benefits, must give Us written notice of a claim within 30 
days after: 


1) the date of death; or 
2) the date of Loss. 


If notice cannot be given within that time, it must be given as soon as reasonably possible after that.  
Such notice must include the claimant’s name, address and the Policy Number. 
 
 
Claim Forms:  Are special forms required to file a claim? 
Within 15 days of receiving a Notice of Claim, We will send forms to the claimant to provide Proof of 
Loss.  If We do not send the forms within 15 days, any other written proof which fully describes the 
nature and extent of the claim may be submitted. 
 
 
Proof of Loss:  What is Proof of Loss? 
Proof of Loss may include, but is not limited to, the following: 


1) a completed claim form; 
2) a certified copy of the death certificate (if applicable); 
3) Your enrollment form; 
4) Your beneficiary designation (if applicable); 
5) if applicable, documentation of: 


a) the date Your disability began; 
b) the cause of Your disability; and 
c) the prognosis of Your disability; 


6) any and all medical information, including x-ray films and photocopies of medical records, 
including histories, physical, mental or diagnostic examinations and treatment notes; 


7) the names and addresses of all: 
a) Physicians or other qualified medical professionals You have consulted; 
b) hospitals or other medical facilities in which You have been treated; and 
c) pharmacies which have filled Your prescriptions within the past three years; 


8) Your signed authorization for Us to obtain and release medical, employment and financial 
information; or 


9) any additional information required by Us to adjudicate the claim. 
All proof submitted must be satisfactory to Us. 
 
 
Sending Proof of Loss:  When must Proof of Loss be given? 
Written Proof of Loss should be sent to Us: 


1) with respect to the Life Insurance Benefits, within 365 days; and 
2) with respect to the Accidental Death and Dismemberment Insurance Benefits, within 90 days; 


after the Loss.  However, all claims should be submitted to Us within 90 days of the date coverage ends. 
 
If proof is not given by the time it is due, it will not affect the claim if: 


1) it was not possible to give proof within the required time; and 
2) proof is given as soon as possible; but 
3) not later than one year after it is due unless You, or the person who has the right to claim 


benefits, are not legally competent. 
 
 
Physical Examination and Autopsy:  Can We have a claimant examined or request an autopsy? 
While a claim is pending We have the right at Our expense: 


1) to have the person who has a Loss examined by a Physician when and as often as We 
reasonably require; and 


2) to have an autopsy performed in case of death where it is not forbidden by law. 
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Claim Payment:  When are benefit payments issued? 
When We determine that benefits are payable, We will pay the benefits due in accordance with the 
Claims to be Paid provision, but not more than 30 days after such Proof of Loss is received. 
 
 
Claims to be Paid:  To whom will benefits for my claim be paid? 
Life Insurance Benefits and benefits for Loss of life under the Accidental Death and Dismemberment 
Insurance Benefits will be paid in accordance with the life insurance beneficiary designation. 
 
If no beneficiary is named, or if no named beneficiary survives You, We may, at Our option, pay: 


1) the executors or administrators of Your estate; 
2) all to Your surviving Spouse; 
3) if Your Spouse does not survive You, in equal shares to Your surviving children; or 
4) if no child survives You, in equal shares to Your surviving parents. 


In addition, We may, at Our option, pay a portion of Your Life Insurance Benefit up to $500 to any person 
equitably entitled to payment because of expenses from Your burial.  Payment to any person, as shown 
above, will release Us from liability for the amount paid. 
 
If any beneficiary is a minor, We may pay his or her share, until a legal guardian of the minor’s estate is 
appointed, to a person who at Our option and in Our opinion is providing financial support and 
maintenance for the minor.  We will pay: 


1) $200 at Your death; and 
2) monthly installments of not more than $200. 


Payment to any person as shown above will release Us from all further liability for the amount paid. 
 
We will make any payments, other than for Loss of life, to You.  We may make any such payments owed 
at Your death to Your estate.  If any payment is owed to: 


1) Your estate; 
2) a person who is a minor; or 
3) a person who is not legally competent; 


then We may pay up to $1,000 to a person who is related to You and who, at Our sole discretion, is 
entitled to it.  Any such payment shall fulfill Our responsibility for the amount paid. 
 
 
Beneficiary Designation:  How do I designate or change my beneficiary? 
You may designate or change a beneficiary by doing so in writing on a form satisfactory to Us and filing 
the form with the Employer.  Only satisfactory forms sent to the Employer prior to Your death will be 
accepted. 
 
Beneficiary designations will become effective as of the date You signed and dated the form, even if You 
have since died.  We will not be liable for any amounts paid before receiving notice of a beneficiary 
change from the Employer. 
 
In no event may a beneficiary be changed by a power of attorney. 
 
 
Claim Denial:  What notification will my beneficiary or I receive if a claim is denied? 
If a claim for benefits is wholly or partly denied, You or Your beneficiary will be furnished with written 
notification of the decision.  This written notification will: 


1) give the specific reason(s) for the denial; 
2) make specific reference to the provisions upon which the denial is based; 
3) provide a description of any additional information necessary to perfect a claim and an 


explanation of why it is necessary; and 
4) provide an explanation of the review procedure. 
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Claim Appeal:  What recourse will my beneficiary or I have if a claim is denied? 
On any claim, the claimant or his or her representative may appeal to Us for a full and fair review.  To do 
so, he or she: 


1) must request a review upon written application within: 
a) 180 days of receipt of claim denial if the claim requires Us to make a determination of 


disability; or  
b) 60 days of receipt of claim denial if the claim does not require Us to make a 


determination of disability; and 
2) may request copies of all documents, records and other information relevant to the claim; and 
3) may submit written comments, documents, records and other information relating to the claim. 


 
We will respond in writing with Our final decision on the claim. 
 
 
Policy Interpretation:  Who interprets policy terms and conditions? 
We have full discretion and authority to determine eligibility for benefits and to construe and interpret all 
terms and provisions of The Policy.  This provision applies where the interpretation of The Policy is 
governed by the Employee Retirement Income Security Act of 1974, as amended (ERISA). 
 
 
Incontestability:  When can The Policy be contested? 
Except for non-payment of premiums, the Life Insurance Benefit of The Policy cannot be contested after 
two years from the Policy Effective Date.  This provision does not apply to the Accidental Death and 
Dismemberment Insurance Benefits. 
 
In the absence of Fraud, no statement made by You relating to Your insurability will be used to contest 
the insurance for which the statement was made after the insurance has been in force for two years 
during Your lifetime.  In order to be used, the statement must be in writing and signed by You. 
 
 
Assignment:  Are there any rights of assignment? 
Except for the dismemberment benefits under the Accidental Death and Dismemberment Insurance 
Benefit, You have the right to absolutely assign all of Your rights and interest under The Policy including, 
but not limited to, the following: 


1) the right to make any contributions required to keep the insurance in force; 
2) the right to convert; and 
3) the right to name and change a beneficiary. 


 
We will recognize any absolute assignment made by You under The Policy, provided: 


1) it is duly executed; and 
2) a copy is acknowledged and on file with Us. 


 
We and the Policyholder assume no responsibility: 


1) for the validity or effect of any assignment; or 
2) to provide any assignee with notices which We may be obligated to provide to You. 


 
You do not have the right to collaterally assign Your rights and interest under The Policy. 
 
 
Legal Actions:  When can legal action be taken? 
Legal action cannot be taken against Us: 


1) sooner than 60 days after the date written Proof of Loss is furnished; or 
2) three years after the date Proof of Loss is required to be furnished according to the terms of 


The Policy. 
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Workers' Compensation:  How does The Policy affect Workers' Compensation coverage? 
The Policy does not replace Workers' Compensation or affect any requirement for Workers' 
Compensation coverage. 
 
 
Insurance Fraud:  How does The Company deal with fraud? 
Insurance fraud occurs when You, Your dependent and/or Your Employer provide Us with false 
information or file a claim for benefits that contains any false, incomplete or misleading information with 
the intent to injure, defraud or deceive Us.  It is a crime if You, Your dependent and/or Your Employer 
commit insurance fraud.  We will use all means available to Us to detect, investigate, deter and 
prosecute those who commit insurance fraud.  We will pursue all available legal remedies if You, Your 
dependent and/or Your Employer perpetrate insurance fraud. 
 
 
Misstatements:  What happens if facts are misstated? 
If material facts about You were not stated accurately: 


1) the premium may be adjusted; and 
2) the true facts will be used to determine if, and for what amount, coverage should have been in 


force. 
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CERTIFICATE OF COVERAGE
Unum Life Insurance Company of America (referred to as Unum) welcomes you as a client.


This is your certificate of coverage as long as you are eligible for coverage and you become insured.  You 
will want to read it carefully and keep it in a safe place.


Unum has written your certificate of coverage in plain English.  However, a few terms and provisions are 
written as required by insurance law.  If you have any questions about any of the terms and provisions, 
please consult Unum's claims paying office.  Unum will assist you in any way to help you understand your 
benefits.


If the terms and provisions of the certificate of coverage (issued to you) are different from the Summary of 
Benefits (issued to the Employer), the Summary of Benefits will govern.  The Summary of Benefits may 
be changed in whole or in part.  Only an officer or registrar of Unum can approve a change.  The approval 
must be in writing and endorsed on or attached to the Summary of Benefits.  Any other person, including 
an agent, may not change the Summary of Benefits or waive any part of it.  


The Summary of Benefits is delivered in and is governed by the laws of the governing jurisdiction and to 
the extent applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any 
amendments.  When making a benefit determination under the Summary of Benefits, Unum has 
discretionary authority to determine your eligibility for benefits and to interpret the terms and provisions of 
the Summary of Benefits.


For purposes of effective dates and ending dates under the group Summary of Benefits, all days begin at 
12:01 a.m. and end at 12:00 midnight at the Employer's address. 


Unum Life Insurance Company of America
2211 Congress Street
Portland, Maine 04122
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BENEFITS AT A GLANCE
LIFE INSURANCE PLAN


This life insurance plan provides financial protection for your beneficiary(ies) by paying a benefit in the 
event of your death.  The amount your beneficiary(ies) receive(s) is based on the amount of coverage in 
effect just prior to the date of your death according to the terms and provisions of the plan.  You also have 
the opportunity to have coverage for your dependents.


EMPLOYER'S ORIGINAL PLAN
EFFECTIVE DATE: January 1, 2013 


PLAN YEAR: 


January 1, 2013 to January 1, 2014 and each following January 1 to January 1


IDENTIFICATION 
NUMBER: 219617  011


ELIGIBLE GROUP(S):  


Group 1 
All Full-Time Employees of Aloha Air Cargo, Carlile Transportation Systems, Inc., Foss Maritime 
Company, North Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto Rico 
LLC, and TOTE, Inc. in active employment in the United States with the Employer


Group 3 
All Full-Time Employees of Northern Aviation Services, Inc. in active employment in the United 
States with the Employer


Group 4 
All Full-Time Employees of Tropical Shipping USA, LLC in active employment in the United 
States with the Employer


MINIMUM HOURS REQUIREMENT:


Groups 1 and 3 
Employees must be working at least 30 hours per week.


Group 4 
Employees must be working at least 17.5 hours per week.


WAITING PERIOD:


Group 1 
For employees in an eligible group on or before January 1, 2013:  None


For employees entering an eligible group after January 1, 2013:  First of the month coincident 
with or next following the date you enter an eligible group


Group 3 
For employees in an eligible group on or before January 1, 2013:  First of the month following 30 
days of continuous active employment


For employees entering an eligible group after January 1, 2013:  First of the month following 30 
days of continuous active employment


Group 4 
For employees in an eligible group on or before January 1, 2013:  First of the month following 60 
days of continuous active employment


For employees entering an eligible group after January 1, 2013:  First of the month following 60 
days of continuous active employment
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REHIRE:


If your employment ends and you are rehired within 1 year, your previous work while in an eligible 
group will apply toward the waiting period.  All other Summary of Benefits' provisions apply.


WAIVE THE WAITING PERIOD:


If you have been continuously employed by your Employer for a period of time equal to your 
waiting period, Unum will waive your waiting period when you enter an eligible group.


CREDIT PRIOR SERVICE:


Unum will apply any prior period of work with your Employer toward the waiting period to 
determine your eligibility date.


WHO PAYS FOR THE COVERAGE:


For You:


You pay the cost of your coverage.


For Your Dependents:


You pay the cost of your dependent coverage.


ELIMINATION PERIOD: 


Premium Waiver: 9 months


Disability-based benefits begin the day after Unum approves your claim and the elimination 
period is completed.


LIFE INSURANCE BENEFIT:


AMOUNT OF LIFE INSURANCE FOR YOU


Option A


1 x annual earnings


Option B


2 x annual earnings


Option C


3 x annual earnings


Option D


4 x annual earnings


Option E


5 x annual earnings


All amounts are rounded to the next higher multiple of $10,000, if not already an exact multiple 
thereof.
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AMOUNT OF LIFE INSURANCE AVAILABLE IF YOU BECOME INSURED AT CERTAIN AGES OR 
HAVE REACHED CERTAIN AGES WHILE INSURED


If you have reached age 70, but not age 75, your amount of life insurance will be:
-  65% of the amount of life insurance you had prior to age 70; or
-  65% of the amount of life insurance shown above if you become insured on or after age 70 but 


before age 75.


There will be no further increases in your amount of life insurance.    


If you have reached age 75 or more, your amount of life insurance will be:
-  50% of the amount of life insurance you had prior to your first reduction; or
-  50% of the amount of life insurance shown above if you become insured on or after age 75.


There will be no further increases in your amount of life insurance.


EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR INSURANCE OVER:  


$300,000


Evidence of Insurability is not required for amounts of life insurance you had in force with your 
Employer's prior carrier on the termination date of the prior carrier's plan.


Evidence of Insurability is required for amounts of life insurance in excess of the greater of:


- The amount(s) of life insurance you had in force with your Employer's prior carrier on the 
termination date of the prior carrier's plan; or


- The amount(s) of life insurance over the amount shown above.


MINIMUM BENEFIT OF LIFE INSURANCE FOR YOU:  


$10,000


OVERALL MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOU:


$500,000


AMOUNT OF LIFE INSURANCE FOR YOUR DEPENDENTS


Spouse:


Option A


.5 x your annual earnings


Option B


1 x your annual earnings


Option C


1.5 x your annual earnings


Option D


2 x your annual earnings


Option E


2.5 x your annual earnings


All amounts are rounded to the next higher multiple of $5,000, if not already an exact multiple thereof.


THE AMOUNT OF YOUR SPOUSE'S LIFE INSURANCE WILL REDUCE BY THE SAME 
PERCENTAGE AND AT THE SAME TIME YOUR LIFE INSURANCE REDUCES.
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EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR SPOUSE'S 
INSURANCE OVER:


$150,000


Evidence of Insurability is not required for amounts of life insurance your spouse had in force 
with your Employer's prior carrier on the termination date of the prior carrier's plan.


Evidence of Insurability is required for amounts of life insurance in excess of the greater of:


- The amount(s) of life insurance your spouse had in force with your Employer's prior carrier on 
the termination date of the prior carrier's plan; or


- The amount(s) of life insurance over the amount shown above.


MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOUR SPOUSE:


$250,000


Children:


Live birth to 14 days: $1,000
14 days to 6 months: $1,000
6 months to age 26: $10,000


THE AMOUNT OF LIFE INSURANCE FOR A DEPENDENT WILL NOT BE MORE THAN 50% OF 
YOUR AMOUNT OF LIFE INSURANCE.


OTHER FEATURES: 


Accelerated Benefit


Conversion


Portability


NOTE: Portability under this plan is available to an insured spouse in the event of divorce from an insured 
employee, subject to all terms and conditions otherwise applicable to ported spouse coverage.


The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.  The plan includes enrollment, risk management and 
other support services related to your Employer's Benefit Program.
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CLAIM INFORMATION


LIFE INSURANCE


WHEN DO YOU OR YOUR AUTHORIZED REPRESENTATIVE NOTIFY UNUM OF A 
CLAIM?


We encourage you or your authorized representative to notify us as soon as 
possible, so that a claim decision can be made in a timely manner.


If a claim is based on your disability, written notice and proof of claim must be sent 
no later than 90 days after the end of the elimination period.


If a claim is based on death, written notice and proof of claim must be sent no later 
than 90 days after the date of death.


If it is not possible to give proof within these time limits, it must be given no later than 
1 year after the proof is required as specified above.  These time limits will not apply 
during any period you or your authorized representative lacks the legal capacity to 
give us proof of claim.


The claim form is available from your Employer, or you or your authorized 
representative can request a claim form from us.  If you or your authorized 
representative does not receive the form from Unum within 15 days of the request, 
send Unum written proof of claim without waiting for the form.


If you have a disability, you must notify us immediately when you return to work in 
any capacity, regardless of whether you are working for your Employer.


HOW DO YOU FILE A CLAIM FOR A DISABILITY?


You or your authorized representative, and your Employer must fill out your own 
sections of the claim form and then give it to your attending physician.  Your 
physician should fill out his or her section of the form and send it directly to Unum.


WHAT INFORMATION IS NEEDED AS PROOF OF YOUR CLAIM?


If your claim is based on your disability, your proof of claim, provided at your 
expense, must show:


-  that you are under the regular care of a physician;
-  the date your disability began;
-  the cause of your disability;
-  the extent of your disability, including restrictions and limitations preventing you 


from performing your regular occupation or any gainful occupation; and
-  the name and address of any hospital or institution where you received 


treatment, including all attending physicians.


We may request that you send proof of continuing disability indicating that you are 
under the regular care of a physician.  This proof, provided at your expense, must be 
received within 45 days of a request by us.







LIFE-CLM-2  (1/1/2016) REV 8


If claim is based on death, proof of claim, provided at your or your authorized 
representative's expense, must show the cause of death.  Also a certified copy of the 
death certificate must be given to us.


In some cases, you will be required to give Unum authorization to obtain additional 
medical and non-medical information as part of your proof of claim or proof of 
continuing disability.  Unum will deny your claim if the appropriate information is not 
submitted.


WHEN CAN UNUM REQUEST AN AUTOPSY?


In the case of death, Unum will have the right and opportunity to request an autopsy 
where not forbidden by law.


HOW DO YOU DESIGNATE OR CHANGE A BENEFICIARY?  (Beneficiary 
Designation)


At the time you become insured, you should name a beneficiary on your enrollment 
form for your death benefits under your life insurance.  You may change your 
beneficiary at any time by filing a form approved by Unum with your Employer.  The 
new beneficiary designation will be effective as of the date you sign that form.  
However, if we have taken any action or made any payment before your Employer 
receives that form, that change will not go into effect.


It is important that you name a beneficiary and keep your designation current.  If 
more than one beneficiary is named and you do not designate their order or share of 
payments, the beneficiaries will share equally.  The share of a beneficiary who dies 
before you, or the share of a beneficiary who is disqualified, will pass to any 
surviving beneficiaries in the order you designated.


If you do not name a beneficiary, or if all named beneficiaries do not survive you, or 
if your named beneficiary is disqualified, your death benefit will be paid to your 
estate.


Instead of making a death payment to your estate, Unum has the right to make 
payment to the first surviving family members of the family members in the order 
listed below:


-  spouse;
-  child or children;
-  mother or father; or
-  sisters or brothers.


If we are to make payments to a beneficiary who lacks the legal capacity to give us a 
release, Unum may pay up to $2,000 to the person or institution that appears to 
have assumed the custody and main support of the beneficiary.  This payment made 
in good faith satisfies Unum's legal duty to the extent of that payment and Unum will 
not have to make payment again.


Also, at Unum's option, we may pay up to $1,000 to the person or persons who, in 
our opinion, have incurred expenses for your last sickness and death.
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In addition, if you do not survive your spouse, and dependent life coverage is 
continued, then your surviving spouse should name a beneficiary according to the 
requirements specified above for you.


HOW WILL UNUM MAKE PAYMENTS?


If your or your dependent's life claim is at least $10,000, Unum will make available to 
the beneficiary a retained asset account (the Unum Security Account).


Payment for the life claim may be accessed by writing a draft in a single sum or 
drafts in smaller sums.  The funds for the draft or drafts are fully guaranteed by 
Unum.


If the life claim is less than $10,000, Unum will pay it in one lump sum to you or your 
beneficiary.


Also, you or your beneficiary may request the life claim to be paid according to one 
of Unum's other settlement options.  This request must be in writing in order to be 
paid under Unum's other settlement options.


If you do not survive your spouse, and dependent life coverage is continued, then 
your surviving spouse's death claim will be paid to your surviving spouse's 
beneficiary.


All other benefits will be paid to you.


WHAT HAPPENS IF UNUM OVERPAYS YOUR CLAIM?


Unum has the right to recover any overpayments due to:


-  fraud; and
-  any error Unum makes in processing a claim.


You must reimburse us in full.  We will determine the method by which the 
repayment is to be made.


Unum will not recover more money than the amount we paid you.


WHAT ARE YOUR ASSIGNABILITY RIGHTS FOR THE DEATH BENEFITS UNDER 
YOUR LIFE INSURANCE?  (Assignability Rights)


The rights provided to you by the plan for life insurance are owned by you, unless:


-  you have previously assigned these rights to someone else (known as an 
"assignee"); or


-  you assign your rights under the plan(s) to an assignee.


We will recognize an assignee as the owner of the rights assigned only if:


-  the assignment is in writing, signed by you, and acceptable to us in form; and
-  a signed or certified copy of the written assignment has been received and 


registered by us at our home office.
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We will not be responsible for the legal, tax or other effects of any assignment, or for 
any action taken under the plan(s') provisions before receiving and registering an 
assignment.
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IMPORTANT INFORMATION REGARDING
THE ACCELERATED BENEFIT


The insurance evidenced by this certificate provides life insurance, with the 
accelerated benefit option (An accelerated payment of your or your dependent's 
death benefit).


-  This accelerated benefit product is NOT a long-term care policy.


-  Accelerated benefits paid under the Summary of Benefits may be taxable and 
assistance should be sought from a personal tax advisor.


-  If you receive payment of accelerated benefits under the Summary of Benefits, 
you may lose your right to receive certain public funds, such as Medicare, 
Medicaid, Social Security, Supplemental Security, Supplemental Security Income 
(SSI) and possibly others.


-  Amount of accelerated benefit:
   If you or your dependent becomes terminally ill while you or your dependent is 


insured by the plan, Unum will pay you a portion of your or your dependent's life 
insurance benefit one time.  The payment will be based on 75% of your or your 
dependent's life insurance amount.  However, the one-time benefit paid will not be 
greater than $500,000.


-  Your or your dependent's amount of life insurance will be reduced by the 
accelerated benefit payment.


-  Example of accelerated benefit amount and the effect of the payment on the 
remaining amount of life insurance.


$100,000 Your life amount
$  75,000 The accelerated benefit amount


(accelerated payment of your
death benefit)


$  25,000 The amount of life insurance
remaining after payment of the
accelerated benefit.  (This is
what will be paid to the beneficiary
upon your death).


-  Your or your dependent's right to exercise this option and to receive payment is 
subject to the following:


-  you or your dependent requests this election, in writing, on a form acceptable to 
Unum;


-  you or your dependent must be terminally ill at the time of payment of the 
Accelerated Benefit;


-  your or your dependent's physician must certify, in writing, that you or your 
dependent is terminally ill and your or your dependent's life expectancy has been 
reduced to 24 months or less; and


-  the physician's certification must be deemed satisfactory to Unum.


-  Resolution of disputes regarding occurrence of qualifying events.
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   If your or your dependent's physician and the physician appointed by Unum 
disagree on whether a qualifying event has occurred, the opinion of the physician 
appointed by Unum is not binding on you or your dependent.  The parties shall 
attempt to resolve the matter promptly and amicably.


   In case the disagreement is not so resolved, you or your dependent has the right 
to mediation or binding arbitration conducted by a disinterested third party who has 
no ongoing relationship with either party.


   As part of the final decision, the arbitrator or mediator shall award the costs of 
arbitration to one party or the other or may divide the costs equally or otherwise.


-  There may be up to a 3% adjustment to the manual rates for this accelerated 
benefit.
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GENERAL PROVISIONS


WHAT IS THE CERTIFICATE OF COVERAGE?


This certificate of coverage is a written statement prepared by Unum and may 
include attachments.  It tells you:


-  the coverage for which you may be entitled;
-  to whom Unum will make a payment; and
-  the limitations, exclusions and requirements that apply within a plan.


WHEN ARE YOU ELIGIBLE FOR COVERAGE?


If you are working for your Employer in an eligible group, the date you are eligible for 
coverage is the later of:


-  the plan effective date; or
-  the day after you complete your waiting period.


WHEN DOES YOUR LIFE INSURANCE COVERAGE BEGIN?


This plan provides benefit options that you can choose.  When you first become 
eligible for coverage, you may apply for any benefit option, however, you cannot be 
covered for more than the maximum benefit available under the plan.


Evidence of insurability is required for any amount of life insurance over the 
amount shown in the LIFE INSURANCE "BENEFITS AT A GLANCE" page.


You pay 100% of the cost yourself for any benefit option.  You will be covered at 
12:01 a.m. on the later of:


-  the first of the month coincident with or next following the date you are eligible for 
coverage, if you apply for insurance on or before that date, for any amount of 
insurance that is not subject to evidence of insurability requirements; or


-  the first of the month coincident with or next following the date you apply for 
insurance, if you apply within 31 days after your eligibility date, for any amount of 
insurance that is not subject to evidence of insurability requirements; and


-  the first of the month coincident with or next following the date Unum approves 
your evidence of insurability form, if you apply for insurance on or before your 
eligibility date or within 31 days after your eligibility date, for any amount of 
insurance that is subject to evidence of insurability requirements.


WHEN CAN YOU APPLY FOR LIFE INSURANCE COVERAGE IF YOU APPLY 
MORE THAN 31 DAYS AFTER YOUR ELIGIBILITY DATE?


You can apply for coverage at anytime during the plan year.  Evidence of insurability 
is required for any amount of insurance.   


Coverage will begin at 12:01 a.m. on the first of the month coincident with or next 
following the date Unum approves your evidence of insurability form.
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WHEN CAN YOU CHANGE YOUR LIFE INSURANCE COVERAGE?


You can change your coverage by applying for additional benefit options at anytime 
during the plan year.  You can increase your coverage any number of benefit options 
up to the maximum benefit available under the plan. Evidence of insurability is 
required for any amount of life insurance applied for during the plan year.  A change 
in coverage that is made during a plan year will begin at 12:01 a.m. on the first of the 
month coincident with or next following the date Unum approves your evidence of 
insurability form.


You also can change your coverage by applying for additional benefit options during 
an annual enrollment period.  You can increase your coverage any number of 
benefit options up to the maximum benefit available under the plan.


Evidence of insurability is required for any amount of life insurance over the amount 
shown in the LIFE INSURANCE "BENEFITS AT A GLANCE" page.


Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in coverage that is made during an annual enrollment period will 
begin at 12:01 a.m. on:


-  the first day of the next plan year for any amount of insurance that is not subject to 
evidence of insurability requirements; and


-  the first of the month coincident with or next following the date Unum approves 
your evidence of insurability form for any amount of insurance that is subject to 
evidence of insurability requirements.


In addition, you can decrease your coverage any number of benefit options during 
the plan year or annual enrollment period.  Any decrease in coverage will take effect 
immediately but will not affect a payable claim that occurs prior to the decrease.


IS EVIDENCE OF INSURABILITY REQUIRED IF YOU RECEIVE AN INCREASE IN 
YOUR ANNUAL EARNINGS?


If you remain covered for the same benefit option, evidence of insurability is not 
required for the first $100,000 of increased life amounts due to increased annual 
earnings accumulated within a plan year.


Evidence of insurability is required for any increased amount of life insurance that 
exceeds $100,000.  However, if you previously were declined coverage, evidence of 
insurability is required for any increases until Unum approves your evidence of 
insurability form.


If you are not in active employment due to an injury or sickness, this change in 
coverage due to a change in your annual earnings will begin on the date you return 
to active employment.


WHAT IF YOU ARE ABSENT FROM WORK ON THE DATE YOUR COVERAGE 
WOULD NORMALLY BEGIN?


If you are absent from work due to injury, sickness, temporary layoff or leave of 
absence, your coverage will begin on the first of the month coincident with or next 
following the date you return to active employment.
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ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE NOT WORKING 
DUE TO INJURY OR SICKNESS?


If you are not working due to injury or sickness, and if premium is paid, you may 
continue to be covered up to your retirement date.


ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE TEMPORARILY 
NOT WORKING?


If you are on a temporary layoff, and if premium is paid, you will be covered through 
the end of the month that immediately follows the month in which your temporary 
layoff begins.


If you are on a leave of absence, and if premium is paid, you will be covered 
through the end of the month that immediately follows the month in which your leave 
of absence begins.


ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE NOT WORKING 
DUE TO A STRIKE, A LOCKOUT OR OTHER LABOR DISPUTE?


If you are not working due to a strike, a lockout or other labor dispute involving your 
Employer, and if premium is paid, coverage will be continued until:


-  the expiration of 6 months from the date you ceased active employment; or
-  the date you accept active employment with another Employer;


whichever occurs first.


Your Employer must inform you of your right to keep your coverage in force.  You 
must  pay, on time, to your Employer, an amount equal to the required premium 
during the continuation.  Your Employer will forward your premium to us.


WHEN WILL CHANGES TO YOUR COVERAGE TAKE EFFECT?


Once your coverage begins, any increased or additional coverage due to a change 
in your annual earnings or due to a plan change requested by your Employer will 
take effect on the first of the month coincident with or next following the date the 
change occurs or on the first of the month coincident with or next following the date 
Unum approves your evidence of insurability form, if evidence of insurability is 
required.  You must be in active employment or on a covered layoff or leave of 
absence.


If you are not in active employment due to injury or sickness, any increased or 
additional coverage due to a change in your annual earnings or due to a plan 
change will begin on the first of the month coincident with or next following the date 
you return to active employment.


Any decrease in coverage will take effect immediately but will not affect a payable 
claim that occurs prior to the decrease.


WHEN DOES YOUR COVERAGE END?


Your coverage under the Summary of Benefits or a plan ends on the earliest of:
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-  the date the Summary of Benefits or a plan is cancelled;
-  the date you no longer are in an eligible group;
-  the date your eligible group is no longer covered;
-  the last day of the period for which you made any required contributions; or
-  the last day you are in active employment unless continued due to a covered layoff 


or leave of absence or due to an injury or sickness, as described in this certificate 
of coverage.


Unum will provide coverage for a payable claim which occurs while you are covered 
under the Summary of Benefits or plan.


WHEN ARE YOU ELIGIBLE TO ELECT DEPENDENT COVERAGE?


If you elect coverage for yourself or are insured under the plan, you are eligible to 
elect dependent coverage for your spouse only, your dependent children only or 
both.


WHEN ARE YOUR DEPENDENTS ELIGIBLE FOR COVERAGE?


The date your dependents are eligible for coverage is the later of:


-  the date your insurance begins; or
-  the date you first acquire a dependent.


WHAT DEPENDENTS ARE ELIGIBLE FOR COVERAGE?


The following dependents are eligible for coverage under the plan:


-  Your lawful spouse, including a legally separated spouse.  You may not cover your 
spouse as a dependent if your spouse is enrolled for coverage as an employee.


"Spouse" wherever used includes domestic partner.


-  Your domestic partner.  Your domestic partner is the person named in your 
declaration of domestic partnership.  You must execute and provide the plan 
administrator with such a declaration which states and gives proof that the 
domestic partner has had the same permanent residence as you for a minimum of 
6 consecutive months prior to the date insurance would become effective for that 
domestic partner.  You must not have signed a declaration of domestic partnership 
with anyone else within the last 6 months of signing the latest declaration of 
domestic partnership.  Also, the domestic partner must be at least 18 years of age, 
competent to contract, not related by blood closer than would bar marriage, the 
sole named domestic partner, not married to anyone else and the declaration of 
domestic partnership must be approved and recorded by the plan administrator.  
You may not cover your domestic partner as a dependent if your domestic partner 
is enrolled for coverage as an employee.


-  Your unmarried children from live birth but less than age 19.  Stillborn children are 
not eligible for coverage.  


-  Your unmarried dependent children age 19 or over but under age 26 also are 
eligible.
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Children include your own natural offspring, lawfully adopted children and 
stepchildren.  They also include foster children and other children who are 
dependent on you for main support and living with you in a regular parent-child 
relationship.  A child will be considered adopted on the date of placement in your 
home.


No dependent child may be covered by more than one employee in the plan.


No dependent child can be covered as both an employee and a dependent.


WHEN DOES YOUR DEPENDENT LIFE INSURANCE COVERAGE BEGIN?


This plan provides coverage for your dependents.  When your dependent first 
become eligible for coverage, you may apply for:


-  any option for your dependent spouse, however, your dependent  spouse cannot 
be covered for more than the maximum benefit available under the plan; and


-  dependent child(ren) coverage.


Evidence of insurability is required for any amount of dependent spouse life 
insurance over the amount shown in the LIFE INSURANCE "BENEFITS AT A 
GLANCE" page.


You pay 100% of the cost yourself for dependent coverage.  Your dependents will 
be covered at 12:01 a.m. on the later of:


-  the first of the month coincident with or next following the date your dependents 
are eligible for coverage, if you apply for dependent insurance on or before that 
date, for any amount of insurance that is not subject to evidence of insurability 
requirements; or


-  the first of the month coincident with or next following the date you apply for 
dependent insurance, if you apply for dependent insurance within 31 days after 
your dependent's eligibility date, for any amount of insurance that is not subject to 
evidence of insurability requirements; and


-  the first of the month coincident with or next following the date Unum approves 
your dependent's evidence of insurability form, if you apply for dependent 
insurance on or before your dependent's eligibility date or within 31 days after your 
dependent's eligibility date for any amount of insurance that is subject to evidence 
of insurability requirements.


WHEN CAN YOU APPLY FOR DEPENDENT LIFE INSURANCE COVERAGE IF YOU 
APPLY MORE THAN 31 DAYS AFTER YOUR DEPENDENT'S ELIGIBILITY DATE?


You can apply for dependent coverage anytime during the plan year.  Evidence of 
insurability is required for any amount of dependent life insurance.


Dependent coverage will begin at 12:01 a.m. on the first of the month coincident with 
or next following the date Unum approves your dependent's evidence of insurability 
form.
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WHEN CAN YOU CHANGE YOUR DEPENDENT SPOUSE LIFE INSURANCE 
COVERAGE?


You can change your dependent spouse coverage by applying for additional benefit 
options at anytime during the plan year.  You can increase your dependent spouse 
coverage any number of benefit options up to the maximum benefits available under 
the plan.  Evidence of insurability is required for any amount of dependent spouse 
life insurance applied for during the plan year.


A change in coverage that is made during a plan year will begin at 12:01 a.m. on the 
first of the month coincident with or next following the date Unum approves your 
dependent spouse's evidence of insurability form.


You also can change your dependent spouse coverage by applying for additional 
benefit options during an annual enrollment period.  You can increase your 
dependent spouse coverage any number of benefit options up to the maximum 
benefits available under the plan.


Evidence of insurability is required for any amount of dependent spouse life 
insurance over the amount shown in the LIFE INSURANCE "BENEFITS AT A 
GLANCE" page.


Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in coverage that is made during an annual enrollment period will 
begin at 12:01 a.m. on:


-  the first day of the next plan year for any amount of insurance that is not subject to 
evidence of insurability requirements; and


-  the first of the month coincident with or next following the date Unum approves 
your dependent spouse's evidence of insurability form for any amount of insurance 
that is subject to evidence of insurability requirements.


In addition, you can decrease your dependent spouse coverage any number of 
benefit options or cancel your dependent spouse or dependent child coverage 
during the plan year or annual enrollment period.  Any decrease or cancellation in 
dependent coverage will take effect immediately but will not affect a payable claim.


WHAT IF YOUR DEPENDENT IS TOTALLY DISABLED ON THE DATE YOUR 
DEPENDENT'S COVERAGE WOULD NORMALLY BEGIN?


If your eligible dependent is totally disabled, your dependent's coverage will begin 
on the first of the month coincident with or next following the date your eligible 
dependent no longer is totally disabled.  This provision does not apply to a newborn 
child while dependent insurance is in effect.


IS EVIDENCE OF INSURABILITY REQUIRED FOR YOUR SPOUSE IF YOU 
RECEIVE AN INCREASE IN YOUR ANNUAL EARNINGS?


If your spouse remains covered for the same benefit option, evidence of insurability 
is not required for the first $50,000 of increased spouse life amounts due to your 
increased annual earnings accumulated within a plan year.


Evidence of insurability is required for any increased amount of spouse life 
insurance that exceeds $50,000.  However, if your spouse was previously declined 
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coverage, evidence of insurability is required for any increases until Unum approves 
your spouse's evidence of insurability form.


If you are not in active employment due to an injury or sickness, this change in 
coverage due to a change in your annual earnings will begin on the date your return 
to active employment.


WHEN WILL CHANGES TO YOUR DEPENDENT'S COVERAGE TAKE EFFECT?


Once your dependent's coverage begins, any increased or additional dependent 
coverage due to a plan change requested by your Employer will take effect on the 
first of the month coincident with or next following the date the change occurs or on 
the first of the month coincident with or next following the date Unum approves your 
dependent's evidence of insurability form, if evidence of insurability is required, 
provided your dependent is not totally disabled.  You must be in active employment 
or on a covered layoff or leave of absence.


If you are not in active employment due to injury or sickness, any increased or 
additional dependent coverage due to a plan change will begin on the first of the 
month coincident with or next following the date you return to active employment.


If your dependent is totally disabled, any increased or additional dependent 
coverage will begin on the first of the month coincident with or next following the 
date your dependent is no longer totally disabled.


Any decreased coverage will take effect immediately but will not affect a payable 
claim that occurs prior to the decrease.


WHEN DOES YOUR DEPENDENT'S COVERAGE END?


Your dependent's coverage under the Summary of Benefits or a plan ends on the 
earliest of:


-  the date the Summary of Benefits or a plan is cancelled;
-  the date you no longer are in an eligible group;
-  the date your eligible group is no longer covered;
-  the date of your death;
-  the last day of the period for which you made any required contributions; or
-  the last day you are in active employment unless continued due to a covered layoff 


or leave of absence or due to an injury or sickness, as described in this certificate 
of coverage.


Coverage for any one dependent will end on the earliest of:


-  the date your coverage under a plan ends;
-  the date your dependent ceases to be an eligible dependent;
-  for a spouse, the date of divorce or annulment; or
-  for a domestic partner, the date your domestic partnership ends.


Unum will provide coverage for a payable claim which occurs while your dependents 
are covered under the Summary of Benefits or plan.
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WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS?


You or your authorized representative can start legal action regarding a claim 60 
days after proof of claim has been given and up to 3 years from the time proof of 
claim is required, unless otherwise provided under federal law.


HOW CAN STATEMENTS MADE IN YOUR APPLICATION FOR THIS COVERAGE 
BE USED?


Unum considers any statements you or your Employer make in a signed application 
for coverage or an evidence of insurability form a representation and not a warranty.  
If any of the statements you or your Employer make are not complete and/or not true 
at the time they are made, we can:


-  reduce or deny any claim; or
-  cancel your coverage from the original effective date.


We will use only statements made in a signed application or an evidence of 
insurability form as a basis for doing this.


Except in the case of fraud, Unum can take action only in the first 2 years coverage 
is in force.


If the Employer gives us information about you that is incorrect, we will:


-  use the facts to decide whether you have coverage under the plan and in what 
amounts; and


-  make a fair adjustment of the premium.


HOW WILL UNUM HANDLE INSURANCE FRAUD?


Unum wants to ensure you and your Employer do not incur additional insurance 
costs as a result of the undermining effects of insurance fraud.  Unum promises to 
focus on all means necessary to support fraud detection, investigation, and 
prosecution. 


It is a crime if you knowingly, and with intent to injure, defraud or deceive Unum, or 
provide any information, including filing a claim, that contains any false, incomplete 
or misleading information. These actions, as well as submission of materially false 
information, will result in denial of your claim, and are subject to prosecution and 
punishment to the full extent under state and/or federal law. Unum will pursue all 
appropriate legal remedies in the event of insurance fraud.


DOES THE SUMMARY OF BENEFITS REPLACE OR AFFECT ANY WORKERS' 
COMPENSATION OR STATE DISABILITY INSURANCE?


The Summary of Benefits does not replace or affect the requirements for coverage 
by any workers' compensation or state disability insurance.


DOES YOUR EMPLOYER ACT AS YOUR AGENT OR UNUM'S AGENT?


For the purposes of the Summary of Benefits, your Employer acts on its own behalf 
or as your agent.  Under no circumstances will your Employer be deemed the agent 
of Unum.
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LIFE INSURANCE


BENEFIT INFORMATION


WHEN WILL YOUR BENEFICIARY RECEIVE PAYMENT?


Your beneficiary(ies) will receive payment when Unum approves your death claim.


WHAT DOCUMENTS ARE REQUIRED FOR PROOF OF DEATH?


Unum will require a certified copy of the death certificate, enrollment documents and 
a Notice and Proof of Claim form.


HOW MUCH WILL UNUM PAY YOU IF UNUM APPROVES YOUR DEPENDENT'S 
DEATH CLAIM?


Unum will determine the payment according to the amount of insurance shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.


HOW MUCH WILL UNUM PAY YOUR BENEFICIARY IF UNUM APPROVES YOUR 
DEATH CLAIM?


Unum will determine the payment according to the amount of insurance shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.


WHAT ARE YOUR ANNUAL EARNINGS?


Owners
"Annual Earnings" means your average annual income from your Employer just prior 
to the date of loss and is computed based on the sum of your Schedule K-1 and W-2 
income averaged over the lesser of:


a.  the 3 most recent tax years; or
 
b.  the period that you have been an owner, if you have been an owner for less than 


3 years.


Schedule K-1 income is derived from the line that refers to "ordinary income (loss) 
from trade or business activities" received from your Employer.


W-2 income is derived from the income box on your W-2 form that reflects "wages, 
tips and other compensation" received from your Employer.  It is your total income 
before taxes.  It is prior to any deductions made for pre-tax contributions to a 
qualified deferred compensation plan.


It does not include income received from car, housing or moving allowances, 
Employer contributions to a qualified deferred compensation plan, or income 
received from sources other than your Employer.


All Employees not eligible in another group
"Annual Earnings" means your gross annual income from your Employer, including 
shift differential, in effect just prior to the date of loss.  It includes your total income 
before taxes.  It is prior to any deductions made for pre-tax contributions to a 
qualified deferred compensation plan, Section 125 plan or flexible spending account.  
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It includes income actually received from commissions but does not include renewal 
commissions, bonuses, overtime pay or any other extra compensation or income 
received from sources other than your Employer.


Commissions will be averaged for the lesser of:


a.  the 12 full calendar month period of your employment with your Employer just 
prior to the date of loss; or


b.  the period of actual employment with your Employer.


WHAT WILL WE USE FOR ANNUAL EARNINGS IF YOU BECOME DISABLED 
DURING A COVERED LAYOFF OR LEAVE OF ABSENCE?


If you become disabled while you are on a covered layoff or leave of absence, we 
will use your annual earnings from your Employer in effect just prior to the date your 
absence began.


WHAT HAPPENS TO YOUR LIFE INSURANCE COVERAGE IF YOU BECOME 
DISABLED?


Your life insurance coverage may be continued for a specific time and your life 
insurance premium will be waived if you qualify as described below.


HOW LONG MUST YOU BE DISABLED BEFORE YOU ARE ELIGIBLE TO HAVE 
LIFE PREMIUMS WAIVED?


You must be disabled through your elimination period.


Your elimination period is 9 months.


WHEN WILL YOUR LIFE INSURANCE PREMIUM WAIVER BEGIN?


Your life insurance premium waiver will begin when we approve your claim, if the 
elimination period has ended and you meet the following conditions.  Your Employer 
may continue premium payments until Unum notifies your Employer of the date your 
life insurance premium waiver begins.


Your life insurance premium will be waived if you meet these conditions:


-  you are less than 60 and insured under the plan.
-  you become disabled and remain disabled during the elimination period.
-  you meet the notice and proof of claim requirements for disability while your life 


insurance is in effect or within three months after it ends.
-  your claim is approved by Unum.


After we approve your claim, Unum does not require further premium payments for 
you while you remain disabled according to the terms and provisions of the plan.


Your life insurance amount will not increase while your life insurance premiums are 
being waived.  Your life insurance amount will reduce or cease at any time it would 
reduce or cease if you had not been disabled.
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WHEN WILL YOUR LIFE INSURANCE PREMIUM WAIVER END?


The life insurance premium waiver will automatically end if:


-  you recover and you no longer are disabled;
-  you fail to give us proper proof that you remain disabled;
-  you refuse to have an examination by a physician chosen by Unum; 
-  you reach age 65; or
-  premium has been waived for 12 months and you are considered to reside outside 


the United States.  You will be considered to reside outside the United States 
when you have been outside the United States for a total period of 6 months or 
more during any 12 consecutive months for which premium has been waived.


HOW DOES UNUM DEFINE DISABILITY?


You are disabled when Unum determines that:


-  during the elimination period, you are not working in any occupation due to your 
injury or sickness; and


-  after the elimination period, due to the same injury or sickness, you are unable to 
perform the duties of any gainful occupation for which you are reasonably fitted 
by training, education or experience.


You must be under the regular care of a physician in order to be considered 
disabled.


The loss of a professional or occupational license or certification does not, in itself, 
constitute disability.


We may require you to be examined by a physician, other medical practitioner or 
vocational expert of our choice.  Unum will pay for this examination.  We can require 
an examination as often as it is reasonable to do so.  We may also require you to be 
interviewed by an authorized Unum Representative.


APPLYING FOR LIFE INSURANCE PREMIUM WAIVER


Ask your Employer for a life insurance premium waiver claim form.


The form has instructions on how to complete and where to send the claim.


WHAT INSURANCE IS AVAILABLE WHILE YOU ARE SATISFYING THE 
DISABILITY REQUIREMENTS? (See Conversion Privilege)


You may use this life conversion privilege when your life insurance terminates while 
you are satisfying the disability requirements.  Please refer to the conversion 
privilege below.  You are not eligible to apply for this life conversion if you return to 
work and, again, become covered under the plan.


If an individual life insurance policy is issued to you, any benefit for your death under 
this plan will be paid only if the individual policy is returned for surrender to Unum.  
Unum will refund all premiums paid for the individual policy.
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The amount of your death benefit will be paid to your named beneficiary for the plan.  
If, however, you named a different beneficiary for the individual policy and the policy 
is returned to Unum for surrender, that different beneficiary will not be paid.


If you want to name a different beneficiary for this group plan, you must change your 
beneficiary as described in the Beneficiary Designation page of this group plan.


WHAT INSURANCE IS AVAILABLE WHEN COVERAGE ENDS? (Conversion 
Privilege)


When coverage ends under the plan, you and your dependents can convert your 
coverages to individual life policies, without evidence of insurability.  The maximum 
amounts that you can convert are the amounts you and your dependents are insured 
for under the plan.  You may convert a lower amount of life insurance.


You and your dependents must apply for individual life insurance under this life 
conversion privilege and pay the first premium within 31 days after the date:


-  your employment terminates; or
-  you or your dependents no longer are eligible to participate in the coverage of the 


plan.


If you convert to an individual life policy, then return to work, and, again, become 
insured under the plan, you are not eligible to convert to an individual life policy 
again.  However, you do not need to surrender that individual life policy when you 
return to work.


Converted insurance may be of any type of the level premium whole life plans then 
in use by Unum.  The person may elect one year of Preliminary Term insurance 
under the level premium whole life policy.  The individual policy will not contain 
disability or other extra benefits.


WHAT LIMITED CONVERSION IS AVAILABLE IF THE SUMMARY OF BENEFITS 
OR THE PLAN IS CANCELLED? (Conversion Privilege)


You and your dependents may convert a limited amount of life insurance if you have 
been insured under your Employer's group plan with Unum for at least five (5) years 
and the Summary of Benefits or the plan:


-  is cancelled with Unum; or
-  changes so that you no longer are eligible.


The individual life policy maximum for each of you will be the lesser of:


-  $10,000; or
-  your or your dependent's coverage amounts under the plan less any amounts that 


become available under any other group life plan offered by your Employer within 
31 days after the date the Summary of Benefits or the plan is cancelled.


PREMIUMS


Premiums for the converted insurance will be based on:


-  the person's then attained age on the effective date of the individual life policy;
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-  the type and amount of insurance to be converted;
-  Unum's customary rates in use at that time; and
-  the class of risk to which the person belongs.


If the premium payment has been made, the individual life policy will be effective at 
the end of the 31 day conversion application period.


DEATH DURING THE THIRTY-ONE DAY CONVERSION APPLICATION PERIOD


If you or your dependents die within the 31 day conversion application period, Unum 
will pay the beneficiary(ies) the amount of insurance that could have been 
converted.  This coverage is available whether or not you have applied for an 
individual life policy under the conversion privilege.


APPLYING FOR CONVERSION


Ask your Employer for a conversion application form which includes cost 
information.


When you complete the application, send it with the first premium amount to:


Unum - Conversion Unit
2211 Congress Street
Portland, Maine 04122-1350
1-800-343-5406


WILL UNUM ACCELERATE YOUR OR YOUR DEPENDENT'S DEATH BENEFIT FOR 
THE PLAN IF YOU OR YOUR DEPENDENT BECOMES TERMINALLY ILL? 
(Accelerated Benefit)


If you or your dependent becomes terminally ill while you or your dependent is 
insured by the plan, Unum will pay you a portion of your or your dependent's life 
insurance benefit one time.  The payment will be based on 75% of your or your 
dependent's life insurance amount.  However, the one-time benefit paid will not be 
greater than $500,000.


Your or your dependent's right to exercise this option and to receive payment is 
subject to the following:


-  you or your dependent requests this election, in writing, on a form acceptable to 
Unum;


-  you or your dependent must be terminally ill at the time of payment of the 
Accelerated Benefit;


-  your or your dependent's physician must certify, in writing, that you or your 
dependent is terminally ill and your or your dependent's life expectancy has been 
reduced to 24 months or less; and


-  the physician's certification must be deemed satisfactory to Unum.


The Accelerated Benefit is available on a voluntary basis.  Therefore, you or your 
dependent is not eligible for benefits if:


-  you or your dependent is required by law to use this benefit to meet the claims of 
creditors, whether in bankruptcy or otherwise; or







LIFE-BEN-6  (1/1/2016) REV 26


-  you or your dependent is required by a government agency to use this benefit in 
order to apply for, get, or otherwise keep a government benefit or entitlement.


Premium payments must continue to be paid on the full amount of life insurance 
unless you qualify to have your life premium waived.


Also, premium payments must continue to be paid on the full amount of your 
dependent's life insurance.


If you have assigned your rights under the plan to an assignee or made an 
irrevocable beneficiary designation, Unum must receive consent, in writing, that the 
assignee or irrevocable beneficiary has agreed to the Accelerated Benefit payment 
on your behalf in a form acceptable to Unum before benefits are payable.


An election to receive an Accelerated Benefit will have the following effect on other 
benefits:


-  the death benefit payable will be reduced by any amount of Accelerated Benefit 
that has been paid; and


-  any amount of life insurance that would be continued under a disability 
continuation provision or that may be available under the conversion privilege will 
be reduced by the amount of the Accelerated Benefit paid.  The remaining life 
insurance amount will be paid according to the terms of the Summary of Benefits 
subject to any reduction and termination provisions.


Benefits paid may be taxable.  Unum is not responsible for any tax or other effects of 
any benefit paid.  As with all tax matters, you or your dependent should consult your 
personal tax advisor to assess the impact of this benefit.







  LIFE-OTR-1  (1/1/2016) REV 27


LIFE INSURANCE


OTHER BENEFIT FEATURES


WHAT COVERAGE IS AVAILABLE IF YOU END EMPLOYMENT OR YOU WORK 
REDUCED HOURS?  (Portability)


If your employment ends with or you retire from your Employer or you are working 
less than the minimum number of hours as described under Eligible Groups in this 
plan, you may elect portable coverage for yourself and your dependents.


In case of your death, your insured dependents also may elect portable coverage for 
themselves.  However, children cannot become insured for portable coverage unless 
the spouse also becomes insured for portable coverage.


PORTABLE INSURANCE COVERAGE AND AMOUNTS AVAILABLE


The portable insurance coverage will be the current coverage and amounts that you 
and your dependents are insured for under your Employer's group plan.  


However, the amount of portable coverage for you will not be more than:


-  the highest amount of life insurance available for employees under the plan; or
-  5x your annual earnings; or
-  $750,000 from all Unum group life and accidental death and dismemberment 


plans combined,


whichever is less.


The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.


The amount of portable coverage for your spouse will not be more than:


-  the highest amount of life insurance available for spouses under the plan; or
-  50% of your amount of portable coverage; or
-  $750,000 from all Unum group life and accidental death and dismemberment 


plans combined,


whichever is less.


The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.


The amount of portable coverage for a child will not be more than:


-  the highest amount of life insurance available for children under the plan; or
-  50% of your amount of portable coverage; or
-  $20,000,


whichever is less.


The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.
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The minimum amount of coverage that can be ported is $5,000 for you and $1,000 
for your dependents.  If the current amounts under the plan are less than $5,000 for 
you and $1,000 for your dependents you and your dependents may port the lesser 
amounts.


Your or your dependent's amount of life insurance will reduce or cease at any time it 
would reduce or cease for your eligible group if you had continued in active 
employment with your Employer.


APPLYING FOR PORTABLE COVERAGE


You must apply for portable coverage for yourself and your dependents and pay the 
first premium within 31 days after the date:


-  your coverage ends or you retire from your Employer; or
-  you begin working less than the minimum number of hours as described under 


Eligible Groups in this plan.
 
Your dependents must apply for portable coverage and pay the first premium within 
31 days after the date you die.  


You are not eligible to apply for portable coverage for yourself if:


-  the policy is cancelled (the Policy is the group policy issued to the Trustees of the 
Select Group Insurance Trust in which your Employer participates); or


-  you failed to pay the required premium under the terms of this plan.


You are not eligible to apply for portable coverage for a dependent if:


-  you do not elect portable coverage for yourself;
-  the policy is cancelled (the Policy is the group policy issued to the Trustees of the 


Select Group Insurance Trust in which your Employer participates); or
-  you failed to pay the required premium under the terms of this plan.


In case of your death, your spouse is not eligible to apply for portable coverage if:


-  your surviving spouse is not insured under this plan;
-  the policy is cancelled (the Policy is the group policy issued to the Trustees of the 


Select Group Insurance Trust in which your Employer participates); or
-  you failed to pay the required premium under the terms of this plan for your 


spouse.


In case of your death, your child is not eligible for portable coverage if:


-  your surviving spouse is not insured under this plan;
-  your surviving spouse is insured under this plan and chooses not to elect portable 


coverage;
-  the policy is cancelled (the Policy is the group policy issued to the Trustees of the 


Select Group Insurance Trust in which your Employer participates); or 
-  you failed to pay the required premium under the terms of this plan for your child.
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APPLYING FOR INCREASES OR DECREASES IN PORTABLE COVERAGE


You or your dependents may increase or decrease the amount of life insurance 
coverage.  The minimum and maximum benefit amounts are shown above.  
However, the amount of life insurance coverage cannot be decreased below $5,000 
for you and $1,000 for your dependents.  All increases are subject to evidence of 
insurability.  Portable coverage will reduce at the ages and amounts shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.


ADDING PORTABLE COVERAGE FOR DEPENDENTS


If you choose not to enroll your dependents when your dependents were first eligible 
for portable coverage, you may enroll your dependents at any time for the amounts 
allowed under the group plan.  Evidence of insurability is required.


You may enroll newly acquired dependents at any time for the amounts allowed 
under the group plan.  Evidence of insurability is required.


WHEN PORTABLE COVERAGE ENDS


Portable coverage for you will end for the following reasons:


-  the date you fail to pay any required premium; or
-  the date the policy is cancelled (the Policy is the group policy issued to the 


Trustees of the Select Group Insurance Trust in which your Employer participates).


Portable coverage for a spouse will end for the following reasons:


-  the date you fail to pay any required premium;
-  the date your surviving spouse fails to pay any required premium; or
-  the date the policy is cancelled (the Policy is the group policy issued to the 


Trustees of the Select Group Insurance Trust in which your Employer participates).


Portable coverage for a child will end for the following reasons:


-  the date you fail to pay any required premium;
-  the date your surviving spouse fails to pay any required premium; 
-  the date the policy is cancelled (the Policy is the group policy issued to the 


Trustees of the Select Group Insurance Trust in which your Employer participates);
-  the date your child no longer qualifies as a dependent; or
-  the date the surviving spouse dies.


If portable coverage ends due to failure to pay required premium, portable coverage 
cannot be reinstated.


PREMIUM RATE CHANGES FOR PORTABLE COVERAGE


Unum may change premium rates for portable coverage at any time for reasons 
which affect the risk assumed, including those reasons shown below:


-  changes occur in the coverage levels;
-  changes occur in the overall use of benefits by all insureds;
-  changes occur in other risk factors; or
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-  a new law or a change in any existing law is enacted which applies to portable 
coverage.


The change in premium rates will be made on a class basis according to Unum's 
underwriting risk studies.  Unum will notify the insured in writing at least 31 days 
before a premium rate is changed.


APPLYING FOR CONVERSION, IF PORTABLE COVERAGE ENDS OR IS NOT 
AVAILABLE


If you or your dependent is not eligible to apply for portable coverage or portable 
coverage ends, then you or your dependent may qualify for conversion coverage.  
Refer to Conversion Privilege under this plan.


Ask your Employer for a conversion application form which includes cost 
information.


When you complete the application, send it with the first premium amount to:


Unum - Conversion Unit
2211 Congress Street
Portland, Maine  04122-1350
1-800-343-5406
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GLOSSARY


ACTIVE EMPLOYMENT means you are working for your Employer for earnings that 
are paid regularly and that you are performing the material and substantial duties of 
your regular occupation.  You must be working at least the minimum number of hours 
as described under Eligible Group(s) in each plan.


Your work site must be:


-  your Employer's usual place of business;
-  an alternative work site at the direction of your Employer, including your home; or
-  a location to which your job requires you to travel.


Normal vacation is considered active employment.
Temporary and seasonal workers are excluded from coverage.


ACTIVITIES OF DAILY LIVING means:


-  Bathing - the ability to wash oneself either in the tub or shower or by sponge bath with 
or without equipment or adaptive devices.


-  Dressing - the ability to put on and take off all garments and medically necessary 
braces or artificial limbs usually worn.


-  Toileting - the ability to get to and from and on and off the toilet; to maintain a 
reasonable level of personal hygiene, and to care for clothing.


-  Transferring - the ability to move in and out of a chair or bed with or without 
equipment such as canes, quad canes, walkers, crutches or grab bars or other 
support devices including mechanical or motorized devices.


-  Continence - the ability to either:
-   voluntarily control bowel and bladder function; or
-   if incontinent, be able to maintain a reasonable level of personal hygiene.


-  Eating - the ability to get nourishment into the body.


A person is considered unable to perform an activity of daily living if the task cannot be 
performed safely without another person's stand-by assistance or verbal cueing.


ANNUAL EARNINGS means your annual income received from your Employer as 
defined in the plan.


ANNUAL ENROLLMENT PERIOD means a period of time before the beginning of each 
plan year and ending on the plan anniversary date.


COGNITIVELY IMPAIRED means a person has a deterioration or loss in intellectual 
capacity resulting from injury, sickness, advanced age, Alzheimer's disease or similar 
forms of irreversible dementia and needs another person's assistance or verbal cueing 
for his or her own protection or for the protection of others.


ELIMINATION PERIOD means a period of continuous disability which must be satisfied 
before you are eligible to have your life premium waived by Unum.


EMPLOYEE means a person who is in active employment in the United States with the 
Employer.


EMPLOYER means the Employer/Applicant named in the Application For Participation 
in the Select Group Insurance Trust, on the first page of the Summary of Benefits and in 
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all amendments.  It includes any division, subsidiary or affiliated company named in the 
Summary of Benefits.


EVIDENCE OF INSURABILITY means a statement of your or your dependent's medical 
history which Unum will use to determine if you or your dependent is approved for 
coverage.  Evidence of insurability will be at Unum's expense.


GAINFUL OCCUPATION means an occupation that within 12 months of your return to 
work is or can be expected to provide you with an income that is at least equal to 60% 
of your annual earnings in effect just prior to the date your disability began.


GRACE PERIOD means the period of time following the premium due date during 
which premium payment may be made.


HOSPITAL OR INSTITUTION means an accredited facility licensed to provide care and 
treatment for the condition causing your disability.


INJURY means a bodily injury that is the direct result of an accident and not related to 
any other cause.  Disability must begin while you are covered under the plan.


INSURED means any person covered under a plan.


LAYOFF or LEAVE OF ABSENCE means you are temporarily absent from active 
employment for a period of time that has been agreed to in advance in writing by your 
Employer.


Your normal vacation time or any period of disability is not considered a temporary 
layoff or leave of absence.


LIFE THREATENING CONDITION is a critical health condition that possibly could 
result in your dependent's loss of life.


PAYABLE CLAIM means a claim for which Unum is liable under the terms of the 
Summary of Benefits.


PHYSICIAN means:


-  a person performing tasks that are within the limits of his or her medical license; and
-  a person who is licensed to practice medicine and prescribe and administer drugs or 


to perform surgery; or
-  a person with a doctoral degree in Psychology (Ph.D. or Psy.D.) whose primary 


practice is treating patients; or
-  a person who is a legally qualified medical practitioner according to the laws and 


regulations of the governing jurisdiction.


Unum will not recognize you, or your spouse, children, parents or siblings as a 
physician for a claim that you send to us.


PLAN means a line of coverage under the Summary of Benefits.
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REGULAR CARE means:


-  you personally visit a physician as frequently as is medically required, according to 
generally accepted medical standards, to effectively manage and treat your disabling 
condition(s); and


-  you are receiving the most appropriate treatment and care which conforms with 
generally accepted medical standards, for your disabling condition(s) by a physician 
whose specialty or experience is the most appropriate for your disabling condition(s), 
according to generally accepted medical standards.


RETAINED ASSET ACCOUNT is an interest bearing account established through an 
intermediary bank in the name of you or your beneficiary, as owner.


SICKNESS means an illness or disease.  Disability must begin while you are covered 
under the plan.


TOTALLY DISABLED means that, as a result of an injury, a sickness or a disorder, 
your dependent:


-  is confined in a hospital or similar institution;
-  is unable to perform two or more activities of daily living (ADLs) because of a physical 


or mental incapacity resulting from an injury or a sickness;
-  is cognitively impaired; or
-  has a life threatening condition.


TRUST means the policyholder trust named on the first page of the Summary of 
Benefits and all amendments to the policy.


WAITING PERIOD means the continuous period of time (shown in each plan) that you 
must be in active employment in an eligible group before you are eligible for coverage 
under a plan.


WE, US and OUR means Unum Life Insurance Company of America.


YOU means an employee who is eligible for Unum coverage.
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ERISA


Additional Summary Plan Description Information


If the Summary of Benefits provides benefits under a Plan which is subject to the 
Employee Retirement Income Security Act of 1974 (ERISA), the following provisions 
apply.  These provisions, together with your certificate of coverage, constitute the 
summary plan description. The summary plan description and the Summary of Benefits 
constitute the Plan.  Benefit determinations are controlled exclusively by the Summary 
of Benefits, your certificate of coverage and the information contained in this document.


Name of Plan:
Saltchuk Resources Group Health and Welfare Plan


Name and Address of Employer:
Saltchuk Resources, Inc. 
1111 Fairview Avenue North
Seattle, Washington
98109-4418


Plan Identification Number:
a.  Employer IRS Identification #:  91-1186367
b.  Plan #:  507


Type of Welfare Plan:
Life


Type of Administration:
The Plan is administered by the Plan Administrator.  Benefits are administered by 
the insurer and provided in accordance with the insurance Summary of Benefits 
issued to the Plan.


ERISA Plan Year Ends:
December 31


Plan Administrator, Name,
Address, and Telephone Number:


Saltchuk Resources, Inc.
1111 Fairview Avenue North
Seattle, Washington
98109-4418
(206) 652-1105


Saltchuk Resources, Inc. is the Plan Administrator and named fiduciary of the 
Plan, with authority to delegate its duties.  The Plan Administrator may designate 
Trustees of the Plan, in which case the Administrator will advise you separately 
of the name, title and address of each Trustee.


Agent for Service of
Legal Process on the Plan:


Saltchuk Resources, Inc.
1111 Fairview Ave., N.
Seattle, Washington
98109
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Service of legal process may also be made upon the Plan Administrator, or a 
Trustee of the Plan, if any.


Funding and Contributions:
The Plan is funded by insurance issued by Unum Life Insurance Company of 
America, 2211 Congress Street, Portland, Maine 04122 (hereinafter referred to 
as "Unum") under identification number 219617 011.  Contributions to the Plan 
are made as stated under "WHO PAYS FOR THE COVERAGE" in the Certificate 
of Coverage.


EMPLOYER'S RIGHT TO AMEND THE PLAN


The Employer reserves the right, in its sole and absolute discretion, to amend, 
modify, or terminate, in whole or in part, any or all of the provisions of the Plan 
(including any related documents and underlying policies), at any time and for any 
reason or no reason.  Any amendment, modification, or termination must be in 
writing and endorsed on or attached to the Plan.


EMPLOYER'S RIGHT TO REQUEST SUMMARY OF BENEFITS CHANGE


The Employer can request a Summary of Benefits change.  Only an officer or 
registrar of Unum can approve a change.  The change must be in writing and 
endorsed on or attached to the Summary of Benefits.


MODIFYING OR CANCELLING THE SUMMARY OF BENEFITS OR A PLAN UNDER 
THE SUMMARY OF BENEFITS


The Summary of Benefits or a plan under the Summary of Benefits can be 
cancelled:


-  by Unum; or
-  by the Employer.


Unum may cancel or modify the Summary of Benefits or a plan if:


-  the number of employees insured is less than 10 lives or 20% of those eligible, 
whichever is greater; or


-  the Employer does not promptly provide Unum with information that is reasonably 
required; or


-  the Employer fails to perform any of its obligations that relate to the Summary of 
Benefits; or


-  the premium is not paid in accordance with the provisions of the Summary of 
Benefits that specify whether the Employer, the employee, or both, pay the 
premiums; or


-  the Employer does not promptly report to Unum the names of any employees who 
are added or deleted from the eligible group; or


-  Unum determines that there is a significant change, in the size, occupation or age 
of the eligible group as a result of a corporate transaction such as a merger, 
divestiture, acquisition, sale, or reorganization of the Employer and/or its 
employees; or


-  the Employer fails to pay any portion of the premium within the 45 day grace 
period.
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If Unum cancels or modifies the Summary of Benefits or a plan, for reasons other 
than the Employer's failure to pay premium, a written notice will be delivered to the 
Employer at least 31 days prior to the cancellation date or modification date.  The 
Employer may cancel the Summary of Benefits or plan if the modifications are 
unacceptable.


If any portion of the premium is not paid during the grace period, Unum will either 
cancel or modify the Summary of Benefits or a plan automatically at the end of the 
grace period.  The Employer is liable for premium for coverage during the grace 
period.  The Employer must pay Unum all premium due for the full period each plan 
is in force.


The Employer may cancel the Summary of Benefits or a plan by written notice 
delivered to Unum at least 31 days prior to the cancellation date.  When both the 
Employer and Unum agree, the Summary of Benefits or a plan can be cancelled on 
an earlier date.  If Unum or the Employer cancels the Summary of Benefits or a plan, 
coverage will end at 12:00 midnight on the last day of coverage.


If the Summary of Benefits or a plan is cancelled, the cancellation will not affect a 
payable claim.


HOW TO FILE A CLAIM


If you wish to file a claim for benefits, you should follow the claim procedures 
described in your insurance certificate.  To complete your claim filing, Unum must 
receive the claim information it requests from you (or your authorized 
representative), your attending physician and your Employer.  If you or your 
authorized representative has any questions about what to do, you or your 
authorized representative should contact Unum directly.


CLAIMS PROCEDURES


If a claim is based on death


In the event that your claim is denied, either in full or in part, Unum will notify you in 
writing within 90 days after your claim was filed.  Under special circumstances, 
Unum is allowed an additional period of not more than 90 days (180 days in total) 
within which to notify you of its decision.  If such an extension is required, you will 
receive a written notice from Unum indicating the reason for the delay and the date 
you may expect a final decision.  Unum's notice of denial shall include:


-  the specific reason or reasons for denial with reference to those Plan provisions on 
which the denial is based;


-  a description of any additional material or information necessary to complete the 
claim and why that material or information is necessary; and


-  a description of the Plan's procedures and applicable time limits for appealing the 
determination, including a statement of your right to bring a lawsuit under Section 
502(a) of ERISA following an adverse determination from Unum on appeal.


Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.


If a claim is based on your disability
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Unum will give you notice of the decision no later than 45 days after the claim is 
filed.  This time period may be extended twice by 30 days if Unum both determines 
that such an extension is necessary due to matters beyond the control of the Plan 
and notifies you of the circumstances requiring the extension of time and the date by 
which Unum expects to render a decision.  If such an extension is necessary due to 
your failure to submit the information necessary to decide the claim, the notice of 
extension will specifically describe the required information, and you will be afforded 
at least 45 days within which to provide the specified information.  If you deliver the 
requested information within the time specified, any 30 day extension period will 
begin after you have provided that information.  If you fail to deliver the requested 
information within the time specified, Unum may decide your claim without that 
information.


If your claim for benefits is wholly or partially denied, the notice of adverse benefit 
determination under the Plan will:


-  state the specific reason(s) for the determination;


-  reference specific Plan provision(s) on which the determination is based;


-  describe additional material or information necessary to complete the claim and 
why such information is necessary;  


-  describe Plan procedures and time limits for appealing the determination, and your 
right to obtain information about those procedures and the right to bring a lawsuit 
under Section 502(a) of ERISA following an adverse determination from Unum on 
appeal; and


-  disclose any internal rule, guidelines, protocol or similar criterion relied on in 
making the adverse determination (or state that such information will be provided 
free of charge upon request).


Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.


APPEAL PROCEDURES


If an appeal is based on death


If you or your authorized representative appeal a denied claim, it must be submitted 
within 90 days after you receive Unum's notice of denial.  You have the right to:


-  submit a request for review, in writing, to Unum;
-  upon request and free of charge, reasonable access to and copies of, all relevant 


documents as defined by applicable U.S. Department of Labor regulations; and
-  submit written comments, documents, records and other information relating to the 


claim to Unum.


Unum will make a full and fair review of the claim and all new information submitted 
whether or not presented or available at the initial determination, and may require 
additional documents as it deems necessary or desirable in making such a review.  
A final decision on the review shall be made not later than 60 days following receipt 
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of the written request for review.  If special circumstances require an extension of 
time for processing, you will be notified of the reasons for the extension and the date 
by which the Plan expects to make a decision.  If an extension is required due to 
your failure to submit the information necessary to decide the claim, the notice of 
extension will specifically describe the necessary information and the date by which 
you need to provide it to us.  The 60-day extension of the appeal review period will 
begin after you have provided that information.


The final decision on review shall be furnished in writing and shall include the 
reasons for the decision with reference, again, to those Summary of Benefits' 
provisions upon which the final decision is based.  It will also include a statement 
describing your access to documents and describing your right to bring a lawsuit 
under Section 502(a) of ERISA if you disagree with the determination.


Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.


Unless there are special circumstances, this administrative appeal process must be 
completed before you begin any legal action regarding your claim.


If an appeal is based on your disability


You have 180 days from the receipt of notice of an adverse benefit determination to 
file an appeal.  Requests for appeals should be sent to the address specified in the 
claim denial.  A decision on review will be made not later than 45 days following 
receipt of the written request for review.  If Unum determines that special 
circumstances require an extension of time for a decision on review, the review 
period may be extended by an additional 45 days (90 days in total).  Unum will notify 
you in writing if an additional 45 day extension is needed.


If an extension is necessary due to your failure to submit the information necessary 
to decide the appeal, the notice of extension will specifically describe the required 
information, and you will be afforded at least 45 days to provide the specified 
information.  If you deliver the requested information within the time specified, the 45 
day extension of the appeal period will begin after you have provided that 
information.  If you fail to deliver the requested information within the time specified, 
Unum may decide your appeal without that information.


You will have the opportunity to submit written comments, documents, or other 
information in support of your appeal.  You will have access to all relevant 
documents as defined by applicable U.S. Department of Labor regulations.  The 
review of the adverse benefit determination will take into account all new 
information, whether or not presented or available at the initial determination.  No 
deference will be afforded to the initial determination.


The review will be conducted by Unum and will be made by a person different from 
the person who made the initial determination and such person will not be the 
original decision maker's subordinate.  In the case of a claim denied on the grounds 
of a medical judgment, Unum will consult with a health professional with appropriate 
training and experience.  The health care professional who is consulted on appeal 
will not be the individual who was consulted during the initial determination or a 
subordinate.  If the advice of a medical or vocational expert was obtained by the 
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Plan in connection with the denial of your claim, Unum will provide you with the 
names of each such expert, regardless of whether the advice was relied upon.


A notice that your request on appeal is denied will contain the following information:


-  the specific reason(s) for the determination;


-  a reference to the specific Plan provision(s) on which the determination is based;


-  a statement disclosing any internal rule, guidelines, protocol or similar criterion 
relied on in making the adverse determination (or a statement that such 
information will be provided free of charge upon request);


-  a statement describing your right to bring a lawsuit under Section 502(a) of ERISA 
if you disagree with the decision;


-  the statement that you are entitled to receive upon request, and without charge, 
reasonable access to or copies of all documents, records or other information 
relevant to the determination; and


-  the statement that "You or your Plan may have other voluntary alternative dispute 
resolution options, such as mediation.  One way to find out what may be available 
is to contact your local U.S. Department of Labor Office and your State insurance 
regulatory agency".


Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.


Unless there are special circumstances, this administrative appeal process must be 
completed before you begin any legal action regarding your claim.


YOUR RIGHTS UNDER ERISA


As a participant in the Plan you are entitled to certain rights and protections under 
the Employee Retirement Income Security Act of 1974 (ERISA).  ERISA provides 
that all Plan participants shall be entitled to:


Receive Information About Your Plan and Benefits


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


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) and updated summary plan description.  
The Plan Administrator may make a reasonable charge for the copies.


Receive a summary of the Plan's annual financial report.  The Plan Administrator is 
required by law to furnish each participant with a copy of this summary annual 
report.
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Prudent Actions by Plan Fiduciaries


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


Enforce Your Rights


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


Under ERISA, there are steps you can take to enforce the above rights.  For 
instance, if you request a copy of Plan documents or the latest annual report from 
the Plan and do not receive them within 30 days, you may file suit in a federal court.  
In such a case, the court may require the Plan Administrator to provide the materials 
and pay you up to $110 a day until you receive the materials, unless the materials 
were not sent because of reasons beyond the control of the Plan Administrator.


If you have a claim for benefits that is denied or ignored, in whole or in part, you may 
file suit in a state or federal court.  If it should happen that Plan fiduciaries misuse 
the Plan's money, or if you are discriminated against for asserting your rights, you 
may seek assistance from the U.S. Department of Labor, or you may file suit in a 
federal court.  The court will decide who should pay court costs and legal fees.  If 
you are successful, the court may order the person you have sued to pay these 
costs and fees.  If you lose, the court may order you to pay these costs and fees, if, 
for example, it finds your claim is frivolous.


Assistance with Your Questions


If you have any questions about your Plan, you should contact the Plan 
Administrator.  If you have any questions about this statement or about your rights 
under ERISA, or if you need 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.


OTHER RIGHTS


Unum, for itself and as claims fiduciary for the Plan, is entitled to legal and equitable 
relief to enforce its right to recover any benefit overpayments caused by your receipt 
of deductible sources of income from a third party.  This right of recovery is 
enforceable even if the amount you receive from the third party is less than the 
actual loss suffered by you but will not exceed the benefits paid you under the 
Summary of Benefits.  You agree that Unum and the Plan have an equitable lien 
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over such sources of income until any benefit overpayments have been recovered in 
full.


DISCRETIONARY ACTS


The Plan, acting through the Plan Administrator, delegates to Unum and its affiliate 
Unum Group discretionary authority to make benefit determinations under the Plan.  
Unum and Unum Group may act directly or through their employees and agents or 
further delegate their authority through contracts, letters or other documentation or 
procedures to other affiliates, persons or entities.  Benefit determinations include 
determining eligibility for benefits and the amount of any benefits, resolving factual 
disputes, and interpreting and enforcing the provisions of the Plan.  All benefit 
determinations must be reasonable and based on the terms of the Plan and the facts 
and circumstances of each claim.


Once you are deemed to have exhausted your appeal rights under the Plan, you 
have the right to seek court review under Section 502(a) of ERISA of any benefit 
determinations with which you disagree.  The court will determine the standard of 
review it will apply in evaluating those decisions.
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PROTECTION FOR YOU AND YOUR INSURANCE POLICY
THE WASHINGTON LIFE AND DISABILITY INSURANCE GUARANTY 


ASSOCIATION


PREFACE


This brochure briefly describes the coverage provided through the Washington Life & 
Disability Insurance Guaranty Association ("Association").


The Association is a nonprofit unincorporated legal entity created by the Washington 
Life and Disability Insurance Guaranty Association Act, Chapter 48.32A RCW ("Act").  
Every life and disability insurance company authorized to do business in Washington is 
a member of the Association.  A Board of Directors ("Board"), composed of 
representatives from member insurers, and the Insurance Commissioner, ex officio, 
oversee the operation of the Association.  The expenses of the Association are paid by 
assessments made against each member insurer.  Persons covered by the Act are not 
charged for the expenses of the Association or the protection provided under the Act.


Coverage is provided for certain life and disability insurance.  However, the Association 
does not cover all such insurance.  Coverage that is provided is subject to the 
limitations and exclusions provided by the Act.


The purpose of this brochure is to help you understand the general nature and the 
conditions of the protection provided under the Act.  It is only a summary, however, and 
if you have specific questions that are not discussed here you may contact either the 
Association or the Office of the Insurance Commissioner.


Washington Life and Disability Insurance Supervision Division 
Guaranty Association Company Office of the Insurance Commissioner
P.O. Box 2292 P.O. Box 40259
Shelton, WA 98584 Olympia, WA 98504-0259
360-426-6744 360-725-7214


QUESTIONS AND ANSWERS


1.  WHAT INSURANCE POLICIES ARE COVERED UNDER THE ACT?


The Act applies to life insurance policies, disability insurance policies, and annuity 
contracts issued by an insurance company authorized to do business in Washington. 
The term "disability insurance," as used in the Act, includes not only disability income 
insurance, but also policies commonly referred to as "health insurance" (which includes 
long term care policies). Together, all of these policies and contracts are sometimes 
referred to as "covered policies," a term used in this brochure.


2.  ARE THERE POLICIES OR INSURERS NOT COVERED BY THE ACT?


The Act specifically excludes certain types of policies or portions of policies, including, 
but not limited to:  The portion of a policy not guaranteed by the insurer; the portion of a 
policy to the extent the interest rate or crediting rate exceeds the limits in the Act; 
policies of reinsurance, unless assumption certificates have been issued; policies 
issued in Washington by an insurer at a time when the insurer was not licensed or did 
not have a certificate of authority; policies issued to a self-insured plan or program; 
certain unallocated employee benefit plan annuities protected by federal law; and 
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unallocated annuity contracts not issued to or in connection with a benefit plan or a 
government lottery.


The Act also does not apply to policies or contracts issued by health care service 
contractors, health maintenance organizations, fraternal benefit societies, self funded 
multiple employer welfare arrangements, mandatory state pooling plans, mutual 
assessment companies, insurance exchanges, or an organization that has a certificate 
or license limited to issuance of certain charitable gift annuities.


3.  WHO IS PROTECTED UNDER THE ACT?


You are covered by the Act if you are an owner of or certificate holder under a policy or 
contract (other than an unallocated annuity contract or structured settlement annuity), 
and:
-  You are a Washington resident; or
-  You are not a Washington resident, but only if: the insurer is domiciled in Washington; 


there is an association similar to the Washington Association in your state of 
residency; and you are not covered in your state of residency, because the insurer 
was not licensed in that state; or


-  You are a beneficiary, assignee, or payee of one of the above, regardless of where 
you reside (except for nonresident certificate holders under group policies).


Owners of unallocated annuity contracts are covered if the contract was issued to or in 
connection with a specific benefit plan whose plan sponsor has its principal place of 
business in Washington, or the contract was issued to or in connection with a 
government lottery and the owner is a Washington resident.


A payee under a structured settlement annuity (or beneficiary of a deceased payee) is 
also covered, if the payee is a Washington resident, or the payee is not a Washington 
resident, but the contract owner is a resident; or the insurer that issued the annuity is 
domiciled in Washington and coverage is not available in the state in which the payee 
resides. 


Residency is generally determined at the time of entry of an order of liquidation against 
the insurer.  If you move to another state and reside there when such an order is 
entered, you may still have protection under the law of that state. You should contact 
the insurance department in your new state of residence to find out about guaranty act 
protection there.


4.  HOW DOES THE ASSOCIATION PROTECT COVERED PERSONS AGAINST
     LOSS?


After an order of liquidation is entered against a company, the Association begins its 
work of carrying out the purpose of the Act, which is to assure the performance of 
insurance obligations of that company. The Association is authorized to carry out its 
duties by working with insurance companies in good standing to assume or take over 
the covered policies. The association may also directly provide benefits and coverage 
as authorized by the Act. The Association has the authority to collect the funds 
necessary to provide protection to covered persons against losses on their covered 
policies. 


5.  WHERE DOES THE ASSOCIATION GET THE MONEY TO PROVIDE THIS 
     PROTECTION?


The Association is authorized to collect money from all life and disability insurance 
companies doing business in Washington. The funds collected from an assessment are 
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used to pay claims to covered persons and/or to fund the assumption of covered 
policies by another insurer. 


6.  DOES THE ASSOCIATION PAY OUT THE MONEY IT COLLECTS RIGHT AWAY 
    OR DO COVERED PERSONS HAVE TO WAIT? 


The Association generally cannot make an assessment for covered policies issued by a 
company until after an order of liquidation has been entered against the company, and a 
reasonable estimate can be made of the amount of money needed. Insurance 
companies receiving an assessment notice must make their payments within thirty 
days.


Because it takes time for an action to be commenced against a financially impaired 
insurer, for a Court to issue an order, and for funds to be collected to satisfy the 
obligations of that insurer, some delay, hopefully short, is unavoidable before payments 
can be made. Although it is impossible to predict how long this process will take in any 
given case, an average time period of twelve to eighteen months is not unusual.


When necessary, the Association may borrow money to make payments more promptly, 
particularly in cases that will take an unusual amount of time to be resolved.


7.  WHAT IS THE AMOUNT OF PROTECTION PROVIDED BY THE ACT?


The Act provides the following maximum amounts of protection:


Life Insurance Death Benefits.............................................................................$500,000


Disability Benefits and Health Benefits (including Long Term Care Benefits).....$500,000


Present Value of Individual Annuities..................................................................$500,000


Unallocated Annuity Contracts, other certain government retirement plans 
(limit is per contract owner or plan sponsor).....................................................$5,000,000


Government Retirement Plans in Unallocated Annuities established under 
Internal Revenue Code § § 401, 403(b), or 457 (limit is per participant)............$100,000


This protection becomes effective at the time of entry of a Court order of liquidation 
against the insurer. Of course, if the amount owed under the contract or policy is less 
than the maximum benefit under the Act, the covered person will be entitled to 
protection only up to the actual amount owed.


Furthermore, the maximum protection available to each covered person remains the 
same, regardless of the number of contracts through which he or she has a claim.


8.  IF A HUSBAND AND WIFE EACH INDIVIDUALLY OWN A COVERED POLICY, IS 
     THE PROTECTION UNDER THE ACT PROVIDED TO EACH OF THEM? 


Yes. As long as the residency requirements are met, both would be entitled to the 
protection provided by the Act, up to the maximum amount. 


9.  WHY DOESN'T MY INSURANCE COMPANY ADVERTISE THE FACT THAT ITS 
     POLICIES AND CONTRACTS ARE PROTECTED UNDER THE ACT? 


Under Washington law, insurance companies are prohibited from advertising that their 
policies or contracts may be covered under the Act. 
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You should not rely on coverage under the Act when selecting an insurance company. 


10. WHY HASN'T MY AGENT TOLD ME ABOUT THE GUARANTY ACT? 


Your insurance agent is subject to the same prohibitions as your insurance company. 
As a representative of the company, an agent must exercise great care when soliciting 
business and consequently, will generally not discuss the subject of a guaranty act with 
clients. 


11. WHO SHOULD I CONTACT IF I BELIEVE THERE HAS BEEN A VIOLATION OF 
      THE ACT? 


You should contact the Association if you believe your rights have been violated under 
the Act.  If you are dissatisfied with the actions of the Association, you may also contact 
the Office of the Insurance Commissioner. 


CONCLUSION


This notice has been prepared by the Washington Life and Disability Insurance 
Guaranty Association. Its purpose is to inform the public in a general way of the 
protections that are available in this state on insurance policies and annuity contracts 
issued by companies authorized to do business in Washington. The Association does 
not, by this notice, endorse any company or its products, but rather seeks to address 
some of the concerns that you may have regarding the security of insurance policies 
and annuity contracts. 


For more information or answers to specific questions you may contact the Washington 
Life and Disability Insurance Guaranty Association or the Office of the Insurance 
Commissioner, whose addresses and telephone numbers are shown in the Preface. 


This notice is prepared by and made available through the Washington Life and 
Disability Insurance Guaranty Association, which has granted member insurance 
companies permission to reproduce and distribute the notice. It is the responsibility of 
the company, or any representative of a company, reproducing this notice, to ensure 
that the use thereof does not violate applicable laws or regulations. 








 


 


PROTECTION FOR YOU AND YOUR INSURANCE POLICY 
THE WASHINGTON LIFE AND DISABILITY INSURANCE GUARANTY ASSOCIATION 


PREFACE 


This brochure briefly describes the coverage provided through the Washington Life & Disability 
Insurance Guaranty Association (‘‘Association’’). 


The Association is a nonprofit unincorporated legal entity created by the Washington Life and 
Disability Insurance Guaranty Association Act, Chapter 48.32A RCW (‘‘Act’’). Every life and disability 
insurance company authorized to do business in Washington is a member of the Association. A Board 
of Directors (‘‘Board’’), composed of representatives from member insurers, and the Insurance 
Commissioner, ex officio, oversee the operation of the Association. 


The expenses of the Association are paid by assessments made against each member insurer. Persons 
covered by the Act are not charged for the expenses of the Association or the protection provided under 
the Act. 


Coverage is provided for certain life and disability insurance.  However, the Association does not cover 
all such insurance.  Coverage that is provided is subject to the limitations and exclusions provided by 
the Act. 


The purpose of this brochure is to help you understand the general nature and the conditions of the 
protection provided under the Act. It is only a summary, however, and if you have specific questions 
that are not discussed here you may contact either the Association or the Office of the Insurance 
Commissioner. 


Washington Life and Disability Insurance 
Guaranty Association 
P.O. Box 2292 
Shelton, WA  98584 
360-426-6744 


Company Supervision Division 
Office of the Insurance Commissioner 
P.O. Box 40259 
Olympia, WA  98504-0259 
360-725-7214 


QUESTIONS AND ANSWERS 


1. WHAT INSURANCE POLICIES ARE COVERED UNDER THE ACT? 


The Act applies to life insurance policies, disability insurance policies, and annuity contracts 
issued by an insurance company authorized to do business in Washington. The term ‘‘disability 
insurance,’’ as used in the Act, includes not only disability income insurance, but also policies 
commonly referred to as ‘‘health insurance’’ (which includes long term care policies). Together, all 
of these policies and contracts are sometimes referred to as ‘‘covered policies,’’ a term used in this 
brochure. 


2. ARE THERE POLICIES OR INSURERS NOT COVERED BY THE ACT? 


The Act specifically excludes certain types of policies or portions of policies, including, but not 
limited to:  The portion of a policy not guaranteed by the insurer; the portion of a policy to the 
extent the interest rate or crediting rate exceeds the limits in the Act; policies of reinsurance, 
unless assumption certificates have been issued; policies issued in Washington by an insurer at a 
time when the insurer was not licensed or did not have a certificate of authority; policies issued to 
a self-insured plan or program; certain unallocated employee benefit plan annuities protected by 
federal law; and unallocated annuity contracts not issued to or in connection with a benefit plan 
or a government lottery. 


The Act also does not apply to policies or contracts issued by health care service contractors, 
health maintenance organizations, fraternal benefit societies, self funded multiple employer 
welfare arrangements, mandatory state pooling plans, mutual assessment companies, insurance 
exchanges, or an organization that has a certificate or license limited to issuance of certain 
charitable gift annuities. 







 


 


 


3. WHO IS PROTECTED UNDER THE ACT? 


You are covered by the Act if you are an owner of or certificate holder under a policy or contract 
(other than an unallocated annuity contract or structured settlement annuity), and: 


Ø  You are a Washington resident; or 


Ø  You are not a Washington resident, but only if: the insurer is domiciled in Washington; 
there is an association similar to the Washington Association in your state of residency; and 
you are not covered in your state of residency, because the insurer was not licensed in that 
state; or 


Ø  You are a beneficiary, assignee, or payee of one of the above, regardless of where you reside 
(except for nonresident certificate holders under group policies). 


Owners of unallocated annuity contracts are covered if the contract was issued to or in 
connection with a specific benefit plan whose plan sponsor has its principal place of business in 
Washington, or the contract was issued to or in connection with a government lottery and the 
owner is a Washington resident. 


4. HOW DOES THE ASSOCIATION PROTECT COVERED PERSONS AGAINST LOSS? 


After an order of liquidation is entered against a company, the Association begins its work of 
carrying out the purpose of the Act, which is to assure the performance of insurance obligations of 
that company. The Association is authorized to carry out its duties by working with insurance 
companies in good standing to assume or take over the covered policies. The association may also 
directly provide benefits and coverage as authorized by the Act. The Association has the authority 
to collect the funds necessary to provide protection to covered persons against losses on their 
covered policies. 


5. WHERE DOES THE ASSOCIATION GET THE MONEY TO PROVIDE THIS PROTECTION? 


The Association is authorized to collect money from all life and disability insurance companies 
doing business in Washington. The funds collected from an assessment are used to pay claims to 
covered persons and/or to fund the assumption of covered policies by another insurer. 


6. DOES THE ASSOCIATION PAY OUT THE MONEY IT COLLECTS RIGHT AWAY OR DO COVERED 
PERSONS HAVE TO WAIT? 


The Association generally cannot make an assessment for covered policies issued by a company 
until after an order of liquidation has been entered against the company, and a reasonable 
estimate can be made of the amount of money needed. Insurance companies receiving an 
assessment notice must make their payments within thirty days. 


Because it takes time for an action to be commenced against a financially impaired insurer, for a 
Court to issue an order, and for funds to be collected to satisfy the obligations of that insurer, 
some delay, hopefully short, is unavoidable before payments can be made. Although it is 
impossible to predict how long this process will take in any given case, an average time period of 
twelve to eighteen months is not unusual. 


When necessary, the Association may borrow money to make payments more promptly, 
particularly in cases that will take an unusual amount of time to be resolved. 


7. WHAT IS THE AMOUNT OF PROTECTION PROVIDED BY THE ACT? 


The Act provides the following maximum amounts of protection: 


Life Insurance Death Benefits ........................................................................................................$500,000 


Disability Benefits and Health Benefits  
(including Long Term Care Benefits) ............................................................. $500,000 


Present Value of Individual Annuities ................................................................. $500,000 


Unallocated Annuity Contracts,  







 


 


other than certain government retirement plans 
(limit is per contract owner or plansponsor) .................................................. $5,000,000 


Government Retirement Plans in  
Unallocated Annuities established  
under Internal Revenue Code § § 401, 403(b), or 457 


(limit is per participant) ................................................................................ $100,000 


This protection becomes effective at the time of entry of a Court order of liquidation against the 
insurer. Of course, if the amount owed under the contract or policy is less than the maximum 
benefit under the Act, the covered person will be entitled to protection only up to the actual 
amount owed. 


Furthermore, the maximum protection available to each covered person remains the same, 
regardless of the number of contracts through which he or she has a claim. 


8. IF A HUSBAND AND WIFE EACH INDIVIDUALLY OWN A COVERED POLICY, IS THE 
PROTECTION UNDER THE ACT PROVIDED TO EACH OF THEM? 


Yes. As long as the residency requirements are met, both would be entitled to the protection 
provided by the Act, up to the maximum amount. 


9. WHY DOESN’T MY INSURANCE COMPANY ADVERTISE THE FACT THAT ITS POLICIES AND 
CONTRACTS ARE PROTECTED UNDER THE ACT? 


Under Washington law, insurance companies are prohibited from advertising that their policies or 
contracts may be covered under the Act. 


10. WHY HASN’T MY AGENT TOLD ME ABOUT THE GUARANTY ACT? 


Your insurance agent is subject to the same prohibitions as your insurance company. As a 
representative of the company, an agent must exercise great care when soliciting business and 
consequently, will generally not discuss the subject of a guaranty act with clients. 


11. WHO SHOULD I CONTACT IF I BELIEVE THERE HAS BEEN A VIOLATION OF THE ACT? 


You should contact the Association if you believe your rights have been violated under the Act.  If 
you are dissatisfied with the actions of the Association, you may also contact the Office of the 
Insurance Commissioner. 


CONCLUSION 


This brochure has been prepared by the Washington Life and Disability Insurance Guaranty 
Association. Its purpose is to inform the public in a general way of the protections that are available in 
this state on insurance policies and annuity contracts issued by companies authorized to do business 
in Washington. The Association does not, by this brochure, endorse any company or its products, 
but rather seeks to address some of the concerns that you may have regarding the security of 
insurance policies and annuity contracts. 


For more information or answers to specific questions you may contact the Washington Life and 
Disability Insurance Guaranty Association or the Office of the Insurance Commissioner, whose 
addresses and telephone numbers are shown in the Preface. 







 


 


STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 
900 SW Fifth Avenue 


Portland, Oregon  97204-1282 
(503) 321-7000 


CERTIFICATE AND SUMMARY PLAN DESCRIPTION 


GROUP ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE 


Policyholder: Saltchuk Resources, Inc. 


Policy Number: 771022-A 


Effective Date: January 1, 2017 


A Group Policy has been issued to the Policyholder.  We certify that you will be insured as provided by 
the terms of the Group Policy.  If your coverage is changed by an amendment to the Group Policy, we 
will provide the Policyholder with a revised Certificate and Summary Plan Description or other notice 
to be given to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are 
insured.  You are insured only if you meet the requirements set out in this Certificate and Summary 
Plan Description. 


"We", "us" and "our" mean Standard Insurance Company.  "You" and "your" mean the Member.  All 
other defined terms appear with the initial letters capitalized. Section headings, and references to 
them, appear in boldface type. 
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COVERAGE FEATURES 


This section contains many of the features of your group accidental death and dismemberment 
insurance (AD&D Insurance).  Other provisions, including exclusions and limitations appear in other 
sections.  Please refer to the text of each section for full details.  The Table of Contents and the Index 
of Defined Terms help locate sections and definitions. 


GENERAL POLICY INFORMATION 


Group Policy Number: 771022-A 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): Saltchuk Resources, Inc. 
Aloha Air Cargo 
Carlile Transportation Systems, Inc. 
Foss Maritime Company 
Hawaii Petroleum 
North Star Petroleum, Inc. 
Northern Aviation Services, Inc. 
TOTE Maritime Puerto Rico LLC 
TOTE Services 
TOTE, Inc. 
Tropical Shipping USA, LLC 


Group Policy Effective Date: January 1, 2017 


Policy Issued in: Washington 


BECOMING INSURED 


To become insured for AD&D Insurance you must: (a) Be a Member; (b) Complete your Eligibility 
Waiting Period; and (c) Meet the requirements in When AD&D Insurance Becomes Effective and 
Active Work Provisions. 


Definition of Member: You are a Member if you are one of the following: 


1. All active employees of Aloha Air Cargo, Carlile 
Transportation Systems, Inc., Hawaii Petroleum, North 
Star Petroleum, Inc., Northern Aviation Services, Inc., 
Saltchuk Resources, Inc., TOTE Maritime Puerto Rico 
LLC, TOTE, Inc., and TOTE Services who are regularly 
working at least 30 hours each week; 


2. All active employees of Foss Maritime Company who 
are regularly working at least 20 hours each week; or 


3. All active employees of Tropical Shipping USA, LLC 
who are regularly working at least 17.5 hours each 
week. 


You are not a Member if you are: 


1. A temporary or seasonal employee. 


2. A leased employee. 


3. An independent contractor. 
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4. A full time member of the armed forces of any country. 


Class Definition: 


Class 1: Members employed by Aloha Air Cargo, Foss Maritime 
Company, Hawaii Petroleum, North Star Petroleum, Inc., 
Saltchuk Resources, Inc., TOTE Maritime Puerto Rico 
LLC, TOTE, Inc., and TOTE Services 


Class 2: Members employed by Carlile Transportation Systems, 
Inc. 


Class 3: Members employed by Northern Aviation Services, Inc. 


Class 4: Members employed by Tropical Shipping USA, LLC 


Eligibility Waiting Period: You are eligible on one of the following dates, but not 
before the Group Policy Effective Date: 


Class 1 and 2:   If you are a Member on the Group Policy Effective Date, 
you are eligible on the first day of the calendar month 
coinciding with or next following the date you become a 
Member. 


 If you become a Member after the Group Policy Effective 
Date, you are eligible on the first day of the calendar 
month coinciding with or next following the date you 
become a Member. 


Class 3:   If you are a Member on the Group Policy Effective Date, 
you are eligible on the first day of the calendar month 
following 30 consecutive days as a Member. 


 If you become a Member after the Group Policy Effective 
Date, you are eligible on the first day of the calendar 
month following 30 consecutive days as a Member. 


Class 4:   If you are a Member on the Group Policy Effective Date, 
you are eligible on the first day of the calendar month 
following 60 consecutive days as a Member. 


 If you become a Member after the Group Policy Effective 
Date, you are eligible on the first day of the calendar 
month following 60 consecutive days as a Member. 


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the 
Employer immediately prior to the date you become a Member. 


PREMIUM CONTRIBUTIONS 


Members: Contributory 


Spouse: Contributory 


Children: Contributory 
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SCHEDULE OF AD&D INSURANCE 


Member: You may apply for AD&D Insurance Benefits in multiples 
of $100,000, from $100,000 to an amount equal to the 
lesser of: 


 a. 10 times your Annual Earnings; and 


 b. $500,000. 


 The amount payable for certain Losses is less than 100% 
of the AD&D Insurance Benefit.  See AD&D Table Of 
Losses. 


For Your Spouse: You may apply for AD&D Insurance Benefits in multiples 
of $50,000, from $50,000 to $250,000. However, the 
amount of the AD&D Insurance Benefit for your Spouse 
may not exceed 50% of the amount of your AD&D 
Insurance Benefit. The amount payable for certain Losses 
is less than 100% of the AD&D Insurance Benefit.  See 
AD&D Table Of Losses. 


For Your Children: $10,000.  The amount payable for certain Losses is less 
than 100% of the AD&D Insurance Benefit.  See AD&D 
Table Of Losses. 


SCHEDULE OF ADDITIONAL AD&D INSURANCE 


Seat Belt Benefit: The amount of the Seat Belt Benefit is 10% of the amount 
of AD&D Insurance Benefit payable for that Loss of life, 
subject to a maximum of $30,000. 


Air Bag Benefit: The amount of the Air Bag Benefit is 5% of the amount of 
AD&D Insurance Benefit payable for that Loss of life, 
subject to a maximum of $10,000. 


Repatriation Benefit: The expenses incurred to transport your body to a 
mortuary near your primary place of residence, reduced 
by the amount of the Repatriation Benefit paid under any 
Group Life Insurance Policy issued by us, but not to 
exceed $5,000 or 10% of the AD&D Insurance Benefit, 
whichever is less. 


Career Adjustment Benefit: The tuition expenses for training incurred by your Spouse 
within 36 months after the date of your death, exclusive of 
board and room, books, fees, supplies and other expenses, 
reduced by the amount of the Career Adjust Benefit paid 
under any Group Life Insurance Policy issued by us, but 
not to exceed $5,000 per year, or the cumulative total of 
$10,000 or 25% of the AD&D Insurance Benefit, 
whichever is less. 


Child Care Benefit: The total child care expense incurred by your Spouse 
within 36 months after the date of your death for all 
Children under age 13, reduced by the amount of the 
Child Care Benefit paid under any Group Life Insurance 
Policy issued by us, but not to exceed $5,000 per year, or 
the cumulative total of $10,000 or 25% of the AD&D 
Insurance Benefit, whichever is less. 
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Higher Education Benefit: The tuition expenses incurred per Child within 4 years 
after the date of your death at an accredited institution of 
higher education, exclusive of board and room, books, 
fees, supplies and other expenses, reduced by the amount 
of the Higher Education Benefit paid under any Group Life 
Insurance Policy issued by us, but not to exceed $5,000 
per year, or the cumulative total of $20,000 or 25% of the 
AD&D Insurance Benefit, whichever is less. 


Public Transportation Benefit: The lesser of (1) $200,000; or (2) 100% of the amount of 
the AD&D Insurance Benefit otherwise payable for that 
Loss of life. 


AD&D TABLE OF LOSSES 


The amount payable is a percentage of the AD&D Insurance Benefits or the Dependents AD&D 
Insurance Benefits in effect on the date of the accident and is determined by the Loss suffered as 
shown in the following table: 


Loss: Percentage Payable: 


a. 
 


Life 100%   


b. 
 


One hand or one foot 50%   


c. 
 


Sight in one eye, speech, or 
hearing in both ears 


50%   


d. 
 


Two or more of the Losses listed 
in b. and c. above 


100%   


e. 
 


Thumb and index finger of the 
same hand 


25%* 


f. 
 


Quadriplegia 100%** 


g. 
 


Hemiplegia 50%** 


h. 
 


Paraplegia 75%** 


i. Uniplegia 25%** 
j. Coma 1% per month of the remainder of the AD&D 


Insurance Benefit payable for Loss of life after 
reduction by any AD&D Insurance Benefit paid for 
any other Loss as a result of the same accident.  
Payments for coma will not exceed a maximum of 
12 months. 


 


No more than 100% of your AD&D Insurance Benefit will be paid for all Losses resulting from 
one accident. 


* No AD&D Insurance Benefits will be paid for Loss of thumb and index finger of the same 
hand if an AD&D Insurance Benefit is payable for the Loss of that entire hand. 


** No AD&D Insurance Benefit will be paid for loss of function of a hand or foot if an AD&D 
Insurance Benefit is payable for Quadriplegia, Hemiplegia, Uniplegia or Paraplegia involving 
that same hand or foot. 
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REDUCTIONS IN INSURANCE 


Your insurance will not be reduced because of your age. 


OTHER BENEFITS 


Insurance Eligible For Portability: 


For you: 


Minimum amount: $100,000 
Maximum amount: $500,000 
 


For your Spouse: 


Minimum amount: $50,000 
Maximum amount: $250,000 
 


For your Child: 


Amount: $10,000 


Portability Premium: 


Member: $0.040 monthly per $1,000 of AD&D Insurance 


Spouse: $0.040 monthly per $1,000 of AD&D Insurance 


Child(ren): $0.040 monthly per $1,000 of AD&D Insurance, 
regardless of the number of Children covered 


OTHER PROVISIONS 


Annual Earnings based on: Partners, L.L.C. Owner-Employees, Sole Proprietors, S-
Corporation Shareholders and P.C. Partners:  Annual 
compensation during the Employer's prior tax year (or the 
Policyholder's prior tax year if you are a P.C. partner). 


 All other Members:  Earnings in effect on your last full day 
of Active Work. 


Earnings Period for Commissions  
(see Definitions): The preceding 12 calendar months. 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: AD&D Insurance 


Name, Address of Plan Sponsor: Saltchuk Resources, Inc. 
 1111 Fairview Ave. N. 
 Seattle WA  98109 


Plan Sponsor Tax ID Number: 91-1186367 


Plan Number: 507 


Type of Plan: Group Insurance Plan 


Type of Administration: Contract Administration 


Name, Address, Phone 
Number of  Plan Administrator: Plan Sponsor 
 (206) 652-1111 


Name, Address of Registered Agent 
for Service of Legal Process: Plan Administrator 


If Legal Process Involves Claims 
For Benefits Under The Group 
Policy, Additional Notification of 
Legal Process Must Be Sent To: Standard Insurance Company 
 1100 SW 6th Ave 
 Portland OR 97204-1093 


Sources of Contributions: Member 


Funding Medium: Standard Insurance Company - Fully Insured 


Plan Fiscal Year End: December 31 
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ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE 


A.   Insuring Clause 


If you or your Dependent have an accident, including accidental exposure to adverse weather 
conditions, while insured under the Group Policy and the accident results in a Loss, we will pay 
benefits according to the terms of the Group Policy after we receive Proof Of Loss satisfactory to us. 


B.   Definition Of Loss 


Loss means loss of life, hand, foot, sight, speech, hearing in both ears, thumb and index finger of 
the same hand, coma and Quadriplegia, Hemiplegia, Uniplegia or Paraplegia which meets all of the 
following requirements: 


1. Is caused solely and directly by an accident. 


2. Occurs independently of all other causes. 


3. Occurs within 365 days after the accident. 


With respect to Loss of life, death will be presumed if you or your Dependent disappear and the 
disappearance: 


1. Is caused solely and directly by an accident that reasonably could have caused Loss of life; 


2. Occurs independently of all other causes; and 


3. Continued for a period of 365 days after the date of the accident, despite reasonable search 
efforts. 


With respect to coma, Loss means a profound state of mental unconsciousness with no evidence of 
appropriate responses to stimulation, lasting for at least 21 consecutive days. 


With respect to a hand or foot, Loss means actual and permanent severance from the body at or 
above the wrist or ankle joints, whether or not surgically reattached. 


With respect to sight, Loss means entire, uncorrectable, and irrecoverable loss of sight, as certified 
by a Diplomate of the American Board of Ophthalmology. 


With respect to speech, Loss means entire and irrecoverable loss of audible speech, as certified by 
a Diplomate of the American Board of Otolaryngology. 


With respect to hearing, Loss means entire, uncorrectable, and irrecoverable loss of hearing in 
both ears, as certified by a Diplomate of the American Board of Otolaryngology. 


With respect to thumb and index finger of the same hand, Loss means actual and permanent 
severance from the body at or above the metacarpophalangeal joints. 


With respect to Quadriplegia, Hemiplegia, Uniplegia or Paraplegia, Loss must be certified by a 
licensed medical professional to be permanent, complete, and irreversible. 


Quadriplegia means total paralysis of both upper and lower limbs. Hemiplegia means total 
paralysis of the upper and lower limbs on the same side of the body. Paraplegia means total 
paralysis of both lower limbs. Uniplegia means the complete and irreversible paralysis of one limb. 


C.   Amount Payable 


The amount of AD&D Insurance Benefits is shown in the Coverage Features. The amount payable 
for certain Losses will differ.   


D.   Changes In AD&D Insurance Benefits 


1. Increases 


You must apply in writing for any increase in AD&D Insurance Benefits.  Subject to the Active 
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Work Provisions, an increase in AD&D Insurance Benefits becomes effective as follows: 


An increase in AD&D Insurance Benefits becomes effective on the first day of the calendar 
month coinciding with or next following the date you apply for the increase. 


2. Decreases 


A decrease in AD&D Insurance Benefits because of a change in your age becomes effective on 
the first day of the calendar month coinciding with or next following the date of the change in 
your age. 


Any other decrease in AD&D Insurance Benefits becomes effective on the first day of the 
calendar month coinciding with or next following the date the Policyholder receives your 
written request for the decrease. 


E.   AD&D Insurance Exclusions 


No AD&D Insurance Benefits are payable if the accident or Loss is caused or contributed to by any 
of the following: 


1. War or act of War.  War means declared or undeclared war, whether civil or international, and 
any substantial armed conflict between organized forces of a military nature 


2. Suicide or other intentionally self-inflicted Injury, while sane or insane. 


3. Committing or attempting to commit an assault or felony, or actively participating in a violent 
disorder or riot.  Actively participating does not include being at the scene of a violent disorder 
or riot while performing official duties. 


4. The voluntary use or consumption of any poison, chemical compound, alcohol or drug, unless 
used or consumed according to the directions of a Physician. 


5. Sickness or Pregnancy existing at the time of the accident or exposure. 


6. Heart attack or stroke. 


7. Medical or surgical treatment or diagnostic procedure for any of the above. 


8. Boarding, leaving, or being in or on any kind of aircraft.  However, this exclusion will not apply 
if the person who suffers the Loss is a fare paying passenger on a commercial aircraft. 


(WITH DEPS_QPLGIA_HPLGIA_PPLGIA_REATTCHMNT)    SA.AD.OT.1X 


ADDITIONAL BENEFITS 


Seat Belt Benefit 


The amount of the Seat Belt Benefit is shown in the Coverage Features. 


We will pay a Seat Belt Benefit if you or your Dependent meet all of the following requirements: 


1. You or your Dependent die as a result of an Automobile accident for which AD&D 
Insurance Benefits are payable for Loss of life; and 


2. You or your Dependent were wearing and properly utilizing a Seat Belt System at the time 
of the accident, as evidenced by a police accident report. 


The Seat Belt Benefit will be paid according to the Benefit Payment And Beneficiary 
Provisions in the same manner as the AD&D Insurance Benefits. 


Seat Belt System means a properly installed combination lap and shoulder restraint system 
that meets the Federal Vehicle Safety Standards of the National Highway Traffic Safety 
Administration. Seat Belt System will include a lap belt alone, but only if the Automobile did 
not have a combination lap and shoulder restraint system when manufactured. Seat Belt 
System does not include a shoulder restraint alone. 
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Automobile means a motor vehicle licensed for use on public highways. 


Air Bag Benefit 


The amount of the Air Bag Benefit is shown in the Coverage Features. 


We will pay an Air Bag Benefit if all of the following requirements are met: 


1. You or your Dependent die as a result of an Automobile accident for which a Seat Belt 
Benefit is payable for Loss of life. 


2. The Automobile is equipped with an Air Bag System that was installed as original 
equipment by the Automobile manufacturer and has received regular maintenance or 
scheduled replacement as recommended by the Automobile or Air Bag manufacturer. 


3. You or your Dependent were seated in the driver's or a passenger's seating position 
intended to be protected by the Air Bag System and the respective Air Bag System deployed 
in the crash as evidenced by a police accident report. 


The Air Bag Benefit will be paid according to the Benefit Payment And Beneficiary 
Provisions in the same manner as the AD&D Insurance Benefits 


Air Bag System means an automatically inflatable passive restraint system that is designed to 
provide automatic crash protection in front or side impact Automobile accidents and meets the 
Federal Vehicle Safety Standards of the National Highway Traffic Safety Administration. 


Automobile means a motor vehicle licensed for use on public highways. 


Repatriation Benefit 


The amount of the Repatriation Benefit is shown in the Coverage Features. 


We will pay a Repatriation Benefit if all of the following requirements are met. 


1. You die as a result of an accident for which AD&D Insurance Benefits are payable for Loss 
of life. 


2. You are on the date of death, more than 200 miles from the deceased's primary place of 
residence. 


3. Expenses are incurred to transport the body to a mortuary near the deceased's primary 
place of residence. 


The Repatriation Benefit will be paid to the person who incurred the transportation expenses. 


Career Adjustment Benefit 


The amount of the Career Adjustment Benefit is shown in the Coverage Features. 


We will pay a Career Adjustment Benefit if all of the following requirements are met: 


1. You are insured under the Group Policy. 


2. You die as a result of an accident for which AD&D Insurance Benefits are payable for Loss 
of your life. 


3. Your Spouse is, within 36 months after the date of your death, registered and in attendance 
at an accredited institution of higher education or trades training program for the purpose 
of obtaining employment or increasing earnings. 


The Career Adjustment Benefit will be paid to your surviving Spouse.  If you have no surviving 
Spouse, no Career Adjustment Benefit will be paid. 


Child Care Benefit 


The amount of the Child Care Benefit is shown in the Coverage Features. 
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We will pay a Child Care Benefit if all of the following requirements are met: 


1. You are insured under the Group Policy. 


2. You die as a result of an accident for which AD&D Insurance Benefits are payable for Loss 
of your life. 


3. Your Spouse pays a licensed child care provider who is not a member of your family for 
child care provided to your Child(ren) under age 13 within 36 months of your death. 


4. The child care is necessary in order for your Spouse to work or to obtain training for work 
or to increase earnings. 


The Child Care Benefit will be paid to your surviving Spouse.  If you have no surviving Spouse, 
no Child Care Benefit will be paid. 


Higher Education Benefit 


The amount of the Higher Education Benefit is shown in the Coverage Features. 


We will pay a Higher Education Benefit if all of the following requirements are met: 


1. You are insured under the Group Policy. 


2. You die as a result of an accident for which AD&D Insurance Benefits are payable for Loss 
of your life. 


3. On the date of your death the Child meets one of the following requirements:  


a. Is registered and in full-time attendance at an accredited institution of higher education 
beyond high school. 


b. The Child is in the last year of high school before graduation and within one year is 
registered and in full-time attendance at an accredited institution of higher education 
beyond high school. 


The Higher Education Benefit will be paid annually to each Child who meets the requirements 
of item 3.a above, for a maximum of 4 consecutive years beginning on the date of your death. 
No Higher Education Benefit will be paid if there is no Child eligible to receive it. 


Public Transportation Benefit 


The amount of the Public Transportation Benefit is shown in the Coverage Features. 


We will pay a Public Transportation Benefit if all of the following requirements are met: 


1. You or your Dependent die as a result of an accident for which an AD&D Insurance Benefit 
is payable for Loss of life. 


2. The accident occurs while the deceased is riding as a fare-paying passenger on Public 
Transportation. 


Public Transportation Benefits will be paid according to the Benefit Payment And Beneficiary 
Provisions in the same manner as the AD&D Insurance Benefits 


Public Transportation means a public passenger conveyance operated by a licensed common 
carrier for the transportation of the general public for a fare and operating on regular 
passenger routes with a definite schedule of departures and arrivals. 


(WITH DEPS_PUB TRANS)    SA.BF.OT.1 
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WHEN AD&D INSURANCE BECOMES EFFECTIVE 


A.   Becoming Insured For AD&D Insurance 


The Coverage Features states whether your AD&D Insurance is Contributory or Noncontributory. 
Subject to the Active Work Provisions, your AD&D Insurance becomes effective as follows: 


1. Noncontributory AD&D Insurance 


Noncontributory AD&D Insurance becomes effective on the date you become eligible. 


2. Contributory AD&D Insurance 


You must apply in writing for Contributory AD&D Insurance and agree to pay premiums. 
Contributory AD&D Insurance becomes effective on the later of: 


a. The date you become eligible if you apply on or before that date. 


b. The date you apply or the date of the Family Status Change, if you apply within 31 days of 
a Family Status Change. 


c. The beginning of the next plan year following the date you apply, if you apply during an 
Annual Enrollment Period. 


3. Takeover Provision 


If you were insured under the Prior Plan on the day before the effective date of your Employer's 
coverage under the Group Policy, your Eligibility Waiting Period is waived on the effective date 
of your Employer's coverage under the Group Policy. 


B.   Becoming Insured For AD&D Insurance for your Dependents 


1. Eligibility 


You become eligible to insure your Dependents on the later of: 


a. The date you become eligible for AD&D Insurance. 


b. The date you first acquire a Dependent. 


2. Effective Date 


The Coverage Features states whether AD&D Insurance for your Dependents is Contributory 
or Noncontributory.  Subject to the Active Work Provisions, AD&D Insurance for your 
Dependents becomes effective as follows: 


a. Noncontributory AD&D Insurance  


Noncontributory AD&D Insurance becomes effective on the later of: 


(i) The date your AD&D Insurance becomes effective. 


(ii) The date you first acquire a Dependent. 


b. Contributory AD&D Insurance  


Contributory AD&D Insurance becomes effective on the latest of: 


(i) The date your AD&D Insurance becomes effective.  


(ii) The date you become eligible to insure your Dependents if you apply on or before that 
date. 


(iii) The date you apply to insure your Dependents or the date of the Family Status Change, 
if you apply within 31 days of a Family Status Change. 
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(iv) The beginning of the next plan year following the date you apply, if you apply during an 
Annual Enrollment Period. 


While AD&D Insurance for your Dependents is in effect, each new Dependent becomes 
insured immediately. 


(WITH DEPS)    SA.EF.OT.1X 


ACTIVE WORK PROVISIONS 


If you are incapable of Active Work because of Sickness, Injury or Pregnancy on the day before the 
scheduled effective date of your insurance or an increase in your insurance under the Group Policy, 
your insurance or increase in your insurance will not become effective until the day after you complete 
one full day of Active Work as an eligible Member. 


Active Work and Actively At Work mean performing the material duties of your own occupation at your 
Employer's usual place of business.   


You will also meet the Active Work requirement if: 


1. You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation 
day; 


2. You were Actively At Work on your last scheduled work day before the date of your absence; and 


3. You were capable of Active Work on the day before the scheduled effective date of your insurance 
or increase in your insurance. 


SA.AW.OT.1 


PORTABILITY OF INSURANCE 


A. Portability Of Insurance 


You may continue your Insurance for up to 24 months if your employment with your Employer 
terminates, subject to the following: 


1. The amount of any Insurance to be continued must have been continuously in effect for at 
least 12 consecutive months on the date your employment terminates.  In computing the 
12 consecutive month period, we will include time insured under the Prior Plan. 


2. You must be able to perform with reasonable continuity the material duties of at least one 
gainful occupation for which you are reasonably fitted by education, training and 
experience on the date your employment terminates. 


3. Termination of employment is not due to your retirement. 


Insurance means your AD&D Insurance as shown in the Coverage Features. 


B. Application And Premium Payment 


To continue Insurance under this provision you must apply in writing and pay the first 
Portability Premium to us at our Home Office within 31 days after the date your employment 
terminates.  The Portability Premium rate is shown in the Coverage Features. 


C. Amount Of Insurance 


The minimum and maximum amounts of Insurance eligible for portability are shown in the 
Coverage Features.   


The amount of Insurance you continue under this provision cannot be increased. 


The amount of Insurance will be reduced or terminated according to the terms of the Group 
Policy in effect on the date your employment terminates. 
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D. When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


1. The date it would otherwise have ended under the Group Policy. 


2. The end of the 24-month period during which Insurance may be continued under this 
provision. 


3. The date you become insured under any other group accidental death and dismemberment 
insurance plan. 


4. For any Dependent, the date you insure the Dependent under any other group accidental 
death and dismemberment insurance plan. 


E. Group Policy Provisions 


Except as provided above, Insurance continued under this provision is subject to all other 
terms of the Group Policy.  With respect to any notice you are required to provide to the 
Policyholder or your Employer under other provisions of the Group Policy, such notice must be 
provided to us while your Insurance is continued. 


WHEN AD&D INSURANCE ENDS 


AD&D Insurance ends automatically on the earliest of the following: 


1. The date the last period ends for which a premium was paid for your AD&D Insurance. 


2. The date the Group Policy terminates. 


3. The last day of the calendar month in which your employment terminates. 


4. The date you cease to be a Member.  However, if you cease to be a Member because you are not 
working the required minimum number of hours, your AD&D Insurance will be continued with 
payment of premium, during a leave of absence which is required by the federal or a state-
mandated family or medical leave act or law, unless it ends under 1 through 3 above. 


For your Spouse: 


1. The date your AD&D Insurance ends. 


2. The date of your divorce or termination of your Domestic Partner relationship. 


For your Child: 


1. The date your AD&D Insurance ends. 


2. The date your Child ceases to be a Child. 


However, if your Child is Disabled on the day before AD&D Insurance would otherwise end because of 
the Child's age, AD&D Insurance will be continued with payment of premium, provided, you give us 
satisfactory proof of Disability on our forms within 31 days after the date on which AD&D Insurance 
would otherwise end because of the Child's age. 


At reasonable intervals thereafter, we may require further proof of Disability and have your Child 
examined at our expense. 


For your Child who is Disabled: 


1. The date your AD&D Insurance ends, or 


2. The date your Child ceases to be Disabled, or 


3. 90 days after the date we mail you a request for proof of continued Disability, if proof is not given. 


(WITH DEPS_DOM)    SA.EN.OT.1X 
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REINSTATEMENT OF AD&D INSURANCE 


If your AD&D Insurance ends, you may become insured again as a new Member.  However, the 
following will apply: 


1. If your AD&D Insurance ends because you cease to be a Member, and if you become a Member 
again within 90 days, the Eligibility Waiting Period will be waived. 


2. If your AD&D Insurance ends because you are on a federal or state-mandated family or medical 
leave of absence, and you become a Member again immediately following the period allowed, AD&D 
Insurance will be reinstated pursuant to the federal or state-mandated family or medical leave act 
or law. 


SA.RE.OT.1 


CONTINUATION OF AD&D INSURANCE FOR YOUR DEPENDENTS 


AD&D Insurance for your Dependents will continue without payment of premium for 5 months after 
the date of your death, unless it ends for any reason other than your death. 


(WITH DEPS)    SA.CD.OT.1 


CLAIMS 


A. Filing A Claim 


Claims should be filed on our forms.  If we do not provide our forms within 15 days after they are 
requested, the claim may be submitted in a letter to us. 


B. Time Limits On Filing Proof Of Loss 


Proof Of Loss must be provided within 90 days after the date of the Loss.  If that is not possible, it 
must be provided as soon as reasonably possible, but not later than one year after that 90-day 
period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied.  These limits will not 
apply while the Member or Beneficiary lacks legal capacity. 


C. Proof Of Loss 


Proof Of Loss means written proof that a Loss occurred: 


1. For which the Group Policy provides benefits; 


2. Which is not subject to any exclusions; and 


3. Which meets all other conditions for benefits. 


Proof Of Loss includes any other information we may reasonably require in support of a claim.  
Proof Of Loss must be in writing and must be provided at the expense of the claimant.  No benefits 
will be paid until we receive Proof Of Loss satisfactory to us. 


With respect to coma, we will require Proof Of Loss of the comatose condition at reasonable 
intervals.  If proof is not given within 90 days, benefits payable for coma will end. 


D. Investigation Of Claim 


We may have you or your Dependent examined at our expense at reasonable intervals.  Any such 
examination will be conducted by specialists of our choice. 


We may have an autopsy performed at our expense, except where prohibited by law. 


E. Time Of Payment 







 


01/09/2017 - 15 - 771022-A 


We will pay benefits within 60 days after Proof Of Loss is satisfied. 


F. Notice Of Decision On Claim 


We will evaluate a claim for benefits promptly after we receive it.  Within 90 days after we receive 
the claim we will send the claimant: (a) a written decision on the claim; or (b) a notice that we are 
extending the period to decide the claim for an additional 90 days.   


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the 
reasons for the extension; (b) when we expect to decide the claim; (c) an explanation of the 
standards on which entitlement to benefits is based; (d) the unresolved issues preventing a 
decision; and (e) any additional information we need to resolve those issues. 


If we request additional information, the claimant will have 45 days to provide the information. If 
the claimant does not provide the requested information within 45 days, we may decide the claim 
based on the information we have received. 


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


1. The reasons for our decision.  


2. Reference to the parts of the Group Policy on which our decision is based.  


3. A description of any additional information needed to support the claim. 


4. Information concerning the claimant's right to a review of our decision.  


5. Information concerning the right to bring a civil action for benefits under section 502(a) of 
ERISA if the claim is denied on review. 


G. Review Procedure 


If all or part of a claim is denied, the claimant may request a review. The claimant must request a 
review in writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim. The claimant 
may review and receive copies of any non-privileged information that is relevant to the request for 
review. There will be no charge for such copies. Our review will include any written comments or 
other items the claimant submits to support the claim. 


We will review the claim promptly after we receive the request. With respect to all claims, within 60 
days after we receive the request for review we will send the claimant: (a) a written decision on 
review; or (b) a notice that we are extending the review period for 60 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim 
on review, the extended time period for review of the claim will not begin until the claimant 
provides the information or otherwise responds.  


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the 
extension; (b) when we expect to decide the claim on review; and (c) any additional information we 
need to decide the claim.  


If we request additional information, the claimant will have 45 days to provide the information. If 
the claimant does not provide the requested information within 45 days, we may conclude our 
review of the claim based on the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial 
containing: 


1. The reasons for our decision. 


2. Reference to the parts of the Group Policy on which our decision is based. 


3. Information concerning the claimant's right to receive, free of charge, copies of non-privileged 
documents and records relevant to the claim. 
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4. Information concerning the right to bring a civil action for benefits under section 502(a) of 
ERISA. 


The Group Policy does not provide voluntary alternative dispute resolution options. However, you 
may contact your local U.S. Department of Labor Office and your State insurance regulatory 
agency for assistance. 


(WITH DEPS)    SA.LL.OT.1X 


ASSIGNMENT 


The rights and benefits under the Group Policy cannot be assigned. 


SA.AW.OT.1 


BENEFIT PAYMENT AND BENEFICIARY PROVISIONS 


A. Payment Of Benefits 


AD&D Insurance Benefits payable because of Loss of your life or coma will be paid to the 
Beneficiary you name.  Benefits for coma will cease after the comatose condition has ceased, 
whether by death, recovery, or any other change in condition.  See B through E of this section. 


AD&D Insurance Benefits payable because of Loss of life or coma of a Dependent will be paid to 
you.  If you are not living, benefits will be paid in equal shares to the first surviving class of the 
classes below. 


1. The children of the Dependent. 


2. The parents of the Dependent. 


3. The brothers and sisters of the Dependent. 


4. Your estate. 


AD&D Insurance Benefits payable for Losses other than Loss of life or coma will be paid to the 
person who incurred the Loss for which the benefits are payable. Any such benefits remaining 
unpaid at that person's death will be paid according to the provisions for payment of a death 
benefit. 


Additional Benefits will be paid as follows: 


The Career Adjustment Benefit will be paid to your surviving Spouse. No Career Adjustment 
Benefit will be paid if you have no surviving Spouse. 


The Child Care Benefit will be paid to your surviving Spouse. No Child Care Benefit will be paid if 
you have no surviving Spouse. 


The Higher Education Benefit will be paid annually to each eligible Child. No Higher Education 
Benefit will be paid if there is no Child eligible to receive it. 


The Repatriation Benefit will be paid to the person who incurs the transportation expenses. 


B. Naming A Beneficiary 


Beneficiary means a person you name to receive death benefits.  You may name one or more 
Beneficiaries. 


If you name two or more Beneficiaries in a class: 


1. Two or more surviving Beneficiaries will share equally, unless you provide for unequal shares. 


2. If you provide for unequal shares in a class, and two or more Beneficiaries in that class 
survive, we will pay each surviving Beneficiary his or her designated share.  Unless you provide 
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otherwise, we will then pay the share(s) otherwise due to any deceased Beneficiary(ies) to the 
surviving Beneficiaries pro rata based on the relationship that the designated percentage or 
fractional share of each surviving Beneficiary bears to the total shares of all surviving 
Beneficiaries. 


3. If only one Beneficiary in a class survives, we will pay the total death benefits to that 
Beneficiary. 


You may name or change Beneficiaries at any time without the consent of a Beneficiary. 


You must name or change Beneficiaries in writing.  Writing includes a form signed by you, or a 
verification from us or our designated agent, the Policyholder or the Policyholder’s designated 
agent, or the Employer or the Employer’s designated agent of an electronic or telephonic 
designation made by you. 


Your designation: 


1. Must be dated; 


2. Must be delivered to us or our designated agent, the Policyholder or the Policyholder’s 
designated agent, or the Employer or the Employer’s designated agent, during your lifetime;  


3. Must relate to the AD&D Insurance provided under the Group Policy; and  


4. Will take effect on the date it is delivered to or, if a telephonic or electronic designation, verified 
by us or our designated agent, the Policyholder or the Policyholder’s designated agent, or the 
Employer or the Employer’s designated agent. 


If we approve it, a designation, which meets the requirements of a Prior Plan will be accepted as 
your Beneficiary designation under the Group Policy. 


C. Simultaneous Death Provision 


If a Beneficiary or a person in one of the classes listed in item D. No Surviving Beneficiary dies on 
the same day you die, or within 15 days thereafter, benefits will be paid as if that Beneficiary or 
person had died before you, unless Proof Of Loss with respect to your death is delivered to us 
before the date of the Beneficiary's death. 


D. No Surviving Beneficiary 


If you do not name a Beneficiary, or if you are not survived by one, benefits will be paid in equal 
shares to the first surviving class of the classes below. 


1. Your Spouse.  (See Definitions) 


2. Your children. 


3. Your parents. 


4. Your brothers and sisters. 


5. Your estate. 


E. Methods Of Payment 


Recipient means a person who is entitled to benefits under this Benefit Payment and Beneficiary 
Provisions section. 


1. Lump Sum 


If the amount payable to a Recipient is less than $25,000, we will pay it in a lump sum. 
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2. Standard Secure Access Checking Account 


If the amount payable to a Recipient is $25,000, or more, we will deposit it into a Standard 
Secure Access checking account which: 


a. Bears interest at a rate equal to the 13-week Treasury Bill (T-Bill) auction rate, but not to 
exceed 5%; 


b. Is owned by the Recipient; 


c. Is subject to the terms and conditions of a confirmation certificate which will be given to the 
Recipient; and 


d. Is fully guaranteed by us. 


3. Installments 


Payment to a Recipient may be made in installments if: 


a. The amount payable is $25,000 or more; 


b. The Recipient chooses; and 


c. We agree. 


To the extent permitted by law, the amount payable to the Recipient will not be subject to any legal 
process or to the claims of any creditor or creditor's representative. 


(ELECT/TEL DESIG_THIRD PARTY DESIG)    SA.BB.OT.1X 


TIME LIMITS ON LEGAL ACTIONS 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss.  No 
such action may be brought more than three years after the earlier of: 


1. The date we receive Proof Of Loss; and 


2. The time within which Proof Of Loss is required to be given. 


SA.TL.OT.1 


INCONTESTABILITY PROVISIONS 


A. Incontestability Of Insurance 


Any statement made to obtain or to increase insurance under the Group Policy is a representation 
and not a warranty. 


No misrepresentation will be used to reduce or deny a claim unless: 


1. The insurance would not have been approved if we had known the truth; and 


2. We have given you or any other person claiming benefits a copy of the signed written 
instrument which contains the misrepresentation. 


We will not use a misrepresentation to reduce or deny a claim after the insurance under the Group 
Policy, for which such representation was made, has been in effect for two years, unless it was a 
fraudulent misrepresentation. 


B. Incontestability Of Group Policy 


Any statement made by the Policyholder to obtain the Group Policy is a representation and not a 
warranty. 
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No misrepresentation by the Policyholder will be used to deny a claim or to deny the validity of the 
Group Policy unless: 


1. The Group Policy would not have been issued if we had known the truth; and 


2. We have given the Policyholder a copy of a written instrument signed by the Policyholder  
which contains the misrepresentation. 


The validity of the Group Policy will not be contested after it has been in force for two years, except 
for: 


1. Nonpayment of premiums; or 


2. Fraudulent misrepresentations. 


SA.IN.OT.1 


CLERICAL ERROR, AGENCY, AND MISSTATEMENT 


A. Clerical Error 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives 
will not: 


1. Cause a person to become insured; 


2. Invalidate insurance under the Group Policy otherwise validly in force; or 


3. Continue insurance under the Group Policy otherwise validly terminated. 


B. Agency 


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent.  
The Policyholder and your Employer have no authority to alter, expand or extend our liability or to 
waive, modify or compromise any defense or right we may have under the Group Policy. 


C. Misstatement Of Age 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, 
or both.  The adjustment will be based on: 


1. The amount of insurance based on the correct age; and 


2. The difference between the premiums paid and the premiums which would have been paid if 
the age had been correctly stated. 


SA.CE.OT.1 


TERMINATION OR AMENDMENT OF THE GROUP POLICY 


The Group Policy may be terminated by us or the Policyholder according to its terms.  It will terminate 
automatically for nonpayment of premium.  The Policyholder may terminate the Group Policy in whole, 
and may terminate insurance for any class or group of Members, at any time by giving us written 
notice. 


Benefits under the Group Policy are limited to its terms, including any valid amendment.  No change 
or amendment will be valid unless it is approved in writing by one of our executive officers and given to 
the Policyholder for attachment to the Group Policy. The Policyholder, your Employer, and their 
respective employees or representatives have no right or authority to change or amend the Group 
Policy or to waive any of its terms or provisions without our signed written approval. 


We may change the Group Policy in whole or in part when any change or clarification in law or 
governmental regulation affects our obligations under the Group Policy, or with the Policyholder's 
consent. 
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Any such change or amendment of the Group Policy may apply to current or future Members or to any 
separate classes or groups thereof. 


SA.TA.OT.1 


DEFINITIONS 


Annual Earnings means your annual rate of earnings from your Employer.  Your Annual Earnings will 
be based on your earnings in effect on your last full day of Active Work unless a different date applies 
(see the Coverage Features). 


A. Partners, P.C. Partners, L.L.C. Owner-Employees, Sole Proprietors and S-Corporation Shareholders 


If you are a Partner, L.L.C. Owner-Employee, Sole Proprietor or S-Corporation Shareholder, Annual 
Earnings means your annual compensation from the Policyholder during the Policyholder's prior 
tax year.  If you are a P.C. Partner, Annual Earnings means your annual compensation received by 
your professional corporation from the Policyholder during the Policyholder's prior tax year.  Your 
annual compensation is determined by adding the following amounts as reported on the applicable 
Schedule K-1, Schedule C, Form W-2 or S-Corporation federal income tax return: 


1. Your ordinary income (loss) from trade or business activity(ies). 


2. Your guaranteed payments, if you are a Partner. 


3. Your net profit from business. 


4. Your compensation (as an officer), salary, or wages, if you are an S-Corporation Shareholder. 


If you were not a Partner, P.C. Partner, L.L.C. Owner-Employee, Sole Proprietor or S-Corporation 
Shareholder during the entire prior tax year, your Annual Earnings will be 12 times your average 
monthly compensation for your period as a Partner, P.C. Partner, L.L.C. Owner-Employee, Sole 
Proprietor or S-Corporation Shareholder. 


B. All Other Members 


1. Commissions averaged over the Earnings Period shown in the Coverage Features or over the 
period of your employment if less than the Earnings Period. 


2. Shift differential pay. 


Annual Earnings does not include: 


1. Bonuses. 


2. Overtime pay. 


3. Any other extra compensation. 


C. All Members 


Annual Earnings includes: 


1. Contributions you make through a salary reduction agreement with your Employer to: 


a. An Internal Revenue Code (IRC) Section 401(k), 403(b), 408(k), or 457 deferred 
compensation arrangement; or 


b. An executive nonqualified deferred compensation arrangement. 


2. Amounts contributed to your fringe benefits according to a salary reduction agreement under 
an IRC Section 125 plan. 


Annual Earnings does not include: 
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1. Your Employer's contributions on your behalf to any deferred compensation arrangement or 
pension plan; or 


2. Stock options or stock bonuses. 


Annual Enrollment Period means the period designated each year by your Employer when you may 
change insurance elections. 


Child means: 


1. Your unmarried child from live birth through age 25; or 


2. Your unmarried child who meets either of the following requirements: 


a. The child is insured under the Group Policy and, on and after the date on which insurance 
would otherwise end because of the Child's age, is continuously Disabled. 


b. The child was insured under the Prior Plan on the day before the effective date of your 
Employer's coverage under the Group Policy and was Disabled on that day, and is 
continuously Disabled thereafter. 


Child includes any of the following, if they otherwise meet the definition of Child: 


i. Your adopted child; or 


ii. Your stepchild or child of your Spouse, if living in your home. 


Your child is Disabled if your child is: 


1. Continuously incapable of self-sustaining employment because of mental retardation or 
physical handicap; and 


2. Chiefly dependent upon you for support and maintenance, or institutionalized because of 
mental retardation or physical handicap. 


You must give us proof your Child is Disabled on our forms within 31 days after a) the date on 
which insurance would otherwise end because of the Child's age or b) the effective date of your 
Employer's coverage under the Group Policy if your child is Disabled on that date.  At reasonable 
intervals thereafter, we may require further proof, and have your Child examined at our expense. 


Contributory means you pay all or part of the premium for insurance. 


Dependent means your Spouse or Child.  Dependent does not include a full-time member of the armed 
forces of any country. A Member may not be insured as both a Member and a Dependent.  A Child 
may not be insured by more than one Member. 


Eligibility Waiting Period means the period you must be a Member before you become eligible for 
AD&D Insurance.  See Coverage Features. 


Family Status Change means any of the following events: 


1. Your marriage, divorce or dissolution of your Domestic Partner relationship or Civil Union. 


2. The birth of your Child. 


3. The adoption of a Child by you. 


4. The death of your Spouse and/or Child. 


5. The commencement or termination of your Spouse's employment. 


6. A change in employment from full-time to part-time by you, your Spouse. 


You may increase your Life Insurance due to any of the event(s) above. 


Group Policy means the group accidental death and dismemberment insurance policy issued by us to 
the Policyholder and identified by the Group Policy Number. 
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Injury means an injury to your body. 


L.L.C. Owner-Employee means an individual who owns an equity interest in an Employer and is 
actively employed in the conduct of the Employer's business. 


Noncontributory means the Policyholder pays the entire premium for insurance.  


P.C. Partner means the sole active employee and majority shareholder of a professional corporation in 
partnership with the Policyholder. 


Physician means a licensed M.D. or D.O. acting within the scope of the license. Physician does not 
include you or your Spouse, or the brother, sister, parent or child of either you or your Spouse. 


Pregnancy means the pregnancy, childbirth, or related medical conditions, including complications of 
pregnancy. 


Prior Plan means your Employer's group accidental death and dismemberment insurance plan in 
effect on the day before the effective date of your Employer's coverage under the Group Policy and 
which is replaced by the Group Policy. 


Sickness means your sickness, illness, or disease. 


For Class 2 Members, Spouse means: 


1. A person to whom you are legally married; or 


2. A person who is your Domestic Partner.  Your Domestic Partner means an individual 
recognized as such under applicable law. 


For purposes of insurance under the Group Policy, Spouse does not include a person who is eligible 
for AD&D Insurance as a Member or a person who is a full-time member of the armed forces of any 
country or a person from whom you are divorced or from whom you have terminated a Domestic 
Partner relationship. 


For all other Members, Spouse means: 


1. A person to whom you are legally married; or 


2. A person who is your Domestic Partner.  Your Domestic Partner means an individual of the 
same or opposite sex with whom you have completed an affidavit of declaration of domestic 
partnership, submitted that affidavit to the Employer, and filed that affidavit for public record if 
required by law; or an individual recognized as your domestic partner under applicable law. 


For purposes of insurance under the Group Policy, Spouse does not include a person who is 
eligible for AD&D Insurance as a Member or a person who is a full-time member of the armed 
forces of any country or a person from whom you are divorced or from whom you have terminated 
a Domestic Partner relationship. 


(DOM_ENH_K1_REG_WITH COM)    SA.DF.WA.1X 


ERISA INFORMATION AND NOTICE OF RIGHTS 


The following information and notice of rights and protections is furnished by the Plan Administrator 
as required by the Employee Retirement Income Security Act of 1974 (ERISA) 


A. General Plan Information 


The General Plan Information required by ERISA is shown in the Coverage Features. 


B. Statement Of Your Rights Under ERISA 


1. Right To Examine Plan Documents 


You have the right to examine all Plan documents, including any insurance contracts or 
collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
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filed with the U.S. Department of Labor and available at the Public Disclosure Room of the 
Employee Benefits Security Administration.  These documents may be examined free of charge 
at the Plan Administrator's office. 


2. Right To Obtain Copies Of Plan Documents 


You have the right to obtain copies of all Plan documents, including any insurance contracts or 
collective bargaining agreements, a copy of the latest annual report (Form 5500 Series), and 
updated summary plan description upon written request to the Plan Administrator.  The Plan 
Administrator may make a reasonable charge for these copies. 


3. Right To Receive A Copy Of Annual Report 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if 
the Plan was required to file an annual report.  There will be no charge for the report. 


4. Right To Review Of Denied Claims 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to 
know why this was done; b) to obtain copies of documents relating to the decision, without 
charge; and c) to have your claim reviewed and reconsidered, all within certain time schedules. 


C. Obligations Of 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 the Plan, called "fiduciaries'' of 
the Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or 
exercising your rights under ERISA. 


D. Enforcing ERISA Rights 


Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request 
Plan documents or the latest annual report from the Plan and do not receive them within 30 days, 
you may file suit in a Federal court. In such a case, the court may require the Plan Administrator 
to provide the materials and pay you up to $110 a day until you receive the materials, unless the 
materials were not sent because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in 
a state or Federal court. If it should happen that Plan fiduciaries misuse the Plan's money, or if 
you are discriminated against for asserting your rights, you may seek assistance from the U.S. 
Department of Labor, or you may file suit in a Federal court. The court will decide who should pay 
court costs and legal fees. If you are successful the court may order the person you have sued to 
pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for 
example, if it finds your claim is frivolous. 


E. Plan And ERISA Questions 


If you have any questions about the 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 
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, DC 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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Symetra Life Insurance Company Telephone:  1-800-SYMETRA or 1-800-796-3872 
777 108th Avenue NE, Suite 1200 
Bellevue, WA 98004-5135 
 
 
 
 


Important information regarding your Certificate of Insurance: 
 
 
 
This Certificate evidencing your insurance coverage is made available to you by your 
group insurance policyholder. 
 
Symetra Life Insurance Company is only responsible for the accuracy of the Certificate 
which Symetra provides to the policyholder.  The policyholder is solely responsible for 
the accuracy of the information contained herein. 
 
From time to time your Certificate may be modified by Symetra, and an updated 
electronic Certificate will be made available to you by the policyholder.  You are advised 
to periodically review your Certificate to ensure that you have the most current version. 
 
You have the right to request a paper copy of your current Certificate at any time.  If you 
wish to receive a paper copy of your Certificate you may obtain one by contacting the 
policyholder. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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Symetra® is a registered service mark of Symetra Life Insurance Company. 


AMENDMENT NO. 20 
Short Term Disability Income Insurance 


 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following change is hereby made to the above-referenced Group Policy 
and Certificate: 
 
 
Class 6: 
Effective March 1, 2022: 
 
The following is amended: 
Waiting Period 
 
The following page is affected by this change and is therefore replaced: 
GDC-4500 12/05 (EE-1S-2) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The effective date of this change is March 1, 2022, but will not be effective prior to your 
effective date of coverage.  This change only applies to disabilities which start on or after 
this effective date.  All other terms and provisions of the policy will apply other than as 
stated in this amendment. 
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Symetra® is a registered service mark of Symetra Life Insurance Company. 


AMENDMENT NO. 00 
 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following changes are hereby made to the above-referenced Group Policy 
and Certificate: 
 
1. The following text on the COVER PAGE of the Certificate, page C-1, is hereby revised 


as follows: 
 
 Delete: When making a benefit determination under the policy, we have discretionary 


authority to determine your eligibility for benefits and to interpret the terms 
and provisions of the policy. 


 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
2. The text of the WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY 


FOR BENEFITS? provision in the Certificate on page EE-5S-1 Rev 10/05 is hereby 
revised as follows: 


 
 Delete: We have the discretionary authority to determine your eligibility for benefits 


and to construe the terms of the policy to make a benefits determination. 
 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
The effective date of these changes is January 1, 2016, but will not be effective prior to an 
insured employee’s effective date of coverage.  These changes only apply to disabilities 
which start on or after this effective date.  All other terms and provisions of the policy will 
apply other than as stated in this amendment. 
 
Dated at  Bellevue, WA , this  21st  day of  December, 2015  . 
 
 Symetra Life Insurance Company 
 
 
 Margaret Meister, 
 President 
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Saltchuk Resources, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Group Disability Income Insurance Benefits 
Summary Plan Description 
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PLEASE READ THIS IMPORTANT NOTICE 
The Employee Retirement Income Security Act of 1974 (ERISA) requires that the Plan Sponsor provide a 
Summary Plan Description to Plan Participants.  
 
This document, together with the attached Certificate of Insurance (“Certificate”) issued by Symetra Life 
Insurance Company (“Symetra”), is your Summary Plan Description.  It provides you an overview of the Plan 
and addresses certain information that may not be included in the attached Certificate.  
 
This document is not intended to give a Plan Participant any substantive rights to benefits that are not already 
provided by the attached Certificate.  If the terms of this summary document conflict with the terms of the 
insurance contract, then the terms of the insurance contract will control, unless superseded by applicable law.


Plan Name 
Group Short Term Disability, Long Term Disability, 
and Life Plan for Employees of Saltchuk 
Resources, Inc. 
 
Plan Effective Date 
January 1, 2016 
 
Employer 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Plan Sponsor, EIN and Number 
Saltchuk Resources, Inc. 
Plan EIN:  91-1186367 
Plan Number:  507 
 
Type of Plan Administration 
Insurer and Plan Administrator 
 
Plan Administrator 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
Telephone Number: (206) 652-1111 


Plan Year 
December 31 
 
Type of Plan 
Fully Insured Group Short Term Disability Plan 
 
Policy Number 
01 016857 00 
 
Insurance Company and Contact Information 
Symetra Life Insurance Company 
P. O. Box 2993 
Hartford, CT 06104-2993 
Toll Free Number:  1-800-943-2107 
Fax Number:  1-860-392-3672 
 
Claims Administrator 
Claims administration for disability income benefits 
under your Plan is provided by Symetra Life Insurance 
Company (Symetra) according to the terms of a Group 
Disability Income Insurance policy. The Plan 
Administrator has delegated to Symetra the 
responsibility to interpret the terms of the Plan and as 
they apply to the attached Certificate. 


Agent for Service of Legal Process for the Plan 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Service of legal process may also be made on the Plan Administrator or a Plan Trustee, if any. 


 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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Please refer to the attached Certificate for detailed information about your coverage, including: 
 


• Eligibility and Participation 
Requirements  


• Enrollment Requirements 
• Description of Disability 


Benefits  


• Definitions  
• Termination Provisions 
• Continuation of Coverage 
• Effective date of coverage 


• Benefit Reduction, Exclusions and 
Limitations 


• Contributions to the Plan for 
Coverage 


Claims Procedures 
 
Benefit Claim 
Symetra is responsible for evaluating all benefit claims under the Plan.  Symetra will decide your claim in 
accordance with its reasonable claims procedures, as required by ERISA and other applicable law. 
 
See the attached Certificate of Insurance issued by Symetra for information about how to file a claim and for 
details regarding the Symetra's claims procedures. 
 
Appealing Denied Claim 
If your claim is denied (that is, not paid in part or in full), you will be notified and you may appeal to Symetra for 
a review of the denied claim.  Symetra will decide your appeal in accordance with its reasonable claims 
procedures, as required by ERISA and other applicable law. 
 
Important Appeal Deadlines 
If you do not appeal on time, you will lose your right to file suit in a state or federal court, as you will not have 
exhausted your internal administrative appeal rights (which generally is a condition for bringing suit in court). 
See the attached Certificate of Insurance for information about how to appeal a denied claim, and for details 
regarding Symetra’s appeals procedures. 
 


Statement of ERISA Rights 
 
Your Rights 
As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement 
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, 
all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 
5500 Series), 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. 
 
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) and updated summary 
plan description (SPD). The Plan Administrator may make a reasonable charge for the copies. 
Receive a summary of the Plan's annual Form 5500, if any is required by ERISA to be prepared, in which case 
the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
In addition for creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 
for the employee welfare benefit plan. The people who operate your plan, called “fiduciaries,” have a duty to do 
so prudently in the interest of you and other plan participants and beneficiaries. No one, including your employer 
or any other person, may fire you or otherwise discriminate against you from obtaining a welfare benefit or 
exercising your rights under ERISA. 
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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 that you can take to enforce the above 
rights. For instance, if you request a copy of Plan documents or the latest annual report (Form 5500), if any, 
from the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, 
the court may require the Plan Administrator, to provide the materials and pay you up to $110 per 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, and if you have 
exhausted the claims procedures available to you under the Plan, you may file suit in a state or federal 
court. 
 
If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for 
asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in 
a federal court. The court will decide who should pay court costs and legal fees. If you are successful, the 
court may order the person you have sued to pay these costs and fees. If you lose, the court may order 
you to pay these costs and fees, for example, if it finds your claim is frivolous. 
 
Assistance With Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any 
questions about this statement or about your rights under ERISA or if you need assistance in obtaining 
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits 
Security Administration, U.S. Department of Labor (listed in your telephone directory), or contact 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. 
 
 


Your Certificate of Insurance, issued by Symetra Life Insurance Company, is attached. 
 


This Certificate is furnished to you automatically without charge. 
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Symetra ® is a registered service mark of Symetra Life Insurance Company. 


Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 


Bellevue, Washington  98004-5135 


Symetra Life Insurance Company is known as Symetra in 
this certificate. 


"You" and "your" refer to the insured employee in this 
certificate. 


This certificate summarizes the major parts of the policy 
under which you are insured.  Your insurance is subject to 
all the terms of the policy.  This certificate replaces all 
others previously issued. 


Signed for Symetra as of the policy effective date. 


READ THIS CERTIFICATE CAREFULLY 


Margaret Meister, Jacqueline M. Veneziani, 
Secretary President 
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GROUP SHORT TERM DISABILITY INSURANCE 
 
 
 


CERTIFICATE OF COVERAGE 
 
 
 
Policyholder: Saltchuk Resources, Inc. 
 
Policy Number: 01 016857 00 
 
Policy Effective Date: January 1, 2016 
 
 
 
Symetra Life Insurance Company (referred to as “the Company”, "we", "us", or "our") 
welcomes you as a client. 
 
This is your certificate of coverage as long as you are eligible for coverage and you become 
insured.  You will want to read it carefully and keep it in a safe place. 
 
Your certificate of coverage is written in plain English.  There are a few terms and provisions 
written as required by insurance law.  If you have any questions about any of the terms and 
provisions, please consult our claims paying office.  We will assist you in understanding your 
benefits. 
 
If the terms and provisions of the certificate of coverage (issued to you) differ from the policy 
(issued to the Policyholder), the policy will govern.  Your coverage may be canceled or 
changed in whole or in part under the terms and provisions of the policy. 
 
The policy is delivered in and is governed by the laws of Washington and to the extent 
applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any 
amendments.  When making a benefit determination under the policy, we have discretionary 
authority to determine your eligibility for benefits and to interpret the terms and provisions 
of the policy. 
 
For purposes of effective dates and ending dates under the group policy, all days begin at 
12:00 midnight and end at 12:01 a.m. at the policyholder's address. 
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TABLE OF CONTENTS 
 
 
Your certificate is divided into the following sections: 
 
SECTION 1A - HIGHLIGHTS OF YOUR PLAN 
 
SECTION 1B - HIGHLIGHTS OF YOUR VOLUNTARY PLAN 
 
SECTION 2 - GENERAL INFORMATION 
 
SECTION 3 - ELIGIBILITY FOR COVERAGE 
 
SECTION 4 - BENEFIT SPECIFICS 


• disability defined 
• details on calculating benefit payments 
• exclusions and limitations that may apply 


 
SECTION 5 - CLAIM INFORMATION 
 
For your ease in finding information in your certificate, we: 
 
• Start each section with a summary of the contents and the terms we define in the 


section. 
• Shade all of the defined terms within a section. 
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SECTION 1A:  HIGHLIGHTS OF YOUR STD PLAN 
 
 
This is a brief overview of your plan of benefits.  We refer to these terms often throughout 
this certificate.  Whenever we use these terms in the certificate they have the following 
meaning, unless we advise you otherwise. 
 
Eligible Class 6 = All full-time Northern Air Cargo Flight Crew as covered under the Joint 


Collective Bargaining Agreement. 
 


You must be working at least 65 hours per month. 
 
Benefit Percentage = 60% 
 
Maximum Payment Amount = $1,000* 
 


* We may reduce the amount we pay you by other income amounts and any income 
you earn or receive from any form of employment.  Some disabilities may not be 
covered under this plan.  A pre-existing conditions exclusion and other limitations 
may apply to the STD plan. 


 
Minimum Payment Amount = None  
 
We may apply all payments to you toward overpayments. 
 
Elimination Period = If disability is due to an injury:  The later of 7 days or the date your 


salary continuation ends or the date accumulated sick leave ends. 
 
 If disability is due to a sickness:  The later of 7 days or the date your 


salary continuation ends or the date accumulated sick leave ends. 
 
Pre-disability earnings means your gross weekly rate of earnings from the employer in effect 
just prior to the date disability begins.  It does not include commissions, bonuses, overtime 
pay or other extra compensation. 
 
If your disability begins while you are on a covered layoff or leave of absence, we will use 
your pre-disability earnings from the employer in effect just before the date your absence 
begins. 
 
Our payments to you will be based on the amount of your pre-disability earnings covered by 
this plan and for which premium has been paid. 
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SECTION 1A:  HIGHLIGHTS OF YOUR STD PLAN 
(continued) 


 
 
Maximum Payment Duration = 26 weeks 
 
Waiting Period: 
 
If you are in an eligible class on or before the plan effective date:  The first of the month 
coincident with or next following 30 days of continuous employment. 
 
If you entering an eligible class after the plan effective date but before October 1, 2020:  
The first of the month coincident with or next following 30 days of employment. 
 
If you are entering an eligible class on or after October 1, 2020:  The first of the month 
coincident with or next following the date of employment. 
 
If your employment ends and you are rehired by the same employer within one year, we will 
apply your previous employment in an eligible class toward completing the waiting period.  
All other provisions of this plan apply. 
 
The waiting period for coverage will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 
Cost of Coverage: 
 
The employer pays the cost of your coverage. 
 
The cost of your coverage must be paid for any period of time during which you are disabled 
under this plan. 
 
Noninsurance benefits: 
 
From time to time we may offer or provide to you noninsurance benefits and services.  In 
addition, we may arrange for third party service providers to give access to you to discounted 
goods and services.  While we have arranged for this access, the third party service providers 
are liable to you for the provision of such goods and/or services.  We are not responsible for 
the provision of such goods and/or services nor are we liable for the failure of the provision 
of the same.  Further, Symetra is not liable to you for the negligent provision of such goods 
and/or services by third party service providers. 
 
For certificateholders residing outside of the United States: 
 
This Certificate of Insurance Coverage (“certificate”) is issued under a policy purchased by 
the Policyholder from Symetra Life Insurance Company (“Symetra”).  The policy and this 
certificate have been issued as part of Symetra’s business in the United States.  Symetra is 
not regulated in any country other than the United States.  This certificate may include 
certain rights or benefits, such as Conversion Rights Portability Rights, or Waiver of Premium, 
which are not available to non-U.S. residents.  Any disputes under the policy or certificate 
are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions of the 
policy and certificate. 
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SECTION 1B:  HIGHLIGHTS OF YOUR VOLUNTARY STD PLAN 
 
 
This is a brief overview of your plan of benefits.  We refer to these terms often throughout 
this certificate.  Whenever we use these terms in the certificate, they have the following 
meaning, unless we advise you otherwise. 
 
Eligible Class  6 = All full-time Northern Air Cargo Flight Crew as covered under the Joint 


Collective Bargaining Agreement. 
 


You must be working at least 65 hours per month. 
 
Weekly Payment = 70% of pre-disability earnings, not to exceed $2,000 per week*. 
 


* We may reduce the amount we pay you by other income amounts and any income 
you earn or receive from any form of employment.  Some disabilities may not be 
covered under this plan. 


 
Minimum Payment Amount = None  
 
We may apply all payments to you toward overpayments. 
 
Elimination Period = If disability is due to an injury:  The later of 7 days or the date your 


salary continuation ends or the date accumulated sick leave ends. 
 
 If disability is due to a sickness:  The later of 7 days or the date your 


salary continuation ends or the date accumulated sick leave ends. 
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SECTION 1B:  HIGHLIGHTS OF YOUR VOLUNTARY STD PLAN 
(continued) 


 
 
Pre-disability earnings means your gross weekly rate of earnings from the employer in effect 
just prior to the date disability begins.  It does not include commissions, bonuses, overtime 
pay or other extra compensation. 
 
If your disability begins while you are on a covered layoff or leave of absence, we will use 
your pre-disability earnings from the employer in effect just before the date your absence 
begins. 
 
Our payments to you will be based on the amount of your pre-disability earnings covered by 
this plan and for which premium has been paid. 
 
Maximum Payment Duration = 26 weeks 
 
Waiting Period: 
 
If you are in an eligible class on or before the plan effective date:  The first of the month 
coincident with or next following 30 days of continuous employment. 
 
If you entering an eligible class after the plan effective date but before October 1, 2020:  
The first of the month coincident with or next following 30 days of employment. 
 
If you are entering an eligible class on or after October 1, 2020:  The first of the month 
coincident with or next following the date of  employment. 
 
If your employment ends and you are rehired by the same employer within one year, we will 
apply your previous employment in an eligible class toward completing the waiting period.  
All other provisions of this plan apply. 
 
The waiting period for coverage will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 
Cost of Coverage: 
 
You pay the cost of your coverage. 
 
Waiver of Premium:  The cost of your coverage will be suspended for any period of time 
after the first of the month following the date you are disabled under this plan.  If you return 
to active employment with the employer, and want your coverage to continue, the cost of 
your coverage must begin to be paid again. 
 
Noninsurance benefits: 
 
From time to time we may offer or provide to you noninsurance benefits and services.  In 
addition, we may arrange for third party service providers to give access to you to discounted 
goods and services.  While we have arranged for this access, the third party service providers 
are liable to you for the provision of such goods and/or services.  We are not responsible for 
the provision of such goods and/or services nor are we liable for the failure of the provision 
of the same.  Further, Symetra is not liable to you for the negligent provision of such goods 
and/or services by third party service providers. 
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SECTION 1B:  HIGHLIGHTS OF YOUR VOLUNTARY STD PLAN 
(continued) 


 
 
For certificateholders residing outside of the United States: 
 
This Certificate of Insurance Coverage (“certificate”) is issued under a policy purchased by 
the Policyholder from Symetra Life Insurance Company (“Symetra”).  The policy and this 
certificate have been issued as part of Symetra’s business in the United States.  Symetra is 
not regulated in any country other than the United States.  This certificate may include 
certain rights or benefits, such as Conversion Rights Portability Rights, or Waiver of Premium, 
which are not available to non-U.S. residents.  Any disputes under the policy or certificate 
are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions of the 
policy and certificate. 
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SUMMARY OF THE GENERAL INFORMATION SECTION 2 
 
 
What will you find in this section? 
 
• information we have access to 
• how we use statements made in applying for coverage 
• insurance fraud 
• time limits for legal proceedings 
 
What terms do we define in this section? 
 
• you 
• we 
• us 
• our 
• employee 
• employer 
• insured 
• plan 
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SECTION 2:  GENERAL INFORMATION 
 
 
WHAT IS THE CERTIFICATE OF COVERAGE? 
 
This certificate of coverage is a written statement prepared by us and may include 
attachments.  It tells you: 
• the coverage to which you may be entitled 
• to whom we make payments 
AND 
• the limitations, exclusions and requirements applying to a plan. 
 


You means an employee who is eligible for the coverage of this plan. 
 


We, us and our means the Insurance Company named on the first page of your 
Certificate of Coverage. 


 
Employee means a person who is a citizen or permanent resident of the United States 
or Puerto Rico in active employment with the employer unless we advise you 
otherwise.  This plan excludes temporary and seasonal workers from coverage. 


 
Employer means individual, company or corporation where you are in active 
employment, and includes any division, subsidiary or affiliated company named in the 
policy. 


 
Insured means a person covered under this plan. 


 
Plan means a line of coverage under the policy. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
TO WHAT INFORMATION DO WE HAVE ACCESS? 
 
The employer will give us information about you including: 
• if you are eligible for coverage 
• if your amount of coverage changes, including salary change information 
• if your coverage terminates 
• other information we may reasonably require. 
 
The employer's records that we believe have a bearing on coverage under this plan are open 
for our inspection at any reasonable time. 
 
Clerical error or omission will not: 
• prevent you from receiving coverage 
• affect the amount of your coverage 
OR 
• effect or continue your coverage if it should not be in effect or continue in effect. 
 
HOW CAN WE USE STATEMENTS YOU OR THE EMPLOYER MADE IN APPLYING FOR 
COVERAGE? 
 
We consider any statements you or the employer made in a signed application for coverage 
a representation and not a warranty.  If any of the statements you or the employer made are 
not complete and/or not true at the time they were made, we can: 
• reduce or deny any claim 
OR 
• cancel your coverage back to the date your coverage became effective. 
 
We will use only statements made in a signed application as a basis for doing this.  You will 
receive a copy of the signed application. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
HOW WILL WE HANDLE INSURANCE FRAUD? 
 
We promise to focus on all means necessary to support fraud detection, investigation, and 
prosecution.  It is a crime if you or the employer knowingly, and with intent to injure, defraud 
or deceive us, file a claim containing any false, incomplete or misleading information.  These 
actions, as well as submission of false information, will result in denial of your claim, and 
are subject to prosecution and punishment to the full extent under state and/or federal law.  
We will pursue all appropriate legal remedies in the event of insurance fraud. 
 
WHAT IF FACTS ABOUT YOU ARE NOT ACCURATE? 
 
If relevant facts about you were not accurate, then we will use accurate information to 
decide if your coverage should be in effect and what your amount of coverage should be.  If 
the cost of your coverage is affected, we will make a fair adjustment in the cost. 
 
DOES THE EMPLOYER ACT AS YOUR AGENT? 
 
For all purposes of the policy, the employer acts on its own behalf or as your agent.  The 
employer is not our agent. 
 
WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS? 
 
You can start legal action regarding your claim 60 days after the date you sent us proof of 
claim.  You have up to three years after the date you sent us proof of claim to start legal 
action, unless otherwise provided by law. 
 
DOES THIS PLAN REPLACE OR AFFECT ANY REQUIREMENT FOR WORKERS' 
COMPENSATION OR STATE DISABILITY INSURANCE? 
 
The plan does not replace or affect requirements for coverage by Workers’ Compensation 
Insurance or state disability insurance. 
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SUMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3 
 
 
What will you find in this section? 
 
• eligibility for coverage 
• waiting period 
• when coverage becomes effective 
• evidence of insurability requirements 
• what happens to coverage during a layoff, leave of absence or a family or medical leave 


of absence 
• when coverage under this plan ends 
 
What terms do we define in this section? 
 
• waiting period 
• active employment 
• work site 
• evidence of insurability 
• layoff 
• leave of absence 
• family or medical leave of absence 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
 
 
WHEN ARE YOU ELIGIBLE FOR COVERAGE? 
 
If you are in an eligible class you may apply for coverage under this plan on the later of: 
• the date the plan is effective; 
OR 
• the date you complete the waiting period. 
 
WHAT IS YOUR WAITING PERIOD? 
 
Your waiting period appears in the PLAN HIGHLIGHTS. 
 


Waiting period is the number of days you must be in active employment in an eligible 
class before you may apply for coverage. 


 
If you have been continuously employed by the employer but were not in an eligible 
class, we will apply any prior period of work with the employer toward the waiting 
period. 


 
Active employment means you are: 
• working for the employer at your work site for earnings the employer pays on a 


regular basis; 
AND 
• performing the material and substantial duties of your regular occupation. 
Active employment includes normal non-work days such as vacation, weekends and 
holidays. 


 
Your work site must be: 
• the employer’s usual place of business; 
• an alternative location if directed by the employer; 
OR 
• a location to which your occupation requires you to travel. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHEN DOES YOUR COVERAGE BECOME EFFECTIVE? 
 
Your coverage will be effective on the day determined as follows: 
 
If you apply for coverage within the first 31 days after the date you are first eligible to apply 
AND 
 
-you are paying for some or all 
of the cost of your coverage 


 
THEN 


 
your coverage is effective on 
the date you apply. 


 
OR 
 
-you are not paying for any of 
the cost of your coverage 


 
 
 
THEN 
 


 
 
 
your coverage is effective on 
the date you are eligible. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued)  


 
 
WHEN IS EVIDENCE OF INSURABILITY REQUIRED? 
 
You will need to provide evidence of insurability to us with your application if you: 
• apply for coverage more than 31 days after the date you are first eligible to apply; 
OR 
• voluntarily terminate your coverage and want to reapply for coverage; 
OR 
• apply for an amount of coverage for which we require proof of insurability. 
 
You must apply for coverage in writing through the employer and use an application form 
that is satisfactory to us. Your coverage will be effective on the date we approve your 
application. 
 


Evidence of insurability means a statement of your medical history which we will use 
to assess if you will be approved for coverage. 


 
WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE 
WOULD BE EFFECTIVE? 
 
If you are not in active employment as a result of your injury or a sickness then your coverage 
will be effective on the date you return to active employment.  This applies to your initial 
coverage, as well as any increases or additions to coverage occurring after your initial 
coverage is effective. 
 
WILL YOUR COVERAGE CONTINUE IF YOU ARE ON A LAYOFF OR LEAVE OF ABSENCE? 
 
Your employer may continue your coverage if you are on a layoff or on an approved leave 
of absence.  Your coverage may continue through the end of the month following the month 
in which your layoff or leave of absence begins.  The cost of your coverage must be paid 
during the layoff or leave of absence period. 
 


Layoff or leave of absence means the employer has agreed in writing and in advance 
to a temporary absence from active employment for a specified period of time.  Your 
normal vacation time or any period of disability is not considered a temporary layoff 
or leave of absence. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHAT HAPPENS TO YOUR COVERAGE IF YOU ARE ON A FAMILY OR MEDICAL LEAVE OF 
ABSENCE? 
 
If you are on a family or medical leave of absence, your coverage will be governed by the 
employer's Human Resource policy on family and medical leaves of absence. 
 
We will continue your coverage if the following conditions are met: 
• premiums for the cost of your continued coverage are paid; 
AND 
• your leave is approved in advance and in writing by the employer. 
 
Your coverage will continue for up to the greater of: 
• the leave period required by the Federal Family and Medical Leave Act of 1993, and any 


amendments; 
OR 
• the leave period required by applicable state law. 
 
While you are on an approved family or medical leave of absence, we will use earnings from 
your regular occupation you were performing just prior to the date your leave of absence 
started to determine our payments to you. 
 
If your coverage does not continue during a family or medical leave of absence, then when 
you return to active employment: 
• you will not have to meet a new waiting period, including a waiting period for coverage 


of a pre-existing condition; 
AND 
• you will not have to give us evidence of insurability to reinstate the coverage you had in 


effect before your leave began. 
 


Family and medical leave of absence means a leave of absence for the birth, adoption 
or foster care of a child, or for the care of you, your child, spouse or parent who has 
a serious health condition as those terms are defined by the Federal Family and 
Medical Leave Act of 1993 and any amendments, or by applicable state law. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHEN DOES YOUR COVERAGE UNDER THIS PLAN END? 
 
Your coverage under this plan will end on the earliest of the following: 
• the date the policy or plan terminates; 
• the date you are no longer in an eligible class; 
• the date your class is no longer eligible for coverage; 
• the last day for which premium for your coverage has been paid; 
• the date you cease active employment due to a labor dispute, including but not limited 


to strike, work slowdown, or lockout; 
• the date you cease active employment with the employer, unless you are disabled or on 


an approved layoff or leave of absence. 
 
We will provide coverage for a payable disability claim that occurs while you are covered 
under the policy or plan. 
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UMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3 
 


VOLUNTARY PLANS 
 
 
What will you find in this section? 
 
• eligibility for coverage 
• waiting period 
• when coverage becomes effective  
• changing coverage under this plan 
• what happens to coverage during a layoff, leave of absence or a family or medical leave 


of absence 
• when coverage under this plan ends 
 
What terms do we define in this section? 
 
• waiting period 
• active employment 
• work site 
• re-enrollment period 
• enrollment period 
• initial enrollment period 
• layoff 
• leave of absence 
• evidence of insurability 
• family or medical leave of absence 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
 


VOLUNTARY PLANS 
 
 
WHEN ARE YOU ELIGIBLE FOR COVERAGE? 
 
If you are in an eligible class you may apply for coverage under this plan on the later of: 
• the date the plan is effective; 
OR 
• the date you complete the waiting period. 
 
WHAT IS YOUR WAITING PERIOD? 
 
Your waiting period appears in the PLAN HIGHLIGHTS. 
 


Waiting period is the number of days you must be in active employment in an 
eligible class before you may apply for coverage. 
 
If you have been continuously employed by the employer but were not in an eligible 
class, we will apply any prior period of work with the employer toward the waiting 
period. 
 
Active employment means you are: 
• working for the employer at your work site for earnings the employer pays on a 


regular basis; 
AND 
• performing the material and substantial duties of your regular occupation. 
Active employment includes normal non-work days such as vacation, weekends and 
holidays. 
 
Your work site must be: 
• the employer's usual place of business; 
• an alternative location if directed by the employer; 
OR 
• a location to which your occupation requires you to travel. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHEN MAY YOU ENROLL OR CHANGE YOUR COVERAGE UNDER THIS PLAN? 
 
You may enroll or change your coverage only during an enrollment period as follows: 
 
1. During the initial enrollment period: 
 


If you are eligible for coverage 
on the plan effective date  


THEN you may apply for a coverage 
option for the first enrollment 
period. 
 


If you become eligible for 
coverage after the plan 
effective date 


THEN you may apply for a coverage 
option for the enrollment period 
in which you are first eligible. 


 
2. During a re-enrollment period: 
 


You may: 
• keep your same coverage under the plan; 
• choose no coverage under the plan; 
• enroll for coverage under the plan if you are not currently enrolled. 


 
Coverage applied for or changes in coverage will apply until the next re-enrollment period. 


 
If you are currently enrolled for coverage and do not re-enroll for coverage during a re-
enrollment period you will continue to be insured for the same coverage as previously 
enrolled. 


 
If you do not enroll for coverage within 31 days of an enrollment period, then you will be 
eligible to enroll for coverage only as a late enrollee.  You will need to submit evidence of 
insurability satisfactory to us at your own expense. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHAT IF YOU ARE REHIRED BY THE EMPLOYER WITHIN THE SAME PLAN YEAR DURING 
WHICH YOUR EMPLOYMENT TERMINATED? 
 
If you are rehired by the employer within the same plan year that your employment 
terminated, then: 
• you will be insured for the same plan and level of coverage that was in effect for you on 


the date your employment terminated; 
AND 
• you may not change the plan or level of coverage during the rest of the plan year. 
 


Re-enrollment period means a period of time as set by your employer and us during 
which you may apply, in writing, for coverage under this plan, or change your 
coverage under this plan if you are currently enrolled. 


 
Enrollment period means the initial enrollment period and any re-enrollment period. 


 
Initial enrollment period means one of the following periods during which you may 
first apply in writing for coverage under this plan: 
• if you are eligible for coverage on the plan effective date, a period before the plan 


effective date as set by your employer and us; 
• if you become eligible for coverage after the plan effective date, the period ending 


31 days after the date you are first eligible to apply for coverage. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHEN DOES YOUR COVERAGE BECOME EFFECTIVE? 
 
Your coverage will be effective on the later of: 
 
1. the first day of the pay period for which contributions for your coverage are deducted; 
OR 
2. the day determined as follows: 
 


For coverage applied for during 
the initial enrollment period and 
before your eligibility date 
 


THEN your coverage is effective on 
your eligibility date 


For coverage applied for during 
the initial enrollment period and 
within the first 31 days after 
the date you are first eligible to 
apply 
 


THEN 
 


your coverage is effective on 
the date you apply 


For coverage applied for more 
than 31 days after the date you 
are first eligible to apply 


THEN your selected coverage will be 
effective on the first day 
following the date we approve 
your application. 
 


For an increase in coverage 
applied for within 30 days of 
the effective date of a change 
in salary, and for decreases in 
coverage 


THEN the first day of the pay period 
for which contributions for 
your coverage are deducted 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE 
WOULD BE EFFECTIVE? 
 
If you are not in active employment as a result of your injury or a sickness then your coverage 
will be effective on the date you return to active employment.  This applies to your initial 
coverage, as well as any increases or additions to coverage occurring after your initial 
coverage is effective. 
 
WILL YOUR COVERAGE CONTINUE IF YOU ARE ON A LAYOFF OR LEAVE OF ABSENCE? 
 
Your employer may continue your coverage if you are on a layoff or on an approved leave 
of absence.  Your coverage may continue through the end of the month following the month 
in which your layoff or leave of absence begins.  The cost of your coverage must be paid 
during the layoff or leave of absence period. 
 


Layoff or leave of absence means the employer has agreed in writing and in advance 
to a temporary absence from active employment for a specified period of time.  Your 
normal vacation time or any period of disability is not considered a temporary layoff 
or leave of absence. 


 
WHEN IS EVIDENCE OF INSURABILITY REQUIRED? 
 
You will need to provide evidence of insurability to us with your application.  You must apply 
for coverage in writing through the employer and use an application form that is satisfactory 
to us. 
 


Evidence of insurability means a statement of your medical history which we will use 
to assess if you will be approved for coverage. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHAT HAPPENS TO YOUR COVERAGE IF YOU ARE ON A FAMILY OR MEDICAL LEAVE OF 
ABSENCE? 
 
If you are on a family or medical leave of absence, your coverage will be governed by the 
employer's Human Resource policy on family and medical leaves of absence. 
 
We will continue your coverage if the following conditions are met: 
• premiums for the cost of your continued coverage are paid; 
AND 
• your leave is approved in advance and in writing by the employer. 
 
Your coverage will continue for up to the greater of: 
• the leave period required by the Federal Family and Medical Leave Act of 1993, and any 


amendments; 
OR 
• the leave period required by applicable state law. 
 
While you are on an approved family and medical leave of absence we will use earnings from 
your regular occupation you were performing just prior to the date your leave of absence 
started to determine our payments to you. 
 
If your coverage does not continue during a family or medical leave of absence, then when 
you return to active employment: 
• you will not have to meet a new waiting period, including a waiting period for coverage 


of a pre-existing condition; 
AND 
• you will not have to give us evidence of insurability to reinstate the coverage you had in 


effect before your leave began. 
 


Family and medical leave of absence means a leave of absence for the birth, adoption 
or foster care of a child, or for the care of you, your child, spouse or parent who has 
a serious health condition as those terms are defined by the Federal Family and 
Medical Leave Act of 1993 and any amendments, or by applicable state law. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
VOLUNTARY PLANS 


 
 
WHEN DOES YOUR COVERAGE UNDER THIS PLAN END? 
 
Your coverage under this plan will end on the earliest of the following: 
• the date the policy or plan terminates; 
• the date you are no longer in an eligible class; 
• the date your class is no longer eligible for coverage; 
• the last day for which premium for your coverage has been paid; 
• the date you cease active employment due to a labor dispute, which includes but is not 


limited to strike, work slowdown, or lockout; 
• the date you cease active employment with the employer, unless you are disabled or on 


an approved layoff or leave of absence. 
 
We will provide coverage for a payable disability claim that occurs while you are covered 
under the policy or plan. 
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SUMMARY OF THE SHORT TERM DISABILITY BENEFIT SPECIFICS SECTION 4 
 
 
What will you find in this section? 
 
• what disability means 
• when weekly payments start 
• returning to work during the elimination period 
• requirements of care from a doctor 
• when will we not cover a disability 
• our payment if you are disabled and not working  
• our payment if you are disabled and working 
• what are (are not) other income amounts 
• cost of living increases to any other income amounts 
• when weekly payments stop 
• temporary recovery 
 
What terms do we define in this section? 
 
• disability 
• material and substantial duties 
• regular occupation 
• reasonable employment option 
• sickness 
• injury 
• elimination period 
• regular care 
• doctor 
• maximum weekly payment 
• gross weekly payment 
• maximum capacity 
• retirement plan 
• disability benefits  under a retirement plan 
• retirement benefits  under a retirement plan 
• eligible retirement plan 
• maximum payment duration 
• prior group insurance plan 
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SUMMARY OF THE SHORT TERM DISABILITY BENEFIT SPECIFICS SECTION 4 
 
 
What will you find in this section? 
 
• what disability means 
• when weekly payments start 
• requirements of care from a doctor 
• when will we not cover a disability 
• our payment if you are disabled 
• what are (are not) other income amounts 
• cost of living increases to any other income amounts 
• when weekly payments stop 
• temporary recovery 
• payment limitations 
• what happens if the employer changes insurance plans 
 
What terms do we define in this section? 
 
• disability 
• material and substantial duties 
• regular occupation 
• reasonable employment option 
• sickness 
• injury 
• elimination period 
• regular care 
• doctor 
• maximum weekly payment 
• gross weekly payment 
• maximum payment duration 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
 
 
 
WHAT DOES DISABILITY MEAN? 
 


Disabled/Disability means our determination that your sickness or injury: 
• prevents you from performing with reasonable continuity the material and 


substantial duties of your regular occupation and a reasonable employment option 
offered to you by the employer; and 


• as a result, the income you are able to earn is less than or equal to 80% of your 
pre-disability earnings. 


 
Material and substantial duties are the duties that: 
• are normally required for the performance of the occupation; 
AND 
• cannot be reasonably omitted or changed. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 


Regular occupation means the occupation, as it is performed nationally, that you are 
routinely performing when your disability begins.  Your regular occupation does not 
mean the job you are performing for a specific employer or at a specific location. 


 
Reasonable employment option means an employment position with the employer for 
which you are able to perform the material and substantial duties given your 
education, training and experience.  If you have been working in a reasonable 
employment option for 6 months or more, the reasonable employment option will 
then be considered your regular occupation. 


 
Sickness means an illness or disease.  It also includes an injury which occurs before 
you are insured.  It does not include risk of sickness.  This plan does not cover an 
occupational sickness. 


 
Injury means a bodily injury that occurs while you are insured and is the direct result 
of an accident and not related to any other cause.  It does not include risk of injury.  
This plan does not cover an occupational injury. 


 
Occupational sickness or occupational injury means a sickness or injury caused by or 
aggravated by any employment for pay or profit. 


 
Related Rules: 
 
You will not be considered disabled from work in an occupation because of a reduction in 
your earnings resulting from a change in economic conditions or other factors that are not 
directly related to your sickness or injury.  Examples of factors that we will not consider in 
determining whether you are disabled include, but are not limited to, recession, job 
obsolescence, job restructuring or elimination, pay cuts, and job sharing. 
 
You will not be considered disabled from work in an occupation solely because of: 
1. Your employer's work schedule that is inconsistent with the normal work schedule of 


your regular occupation; 
2. Your relationship with your employer or other employees of the employer; or 
3. The physical relationship of your employer's workplace that is inconsistent with the 


normal physical environment of your regular occupation. 
 
You will not be considered disabled from work in an occupation solely because of the loss, 
suspension, restriction, surrender, or failure to maintain a required state or federal license to 
engage in the occupation. 
 
You will not be considered disabled from work in an occupation solely because of your 
inability to work more than 40 hours per week in the occupation, even if you were regularly 
required to work more than 40 hours per week prior to becoming disabled. 
 
Your disability must begin while you are covered under the policy. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DOES YOUR DISABILITY NEED TO CONTINUE FOR A PERIOD OF TIME BEFORE OUR 
PAYMENTS TO YOU BEGIN? 
 
Your disability must continue through the elimination period before we begin making 
payments to you. 
 


Elimination period is a period of continuous days of disability.  The elimination period 
begins on the first day of your disability. 


 
WHAT HAPPENS IF YOU RETURN TO WORK DURING THE ELIMINATION PERIOD? 
 
We will consider your disability continuous if you have one or more periods of temporary 
recovery during the elimination period for a maximum of 30 days AND become disabled again 
due to the same sickness or injury. 
 
Temporary recovery means any time when we do not consider you to be disabled.  The days 
you are not disabled will not count toward the elimination period. 
 
HOW CAN WE ASSIST YOU IN RETURNING TO WORK? 
 
Other vocational rehabilitation services and workplace modification services may be available 
to you.  These services are designed to coordinate with your LTD plan and can be found in 
the ADDITIONS TO YOUR LTD PLAN section. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DO YOU NEED TO BE UNDER THE CARE OF A DOCTOR? 
 
We require you to be under the regular care of a doctor for the sickness or injury causing 
your disability in order to be eligible to receive payments from us. 
 


Regular care means: 
• you personally visit a doctor as often as is medically required to effectively 


manage and treat your disabling condition(s), according to generally accepted 
medical standards; 


AND 
• you are receiving appropriate treatment and care, according to generally accepted 


medical standards.  Treatment and care for the sickness or injury causing your 
disability must be given by a doctor whose specialty or experience is appropriate. 


 
Doctor means a person: 
• regularly performing tasks that are within the limits of the person's medical 


license; 
AND 
• who is licensed to practice medicine and prescribe and administer drugs or to 


perform surgery; 
• with a doctoral degree in Psychology (Ph.D. or Psy.D.) and whose primary practice 


is treating patients; OR 
• who is a legally qualified medical practitioner according to the laws and regulations 


of the jurisdiction in which regular care is being given. 
 
We will not recognize you, your spouse, children, parents, or siblings as a doctor for a claim 
you submit. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
MAY WE REQUIRE YOU TO BE EXAMINED OR INTERVIEWED BY INDIVIDUALS OTHER 
THAN THE DOCTOR PROVIDING REGULAR CARE? 
 
We may require you to be examined by doctor(s), other medical practitioner(s) or vocational 
expert(s) of our choice.  We will pay for this examination.  We can require an examination 
as often as it is reasonable to do so.  In addition, we may require an interview with you by 
an authorized representative of ours. 
 
WHEN WILL WE NOT COVER A DISABILITY? 
 
We will not cover a disability if it is due to: 
• war, declared or not, or any act of war; 
• intentionally self-inflicted injuries or illness, while sane or insane; 
• your active participation in a riot; 
• your attempt to commit or your commission of a felony under federal or state law, or 


your being engaged in an illegal occupation; 
• an injury arising out of, or in the course of, any work for wage or profit; 
• a sickness for which you are entitled to benefits under any Workers’ Compensation Act, 


Occupational disease law, Compulsory Benefit Act or law or similar law, unless you are 
a partner or sole proprietor not covered by any of these acts or laws; 


• your service in the armed forces, military reserves or National Guard of any country or 
International authority, or in a civilian unit serving with such forces; 


• cosmetic or reconstructive surgery, except for complications arising from any such 
surgery or for surgery necessary to correct a deformity caused by accidental injury or 
sickness; 


 
No benefits are payable for any period of disability during which you are incarcerated in a 
penal or correctional facility for a period of 30 or more consecutive days or for which you 
are not under the regular care of a doctor. 
 
If your professional or occupational license or your certification is suspended, revoked or 
surrendered, loss of your license or certification, by itself, does not mean you are disabled. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
HOW MUCH WILL OUR WEEKLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND NOT 
WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF YOUR PRE-
DISABILITY EARNINGS? 
 
Our payment will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your weekly pre-disability earnings by the benefit percentage. 
Step 2: Compare this amount to the maximum weekly payment for this plan. 
Step 3: Take the lesser of the amounts from Steps 1 and 2.  This is your gross weekly 


payment. 
Step 4: Subtract from the gross weekly payment any other income amounts, except 


any income you earn or receive from any form of employment or income you 
could have earned from working to maximum capacity.  This is the payment 
that you may receive. 


 
HOW MUCH WILL OUR WEEKLY PAYMENT BE IF YOU ARE DISABLED AND WORKING, 
EARNING BETWEEN 20% AND 80% OF YOUR PRE-DISABILITY EARNINGS? 
 
Our payment will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your weekly pre-disability earnings by the benefit percentage. 
Step 2: From 100% of your weekly pre-disability earnings subtract any other income 


amounts, including any income you earn or receive from any form of 
employment or income you could have earned from working to maximum 
capacity. 


Step 3: Compare the results from Steps 1 and 2 with the maximum weekly payment 
for this plan. 


Step 4: The payment you may receive is the lesser of the amounts from Step 3. 
 
Your loss of earnings must be as a result of or due to the same sickness or injury for which 
you are disabled. 
 
IF YOU ARE DISABLED AND WORKING, EARNING MORE THAN 80% OF YOUR PRE-
DISABILITY EARNINGS, THEN NO PAYMENT WILL BE MADE. 
 
WHAT IF YOUR CURRENT INCOME FLUCTUATES? 
 
If your current income fluctuates, we may average amounts over a four (4) consecutive week 
period of time. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 


Maximum weekly payment means the maximum weekly amount for which you are 
insured under this plan. 


 
Gross weekly payment means the weekly payment amount before we subtract other 
income amounts. 


 
Your pre-disability earnings, benefit percentage, and maximum weekly payment appear in 
the PLAN HIGHLIGHTS. 
 
WHAT IF YOU ARE DISABLED FOR ONLY PART OF A WEEK? 
 
Your weekly payment from us is pro-rated.  This means that if you are disabled for only part 
of a week, you will receive a payment equal to 1/7th of a full weekly payment for each day 
of the week you are disabled. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE OTHER INCOME AMOUNTS? 
 
These are amounts, other than payments you are receiving from us, that include: 
 
1. any benefits and awards you receive or are eligible to receive under: 


a. Workers’ Compensation Law 
b. occupational disease law 
c. any other similar act or law. 


 
2. any disability income benefits you receive or are eligible to receive under: 


a. any compulsory benefit act or law 
b. any other group insurance plan with the employer or with an association 
c. any other group insurance plan with another employer which you become 


insured under while you are disabled under this plan 
d. any governmental retirement system as a result of your job with the employer. 


 
3. any benefits under the United States Social Security Act, The Canada Pension Plan, 


The Quebec Pension Plan and includes any similar plan or act.  Benefits include: 
a. disability benefits you, your spouse, or your children receive or are eligible to 


receive as a result of your disability 
b. retirement benefits you receive, your spouse or your children receive as a result 


of your receipt of retirement benefits. 
 


If your disability begins after your 70th birthday, and you were receiving Social 
Security retirement benefits before your disability began, then we will not reduce our 
payments to you by these retirement benefits. 


 
4. any benefits you receive from the employer's sick leave or formal salary continuation 


plan. 
 
5. any income you earn or receive from any form of employment, including any income 


you could have earned while disabled by working to your maximum capacity, but you 
do not do so.  We may require you to send us proof of your income.  We will adjust 
our payments to you based on this information.  As a part of the proof, we can require 
you to send us appropriate tax and financial records we believe we need to 
substantiate your income. 


 
Maximum capacity means, based on the limiting factors of your identified sickness or 
injury, the greatest extent of work you are able to do in an occupation from which you 
must be considered disabled in order to receive disability benefits. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
6. any benefits from the employer's retirement plan you: 
 a. receive as disability benefits 
 b. voluntarily choose to receive as retirement benefits 
 c. receive as retirement benefits once you reach the greater of age 62 or normal 


retirement age (as defined in the employer’s retirement plan). 
 


Regardless of how the retirement funds from the plan are distributed, for the purposes 
of figuring our payment to you, we consider employee and employer contributions to 
be distributed at the same time throughout your lifetime. 


 
This plan does not reduce payments you receive from us for your contributions to the 
employer's retirement plan, or for amounts you roll over or transfer to an eligible 
retirement plan. 


 
Retirement plan is a defined contribution plan or defined benefit plan.  These are plans 
that provide retirement benefits to employees and are not funded entirely by employee 
contributions. 


 
Disability benefits under a retirement plan are benefits that are paid due to disability 
and which do not reduce the retirement benefit that would have been paid if the 
disability had not occurred. 


 
Retirement benefits under a retirement plan are benefits that are paid based on the 
employer’s contribution to the retirement plan. Disability benefits that reduce the 
retirement benefit under the plan will also be considered a retirement benefit. 


 
Eligible retirement plan is defined in §402 of the Internal Revenue Code of 1986 and 
includes future amendments to §402 affecting the definition. 


 
7. any benefits for loss of time or lost wages you receive from the mandatory portion of 


a no-fault motor vehicle insurance plan, or automobile liability insurance policy. 
 
8. any amounts you receive under any unemployment compensation law. 
 
9. any amounts you receive from a third party (after subtracting attorney’s fees) by 


judgment, settlement or otherwise. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
If you receive any of the other income amounts in a lump sum payment, we will pro-rate the 
lump sum on a weekly basis over the time period for which the sum was given.  If no time 
period is stated, the sum will be pro-rated on a weekly basis to the end of your maximum 
payment duration. 
 
Other income amounts must be payable as a result of the same disability for which you are 
receiving a payment from us, except for retirement benefits and any income you earn or 
receive from any form of employment. 
 
DO WE HAVE THE RIGHT TO ESTIMATE OTHER INCOME AMOUNTS? 
 
We have the right to estimate the amount of benefits you may be eligible to receive under 
Other Income Amounts, items 1, 2 and 3a.  We can reduce our payments to you by this 
estimated amount if: 
• you have not been awarded such benefits but have not been denied such benefits; 
OR 
• you have been denied such benefits and the denial is being appealed; 
OR 
• you are reapplying for such benefits. 
 
We will not reduce our payments to you by these estimated amounts if: 
• you apply (or reapply) for benefits and appeal your denial through all of the administrative 


levels we believe are necessary; 
AND 
• you sign our payment option form stating you promise to pay back to us any overpayment 


of benefits caused by an award. 
 
If we reduce our payments to you by an estimated amount: 
• then we will adjust our payments to you when you give us proof of the amount awarded; 
OR 
• we will give you a lump sum refund of the estimated amount if you were denied benefits 


and have completed all appeals (or reapplications) we believe are necessary. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE NOT OTHER INCOME AMOUNTS? 
 
We will not subtract from our payments to you any amounts you receive from the following: 
 
• 401(k) plans 
• profit sharing plans 
• thrift plans 
• tax sheltered annuities 
• stock ownership plans 
• credit disability insurance 
• non-qualified plans of deferred compensation 
• pension plans for partners 
• military pension and military disability income plans 
• a retirement plan from another employer 
• individual retirement accounts (IRA) 
• informal salary continuation plan 
• benefits from individual disability plans 
 
WHAT HAPPENS IF YOU RECEIVE A COST OF LIVING INCREASE TO ANY OF THE OTHER 
INCOME AMOUNTS? 
 
Other than for increases in income you earn or receive from any form of employment, once 
we have subtracted an other income amount from your gross disability payment, we will not 
further reduce our payments to you due to a cost of living increase in any other income 
amount. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? 
 
We will stop payments on the earliest of the following dates: 
• the date you are no longer disabled according to this plan; 
• the date you reach the end of the maximum payment duration; 
 


Maximum payment duration means the period of time during which we will send you 
a weekly payment.  Your maximum payment duration appears in the PLAN 
HIGHLIGHTS. 


 
• the date your current income exceeds 80% of your pre-disability earnings.  If your current 


income fluctuates, we may average amounts over a four (4) consecutive week period of 
time instead of stopping our payments on the date your current income reaches 80% of 
your pre-disability earnings; 


• the date you die; 
• the date you fail to provide proof of continuing disability; 
• the date you refuse to participate in an approved rehabilitation program; 
• the date you complete the elimination period of any Group Long Term Disability plan 


provided by the employer; 
• the date you cease to be under the regular care of a doctor, or refuse to undergo, at our 


expense, an examination or testing by a doctor or vocational, rehabilitation, or health 
assessment testing when we require such examination or testing; 


• the date you refuse to receive medical treatment, including taking prescribed medicines, 
that your doctor has recommended and that is generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect; 


• the date you refuse to make a good faith effort to adhere to necessary wellness programs 
that your doctor has recommended and that are generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect.  We will work with your treating doctor to determine 
the necessary wellness programs, if any, in accordance with generally accepted medical 
standards. 


 
We will give you 30 days prior written notice of our intent to apply this provision to 
terminate benefits.  During those 30 days you will have an opportunity to begin or resume 
reasonable efforts to adhere to the medically necessary Wellness Programs.  We will not 
terminate benefits if there is no reasonable basis for believing that you will be able to 
return to productive employment in your regular occupation or another gainful occupation 
on a full-time or part-time basis if you adhere to the recommended wellness programs. 


 
Wellness programs include, but are not limited to, appropriate programs for dietary 
and nutritional improvement, weight management, smoking cessation, abstention 
from the excessive or illegal use of alcohol or narcotics, regular participation in 
exercise activities, stress management, pain management, behavioral therapy, 
coaching, and the regular taking of prescribed medications. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? - continued 
 
• The date you refuse to try or attempt to work with the assistance of: 
 1. modifications made to your work environment, functional job elements or work 


schedule; or 
 2. adaptive equipment or devices, 


that a qualified doctor has indicated will accommodate the limiting factors of the sickness 
or injury for which you are claiming benefits under the policy and will enable you to 
perform the material and substantial duties of an occupation from which you must be 
considered disabled in order to receive disability benefits; 
 


• If you are considered to reside outside the United States or Puerto Rico.  You will be 
considered to reside outside of the United States or Puerto Rico if you have been outside 
the United States or Puerto Rico for a total period of 6 months or more during any 12 
consecutive months of disability benefits. 


 
 







 


 
 
THIS PAGE APPLIES TO COVERAGE IN YOUR SECTION 1A:  HIGHLIGHTS OF YOUR NON-


VOLUNTARY SHORT TERM DISABILITY PLAN. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME DISABLED 
AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY? 
 
If you return to work, earning more than 80% of your pre-disability earnings, and the same 
sickness or injury causes your disability to occur again within 90 days of the date the prior 
disability ended, we will resume our payments to you if you were continuously insured under 
the plan for the period of your temporary recovery.  You will not need to complete a new 
elimination period for this disability. 
 
Your current period of disability will be subject to the same terms of the plan that applied to 
your prior period of disability. 
 
If you become entitled to payments under any other group short term disability plan (including 
a plan with the employer that became effective after your disability began), you will not be 
eligible for payments under this plan. 
 
A disability due to other causes will be treated as a new disability and will be subject to all 
of the provisions of this plan. 
 







 


THIS PAGE APPLIES TO COVERAGE IN YOUR SECTION 1B:  HIGHLIGHTS OF YOUR 
VOLUNTARY SHORT TERM DISABILITY PLAN. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME DISABLED 
AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY? 
 
If you return to work, earning more than 80% of your pre-disability earnings, and: 
1. the same sickness or injury causes your disability to occur again within 6 consecutive 


months of the date the prior disability ended 
OR 
2. you become disabled again within 1 full day of the date the prior disability ended from 


a sickness or injury unrelated to the sickness or injury that caused your prior disability, 
then we will resume our payments to you if you were continuously insured under the plan 
for the period of your temporary recovery.  You will not need to complete a new elimination 
period for this disability. 
 
Your current period of disability will be subject to the same terms of the plan that applied to 
your prior period of disability. 
 
If you become entitled to payments under any other group short term disability plan (including 
a plan with the employer that became effective after your disability began), you will not be 
eligible for payments under this plan. 
 
A disability due to other causes will be treated as a new disability and will be subject to all 
of the provisions of this plan. 
 
If you do not satisfy item 1 or 2 above, your disability will be treated as a new disability and 
will be subject to all of the provisions of this plan. 
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SECTION 4:  SHORT TERM DISABILITY BENEFIT SPECIFICS 
 (continued) 


 
 
WHAT IF THE EMPLOYER CHANGES INSURANCE PLANS AND YOU ARE NOT IN ACTIVE 
EMPLOYMENT DUE TO AN INJURY OR SICKNESS ON THE EFFECTIVE DATE OF THIS 
PLAN? 
 
Continuity of Coverage 
 
We will cover you under this plan if you were insured by the prior group insurance plan, and 
the cost of your coverage under the prior group insurance plan was paid. 
 
Our payments to you will be limited to the weekly amount the prior group insurance plan 
would have paid you had the plan stayed in effect.  Our payments will be reduced by any 
amount the prior group insurance plan is responsible for paying. 
 


Prior group insurance plan means the group short term disability plan in effect with 
the employer just before the effective date of this plan. 
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SUMMARY OF THE CLAIM INFORMATION SECTION 5 
 
 
What will you find in this section? 
 
• notifying us of a claim 
• giving us proof of claim 
• filing a claim 
• information needed in the proof of claim 
• when payments to you begin 
• who we make payments to 
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SECTION 5:  CLAIM INFORMATION 
 
 
WHEN DO YOU NOTIFY US OF A CLAIM? 
 
You need to notify us in writing of your claim within 30 days after the date your disability 
begins.  If you are not able to notify us within this time, then you need to notify us as soon 
as reasonably possible.  Notice includes a notice you give, or which is given on your behalf, 
to us, or to an authorized agent of ours. 
 
WHEN DO YOU NEED TO GIVE US PROOF OF YOUR CLAIM? 
 
Early proof of claim will allow us to make a timely claim decision.  You need to send to us 
written proof of your claim within the first 90 days after the elimination period ends.  If you 
are unable to give us proof of your claim within this time, then you must give us proof of 
your claim within the next 12 months.  If you do not have the legal capacity to make 
responsible decisions concerning yourself, then you may give us proof of your claim after 
this period. 
 
You must notify us immediately when you return to work in any capacity. 
 
HOW DO YOU FILE A CLAIM? 
 
You can get a claim form from the employer, or you may ask us for a form.  If you ask us 
for a claim form, but you do not receive the form from us within 15 days after asking for it, 
then you should send written proof of your claim to us without waiting for the form. 
 
You and the employer must fill out your claim form.  Once you and the employer have 
completed the claim form, give the claim form to the doctor providing you regular care for 
your sickness or injury causing disability.  The doctor must fill out the physician section of 
the form.  Send the completed form to us within the stated time frames. 
 
WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY FOR BENEFITS? 
 
We have the discretionary authority to determine your eligibility for benefits and to construe 
the terms of the policy to make a benefits determination. 
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SECTION 5:  CLAIM INFORMATION 
(continued) 


 
 
WHAT INFORMATION DO YOU NEED TO INCLUDE IN YOUR PROOF OF CLAIM? 
 
Your proof of claim must include: 
• that you are under the regular care of a doctor; 
• the date your disability began; 
• the cause of your disability as determined by objective medical tests and examinations 


acceptable to the medical community; 
• the extent of your disability, including restrictions and limitations which prevent you from 


performing your regular occupation; 
• the name and address of all hospital(s) or institution(s) where you received treatment, 


including all doctors who provided regular care; 
• appropriate documentation of your earnings. 
 
We may request that you send proof of continuing disability indicating that you are under 
the regular care of a doctor, unless you provide us proof that future or continued treatment 
would serve no useful purpose for your disability.  We must receive this proof within 30 
days of the date we ask for it.  In some cases, we will require you to give us authorization 
to obtain additional medical and non-medical information as part of your proof of claim.  We 
may temporarily suspend our payments to you if you do not cooperate, or do not submit the 
appropriate information. 
 
WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS? 
 
Once we approve your claim, you will begin to receive payments after you complete the 
elimination period.  We will send you a payment for any period for which we are liable.  If 
the policy or a plan is canceled, the cancellation will not affect a payable claim. 
 
WHO DO WE MAKE PAYMENTS TO? 
 
We will make all payments to you. 
 
WHAT HAPPENS IF WE OVERPAY YOUR CLAIM? 
 
We have the right to recover overpayments due to: 
• fraud; 
• an error we make in processing your claim; 
• your receipt of other income amounts. 
 
If we determine that we overpaid your claim, then we require you repay us in full.  We will 
determine the method by which you will repay us.  We reserve the right to apply our future 
payments to you toward overpayments.  We have the right to recover overpayments from 
your eligible survivors or estate.  We will not recover more money from you than the amount 
we paid to you. 
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Symetra Life Insurance Company Telephone:  1-800-SYMETRA or 1-800-796-3872 
777 108th Avenue NE, Suite 1200 
Bellevue, WA 98004-5135 
 
 
 
 


Important information regarding your Certificate of Insurance: 
 
 
 
This Certificate evidencing your insurance coverage is made available to you by your 
group insurance policyholder. 
 
Symetra Life Insurance Company is only responsible for the accuracy of the Certificate 
which Symetra provides to the policyholder.  The policyholder is solely responsible for 
the accuracy of the information contained herein. 
 
From time to time your Certificate may be modified by Symetra, and an updated 
electronic Certificate will be made available to you by the policyholder.  You are advised 
to periodically review your Certificate to ensure that you have the most current version. 
 
You have the right to request a paper copy of your current Certificate at any time.  If you 
wish to receive a paper copy of your Certificate you may obtain one by contacting the 
policyholder. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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 Symetra ® is a registered service mark of Symetra Life Insurance Company. 


AMENDMENT NO. 21 
Long Term Disability Income Insurance 


 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following changes are hereby made to the above-referenced Group Policy 
and Certificate: 
 
 
Class 2: 
Effective March 1, 2022: 
 
The following are amended: 
Waiting Period 
When will we cover a disability due to a pre-existing condition? 
 
The following pages are affected by these changes and are therefore replaced: 
GDC-4500 12/05 (EE-1L-2 1 of 2 Rev 10/05) 
GDC-4500 12/05 (EE-4L-6.1 WA) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The effective date of these changes is March 1, 2022, but will not be effective prior to your 
effective date of coverage.  These changes only apply to disabilities which start on or after 
this effective date.  All other terms and provisions of the policy will apply other than as 
stated in this amendment. 
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 Symetra ® is a registered service mark of Symetra Life Insurance Company. 


AMENDMENT NO. 00 
 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following changes are hereby made to the above-referenced Group Policy 
and Certificate: 
 
1. The following text on the COVER PAGE of the Certificate, page C-1, is hereby revised 


as follows: 
 
 Delete: When making a benefit determination under the policy, we have discretionary 


authority to determine your eligibility for benefits and to interpret the terms 
and provisions of the policy. 


 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
2. The text of the WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY 


FOR BENEFITS? provision in the Certificate on page EE-5-1 Rev 10/05 is hereby revised 
as follows: 


 
 Delete: We have the discretionary authority to determine your eligibility for benefits 


and to construe the terms of the policy to make a benefits determination. 
 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
The effective date of these changes is January 1, 2016, but will not be effective prior to an 
insured employee’s effective date of coverage.  These changes only apply to disabilities 
which start on or after this effective date.  All other terms and provisions of the policy will 
apply other than as stated in this amendment. 
 
Dated at  Bellevue, WA , this  21st  day of  December, 2015  . 
 
 Symetra Life Insurance Company 
 
 
 Margaret Meister, 
 President 
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Saltchuk Resources, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Group Disability Income Insurance Benefits 
Summary Plan Description 


 
 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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PLEASE READ THIS IMPORTANT NOTICE 
The Employee Retirement Income Security Act of 1974 (ERISA) requires that the Plan Sponsor provide a 
Summary Plan Description to Plan Participants. 
 
This document, together with the attached Certificate of Insurance (“Certificate”) issued by Symetra Life 
Insurance Company (“Symetra”), is your Summary Plan Description.  It provides you an overview of the Plan 
and addresses certain information that may not be included in the attached Certificate. 
 
This document is not intended to give a Plan Participant any substantive rights to benefits that are not already 
provided by the attached Certificate.  If the terms of this summary document conflict with the terms of the 
insurance contract, then the terms of the insurance contract will control, unless superseded by applicable law. 


Plan Name 
Group Short Term Disability, Long Term Disability, 
and Life Plan for Employees of Saltchuk 
Resources, Inc. 
 
Plan Effective Date 
January 1, 2016 
 
Employer 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Plan Sponsor, EIN and Number 
Saltchuk Resources, Inc. 
Plan EIN:  91-1186367 
Plan Number:  507 
 
Type of Plan Administration 
Insurer and Plan Administrator 
 
Plan Administrator 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
Telephone Number: (206) 652-1111 


Plan Year 
December 31 
 
Type of Plan 
Fully Insured Group Long Term Disability Plan 
 
Policy Number 
01 016857 00 
 
Insurance Company and Contact Information 
Symetra Life Insurance Company 
P. O. Box 2993 
Hartford, CT 06104-2993 
Toll Free Number:  1-800-943-2107 
Fax Number:  1-860-392-3672 
 
Claims Administrator 
Claims administration for disability income benefits 
under your Plan is provided by Symetra Life Insurance 
Company (Symetra) according to the terms of a Group 
Disability Income Insurance policy. The Plan 
Administrator has delegated to Symetra the 
responsibility to interpret the terms of the Plan and as 
they apply to the attached Certificate. 


Agent for Service of Legal Process for the Plan 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Service of legal process may also be made on the Plan Administrator or a Plan Trustee, if any. 
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Please refer to the attached Certificate for detailed information about your coverage, including: 
 


• Eligibility and Participation 
Requirements  


• Enrollment Requirements 
• Description of Disability 


Benefits  


• Definitions  
• Termination Provisions 
• Continuation of Coverage 
• Effective date of coverage 


• Benefit Reduction, Exclusions and 
Limitations 


• Contributions to the Plan for 
Coverage 


Claims Procedures 
 
Benefit Claim 
Symetra is responsible for evaluating all benefit claims under the Plan.  Symetra will decide your claim in 
accordance with its reasonable claims procedures, as required by ERISA and other applicable law. 
 
See the attached Certificate of Insurance issued by Symetra for information about how to file a claim and for 
details regarding the Symetra's claims procedures. 
 
Appealing Denied Claim 
If your claim is denied (that is, not paid in part or in full), you will be notified and you may appeal to Symetra for 
a review of the denied claim.  Symetra will decide your appeal in accordance with its reasonable claims 
procedures, as required by ERISA and other applicable law. 
 
Important Appeal Deadlines 
If you do not appeal on time, you will lose your right to file suit in a state or federal court, as you will not have 
exhausted your internal administrative appeal rights (which generally is a condition for bringing suit in court). 
See the attached Certificate of Insurance for information about how to appeal a denied claim, and for details 
regarding Symetra’s appeals procedures. 
 


Statement of ERISA Rights 
 
Your Rights 
As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement 
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, 
all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 
5500 Series), 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. 
 
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) and updated summary 
plan description (SPD). The Plan Administrator may make a reasonable charge for the copies. 
Receive a summary of the Plan's annual Form 5500, if any is required by ERISA to be prepared, in which case 
the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
In addition for creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 
for the employee welfare benefit plan. The people who operate your plan, called “fiduciaries,” have a duty to do 
so prudently in the interest of you and other plan participants and beneficiaries. No one, including your employer 
or any other person, may fire you or otherwise discriminate against you from obtaining a welfare benefit or 
exercising your rights under ERISA. 
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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 that you can take to enforce the above rights. For instance, 
if you request a copy of Plan documents or the latest annual report (Form 5500), if any, from the Plan and do 
not receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the 
Plan Administrator, to provide the materials and pay you up to $110 per 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, and if you have exhausted the claims procedures 
available to you under the Plan, you may file suit in a state or federal court. 
 
If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting 
your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. 
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the 
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, for example, if it finds your claim is frivolous. 
 
Assistance With Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions 
about this statement or about your rights under ERISA or if you need assistance in obtaining documents from 
the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, 
U.S. Department of Labor (listed in your telephone directory), or contact 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. 
 
 


Your Certificate of Insurance, issued by Symetra Life Insurance Company, is attached. 
 


This Certificate is furnished to you automatically without charge. 
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Insurance Certificate 
 







Symetra ® is a registered service mark of Symetra Life Insurance Company. 


Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 


Bellevue, Washington  98004-5135 


Symetra Life Insurance Company is known as Symetra in 
this certificate. 


"You" and "your" refer to the insured employee in this 
certificate. 


This certificate summarizes the major parts of the policy 
under which you are insured.  Your insurance is subject to 
all the terms of the policy.  This certificate replaces all 
others previously issued. 


Signed for Symetra as of the policy effective date. 


READ THIS CERTIFICATE CAREFULLY 


Margaret Meister, Jacqueline M. Veneziani, 
Secretary President 







 


Amendment #21, Effective March 1, 2022 
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GROUP LONG TERM DISABILITY INSURANCE 
 
 
 


CERTIFICATE OF COVERAGE 
 
 
 
Policyholder: Saltchuk Resources, Inc. 
 
Policy Number: 01 016857 00 
 
Policy Effective Date: January 1, 2016 
 
 
 
Symetra Life Insurance Company (referred to as “the Company”, "we", "us", or "our") 
welcomes you as a client. 
 
This is your certificate of coverage as long as you are eligible for coverage and you become 
insured.  You will want to read it carefully and keep it in a safe place. 
 
Your certificate of coverage is written in plain English.  There are a few terms and provisions 
written as required by insurance law.  If you have any questions about any of the terms and 
provisions, please consult our claims paying office.  We will assist you in understanding your 
benefits. 
 
If the terms and provisions of the certificate of coverage (issued to you) differ from the policy 
(issued to the Policyholder), the policy will govern.  Your coverage may be canceled or 
changed in whole or in part under the terms and provisions of the policy. 
 
The policy is delivered in and is governed by the laws of Washington and to the extent 
applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any 
amendments.  When making a benefit determination under the policy, we have discretionary 
authority to determine your eligibility for benefits and to interpret the terms and provisions 
of the policy. 
 
For purposes of effective dates and ending dates under the group policy, all days begin at 
12:00 midnight and end at 12:01 a.m. at the policyholder's address. 
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TABLE OF CONTENTS 
 
 
Your certificate is divided into the following sections: 
 
SECTION 1 - HIGHLIGHTS OF YOUR PLAN 
 
SECTION 2 - GENERAL INFORMATION 
 
SECTION 3 - ELIGIBILITY FOR COVERAGE 
 
SECTION 4 - BENEFIT SPECIFICS 


• disability defined 
• details on calculating benefit payments 
• exclusions and limitations that may apply 


 
SECTION 5 - CLAIM INFORMATION 
 
SECTION 6 - ADDITIONS TO YOUR LTD PLAN 
 
For your ease in finding information in your certificate, we: 
 
• Start each section with a summary of the contents and the terms we define in the 


section. 
• Shade all of the defined terms within a section. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
 
 
This is a brief overview of your plan of benefits.  We refer to these terms often throughout 
this certificate.  Whenever we use these terms in the certificate, they have the following 
meaning, unless we advise you otherwise. 
 
Eligible Class 2 = All other full-time Saltchuk Resources, Inc. employees. 
 
 You must be working at least 30 hours per week. 
 
Benefit Percentage = 60% 
 
Maximum Payment Amount = $10,000* 
 


* We may reduce the amount we pay to you by other income amounts and any income 
you earn or receive from any form of employment.  Some disabilities may not be 
covered under this plan. 


 
Minimum Payment Amount = The greater of:  $100 or 10% of your gross disability 


payment you receive from us. 
 
We may apply all payments to you toward overpayments. 
 
Elimination Period = 180 days after the date disability begins. 
 
Pre-disability earnings means your gross monthly rate of earnings from the employer in effect 
just prior to the date disability begins.  It does not include commissions, bonuses, overtime 
pay or other extra compensation. 
 
If your disability begins while you are on a covered layoff or leave of absence, we will use 
your pre-disability earnings from the employer in effect just before the date your absence 
begins. 
 
If your disability begins after you have a change in status, we will use your pre-disability 
earnings from the employer in effect just before the date your change in status begins. 
 
Our payments to you will be based on the amount of your pre-disability earnings covered by 
this plan and for which premium has been paid. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
(continued) 


 
 
Maximum Payment Duration 
 
Social Security Normal Retirement Age 
 
 Age When Disability Begins Maximum Payment Duration 
 
 Less than age 60 To Social Security Normal Retirement Age (SSNRA) 
 60 60 months or to SSNRA, whichever is greater 
 61 48 months or to SSNRA, whichever is greater 
 62 42 months or to SSNRA, whichever is greater 
 63 36 months or to SSNRA, whichever is greater 
 64 30 months or to SSNRA, whichever is greater 
 65 24 months 
 66 21 months 
 67 18 months 
 68 15 months 
 69 and over 12 months 
 


Social Security Normal Retirement Age (SSNRA) means the age at which you are 
eligible for Social Security full retirement benefits. 


 
Waiting Period: 
 
If you are in an eligible class on or before the plan effective date:  The first of the month 
following the date of employment. 
 
If you are entering an eligible class after the plan effective date:  The first of the month 
following the date of employment. 
 
If your employment ends and you are rehired by the same employer within one year, we will 
apply your previous employment in an eligible class toward completing the waiting period.  
All other provisions of this plan apply. 
 
The waiting period for coverage will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 
Cost of Coverage: 
 
The employer pays the cost of your coverage. 
 
Waiver of Premium:  The cost of your coverage will be suspended for any period of time 
during which you are disabled under this plan and eligible to receive a monthly payment from 
us.  If you return to active employment with the employer, and want your coverage to 
continue, the cost of your coverage must begin to be paid again. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
(continued) 


 
 
Noninsurance benefits: 
 
From time to time we may offer or provide to you noninsurance benefits and services.  In 
addition, we may arrange for third party service providers to give access to you to discounted 
goods and services.  While we have arranged for this access, the third party service providers 
are liable to you for the provision of such goods and/or services.  We are not responsible for 
the provision of such goods and/or services nor are we liable for the failure of the provision 
of the same.  Further, Symetra is not liable to you for the negligent provision of such goods 
and/or services by third party service providers. 
 
For certificateholders residing outside of the United States: 
 
This Certificate of Insurance Coverage (“certificate”) is issued under a policy purchased by 
the Policyholder from Symetra Life Insurance Company (“Symetra”).  The policy and this 
certificate have been issued as part of Symetra’s business in the United States.  Symetra is 
not regulated in any country other than the United States.  This certificate may include 
certain rights or benefits, such as Conversion Rights Portability Rights, or Waiver of Premium, 
which are not available to non-U.S. residents.  Any disputes under the policy or certificate 
are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions of the 
policy and certificate. 
 
 







 


GDC-4500 12/05 6 EE-2-Summary  


SUMMARY OF THE GENERAL INFORMATION SECTION 2 
 
 
What will you find in this section? 
 
• information we have access to 
• how we use statements made in applying for coverage 
• insurance fraud 
• time limits for legal proceedings 
 
What terms do we define in this section? 
 
• you 
• we 
• us 
• our 
• employee 
• employer 
• insured 
• plan 
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SECTION 2:  GENERAL INFORMATION 
 
 
WHAT IS THE CERTIFICATE OF COVERAGE? 
 
This certificate of coverage is a written statement prepared by us and may include 
attachments.  It tells you: 
• the coverage to which you may be entitled 
• to whom we make payments 
AND 
• the limitations, exclusions and requirements applying to a plan. 
 


You means an employee who is eligible for the coverage of this plan. 
 


We, us and our means the Insurance Company named on the first page of your 
Certificate of Coverage. 


 
Employee means a person who is a citizen or permanent resident of the United States 
or Puerto Rico in active employment with the employer unless we advise you 
otherwise.  This plan excludes temporary and seasonal workers from coverage. 


 
Employer means individual, company or corporation where you are in active 
employment, and includes any division, subsidiary or affiliated company named in the 
policy. 


 
Insured means a person covered under this plan. 


 
Plan means a line of coverage under the policy. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
TO WHAT INFORMATION DO WE HAVE ACCESS? 
 
The employer will give us information about you including: 
• if you are eligible for coverage 
• if your amount of coverage changes, including salary change information 
• if your coverage terminates 
• other information we may reasonably require. 
 
The employer's records that we believe have a bearing on coverage under this plan are open 
for our inspection at any reasonable time. 
 
Clerical error or omission will not: 
• prevent you from receiving coverage 
• affect the amount of your coverage 
OR 
• effect or continue your coverage if it should not be in effect or continue in effect. 
 
HOW CAN WE USE STATEMENTS YOU OR THE EMPLOYER MADE IN APPLYING FOR 
COVERAGE? 
 
We consider any statements you or the employer made in a signed application for coverage 
a representation and not a warranty.  If any of the statements you or the employer made are 
not complete and/or not true at the time they were made, we can: 
• reduce or deny any claim 
OR 
• cancel your coverage back to the date your coverage became effective. 
 
We will use only statements made in a signed application as a basis for doing this.  You will 
receive a copy of the signed application. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
HOW WILL WE HANDLE INSURANCE FRAUD? 
 
We promise to focus on all means necessary to support fraud detection, investigation, and 
prosecution.  It is a crime if you or the employer knowingly, and with intent to injure, defraud 
or deceive us, file a claim containing any false, incomplete or misleading information.  These 
actions, as well as submission of false information, will result in denial of your claim, and 
are subject to prosecution and punishment to the full extent under state and/or federal law.  
We will pursue all appropriate legal remedies in the event of insurance fraud. 
 
WHAT IF FACTS ABOUT YOU ARE NOT ACCURATE? 
 
If relevant facts about you were not accurate, then we will use accurate information to 
decide if your coverage should be in effect and what your amount of coverage should be.  If 
the cost of your coverage is affected, we will make a fair adjustment in the cost. 
 
DOES THE EMPLOYER ACT AS YOUR AGENT? 
 
For all purposes of the policy, the employer acts on its own behalf or as your agent.  The 
employer is not our agent. 
 
WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS? 
 
You can start legal action regarding your claim 60 days after the date you sent us proof of 
claim.  You have up to three years after the date you sent us proof of claim to start legal 
action, unless otherwise provided by law. 
 
DOES THIS PLAN REPLACE OR AFFECT ANY REQUIREMENT FOR WORKERS' 
COMPENSATION OR STATE DISABILITY INSURANCE? 
 
The plan does not replace or affect requirements for coverage by Workers’ Compensation 
Insurance or state disability insurance. 
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SUMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3 
 
 
What will you find in this section? 
 
• eligibility for coverage 
• waiting period 
• when coverage becomes effective 
• evidence of insurability requirements 
• what happens to coverage during a change in status, layoff, leave of absence or a family 


or medical leave of absence 
• when coverage under this plan ends 
 
What terms do we define in this section? 
 
• waiting period 
• active employment 
• work site 
• evidence of insurability 
• layoff 
• leave of absence 
• family or medical leave of absence 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
 
 
WHEN ARE YOU ELIGIBLE FOR COVERAGE? 
 
If you are in an eligible class you may apply for coverage under this plan on the later of: 
• the date the plan is effective; 
OR 
• the date you complete the waiting period. 
 
WHAT IS YOUR WAITING PERIOD? 
 
Your waiting period appears in the PLAN HIGHLIGHTS. 
 


Waiting period is the number of days you must be in active employment in an eligible 
class before you may apply for coverage. 


 
If you have been continuously employed by the employer but were not in an eligible 
class, we will apply any prior period of work with the employer toward the waiting 
period. 


 
Active employment means you are: 
• working for the employer at your work site for earnings the employer pays on a 


regular basis; 
AND 
• performing the material and substantial duties of your regular occupation. 
Active employment includes normal non-work days such as vacation, weekends and 
holidays. 


 
Your work site must be: 
• the employer’s usual place of business; 
• an alternative location if directed by the employer; 
OR 
• a location to which your occupation requires you to travel. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHEN DOES YOUR COVERAGE BECOME EFFECTIVE? 
 
Your coverage will be effective on the day determined as follows: 
 
If you apply for coverage within the first 31 days after the date you are first eligible to apply 
AND 
 
-you are paying for some or all 
of the cost of your coverage 


 
THEN 


 
your coverage is effective on 
the date you apply. 


 
OR 
 
-you are not paying for any of 
the cost of your coverage 


 
 
 
THEN 
 


 
 
 
your coverage is effective on 
the date you are eligible. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued)  


 
 
WHEN IS EVIDENCE OF INSURABILITY REQUIRED? 
 
You will need to provide evidence of insurability to us with your application if you: 
• apply for coverage more than 31 days after the date you are first eligible to apply; 
OR 
• voluntarily terminate your coverage and want to reapply for coverage; 
OR 
• apply for an amount of coverage for which we require proof of insurability. 
 
You must apply for coverage in writing through the employer and use an application form 
that is satisfactory to us. Your coverage will be effective on the date we approve your 
application. 
 


Evidence of insurability means a statement of your medical history which we will use 
to assess if you will be approved for coverage. 


 
WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE 
WOULD BE EFFECTIVE? 
 
If you are not in active employment as a result of your injury or a sickness then your coverage 
will be effective on the date you return to active employment.  This applies to your initial 
coverage, as well as any increases or additions to coverage occurring after your initial 
coverage is effective. 
 
WILL YOUR COVERAGE CONTINUE IF YOU HAVE A CHANGE IN STATUS OR YOU ARE ON 
A LAYOFF OR LEAVE OF ABSENCE? 
 
Your employer may continue your coverage if you have a change in status or you are on a 
layoff or on an approved leave of absence.  Your change in status coverage may continue 
for up to three months following the date your change in status begins.  Your layoff coverage 
may continue through the end of the month following the month in which your layoff begins 
and your leave of absence coverage may continue through the end of the month following 
the month in which your leave of absence begins.  The cost of your coverage must be paid 
during the change in status, layoff or leave of absence period. 
 


Layoff or leave of absence means the employer has agreed in writing and in advance 
to a temporary absence from active employment for a specified period of time.  Your 
normal vacation time or any period of disability is not considered a temporary layoff 
or leave of absence. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHAT HAPPENS TO YOUR COVERAGE IF YOU ARE ON A FAMILY OR MEDICAL LEAVE OF 
ABSENCE? 
 
If you are on a family or medical leave of absence, your coverage will be governed by the 
employer's Human Resource policy on family and medical leaves of absence. 
 
We will continue your coverage if the following conditions are met: 
• premiums for the cost of your continued coverage are paid; 
AND 
• your leave is approved in advance and in writing by the employer. 
 
Your coverage will continue for up to the greater of: 
• the leave period required by the Federal Family and Medical Leave Act of 1993, and any 


amendments; 
OR 
• the leave period required by applicable state law. 
 
While you are on an approved family or medical leave of absence, we will use earnings from 
your regular occupation you were performing just prior to the date your leave of absence 
started to determine our payments to you. 
 
If your coverage does not continue during a family or medical leave of absence, then when 
you return to active employment: 
• you will not have to meet a new waiting period, including a waiting period for coverage 


of a pre-existing condition; 
AND 
• you will not have to give us evidence of insurability to reinstate the coverage you had in 


effect before your leave began. 
 


Family and medical leave of absence means a leave of absence for the birth, adoption 
or foster care of a child, or for the care of you, your child, spouse or parent who has 
a serious health condition as those terms are defined by the Federal Family and 
Medical Leave Act of 1993 and any amendments, or by applicable state law. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
 
WHEN DOES YOUR COVERAGE UNDER THIS PLAN END? 
 
Your coverage under this plan will end on the earliest of the following: 
• the date the policy or plan terminates; 
• the date you are no longer in an eligible class; 
• the date your class is no longer eligible for coverage; 
• the last day for which premium for your coverage has been paid; 
• the date you cease active employment due to a labor dispute, including but not limited 


to strike, work slowdown, or lockout; 
• the date you cease active employment with the employer, unless you are disabled, had 


a change in status or on an approved layoff or leave of absence. 
 
We will provide coverage for a payable disability claim that occurs while you are covered 
under the policy or plan. 
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SUMMARY OF THE LONG TERM DISABILITY BENEFIT SPECIFICS SECTION 4 
 
 
What will you find in this section? 
 
• what disability means 
• when monthly payments start 
• returning to work during the elimination period 
• requirements of care from a doctor 
• when will we not cover a disability 
• what happens if the employer changes insurance plans 
• our payment if you are disabled and not working 
• our payment if you are disabled and working 
• what are (and are not) other income amounts 
• cost of living increases to any other income amounts 
• payment limitations 
• when monthly payments stop 
• temporary recovery 
 
What terms do we define in this section? 
 
• disability 
• material and substantial duties 
• regular occupation 
• reasonable employment option 
• gainful occupation 
• sickness 
• injury 
• elimination period 
• regular care 
• doctor 
• pre-existing condition 
• treatment 
• prior group insurance plan 
• maximum monthly payment 
• gross monthly payment 
• minimum monthly payment 
• maximum capacity 
• retirement plan 
• disability benefits under a retirement plan 
• retirement benefits under a retirement plan 
• eligible retirement plan 
• mental illness 
• substance abuse 
• maximum payment duration 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
 
 
WHAT DOES DISABILITY MEAN? 
 


Disabled/Disability means our determination that your sickness or injury began while 
you are covered under the policy and: 
• during the elimination period and for the first 60 months of disability benefits, 


prevents you from performing with reasonable continuity the material and 
substantial duties of your regular occupation and a reasonable employment option 
offered to you by the employer and, as a result, the income you are able to earn 
is less than or equal to 80% of your pre-disability earnings. 


• After the first 60 months of disability benefits, prevents you from performing with 
reasonable continuity the material and substantial duties of any gainful occupation 
and, as a result, the income you are able to earn is less than or equal to 80% of 
your pre-disability earnings. 


 
Material and substantial duties are the duties that: 
• are normally required for the performance of the occupation; 
AND 
• cannot be reasonably omitted or changed. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 


Regular occupation means the occupation, as it is performed nationally, that you are 
routinely performing when your disability begins.  Your regular occupation does not 
mean the job you are performing for a specific employer or at a specific location. 


 
Reasonable employment option means an employment position with the employer for 
which you are able to perform the material and substantial duties given your 
education, training and experience.  If you have been working in a reasonable 
employment option for 6 months or more, the reasonable employment option will 
then be considered your regular occupation. 


 
Gainful occupation means any occupation that your past training, education, or 
experience would allow you to perform or for which you can be trained. 


 
Sickness means an illness or disease.  It also includes an injury which occurs before 
you are insured.  It does not include risk of sickness. 


 
Injury means a bodily injury that occurs while you are insured and is the direct result 
of an accident and not related to any other cause.  It does not include risk of injury. 


 
Related Rules: 
 
You will not be considered disabled from work in an occupation because of a reduction in 
your earnings resulting from a change in economic conditions or other factors that are not 
directly related to your sickness or injury.  Examples of factors that we will not consider in 
determining whether you are disabled include, but are not limited to, recession, job 
obsolescence, job restructuring or elimination, pay cuts, and job sharing. 
 
You will not be considered disabled from work in an occupation solely because of: 
1. Your employer's work schedule that is inconsistent with the normal work schedule of 


your regular occupation; 
2. Your relationship with your employer or other employees of the employer; or 
3. The physical relationship of your employer's workplace that is inconsistent with the 


normal physical environment of your regular occupation. 
 
You will not be considered disabled from work in an occupation solely because of the loss, 
suspension, restriction, surrender, or failure to maintain a required state or federal license to 
engage in the occupation. 
 
You will not be considered disabled from work in an occupation solely because of your 
inability to work more than 40 hours per week in the occupation, even if you were regularly 
required to work more than 40 hours per week prior to becoming disabled. 
 
Your disability must begin while you are covered under the policy. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DOES YOUR DISABILITY NEED TO CONTINUE FOR A PERIOD OF TIME BEFORE OUR 
PAYMENTS TO YOU BEGIN? 
 
Your disability must continue through the elimination period before we begin making 
payments to you. 
 


Elimination period is a period of continuous days of disability.  The elimination period 
begins on the first day of your disability. 


 
WHAT HAPPENS IF YOU RETURN TO WORK DURING THE ELIMINATION PERIOD? 
 
We will consider your disability continuous if you: 
• have one or more periods of temporary recovery during the elimination period for a 


maximum of 90 days 
AND 
• become disabled again due to the same sickness or injury. 
 
Temporary recovery means any time when we do not consider you to be disabled.  The days 
you are not disabled will not count toward the elimination period. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DO YOU NEED TO BE UNDER THE CARE OF A DOCTOR? 
 
We require you to be under the regular care of a doctor for the sickness or injury causing 
your disability in order to be eligible to receive payments from us. 
 


Regular care means: 
• you personally visit a doctor as often as is medically required to effectively 


manage and treat your disabling condition(s), according to generally accepted 
medical standards; 


AND 
• you are receiving appropriate treatment and care, according to generally accepted 


medical standards.  Treatment and care for the sickness or injury causing your 
disability must be given by a doctor whose specialty or experience is appropriate. 


 
Doctor means a person: 
• regularly performing tasks that are within the limits of the person's medical 


license; 
AND 
• who is licensed to practice medicine and prescribe and administer drugs or to 


perform surgery; 
• with a doctoral degree in Psychology (Ph.D. or Psy.D.) and whose primary practice 


is treating patients; OR 
• who is a legally qualified medical practitioner according to the laws and regulations 


of the jurisdiction in which regular care is being given. 
 
We will not recognize you, your spouse, children, parents, or siblings as a doctor for a claim 
you submit. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
MAY WE REQUIRE YOU TO BE EXAMINED OR INTERVIEWED BY INDIVIDUALS OTHER 
THAN THE DOCTOR PROVIDING REGULAR CARE? 
 
We may require you to be examined by doctor(s), other medical practitioner(s) or vocational 
expert(s) of our choice.  We will pay for this examination.  We can require an examination 
as often as it is reasonable to do so.  In addition, we may require an interview with you by 
an authorized representative of ours. 
 
WHEN WILL WE NOT COVER A DISABILITY? 
 
We will not cover a disability if it is due to: 
• war, declared or not, or any act of war; 
• intentionally self-inflicted injuries or illness, while sane or insane; 
• your active participation in a riot; 
• your attempt to commit or your commission of a felony under federal or state law, or 


your being engaged in an illegal occupation; 
• your service in the armed forces, military reserves or National Guard of any country or 


International authority, or in a civilian unit serving with such forces; 
• cosmetic or reconstructive surgery, except for complications arising from any such 


surgery or for surgery necessary to correct a deformity caused by accidental injury or 
sickness. 


 
No benefits are payable for any period of disability during which you are incarcerated in a 
penal or correctional facility for a period of 30 or more consecutive days or for which you 
are not under the regular care of a doctor. 
 
If your professional or occupational license or your certification is suspended, revoked or 
surrendered, loss of your license or certification, by itself, does not mean you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION? 
 
We will cover your disability if it is caused by or results from a pre-existing condition and 
your disability begins: 
• after you have gone at least 3 consecutive months after the effective date of your 


coverage without treatment for the pre-existing condition; 
OR 
• after you have been insured for 12 consecutive months after the effective date of your 


coverage. 
If you do not meet these time period requirements, your disability is excluded from coverage 
under this plan. 
 
The pre-existing condition period will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 


Pre-existing condition is a sickness or injury for which you received treatment within 
the three months prior to your effective date of coverage. 


 
Treatment includes: 
• consulting with a doctor; 
• receiving care or services from a doctor or from other medical professionals a 


doctor recommends you see; 
• taking prescribed medicines; 
• being prescribed medicines; 
• you should have been taking prescribed medicines but chose not to; 
• receiving diagnostic measures. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF THE EMPLOYER CHANGES INSURANCE PLANS AND YOU ARE NOT IN ACTIVE 
EMPLOYMENT DUE TO AN INJURY OR SICKNESS ON THE EFFECTIVE DATE OF THIS 
PLAN? 
 
Continuity of Coverage 
 
We will cover you under this plan if you were insured by the prior group insurance plan, and 
the cost of your coverage under the prior group insurance plan was paid. 
 
Our payments to you will be limited to the monthly amount the prior group insurance plan 
would have paid you had the plan stayed in effect.  Our payments will be reduced by any 
amount the prior group insurance plan is responsible for paying. 
 


Prior group insurance plan means the group long term disability plan in effect with 
the employer just before the effective date of this plan. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF YOU WERE INSURED BY THE PRIOR GROUP INSURANCE PLAN AND BECOME 
DISABLED UNDER THIS PLAN DUE TO A PRE-EXISTING CONDITION? 
 
Continuity of Coverage 
 
If you were insured by the prior group insurance plan just before you become eligible for 
coverage under this plan; you are in active employment; and you are insured under this plan, 
then you may be eligible for payments from us under this plan if your disability is due to a 
pre-existing condition. 
 
In order to receive payments from us, you must meet the pre-existing condition exclusion 
of: 
• this plan; 
OR 
• the prior group insurance plan had the plan stayed in effect. 
 
We will consider the total amount of time you were continuously insured under both the 
prior group insurance plan and this plan to determine if you satisfy the pre-existing condition 
exclusion.  If you cannot satisfy the pre-existing condition exclusion of either plan then we 
will not pay you a disability benefit. 
 
We will determine our payments to you using the provisions of this plan, but your monthly 
payment will not be more than the maximum monthly payment of the prior group insurance 
plan.  Your monthly payments will end on the earlier of the following dates: 
• the end of the maximum payment duration under this plan; 
OR 
• the date benefits would have ended under the prior group insurance plan if the plan had 


stayed in effect. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND NOT 
WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF YOUR PRE-
DISABILITY EARNINGS? 
 
Our payment will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your monthly pre-disability earnings by the benefit percentage. 
Step 2: Multiply your monthly pre-disability earnings by 70%.  Subtract any other 


income amounts except any income you earn or receive from any form of 
employment or income you could have earned from working to your maximum 
capacity. 


Step 3: Compare the results from Steps 1 and 2 with the maximum monthly payment 
for this plan. 


Step 4: The payment you may receive is the lesser of the amounts from Step 3. 
 
HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND 
WORKING, EARNING BETWEEN 20% AND 80% OF YOUR PRE-DISABILITY EARNINGS? 
 
Our payment to you will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your monthly pre-disability earnings by the benefit percentage. 
Step 2: From 100% of your monthly pre-disability earnings subtract any other income 


amounts including current income you earn or receive from any form of 
employment or income you could have earned from working to your maximum 
capacity. 


Step 3: Compare the results from Steps 1 and 2 with the maximum monthly payment 
for this plan. 


Step 4: The payment you may receive is the lesser of the amounts from Step 3. 
 
Your loss of earnings must be as a result of or due to the same sickness or injury for which 
you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF YOUR CURRENT INCOME FLUCTUATES? 
 
If your current income fluctuates, we may average amounts over a three (3) consecutive 
month period of time. 
 
IF YOU ARE DISABLED AND WORKING, EARNING MORE THAN 80% OF YOUR PRE-
DISABILITY EARNINGS, NO PAYMENT WILL BE MADE. 
 


Maximum monthly payment means the maximum monthly amount for which you are 
insured under this plan. 


 
Minimum monthly payment means the minimum monthly amount for which you are 
insured under this plan, except where necessary to recover an overpayment. 


 
Gross monthly payment means the maximum payment amount before we subtract 
other income amounts. 


 
Your pre-disability earnings, benefit percentage, and maximum monthly payment appear in 
the PLAN HIGHLIGHTS. 
 
WHAT IF YOU ARE DISABLED FOR ONLY PART OF A MONTH? 
 
Your monthly payment from us is pro-rated.  This means that if you are disabled for only 
part of a month, you will receive a payment equal to 1/30th of a full monthly payment for 
each day of the month you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE OTHER INCOME AMOUNTS? 
 
These are amounts, other than payments you are receiving from us, that include: 
 
1. any benefits and awards you receive or are eligible to receive under: 


a. Workers’ Compensation Law; 
b. occupational disease law; 
c. any other similar act or law. 


 
2. any disability income benefits you receive or are eligible to receive under: 


a. any compulsory benefit act or law; 
b. any other group insurance plan with the employer or with an association; 
c. any other group insurance plan with another employer which you become 


insured under after your disability under this plan begins; 
d. any governmental retirement system as a result of your job with the employer. 


 
 Long term disability payments are primary under this policy, meaning our payments 


to you will be reduced by any short term disability payments under a policy with the 
employer. 


 
3. any benefits under the United States Social Security Act, The Canada Pension Plan, 


The Quebec Pension Plan and includes any similar plan or act.  Benefits include: 
a. disability benefits you, your spouse, or your children receive or are eligible to 


receive as a result of your disability; 
b. retirement benefits you receive, your spouse or your children receive as a result 


of your receipt of retirement benefits. 
 
 If your disability begins after your 70th birthday, and you were receiving Social 


Security retirement benefits before your disability began, then we will not reduce our 
payments to you by these retirement benefits. 


 
4. any benefits you receive from the employer's sick leave or formal salary continuation 


plan. 
 
5. any income you earn or receive from any form of employment, including any income 


you could have earned while disabled by working to your maximum capacity, but you 
do not do so.  We may require you to send us proof of your income.  We will adjust 
our payment to you based on this information.  As a part of the proof of income, we 
can require you to send us appropriate tax and financial records we believe we need 
to substantiate your income. 


 
Maximum capacity means, based on the limiting factors of your identified sickness or 
injury, the greatest extent of work you are able to do in an occupation from which you 
must be considered disabled in order to receive disability benefits. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
6. any benefits from the employer's retirement plan you: 


a. receive as disability benefits; 
b. voluntarily choose to receive as retirement benefits; 
c. receive as retirement benefits once you reach the greater of age 62 or normal 


retirement age (as defined in the employer’s retirement plan). 
 
 Regardless of how the retirement funds from the plan are distributed, for the purposes 


of figuring our payment to you, we consider employee and employer contributions to 
be distributed at the same time throughout your lifetime. 


 
 This plan does not reduce payments you receive from us for your contributions to the 


employer's retirement plan, or for amounts you rollover or transfer to an eligible 
retirement plan. 


 
Retirement plan is a defined contribution plan or defined benefit plan.  These are plans 
that provide retirement benefits to employees and are not funded entirely by employee 
contributions. 


 
Disability benefits under a retirement plan are benefits that are paid due to disability 
and which do not reduce the retirement benefit that would have been paid if the 
disability had not occurred. 


 
Retirement benefits under a retirement plan are benefits that are paid based on the 
employer’s contribution to the retirement plan.  Disability benefits that reduce the 
retirement benefit under the plan will also be considered a retirement benefit. 


 
Eligible retirement plan is defined in §402 of the Internal Revenue Code of 1986 and 
includes future amendments to §402 affecting the definition. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
7. any benefits for loss of time or lost wages you receive from the mandatory portion of 


a no-fault motor vehicle insurance plan, or automobile liability insurance policy. 
 
8. any amounts you receive under any unemployment compensation law. 
 
9. any amounts you receive from a third party (after subtracting attorney’s fees) by 


judgment, settlement or otherwise. 
 
If you receive any of the other income amounts in a lump sum payment, we will pro-rate the 
lump sum on a monthly basis over the time period for which the sum was given.  If no time 
period is stated, the sum will be pro-rated on a monthly basis to the end of your maximum 
payment duration. 
 
Other income amounts must be payable as a result of the same disability for which you are 
receiving a payment from us, except for retirement benefits and any income you earn or 
receive from any form of employment. 
 
WHAT IF SUBTRACTING OTHER INCOME AMOUNTS RESULTS IN A ZERO PAYMENT TO 
YOU? 
 
We will pay you a minimum monthly payment under this plan, subject to any overpayments. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DO WE HAVE THE RIGHT TO ESTIMATE OTHER INCOME AMOUNTS? 
 
We have the right to estimate the amount of benefits you may be eligible to receive under 
Other Income Amounts, items 1, 2 and 3a.  We can reduce our monthly payment to you by 
this estimated amount if you: 
• have not been awarded such benefits but have not been denied such benefits; 
OR 
• have been denied such benefits and the denial is being appealed; 
OR 
• are reapplying for such benefits. 
 
We will not reduce our payments to you by these estimated amounts if you: 
• apply (or reapply) for benefits and appeal your denial through all of the administrative 


levels we believe are necessary; 
AND 
• sign our payment option form stating you promise to pay back to us any overpayment of 


benefits caused by an award. 
 
If we reduce our payment to you by an estimated amount: 
• then we will adjust our payments to you when you give us proof of the amount awarded; 
OR 
• we will give you a lump sum refund of the estimated amount if you were denied benefits 


and have completed all appeals (or reapplications) we believe are necessary. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE NOT OTHER INCOME AMOUNTS? 
 
We will not subtract from our payments to you any amounts you receive from the following: 
 
• 401(k) plans 
• profit sharing plans 
• thrift plans 
• tax sheltered annuities 
• stock ownership plans 
• credit disability insurance 
• non-qualified plans of deferred compensation 
• pension plans for partners 
• military pension and military disability income plans 
• a retirement plan from another employer 
• individual retirement accounts (IRA) 
• informal salary continuation plan 
• benefits from individual disability plans 
 
WHAT HAPPENS IF YOU RECEIVE A COST OF LIVING INCREASE TO ANY OTHER INCOME 
AMOUNTS? 
 
Other than for increases in any income you earn or receive from any form of employment, 
once we have subtracted an other income amount from your gross disability payment, we 
will not further reduce our payment to you due to a cost of living increase in any other 
income amount. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL YOU RECEIVE A LIMITED NUMBER OF PAYMENTS FROM US FOR A 
DISABILITY? 
 
If your disability is caused or contributed to by mental illness or substance abuse, we will 
pay you a monthly payment for a maximum of 24 months in your lifetime.  We will not pay 
you a monthly payment beyond the maximum payment duration. 
 


Mental illness means disability caused or contributed to by psychiatric or 
psychological conditions, regardless of cause, and includes: 
• schizophrenia; 
• depression; 
• manic depressive or bipolar illness; 
• anxiety; 
• personality disorders; 
• adjustment disorders; 
• other conditions usually treated by a mental health provider or other qualified 


provider using psychotherapy, psychotropic drugs or other similar methods of 
treatment. 


 
Substance abuse means a pattern of pathological use of alcohol or other addictive 
drugs unless prescribed by a doctor and used by you as prescribed. 


 
This limitation does not apply to dementia, if due to: 
• stroke; 
• trauma; 
• viral infection; 
• Alzheimer's disease; 
• other such conditions not listed above which are not usually treated by a mental health 


provider using psychotherapy; psychotropic drugs or other similar methods of treatment. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? 
 
We will stop payments on the earliest of the following dates: 
• the date you are no longer disabled according to this plan; 
• the date you reach the end of the maximum payment duration; 
 


Maximum payment duration means the period of time during which we will send you 
a monthly payment.  Your maximum payment duration is based on your age when 
you become disabled and appears in the PLAN HIGHLIGHTS. 


 
• during the first 60 months of disability benefits, the date your current earnings exceed 


80% of your pre-disability earnings; after the first 60 months of disability benefits, the 
date your current earnings exceed 80% of your pre-disability earnings.  If your current 
earnings fluctuate, we may average your current earnings over a three (3) consecutive 
month period of time instead of stopping your payment on the date your current earnings 
reach the earnings limit; 


• the date you die; 
• the date you fail to provide proof of continuing disability; 
• the date you refuse to participate in an approved rehabilitation program; 
• the date you cease to be under the regular care of a doctor, or refuse to undergo, at our 


expense, an examination or testing by a doctor or vocational, rehabilitation, or health 
assessment testing when we require such examination or testing; 


• the date you refuse to receive medical treatment, including taking prescribed medicines, 
that your doctor has recommended and that is generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect; 


• the date you refuse to make a good faith effort to adhere to necessary wellness programs 
that your doctor has recommended and that are generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect.  We will work with your treating doctor to determine 
the necessary wellness programs, if any, in accordance with generally accepted medical 
standards. 


 
We will give you 30 days prior written notice of our intent to apply this provision to 
terminate benefits.  During those 30 days you will have an opportunity to begin or resume 
reasonable efforts to adhere to the medically necessary Wellness Programs.  We will not 
terminate benefits if there is no reasonable basis for believing that you will be able to 
return to productive employment in your regular occupation or another gainful occupation 
on a full-time or part-time basis if you adhere to the recommended wellness programs. 


 
Wellness programs include, but are not limited to, appropriate programs for dietary 
and nutritional improvement, weight management, smoking cessation, abstention 
from the excessive or illegal use of alcohol or narcotics, regular participation in 
exercise activities, stress management, pain management, behavioral therapy, 
coaching, and the regular taking of prescribed medications. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? - continued 
 
• the date you refuse to try or attempt to work with the assistance of: 
 1. modifications made to your work environment, functional job elements or work 


schedule; or 
 2. adaptive equipment or devices, 


that a qualified doctor has indicated will accommodate the limiting factors of the sickness 
or injury for which you are claiming benefits under the policy and will enable you to 
perform the material and substantial duties of an occupation from which you must be 
considered disabled in order to receive disability benefits; 


• if you are considered to reside outside the United States or Puerto Rico.  You will be 
considered to reside outside the United States or Puerto Rico if you have been outside 
the United States or Puerto Rico for a total period of 6 months or more during any 12 
consecutive months of disability benefits. 


 
 







 


GDC-4500 12/05 35 EE-4L-18  Rev 10/05 


SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME DISABLED 
AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY? 
 
If you return to work and are no longer disabled, and the same sickness or injury causes your 
disability to occur again within six months of the date the prior disability ended, we will 
resume our monthly payments to you if you were continuously insured under the plan for 
the period of your temporary recovery.  You will not need to complete a new elimination 
period for this disability. 
 
Your current period of disability will be subject to the same terms of the plan that applied to 
your prior period of disability. 
 
If you become entitled to payments under any other group long term disability plan (including 
a plan with the employer that became effective after your disability began), you will not be 
eligible for payments under this plan. 
 
A disability due to other causes will be treated as a new disability and will be subject to all 
of the provisions of this plan. 
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SUMMARY OF THE CLAIM INFORMATION SECTION 5 
 
 
What will you find in this section? 
 
• notifying us of a claim 
• giving us proof of claim 
• filing a claim 
• information needed in the proof of claim 
• when payments to you begin 
• who we make payments to 
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SECTION 5:  CLAIM INFORMATION 
 
 
WHEN DO YOU NOTIFY US OF A CLAIM? 
 
You need to notify us in writing of your claim within 30 days prior to the end of the 
elimination period.  If you are not able to notify us within this time, then you need to notify 
us as soon as reasonably possible.  Notice includes a notice you give, or which is given on 
your behalf, to us, or to an authorized agent of ours. 
 
WHEN DO YOU NEED TO GIVE US PROOF OF YOUR CLAIM? 
 
Early proof of claim will allow us to make a timely claim decision.  You need to send to us 
written proof of your claim within the first 90 days after the elimination period ends.  If you 
are unable to give us proof of your claim within this time, then you must give us proof of 
your claim within the next 12 months.  If you do not have the legal capacity to make 
responsible decisions concerning yourself, then you may give us proof of your claim after 
this period. 
 
You must notify us immediately when you return to work in any capacity. 
 
HOW DO YOU FILE A CLAIM? 
 
You can get a claim form from the employer, or you may ask us for a form.  If you ask us 
for a claim form, but you do not receive the form from us within 15 days after asking for it, 
then you should send written proof of your claim to us without waiting for the form. 
 
You and the employer must fill out your claim form.  Once you and the employer have 
completed the claim form, give the claim form to the doctor providing you regular care for 
your sickness or injury causing disability.  The doctor must fill out the physician section of 
the form.  Send the completed form to us within the stated time frames. 
 
WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY FOR BENEFITS? 
 
We have the discretionary authority to determine your eligibility for benefits and to construe 
the terms of the policy to make a benefits determination. 
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SECTION 5:  CLAIM INFORMATION 
(continued) 


 
 
WHAT INFORMATION DO YOU NEED TO INCLUDE IN YOUR PROOF OF CLAIM? 
 
Your proof of claim must include: 
• that you are under the regular care of a doctor; 
• the date your disability began; 
• the cause of your disability as determined by objective medical tests and examinations 


acceptable to the medical community; 
• the extent of your disability, including restrictions and limitations which prevent you from 


performing your regular occupation; 
• the name and address of all hospital(s) or institution(s) where you received treatment, 


including all doctors who provided regular care; 
• appropriate documentation of your earnings. 
 
We may request that you send proof of continuing disability indicating that you are under 
the regular care of a doctor, unless you provide us proof that future or continued treatment 
would serve no useful purpose for your disability.  We must receive this proof within 30 
days of the date we ask for it.  In some cases, we will require you to give us authorization 
to obtain additional medical and non-medical information as part of your proof of claim.  We 
may temporarily suspend our payments to you if you do not cooperate, or do not submit the 
appropriate information. 
 
WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS? 
 
Once we approve your claim, you will begin to receive payments after you complete the 
elimination period.  We will send you a payment for any period for which we are liable.  If 
the policy or a plan is canceled, the cancellation will not affect a payable claim. 
 
WHO DO WE MAKE PAYMENTS TO? 
 
We will make all payments to you. 
 
WHAT HAPPENS IF WE OVERPAY YOUR CLAIM? 
 
We have the right to recover overpayments due to: 
• fraud; 
• an error we make in processing your claim; 
• your receipt of other income amounts. 
 
If we determine that we overpaid your claim, then we require you repay us in full.  We will 
determine the method by which you will repay us.  We reserve the right to apply our future 
payments to you toward overpayments.  We have the right to recover overpayments from 
your eligible survivors or estate.  We will not recover more money from you than the amount 
we paid to you. 
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SUMMARY OF THE ADDITIONS TO YOUR LTD PLAN SECTION 6 
 
 
What will you find in this section? 
 
Other services and additional benefits are explained in this section and may be applicable to 
your plan. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


WORKPLACE MODIFICATION BENEFIT 
 
 
If you are disabled and are receiving a payment from us, an additional workplace modification 
benefit may be payable to the employer for your benefit.  We will reimburse the employer 
for up to 100% of reasonable costs the employer incurs through modifications to the 
workplace to accommodate your return to work, and to assist you in remaining at work. 
 
• The amount we pay will not exceed a maximum of $10,000 for any one employee; 
 
To qualify for this reimbursement, you must have: 
 
• a disability preventing you from performing some or all of the material and substantial 


duties of your regular occupation; 
• the physical and mental abilities needed to perform some or all of the material and 


substantial duties of your regular or a gainful occupation, but only with the assistance of 
the proposed workplace modification; 


AND 
• the reasonable expectation of returning to active employment and remaining in active 


employment with the assistance of the proposed workplace modification. 
 
The employer must give us a written proposal on the proposed workplace modification.  This 
proposal must include: 
 
• input from the employer, you and your doctor; 
• the purpose of the proposed workplace modification; 
• the expected completion date of the workplace modification; 
• the cost of the workplace modification. 
 
Any proposal is subject to our approval and the approval of the employer and you prior to 
any reimbursement being paid.  We will reimburse the costs of the workplace modification 
when we: 
 
• approve the proposal in writing 
• receive proof from the employer that the workplace modification is complete 
• receive proof of the costs incurred by the employer for the workplace modification. 
 
At our option, we may pay this amount directly to you, as long as we are given proof that 
the amount we pay will be used to assist the employer in making reasonable workplace 
modifications for you. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


VOCATIONAL REHABILITATION 
 
 
If you are disabled and receiving a payment from us, you may be required to participate in 
vocational rehabilitation services.  These services may include vocational testing and training, 
job modifications, job placement, or other services we find reasonably needed to assist you 
in returning to active employment either full-time or part-time. 
 
We will determine the extent to which these services may be provided.  We will pay for 
these services with the service provider(s), unless we agree to other arrangements. 
 
Our decision to offer these services will be based on: 
• your education, training and experience 
• your transferable skills 
• your physical and mental abilities 
• your motivation to return to active employment 
• the labor force demand for workers in the proposed occupation in your demographic area 
• our expected liability for your long term disability claim. 
 
To qualify for these services, you must: 
• have a disability which prevents you from performing some or all of the material and 


substantial duties of your regular occupation 
• lack the skills, training, or experience you would need to perform another gainful 


occupation 
• possess the physical and mental abilities you need to complete a rehabilitation program 
• be reasonably expected to return to active employment with the assistance of these 


services. 
 
A vocational rehabilitation program proposal may be made by either us, your doctor or 
yourself.  We will prepare a written program with the input of you, your doctor, your current 
employer and/or your prospective employer.  Once your doctor and we approve a program, 
you will be provided services according to the written program. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


VOCATIONAL REHABILITATION (continued) 
 
 
The written program will describe: 
• the goals of the program 
• what our responsibilities are 
• what your responsibilities are 
• what responsibilities are of any third party(ies) associated with this program 
• the expected dates of the services 
• the expected costs of the services  
• the expected duration of the program 
 
We reserve the right to make the final decision concerning your eligibility to take part in this 
program, and the amount of any services you will be provided. 
If your doctor approves the rehabilitation program we have designed for you, and you do not 
complete your responsibilities under the program, then we may discontinue our payments to 
you under this plan unless there is good cause. 
 


Good cause means documented physical or mental impairments, which leave you 
unable to take part in or complete the agreed upon program.  It can also mean that 
you are involved in: 
• medical treatment which prevents or interferes with your taking part in or 


completing the program 
• some other vocational rehabilitation program which conflicts with your taking part 


in or completing the program we developed, and is reasonably expected to return 
you to active employment. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


SOCIAL SECURITY ASSISTANCE 
 
 
HOW CAN WE ASSIST YOU WITH OBTAINING SOCIAL SECURITY DISABILITY BENEFITS? 
 
If you are receiving a payment from us, we can provide advice to you regarding your claim 
and assist you with your application for Social Security disability benefits or an appeal. 
 
If you receive Social Security benefits this may enable you to receive Medicare after 24 
months of disability payments, protect your retirement benefits, and your family may be 
eligible for Social Security benefits. 
 
We can assist you in obtaining Social Security disability benefits by: 
• helping you find appropriate legal representation or other assistance; 
AND 
• obtaining medical and vocational evidence; 
AND 
• reimbursing pre-approved case management expenses. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


LUMP SUM SURVIVOR BENEFIT 
 
 
WHAT BENEFITS MAY BE PAYABLE TO YOUR SURVIVOR IF YOU DIE? 
 
If we receive proof of your death: 
• after you have been disabled for at least 180 consecutive days 
AND 
• while you were receiving a monthly payment from us 
we will pay a one-time lump sum benefit to your eligible survivor.  This benefit will be equal 
to 3 times your last gross monthly benefit payment.  We will first apply this benefit to any 
overpayment which may exist on your claim. 
 


Gross monthly benefit means the benefit amount before any reductions for other 
income benefits and earnings. 


 
WHO ARE YOUR ELIGIBLE SURVIVORS? 
 
Your *spouse, if living, otherwise your children who are under age 25.  If you do not have 
any eligible survivors, payment will be made to your estate.  If there is no estate, then no 
payment will be made. 
 
Payments becoming due to your children will be made to: 
• the children 
OR 
• a person we name to receive payments on behalf of your children. 
 
This payment will be valid and effective against all claims by others representing or claiming 
to represent your children. 
 
*Spouse means your spouse who is not legally separated or divorced from you.  Spouse will 
include your domestic partner, provided you have executed a domestic partner affidavit 
satisfactory to us, establishing that you and your partner are domestic partners for purposes 
of the policy you will continue to be considered domestic partners provided you continue to 
meet the requirements described in the domestic partner affidavit. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


DEPENDENT CARE BENEFIT 
 
 
If you are Disabled and: 
 
1. Are receiving a LTD benefit under the policy; 
2. Are participating in a rehabilitation plan approved by us; 
3. Have a dependent who requires dependent care; and 
4. Dependent care for your dependent is provided by someone other than a relative; 
 
then you may be eligible to receive a monthly Dependent Care Benefit. 
 
The amount of the Dependent Care Benefit will be actual Dependent Care Expenses incurred 
each month, subject to a maximum of $300. 
 
Dependent Care Benefits are payable in addition to your LTD Benefit. 
 
Dependent Care Benefits will stop at the earliest of: 
 
1. The date your LTD benefit terminates; 
2. The date you no longer have an eligible dependent; 
3. The date you are no longer participating in a rehabilitation plan approved by us; 
4. The date you are no longer incurring dependent care expenses for your dependent; or 
5. The date on which you have received Dependent Care Benefit payments for 12 months. 
 


Dependent means a family member who is financially dependent on you and 
physically or mentally incapable of caring for him or herself.  A child under 13 is 
presumed to be physically or mentally incapable of caring for him or herself. 


 
Family member means your child, parent, grandparent, grandchild, sister, or brother 
related to you by blood, adoption, or marriage. 


 
Relative means a *spouse, sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter, or grandchild. 


 
Dependent care means active, hands-on help and assistance that is required from 
another person to perform functions which are essential to your dependent’s safety 
and well-being. 


 
Dependent care expenses means the expenses you pay for your dependents for 
dependent care. 


 
*Spouse means your spouse who is not legally separated or divorced from you.  Spouse will 
include your domestic partner, provided you have executed a domestic partner affidavit 
satisfactory to us, establishing that you and your partner are domestic partners for purposes 
of the policy you will continue to be considered domestic partners provided you continue to 
meet the requirements described in the domestic partner affidavit. 
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Symetra Life Insurance Company Telephone:  1-800-SYMETRA or 1-800-796-3872 
777 108th Avenue NE, Suite 1200 
Bellevue, WA 98004-5135 
 
 
 
 


Important information regarding your Certificate of Insurance: 
 
 
 
This Certificate evidencing your insurance coverage is made available to you by your 
group insurance policyholder. 
 
Symetra Life Insurance Company is only responsible for the accuracy of the Certificate 
which Symetra provides to the policyholder.  The policyholder is solely responsible for 
the accuracy of the information contained herein. 
 
From time to time your Certificate may be modified by Symetra, and an updated 
electronic Certificate will be made available to you by the policyholder.  You are advised 
to periodically review your Certificate to ensure that you have the most current version. 
 
You have the right to request a paper copy of your current Certificate at any time.  If you 
wish to receive a paper copy of your Certificate you may obtain one by contacting the 
policyholder. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Symetra ® is a registered service mark of Symetra Life Insurance Company. 
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AMENDMENT NO. 21 
Choice Long Term Disability Income Insurance 


 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following changes are hereby made to the above-referenced Group Policy 
and Certificate: 
 
 
Class 15: 
Effective March 1, 2022: 
 
The following are amended: 
Waiting Period 
When will we cover a disability due to a pre-existing condition? 
When will we cover a disability due to a pre-existing condition if you increase your coverage 
during an annual enrollment period? 
When will we cover a disability due to a pre-existing condition if you decline coverage during 
an enrollment period and then apply for coverage at a later annual enrollment? 
 
The following pages are affected by these changes and are therefore replaced: 
GDC-4500 12/05 (EE-1L-2 1 of 2 Rev 10/05) 
GDC-4500 12/05 (EE-4LC-6.1 WA) 
GDC-4500 12/05 (EE-4LC-6.2 WA) 
GDC-4500 12/05 (EE-4LC-6.3C WA) 
 
 
 
 
 
 
 
 
 
 
 
 
The effective date of these changes is March 1, 2022, but will not be effective prior to your 
effective date of coverage.  These changes only apply to disabilities which start on or after 
this effective date.  All other terms and provisions of the policy will apply other than as 
stated in this amendment. 
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 Symetra ® is a registered service mark of Symetra Life Insurance Company. 


AMENDMENT NO. 00 
 
 
This amendment forms a part of the Group Policy No. 01 016857 00 and the certificate of 
coverage. 
 
Policyholder: Saltchuk Resources, Inc. 
 
It is agreed that the following changes are hereby made to the above-referenced Group Policy 
and Certificate: 
 
1. The following text on the COVER PAGE of the Certificate, page C-1, is hereby revised 


as follows: 
 
 Delete: When making a benefit determination under the policy, we have discretionary 


authority to determine your eligibility for benefits and to interpret the terms 
and provisions of the policy. 


 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
2. The text of the WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY 


FOR BENEFITS? provision in the Certificate on page EE-5-1 Rev 10/05 is hereby revised 
as follows: 


 
 Delete: We have the discretionary authority to determine your eligibility for benefits 


and to construe the terms of the policy to make a benefits determination. 
 
 Add: As part of our routine operations when making a benefit determination under 


the policy, we have the authority to apply the terms of the policy for making 
all decisions, including making determinations regarding eligibility, receipt of 
benefits and claims, and explaining our policies, procedures, and processes. 


 
The effective date of these changes is January 1, 2016, but will not be effective prior to an 
insured employee’s effective date of coverage.  These changes only apply to disabilities 
which start on or after this effective date.  All other terms and provisions of the policy will 
apply other than as stated in this amendment. 
 
Dated at  Bellevue, WA , this  21st  day of  December, 2015  . 
 
 Symetra Life Insurance Company 
 
 
 Margaret Meister, 
 President 
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Saltchuk Resources, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Group Disability Income Insurance Benefits 
Summary Plan Description 
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PLEASE READ THIS IMPORTANT NOTICE 
The Employee Retirement Income Security Act of 1974 (ERISA) requires that the Plan Sponsor provide a 
Summary Plan Description to Plan Participants.  
 
This document, together with the attached Certificate of Insurance (“Certificate”) issued by Symetra Life 
Insurance Company (“Symetra”), is your Summary Plan Description.  It provides you an overview of the Plan 
and addresses certain information that may not be included in the attached Certificate. 
 
This document is not intended to give a Plan Participant any substantive rights to benefits that are not already 
provided by the attached Certificate.  If the terms of this summary document conflict with the terms of the 
insurance contract, then the terms of the insurance contract will control, unless superseded by applicable law.


Plan Name 
Group Short Term Disability, Long Term Disability, 
and Life Plan for Employees of Saltchuk 
Resources, Inc. 
 
Plan Effective Date 
January 1, 2016 
 
Employer 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Plan Sponsor, EIN and Number 
Saltchuk Resources, Inc. 
Plan EIN:  91-1186367  
Plan Number:  507 
 
Type of Plan Administration 
Insurer and Plan Administrator 
 
Plan Administrator 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
Telephone Number: (206) 652-1111 


Plan Year 
December 31 
 
Type of Plan 
Fully Insured Group Long Term Disability Plan 
 
Policy Number 
01 016857 00 
 
Insurance Company and Contact Information 
Symetra Life Insurance Company 
P. O. Box 2993 
Hartford, CT 06104-2993 
Toll Free Number:  1-800-943-2107 
Fax Number:  1-860-392-3672 
 
Claims Administrator 
Claims administration for disability income benefits 
under your Plan is provided by Symetra Life Insurance 
Company (Symetra) according to the terms of a Group 
Disability Income Insurance policy. The Plan 
Administrator has delegated to Symetra the 
responsibility to interpret the terms of the Plan and as 
they apply to the attached Certificate. 


Agent for Service of Legal Process for the Plan 
Saltchuk Resources, Inc. 
450 Alaskan Way South, Suite 708 
Seattle, Washington 98104 
 
Service of legal process may also be made on the Plan Administrator or a Plan Trustee, if any. 


 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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Please refer to the attached Certificate for detailed information about your coverage, including: 
 


• Eligibility and Participation 
Requirements  


• Enrollment Requirements 
• Description of Disability 


Benefits  


• Definitions  
• Termination Provisions 
• Continuation of Coverage 
• Effective date of coverage 


• Benefit Reduction, Exclusions and 
Limitations 


• Contributions to the Plan for 
Coverage 


Claims Procedures 
 
Benefit Claim 
Symetra is responsible for evaluating all benefit claims under the Plan.  Symetra will decide your claim in 
accordance with its reasonable claims procedures, as required by ERISA and other applicable law. 
 
See the attached Certificate of Insurance issued by Symetra for information about how to file a claim and for 
details regarding the Symetra's claims procedures. 
 
Appealing Denied Claim 
If your claim is denied (that is, not paid in part or in full), you will be notified and you may appeal to Symetra for 
a review of the denied claim.  Symetra will decide your appeal in accordance with its reasonable claims 
procedures, as required by ERISA and other applicable law. 
 
Important Appeal Deadlines 
If you do not appeal on time, you will lose your right to file suit in a state or federal court, as you will not have 
exhausted your internal administrative appeal rights (which generally is a condition for bringing suit in court). 
See the attached Certificate of Insurance for information about how to appeal a denied claim, and for details 
regarding Symetra’s appeals procedures. 
 


Statement of ERISA Rights 
 
Your Rights 
As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement 
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to: 
 
Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, 
all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 
5500 Series), 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. 
 
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) and updated summary 
plan description (SPD). The Plan Administrator may make a reasonable charge for the copies. 
Receive a summary of the Plan's annual Form 5500, if any is required by ERISA to be prepared, in which case 
the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report. 
 
Prudent Actions by Plan Fiduciaries 
In addition for creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible 
for the employee welfare benefit plan. The people who operate your plan, called “fiduciaries,” have a duty to do 
so prudently in the interest of you and other plan participants and beneficiaries. No one, including your employer 
or any other person, may fire you or otherwise discriminate against you from obtaining a welfare benefit or 
exercising your rights under ERISA. 







 


If you have questions regarding the Plan, please contact the Employer or Plan Administrator. 
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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 that you can take to enforce the above 
rights. For instance, if you request a copy of Plan documents or the latest annual report (Form 5500), if any, 
from the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, 
the court may require the Plan Administrator, to provide the materials and pay you up to $110 per 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, and if you have 
exhausted the claims procedures available to you under the Plan, you may file suit in a state or federal 
court. 
 
If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for 
asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in 
a federal court. The court will decide who should pay court costs and legal fees. If you are successful, the 
court may order the person you have sued to pay these costs and fees. If you lose, the court may order 
you to pay these costs and fees, for example, if it finds your claim is frivolous. 
 
Assistance With Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any 
questions about this statement or about your rights under ERISA or if you need assistance in obtaining 
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits 
Security Administration, U.S. Department of Labor (listed in your telephone directory), or contact 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. 
 
 


Your Certificate of Insurance, issued by Symetra Life Insurance Company, is attached. 
 


This Certificate is furnished to you automatically without charge. 
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CHOICE LONG TERM DISABILITY 
INCOME INSURANCE 


CLASS 15


Employee Benefits 


Insurance Certificate 







Symetra ® is a registered service mark of Symetra Life Insurance Company. 


Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 


Bellevue, Washington  98004-5135 


Symetra Life Insurance Company is known as Symetra in 
this certificate. 


"You" and "your" refer to the insured employee in this 
certificate. 


This certificate summarizes the major parts of the policy 
under which you are insured.  Your insurance is subject to 
all the terms of the policy.  This certificate replaces all 
others previously issued. 


Signed for Symetra as of the policy effective date. 


READ THIS CERTIFICATE CAREFULLY 


Margaret Meister, Jacqueline M. Veneziani, 
Secretary President 
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GROUP LONG TERM DISABILITY INSURANCE 
 
 
 


CERTIFICATE OF COVERAGE 
 
 
 
Policyholder: Saltchuk Resources, Inc. 
 
Policy Number: 01 016857 00 
 
Policy Effective Date: January 1, 2016 
 
 
 
Symetra Life Insurance Company (referred to as “the Company”, "we", "us", or "our") 
welcomes you as a client. 
 
This is your certificate of coverage as long as you are eligible for coverage and you become 
insured.  You will want to read it carefully and keep it in a safe place. 
 
Your certificate of coverage is written in plain English.  There are a few terms and provisions 
written as required by insurance law.  If you have any questions about any of the terms and 
provisions, please consult our claims paying office.  We will assist you in understanding your 
benefits. 
 
If the terms and provisions of the certificate of coverage (issued to you) differ from the policy 
(issued to the Policyholder), the policy will govern.  Your coverage may be canceled or 
changed in whole or in part under the terms and provisions of the policy. 
 
The policy is delivered in and is governed by the laws of Washington and to the extent 
applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any 
amendments.  When making a benefit determination under the policy, we have discretionary 
authority to determine your eligibility for benefits and to interpret the terms and provisions 
of the policy. 
 
For purposes of effective dates and ending dates under the group policy, all days begin at 
12:00 midnight and end at 12:01 a.m. at the policyholder's address. 
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TABLE OF CONTENTS 
 
 
Your certificate is divided into the following sections: 
 
SECTION 1 - HIGHLIGHTS OF YOUR PLAN 
 
SECTION 2 - GENERAL INFORMATION 
 
SECTION 3 - ELIGIBILITY FOR COVERAGE 
 
SECTION 4 - BENEFIT SPECIFICS 


• disability defined 
• details on calculating benefit payments 
• exclusions and limitations that may apply 


 
SECTION 5 - CLAIM INFORMATION 
 
SECTION 6 - ADDITIONS TO YOUR LTD PLAN 
 
For your ease in finding information in your certificate, we: 
 
• Start each section with a summary of the contents and the terms we define in the 


section. 
• Shade all of the defined terms within a section. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
 
 
All eligible employees will be automatically enrolled in the Core Plan.  Eligible employees may 
elect to increase the Benefit Percentage from 60% to 70% by participating in the Buy-Up 
Plan, as described below. 
 
This is a brief overview of your plan of benefits.  We refer to these terms often throughout 
this certificate.  Whenever we use these terms in the certificate, they have the following 
meaning, unless we advise you otherwise. 
 
Eligible Class 15 = All full-time Northern Air Cargo Flight Crew as covered under the Joint 


Collective Bargaining Agreement. 
 
 You must be working at least 65 hours per month. 
 
Benefit Percentage = Core Plan: 60% 
 Buy-Up Plan: 70% 
 
Maximum Payment Amount = $10,000* 
 


* We may reduce the amount we pay to you by other income amounts and any income 
you earn or receive from any form of employment.  Some disabilities may not be 
covered under this plan. 


 
Minimum Payment Amount = The greater of:  $100 or 10% of your gross disability 


payment you receive from us. 
 
We may apply all payments to you toward overpayments. 
 
Elimination Period = 180 days after the date disability begins. 
 
Pre-disability earnings means your gross monthly rate of earnings from the employer in effect 
just prior to the date disability begins.  It does not include commissions, bonuses, overtime 
pay or other extra compensation. 
 
If your disability begins while you are on a covered layoff or leave of absence, we will use 
your pre-disability earnings from the employer in effect just before the date your absence 
begins. 
 
If your disability begins after you have a change in status, we will use your pre-disability 
earnings from the employer in effect just before the date your change in status begins. 
 
Our payments to you will be based on the amount of your pre-disability earnings covered by 
this plan and for which premium has been paid. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
(continued) 


 
Maximum Payment Duration 
 
Social Security Normal Retirement Age 
 
 Age When Disability Begins Maximum Payment Duration 
 
 Less than age 60 To Social Security Normal Retirement Age (SSNRA) 
 60 60 months or to SSNRA, whichever is greater 
 61 48 months or to SSNRA, whichever is greater 
 62 42 months or to SSNRA, whichever is greater 
 63 36 months or to SSNRA, whichever is greater 
 64 30 months or to SSNRA, whichever is greater 
 65 24 months 
 66 21 months 
 67 18 months 
 68 15 months 
 69 and over 12 months 
 


Social Security Normal Retirement Age (SSNRA) means the age at which you are 
eligible for Social Security full retirement benefits. 


 
Waiting Period: 
 
If you are in an eligible class on or before the plan effective date:  The first of the month 
coincident with or next following 30 days of continuous employment. 
 
If you are entering an eligible class after the plan effective date but before October 1, 2020:  
The first of the month coincident with or next following 30 days of continuous employment. 
 
If you are entering an eligible class on or after October 1, 2020:  The first of the month 
coincident with or next following the date of employment. 
 
If your employment ends and you are rehired by the same employer within one year, we will 
apply your previous employment in an eligible class toward completing the waiting period.  
All other provisions of this plan apply. 
 
The waiting period for coverage will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 
Cost of Coverage: 
 
Core Plan:  The employer pays the cost of your coverage under this plan and all eligible 
employees must participate. 
 
Buy-Up Plan:  You pay the cost of your coverage under this plan and can elect to participate 
as detailed in Section 3 of this Certificate 
 
Waiver of Premium:  The cost of your coverage will be suspended for any period of time 
during which you are disabled under this plan and eligible to receive a monthly payment from 
us.  If you return to active employment with the employer, and want your coverage to 
continue, the cost of your coverage must begin to be paid again. 
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SECTION 1:  HIGHLIGHTS OF YOUR LTD PLAN 
(continued) 


 
 
Noninsurance benefits: 
 
From time to time we may offer or provide to you noninsurance benefits and services.  In 
addition, we may arrange for third party service providers to give access to you to discounted 
goods and services.  While we have arranged for this access, the third party service providers 
are liable to you for the provision of such goods and/or services.  We are not responsible for 
the provision of such goods and/or services nor are we liable for the failure of the provision 
of the same.  Further, Symetra is not liable to you for the negligent provision of such goods 
and/or services by third party service providers. 
 
For certificateholders residing outside of the United States: 
 
This Certificate of Insurance Coverage (“certificate”) is issued under a policy purchased by 
the Policyholder from Symetra Life Insurance Company (“Symetra”).  The policy and this 
certificate have been issued as part of Symetra’s business in the United States.  Symetra is 
not regulated in any country other than the United States.  This certificate may include 
certain rights or benefits, such as Conversion Rights Portability Rights, or Waiver of Premium, 
which are not available to non-U.S. residents.  Any disputes under the policy or certificate 
are to be resolved in a jurisdiction in the U.S. and in accordance with the provisions of the 
policy and certificate. 
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SUMMARY OF THE GENERAL INFORMATION SECTION 2 
 
 
What will you find in this section? 
 
• information we have access to 
• how we use statements made in applying for coverage 
• insurance fraud 
• time limits for legal proceedings 
 
What terms do we define in this section? 
 
• you 
• we 
• us 
• our 
• employee 
• employer 
• insured 
• plan 
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SECTION 2:  GENERAL INFORMATION 
 
 
WHAT IS THE CERTIFICATE OF COVERAGE? 
 
This certificate of coverage is a written statement prepared by us and may include 
attachments.  It tells you: 
• the coverage to which you may be entitled 
• to whom we make payments 
AND 
• the limitations, exclusions and requirements applying to a plan. 
 


You means an employee who is eligible for the coverage of this plan. 
 


We, us and our means the Insurance Company named on the first page of your 
Certificate of Coverage. 


 
Employee means a person who is a citizen or permanent resident of the United States 
or Puerto Rico in active employment with the employer unless we advise you 
otherwise.  This plan excludes temporary and seasonal workers from coverage. 


 
Employer means individual, company or corporation where you are in active 
employment, and includes any division, subsidiary or affiliated company named in the 
policy. 


 
Insured means a person covered under this plan. 


 
Plan means a line of coverage under the policy. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
TO WHAT INFORMATION DO WE HAVE ACCESS? 
 
The employer will give us information about you including: 
• if you are eligible for coverage 
• if your amount of coverage changes, including salary change information 
• if your coverage terminates 
• other information we may reasonably require. 
 
The employer's records that we believe have a bearing on coverage under this plan are open 
for our inspection at any reasonable time. 
 
Clerical error or omission will not: 
• prevent you from receiving coverage 
• affect the amount of your coverage 
OR 
• effect or continue your coverage if it should not be in effect or continue in effect. 
 
HOW CAN WE USE STATEMENTS YOU OR THE EMPLOYER MADE IN APPLYING FOR 
COVERAGE? 
 
We consider any statements you or the employer made in a signed application for coverage 
a representation and not a warranty.  If any of the statements you or the employer made are 
not complete and/or not true at the time they were made, we can: 
• reduce or deny any claim 
OR 
• cancel your coverage back to the date your coverage became effective. 
 
We will use only statements made in a signed application as a basis for doing this.  You will 
receive a copy of the signed application. 
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SECTION 2:  GENERAL INFORMATION 
(continued) 


 
 
HOW WILL WE HANDLE INSURANCE FRAUD? 
 
We promise to focus on all means necessary to support fraud detection, investigation, and 
prosecution.  It is a crime if you or the employer knowingly, and with intent to injure, defraud 
or deceive us, file a claim containing any false, incomplete or misleading information.  These 
actions, as well as submission of false information, will result in denial of your claim, and 
are subject to prosecution and punishment to the full extent under state and/or federal law.  
We will pursue all appropriate legal remedies in the event of insurance fraud. 
 
WHAT IF FACTS ABOUT YOU ARE NOT ACCURATE? 
 
If relevant facts about you were not accurate, then we will use accurate information to 
decide if your coverage should be in effect and what your amount of coverage should be.  If 
the cost of your coverage is affected, we will make a fair adjustment in the cost. 
 
DOES THE EMPLOYER ACT AS YOUR AGENT? 
 
For all purposes of the policy, the employer acts on its own behalf or as your agent.  The 
employer is not our agent. 
 
WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS? 
 
You can start legal action regarding your claim 60 days after the date you sent us proof of 
claim.  You have up to three years after the date you sent us proof of claim to start legal 
action, unless otherwise provided by law. 
 
DOES THIS PLAN REPLACE OR AFFECT ANY REQUIREMENT FOR WORKERS' 
COMPENSATION OR STATE DISABILITY INSURANCE? 
 
The plan does not replace or affect requirements for coverage by Workers’ Compensation 
Insurance or state disability insurance. 
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SUMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3 
 


CHOICE PLANS 
 
 
What will you find in this section? 
 
• eligibility for coverage 
• waiting period 
• when coverage becomes effective 
• evidence of insurability requirements 
• what happens to coverage during a change in status, layoff, leave of absence or a family 


or medical leave of absence 
• when coverage under this plan ends 
 
What terms do we define in this section? 
 
• waiting period 
• active employment 
• work site 
• evidence of insurability 
• layoff 
• leave of absence 
• family or medical leave of absence 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
 


CHOICE PLANS 
 
 
WHEN ARE YOU ELIGIBLE FOR COVERAGE? 
 
If you are in an eligible class you may apply for coverage under this plan on the later of: 
• the date the plan is effective; 
OR 
• the date you complete the waiting period. 
 
WHAT IS YOUR WAITING PERIOD? 
 
Your waiting period appears in the PLAN HIGHLIGHTS. 
 


Waiting period is the number of days you must be in active employment in an eligible 
class before you may apply for coverage. 


 
If you have been continuously employed by the employer but were not in an eligible 
class, we will apply any prior period of work with the employer toward the waiting 
period. 


 
Active employment means you are: 
• working for the employer at your work site for earnings the employer pays on a 


regular basis; 
AND 
• performing the material and substantial duties of your regular occupation. 
Active employment includes normal non-work days such as vacation, weekends and 
holidays. 


 
Your work site must be: 
• the employer’s usual place of business; 
• an alternative location if directed by the employer; 
OR 
• a location to which your occupation requires you to travel. 
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SECTION 3: ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHEN MAY YOU ENROLL OR CHANGE YOUR COVERAGE UNDER THIS PLAN? 
 
You may enroll or change your coverage only during an enrollment period as follows: 
 
1. During the initial enrollment period: 
 
 You will be automatically enrolled for Core Plan coverage.  You may choose to elect Buy-


Up Plan at this time. 
 


If you are eligible for coverage 
on the plan effective date 
 


THEN you may apply for a coverage 
option for the first plan year. 


If you become eligible for 
coverage after the plan 
effective date 


THEN you may apply for a coverage 
option for the plan year in which 
you are first eligible. 


 
If your initial enrollment period takes place during or after the annual enrollment period, 
but before the policy anniversary date, then your choice of coverage will apply to: 
• the rest of the plan year in which you are first eligible for coverage; 
AND 
• the next plan year. 


 
2. During each annual enrollment period: 
 


You may change your coverage to the next higher or the next lower plan.  This change 
in coverage will apply for the next plan year. 


 
If you do not apply during an annual enrollment period: 
• you will continue to be insured for the same plan for the next plan year 
AND 
• you may not change your coverage during the next plan year. 
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SECTION 3: ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHAT IF YOU ARE REHIRED BY THE EMPLOYER WITHIN THE SAME PLAN YEAR DURING 
WHICH YOUR EMPLOYMENT TERMINATED? 
 
If you are rehired by the employer within the same plan year that your employment 
terminated, then: 
• you will be insured for the same plan and class of coverage that was in effect for you on 


the date your employment terminated; 
AND 
• you may not change the plan or class of coverage during the rest of the plan year. 
 


Enrollment period means the initial enrollment period and any annual enrollment 
period. 


 
Initial enrollment period means one of the following periods during which you may 
first apply in writing for coverage under this plan: 
• if you are eligible for coverage on the plan effective date, a period before the plan 


effective date as set by your employer and us; 
• if you become eligible for coverage after the plan effective date, the period ending 


31 days after the date you are first eligible to apply for coverage. 
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SECTION 3: ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHEN DOES YOUR COVERAGE BECOME EFFECTIVE? 
 
Your coverage will be effective on the day determined as follows: 
 


For Core Plan coverage applied 
for during the initial enrollment 
period 
 


THEN your coverage is effective on 
your eligibility date 


For Buy-up Plan coverage 
applied for during the initial 
enrollment period and you 
apply before the date you are 
first eligible to apply 
 


THEN 
 


your coverage is effective on 
your eligibility date 
 


For Buy-up Plan coverage 
applied for during the initial 
enrollment period and within 
the first 31 days after the date 
you are first eligible to apply 
 


THEN your coverage is effective on 
the date you apply 


For coverage applied for during 
an annual enrollment period 


THEN your selected coverage will be 
effective on the policy 
anniversary date. 
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SECTION 3: ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHEN IS EVIDENCE OF INSURABILITY REQUIRED? 
 
You will need to provide evidence of insurability to us with your application if you voluntarily 
terminate your coverage and want to reapply for coverage during an annual enrollment 
period. 
 
You must apply for coverage in writing through the employer and use an application form 
that is satisfactory to us. Your coverage will be effective on the date we approve your 
application. 
 


Evidence of insurability means a statement of your medical history which we will use 
to assess if you will be approved for coverage. 


 
WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE 
WOULD BE EFFECTIVE? 
 
If you are not in active employment as a result of your injury or a sickness then your coverage 
will be effective on the date you return to active employment.  This applies to your initial 
coverage, as well as any increases or additions to coverage occurring after your initial 
coverage is effective. 
 
WILL YOUR COVERAGE CONTINUE IF YOU HAVE A CHANGE IN STATUS OR YOU ARE ON 
A LAYOFF OR LEAVE OF ABSENCE? 
 
Your employer may continue your coverage if you have a change in status or you are on a 
layoff or on an approved leave of absence.  Your change in status coverage may continue 
for up to three months following the date your change in status begins.  Your layoff coverage 
may continue through the end of the month following the month in which your layoff begins 
and your leave of absence coverage may continue through the end of the month following 
the month in which your leave of absence begins.  The cost of your coverage must be paid 
during the change in status, layoff or leave of absence period. 
 


Layoff or leave of absence means the employer has agreed in writing and in advance 
to a temporary absence from active employment for a specified period of time.  Your 
normal vacation time or any period of disability is not considered a temporary layoff 
or leave of absence. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHAT HAPPENS TO YOUR COVERAGE IF YOU ARE ON A FAMILY OR MEDICAL LEAVE OF 
ABSENCE? 
 
If you are on a family or medical leave of absence, your coverage will be governed by the 
employer's Human Resource policy on family and medical leaves of absence. 
 
We will continue your coverage if the following conditions are met: 
• premiums for the cost of your continued coverage are paid; 
AND 
• your leave is approved in advance and in writing by the employer. 
 
Your coverage will continue for up to the greater of: 
• the leave period required by the Federal Family and Medical Leave Act of 1993, and any 


amendments; 
OR 
• the leave period required by applicable state law. 
 
While you are on an approved family or medical leave of absence, we will use earnings from 
your regular occupation you were performing just prior to the date your leave of absence 
started to determine our payments to you. 
 
If your coverage does not continue during a family or medical leave of absence, then when 
you return to active employment: 
• you will not have to meet a new waiting period, including a waiting period for coverage 


of a pre-existing condition; 
AND 
• you will not have to give us evidence of insurability to reinstate the coverage you had in 


effect before your leave began. 
 


Family and medical leave of absence means a leave of absence for the birth, adoption 
or foster care of a child, or for the care of you, your child, spouse or parent who has 
a serious health condition as those terms are defined by the Federal Family and 
Medical Leave Act of 1993 and any amendments, or by applicable state law. 
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SECTION 3:  ELIGIBILITY FOR COVERAGE 
(continued) 


 
CHOICE PLANS 


 
 
WHEN DOES YOUR COVERAGE UNDER THIS PLAN END? 
 
Your coverage under this plan will end on the earliest of the following: 
• the date the policy or plan terminates; 
• the date you are no longer in an eligible class; 
• the date your class is no longer eligible for coverage; 
• the last day for which premium for your coverage has been paid; 
• the date you cease active employment due to a labor dispute, including but not limited 


to strike, work slowdown, or lockout; 
• the date you cease active employment with the employer, unless you are disabled, had 


a change in status or on an approved layoff or leave of absence. 
 
We will provide coverage for a payable disability claim that occurs while you are covered 
under the policy or plan. 
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SUMMARY OF THE LONG TERM DISABILITY BENEFIT SPECIFICS SECTION 4 
 
 
What will you find in this section? 
 
• what disability means 
• when monthly payments start 
• returning to work during the elimination period 
• requirements of care from a doctor 
• when will we not cover a disability 
• what happens if the employer changes insurance plans 
• our payment if you are disabled and not working 
• our payment if you are disabled and working 
• what are (and are not) other income amounts 
• cost of living increases to any other income amounts 
• payment limitations 
• when monthly payments stop 
• temporary recovery 
 
What terms do we define in this section? 
 
• disability 
• material and substantial duties 
• regular occupation 
• reasonable employment option 
• gainful occupation 
• sickness 
• injury 
• elimination period 
• regular care 
• doctor 
• pre-existing condition 
• treatment 
• prior group insurance plan 
• maximum monthly payment 
• gross monthly payment 
• minimum monthly payment 
• maximum capacity 
• retirement plan 
• disability benefits under a retirement plan 
• retirement benefits under a retirement plan 
• eligible retirement plan 
• mental illness 
• substance abuse 
• maximum payment duration 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
 
 
WHAT DOES DISABILITY MEAN? 
 


Disabled/Disability means our determination that your sickness or injury began while 
you are covered under the policy and: 
• during the elimination period and for the first 60 months of disability benefits, 


prevents you from performing with reasonable continuity the material and 
substantial duties of your regular occupation and a reasonable employment option 
offered to you by the employer and, as a result, the income you are able to earn 
is less than or equal to 80% of your pre-disability earnings. 


• After the first 60 months of disability benefits, prevents you from performing with 
reasonable continuity the material and substantial duties of any gainful occupation 
and, as a result, the income you are able to earn is less than or equal to 80% of 
your pre-disability earnings. 


 
Material and substantial duties are the duties that: 
• are normally required for the performance of the occupation; 
AND 
• cannot be reasonably omitted or changed. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 


Regular occupation means the occupation, as it is performed nationally, that you are 
routinely performing when your disability begins.  Your regular occupation does not 
mean the job you are performing for a specific employer or at a specific location. 


 
Reasonable employment option means an employment position with the employer for 
which you are able to perform the material and substantial duties given your 
education, training and experience.  If you have been working in a reasonable 
employment option for 6 months or more, the reasonable employment option will 
then be considered your regular occupation. 


 
Gainful occupation means any occupation that your past training, education, or 
experience would allow you to perform or for which you can be trained. 


 
Sickness means an illness or disease.  It also includes an injury which occurs before 
you are insured.  It does not include risk of sickness. 


 
Injury means a bodily injury that occurs while you are insured and is the direct result 
of an accident and not related to any other cause.  It does not include risk of injury. 


 
Related Rules: 
 
You will not be considered disabled from work in an occupation because of a reduction in 
your earnings resulting from a change in economic conditions or other factors that are not 
directly related to your sickness or injury.  Examples of factors that we will not consider in 
determining whether you are disabled include, but are not limited to, recession, job 
obsolescence, job restructuring or elimination, pay cuts, and job sharing. 
 
You will not be considered disabled from work in an occupation solely because of: 
1. Your employer's work schedule that is inconsistent with the normal work schedule of 


your regular occupation; 
2. Your relationship with your employer or other employees of the employer; or 
3. The physical relationship of your employer's workplace that is inconsistent with the 


normal physical environment of your regular occupation. 
 
You will not be considered disabled from work in an occupation solely because of the loss, 
suspension, restriction, surrender, or failure to maintain a required state or federal license to 
engage in the occupation. 
 
You will not be considered disabled from work in an occupation solely because of your 
inability to work more than 40 hours per week in the occupation, even if you were regularly 
required to work more than 40 hours per week prior to becoming disabled. 
 
Your disability must begin while you are covered under the policy. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DOES YOUR DISABILITY NEED TO CONTINUE FOR A PERIOD OF TIME BEFORE OUR 
PAYMENTS TO YOU BEGIN? 
 
Your disability must continue through the elimination period before we begin making 
payments to you. 
 


Elimination period is a period of continuous days of disability.  The elimination period 
begins on the first day of your disability. 


 
WHAT HAPPENS IF YOU RETURN TO WORK DURING THE ELIMINATION PERIOD? 
 
We will consider your disability continuous if you: 
• have one or more periods of temporary recovery during the elimination period for a 


maximum of 90 days 
AND 
• become disabled again due to the same sickness or injury. 
 
Temporary recovery means any time when we do not consider you to be disabled.  The days 
you are not disabled will not count toward the elimination period. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DO YOU NEED TO BE UNDER THE CARE OF A DOCTOR? 
 
We require you to be under the regular care of a doctor for the sickness or injury causing 
your disability in order to be eligible to receive payments from us. 
 


Regular care means: 
• you personally visit a doctor as often as is medically required to effectively 


manage and treat your disabling condition(s), according to generally accepted 
medical standards; 


AND 
• you are receiving appropriate treatment and care, according to generally accepted 


medical standards.  Treatment and care for the sickness or injury causing your 
disability must be given by a doctor whose specialty or experience is appropriate. 


 
Doctor means a person: 
• regularly performing tasks that are within the limits of the person's medical 


license; 
AND 
• who is licensed to practice medicine and prescribe and administer drugs or to 


perform surgery; 
• with a doctoral degree in Psychology (Ph.D. or Psy.D.) and whose primary practice 


is treating patients; OR 
• who is a legally qualified medical practitioner according to the laws and regulations 


of the jurisdiction in which regular care is being given. 
 
We will not recognize you, your spouse, children, parents, or siblings as a doctor for a claim 
you submit. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
MAY WE REQUIRE YOU TO BE EXAMINED OR INTERVIEWED BY INDIVIDUALS OTHER 
THAN THE DOCTOR PROVIDING REGULAR CARE? 
 
We may require you to be examined by doctor(s), other medical practitioner(s) or vocational 
expert(s) of our choice.  We will pay for this examination.  We can require an examination 
as often as it is reasonable to do so.  In addition, we may require an interview with you by 
an authorized representative of ours. 
 
WHEN WILL WE NOT COVER A DISABILITY? 
 
We will not cover a disability if it is due to: 
• war, declared or not, or any act of war; 
• intentionally self-inflicted injuries or illness, while sane or insane; 
• your active participation in a riot; 
• your attempt to commit or your commission of a felony under federal or state law, or 


your being engaged in an illegal occupation; 
• your service in the armed forces, military reserves or National Guard of any country or 


International authority, or in a civilian unit serving with such forces; 
• cosmetic or reconstructive surgery, except for complications arising from any such 


surgery or for surgery necessary to correct a deformity caused by accidental injury or 
sickness. 


 
No benefits are payable for any period of disability during which you are incarcerated in a 
penal or correctional facility for a period of 30 or more consecutive days or for which you 
are not under the regular care of a doctor. 
 
If your professional or occupational license or your certification is suspended, revoked or 
surrendered, loss of your license or certification, by itself, does not mean you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
CHOICE PLANS 


 
 
WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION? 
 
We will cover your disability if it is caused by or results from a pre-existing condition and 
your disability begins: 
• after you have gone at least 3 consecutive months after the effective date of your 


coverage without treatment for the pre-existing condition; 
OR 
• after you have been insured for 12 consecutive months after the effective date of your 


coverage. 
If you do not meet these time period requirements, your disability is excluded from coverage 
under this plan. 
 
The pre-existing condition period will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 


Pre-existing condition is a sickness or injury for which you received treatment within 
the three months prior to your effective date of coverage. 


 
Treatment includes: 
• consulting with a doctor; 
• receiving care or services from a doctor or from other medical professionals a 


doctor recommends you see; 
• taking prescribed medicines; 
• being prescribed medicines; 
• you should have been taking prescribed medicines but chose not to; 
• receiving diagnostic measures. 
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
CHOICE PLANS 


 
 
WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION IF YOU 
INCREASE YOUR COVERAGE DURING AN ANNUAL ENROLLMENT PERIOD? 
 
If you increase your coverage during an annual enrollment period we will cover the increased 
amount of coverage for your disability if your disability is caused by or results from a pre-
existing condition and your disability begins: 
• after you have gone at least 3 consecutive months after the effective date of the increase 


in your coverage without treatment for the pre-existing condition; 
OR 
• after you have been insured for 12 consecutive months after the effective date of the 


increase in your coverage. 
If you do not meet these time period requirements, then the increased amount of coverage 
for your disability is excluded from coverage under this plan. 
 
The pre-existing condition period will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 


Pre-existing condition is a sickness or injury for which you received treatment within 
the three months prior to your effective date of coverage. 


 
Treatment includes: 
• consulting with a doctor; 
• receiving care or services from a doctor or from other medical professionals a 


doctor recommends you see; 
• taking prescribed medicines; 
• being prescribed medicines; 
• you should have been taking prescribed medicines but chose not to; 
• receiving diagnostic measures. 
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
CHOICE PLANS 


 
 
WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION IF YOU 
DECLINE COVERAGE DURING AN ENROLLMENT PERIOD AND THEN APPLY FOR 
COVERAGE AT A LATER ANNUAL ENROLLMENT? 
 
If you decline coverage during an enrollment period and then apply for coverage during a 
following annual enrollment period we will cover your disability if it is caused by or results 
from a pre-existing condition, and your disability begins: 
• after you have gone at least 3 consecutive months after the effective date of your 


coverage without treatment for the pre-existing condition, 
OR 
• after you have been insured for 12 consecutive months after the effective date of your 


coverage. 
If you do not meet these time period requirements, your disability is excluded from coverage 
under this plan. 
 
The pre-existing condition period will be reduced by the period of time you were a full-time 
active employee with the employer under any of the following Symetra policies:  01 016857 
01, 01 016857 02, 01 016857 03, 01 016857 04 or 01 016857 07 and with no 
termination in coverage. 
 


Pre-existing condition is a sickness or injury for which you received treatment within 
the three months prior to your effective date of coverage. 


 
Treatment includes: 
• consulting with a doctor; 
• receiving care or services from a doctor or from other medical professionals a 


doctor recommends you see; 
• taking prescribed medicines; 
• being prescribed medicines; 
• you should have been taking prescribed medicines but chose not to; 
• receiving diagnostic measures. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF THE EMPLOYER CHANGES INSURANCE PLANS AND YOU ARE NOT IN ACTIVE 
EMPLOYMENT DUE TO AN INJURY OR SICKNESS ON THE EFFECTIVE DATE OF THIS 
PLAN? 
 
Continuity of Coverage 
 
We will cover you under this plan if you were insured by the prior group insurance plan, and 
the cost of your coverage under the prior group insurance plan was paid. 
 
Our payments to you will be limited to the monthly amount the prior group insurance plan 
would have paid you had the plan stayed in effect.  Our payments will be reduced by any 
amount the prior group insurance plan is responsible for paying. 
 


Prior group insurance plan means the group long term disability plan in effect with 
the employer just before the effective date of this plan. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF YOU WERE INSURED BY THE PRIOR GROUP INSURANCE PLAN AND BECOME 
DISABLED UNDER THIS PLAN DUE TO A PRE-EXISTING CONDITION? 
 
Continuity of Coverage 
 
If you were insured by the prior group insurance plan just before you become eligible for 
coverage under this plan; you are in active employment; and you are insured under this plan, 
then you may be eligible for payments from us under this plan if your disability is due to a 
pre-existing condition. 
 
In order to receive payments from us, you must meet the pre-existing condition exclusion 
of: 
• this plan; 
OR 
• the prior group insurance plan had the plan stayed in effect. 
 
We will consider the total amount of time you were continuously insured under both the 
prior group insurance plan and this plan to determine if you satisfy the pre-existing condition 
exclusion.  If you cannot satisfy the pre-existing condition exclusion of either plan then we 
will not pay you a disability benefit. 
 
We will determine our payments to you using the provisions of this plan, but your monthly 
payment will not be more than the maximum monthly payment of the prior group insurance 
plan.  Your monthly payments will end on the earlier of the following dates: 
• the end of the maximum payment duration under this plan; 
OR 
• the date benefits would have ended under the prior group insurance plan if the plan had 


stayed in effect. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND NOT 
WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF YOUR PRE-
DISABILITY EARNINGS? 
 
Our payment will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your monthly pre-disability earnings by the benefit percentage. 
Step 2: Multiply your monthly pre-disability earnings by 70%.  Subtract any other 


income amounts except any income you earn or receive from any form of 
employment or income you could have earned from working to your maximum 
capacity. 


Step 3: Compare the results from Steps 1 and 2 with the maximum monthly payment 
for this plan. 


Step 4: The payment you may receive is the lesser of the amounts from Step 3. 
 
HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND 
WORKING, EARNING BETWEEN 20% AND 80% OF YOUR PRE-DISABILITY EARNINGS? 
 
Our payment to you will be figured by using the following Steps 1 through 4: 
 
Step 1: Multiply your monthly pre-disability earnings by the benefit percentage. 
Step 2: From 100% of your monthly pre-disability earnings subtract any other income 


amounts including current income you earn or receive from any form of 
employment or income you could have earned from working to your maximum 
capacity. 


Step 3: Compare the results from Steps 1 and 2 with the maximum monthly payment 
for this plan. 


Step 4: The payment you may receive is the lesser of the amounts from Step 3. 
 
Your loss of earnings must be as a result of or due to the same sickness or injury for which 
you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT IF YOUR CURRENT INCOME FLUCTUATES? 
 
If your current income fluctuates, we may average amounts over a three (3) consecutive 
month period of time. 
 
IF YOU ARE DISABLED AND WORKING, EARNING MORE THAN 80% OF YOUR PRE-
DISABILITY EARNINGS, NO PAYMENT WILL BE MADE. 
 


Maximum monthly payment means the maximum monthly amount for which you are 
insured under this plan. 


 
Minimum monthly payment means the minimum monthly amount for which you are 
insured under this plan, except where necessary to recover an overpayment. 


 
Gross monthly payment means the maximum payment amount before we subtract 
other income amounts. 


 
Your pre-disability earnings, benefit percentage, and maximum monthly payment appear in 
the PLAN HIGHLIGHTS. 
 
WHAT IF YOU ARE DISABLED FOR ONLY PART OF A MONTH? 
 
Your monthly payment from us is pro-rated.  This means that if you are disabled for only 
part of a month, you will receive a payment equal to 1/30th of a full monthly payment for 
each day of the month you are disabled. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE OTHER INCOME AMOUNTS? 
 
These are amounts, other than payments you are receiving from us, that include: 
 
1. any benefits and awards you receive or are eligible to receive under: 


a. Workers’ Compensation Law; 
b. occupational disease law; 
c. any other similar act or law. 


 
2. any disability income benefits you receive or are eligible to receive under: 


a. any compulsory benefit act or law; 
b. any other group insurance plan with the employer or with an association; 
c. any other group insurance plan with another employer which you become insured 


under after your disability under this plan begins; 
d. any governmental retirement system as a result of your job with the employer. 


 
 Long term disability payments are primary under this policy, meaning our payments to 


you will be reduced by any short term disability payments under a policy with the 
employer. 


 
3. any benefits under the United States Social Security Act, The Canada Pension Plan, 


The Quebec Pension Plan and includes any similar plan or act.  Benefits include: 
a. disability benefits you, your spouse, or your children receive or are eligible to 


receive as a result of your disability; 
b. retirement benefits you receive, your spouse or your children receive as a result 


of your receipt of retirement benefits. 
 
 If your disability begins after your 70th birthday, and you were receiving Social 


Security retirement benefits before your disability began, then we will not reduce our 
payments to you by these retirement benefits. 


 
4. any benefits you receive from the employer's sick leave or formal salary continuation 


plan. 
 
5. any income you earn or receive from any form of employment, including any income 


you could have earned while disabled by working to your maximum capacity, but you 
do not do so.  We may require you to send us proof of your income.  We will adjust 
our payment to you based on this information.  As a part of the proof of income, we 
can require you to send us appropriate tax and financial records we believe we need 
to substantiate your income. 


 
Maximum capacity means, based on the limiting factors of your identified sickness or 
injury, the greatest extent of work you are able to do in an occupation from which you 
must be considered disabled in order to receive disability benefits. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
6. any benefits from the employer's retirement plan you: 


a. receive as disability benefits; 
b. voluntarily choose to receive as retirement benefits; 
c. receive as retirement benefits once you reach the greater of age 62 or normal 


retirement age (as defined in the employer’s retirement plan). 
 
 Regardless of how the retirement funds from the plan are distributed, for the purposes 


of figuring our payment to you, we consider employee and employer contributions to 
be distributed at the same time throughout your lifetime. 


 
 This plan does not reduce payments you receive from us for your contributions to the 


employer's retirement plan, or for amounts you rollover or transfer to an eligible 
retirement plan. 


 
Retirement plan is a defined contribution plan or defined benefit plan.  These are plans 
that provide retirement benefits to employees and are not funded entirely by employee 
contributions. 


 
Disability benefits under a retirement plan are benefits that are paid due to disability 
and which do not reduce the retirement benefit that would have been paid if the 
disability had not occurred. 


 
Retirement benefits under a retirement plan are benefits that are paid based on the 
employer’s contribution to the retirement plan.  Disability benefits that reduce the 
retirement benefit under the plan will also be considered a retirement benefit. 


 
Eligible retirement plan is defined in §402 of the Internal Revenue Code of 1986 and 
includes future amendments to §402 affecting the definition. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
7. any benefits for loss of time or lost wages you receive from the mandatory portion of 


a no-fault motor vehicle insurance plan, or automobile liability insurance policy. 
 
8. any amounts you receive under any unemployment compensation law. 
 
9. any amounts you receive from a third party (after subtracting attorney’s fees) by 


judgment, settlement or otherwise. 
 
If you receive any of the other income amounts in a lump sum payment, we will pro-rate the 
lump sum on a monthly basis over the time period for which the sum was given.  If no time 
period is stated, the sum will be pro-rated on a monthly basis to the end of your maximum 
payment duration. 
 
Other income amounts must be payable as a result of the same disability for which you are 
receiving a payment from us, except for retirement benefits and any income you earn or 
receive from any form of employment. 
 
WHAT IF SUBTRACTING OTHER INCOME AMOUNTS RESULTS IN A ZERO PAYMENT TO 
YOU? 
 
We will pay you a minimum monthly payment under this plan, subject to any overpayments. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
DO WE HAVE THE RIGHT TO ESTIMATE OTHER INCOME AMOUNTS? 
 
We have the right to estimate the amount of benefits you may be eligible to receive under 
Other Income Amounts, items 1, 2 and 3a.  We can reduce our monthly payment to you by 
this estimated amount if you: 
• have not been awarded such benefits but have not been denied such benefits; 
OR 
• have been denied such benefits and the denial is being appealed; 
OR 
• are reapplying for such benefits. 
 
We will not reduce our payments to you by these estimated amounts if you: 
• apply (or reapply) for benefits and appeal your denial through all of the administrative 


levels we believe are necessary; 
AND 
• sign our payment option form stating you promise to pay back to us any overpayment of 


benefits caused by an award. 
 
If we reduce our payment to you by an estimated amount: 
• then we will adjust our payments to you when you give us proof of the amount awarded; 
OR 
• we will give you a lump sum refund of the estimated amount if you were denied benefits 


and have completed all appeals (or reapplications) we believe are necessary. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT ARE NOT OTHER INCOME AMOUNTS? 
 
We will not subtract from our payments to you any amounts you receive from the following: 
 
• 401(k) plans 
• profit sharing plans 
• thrift plans 
• tax sheltered annuities 
• stock ownership plans 
• credit disability insurance 
• non-qualified plans of deferred compensation 
• pension plans for partners 
• military pension and military disability income plans 
• a retirement plan from another employer 
• individual retirement accounts (IRA) 
• informal salary continuation plan 
• benefits from individual disability plans 
 
WHAT HAPPENS IF YOU RECEIVE A COST OF LIVING INCREASE TO ANY OTHER INCOME 
AMOUNTS? 
 
Other than for increases in any income you earn or receive from any form of employment, 
once we have subtracted an other income amount from your gross disability payment, we 
will not further reduce our payment to you due to a cost of living increase in any other 
income amount. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL YOU RECEIVE A LIMITED NUMBER OF PAYMENTS FROM US FOR A 
DISABILITY? 
 
If your disability is caused or contributed to by mental illness or substance abuse, we will 
pay you a monthly payment for a maximum of 24 months in your lifetime.  We will not pay 
you a monthly payment beyond the maximum payment duration. 
 


Mental illness means disability caused or contributed to by psychiatric or 
psychological conditions, regardless of cause, and includes: 
• schizophrenia; 
• depression; 
• manic depressive or bipolar illness; 
• anxiety; 
• personality disorders; 
• adjustment disorders; 
• other conditions usually treated by a mental health provider or other qualified 


provider using psychotherapy, psychotropic drugs or other similar methods of 
treatment. 


 
Substance abuse means a pattern of pathological use of alcohol or other addictive 
drugs unless prescribed by a doctor and used by you as prescribed. 


 
This limitation does not apply to dementia, if due to: 
• stroke; 
• trauma; 
• viral infection; 
• Alzheimer's disease; 
• other such conditions not listed above which are not usually treated by a mental health 


provider using psychotherapy; psychotropic drugs or other similar methods of treatment. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? 
 
We will stop payments on the earliest of the following dates: 
• the date you are no longer disabled according to this plan; 
• the date you reach the end of the maximum payment duration; 
 


Maximum payment duration means the period of time during which we will send you 
a monthly payment.  Your maximum payment duration is based on your age when 
you become disabled and appears in the PLAN HIGHLIGHTS. 


 
• during the first 60 months of disability benefits, the date your current earnings exceed 


80% of your pre-disability earnings; after the first 60 months of disability benefits, the 
date your current earnings exceed 80% of your pre-disability earnings.  If your current 
earnings fluctuate, we may average your current earnings over a three (3) consecutive 
month period of time instead of stopping your payment on the date your current earnings 
reach the earnings limit; 


• the date you die; 
• the date you fail to provide proof of continuing disability; 
• the date you refuse to participate in an approved rehabilitation program; 
• the date you cease to be under the regular care of a doctor, or refuse to undergo, at our 


expense, an examination or testing by a doctor or vocational, rehabilitation, or health 
assessment testing when we require such examination or testing; 


• the date you refuse to receive medical treatment, including taking prescribed medicines, 
that your doctor has recommended and that is generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect; 


• the date you refuse to make a good faith effort to adhere to necessary wellness programs 
that your doctor has recommended and that are generally acknowledged by doctors to 
cure or improve the sickness or injury for which you are claiming benefits under the policy 
so as to reduce its disabling effect.  We will work with your treating doctor to determine 
the necessary wellness programs, if any, in accordance with generally accepted medical 
standards. 


 
We will give you 30 days prior written notice of our intent to apply this provision to 
terminate benefits.  During those 30 days you will have an opportunity to begin or resume 
reasonable efforts to adhere to the medically necessary Wellness Programs.  We will not 
terminate benefits if there is no reasonable basis for believing that you will be able to 
return to productive employment in your regular occupation or another gainful occupation 
on a full-time or part-time basis if you adhere to the recommended wellness programs. 


 
Wellness programs include, but are not limited to, appropriate programs for dietary 
and nutritional improvement, weight management, smoking cessation, abstention 
from the excessive or illegal use of alcohol or narcotics, regular participation in 
exercise activities, stress management, pain management, behavioral therapy, 
coaching, and the regular taking of prescribed medications. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHEN WILL OUR PAYMENTS TO YOU STOP? - continued 
 
• the date you refuse to try or attempt to work with the assistance of: 
 1. modifications made to your work environment, functional job elements or work 


schedule; or 
 2. adaptive equipment or devices, 


that a qualified doctor has indicated will accommodate the limiting factors of the sickness 
or injury for which you are claiming benefits under the policy and will enable you to 
perform the material and substantial duties of an occupation from which you must be 
considered disabled in order to receive disability benefits; 
 


• if you are considered to reside outside the United States or Puerto Rico.  You will be 
considered to reside outside the United States or Puerto Rico if you have been outside 
the United States or Puerto Rico for a total period of 6 months or more during any 12 
consecutive months of disability benefits. 
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SECTION 4:  LONG TERM DISABILITY BENEFIT SPECIFICS 
(continued) 


 
 
WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME DISABLED 
AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY? 
 
If you return to work and are no longer disabled, and the same sickness or injury causes your 
disability to occur again within six months of the date the prior disability ended, we will 
resume our monthly payments to you if you were continuously insured under the plan for 
the period of your temporary recovery.  You will not need to complete a new elimination 
period for this disability. 
 
Your current period of disability will be subject to the same terms of the plan that applied to 
your prior period of disability. 
 
If you become entitled to payments under any other group long term disability plan (including 
a plan with the employer that became effective after your disability began), you will not be 
eligible for payments under this plan. 
 
A disability due to other causes will be treated as a new disability and will be subject to all 
of the provisions of this plan. 
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SUMMARY OF THE CLAIM INFORMATION SECTION 5 
 
 
What will you find in this section? 
 
• notifying us of a claim 
• giving us proof of claim 
• filing a claim 
• information needed in the proof of claim 
• when payments to you begin 
• who we make payments to 
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SECTION 5:  CLAIM INFORMATION 
 
 
WHEN DO YOU NOTIFY US OF A CLAIM? 
 
You need to notify us in writing of your claim within 30 days prior to the end of the 
elimination period.  If you are not able to notify us within this time, then you need to notify 
us as soon as reasonably possible.  Notice includes a notice you give, or which is given on 
your behalf, to us, or to an authorized agent of ours. 
 
WHEN DO YOU NEED TO GIVE US PROOF OF YOUR CLAIM? 
 
Early proof of claim will allow us to make a timely claim decision.  You need to send to us 
written proof of your claim within the first 90 days after the elimination period ends.  If you 
are unable to give us proof of your claim within this time, then you must give us proof of 
your claim within the next 12 months.  If you do not have the legal capacity to make 
responsible decisions concerning yourself, then you may give us proof of your claim after 
this period. 
 
You must notify us immediately when you return to work in any capacity. 
 
HOW DO YOU FILE A CLAIM? 
 
You can get a claim form from the employer, or you may ask us for a form.  If you ask us 
for a claim form, but you do not receive the form from us within 15 days after asking for it, 
then you should send written proof of your claim to us without waiting for the form. 
 
You and the employer must fill out your claim form.  Once you and the employer have 
completed the claim form, give the claim form to the doctor providing you regular care for 
your sickness or injury causing disability.  The doctor must fill out the physician section of 
the form.  Send the completed form to us within the stated time frames. 
 
WHAT AUTHORITY DO WE HAVE IN DETERMINING YOUR ELIGIBILITY FOR BENEFITS? 
 
We have the discretionary authority to determine your eligibility for benefits and to construe 
the terms of the policy to make a benefits determination. 
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SECTION 5:  CLAIM INFORMATION 
(continued) 


 
 
WHAT INFORMATION DO YOU NEED TO INCLUDE IN YOUR PROOF OF CLAIM? 
 
Your proof of claim must include: 
• that you are under the regular care of a doctor; 
• the date your disability began; 
• the cause of your disability as determined by objective medical tests and examinations 


acceptable to the medical community; 
• the extent of your disability, including restrictions and limitations which prevent you from 


performing your regular occupation; 
• the name and address of all hospital(s) or institution(s) where you received treatment, 


including all doctors who provided regular care; 
• appropriate documentation of your earnings. 
 
We may request that you send proof of continuing disability indicating that you are under 
the regular care of a doctor, unless you provide us proof that future or continued treatment 
would serve no useful purpose for your disability.  We must receive this proof within 30 
days of the date we ask for it.  In some cases, we will require you to give us authorization 
to obtain additional medical and non-medical information as part of your proof of claim.  We 
may temporarily suspend our payments to you if you do not cooperate, or do not submit the 
appropriate information. 
 
WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS? 
 
Once we approve your claim, you will begin to receive payments after you complete the 
elimination period.  We will send you a payment for any period for which we are liable.  If 
the policy or a plan is canceled, the cancellation will not affect a payable claim. 
 
WHO DO WE MAKE PAYMENTS TO? 
 
We will make all payments to you. 
 
WHAT HAPPENS IF WE OVERPAY YOUR CLAIM? 
 
We have the right to recover overpayments due to: 
• fraud; 
• an error we make in processing your claim; 
• your receipt of other income amounts. 
 
If we determine that we overpaid your claim, then we require you repay us in full.  We will 
determine the method by which you will repay us.  We reserve the right to apply our future 
payments to you toward overpayments.  We have the right to recover overpayments from 
your eligible survivors or estate.  We will not recover more money from you than the amount 
we paid to you. 
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SUMMARY OF THE ADDITIONS TO YOUR LTD PLAN SECTION 6 
 
 
What will you find in this section? 
 
Other services and additional benefits are explained in this section and may be applicable to 
your plan. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


WORKPLACE MODIFICATION BENEFIT 
 
 
If you are disabled and are receiving a payment from us, an additional workplace modification 
benefit may be payable to the employer for your benefit.  We will reimburse the employer 
for up to 100% of reasonable costs the employer incurs through modifications to the 
workplace to accommodate your return to work, and to assist you in remaining at work. 
 
• The amount we pay will not exceed a maximum of $10,000 for any one employee; 
 
To qualify for this reimbursement, you must have: 
 
• a disability preventing you from performing some or all of the material and substantial 


duties of your regular occupation; 
• the physical and mental abilities needed to perform some or all of the material and 


substantial duties of your regular or a gainful occupation, but only with the assistance of 
the proposed workplace modification; 


AND 
• the reasonable expectation of returning to active employment and remaining in active 


employment with the assistance of the proposed workplace modification. 
 
The employer must give us a written proposal on the proposed workplace modification.  This 
proposal must include: 
 
• input from the employer, you and your doctor; 
• the purpose of the proposed workplace modification; 
• the expected completion date of the workplace modification; 
• the cost of the workplace modification. 
 
Any proposal is subject to our approval and the approval of the employer and you prior to 
any reimbursement being paid.  We will reimburse the costs of the workplace modification 
when we: 
 
• approve the proposal in writing 
• receive proof from the employer that the workplace modification is complete 
• receive proof of the costs incurred by the employer for the workplace modification. 
 
At our option, we may pay this amount directly to you, as long as we are given proof that 
the amount we pay will be used to assist the employer in making reasonable workplace 
modifications for you. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


VOCATIONAL REHABILITATION 
 
 
If you are disabled and receiving a payment from us, you may be required to participate in 
vocational rehabilitation services.  These services may include vocational testing and training, 
job modifications, job placement, or other services we find reasonably needed to assist you 
in returning to active employment either full-time or part-time. 
 
We will determine the extent to which these services may be provided.  We will pay for 
these services with the service provider(s), unless we agree to other arrangements.  
 
Our decision to offer these services will be based on: 
• your education, training and experience 
• your transferable skills 
• your physical and mental abilities 
• your motivation to return to active employment 
• the labor force demand for workers in the proposed occupation in your demographic area 
• our expected liability for your long term disability claim. 
 
To qualify for these services, you must: 
• have a disability which prevents you from performing some or all of the material and 


substantial duties of your regular occupation 
• lack the skills, training, or experience you would need to perform another gainful 


occupation 
• possess the physical and mental abilities you need to complete a rehabilitation program 
• be reasonably expected to return to active employment with the assistance of these 


services. 
 
A vocational rehabilitation program proposal may be made by either us, your doctor or 
yourself.  We will prepare a written program with the input of you, your doctor, your current 
employer and/or your prospective employer.  Once your doctor and we approve a program, 
you will be provided services according to the written program. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


VOCATIONAL REHABILITATION (continued) 
 
 
The written program will describe: 
• the goals of the program 
• what our responsibilities are 
• what your responsibilities are 
• what responsibilities are of any third party(ies) associated with this program 
• the expected dates of the services 
• the expected costs of the services  
• the expected duration of the program 
 
We reserve the right to make the final decision concerning your eligibility to take part in this 
program, and the amount of any services you will be provided. 
If your doctor approves the rehabilitation program we have designed for you, and you do not 
complete your responsibilities under the program, then we may discontinue our payments to 
you under this plan unless there is good cause. 
 


Good cause means documented physical or mental impairments, which leave you 
unable to take part in or complete the agreed upon program.  It can also mean that 
you are involved in: 
• medical treatment which prevents or interferes with your taking part in or 


completing the program 
• some other vocational rehabilitation program which conflicts with your taking part 


in or completing the program we developed, and is reasonably expected to return 
you to active employment. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


SOCIAL SECURITY ASSISTANCE 
 
 
HOW CAN WE ASSIST YOU WITH OBTAINING SOCIAL SECURITY DISABILITY BENEFITS? 
 
If you are receiving a payment from us, we can provide advice to you regarding your claim 
and assist you with your application for Social Security disability benefits or an appeal. 
 
If you receive Social Security benefits this may enable you to receive Medicare after 24 
months of disability payments, protect your retirement benefits, and your family may be 
eligible for Social Security benefits. 
 
We can assist you in obtaining Social Security disability benefits by: 
• helping you find appropriate legal representation or other assistance; 
AND 
• obtaining medical and vocational evidence; 
AND 
• reimbursing pre-approved case management expenses. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


LUMP SUM SURVIVOR BENEFIT 
 
 
WHAT BENEFITS MAY BE PAYABLE TO YOUR SURVIVOR IF YOU DIE? 
 
If we receive proof of your death: 
• after you have been disabled for at least 180 consecutive days 
AND 
• while you were receiving a monthly payment from us 
we will pay a one-time lump sum benefit to your eligible survivor.  This benefit will be equal 
to 3 times your last gross monthly benefit payment.  We will first apply this benefit to any 
overpayment which may exist on your claim. 
 


Gross monthly benefit means the benefit amount before any reductions for other 
income benefits and earnings. 


 
WHO ARE YOUR ELIGIBLE SURVIVORS? 
 
Your *spouse, if living, otherwise your children who are under age 25.  If you do not have 
any eligible survivors, payment will be made to your estate.  If there is no estate, then no 
payment will be made.  
 
Payments becoming due to your children will be made to: 
• the children 
OR 
• a person we name to receive payments on behalf of your children. 
 
This payment will be valid and effective against all claims by others representing or claiming 
to represent your children. 
 
*Spouse means your spouse who is not legally separated or divorced from you.  Spouse will 
include your domestic partner, provided you have executed a domestic partner affidavit 
satisfactory to us, establishing that you and your partner are domestic partners for purposes 
of the policy you will continue to be considered domestic partners provided you continue to 
meet the requirements described in the domestic partner affidavit. 
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SECTION 6:  ADDITIONS TO YOUR LTD PLAN 
 


DEPENDENT CARE BENEFIT 
 
 
If you are Disabled and: 
 
1. Are receiving a LTD benefit under the policy; 
2. Are participating in a rehabilitation plan approved by us; 
3. Have a dependent who requires dependent care; and 
4. Dependent care for your dependent is provided by someone other than a relative; 
 
then you may be eligible to receive a monthly Dependent Care Benefit. 
 
The amount of the Dependent Care Benefit will be actual Dependent Care Expenses incurred 
each month, subject to a maximum of $300. 
 
Dependent Care Benefits are payable in addition to your LTD Benefit. 
 
Dependent Care Benefits will stop at the earliest of: 
 
1. The date your LTD benefit terminates; 
2. The date you no longer have an eligible dependent; 
3. The date you are no longer participating in a rehabilitation plan approved by us; 
4. The date you are no longer incurring dependent care expenses for your dependent; or 
5. The date on which you have received Dependent Care Benefit payments for 12 months. 
 


Dependent means a family member who is financially dependent on you and 
physically or mentally incapable of caring for him or herself.  A child under 13 is 
presumed to be physically or mentally incapable of caring for him or herself. 


 
Family member means your child, parent, grandparent, grandchild, sister, or brother 
related to you by blood, adoption, or marriage. 


 
Relative means a *spouse, sibling, parent, step-parent, grandparent, aunt, uncle, 
niece, nephew, son, daughter, or grandchild. 


 
Dependent care means active, hands-on help and assistance that is required from 
another person to perform functions which are essential to your dependent’s safety 
and well-being. 


 
Dependent care expenses means the expenses you pay for your dependents for 
dependent care. 


 
*Spouse means your spouse who is not legally separated or divorced from you.  Spouse will 
include your domestic partner, provided you have executed a domestic partner affidavit 
satisfactory to us, establishing that you and your partner are domestic partners for purposes 
of the policy you will continue to be considered domestic partners provided you continue to 
meet the requirements described in the domestic partner affidavit. 
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ALOHA AIR CARGO FLEXIBLE BENEFITS PLAN 
 


INTRODUCTION 
 


We have amended the "Flexible Benefits Plan" that we previously established for you and other eligible employees. Under 
this Plan, you will be able to choose among certain benefits that we make available. The benefits that you may choose are 
outlined in this Summary Plan Description. We will also tell you about other important information concerning the amended 
Plan, such as the rules you must satisfy before you can join and the laws that protect your rights. 
 


One of the most important features of our 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 our 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. 
 


Read this Summary Plan Description carefully so that you understand the provisions of our amended Plan and the 
benefits you will receive. This SPD describes the Plan's benefits and obligations as contained in the legal Plan document, 
which governs the operation of the Plan. The Plan document is written in much more technical and precise language. If the 
non-technical language in this SPD and the technical, legal language of the Plan document conflict, the Plan document always 
governs. 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. If you wish to receive a copy of the legal Plan document, please contact the 
Administrator. 
 


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 (IRS) or other federal agencies. We may also amend or terminate this Plan. If the provisions of the Plan that 
are described in this SPD change, we will notify you. 
 


We have attempted to answer most of the questions you may have regarding your benefits in the Plan. If this SPD does 
not answer all of your questions, please contact the Administrator (or other plan representative). The name and address of the 
Administrator can be found in the Article of this SPD entitled "General Information About the Plan." 
 


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 "Participant"), there are certain 
rules which you must satisfy. First, you must meet the eligibility requirements and be an active employee. After that, the next 
step is to actually join the Plan on the "entry date" that we have established for all employees. The "entry date" is defined in 
Question 3 below. You will also be required to complete certain application forms before you can enroll in the Health Care 
Flexible Spending Arrangement or Day Care Flexible Spending Arrangement. 
 
2. What are the eligibility requirements for our 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. 
 
3. When is my entry date?  
 


You can join the Plan on the same day you can enter our group medical plan. 
 
4. Are there any employees who are not eligible?  
 


Yes, there are certain employees who are not eligible to join the Plan. They are: 
 


-- Employees who are considered "2-percent shareholders" under the Federal tax law. "2-percent shareholders" are 
treated as "self-employed individuals" and therefore are not eligible to participate. 


 
5. What must I do to enroll in the Plan?  
 


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 the benefits you have elected. 
 


However, if you are already covered under any of the insured benefits, you will automatically participate in this Plan to the 
extent of your premiums unless you elect not to participate in this Plan. 
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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. 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. (See 
the Article entitled "General Information About Our Plan" for the definition of "Plan Year.") 
 


III 
CONTRIBUTIONS 


 
1. How much of my pay may the Employer redirect?  
 


Each year, we will automatically contribute on your behalf enough of your compensation to pay for the insurance coverage 
provided 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. 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. 
 
3. 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. 
 
4. 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 Administrator and applied uniformly to all Participants. It will normally be a period of time prior to the beginning of each 
Plan Year. The Administrator will inform you each year about the election period. (See the Article entitled "General Information 
About Our Plan" for the definition of Plan Year.) 
 
5. 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 "change in 
status" 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  


 
-- 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. 
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In addition, if you are participating in the Day Care Flexible Spending Arrangement, then there is a change in status if your 
dependent no longer meets the qualifications to be eligible for Day Care. 
 


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 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 spouse's, former spouse's or dependent's employer. 
 


These rules on change due to cost or coverage do not apply to the Health Care Flexible Spending Arrangement, and you 
may not change your election to the Health Care Flexible Spending Arrangement if you make a change due to cost or 
coverage for insurance. 
 


You may not change your election under the Day Care Flexible Spending Arrangement if the cost change is imposed by a 
Day Care provider who is your relative. 
 
6. 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, we will assume you want your elections for insured benefits only to 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. 
 


IV 
BENEFITS 


 
1. What benefits are offered under the Plan?  
 


Under our Plan, you can pay for the following benefits or expenses during the year: 
 
2. Health Care Flexible Spending Arrangement  
 


The Health Care Flexible Spending Arrangement enables you to pay for expenses allowed under Sections 105 and 213(d) 
of the Internal Revenue Code which are not covered by our insured medical plan and save taxes at the same time. The Health 
Care Flexible Spending Arrangement allows you to be reimbursed by the Employer for expenses incurred by you and your 
dependents. 
 


Drug costs, including insulin, may be reimbursed. 
 


You may be reimbursed for "over the counter" 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 Administrator. 
 


The most that you can contribute to your Health Care Flexible Spending Arrangement each Plan Year is $2,550.  The 
dollar limit may increase for cost of living adjustments.  In addition, you will be eligible to carryover amounts left in your Health 
Care Flexible Spending Arrangement, up to $500. This means that amounts you do not use during a Plan Year can be carried 
over to the next Plan Year and used for expenses incurred in the next Plan Year. 
 


In order to be reimbursed for a health care expense, you must submit to the Administrator an itemized bill from the service 
provider. We will also provide you with a debit or credit card to use to pay for medical expenses. The 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 fund shall be paid at least once a month. Expenses under this Plan are treated as being 
"incurred" 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. 
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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. If a child gains or regains 
eligibility due to these new rules, that qualifies as a change in status to change coverage. 
 


Newborns' and Mothers' Health Protection Act: Group health plans generally may not, under Federal law, restrict benefits 
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a 
vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not prohibit the 
mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her newborn earlier 
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider 
obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 
 


Women's Health and Cancer Rights Act: This plan, as required by the Women's Health and Cancer Rights Act of 1998, 
will reimburse up to plan limits for benefits for mastectomy-related services including reconstruction and surgery to achieve 
symmetry between the breasts, prostheses, and complications resulting from a mastectomy (including lymphedema). Contact 
your Plan Administrator for more information. 
 
3. Day Care Flexible Spending Arrangement  
 


The Day Care Flexible Spending Arrangement enables you to pay for out-of-pocket, work-related dependent day-care 
cost 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 employees can also use the account. 
 


An eligible dependent is someone for whom you can claim expenses on Federal Income Tax Form 2441 "Credit for Child 
and Day Care Expenses." Children must be under age 13. Other dependents must be physically or mentally unable to care for 
themselves. Day 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 "Individual" who provides care inside or outside your home: The "Individual" 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 Day Care expenses you are currently paying for qualify under our Plan. 


 
The law places limits on the amount of money that can be paid to you in a calendar year from your Day Care Flexible 


Spending Arrangement. 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 spouse's 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 Day 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 Day Care Flexible Spending Arrangement under our Plan. Ask your tax adviser which is better for you. 
 
4. Premium Conversion Benefit  
 


A Premium Conversion Benefit allows you to use tax-free dollars to pay for certain premiums under various insurance 
programs that we offer you. These premiums include: 
 


-- Health care premiums under our insured group medical plan. 
 


-- Dental insurance premiums. 
 


-- Vision insurance premiums. 
 


Under our Plan, we will establish sub-accounts for you for each different type of insurance coverage that is available. 
Also, certain limits on the amount of coverage may apply. 
 


The Administrator may terminate or modify Plan benefits at any time, subject to the provisions of any insurance contracts 
providing benefits described above. We will not be liable to you if an insurance company fails to provide any of the benefits 
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described above. Also, your insurance will end when you leave employment, are no longer eligible under the terms of any 
insurance policies, or when insurance terminates. 
 


Any benefits to be provided by insurance will be provided only after (1) you have provided the 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. 
 


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 "incurred" when the service is performed, not necessarily when it is paid for. The Administrator will 
provide you with acceptable forms 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. Requests for payment of insured benefits should be made directly to the insurer. You will only 
be reimbursed from the Day Care Flexible Spending Arrangement to the extent that there are sufficient funds in the Account to 
cover your request. 
 
2. What happens if I don't spend all Plan contributions during the Plan Year?  
 


Any monies left at the end of the Plan Year will be forfeited. 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 Care Flexible Spending Arrangement, you must submit claims no later than 90 days after the end of the Plan Year. 
For the Day Care Flexible Spending Arrangement, 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 Care Flexible Spending Arrangement. 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 Care Flexible Spending Arrangement, 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 Care Flexible Spending Arrangement 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 "catch up" your 
payments when you return. 
 
4. Uniformed Services Employment and Reemployment Rights Act (USERRA)  
 


If you are going into or returning from military service, you may have special rights to health care coverage under your Health 
Care Flexible Spending Arrangement under the Uniformed Services Employment and Reemployment Rights Act of 1994. These 
rights can include extended health care coverage. If you may be affected by this law, ask your Administrator for further details. 
 
5. What happens if I terminate employment?  
 


If you terminate employment 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 of employment. 


 
(b) You will still be able to request reimbursement for qualifying Day Care expenses incurred  during the remainder of the 
Plan Year from the balance remaining in your Day Care account at the time of termination of employment. However, no 
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further salary redirection contributions will be made on your behalf after you terminate. You must submit claims within 90 
days after the end of the Plan Year in which termination occurs. 


 
(c) For health benefit coverage and Health Care Flexible Spending Arrangement coverage on termination of 
employment, please see the Article entitled "Continuation Coverage Rights Under COBRA." Upon your termination of 
employment, your participation in the Health Care Flexible Spending Arrangement will cease, and no further salary 
redirection contributions will be contributed on your behalf. However, you will be able to submit claims for health care 
expenses that were incurred before the end of the period for which payments to the Health Care Flexible Spending 
Arrangement have already been made. Your further participation will be governed by "Continuation Coverage Rights 
Under COBRA." 


 
6. Will my Social Security benefits be affected?  
 


Your Social Security benefits may be slightly reduced because when you receive tax-free benefits under our 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 EMPLOYEES 


 
1. Do limitations apply to highly compensated employees?  
 


Under the Internal Revenue Code, highly compensated employees and key employees generally are Participants who are 
officers, shareholders or highly paid. You will be notified by the Administrator each Plan Year whether you are a highly 
compensated employee or a key employee. 
 


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 employees if they as a group receive more than 25% of all of the nontaxable 
benefits provided for under our Plan. 
 


Plan experience will dictate whether contribution limitations on highly compensated employees or key employees will 
apply. You will be notified of these limitations if you are affected. 
 


VII 
PLAN ACCOUNTING 


 
1. Periodic Statements  
 


The 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 
GENERAL INFORMATION ABOUT OUR PLAN 


 
This Section contains certain general information which you may need to know about the Plan. 


 
1. General Plan Information  
 


Aloha Air Cargo Flexible Benefits Plan is the name of the Plan. 
 


Your Employer has assigned Plan Number 504 to your Plan. 
 


The provisions of your amended Plan become effective on January 1, 2015. Your Plan was originally effective on January 
1, 2012. 
 


Your Plan's records are maintained on a twelve-month period of time. This is known as the Plan Year. The Plan Year 
begins on January 1 and ends on December 31. 
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2. Employer Information  
 


Your Employer's name, address, and identification number are: 
 


Aloha Air Cargo 
590 B Paiea Street 
Honolulu, Hawaii 96819 
26-2435846 


 
3. Plan Administrator Information  
 


The name, address and business telephone number of your Plan's Administrator are: 
 


Aloha Air Cargo 
590 B Paiea Street 
Honolulu, Hawaii 96819 
(808) 836-5210 


 
The Administrator keeps the records for the Plan and is responsible for the administration of the Plan. The Administrator 


will also answer any questions you may have about our Plan. You may contact the Administrator for any further information 
about the Plan. 
 
4. Service of Legal Process  
 


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


Aloha Air Cargo 
590 B Paiea Street 
Honolulu, Hawaii 96819 


 
5. Type of Administration  
 


The type of Administration is Employer Administration. 
 
6. Claims Submission  
 


Claims for expenses should be submitted to: 
 


Flex-Plan Services, Inc. 
PO Box 53250 
Bellevue, Washington 98015 


 
IX 


ADDITIONAL PLAN INFORMATION 
 
1. Your Rights Under ERISA  
 


Plan Participants, eligible employees and all other employees of the Employer may be entitled to certain rights and 
protections under the Employee Retirement Income Security Act of 1974 (ERISA) and the Internal Revenue Code. These laws 
provide that Participants, eligible employees and all other employees are entitled to: 
 


(a) examine, without charge, at the Administrator's office, all Plan documents, including insurance contracts, collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. 
Department of Labor, and available at the Public Disclosure Room of the Employee Benefits Security Administration; 


 
(b) obtain copies of all Plan documents and other Plan information upon written request to the Administrator. The 
Administrator may charge a reasonable fee for the copies; 


 
(c) continue health coverage for a Participant, Spouse, or other dependents if there is a loss of coverage under the Plan 
as a result of a qualifying event. Employees or dependents may have to pay for such coverage; and 


 
(d) review this summary plan description and the documents governing the plan on the rules governing COBRA 
continuation rights. 


 
In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible for the 


operation of an employee benefit plan. The people who operate your Plan, called "fiduciaries" of the Plan, have a duty to do so 
prudently and in the best interest of you and other Plan Participants. 
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No one, including your employer or any other person, may fire you or otherwise discriminate against you in any way to 


prevent you from obtaining a benefit or exercising your rights under ERISA. 
 


If your claim for a 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. 
 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. 
In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a medical child support 
order, you may file suit in Federal court. 
 


Under ERISA there are steps you can take to enforce the above rights. For instance, if you request materials from the 
Plan and do not receive them within thirty (30) days, you may file suit in a Federal court. In such a case, the court may request 
the 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. 
 


If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your 
rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will 
decide who should pay court costs and legal fees. If you are successful, the court may order the person you have sued to pay 
these costs and fees. If you lose, the court may order you to pay these costs and fees; for example, if it finds your claim is 
frivolous. 
 


If you have any questions about the Plan, you should contact the Administrator. If you have any questions about this 
statement, or about your rights under ERISA or the Health Insurance Portability and Accountability Act (HIPAA) or if you need 
assistance in obtaining documents from the Administrator, you should contact either the nearest Regional or District Office of 
the U.S. Department of Labor's Employee Benefits Security Administration (EBSA) or visit the EBSA website at 
www.dol.gov/ebsa/. (Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA's 
website.) You may also obtain certain publications about your rights and responsibilities under ERISA by calling the 
publications hotline of the Employee Benefits Security Administration. 
 
2. Claims Process  
 


You should submit all reimbursement claims during the Plan Year. For the Health Care Flexible Spending Arrangement, 
you must submit claims no later than 90 days after the end of the Plan Year. For the Day Care Flexible Spending 
Arrangement, 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 will be handled in accordance with procedures contained in the insurance policies. All other 
general requests should be directed to the Administrator of our Plan. If a Claim under the Plan is denied in whole or in part, 
you 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. . 
 


A level one appeal must be submitted within 180 days of receipt of the denial. Any such request should be accompanied 
by documents or records in support of your appeal. You may review pertinent documents and submit issues and comments in 
writing. The claims administrator will review the claim and provide, within 30 days, a written response to the appeal ( extended 
by reasonable time if necessary). In this response, the claims administrator will explain the reason for the decision, with 
specific reference to the provisions of the Plan on which the decision is based. If you disagree with the level one appeal 
decision you may submit a request for a level two appeal to be determined by the Employer. You must submit a request for a 
level two appeal within 60 days of receipt of the level one notice. You will be notified within 30 days after the Employer 
receives the appeal (extended by reasonable time if necessary). The Employer has the exclusive right to interpret the 
appropriate plan provisions. Decisions of the Employer are conclusive and binding. 
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In the case of a claim under Flexible Spending Arrangement, the following timetable for claims applies: 
 
 Notification of whether claim is accepted or denied: 30 days 
 
 Extension due to matters beyond the control of the Plan: 15 days 
 
 Denial or insufficient information on the claim: 
 
  Notification of: 15 days 
 
  Response by Participant: 45 days 
 
  Review of claim denial: 30 days 
 
 
You must file your appeal by submitting a written request by email, fax, or mail. Indicate either level one or level two appeal on 
the email, fax, or letter. 
 
Email: claims@flex-plan.com 
 
Fax: 425-451-7002 or 866-535-9227 
 
Mail: Flex-Plan Services, Inc. PO Box 53250 Bellevue, WA 98015 


 
 


The Plan Administrator will provide written or electronic notification of any claim denial. The notice will state: 
 


(a) The specific reason or reasons for the denial; 
 


(b) Reference to the specific Plan provisions on which the denial was based; 
 


(c) A description of any additional material or information necessary for the claimant to perfect the claim and an 
explanation of why such material or information is necessary; 


 
(d) A description of the Plan's review procedures and the time limits applicable to such procedures. This will include a 
statement of your right to bring a civil action under section 502 of ERISA following a denial on review; 


 
(e) A statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records, and other information relevant to the claim; and 


 
(f) If the denial was based on an internal rule, guideline, protocol, or other similar criterion, the specific rule, guideline, 
protocol, or criterion will be provided free of charge. If this is not practical, a statement will be included that such a rule, 
guideline, protocol, or criterion was relied upon in making the denial and a copy will be provided free of charge to the 
claimant upon request. 


 
When you receive a denial, you will have 180 days following receipt of the notification in which to appeal the decision. You 


may submit written comments, documents, records, and other information relating to the claim. If you request, you will be 
provided, free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the 
claim. 
 


The period of time within which a denial on review is required to be made will begin at the time an appeal is filed in 
accordance with the procedures of the Plan. This timing is without regard to whether all the necessary information 
accompanies the filing. 
 


A document, record, or other information shall be considered relevant to a claim if it: 
 


(a) was relied upon in making the claim determination; 
 


(b) was submitted, considered, or generated in the course of making the claim determination, without regard to whether it 
was relied upon in making the claim determination; 


 
(c) demonstrated compliance with the administrative processes and safeguards designed to ensure and to verify that 
claim determinations are made in accordance with Plan documents and Plan provisions have been applied consistently 
with respect to all claimants; or 


 
(d) constituted a statement of policy or guidance with respect to the Plan concerning the denied claim. 
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The review will take into account all comments, documents, records, and other information submitted by the claimant 
relating to the claim, without regard to whether such information was submitted or considered in the initial claim determination. 
The review will not afford deference to the initial denial and will be conducted by a fiduciary of the Plan who is neither the 
individual who made the adverse determination nor a subordinate of that individual. 
 
3. Qualified Medical Child Support Order  
 


A medical child support order is a judgment, decree or order (including approval of a property settlement) made under 
state law that provides for child support or health coverage for the child of a participant. The child becomes an "alternate 
recipient" and can receive benefits under the health plans of the Employer, if the order is determined to be "qualified." You 
may obtain, without charge, a copy of the procedures governing the determination of qualified medical child support orders 
from the Plan Administrator. 
 


X 
CONTINUATION COVERAGE RIGHTS UNDER COBRA 


 
Under federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), certain employees and their 


families covered under health benefits under this Plan will be entitled to the opportunity to elect a temporary extension of 
health coverage (called "COBRA continuation coverage") where coverage under the Plan would otherwise end. This notice is 
intended to inform Plan Participants and beneficiaries, in summary fashion, of their rights and obligations under the 
continuation coverage provisions of COBRA, as amended and reflected in final and proposed regulations published by the 
Department of the Treasury. This notice is intended to reflect the law and does not grant or take away any rights under the 
law. 
 


The Plan Administrator or its designee is responsible for administering COBRA continuation coverage. Complete 
instructions on COBRA, as well as election forms and other information, will be provided by the Plan Administrator or its 
designee to Plan Participants who become Qualified Beneficiaries under COBRA. While the Plan itself is not a group health 
plan, it does provide health benefits. Whenever "Plan" is used in this section, it means any of the health benefits under this 
Plan including the Health Care Flexible Spending Arrangement. 
 
1. What is COBRA continuation coverage?  
 


COBRA continuation coverage is the temporary extension of group health plan coverage that must be offered to certain 
Plan Participants and their eligible family members (called "Qualified Beneficiaries") at group rates. The right to COBRA 
continuation coverage is triggered by the occurrence of a life event that results in the loss of coverage under the terms of the 
Plan (the "Qualifying Event"). The coverage must be identical to the coverage that the Qualified Beneficiary had immediately 
before the Qualifying Event, or if the coverage has been changed, the coverage must be identical to the coverage provided to 
similarly situated active employees who have not experienced a Qualifying Event (in other words, similarly situated 
non-COBRA beneficiaries). 
 
2. Who can become a Qualified Beneficiary?  
 


In general, a Qualified Beneficiary can be: 
 


(a) Any individual who, on the day before a Qualifying Event, is covered under a Plan by virtue of being on that day either 
a covered Employee, the Spouse of a covered Employee, or a Dependent child of a covered Employee. If, however, an 
individual who otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under the Plan under 
circumstances in which the denial or failure to offer constitutes a violation of applicable law, then the individual will be 
considered to have had the coverage and will be considered a Qualified Beneficiary if that individual experiences a 
Qualifying Event. 


 
(b) Any child who is born to or placed for adoption with a covered Employee during a period of COBRA continuation 
coverage, and any individual who is covered by the Plan as an alternate recipient under a qualified medical support order. 
If, however, an individual who otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under the 
Plan under circumstances in which the denial or failure to offer constitutes a violation of applicable law, then the individual 
will be considered to have had the coverage and will be considered a Qualified Beneficiary if that individual experiences a 
Qualifying Event. 


 
The term "covered Employee" includes any individual who is provided coverage under the Plan due to his or her 


performance of services for the employer sponsoring the Plan. However, this provision does not establish eligibility of these 
individuals. Eligibility for Plan coverage shall be determined in accordance with Plan Eligibility provisions. 
 


An individual is not a Qualified Beneficiary if the individual's status as a covered Employee is attributable to a period in 
which the individual was a nonresident alien who received from the individual's Employer no earned income that constituted 
income from sources within the United States. If, on account of the preceding reason, an individual is not a Qualified 
Beneficiary, then a Spouse or Dependent child of the individual will also not be considered a Qualified Beneficiary by virtue of 
the relationship to the individual. A domestic partner is not a Qualified Beneficiary. 
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Each Qualified Beneficiary (including a child who is born to or placed for adoption with a covered Employee during a 


period of COBRA continuation coverage) must be offered the opportunity to make an independent election to receive COBRA 
continuation coverage. 
 
3. What is a Qualifying Event?  
 


A Qualifying Event is any of the following if the Plan provided that the Plan participant would lose coverage (i.e., cease to 
be covered under the same terms and conditions as in effect immediately before the Qualifying Event) in the absence of 
COBRA continuation coverage: 
 


(a) The death of a covered Employee. 
 


(b) The termination (other than by reason of the Employee's gross misconduct), or reduction of hours, of a covered 
Employee's employment. 


 
(c) The divorce or legal separation of a covered Employee from the Employee's Spouse. If the Employee reduces or 
eliminates the Employee's Spouse's Plan coverage in anticipation of a divorce or legal separation, and a divorce or legal 
separation later occurs, then the divorce or legal separation may be considered a Qualifying Event even though the 
Spouse's coverage was reduced or eliminated before the divorce or legal separation. 


 
(d) A covered Employee's enrollment in any part of the Medicare program. 


 
(e) A Dependent child's ceasing to satisfy the Plan's requirements for a Dependent child (for example, attainment of the 
maximum age for dependency under the Plan). 


 
If the Qualifying Event causes the covered Employee, or the covered Spouse or a Dependent child of the covered 


Employee, to cease to be covered under the Plan under the same terms and conditions as in effect immediately before the 
Qualifying Event, the persons losing such coverage become Qualified Beneficiaries under COBRA if all the other conditions of 
COBRA are also met. For example, any increase in contribution that must be paid by a covered Employee, or the Spouse, or a 
Dependent child of the covered Employee, for coverage under the Plan that results from the occurrence of one of the events 
listed above is a loss of coverage. 
 


The taking of leave under the Family and Medical Leave Act of 1993 ("FMLA") does not constitute a Qualifying Event. A 
Qualifying Event will occur, however, if an Employee does not return to employment at the end of the FMLA leave and all other 
COBRA continuation coverage conditions are present. If a Qualifying Event occurs, it occurs on the last day of FMLA leave 
and the applicable maximum coverage period is measured from this date (unless coverage is lost at a later date and the Plan 
provides for the extension of the required periods, in which case the maximum coverage date is measured from the date when 
the coverage is lost.) Note that the covered Employee and family members will be entitled to COBRA continuation coverage 
even if they failed to pay the employee portion of premiums for coverage under the Plan during the FMLA leave. 
 
4. What factors should be considered when determining to elect COBRA continuation coverage?  
 


You should take into account that a failure to continue your group health coverage will affect your rights under federal law. 
First, you can lose the right to avoid having pre-existing condition exclusions applied by other group health plans if there is 
more than a 63-day gap in health coverage and election of COBRA continuation coverage may help you avoid such a gap. 
(These pre-existing condition exclusions will only apply during Plan Years that begin before January 1, 2014.) Second, if you 
do not elect COBRA continuation coverage and pay the appropriate premiums for the maximum time available to you, you will 
lose the right to convert to an individual health insurance policy, which does not impose such pre-existing condition exclusions. 
Finally, you should take into account that you have special enrollment rights under federal law (HIPAA). You have the right to 
request special enrollment in another group health plan for which you are otherwise eligible (such as a plan sponsored by your 
Spouse's employer) within 30 days after Plan coverage ends due to a Qualifying Event listed above. You will also have the 
same special right at the end of COBRA continuation coverage if you get COBRA continuation coverage for the maximum time 
available to you. 
 
5. What is the procedure for obtaining COBRA continuation coverage?  
 


The Plan has conditioned the availability of COBRA continuation coverage upon the timely election of such coverage. An 
election is timely if it is made during the election period. 
 
6. What is the election period and how long must it last?  
 


The election period is the time period within which the Qualified Beneficiary must elect COBRA continuation coverage 
under the Plan. The election period must begin no later than the date the Qualified Beneficiary would lose coverage on 
account of the Qualifying Event and ends 60 days after the later of the date the Qualified Beneficiary would lose coverage on 
account of the Qualifying Event or the date notice is provided to the Qualified Beneficiary of her or his right to elect COBRA 


 
11 


03/15 







continuation coverage. If coverage is not elected within the 60 day period, all rights to elect COBRA continuation coverage are 
forfeited. 
 


Note: If a covered Employee who has been terminated or experienced a reduction of hours qualifies for a trade 
readjustment allowance or alternative trade adjustment assistance under a federal law called the Trade Act of 2002, and the 
employee and his or her covered dependents have not elected COBRA coverage within the normal election period, a second 
opportunity to elect COBRA coverage will be made available for themselves and certain family members, but only within a 
limited period of 60 days or less and only during the six months immediately after their group health plan coverage ended. Any 
person who qualifies or thinks that he or she and/or his or her family members may qualify for assistance under this special 
provision should contact the Plan Administrator or its designee for further information. 
 


The Trade Act of 2002 also created a tax credit for certain TAA-eligible individuals and for certain retired employees who 
are receiving pension payments from the Pension Benefit Guaranty Corporation (PBGC) (eligible individuals). Under the new 
tax provisions, eligible individuals can either take a tax credit or get advance payment of a part of the premiums paid for 
qualified health insurance, including continuation coverage. If you have questions about these new tax provisions, you may 
call the Health Coverage Tax Credit Consumer Contact Center toll-free at 1-866-628-4282. TTD/TTY callers may call toll-free 
at 1-866-626-4282. More information about the Trade Act is also available at www.doleta.gov/tradeact. 
 
7. Is a covered Employee or Qualified Beneficiary responsible for informing the Plan Administrator of the 
occurrence of a Qualifying Event?  
 


The Plan will offer COBRA continuation coverage to Qualified Beneficiaries only after the Plan Administrator or its 
designee has been timely notified that a Qualifying Event has occurred. The Employer (if the Employer is not the Plan 
Administrator) will notify the Plan Administrator or its designee of the Qualifying Event within 30 days following the date 
coverage ends when the Qualifying Event is: 
 


(a) the end of employment or reduction of hours of employment, 
 


(b) death of the employee, 
 


(c) commencement of a proceeding in bankruptcy with respect to the Employer, or 
 


(d) entitlement of the employee to any part of Medicare. 
 


IMPORTANT: 
 


For the 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 or someone on your behalf must notify the Plan 
Administrator or its designee in writing within 60 days after the Qualifying Event occurs, using the procedures 
specified below. If these procedures are not followed or if the notice is not provided in writing to the Plan 
Administrator or its designee during the 60-day notice period, any spouse or dependent child who loses coverage 
will not be offered the option to elect continuation coverage. You must send this notice to the Plan Administrator or 
its designee. 
 


NOTICE PROCEDURES: 
 


Any notice that you provide must be in writing. Oral notice, including notice by telephone, is not acceptable. You must 
mail, fax or hand-deliver your notice to the person, department or firm listed below, at the following address: 
 


Aloha Air Cargo 
590 B Paiea Street 


Honolulu, Hawaii 96819 
 


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 employee covered under the plan, 
• the name(s) and address(es) of the Qualified Beneficiary(ies), and 
• the Qualifying Event and the date it happened. 


 
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. 
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Once the Plan Administrator or its designee receives timely notice that a Qualifying Event has occurred, COBRA 


continuation coverage will be offered to each of the qualified beneficiaries. Each Qualified Beneficiary will have an 
independent right to elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage for 
their spouses, and parents may elect COBRA continuation coverage on behalf of their children. For each Qualified 
Beneficiary who elects COBRA continuation coverage, COBRA continuation coverage will begin on the date that plan 
coverage would otherwise have been lost. If you or your spouse or dependent children do not elect continuation coverage 
within the 60-day election period described above, the right to elect continuation coverage will be lost. 
 
8. Is a waiver before the end of the election period effective to end a Qualified Beneficiary's election rights?  
 


If, during the election period, a Qualified Beneficiary waives COBRA continuation coverage, the waiver can be revoked at 
any time before the end of the election period. Revocation of the waiver is an election of COBRA continuation coverage. 
However, if a waiver is later revoked, coverage need not be provided retroactively (that is, from the date of the loss of 
coverage until the waiver is revoked). Waivers and revocations of waivers are considered made on the date they are sent to 
the Plan Administrator or its designee, as applicable. 
 
9. Is COBRA coverage available if a Qualified Beneficiary has other group health plan coverage or Medicare?  
 


Qualified Beneficiaries who are entitled to elect COBRA continuation coverage may do so even if they are covered under 
another group health plan or are entitled to Medicare benefits on or before the date on which COBRA is elected. However, a 
Qualified Beneficiary's COBRA coverage will terminate automatically if, after electing COBRA, he or she becomes entitled to 
Medicare or becomes covered under other group health plan coverage (but only after any applicable preexisting condition 
exclusions of that other plan have been exhausted or satisfied). 
 
10. When may a Qualified Beneficiary's COBRA continuation coverage be terminated?  
 


During the election period, a Qualified Beneficiary may waive COBRA continuation coverage. Except for an interruption of 
coverage in connection with a waiver, COBRA continuation coverage that has been elected for a Qualified Beneficiary must 
extend for at least the period beginning on the date of the Qualifying Event and ending not before the earliest of the following 
dates: 
 


(a) The last day of the applicable maximum coverage period. 
 


(b) The first day for which Timely Payment is not made to the Plan with respect to the Qualified Beneficiary. 
 


(c) The date upon which the Employer ceases to provide any group health plan (including a successor plan) to any 
employee. 


 
(d) The date, after the date of the election, that the Qualified Beneficiary first becomes covered under any other Plan that 
does not contain any exclusion or limitation with respect to any pre-existing condition, other than such an exclusion or 
limitation that does not apply to, or is satisfied by, the Qualified Beneficiary. 


 
(e) The date, after the date of the election, that the Qualified Beneficiary first becomes entitled to Medicare (either part A 
or part B, whichever occurs earlier). 


 
(f) In the case of a Qualified Beneficiary entitled to a disability extension, the later of: 


 
(1) (i) 29 months after the date of the Qualifying Event, or (ii) the first day of the month that is more than 30 days 
after the date of a final determination under Title II or XVI of the Social Security Act that the disabled Qualified 
Beneficiary whose disability resulted in the Qualified Beneficiary's entitlement to the disability extension is no longer 
disabled, whichever is earlier; or 


 
(2) the end of the maximum coverage period that applies to the Qualified Beneficiary without regard to the disability 
extension. 


 
The Plan can terminate for cause the coverage of a Qualified Beneficiary on the same basis that the Plan terminates for 


cause the coverage of similarly situated non-COBRA beneficiaries, for example, for the submission of a fraudulent claim. 
 


In the case of an individual who is not a Qualified Beneficiary and who is receiving coverage under the Plan solely 
because of the individual's relationship to a Qualified Beneficiary, if the Plan's obligation to make COBRA continuation 
coverage available to the Qualified Beneficiary ceases, the Plan is not obligated to make coverage available to the individual 
who is not a Qualified Beneficiary. 
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11. What are the maximum coverage periods for COBRA continuation coverage?  
 


The maximum coverage periods are based on the type of the Qualifying Event and the status of the Qualified Beneficiary, 
as shown below. 
 


(a) In the case of a Qualifying Event that is a termination of employment or reduction of hours of employment, the 
maximum coverage period ends 18 months after the Qualifying Event if there is not a disability extension and 29 months 
after the Qualifying Event if there is a disability extension. 


 
(b) In the case of a covered Employee's enrollment in the Medicare program before experiencing a Qualifying Event that 
is a termination of employment or reduction of hours of employment, the maximum coverage period for Qualified 
Beneficiaries ends on the later of: 


 
(1) 36 months after the date the covered Employee becomes enrolled in the Medicare program. This extension does 
not apply to the covered Employee; or 


 
(2) 18 months (or 29 months, if there is a disability extension) after the date of the covered Employee's termination 
of employment or reduction of hours of employment. 


 
(c) In the case of a Qualified Beneficiary who is a child born to or placed for adoption with a covered Employee during a 
period of COBRA continuation coverage, the maximum coverage period is the maximum coverage period applicable to 
the Qualifying Event giving rise to the period of COBRA continuation coverage during which the child was born or placed 
for adoption. 


 
(d) In the case of any other Qualifying Event than that described above, the maximum coverage period ends 36 months 
after the Qualifying Event. 


 
12. Under what circumstances can the maximum coverage period be expanded?  
 


If a Qualifying Event that gives rise to an 18-month or 29-month maximum coverage period is followed, within that 18- or 
29-month period, by a second Qualifying Event that gives rise to a 36-months maximum coverage period, the original period is 
expanded to 36 months, but only for individuals who are Qualified Beneficiaries at the time of and with respect to both 
Qualifying Events. In no circumstance can the COBRA maximum coverage period be expanded to more than 36 months after 
the date of the first Qualifying Event. The Plan Administrator must be notified of the second qualifying event within 60 days of 
the second qualifying event. This notice must be sent to the Plan Administrator or its designee in accordance with the 
procedures above. 
 
13. How does a Qualified Beneficiary become entitled to a disability extension?  
 


A disability extension will be granted if an individual (whether or not the covered Employee) who is a Qualified Beneficiary 
in connection with the Qualifying Event that is a termination or reduction of hours of a covered Employee's employment, is 
determined under Title II or XVI of the Social Security Act to have been disabled at any time during the first 60 days of COBRA 
continuation coverage. To qualify for the disability extension, the Qualified Beneficiary must also provide the Plan 
Administrator with notice of the disability determination on a date that is both within 60 days after the date of the determination 
and before the end of the original 18-month maximum coverage. This notice must be sent to the Plan Administrator or its 
designee in accordance with the procedures above. 
 
14. Does the Plan require payment for COBRA continuation coverage?  
 


For any period of COBRA continuation coverage under the Plan, Qualified Beneficiaries who elect COBRA continuation 
coverage may be required to pay up to 102% of the applicable premium and up to 150% of the applicable premium for any 
expanded period of COBRA continuation coverage covering a disabled Qualified Beneficiary due to a disability extension. 
Your Plan Administrator will inform you of the cost. The Plan will terminate a Qualified Beneficiary's COBRA continuation 
coverage as of the first day of any period for which timely payment is not made. 
 
15. Must the Plan allow payment for COBRA continuation coverage to be made in monthly installments?  
 


Yes. The Plan is also permitted to allow for payment at other intervals. 
 
16. What is Timely Payment for COBRA continuation coverage?  
 


Timely Payment means a payment made no later than 30 days after the first day of the coverage period. Payment that is 
made to the Plan by a later date is also considered Timely Payment if either under the terms of the Plan, covered Employees 
or Qualified Beneficiaries are allowed until that later date to pay for their coverage for the period or under the terms of an 
arrangement between the Employer and the entity that provides Plan benefits on the Employer's behalf, the Employer is 
allowed until that later date to pay for coverage of similarly situated non-COBRA beneficiaries for the period. 
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Notwithstanding the above paragraph, the Plan does not require payment for any period of COBRA continuation coverage 
for a Qualified Beneficiary earlier than 45 days after the date on which the election of COBRA continuation coverage is made 
for that Qualified Beneficiary. Payment is considered made on the date on which it is postmarked to the Plan. 
 


If Timely Payment is made to the Plan in an amount that is not significantly less than the amount the Plan requires to be 
paid for a period of coverage, then the amount paid will be deemed to satisfy the Plan's requirement for the amount to be paid, 
unless the Plan notifies the Qualified Beneficiary of the amount of the deficiency and grants a reasonable period of time for 
payment of the deficiency to be made. A "reasonable period of time" is 30 days after the notice is provided. A shortfall in a 
Timely Payment is not significant if it is no greater than the lesser of $50 or 10% of the required amount. 
 
17. Must a Qualified Beneficiary be given the right to enroll in a conversion health plan at the end of the maximum 
coverage period for COBRA continuation coverage?  
 


If a Qualified Beneficiary's COBRA continuation coverage under a group health plan ends as a result of the expiration of 
the applicable maximum coverage period, the Plan will, during the 180-day period that ends on that expiration date, provide 
the Qualified Beneficiary with the option of enrolling under a conversion health plan if such an option is otherwise generally 
available to similarly situated non-COBRA beneficiaries under the Plan. If such a conversion option is not otherwise generally 
available, it need not be made available to Qualified Beneficiaries. 
 
18. How is my participation in the Health Care Flexible Spending Arrangement affected?  
 


You can elect to continue your participation in the Health Care Flexible Spending Arrangement for the remainder of the 
Plan Year, subject to the following conditions. You may only continue to participate in the Health Care Flexible Spending 
Arrangement 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 Care Flexible Spending Arrangement. 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 (as explained above for other health benefits) to provide this benefit. 
 
IF YOU HAVE QUESTIONS 
 


If you have questions about your COBRA continuation coverage, you should contact the Plan Administrator or its 
designee. 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 Labor's Employee Benefits Security Administration (EBSA). Addresses and phone numbers of Regional 
and District EBSA Offices are available through EBSA's website at www.dol.gov/ebsa. 
 
KEEP YOUR PLAN ADMINISTRATOR INFORMED OF ADDRESS CHANGES 
 


In order to protect your family's 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 or its 
designee. 
 


XI 
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 Administrator. 
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APPENDIX I TO THE FLEXIBLE SPENDING ARRANGEMENT SUMMARY PLAN DESCRIPTION 
 


NOTICE OF PRIVACY PRACTICES 
 


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


 
EFFECTIVE DATE: SEPTEMBER 23, 2013 


 
 
This Notice of Privacy Practices (“Notice”) describes the legal obligations of the Plan and your rights regarding 
your protected health information (“PHI”) held by the Flexible Spending Arrangement Plan (the “Plan”).   PHI is 
defined by the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”).  PHI generally means 
information that is created or received by the Plan and relates to the past, present, or future physical or mental 
health or condition of an individual; the provision of health care to an individual; or the past, present, or future 
payment for the provision of health care to an individual; and that identifies the individual or for which there is a 
reasonable basis to believe that the information can be used to identify the individual. PHI includes information of 
persons living or deceased. 


 
This Notice describes how your PHI may be used or disclosed to carry out treatment, payment, or health care 


operations, or for any other purposes permitted or required by law. 
 
We are required by law to: 


• maintain the privacy of your PHI; 


• provide you with the notice of our legal duties and privacy practices with respect to your PHI; and 


• follow the terms of the Notice that is currently in effect. 
 


Your PHI will be disclosed to certain employees of Employer who assist in administration of the Plan.  These 
individuals may only use your PHI for Plan administration functions including those described below, provided they do not 
violate the provisions set forth herein.  Any employee of Employer who violates the rules for handling PHI established herein 
will be subject to adverse disciplinary action. Employer will establish a mechanism for resolving privacy issues and will take 
prompt corrective action to cure any violations. 
 


Employer may not use or disclose your PHI other than as summarized herein or as required by law. Your 
PHI may not be used by Employer for any employment-related actions or decisions or in connection with any other 
benefit or employee benefit plan of Employer.  Employer must report to the Plan any uses or disclosures of your 
PHI of which the Employer becomes aware that are inconsistent with the provisions set forth herein. 
 
HOW WE MAY USE AND DISCLOSE YOUR PHI 
 


The following categories describe different ways that we use and disclose PHI for purposes of Plan 
administration.  For each category of uses or disclosures we will explain what we mean and try to give some examples.  
Not every use or disclosure in a category will be listed.  However, all of the ways we are permitted to use and disclose 
information will fall within one of the categories. 
 
For Payment (as described in applicable regulations)  We may use and disclose PHI about you to determine eligibility for 
Plan benefits, to facilitate payment for the treatment and services you receive from health care providers, to determine 
benefit responsibility under the Plan, or to coordinate Plan coverage.   
 
For Health Care Operations (as described in applicable regulations)  We may use and disclose PHI about you for other 
Plan operations.  These uses and disclosures are necessary to administer the Plan.   
 
To Business Associates, Subcontractors, Brokers, and Agents We may contract with entities known as Business Associates 
to perform various functions on the Plan’s behalf or to provide certain types of services. In order to perform these functions 
or to provide these services, Business Associates will receive, create, maintain, transmit, use, and/or disclose your PHI, but 
only after they agree in writing to implement appropriate safeguards regarding your PHI in a Business Associate Agreement.  
Our Business Associates shall also require each of its subcontractors or agents to agree in writing to provisions that impose 
at least the same obligations to protect PHI as are imposed on Business Associate by the Business Associate Agreement or 
by HIPAA. 
 
As Required By Law  We will disclose PHI about you when required to do so by federal, state, or local law. 
 
To Avert a Serious Threat to Health or Safety  We may use and disclose PHI about you when necessary to prevent a 
serious threat to your health and safety or the health and safety of the public or another person.  Any disclosure, however, 
would only be to someone able to help prevent the threat. 
 
Disclosure to Health Plan Sponsor  Information may be disclosed to another health plan maintained by Employer for 
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purposes of facilitating claims payments under that plan.  In addition, PHI may be disclosed to Employer personnel solely for 
purposes of administering benefits under the Plan. 


SPECIAL SITUATIONS 
 
Organ and Tissue Donation  If you are an organ donor, we may release PHI to organizations that handle organ procurement 
or organ, eye, or tissue transplantation or to an organ donation bank, as necessary to facilitate organ or tissue donation and 
transplantation. 
 
Military and Veterans  If you are a member of the armed forces, we may release PHI about you as required by military 
command authorities.   
 
Workers' Compensation  We may release PHI about you for workers' compensation or similar programs.   
 
Public Health Risks  We may disclose PHI about you for public health activities (e.g., to prevent or control disease, injury, or 
disability).   
 
Health Oversight Activities  We may disclose PHI to a health oversight agency for activities authorized by law.   
 
Lawsuits and Disputes  If you are involved in a lawsuit or a dispute, we may disclose PHI about you in response to a court or 
administrative order.  We may also disclose PHI about you in response to a subpoena, discovery request, or other lawful 
process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain 
an order protecting the information requested. 
 
Law Enforcement  We may release PHI if asked to do so by a law enforcement official for law enforcement purposes. 
 
Coroners, Medical Examiners and Funeral Directors  We may release PHI to a coroner or medical examiner.  We may also 
release PHI about patients of the hospital to funeral directors as necessary to carry out their duties. 
 
National Security and Intelligence Activities  We may release PHI about you to authorized federal officials for intelligence, 
counterintelligence, and other national security activities authorized by law. 
 
Inmates  If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release 
PHI about you to the correctional institution or law enforcement official.   
 
Research  We may disclose your PHI for research if the individual identifiers have been removed or when an institutional 
review board or privacy board has reviewed the research proposal and established protocols to ensure the privacy of the 
requested information and approves the research.  
 
REQUIRED DISCLOSURES 
 
Government Audits  We are required to disclose your PHI to Health and Human Services (“HHS”) in the event of an audit in 
order to determine our compliance with HIPAA. 
 
Disclosures to you  We are required to disclose your PHI to you.  We are also required, when requested, to provide you with 
an accounting of most disclosures of your PHI if the disclosure was for reasons other than for treatment, payment, or health 
care operations, and if the PHI was not disclosed pursuant to your authorization. 
 
YOUR RIGHTS REGARDING YOUR PHI 
 
You have the following rights regarding your PHI: 
 
Right to Inspect and Copy  You have the right to inspect and copy PHI that may be used to make decisions about your Plan 
benefits.  To inspect and copy PHI that may be used to make decisions about you, you must submit your request in writing 
to your Human Resources Department.  If the information you request is in electronic copy, and you request an electronic 
copy, we will provide a copy in electronic format unless the information cannot be readily produced in that format then we 
will work with you to come to an agreement on a different format.  If we cannot agree, we will provide you with a paper copy. 
 
If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other supplies associated 
with your request. 
 
In certain very limited circumstances, we may deny your request to inspect and copy.  If you are denied access to PHI, you may 
request that the denial be reviewed by your Human Resources Department. 
 
Right to Amend  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the 
information.  You have the right to request an amendment for as long as the information is kept by or for the Plan.  
 
To request an amendment, your request must be made in writing and submitted to your Human Resources Department.  In 
addition, you must provide a reason that supports your request. 
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We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In 
addition, we may deny your request if you ask us to amend information that: 
 


• Is not part of the PHI kept by or for the Plan; 


• Was not created by us, unless the person or entity that created the information is no longer available to make the 
amendment; 


• Is not part of the information which you would be permitted to inspect and copy; or 


• Is accurate and complete. 
 
 
Right to Receive Notice of Breach  You have a right to be notified upon a breach of your unsecured PHI. 
 
Right to an Accounting of Disclosures  You have the right to request an "accounting of disclosures" of PHI made in the six 
years prior to the date on which the accounting is requested, except for disclosures: 
 


• To carry out treatment, payment and health care operations as provided in §164.506; 
• To individuals of PHI about them as provided in §164.502; 
• Incident to a use or disclosure otherwise permitted; 
• Pursuant to an authorization as provided in §164.508; 
• To persons involved in the individual's care or other notification purposes as provided in §164.510; 
• For national security or intelligence purposes as provided in §164.512(k)(2); 
• To correctional institutions or law enforcement officials as provided in §164.512(k)(5); 
• As part of a limited data set in accordance with §164.514(e); or 
• That occurred prior to the compliance date for the Plan. 


 
 
Please submit a written request of an accounting of disclosures to your Human Resources Department. 
 
Employer must act on your request for an accounting of the disclosures of your PHI no later than 60 days after receipt of the 
request.  Employer may extend the time for providing you an accounting by no more than 30 days, but it must provide you a 
written explanation for the delay.  You may request one accounting in any 12-month period free of charge.  Employer will 
impose a fee for each subsequent request within the 12-month period. 
 
Right to Request Restrictions  You have the right to request a restriction or limitation on the PHI we use or disclose for 
treatment, payment, or health care operations.  You also have the right to request a limit on the PHI we disclose to someone 
involved in your care or the payment for your care, like a family member or friend.  For example, you could ask that we not 
share information about a particular claim with your spouse.  To request a restriction, you must make your request, in 
writing, to your Human Resources Department.  We are not required to agree to your request unless you are asking us to 
restrict the use and disclosure of your PHI to a health plan for payment or health care operation purposes and such 
information you wish to restrict pertains solely to a health care item or service for which you have paid the health care 
provider “out-of-pocket” in full. If we agree, we will comply with your request unless the information is needed to provide you 
with emergency treatment. 
 
Right to Request Confidential Communications  You have the right to request that we communicate with you about your PHI 
a certain way or at a certain location.  For example, you can ask that we only contact you at work or by mail. 
 
To request confidential communications, you must make your request in writing to your Human Resources Department.  We 
will not ask you the reason for your request.  We will accommodate all requests we deem reasonable.  Your request must 
specify how or where you wish to be contacted. 
 
Right to a Paper Copy  You have a right to a paper copy of this Notice.  You may ask for a copy at any time.  Even if you 
have agreed to receive this Notice electronically, you are still entitled to a paper copy.  Contact the Human Resources 
Department for a paper copy of this Notice. 
 


CHANGES TO THIS SUMMARY AND THE SEPARATE PRIVACY NOTICE 
 
We reserve the right to change this Notice of Privacy Practices that may be provided to you.  We reserve the right to 
make the revised or changed Notice effective for PHI we already have about you as well as any information we receive in 
the future.  The Notice will indicate the effective date on the front page. 


COMPLAINTS 
 
If you believe your privacy rights have been violated, you may file a complaint with the Plan or with the Secretary of the 
Department of HHS.  To file a complaint with the Plan, contact your Human Resources Department.  All complaints must 
be submitted in writing. 
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You will not be penalized for filing a complaint. 
 
OTHER USES OF PHI 
 
Other uses and disclosures of PHI not covered by this Notice or the laws that apply to us will be made only with your written 
authorization.  If you provide us with an authorization to use or disclose PHI about you, you may revoke that authorization, in 
writing, at any time.  If you revoke your authorization, we will no longer use or disclose PHI about you for the reasons 
covered by your written authorization.  We are unable to take back any disclosures we have already made with your 
authorization and that we are required to retain our records of the care that we provided to you. 
 
Authorizations for Psychiatric Notes, Genetic Information, Marketing, & Sale  In general, and subject to specific conditions, 
we will not use or disclose psychiatric notes without your authorization; we will not use or disclose PHI that is genetic 
information for underwriting purposes; we will not sell your PHI, i.e. receive direct or indirect payment in exchange for your 
PHI, without your authorization; we will not use your PHI for marketing purposes without your authorization; and we will not 
use or disclose your PHI for fundraising purposes unless we disclose that activity in this Notice.   
 
Personal Representatives  We may disclose your PHI to individuals authorized by you, or an individual designated as your 
personal representative, provided that we have received your authorization or some other Notice or documentation 
demonstrating the legal right of that individual to receive such information.  Under HIPAA we do not have to disclose PHI to 
a personal representative if we have a reasonable belief that: 
 
1) you have been or may be subjected to domestic violence, abuse, or neglect by such person; or  
2) treating such person as your personal representative could endanger you; and 
3) in the exercise of professional judgment, it is not in your best interest to treat the person as your personal representative. 
 
Spouses and other Family Members  With only limited exceptions, we will send all mail to the employee.  This may include 
information regarding a spouse or dependents also covered under the Plan.  Information includes, but is not limited to, Plan 
statements, benefit denials, and benefit debit cards and accompanying information. 
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SALTCHUK – AI CI 
 


COVERED EMPLOYERS: 
Aloha Air Cargo 
Carlile Transportation Systems, Inc. 
Foss Maritime Company 
Hawaii Petroleum 
North Star Petroleum, Inc. 
Northern Aviation Services, Inc.  
Saltchuk Resources, Inc. 
TOTE Maritime Puerto Rico LLC 
TOTE, Inc. 
TOTE Services 
Tropical Shipping USA, LLC 
  
 MEMBER DEFINITION: 
Class 1: An active employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, 
North Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., and 
TOTE Services (30 hours per week) 
Class 2: All active employees of Northern Aviation Services, Inc. (30 hours per week) 
Class 3: All active employees of Foss Maritime Company working (20 hours per week) 
Class 4: All active employees of Tropical Shipping USA, LLC (17 hours per week) 
 
LOA:  90 days 
 
CLASSES: 
Class 1: An active employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Foss Maritime 
Company, Hawaii Petroleum, North Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto 
Rico LLC, TOTE, Inc., and TOTE Services.       
Class 2: An active employee of Northern Aviation Services, Inc. 
Class 3: An active employee of Foss Maritime Company  
Class 4: An active employee Tropical Shipping USA, LLC 
  
ELIGIBILITY WAITING PERIOD: 
Class 1:  First of the Month coinciding with or next following date of hire 
Class 2:  First of the month following 30 days 
Class 3:  First of the Month coinciding with or next following date of hire 
Class 4: First of the month following 60 day 
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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company  
900 SW Fifth Avenue 


Portland, Oregon  97204-1282 
(503) 321-7000 


GROUP CRITICAL ILLNESS INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC   
Group Policy Number: 771022-C 


Group Policy Effective Date: 01/01/2018 


State of Issue: Washington 


The Group Policy has been issued to the Policyholder. We certify that you will be insured as provided by the 
terms of the Group Policy. If your insurance is changed by an amendment to the Group Policy, we will provide the 
Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 
available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured. You are 
insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member. "We", "us" and "our" mean Standard Insurance Company. Other defined 
terms appear with the initial letters capitalized. Section and provision headings, and references to them, appear in 
boldface type. 


Your Certificate describes the insurance under the Group Policy. Please read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES CRITICAL ILLNESS 
INSURANCE BENEFITS. THE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE 
COMPREHENSIVE HEALTH INSURANCE COVERAGE. IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL 
MANDATE OF THE AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE 
REQUIRED BY THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT 
PROVIDE COVERAGE FOR HOSPITAL, SURGICAL OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY. IF YOU ARE ELIGIBLE FOR MEDICARE, 
REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 


 


THIS LIMITED BENEFIT CERTIFICATE INCLUDES A PREEXISTING CONDITION EXCLUSION. 


 


STANDARD INSURANCE COMPANY 


By 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc. 


Aloha Air Cargo  


Carlile Transportation Systems, Inc. 


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  


Member 


You are a Member if you are all of the following: 


� 


� 


� 


A regular employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, 


North Star Petroleum, Inc., Saltchuck Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., 


TOTE Services.


Actively At Work at least 30 hours each week. 


A citizen or resident of the United States.  


You are not a Member if you are: 


� 


A temporary or seasonal employee. � 


A full time member of the armed forces of any country. 


� A leased employee. 


� An independent contractor. 


Class(es) 


Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, North Star Petroleum, Inc., 
Saltchuk Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., and TOTE Services Members 


Eligibility Waiting Period 


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the 
calendar month coinciding with or next following the date you become a Member.
Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 
immediately prior to the date you become a Member. 


Premium Contributions 


For you and your Child: 


Contributory 
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For your Spouse: Contributory 
 
 


Contributory means you pay all or part of the premium for insurance. 
 


Coverage Amount 
 


The Coverage Amount is the amount of insurance under the Group Policy. The Guarantee Issue Amount is 
the amount of insurance you may apply for without submitting Evidence Of Insurability. Coverage Amounts 
requiring Evidence Of Insurability are not effective until approved by us. 


 


 


For Member:  The amount you elect and we approve: $15,000. 


  


For Child(ren): 25% of your Coverage Amount. 


 


  


For Spouse: The amount you elect and we approve: $15,000. 


 


Not to exceed 100% of your Coverage Amount. 
 


Guarantee Issue Amount  


For Member: $15,000 
 


For Spouse: $15,000 
 


Amount Payable 
 


Table of Critical Illness Benefits 
 


The amount payable is the percentage of the Coverage Amount in effect on the date of the Critical Illness. 
Subject to the Reoccurrence Benefit, only one Critical Illness is payable unless an initial diagnosis or 
recommendation, as required, for a different and subsequent Critical Illness is made at least 90 days after 
the preceding Critical Illness.  


 


Cancer 100% of Coverage Amount 


Carcinoma in Situ 25% of Coverage Amount 
 


Coma 100% of Coverage Amount 
 


End-Stage Renal (Kidney) Failure 100% of Coverage Amount 
 


Loss of Sight 100% of Coverage Amount 
 


Major Organ Failure 100% of Coverage Amount 


Myocardial Infarction (Heart Attack) 100% of Coverage Amount 
 


Occupational Hepatitis 100% of Coverage Amount 


Occupational Human 
Immunodeficiency Virus (HIV) 


100% of Coverage Amount 


 


Paralysis (2 or more Limbs) 
 


100% of Coverage Amount 
 


Severe Coronary Artery Disease  
With a Recommendation of Bypass  
Surgery 


 
 
25% of Coverage Amount 


 


Stroke 
 


100% of Coverage Amount 
 


 


Child Diseases 
 


100% of Coverage Amount for Child 
 


Reoccurrence Benefit 25% of Coverage Amount 
 


If a Critical Illness Benefit is payable and there is a subsequent diagnosis or recommendation for 
the same Critical Illness, a Reoccurrence Benefit is payable if you and your Dependents meet 
both of the following:  
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� You and your Dependents have been continuously insured under the Group Policy 
between the initial and subsequent diagnosis or recommendation. 


 


� You and your Dependents have served a 12 month Treatment Free Period during such 
continuous insurance. 


A Reoccurrence Benefit is payable only once per each Critical Illness during your or your 
Dependent's lifetime. 


Treatment Free Period means you or your Dependent have not done any of the following in 
connection with the Critical Illness: 


� Consulted a physician or other licensed medical professional. 


� Received medical treatment, services or advice. 


� Undergone diagnostic procedures, including self-administered procedures. 


� Taken prescribed drugs or medications. 


Treatment Free Period does not include: 


� Maintenance drug therapy (such as: ongoing antiplatelet regimens and statins; ongoing 
hormonal therapy, immunotherapy or chemoprevention therapy) that is intended to 
decrease the risk of Critical Illness reoccurrence. 


� Routine follow-up visits with a Physician, including necessary tests (such as a stress 
treadmill) to verify whether or not a Critical Illness has reoccurred. 


 


Additional Benefits 
 


You may select the Health Maintenance Screening Benefit for you and your Dependents. 


Health Maintenance Screening Benefit $50 


  


Additional Features 
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


Continuation of Insurance (Portability) for the Spouse 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Critical Illness Insurance 
 


Name, Address of Plan Sponsor: 


 


Saltchuk Resources, Inc. 
 


450 Alaskan Way S, Suite 708  
 


Seattle, WA 98104 


 


Plan Sponsor Tax ID Number: 


 


91-1186367 
 


Plan Number: 


 


507 
 


Type of Plan: 


 


Group Insurance Plan 
 


Type of Administration: 


 


Contract Administration 
 


Name, Address, Phone 


Number of Plan Administrator: 


 


 


Plan Sponsor 


206-652-1111 
 


Name, Address of Registered Agent 
for Service of Legal Process: 


 


 


Saltchuk Resources, Inc. 
 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: 


 


 


 


 


 


 


Standard Insurance Company 
1100 SW 6th Ave 


Portland OR 97204-1093 


 


Sources of Contributions: 


 


Member 
 


Funding Medium: 


 


Standard Insurance Company - Fully Insured 
 


Plan Fiscal Year End: 


 


December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 
 


To become insured you must:  


• Be a Member. 


• Complete your Eligibility Waiting Period.  


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 
Requirement.  


• Submit Evidence Of Insurability, if required. 


When Your Insurance Becomes Effective 
 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 
Work Requirement, your insurance becomes effective as follows: 


Insurance Subject to Evidence Of Insurability 


Insurance subject to Evidence Of Insurability becomes effective on the later of:  


� The date we approve your Evidence Of Insurability.  


 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability. 


 


Insurance Not Subject to Evidence Of Insurability 


Contributory insurance 
 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory 
insurance not subject to Evidence Of Insurability becomes effective on: 


� The date you become eligible if you apply on or before that date. 


� The date you apply if you apply within 31 days after you become eligible.  
 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


� If you have a Family Status Change the later of: 
 


� The date of the Family Status Change if you apply on or before the date of the Family 
Status Change. 


� The date you apply if you apply within 31 days of the Family Status Change. 


 


� The January 1 next following the Annual Enrollment Period if you apply for the Family 
Status Change during the Annual Enrollment Period. 


 


Annual Enrollment Period means the period designated each year by your Employer when you may apply for 
insurance or change insurance elections. 


 


Family Status Change means any of the following events: 


� Your marriage or divorce or dissolution of your Civil Union or Domestic Partner relationship. 


� The birth of your Child. 


� The adoption of a Child by you. 


� The death of your Dependent. 
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� The commencement or termination of your Spouse's employment. 


� A change in employment from full-time to part-time by your Spouse. 


� A loss of critical illness insurance through your Spouse’s employment. 
 


Evidence Of Insurability 
 


Evidence Of Insurability will be required as follows:  
 


� For Contributory insurance if you apply more than 31 days after you become eligible. 
 


� For reinstatements, if required.  


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability.  
 


� For any Coverage Amount in excess of the Guarantee Issue Amount. 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 
 


Changes in Your Insurance 
 


You may apply in writing for any increase in your insurance.  


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability. 


Any increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to the Active Work Requirement, increases in your insurance become effective as follows: 


Increases Subject to Evidence Of Insurability 


Increases subject to Evidence Of Insurability become effective on the later of: 


� The date we approve your Evidence Of Insurability. 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability.  


 


� The date we approve your Evidence Of Insurability due to a Family Status Change. 


 


 


Decreases in Coverage Amounts become effective on: 
 


� The date the Policyholder or Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of sickness, injury, or pregnancy on the day before the 
scheduled effective date of your insurance or increase in Coverage Amount under the Group Policy, such 
insurance will not become effective until the day after you complete 1 full day(s) of Active Work as an eligible 
Member. 
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Active Work and Actively At Work mean performing the material duties of your own occupation at your 
Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance.


 When Your Insurance Ends 


Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify the Policyholder or your Employer in writing that 
coverage is to be terminated.  


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy terminates unless you continue your insurance under the Continuation of 
Insurance (Portability) for the Member provision. 


� The first day of the calendar month following the date your employment terminates unless you 
continue your insurance under the Continuation of Insurance (Portability) for the Member 
provision. 


� The date you reach age 80. 


� The date you cease to be a Member. However, if you cease to be a Member because you are not 
working the required minimum number of hours, your insurance will be continued with payment of 
premium: 


�


�


�


During the first 90 days of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 
writing and lasting not more than 90 days. 


During a leave of absence which is required by the federal or a state-mandated family or medical 
leave act or law.


CHILD INSURANCE 


When Child Insurance Becomes Effective 


Insurance for your Child becomes effective as follows: 


• The date your insurance becomes effective if you have a Child on that date.


• The date you first acquire a Child, if you are insured on that date.


If you have more than one Child on the effective date, all are insured as of that date. While your insurance is 
in effect, each new Child becomes insured immediately. 


A Member may not be insured as both a Member and a Child. A Child may not be insured by more than one 
Member.  


Changes in Child Insurance 


Increases or decreases resulting from changes in your Coverage Amounts will become effective for a Child 
on the effective date of your change.  


When Child Insurance Ends 
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Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends unless the Child insurance is continued under the Continuation of 
Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 
the Spouse provision.  


� The date the Child insurance terminates under the Group Policy unless the Child insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the Group Policy terminates unless the Child insurance is continued under the 
Continuation of Insurance (Portability) for the Member provision. 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 
 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse.  


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 
apply in writing for Contributory Spouse insurance and agree to pay premiums. 


Spouse Insurance Subject to Evidence Of Insurability 


Spouse insurance subject to Evidence Of Insurability becomes effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse; 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


Spouse insurance will not become effective if you were required to submit Evidence Of Insurability 
and either:  


� You did not submit Evidence Of Insurability.  


� We disapproved your Evidence Of Insurability. 


Spouse Insurance Not Subject to Evidence Of Insurability 
 


Contributory Spouse insurance becomes effective on: 


� The date your insurance becomes effective if you apply on or before that date to insure your 
Spouse.  


� The date you apply to insure your Spouse. 


 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 
 


� If you have a Family Status Change, the later of: 
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� The date of the Family Status Change if you apply on or before the date of the Family Status 
Change. 


� The date you apply, if you apply within 31 days of the Family Status Change. 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


Evidence Of Insurability 
 


Evidence Of Insurability will be required for your Spouse as follows:   


� For Contributory insurance if you apply more than 31 days after you become eligible for Spouse 
insurance. 


 


 


� If your Spouse was eligible for more than 31 days under the Prior Plan but not insured. 
 


� For reinstatements, if required. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 
 


� For any Coverage Amount in excess of the Spouse Guarantee Issue Amount. 
 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 


 


 


Changes in Spouse Insurance 
 


You may apply in writing for any increase in your Spouse insurance. 


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 


Evidence Of Insurability will be waived in the following instances: 


� For any increase in your Spouse’s Coverage Amount not to exceed the Spouse Guarantee Issue 
Amount. 


 


� For additional insurance due to a plan change. 


� For any increase in Coverage Amount not to exceed the Guarantee Issue Amount if: 


 


� You have a Family Status Change; and you apply for the increase within 31 days of the Family 
Status Change. 


  However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
for your Spouse and it was not approved by us. 


 


Your Spouse’s increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to your Spouse being gainfully employed or capable of performing the material duties of an 
occupation, increases in your Spouse’s insurance become effective as follows: 
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Spouse Insurance Increases Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance subject to Evidence Of Insurability become effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse.  
 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


 


� The date we approved Evidence Of Insurability for your Spouse due to a Family Status Change. 
 
 


Spouse Insurance Increases Not Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance not subject to Evidence Of Insurability becomes effective on the 
latest of: 


� The date you apply for the increase. 
 
 


� The January 1 next following the Annual Enrollment Period during which you apply for the 
increase. 


� The date of your Family Status Change. 
 


Decreases in your Spouse’s Coverage Amounts become effective on: 
 


� The date your Coverage Amount decreases. 


 


� The date the Policyholder or Employer receives your written request for the decrease. 
 


When Spouse Insurance Ends 
 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 


the Spouse provision.  


� The date Spouse insurance terminates under the Group Policy, unless Spouse insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 
of Insurance (Portability) for the Member provision. 


� The date your Spouse reaches age 80. 


 


CRITICAL ILLNESS BENEFITS  


Insuring Clause 
 


If you or your Dependent incur a Critical Illness or meet the requirements for the Additional Benefits while 
insured under the Group Policy, we will pay benefits according to the terms of the Group Policy after we 
receive Proof Of Loss satisfactory to us. 


Critical Illness Definitions 


Cancer means an initial diagnosis of any malignant tumor or neoplasm with histological confirmation, 
characterized by the uncontrolled growth of malignant cells and invasion of tissue beyond the initial tissue 
(invasive).  
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The diagnosis must:  


• Be made while insured under the Group Policy. 


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Cancer includes: 


• Leukemia  


• Lymphoma 


• Sarcoma 


• Malignant melanoma 


• Other skin malignancies that have been histologically classified as having caused invasion beyond 
the epidermis with a Clark’s level III or greater, Breslow’s depth of 0.75mm or greater, or AJCC TNM 
stage II or greater are included.  


Conditions that are not invasive cancer are not included. Such conditions include, but are not limited to:  


• All cancers which are histologically classified as pre-malignant, non-invasive, carcinoma in situ, 
having borderline malignancy, or having low malignant potential.  


• Benign tumors or polyps. 


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A. 


• Any skin cancer not previously incorporated in this definition, including:  


• Cutaneous lymphoma.  


• Melanoma that is histologically classified as Clark’s level I or II; Breslow’s depth of less than 
0.75mm; or AJCC TNM stage 0 or I. 


Carcinoma in Situ means an initial diagnosis of cancer in which the tumor or cells still lie within the tissue of 
origin without invading neighboring tissue or regional lymph nodes.  


The diagnosis must:  


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Carcinoma in Situ includes, but is not limited to:  


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A.  


• Cutaneous lymphoma.  


• Melanoma not invading the reticular (lower) dermis that is histologically classified as one of the 
following:   


• Clark’s level I or II.  


• Breslow’s depth of less than 0.75mm.  


• AJCC TNM stage 0 or I. 


Carcinoma in Situ does not include:  lesser skin malignancies (such as basal cell and squamous cell 
carcinomas, pre-malignant lesions, intraepithelial neoplasia, benign tumors or polyps. 
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Coma means an initial diagnosis of a profound state of mental unconsciousness from which one cannot be 
aroused and there is no evidence of appropriate response to external stimulation, other than primitive 
avoidance reflexes, due to an accident or disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as a neurologist. 


� Must last for at least 14 consecutive days resulting in neurological deficit with persisting clinical 
symptoms. 


Coma which is medically induced or Coma as a result of drug or alcohol use is not included. 


End-Stage Renal Failure means an initial diagnosis of chronic and end-stage irreversible failure of both 
kidneys to function, as a result of which the need for regular, at least weekly and for longer than 6 months, 
kidney dialysis or kidney transplant is recommended to sustain life.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


� Be made by a board certified nephrologist.  


 


Loss of Sight means an initial diagnosis of entire, uncorrectable, and irrecoverable loss of sight due to an 
accident or a disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as an ophthalmologist. 


� Be based on evidence of sight in the better eye being reduced to a best-corrected visual acuity of 
20/200 (Snellen or E-Chart Acuity) and visual field restriction to 20° or less in both eyes. 


� For a Child, occur after age 3. 
 


Major Organ Failure means an initial diagnosis of irreversible failure of the heart, liver, lung, small intestine, or 
pancreas as a result of a disease and, for which a transplantation of the organ(s) or tissue from a suitable 
human donor is required.  


The diagnosis must: 


� Be made while insured under the Group Policy. 
 


• Be made by a Physician.  


� Be based on clinical evidence of major organ failure of an organ(s) or tissue and requires that your or 
your Dependent’s condition meet the criteria for placement on the registry with the Organ 
Procurement and Transplantation Network/United Network for Organ Sharing (OPTN/UNOS) or its 
medically recognized successor organization.  


If you or your Dependent do not meet the criteria for placement on the registry because your or your 
Dependent’s condition is too far advanced or you or your Dependent are too ill to proceed with a transplant, 
this requirement will not apply. 


Myocardial Infarction is commonly known as a heart attack and means an episode of rapid onset of chest pain 
that required immediate medical attention and with an initial diagnosis of death of a portion of the heart 
muscle as a result of inadequate blood supply to the heart.  


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician. 
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• Be based on new changes consistent with an evolving infarction on electrocardiogram (EKG) and 
concurrent with elevation of infarction specific enzymes, troponins or other biochemical markers 
accepted to be indicative of an acute Myocardial Infarction. In the event of death, an autopsy or death 
certificate indicating Myocardial Infarction as the cause will apply. 


Myocardial Infarction does not include a heart attack that occurred during a medical procedure or due to 
alcohol or drug abuse. Other acute coronary syndromes, including but not limited to angina, are not included. 
 
Occupational Hepatitis means an initial diagnosis of hepatitis, other than hepatitis A, that occurs as a result of 
a documented accidental exposure in the workplace to blood or other bodily fluids. 


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for hepatitis. A follow up blood test with the results showing as 
positive for hepatitis must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace. 


Hepatitis does not include hepatitis that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Occupational Human Immunodeficiency Virus (HIV) means an initial diagnosis of HIV that occurs as a result 
of a documented accidental exposure in the workplace to blood or other bodily fluids.  


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for HIV. A follow up blood test with the results showing positive for 
HIV must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace.  


HIV does not include HIV that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Paralysis means an initial diagnosis of the irreversible loss of all motor function of two or more Limbs due to 
an accident or a disease. 


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician who is board certified as a neurologist. 
 


Severe Coronary Artery Disease with a Recommendation of Bypass Surgery means a narrowing or blockage 
of the arteries and vessels that provide oxygen and nutrients to the heart that result in an initial diagnosis of 
severe coronary artery disease which results in a Physician’s recommendation of bypass surgery. Severe 
Coronary Artery Disease with a Recommendation of Bypass Surgery includes but is not limited to: open heart 
surgery to increase the flow of blood through the coronary arteries.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a cardiologist or cardiac surgeon. 


• Be based on a clinical diagnosis.  
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Severe Coronary Artery Disease does not include: angioplasty, stenting, percutaneous coronary intervention, 
or laser procedures.  


If a Physician has recommended bypass surgery but you are too ill to proceed with the recommended surgery, 
the requirement that bypass surgery be recommended will not apply. 


Stroke means an initial diagnosis of: a cerebrovascular accident or infarction (death) of brain tissue caused by 
hemorrhage, embolism or thrombosis producing measurable, neurological deficit, which is expected to be 
permanent. 


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician assigning a Modified Rankin Scale score of 4 (moderately severe disability) 
or greater.  


• Be based on objective clinical evidence of brain tissue damage using current neuroimaging tests, 
including but not limited to: Computed Tomography scan (CT); Magnetic Resonance Imaging (MRI);  
Positron Emission Tomography scan (PET); arteriography; or angiography.  


Stroke does not include Transient Ischemic Attack (TIA) and traumatic injury to brain tissue or blood vessels. 


 


Child Diseases 
 


Means any of the following Critical Illnesses where an initial diagnosis is made while the Child is insured 
under the Group Policy or the initial diagnosis was made prior to birth and you were insured under the Group 
Policy and the Child became insured at birth: 


Anal Atresia means a malformation of the anus and rectum. 


The diagnosis must: 


� Be made at birth with a physical examination, abdominal x-ray, ultrasound or Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation for surgical intervention. 


Anencephaly means an incomplete development of the brain, skull and scalp (neural tube defects). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound, amniocentesis, or a serum folic acid test. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
Physician who specializes in treating the congenital defect. 


Biliary Atresia means a blockage in the bile duct tubes inhibiting bile flow from the liver to the gallbladder.  


The diagnosis must:  


� Be made by a diagnostic test, including but not limited to: abdominal x-ray; ultrasound; blood tests (to 
check total and direct bilirubin levels); Hepatobiliary iminodiacetic acid (HIDA) scan; 
cholescintigraphy; liver biopsy; and x-ray of the bile ducts (cholangiogram); or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for surgical intervention.  
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Cerebral Palsy means a group of disorders affecting development of movement, muscle tone and posture 
causing activity limitation, attributed to an insult to the immature, developing brain, most often before birth.  


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a neurologist.  


Cerebral Palsy does not include other similar conditions such as: degenerative nervous disorders, genetic 
diseases, muscle diseases, metabolic disorders, nervous system tumors, coagulation disorders, or other 
injuries or disorders which delay early development, but can be outgrown. 


Cleft Lip means a physical split or separation of the two sides of the upper lip appearing as a narrow opening 
or gap in the skin of the upper lip where the separation often extends beyond the base of the nose and 
includes the bones of the upper jaw and/or upper gum. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect.  


� Include a recommendation for surgery to ensure the Child's ability to eat, speak, hear and breathe 
and to achieve a normal facial appearance. 


A Critical Illness Benefit is not payable for a Cleft Lip if a Cleft Palate is payable.  


Cleft Palate means a split or opening in the roof of the mouth. A cleft palate can involve the hard palate (the 
bony front portion of the roof of the mouth), and/or the soft palate (the soft back portion of the roof of the 
mouth).  


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation for surgery to ensure the child's ability to eat, speak, hear and breathe and 
to achieve a normal facial appearance. 


Club Foot means a range of foot abnormalities in which the foot is twisted out of shape or position. The 
tissues connecting the muscles to the bone (tendons) are shorter than usual. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation of corrective techniques such as the Ponseti method and 
French/Functional method, or corrective surgery. 


Coarctation of the Aorta means the severe narrowing of the aorta, causing a decrease in blood flow to the 
lower part of the body. 


The diagnosis must: 


� Be made at birth with a physical examination and diagnostic testing, including but not limited to: chest 
radiography; barium esophagography; cardiac catheterization or electrocardiography (ECG); or prior 
to birth while you are insured under the Group Policy with an initial diagnosis in utero via a fetal 
echocardiography. 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Cystic Fibrosis means an inherited, life-threatening disorder that affects the cells that produce mucus, sweat 
and digestive juices that causes severe damage to the lungs and digestive system. 


The diagnosis must: 


� Be made during Childhood based on appropriate diagnostic measures, including but not limited to, a 
sweat test with results of chloride concentrations greater than 60 mmol/L; or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero via diagnostic amniocentesis, 
chorionic villus biopsy or a blood or saliva sample. 


� Be made by a Physician who is board certified as a pediatrician or pulmonologist. 


Diaphragmatic Hernia means an abnormal opening in the diaphragm allowing the abdominal organs (stomach, 
spleen, liver, and intestines) to appear in the chest cavity, impeding the lung tissue on the affected side to 
completely develop. 


The diagnosis must: 


� Be made at birth by physical examination with symptoms including, but not limited to:  irregular chest 
movements; absent breath sounds on affected side; bowel sounds heard in the chest or abdomen 
feels less full on examination by touch (palpation); respiratory distress (retractions, cyanosis, grunting 
respirations); rapid heart rate (tachycardia); and chest x-ray; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via a fetal echocardiography. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect.  


• Include a recommendation for surgical repair. 


Down’s Syndrome means an extra full or partial copy of chromosome 21. 


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a pediatrician. 


Gastroschisis means a defect in the anterior abdominal wall through which the abdominal contents protrude 
(abdominal herniation). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Hirschsprung's Disease means a disorder of the abdomen where part or all of the large intestine (colon) or 
antecedent parts of the gastrointestinal tract have no nerves and cannot function which creates an obstruction. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including but not limited to: 
abdominal x-ray using a contrast dye (barium or other); anal manometry test; rectal biopsy; or barium 
enema; or prior to birth while you are insured under the Group Policy with an initial diagnosis in utero 
via ultrasound.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 
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Hypoplastic Left Heart Syndrome means severely underdeveloped structures on the left side of the heart 
unable to support the circulation needed by the body’s organs. 


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), difficulty breathing, difficulty feeding, 
and lethargy (sleepy or unresponsive) or via diagnostic testing including but not limited to: 
electrocardiogram; chest x-ray; pulse, cardiac catheterization; or cardiac Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero via a fetal echocardiography.  


� Include a recommendation of a heart transplantation with reconstruction via the Norwood (Stage I), 
Glenn (Stage II) and Fontan (Stage III) procedures or a hybrid procedure (combination of surgery and 
catheter-based treatment).  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating this congenital defect.  


Infantile Hypertrophic Pyloric Stenosis means a narrowing (stenosis) of the opening from the stomach to the 
first part of the small intestine (duodenum) due to enlargement (hypertrophy) of the muscle surrounding this 
opening (pylorus) resulting in violent projectile vomiting. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including, but not limited to: upper 
gastrointestinal series, abdominal ultrasound and/or blood tests; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid 
(amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for the surgical intervention of pyloromyotomy. 


Muscular Dystrophy means a group of genetic diseases characterized by progressive weakness and 
degeneration of the skeletal or voluntary muscles that control movement.  


The diagnosis must: 


� Be made by a Physician who is board certified as a neurologist.  


� Be based on testing methods, including but not limited to: Electromyography; muscle biopsy; nerve 
conduction tests; or blood enzyme tests. 


Omphalocele means the organs remained enclosed in visceral peritoneum (membrane) and protrude out of 
the navel. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation of surgical intervention. 


Patent Ductus Arteriosis (PDA) means a persistent opening between two major blood vessels leading from 
the heart.  


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing, including but not limited to: 
echocardiogram; chest x-ray; electrocardiogram; cardiac catheterization; cardiac Computerized 
Tomography (CT); or Magnetic Resonance Imaging (MRI). 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Spina Bifida Cystica with Myelomeningocele means a malformation of the vertebrae around the spinal cord. 


The diagnosis must: 


� Be made at birth with a physical examination or a diagnostic test (Magnetic Resonance Image (MRI) 
or Computed Tomography (CT) scan); or prior to birth while you are insured under the Group Policy 
with an initial diagnosis in utero via diagnostic prenatal tests: blood test (maternal serum quadruple or 
triple screen), high resolution fetal ultrasound, or amniocentesis. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Tetralogy of Fallot means four heart defects (a large ventricular septal defect (VSD, pulmonary infundibular 
stenosis, right ventricular hypertrophy, and an overriding aorta) with a recommendation of surgical repair.  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: heart murmur; blue or purple tint to lips, skin and nails (cyanosis); difficulty in feeding; 
failure to gain weight; retarded growth and physical development; dyspnea on exertion; clubbing of 
the fingers and toes; polycythemia; or "tet spells"; or prior to birth while you are insured under the 
Group Policy with an initial diagnosis in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect.  


Transposition of the Great Arteries means a transposition of the pulmonary artery and aorta resulting in a 
cyanotic heart defect (decreased oxygen in the blood being pumped to the rest of the body).  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), shortness of breath, clubbing of the 
fingers or toes and poor feeding or via diagnostic testing of at least one of the following: cardiac 
catheterization; chest x-ray; electrocardiography (ECG); echocardiogram and Pulse oximetry (to 
check blood oxygen level); or prior to birth while you are insured under the Group Policy with an initial 
diagnosis in utero via a fetal echocardiography.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


 
 


Additional Benefits 
 


 


Health Maintenance Screening Benefit 


We will pay a Health Maintenance Screening Benefit if you or your Dependent meet all of the following 
requirements:  


� You or your Dependent were insured under the Group Policy for at least 1 months. 


� A Health Maintenance Screening Procedure is performed.  


Health Maintenance Screening Procedures are limited to the following: 


� Abdominal aortic aneurysm ultrasound. 


� Ankle Brachial Index (ABI) screening for peripheral vascular disease. 


� Biopsies for cancer. 


� Bone density screening. 
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� Breast ultrasound. 


� Cancer antigen 125 blood test for ovarian cancer (CA 125). 


� Cancer antigen 15-3 blood test for breast cancer (CA 15-3). 


� Carcinoembryonic antigen blood test for colon cancer (CEA). 


� Colonoscopy. 


� Complete Blood Count (CBC). 


� Comprehensive Metabolic Panel (CMP). 


� Electrocardiogram (EKG). 


� Hemocult stool analysis. 


� Hemoglobin A1C. 


� Human Papillomavirus (HPV) vaccination. 


� Lipid panel. 


� Mammography. 


� Pap smears or thin prep pap test. 


� Prostate specific antigen (PSA) test. 


� Stress test on a bicycle or treadmill. 


We will pay a Health Maintenance Screening Benefit for 1 day per insured person per Calendar Year. 


Calendar Year means the period from January 1 through December 31 of the same year. 
 


 


 


EXCLUSIONS  


General Exclusions 
 


Benefits are not payable if Critical Illness is caused or contributed to by any of the following: 


� War or act of War. War means declared or undeclared war, whether civil or international, insurrection, 
and any substantial armed conflict between organized forces of a military nature. 


� Attempted suicide or other intentionally self-inflicted injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, or act of terrorism, or actively participating in a 
violent disorder or riot. Actively participating does not include being at the scene of a violent disorder 
or riot while performing official duties. 


� Alcoholism or drug addiction. 


� Initial diagnosis outside of the United States. 


� Elective surgery or other procedure which:  


� Does not promote the proper function of your or your Dependent’s body or prevent or treat 
sickness or injury. 


� Is directed at improving your or your Dependent’s appearance, unless such surgery or procedure 
is necessary to correct a deformity resulting from a congenital abnormality or disfigurement. 


This exclusion will not apply to a Critical Illness caused or contributed to by your or your Dependent’s 
donation of an organ or tissue. 
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Preexisting Condition Exclusion 
 


You or your Dependent are not covered for a Critical Illness, if the Critical Illness is caused or contributed to 
by a Preexisting Condition or medical or surgical treatment of a Preexisting Condition unless, on the date you 
or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


You or your Dependent are not covered for an increase in Coverage Amount if your or your Dependent's 
Critical Illness is caused or contributed to by a Preexisting Condition or medical or surgical treatment of a 
Preexisting Condition unless, on the date you or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the new plan or for the increase in 
Coverage Amount under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


Preexisting Condition means any of the following events that occurred at any time during the 12 month period 
just before the date your or your Dependent's insurance or an increase in Coverage Amount becomes 
effective: 


� A mental or physical condition whether or not diagnosed or misdiagnosed for which you or your 
Dependent consulted a physician or other licensed medical professional; received medical treatment, 
services, or advice; undergone diagnostic procedures including self-administered procedures; or 
taken prescribed drugs or medications. 


� A mental or physical condition was discovered or suspected as a result of any medical examination, 
including a routine examination. 


 


 


ADDITIONAL FEATURES 


Reinstatement  
 


If your insurance ends, you may become insured again as a new Member. However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 
90 days, the Eligibility Waiting Period will be waived. 


� If your insurance ends because you fail to make the required premium contribution, you and your 
Spouse must provide Evidence Of Insurability to become insured again. 


 


� The Preexisting Conditions Exclusion will be applied as if insurance had remained in effect, provided 
you and your Dependents become insured again within 90 days. 


 


 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 days, your insurance will be for the coverage and amount which you continued under 
the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member. 
 


In no event will insurance be retroactive. 
 


Continuity of Coverage  
 


Waiver of Active Work Requirement 
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If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 
under the Group Policy, you can become insured on the effective date of your Employer’s coverage 
without meeting the Active Work requirement. See the Active Work Requirement. 


Effect of Preexisting Conditions 


If your or your Dependent’s Critical Illness is subject to the Preexisting Condition Exclusion, a Critical 
Illness will be payable if all of the following are true. 


� You or your Dependent were insured under the Prior Plan on the day before the effective date of 
your Employer's coverage under the Group Policy. 


� You or your Dependent became insured under the Group Policy when your insurance under the 
Prior Plan ceased. 


� You or your Dependent were continuously insured under the Group Policy from the effective date 
of your insurance under the Group Policy through the date you or your Dependent incur a Critical 
Illness as a result of a Preexisting Condition. 


� Benefits would have been payable under the terms of the Prior Plan if it had remained in force, 
taking into account the preexisting condition exclusion, if any, of the Prior Plan. 


For such a Critical Illness, the amount of your or your Dependent’s Critical Illness Benefit will be the 
lesser of the following: 


� The benefit that would have been payable under the terms of the Prior Plan if it had remained in 
force. 


� The benefit payable under the terms of the Group Policy, but without application of the 
Preexisting Condition Exclusion. 


Continuation of Insurance (Portability) for the Member 


Eligibility for the Member 


You become eligible to continue your or your Dependent’s insurance on the date one of the following 
events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates.  


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 80 or older. 


Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 
collect premiums.  We must receive your premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date you become eligible. Your and your Dependent’s continued 
insurance will be the same insurance provided under the Group Policy on the day before you become 
eligible under this Continuation of Insurance (Portability) for the Member. You may decrease the 
insurance, but cannot increase the insurance. 


If you have applied and been approved for continuation of insurance under this provision, we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Your or your Dependent’s insurance will remain 
in force during the Grace Period. You are liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  
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When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die, however your Spouse may apply to continue insurance under the 
Continuation of Insurance (Portability) for the Spouse provision below.  


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of Child. 


� The date you reach age 90, however, if your Spouse has not reached age 80, your Spouse may 
apply for continuing insurance under the Continuation of Insurance (Portability) for the 
Spouse provision below. 


� The date you are sentenced by a court for any reason to a penal or correctional institution, 
however your Spouse may apply to continue insurance under the Continuation of Insurance 
(Portability) for the Spouse provision below. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 
Spouse.  


� With respect to coverage for your Dependent, the date your Dependent is sentenced by a court 
for any reason to a penal or correctional institution. 


� The date you become insured again as a Member under the Group Policy.  


Once insurance continued under this provision ends it cannot be reinstated. Except as provided above, 
insurance continued under this provision is subject to all other terms of the Group Policy. 


 


Continuation of Insurance (Portability) for the Spouse 
 


Eligibility for Your Spouse: 


Your Spouse becomes eligible to continue insurance on the date one of the following events occurs: 


� Your insurance terminates due to your death and your Spouse has not reached age 80. 


� You are legally divorced from your Spouse or your Domestic Partnership or Civil Union is legally 
dissolved. 


� Your continued insurance under the provision above ends because you reach age 90 and your 
Spouse has not reached age 80. 


� Dependent insurance is no longer provided under the Group Policy.  


� Your continued insurance under the provision above ends because you are sentenced by a court 
for any reason to a penal or correctional institution.  


Except as provided below, all provisions and terms of the Group Policy apply to insurance continued 
under this Continuation of Insurance (Portability) for the Spouse provision. In the event your Spouse 
continues insurance under this Continuation of Insurance (Portability) for the Spouse provision, "you" 
and "your" will refer to your Spouse in Exclusions, Claims and Benefit Payment, and General 
Provisions.  


Your Spouse is not eligible to continue insurance for your Child under this provision if the Child is insured 
under your insurance. Your Spouse is not eligible to continue insurance under this provision if your 
Spouse is 80 or older. 


Application, Amount of Insurance, and Premium Payment 


Your Spouse must apply in writing and pay the first premium to the person designated by the Policyholder 
to collect premiums.  We must receive the premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date your Spouse becomes eligible. 
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Your Dependent’s continued insurance will be the same insurance provided under the Group Policy or 
your continued insurance on the day before your Spouse became eligible for continued insurance. Your 
Spouse may decrease the insurance, but cannot increase the insurance. 


If your Spouse has applied and been approved for continuation of insurance under this provision we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Dependent insurance will remain in force during 
the Grace Period. Your Spouse is liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  


When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which your Spouse made a premium payment. 


� The date your Spouse dies. 


� The date your Spouse becomes a full-time member of the armed forces of any country. 


� With respect to a Child’s insurance, the date the Child ceases to meet the definition of Child.  


� With respect to a Dependent’s insurance, the date your Dependent is sentenced by a court for 
any reason to a penal or correctional institution.  


� The date your Spouse reaches age 90. 


� The date your Spouse is insured as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated. 
 


CLAIMS AND BENEFIT PAYMENT  


Filing a Claim 
 


Claims should be filed on our forms. If we do not provide our forms within 15 days after they are requested, 
the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 
 


Proof Of Loss must be provided within 90 days after the date of the Critical Illness. For Additional Benefits, 
Proof Of Loss must be provided within 90 days after meeting the requirements for the Additional Benefits. If 
that is not possible, it must be provided as soon as reasonably possible, but not later than one year after that 
90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied. These limits will not apply while the 
claimant lacks legal capacity. 


Proof Of Loss 
 


Proof Of Loss means written proof that a Critical Illness or entitlement to an Additional Benefit occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 
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Proof Of Loss includes any other information we may reasonably require in support of a claim. Proof Of Loss 
must be in writing and must be provided at the expense of the claimant. No benefits will be paid until we 
receive Proof of Loss satisfactory to us. 


Investigation of Claim 
 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 
specialists of our choice. In case of death, we have the right and opportunity to request an autopsy, except 
where prohibited by law. 


Notice of Decision on Claim 
 


We will evaluate a claim for benefits promptly after we receive it. Within 60 days after we receive the claim we 
will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period to 
decide the claim for an additional 60 days.  


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 
extension; and (b) when we expect to decide the claim.  


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision.  


� Reference to the parts of the Group Policy on which our decision is based.  


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision.  


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 
claim is denied on review. 


Review Procedure 
 


If all or part of a claim is denied, the claimant may request a review. The claimant must request a review in 
writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim. The claimant may review 
and receive copies of any non-privileged information that is relevant to the request for review. There will be no 
charge for such copies. Our review will include any written comments or other items the claimant submits to 
support the claim. 


We will review the claim promptly after we receive the request. With respect to all claims, within 45 days after 
we receive the request for review we will send the claimant:  (a) a written decision on review; or (b) a notice 
that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 
the extended time period for review of the claim will not begin until the claimant provides the information or 
otherwise responds.  


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension; 
and (b) when we expect to decide the claim on review.  


If we request additional information, the claimant will have 45 days to provide the information. If the claimant 
does not provide the requested information within 45 days, we may conclude our review of the claim based on 
the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 
documents and records relevant to the claim.  


 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA.  
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The Group Policy does not provide voluntary alternative dispute resolution options. However, you may contact 
your local U.S. Department of Labor Office and your State insurance regulatory agency for assistance. 


 


Time of Payment 
 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Payment of Benefits  
 


Benefits will be paid to you. Any benefits remaining unpaid at your death will be paid as shown below.  


Benefits will be paid in equal shares to the first surviving class of the classes below. 


� Your Spouse. 


� Your children. 


� Your parents. 


� Your brothers and sisters. 


� Your estate. 


Reimbursement 
 


We reserve the right to recover any benefits that you or your Dependent or a claimant were paid but not 
entitled to under the terms of the Group Policy, state or federal law.  


You or your Dependent, or a claimant or beneficiary must reimburse us in full. We will determine the method 
by which repayment is to be paid.  


Unpaid Premium 
 


Any unpaid premium due for your or your Dependent's Critical Illness Insurance under the Group Policy may 
be recovered by us. Any Critical Illness Benefits payable to you or your Dependent, a claimant, a beneficiary 
or legal representative will be applied to reduce the amount of any unpaid premiums prior to paying you or 
your Dependent, a claimant, a beneficiary or a legal representative. 


 


GENERAL PROVISIONS  


Assignment 
 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 
 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss. No such 
action may be brought more than three years after the earlier of: 


� The date we receive Proof Of Loss. 


� The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 
 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty. No 
misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


� The insurance would not have been approved if we had known the truth. 


� We have given you or any other person claiming benefits a copy of the signed written instrument 
which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 
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misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 
 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


� Cause a person to become insured. 


� Invalidate insurance under the Group Policy otherwise validly in force. 


� Continue insurance under the Group Policy otherwise validly terminated. 


Agency 
 


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent. Individuals 
selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 
their administrative function under it, represent and act on behalf of the person selecting them, and do not 
represent or act on behalf of us. The Policyholder and your Employer have no authority to alter, expand or 
extend our liability or to waive, modify or compromise any defense or right we may have under the Group 
Policy. 


Misstatement of Age 
 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both. 
The adjustment will be based on the following: 


� The amount of insurance based on the correct age. 


� The difference between the premiums paid and the premiums which would have been paid if the age 
had been correctly stated. 


Misstatement of Tobacco Use 
 


If a person’s use of tobacco has been misstated, we have the right to make an equitable adjustment of 
premiums, benefits, or both. The adjustment will be based on the following: 


� The amount of insurance based on the correct tobacco use status. 


� The difference between the premiums paid and the premiums which would have been paid if the 
tobacco use status had been correctly stated. 


 


DEFINITIONS  


Activities of Daily Living  


� Bathing means washing oneself, whether in the tub or shower or by sponge bath, with or without the help 
of adaptive devices. 


� Continence means voluntarily controlling bowel and bladder function, or, if incontinent, maintaining a 
reasonable level of personal hygiene. 


� Dressing means putting on and removing all items of clothing, footwear, and medically necessary braces 
and artificial limbs. 


� Eating means getting food and fluid into the body, whether manually, intravenously, or by feeding tube. 


� Toileting means getting to and from and on and off the toilet, and performing related personal hygiene. 


� Transferring means moving into or out of a bed, chair or wheelchair, with or without adaptive devices.  


Child 


Child means one of the following: 







 


GC0614-CI 27  


� Your child from live birth until age 26. 


� Your adopted child until age 26.  


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your home 
until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 
continuously incapable of self-sustaining employment because of mental or physical handicap; and 
chiefly dependent upon you for support and maintenance or institutionalized because of mental or 
physical handicap. 


Child does not include a person who is eligible for insurance as a Member. A Child does not include a full-
time member of the armed forces of any country. 


Childhood  


From birth through age 12. 


Dependent(s)  


Your Spouse, your Child, or your Spouse or Child, or your Spouse and Child. 


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance. Your Eligibility Waiting Period is 
shown in the Coverage Features. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 
approved in writing by us. 


Evidence Of Insurability  


You or your Spouse must: 


� Complete and sign our medical history statement. 


� If required by us, sign our form authorizing us to obtain information about the applicant's health. 


� Undergo a physical examination, if required by us, which may include blood testing. 


� Provide any additional information about the applicant's insurability that we may reasonably require. 


Group Policy  


The group critical illness insurance policy issued by us to the Policyholder and identified by the Group Policy 
Number, the Policyholder's attached application, group critical illness insurance certificates with the same 
Group Policy Number, and any amendments to the policy or certificates. 


Hands-on Assistance  


The physical assistance of another person without which the insured would be unable to perform the Activity 
Of Daily Living. 


Limb  


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Physician  


An individual who is licensed by the state as an M.D. or D.O. and acting within the scope of the license. 
Physician does not include you or your Spouse, or an employee partner or owner of the Employer, or the 
brother, sister, parent or child of either you or your Spouse. 


Prior Plan  
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A critical illness insurance plan which is replaced by coverage under the Group Policy and which is the 
Policyholder’s group critical illness insurance plan in effect on the day before the effective date of the Group 
Policy. 


Spouse  


Spouse means: 


� A person to whom you are legally married.  
 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 
to applicable law. 


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 
domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 
domestic partnerships; or an individual you have identified as a domestic partner under your 
Employer’s domestic partnership policy. 


 


Spouse does not include a full-time member of the armed forces of any country.  


Standby Assistance  


The presence of another person within arm’s reach of the insured that is necessary to prevent, by physical 
intervention, injury to the insured while the insured is performing the Activity Of Daily Living (such as being 
ready to catch the insured if the insured falls while getting into or out of the bathtub or shower as part of 
Bathing, or being ready to remove food from the insured’s throat if the insured chokes while Eating). 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


 
Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 
required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 
 


You have the right to examine all Plan documents, including any insurance contracts or collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 
Administration. These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 
 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 
bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 
plan description upon written request to the Plan Administrator. The Plan Administrator may make a 
reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 
 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 
was required to file an annual report. There will be no charge for the report.  


 


Right to Review of Denied Claims 
 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 
this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 
your claim reviewed and reconsidered, all within certain time schedules. 


 


Obligations of 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 the Plan, called "fiduciaries"' of the 
Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


 


Enforcing ERISA Rights 
 


Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request Plan 
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 
suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 
or Federal court. If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U. S. Department of 
Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal 
fees. If you are successful the court may order the person you have sued to pay these costs and fees. If 
you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 
frivolous. 


 


Plan and ERISA Questions 
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If you have any questions about the 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 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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company  
900 SW Fifth Avenue 


Portland, Oregon  97204-1282 
(503) 321-7000 


GROUP CRITICAL ILLNESS INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC   
Group Policy Number: 771022-C 


Group Policy Effective Date: 01/01/2018 


State of Issue: Washington 


The Group Policy has been issued to the Policyholder. We certify that you will be insured as provided by the 
terms of the Group Policy. If your insurance is changed by an amendment to the Group Policy, we will provide the 
Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 
available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured. You are 
insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member. "We", "us" and "our" mean Standard Insurance Company. Other defined 
terms appear with the initial letters capitalized. Section and provision headings, and references to them, appear in 
boldface type. 


Your Certificate describes the insurance under the Group Policy. Please read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES CRITICAL ILLNESS 
INSURANCE BENEFITS. THE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE 
COMPREHENSIVE HEALTH INSURANCE COVERAGE. IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL 
MANDATE OF THE AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE 
REQUIRED BY THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT 
PROVIDE COVERAGE FOR HOSPITAL, SURGICAL OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY. IF YOU ARE ELIGIBLE FOR MEDICARE, 
REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 


 


THIS LIMITED BENEFIT CERTIFICATE INCLUDES A PREEXISTING CONDITION EXCLUSION. 


 


STANDARD INSURANCE COMPANY 


By 







 


GC0614-CI 


 


 







 


GC0614-CI 


TABLE OF CONTENTS 


 


COVERAGE FEATURES...........................................................................................................1 


Employer(s) ...................................................................................................................................................1 


Member..........................................................................................................................................................1 


Class(es)........................................................................................................................................................1 


Eligibility Waiting Period ................................................................................................................................1 


Premium Contributions ..................................................................................................................................1 


Coverage Amount..........................................................................................................................................2 


Amount Payable ............................................................................................................................................2 


Additional Benefits .........................................................................................................................................3 


Additional Features........................................................................................................................................3 


ERISA SUMMARY PLAN DESCRIPTION INFORMATION.......................................................4 


ELIGIBILITY AND ENROLLMENT ............................................................................................5 


Becoming Insured..........................................................................................................................................5 


When Your Insurance Becomes Effective.....................................................................................................5 


Evidence Of Insurability.................................................................................................................................6 


Changes in Your Insurance ...........................................................................................................................6 


Active Work Requirement..............................................................................................................................6 


When Your Insurance Ends...........................................................................................................................7 


CHILD INSURANCE ..................................................................................................................7 


When Child Insurance Becomes Effective ....................................................................................................7 


Changes in Child Insurance ..........................................................................................................................7 


When Child Insurance Ends ..........................................................................................................................7 


SPOUSE INSURANCE ..............................................................................................................8 


Eligibility for Spouse Insurance .....................................................................................................................8 


When Spouse Insurance Becomes Effective ................................................................................................8 


Evidence Of Insurability.................................................................................................................................9 


Changes in Spouse Insurance ......................................................................................................................9 


When Spouse Insurance Ends ....................................................................................................................10 


CRITICAL ILLNESS BENEFITS ..............................................................................................10 


Insuring Clause............................................................................................................................................10 


Critical Illness Definitions.............................................................................................................................10 


Child Diseases.............................................................................................................................................14 


Additional Benefits .......................................................................................................................................18 


EXCLUSIONS ..........................................................................................................................19 


General Exclusions......................................................................................................................................19 







 


GC0614-CI 


Preexisting Condition Exclusion ..................................................................................................................20 


ADDITIONAL FEATURES .......................................................................................................20 


Reinstatement..............................................................................................................................................20 


Continuity of Coverage ................................................................................................................................20 


Continuation of Insurance (Portability) for the Member...............................................................................21 


Continuation of Insurance (Portability) for the Spouse................................................................................22 


CLAIMS AND BENEFIT PAYMENT ........................................................................................23 


Filing a Claim ...............................................................................................................................................23 


Time Limits on Filing Proof Of Loss.............................................................................................................23 


Proof Of Loss...............................................................................................................................................23 


Investigation of Claim ..................................................................................................................................24 


Notice of Decision on Claim ........................................................................................................................24 


Review Procedure .......................................................................................................................................24 


Time of Payment..........................................................................................................................................25 


Payment of Benefits ....................................................................................................................................25 


Reimbursement ...........................................................................................................................................25 


Unpaid Premium..........................................................................................................................................25 


GENERAL PROVISIONS.........................................................................................................25 


Assignment ..................................................................................................................................................25 


Time Limits on Legal Actions.......................................................................................................................25 


Incontestability of Insurance ........................................................................................................................25 


Clerical Error................................................................................................................................................26 


Agency.........................................................................................................................................................26 


Misstatement of Age....................................................................................................................................26 


Misstatement of Tobacco Use .....................................................................................................................26 


DEFINITIONS...........................................................................................................................26 


ERISA INFORMATION AND NOTICE OF RIGHTS.................................................................29 


Statement of Your Rights under ERISA ......................................................................................................29 


Right to Examine Plan Documents..............................................................................................................29 


Right to Obtain Copies of Plan Documents.................................................................................................29 


Right to Receive a Copy of Annual Report..................................................................................................29 


Right to Review of Denied Claims...............................................................................................................29 


Obligations of Fiduciaries ............................................................................................................................29 


Enforcing ERISA Rights ..............................................................................................................................29 


Plan and ERISA Questions .........................................................................................................................29 







 


GC0614-CI 


INDEX OF DEFINED TERMS 


  
Active Work, Actively At Work, 7 
Activities of Daily Living, 26 
Annual Enrollment Period, 5 


  
Bathing, 26 


  
Calendar Year, 19 
Child, 26 
Childhood, 27 
Civil Union, 28 
Continence, 26 


  
Dependent(s), 27 
Domestic Partner, 28 
Dressing, 26 


  
Eating, 26 
Eligibility Waiting Period, 27 
Employer, 27 
Evidence Of Insurability, 27 


  
Family Status Change, 5 


  
Group Policy, 27 
Guarantee Issue Amount, 2 


  
Hands-on Assistance, 27 


  
Limb, 27 


  
Physician, 27 
Prior Plan, 27 
Proof Of Loss, 23 


  
Spouse, 28 
Standby Assistance, 28 


  
Toileting, 26 
Transferring, 26 


  
War, 19 


 







GC0614-CI 1 


COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc. 


Aloha Air Cargo  


Carlile Transportation Systems, Inc. 


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  


Member 


You are a Member if you are all of the following: 


� 


� 


� 


A regular employee of Northern Aviation Services, Inc.


Actively At Work at least 30 hours each week. 


A citizen or resident of the United States.  


You are not a Member if you are: 


� A temporary or seasonal employee. 


� A full time member of the armed forces of any country. 


� A leased employee. 


� An independent contractor. 


Class(es) 


Northern Aviation Services, Inc. Members 


Eligibility Waiting Period 


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the 
calendar month following 30 consecutive days as a Member.
Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 
immediately prior to the date you become a Member. 


Premium Contributions 


For you and your Child: Contributory 


For your Spouse: Contributory 
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Contributory means you pay all or part of the premium for insurance. 
 


Coverage Amount 
 


The Coverage Amount is the amount of insurance under the Group Policy. The Guarantee Issue Amount is 
the amount of insurance you may apply for without submitting Evidence Of Insurability. Coverage Amounts 
requiring Evidence Of Insurability are not effective until approved by us. 


 


 


For Member:  The amount you elect and we approve: $15,000. 


  


For Child(ren): 25% of your Coverage Amount. 


 


  


For Spouse: The amount you elect and we approve: $15,000. 


 


Not to exceed 100% of your Coverage Amount. 
 


Guarantee Issue Amount  


For Member: $15,000 
 


For Spouse: $15,000 
 


Amount Payable 
 


Table of Critical Illness Benefits 
 


The amount payable is the percentage of the Coverage Amount in effect on the date of the Critical Illness. 
Subject to the Reoccurrence Benefit, only one Critical Illness is payable unless an initial diagnosis or 
recommendation, as required, for a different and subsequent Critical Illness is made at least 90 days after 
the preceding Critical Illness.  


 


Cancer 100% of Coverage Amount 


Carcinoma in Situ 25% of Coverage Amount 
 


Coma 100% of Coverage Amount 
 


End-Stage Renal (Kidney) Failure 100% of Coverage Amount 
 


Loss of Sight 100% of Coverage Amount 
 


Major Organ Failure 100% of Coverage Amount 


Myocardial Infarction (Heart Attack) 100% of Coverage Amount 
 


Occupational Hepatitis 100% of Coverage Amount 


Occupational Human 
Immunodeficiency Virus (HIV) 


100% of Coverage Amount 


 


Paralysis (2 or more Limbs) 
 


100% of Coverage Amount 
 


Severe Coronary Artery Disease  
With a Recommendation of Bypass  
Surgery 


 
 
25% of Coverage Amount 


 


Stroke 
 


100% of Coverage Amount 
 


 


Child Diseases 
 


100% of Coverage Amount for Child 
 


Reoccurrence Benefit 25% of Coverage Amount 
 


If a Critical Illness Benefit is payable and there is a subsequent diagnosis or recommendation for 
the same Critical Illness, a Reoccurrence Benefit is payable if you and your Dependents meet 
both of the following:  
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� You and your Dependents have been continuously insured under the Group Policy 
between the initial and subsequent diagnosis or recommendation. 


 


� You and your Dependents have served a 12 month Treatment Free Period during such 
continuous insurance. 


A Reoccurrence Benefit is payable only once per each Critical Illness during your or your 
Dependent's lifetime. 


Treatment Free Period means you or your Dependent have not done any of the following in 
connection with the Critical Illness: 


� Consulted a physician or other licensed medical professional. 


� Received medical treatment, services or advice. 


� Undergone diagnostic procedures, including self-administered procedures. 


� Taken prescribed drugs or medications. 


Treatment Free Period does not include: 


� Maintenance drug therapy (such as: ongoing antiplatelet regimens and statins; ongoing 
hormonal therapy, immunotherapy or chemoprevention therapy) that is intended to 
decrease the risk of Critical Illness reoccurrence. 


� Routine follow-up visits with a Physician, including necessary tests (such as a stress 
treadmill) to verify whether or not a Critical Illness has reoccurred. 


 


Additional Benefits 
 


You may select the Health Maintenance Screening Benefit for you and your Dependents. 


Health Maintenance Screening Benefit $50 


  


Additional Features 
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


Continuation of Insurance (Portability) for the Spouse 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Critical Illness Insurance 
 


Name, Address of Plan Sponsor: 


 


Saltchuk Resources, Inc. 
 


450 Alaskan Way S, Suite 708  
 


Seattle, WA 98104 


 


Plan Sponsor Tax ID Number: 


 


91-1186367 
 


Plan Number: 


 


507 
 


Type of Plan: 


 


Group Insurance Plan 
 


Type of Administration: 


 


Contract Administration 
 


Name, Address, Phone 


Number of Plan Administrator: 


 


 


Plan Sponsor 


206-652-1111 
 


Name, Address of Registered Agent 
for Service of Legal Process: 


 


 


Saltchuk Resources, Inc. 
 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: 


 


 


 


 


 


 


Standard Insurance Company 
1100 SW 6th Ave 


Portland OR 97204-1093 


 


Sources of Contributions: 


 


Member 
 


Funding Medium: 


 


Standard Insurance Company - Fully Insured 
 


Plan Fiscal Year End: 


 


December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 
 


To become insured you must:  


• Be a Member. 


• Complete your Eligibility Waiting Period.  


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 
Requirement.  


• Submit Evidence Of Insurability, if required. 


When Your Insurance Becomes Effective 
 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 
Work Requirement, your insurance becomes effective as follows: 


Insurance Subject to Evidence Of Insurability 


Insurance subject to Evidence Of Insurability becomes effective on the later of:  


� The date we approve your Evidence Of Insurability.  


 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability. 


 


Insurance Not Subject to Evidence Of Insurability 


Contributory insurance 
 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory 
insurance not subject to Evidence Of Insurability becomes effective on: 


� The date you become eligible if you apply on or before that date. 


� The date you apply if you apply within 31 days after you become eligible.  
 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


� If you have a Family Status Change the later of: 
 


� The date of the Family Status Change if you apply on or before the date of the Family 
Status Change. 


� The date you apply if you apply within 31 days of the Family Status Change. 


 


� The January 1 next following the Annual Enrollment Period if you apply for the Family 
Status Change during the Annual Enrollment Period. 


 


Annual Enrollment Period means the period designated each year by your Employer when you may apply for 
insurance or change insurance elections. 


 


Family Status Change means any of the following events: 


� Your marriage or divorce or dissolution of your Civil Union or Domestic Partner relationship. 


� The birth of your Child. 


� The adoption of a Child by you. 


� The death of your Dependent. 
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� The commencement or termination of your Spouse's employment. 


� A change in employment from full-time to part-time by your Spouse. 


� A loss of critical illness insurance through your Spouse’s employment. 
 


Evidence Of Insurability 
 


Evidence Of Insurability will be required as follows:  
 


� For Contributory insurance if you apply more than 31 days after you become eligible. 
 


� For reinstatements, if required.  


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability.  
 


� For any Coverage Amount in excess of the Guarantee Issue Amount. 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 
 


Changes in Your Insurance 
 


You may apply in writing for any increase in your insurance.  


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability. 


Any increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to the Active Work Requirement, increases in your insurance become effective as follows: 


Increases Subject to Evidence Of Insurability 


Increases subject to Evidence Of Insurability become effective on the later of: 


� The date we approve your Evidence Of Insurability. 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability.  


 


� The date we approve your Evidence Of Insurability due to a Family Status Change. 


 


 


Decreases in Coverage Amounts become effective on: 
 


� The date the Policyholder or Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of sickness, injury, or pregnancy on the day before the 
scheduled effective date of your insurance or increase in Coverage Amount under the Group Policy, such 
insurance will not become effective until the day after you complete 1 full day(s) of Active Work as an eligible 
Member. 
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Active Work and Actively At Work mean performing the material duties of your own occupation at your 
Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance.


 When Your Insurance Ends 


Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify the Policyholder or your Employer in writing that 
coverage is to be terminated.  


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy terminates unless you continue your insurance under the Continuation of 
Insurance (Portability) for the Member provision. 


� The first day of the calendar month following the date your employment terminates unless you 
continue your insurance under the Continuation of Insurance (Portability) for the Member 
provision. 


� The date you reach age 80. 


� The date you cease to be a Member. However, if you cease to be a Member because you are not 
working the required minimum number of hours, your insurance will be continued with payment of 
premium: 


�


�


�


During the first 90 days of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 
writing and lasting not more than 90 days. 


During a leave of absence which is required by the federal or a state-mandated family or medical 
leave act or law.


CHILD INSURANCE 


When Child Insurance Becomes Effective 


Insurance for your Child becomes effective as follows: 


• The date your insurance becomes effective if you have a Child on that date.


• The date you first acquire a Child, if you are insured on that date.


If you have more than one Child on the effective date, all are insured as of that date. While your insurance is 
in effect, each new Child becomes insured immediately. 


A Member may not be insured as both a Member and a Child. A Child may not be insured by more than one 
Member.  


Changes in Child Insurance 


Increases or decreases resulting from changes in your Coverage Amounts will become effective for a Child 
on the effective date of your change.  


When Child Insurance Ends 
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Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends unless the Child insurance is continued under the Continuation of 
Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 
the Spouse provision.  


� The date the Child insurance terminates under the Group Policy unless the Child insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the Group Policy terminates unless the Child insurance is continued under the 
Continuation of Insurance (Portability) for the Member provision. 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 
 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse.  


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 
apply in writing for Contributory Spouse insurance and agree to pay premiums. 


Spouse Insurance Subject to Evidence Of Insurability 


Spouse insurance subject to Evidence Of Insurability becomes effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse; 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


Spouse insurance will not become effective if you were required to submit Evidence Of Insurability 
and either:  


� You did not submit Evidence Of Insurability.  


� We disapproved your Evidence Of Insurability. 


Spouse Insurance Not Subject to Evidence Of Insurability 
 


Contributory Spouse insurance becomes effective on: 


� The date your insurance becomes effective if you apply on or before that date to insure your 
Spouse.  


� The date you apply to insure your Spouse. 


 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 
 


� If you have a Family Status Change, the later of: 
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� The date of the Family Status Change if you apply on or before the date of the Family Status 
Change. 


� The date you apply, if you apply within 31 days of the Family Status Change. 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


Evidence Of Insurability 
 


Evidence Of Insurability will be required for your Spouse as follows:   


� For Contributory insurance if you apply more than 31 days after you become eligible for Spouse 
insurance. 


 


 


� If your Spouse was eligible for more than 31 days under the Prior Plan but not insured. 
 


� For reinstatements, if required. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 
 


� For any Coverage Amount in excess of the Spouse Guarantee Issue Amount. 
 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 


 


 


Changes in Spouse Insurance 
 


You may apply in writing for any increase in your Spouse insurance. 


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 


Evidence Of Insurability will be waived in the following instances: 


� For any increase in your Spouse’s Coverage Amount not to exceed the Spouse Guarantee Issue 
Amount. 


 


� For additional insurance due to a plan change. 


� For any increase in Coverage Amount not to exceed the Guarantee Issue Amount if: 


 


� You have a Family Status Change; and you apply for the increase within 31 days of the Family 
Status Change. 


  However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
for your Spouse and it was not approved by us. 


 


Your Spouse’s increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to your Spouse being gainfully employed or capable of performing the material duties of an 
occupation, increases in your Spouse’s insurance become effective as follows: 
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Spouse Insurance Increases Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance subject to Evidence Of Insurability become effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse.  
 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


 


� The date we approved Evidence Of Insurability for your Spouse due to a Family Status Change. 
 
 


Spouse Insurance Increases Not Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance not subject to Evidence Of Insurability becomes effective on the 
latest of: 


� The date you apply for the increase. 
 
 


� The January 1 next following the Annual Enrollment Period during which you apply for the 
increase. 


� The date of your Family Status Change. 
 


Decreases in your Spouse’s Coverage Amounts become effective on: 
 


� The date your Coverage Amount decreases. 


 


� The date the Policyholder or Employer receives your written request for the decrease. 
 


When Spouse Insurance Ends 
 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 


the Spouse provision.  


� The date Spouse insurance terminates under the Group Policy, unless Spouse insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 
of Insurance (Portability) for the Member provision. 


� The date your Spouse reaches age 80. 


 


CRITICAL ILLNESS BENEFITS  


Insuring Clause 
 


If you or your Dependent incur a Critical Illness or meet the requirements for the Additional Benefits while 
insured under the Group Policy, we will pay benefits according to the terms of the Group Policy after we 
receive Proof Of Loss satisfactory to us. 


Critical Illness Definitions 


Cancer means an initial diagnosis of any malignant tumor or neoplasm with histological confirmation, 
characterized by the uncontrolled growth of malignant cells and invasion of tissue beyond the initial tissue 
(invasive).  
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The diagnosis must:  


• Be made while insured under the Group Policy. 


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Cancer includes: 


• Leukemia  


• Lymphoma 


• Sarcoma 


• Malignant melanoma 


• Other skin malignancies that have been histologically classified as having caused invasion beyond 
the epidermis with a Clark’s level III or greater, Breslow’s depth of 0.75mm or greater, or AJCC TNM 
stage II or greater are included.  


Conditions that are not invasive cancer are not included. Such conditions include, but are not limited to:  


• All cancers which are histologically classified as pre-malignant, non-invasive, carcinoma in situ, 
having borderline malignancy, or having low malignant potential.  


• Benign tumors or polyps. 


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A. 


• Any skin cancer not previously incorporated in this definition, including:  


• Cutaneous lymphoma.  


• Melanoma that is histologically classified as Clark’s level I or II; Breslow’s depth of less than 
0.75mm; or AJCC TNM stage 0 or I. 


Carcinoma in Situ means an initial diagnosis of cancer in which the tumor or cells still lie within the tissue of 
origin without invading neighboring tissue or regional lymph nodes.  


The diagnosis must:  


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Carcinoma in Situ includes, but is not limited to:  


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A.  


• Cutaneous lymphoma.  


• Melanoma not invading the reticular (lower) dermis that is histologically classified as one of the 
following:   


• Clark’s level I or II.  


• Breslow’s depth of less than 0.75mm.  


• AJCC TNM stage 0 or I. 


Carcinoma in Situ does not include:  lesser skin malignancies (such as basal cell and squamous cell 
carcinomas, pre-malignant lesions, intraepithelial neoplasia, benign tumors or polyps. 
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Coma means an initial diagnosis of a profound state of mental unconsciousness from which one cannot be 
aroused and there is no evidence of appropriate response to external stimulation, other than primitive 
avoidance reflexes, due to an accident or disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as a neurologist. 


� Must last for at least 14 consecutive days resulting in neurological deficit with persisting clinical 
symptoms. 


Coma which is medically induced or Coma as a result of drug or alcohol use is not included. 


End-Stage Renal Failure means an initial diagnosis of chronic and end-stage irreversible failure of both 
kidneys to function, as a result of which the need for regular, at least weekly and for longer than 6 months, 
kidney dialysis or kidney transplant is recommended to sustain life.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


� Be made by a board certified nephrologist.  


 


Loss of Sight means an initial diagnosis of entire, uncorrectable, and irrecoverable loss of sight due to an 
accident or a disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as an ophthalmologist. 


� Be based on evidence of sight in the better eye being reduced to a best-corrected visual acuity of 
20/200 (Snellen or E-Chart Acuity) and visual field restriction to 20° or less in both eyes. 


� For a Child, occur after age 3. 
 


Major Organ Failure means an initial diagnosis of irreversible failure of the heart, liver, lung, small intestine, or 
pancreas as a result of a disease and, for which a transplantation of the organ(s) or tissue from a suitable 
human donor is required.  


The diagnosis must: 


� Be made while insured under the Group Policy. 
 


• Be made by a Physician.  


� Be based on clinical evidence of major organ failure of an organ(s) or tissue and requires that your or 
your Dependent’s condition meet the criteria for placement on the registry with the Organ 
Procurement and Transplantation Network/United Network for Organ Sharing (OPTN/UNOS) or its 
medically recognized successor organization.  


If you or your Dependent do not meet the criteria for placement on the registry because your or your 
Dependent’s condition is too far advanced or you or your Dependent are too ill to proceed with a transplant, 
this requirement will not apply. 


Myocardial Infarction is commonly known as a heart attack and means an episode of rapid onset of chest pain 
that required immediate medical attention and with an initial diagnosis of death of a portion of the heart 
muscle as a result of inadequate blood supply to the heart.  


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician. 
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• Be based on new changes consistent with an evolving infarction on electrocardiogram (EKG) and 
concurrent with elevation of infarction specific enzymes, troponins or other biochemical markers 
accepted to be indicative of an acute Myocardial Infarction. In the event of death, an autopsy or death 
certificate indicating Myocardial Infarction as the cause will apply. 


Myocardial Infarction does not include a heart attack that occurred during a medical procedure or due to 
alcohol or drug abuse. Other acute coronary syndromes, including but not limited to angina, are not included. 
 
Occupational Hepatitis means an initial diagnosis of hepatitis, other than hepatitis A, that occurs as a result of 
a documented accidental exposure in the workplace to blood or other bodily fluids. 


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for hepatitis. A follow up blood test with the results showing as 
positive for hepatitis must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace. 


Hepatitis does not include hepatitis that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Occupational Human Immunodeficiency Virus (HIV) means an initial diagnosis of HIV that occurs as a result 
of a documented accidental exposure in the workplace to blood or other bodily fluids.  


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for HIV. A follow up blood test with the results showing positive for 
HIV must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace.  


HIV does not include HIV that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Paralysis means an initial diagnosis of the irreversible loss of all motor function of two or more Limbs due to 
an accident or a disease. 


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician who is board certified as a neurologist. 
 


Severe Coronary Artery Disease with a Recommendation of Bypass Surgery means a narrowing or blockage 
of the arteries and vessels that provide oxygen and nutrients to the heart that result in an initial diagnosis of 
severe coronary artery disease which results in a Physician’s recommendation of bypass surgery. Severe 
Coronary Artery Disease with a Recommendation of Bypass Surgery includes but is not limited to: open heart 
surgery to increase the flow of blood through the coronary arteries.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a cardiologist or cardiac surgeon. 


• Be based on a clinical diagnosis.  
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Severe Coronary Artery Disease does not include: angioplasty, stenting, percutaneous coronary intervention, 
or laser procedures.  


If a Physician has recommended bypass surgery but you are too ill to proceed with the recommended surgery, 
the requirement that bypass surgery be recommended will not apply. 


Stroke means an initial diagnosis of: a cerebrovascular accident or infarction (death) of brain tissue caused by 
hemorrhage, embolism or thrombosis producing measurable, neurological deficit, which is expected to be 
permanent. 


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician assigning a Modified Rankin Scale score of 4 (moderately severe disability) 
or greater.  


• Be based on objective clinical evidence of brain tissue damage using current neuroimaging tests, 
including but not limited to: Computed Tomography scan (CT); Magnetic Resonance Imaging (MRI);  
Positron Emission Tomography scan (PET); arteriography; or angiography.  


Stroke does not include Transient Ischemic Attack (TIA) and traumatic injury to brain tissue or blood vessels. 


 


Child Diseases 
 


Means any of the following Critical Illnesses where an initial diagnosis is made while the Child is insured 
under the Group Policy or the initial diagnosis was made prior to birth and you were insured under the Group 
Policy and the Child became insured at birth: 


Anal Atresia means a malformation of the anus and rectum. 


The diagnosis must: 


� Be made at birth with a physical examination, abdominal x-ray, ultrasound or Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation for surgical intervention. 


Anencephaly means an incomplete development of the brain, skull and scalp (neural tube defects). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound, amniocentesis, or a serum folic acid test. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
Physician who specializes in treating the congenital defect. 


Biliary Atresia means a blockage in the bile duct tubes inhibiting bile flow from the liver to the gallbladder.  


The diagnosis must:  


� Be made by a diagnostic test, including but not limited to: abdominal x-ray; ultrasound; blood tests (to 
check total and direct bilirubin levels); Hepatobiliary iminodiacetic acid (HIDA) scan; 
cholescintigraphy; liver biopsy; and x-ray of the bile ducts (cholangiogram); or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for surgical intervention.  
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Cerebral Palsy means a group of disorders affecting development of movement, muscle tone and posture 
causing activity limitation, attributed to an insult to the immature, developing brain, most often before birth.  


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a neurologist.  


Cerebral Palsy does not include other similar conditions such as: degenerative nervous disorders, genetic 
diseases, muscle diseases, metabolic disorders, nervous system tumors, coagulation disorders, or other 
injuries or disorders which delay early development, but can be outgrown. 


Cleft Lip means a physical split or separation of the two sides of the upper lip appearing as a narrow opening 
or gap in the skin of the upper lip where the separation often extends beyond the base of the nose and 
includes the bones of the upper jaw and/or upper gum. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect.  


� Include a recommendation for surgery to ensure the Child's ability to eat, speak, hear and breathe 
and to achieve a normal facial appearance. 


A Critical Illness Benefit is not payable for a Cleft Lip if a Cleft Palate is payable.  


Cleft Palate means a split or opening in the roof of the mouth. A cleft palate can involve the hard palate (the 
bony front portion of the roof of the mouth), and/or the soft palate (the soft back portion of the roof of the 
mouth).  


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation for surgery to ensure the child's ability to eat, speak, hear and breathe and 
to achieve a normal facial appearance. 


Club Foot means a range of foot abnormalities in which the foot is twisted out of shape or position. The 
tissues connecting the muscles to the bone (tendons) are shorter than usual. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation of corrective techniques such as the Ponseti method and 
French/Functional method, or corrective surgery. 


Coarctation of the Aorta means the severe narrowing of the aorta, causing a decrease in blood flow to the 
lower part of the body. 


The diagnosis must: 


� Be made at birth with a physical examination and diagnostic testing, including but not limited to: chest 
radiography; barium esophagography; cardiac catheterization or electrocardiography (ECG); or prior 
to birth while you are insured under the Group Policy with an initial diagnosis in utero via a fetal 
echocardiography. 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Cystic Fibrosis means an inherited, life-threatening disorder that affects the cells that produce mucus, sweat 
and digestive juices that causes severe damage to the lungs and digestive system. 


The diagnosis must: 


� Be made during Childhood based on appropriate diagnostic measures, including but not limited to, a 
sweat test with results of chloride concentrations greater than 60 mmol/L; or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero via diagnostic amniocentesis, 
chorionic villus biopsy or a blood or saliva sample. 


� Be made by a Physician who is board certified as a pediatrician or pulmonologist. 


Diaphragmatic Hernia means an abnormal opening in the diaphragm allowing the abdominal organs (stomach, 
spleen, liver, and intestines) to appear in the chest cavity, impeding the lung tissue on the affected side to 
completely develop. 


The diagnosis must: 


� Be made at birth by physical examination with symptoms including, but not limited to:  irregular chest 
movements; absent breath sounds on affected side; bowel sounds heard in the chest or abdomen 
feels less full on examination by touch (palpation); respiratory distress (retractions, cyanosis, grunting 
respirations); rapid heart rate (tachycardia); and chest x-ray; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via a fetal echocardiography. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect.  


• Include a recommendation for surgical repair. 


Down’s Syndrome means an extra full or partial copy of chromosome 21. 


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a pediatrician. 


Gastroschisis means a defect in the anterior abdominal wall through which the abdominal contents protrude 
(abdominal herniation). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Hirschsprung's Disease means a disorder of the abdomen where part or all of the large intestine (colon) or 
antecedent parts of the gastrointestinal tract have no nerves and cannot function which creates an obstruction. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including but not limited to: 
abdominal x-ray using a contrast dye (barium or other); anal manometry test; rectal biopsy; or barium 
enema; or prior to birth while you are insured under the Group Policy with an initial diagnosis in utero 
via ultrasound.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 
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Hypoplastic Left Heart Syndrome means severely underdeveloped structures on the left side of the heart 
unable to support the circulation needed by the body’s organs. 


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), difficulty breathing, difficulty feeding, 
and lethargy (sleepy or unresponsive) or via diagnostic testing including but not limited to: 
electrocardiogram; chest x-ray; pulse, cardiac catheterization; or cardiac Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero via a fetal echocardiography.  


� Include a recommendation of a heart transplantation with reconstruction via the Norwood (Stage I), 
Glenn (Stage II) and Fontan (Stage III) procedures or a hybrid procedure (combination of surgery and 
catheter-based treatment).  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating this congenital defect.  


Infantile Hypertrophic Pyloric Stenosis means a narrowing (stenosis) of the opening from the stomach to the 
first part of the small intestine (duodenum) due to enlargement (hypertrophy) of the muscle surrounding this 
opening (pylorus) resulting in violent projectile vomiting. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including, but not limited to: upper 
gastrointestinal series, abdominal ultrasound and/or blood tests; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid 
(amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for the surgical intervention of pyloromyotomy. 


Muscular Dystrophy means a group of genetic diseases characterized by progressive weakness and 
degeneration of the skeletal or voluntary muscles that control movement.  


The diagnosis must: 


� Be made by a Physician who is board certified as a neurologist.  


� Be based on testing methods, including but not limited to: Electromyography; muscle biopsy; nerve 
conduction tests; or blood enzyme tests. 


Omphalocele means the organs remained enclosed in visceral peritoneum (membrane) and protrude out of 
the navel. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation of surgical intervention. 


Patent Ductus Arteriosis (PDA) means a persistent opening between two major blood vessels leading from 
the heart.  


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing, including but not limited to: 
echocardiogram; chest x-ray; electrocardiogram; cardiac catheterization; cardiac Computerized 
Tomography (CT); or Magnetic Resonance Imaging (MRI). 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Spina Bifida Cystica with Myelomeningocele means a malformation of the vertebrae around the spinal cord. 


The diagnosis must: 


� Be made at birth with a physical examination or a diagnostic test (Magnetic Resonance Image (MRI) 
or Computed Tomography (CT) scan); or prior to birth while you are insured under the Group Policy 
with an initial diagnosis in utero via diagnostic prenatal tests: blood test (maternal serum quadruple or 
triple screen), high resolution fetal ultrasound, or amniocentesis. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Tetralogy of Fallot means four heart defects (a large ventricular septal defect (VSD, pulmonary infundibular 
stenosis, right ventricular hypertrophy, and an overriding aorta) with a recommendation of surgical repair.  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: heart murmur; blue or purple tint to lips, skin and nails (cyanosis); difficulty in feeding; 
failure to gain weight; retarded growth and physical development; dyspnea on exertion; clubbing of 
the fingers and toes; polycythemia; or "tet spells"; or prior to birth while you are insured under the 
Group Policy with an initial diagnosis in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect.  


Transposition of the Great Arteries means a transposition of the pulmonary artery and aorta resulting in a 
cyanotic heart defect (decreased oxygen in the blood being pumped to the rest of the body).  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), shortness of breath, clubbing of the 
fingers or toes and poor feeding or via diagnostic testing of at least one of the following: cardiac 
catheterization; chest x-ray; electrocardiography (ECG); echocardiogram and Pulse oximetry (to 
check blood oxygen level); or prior to birth while you are insured under the Group Policy with an initial 
diagnosis in utero via a fetal echocardiography.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


 
 


Additional Benefits 
 


 


Health Maintenance Screening Benefit 


We will pay a Health Maintenance Screening Benefit if you or your Dependent meet all of the following 
requirements:  


� You or your Dependent were insured under the Group Policy for at least 1 months. 


� A Health Maintenance Screening Procedure is performed.  


Health Maintenance Screening Procedures are limited to the following: 


� Abdominal aortic aneurysm ultrasound. 


� Ankle Brachial Index (ABI) screening for peripheral vascular disease. 


� Biopsies for cancer. 


� Bone density screening. 
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� Breast ultrasound. 


� Cancer antigen 125 blood test for ovarian cancer (CA 125). 


� Cancer antigen 15-3 blood test for breast cancer (CA 15-3). 


� Carcinoembryonic antigen blood test for colon cancer (CEA). 


� Colonoscopy. 


� Complete Blood Count (CBC). 


� Comprehensive Metabolic Panel (CMP). 


� Electrocardiogram (EKG). 


� Hemocult stool analysis. 


� Hemoglobin A1C. 


� Human Papillomavirus (HPV) vaccination. 


� Lipid panel. 


� Mammography. 


� Pap smears or thin prep pap test. 


� Prostate specific antigen (PSA) test. 


� Stress test on a bicycle or treadmill. 


We will pay a Health Maintenance Screening Benefit for 1 day per insured person per Calendar Year. 


Calendar Year means the period from January 1 through December 31 of the same year. 
 


 


 


EXCLUSIONS  


General Exclusions 
 


Benefits are not payable if Critical Illness is caused or contributed to by any of the following: 


� War or act of War. War means declared or undeclared war, whether civil or international, insurrection, 
and any substantial armed conflict between organized forces of a military nature. 


� Attempted suicide or other intentionally self-inflicted injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, or act of terrorism, or actively participating in a 
violent disorder or riot. Actively participating does not include being at the scene of a violent disorder 
or riot while performing official duties. 


� Alcoholism or drug addiction. 


� Initial diagnosis outside of the United States. 


� Elective surgery or other procedure which:  


� Does not promote the proper function of your or your Dependent’s body or prevent or treat 
sickness or injury. 


� Is directed at improving your or your Dependent’s appearance, unless such surgery or procedure 
is necessary to correct a deformity resulting from a congenital abnormality or disfigurement. 


This exclusion will not apply to a Critical Illness caused or contributed to by your or your Dependent’s 
donation of an organ or tissue. 
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Preexisting Condition Exclusion 
 


You or your Dependent are not covered for a Critical Illness, if the Critical Illness is caused or contributed to 
by a Preexisting Condition or medical or surgical treatment of a Preexisting Condition unless, on the date you 
or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


You or your Dependent are not covered for an increase in Coverage Amount if your or your Dependent's 
Critical Illness is caused or contributed to by a Preexisting Condition or medical or surgical treatment of a 
Preexisting Condition unless, on the date you or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the new plan or for the increase in 
Coverage Amount under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


Preexisting Condition means any of the following events that occurred at any time during the 12 month period 
just before the date your or your Dependent's insurance or an increase in Coverage Amount becomes 
effective: 


� A mental or physical condition whether or not diagnosed or misdiagnosed for which you or your 
Dependent consulted a physician or other licensed medical professional; received medical treatment, 
services, or advice; undergone diagnostic procedures including self-administered procedures; or 
taken prescribed drugs or medications. 


� A mental or physical condition was discovered or suspected as a result of any medical examination, 
including a routine examination. 


 


 


ADDITIONAL FEATURES 


Reinstatement  
 


If your insurance ends, you may become insured again as a new Member. However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 
90 days, the Eligibility Waiting Period will be waived. 


� If your insurance ends because you fail to make the required premium contribution, you and your 
Spouse must provide Evidence Of Insurability to become insured again. 


 


� The Preexisting Conditions Exclusion will be applied as if insurance had remained in effect, provided 
you and your Dependents become insured again within 90 days. 


 


 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 days, your insurance will be for the coverage and amount which you continued under 
the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member. 
 


In no event will insurance be retroactive. 
 


Continuity of Coverage  
 


Waiver of Active Work Requirement 
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If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 
under the Group Policy, you can become insured on the effective date of your Employer’s coverage 
without meeting the Active Work requirement. See the Active Work Requirement. 


Effect of Preexisting Conditions 


If your or your Dependent’s Critical Illness is subject to the Preexisting Condition Exclusion, a Critical 
Illness will be payable if all of the following are true. 


� You or your Dependent were insured under the Prior Plan on the day before the effective date of 
your Employer's coverage under the Group Policy. 


� You or your Dependent became insured under the Group Policy when your insurance under the 
Prior Plan ceased. 


� You or your Dependent were continuously insured under the Group Policy from the effective date 
of your insurance under the Group Policy through the date you or your Dependent incur a Critical 
Illness as a result of a Preexisting Condition. 


� Benefits would have been payable under the terms of the Prior Plan if it had remained in force, 
taking into account the preexisting condition exclusion, if any, of the Prior Plan. 


For such a Critical Illness, the amount of your or your Dependent’s Critical Illness Benefit will be the 
lesser of the following: 


� The benefit that would have been payable under the terms of the Prior Plan if it had remained in 
force. 


� The benefit payable under the terms of the Group Policy, but without application of the 
Preexisting Condition Exclusion. 


Continuation of Insurance (Portability) for the Member 


Eligibility for the Member 


You become eligible to continue your or your Dependent’s insurance on the date one of the following 
events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates.  


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 80 or older. 


Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 
collect premiums.  We must receive your premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date you become eligible. Your and your Dependent’s continued 
insurance will be the same insurance provided under the Group Policy on the day before you become 
eligible under this Continuation of Insurance (Portability) for the Member. You may decrease the 
insurance, but cannot increase the insurance. 


If you have applied and been approved for continuation of insurance under this provision, we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Your or your Dependent’s insurance will remain 
in force during the Grace Period. You are liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  
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When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die, however your Spouse may apply to continue insurance under the 
Continuation of Insurance (Portability) for the Spouse provision below.  


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of Child. 


� The date you reach age 90, however, if your Spouse has not reached age 80, your Spouse may 
apply for continuing insurance under the Continuation of Insurance (Portability) for the 
Spouse provision below. 


� The date you are sentenced by a court for any reason to a penal or correctional institution, 
however your Spouse may apply to continue insurance under the Continuation of Insurance 
(Portability) for the Spouse provision below. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 
Spouse.  


� With respect to coverage for your Dependent, the date your Dependent is sentenced by a court 
for any reason to a penal or correctional institution. 


� The date you become insured again as a Member under the Group Policy.  


Once insurance continued under this provision ends it cannot be reinstated. Except as provided above, 
insurance continued under this provision is subject to all other terms of the Group Policy. 


 


Continuation of Insurance (Portability) for the Spouse 
 


Eligibility for Your Spouse: 


Your Spouse becomes eligible to continue insurance on the date one of the following events occurs: 


� Your insurance terminates due to your death and your Spouse has not reached age 80. 


� You are legally divorced from your Spouse or your Domestic Partnership or Civil Union is legally 
dissolved. 


� Your continued insurance under the provision above ends because you reach age 90 and your 
Spouse has not reached age 80. 


� Dependent insurance is no longer provided under the Group Policy.  


� Your continued insurance under the provision above ends because you are sentenced by a court 
for any reason to a penal or correctional institution.  


Except as provided below, all provisions and terms of the Group Policy apply to insurance continued 
under this Continuation of Insurance (Portability) for the Spouse provision. In the event your Spouse 
continues insurance under this Continuation of Insurance (Portability) for the Spouse provision, "you" 
and "your" will refer to your Spouse in Exclusions, Claims and Benefit Payment, and General 
Provisions.  


Your Spouse is not eligible to continue insurance for your Child under this provision if the Child is insured 
under your insurance. Your Spouse is not eligible to continue insurance under this provision if your 
Spouse is 80 or older. 


Application, Amount of Insurance, and Premium Payment 


Your Spouse must apply in writing and pay the first premium to the person designated by the Policyholder 
to collect premiums.  We must receive the premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date your Spouse becomes eligible. 
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Your Dependent’s continued insurance will be the same insurance provided under the Group Policy or 
your continued insurance on the day before your Spouse became eligible for continued insurance. Your 
Spouse may decrease the insurance, but cannot increase the insurance. 


If your Spouse has applied and been approved for continuation of insurance under this provision we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Dependent insurance will remain in force during 
the Grace Period. Your Spouse is liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  


When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which your Spouse made a premium payment. 


� The date your Spouse dies. 


� The date your Spouse becomes a full-time member of the armed forces of any country. 


� With respect to a Child’s insurance, the date the Child ceases to meet the definition of Child.  


� With respect to a Dependent’s insurance, the date your Dependent is sentenced by a court for 
any reason to a penal or correctional institution.  


� The date your Spouse reaches age 90. 


� The date your Spouse is insured as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated. 
 


CLAIMS AND BENEFIT PAYMENT  


Filing a Claim 
 


Claims should be filed on our forms. If we do not provide our forms within 15 days after they are requested, 
the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 
 


Proof Of Loss must be provided within 90 days after the date of the Critical Illness. For Additional Benefits, 
Proof Of Loss must be provided within 90 days after meeting the requirements for the Additional Benefits. If 
that is not possible, it must be provided as soon as reasonably possible, but not later than one year after that 
90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied. These limits will not apply while the 
claimant lacks legal capacity. 


Proof Of Loss 
 


Proof Of Loss means written proof that a Critical Illness or entitlement to an Additional Benefit occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 
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Proof Of Loss includes any other information we may reasonably require in support of a claim. Proof Of Loss 
must be in writing and must be provided at the expense of the claimant. No benefits will be paid until we 
receive Proof of Loss satisfactory to us. 


Investigation of Claim 
 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 
specialists of our choice. In case of death, we have the right and opportunity to request an autopsy, except 
where prohibited by law. 


Notice of Decision on Claim 
 


We will evaluate a claim for benefits promptly after we receive it. Within 60 days after we receive the claim we 
will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period to 
decide the claim for an additional 60 days.  


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 
extension; and (b) when we expect to decide the claim.  


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision.  


� Reference to the parts of the Group Policy on which our decision is based.  


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision.  


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 
claim is denied on review. 


Review Procedure 
 


If all or part of a claim is denied, the claimant may request a review. The claimant must request a review in 
writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim. The claimant may review 
and receive copies of any non-privileged information that is relevant to the request for review. There will be no 
charge for such copies. Our review will include any written comments or other items the claimant submits to 
support the claim. 


We will review the claim promptly after we receive the request. With respect to all claims, within 45 days after 
we receive the request for review we will send the claimant:  (a) a written decision on review; or (b) a notice 
that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 
the extended time period for review of the claim will not begin until the claimant provides the information or 
otherwise responds.  


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension; 
and (b) when we expect to decide the claim on review.  


If we request additional information, the claimant will have 45 days to provide the information. If the claimant 
does not provide the requested information within 45 days, we may conclude our review of the claim based on 
the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 
documents and records relevant to the claim.  


 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA.  
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The Group Policy does not provide voluntary alternative dispute resolution options. However, you may contact 
your local U.S. Department of Labor Office and your State insurance regulatory agency for assistance. 


 


Time of Payment 
 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Payment of Benefits  
 


Benefits will be paid to you. Any benefits remaining unpaid at your death will be paid as shown below.  


Benefits will be paid in equal shares to the first surviving class of the classes below. 


� Your Spouse. 


� Your children. 


� Your parents. 


� Your brothers and sisters. 


� Your estate. 


Reimbursement 
 


We reserve the right to recover any benefits that you or your Dependent or a claimant were paid but not 
entitled to under the terms of the Group Policy, state or federal law.  


You or your Dependent, or a claimant or beneficiary must reimburse us in full. We will determine the method 
by which repayment is to be paid.  


Unpaid Premium 
 


Any unpaid premium due for your or your Dependent's Critical Illness Insurance under the Group Policy may 
be recovered by us. Any Critical Illness Benefits payable to you or your Dependent, a claimant, a beneficiary 
or legal representative will be applied to reduce the amount of any unpaid premiums prior to paying you or 
your Dependent, a claimant, a beneficiary or a legal representative. 


 


GENERAL PROVISIONS  


Assignment 
 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 
 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss. No such 
action may be brought more than three years after the earlier of: 


� The date we receive Proof Of Loss. 


� The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 
 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty. No 
misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


� The insurance would not have been approved if we had known the truth. 


� We have given you or any other person claiming benefits a copy of the signed written instrument 
which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 
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misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 
 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


� Cause a person to become insured. 


� Invalidate insurance under the Group Policy otherwise validly in force. 


� Continue insurance under the Group Policy otherwise validly terminated. 


Agency 
 


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent. Individuals 
selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 
their administrative function under it, represent and act on behalf of the person selecting them, and do not 
represent or act on behalf of us. The Policyholder and your Employer have no authority to alter, expand or 
extend our liability or to waive, modify or compromise any defense or right we may have under the Group 
Policy. 


Misstatement of Age 
 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both. 
The adjustment will be based on the following: 


� The amount of insurance based on the correct age. 


� The difference between the premiums paid and the premiums which would have been paid if the age 
had been correctly stated. 


Misstatement of Tobacco Use 
 


If a person’s use of tobacco has been misstated, we have the right to make an equitable adjustment of 
premiums, benefits, or both. The adjustment will be based on the following: 


� The amount of insurance based on the correct tobacco use status. 


� The difference between the premiums paid and the premiums which would have been paid if the 
tobacco use status had been correctly stated. 


 


DEFINITIONS  


Activities of Daily Living  


� Bathing means washing oneself, whether in the tub or shower or by sponge bath, with or without the help 
of adaptive devices. 


� Continence means voluntarily controlling bowel and bladder function, or, if incontinent, maintaining a 
reasonable level of personal hygiene. 


� Dressing means putting on and removing all items of clothing, footwear, and medically necessary braces 
and artificial limbs. 


� Eating means getting food and fluid into the body, whether manually, intravenously, or by feeding tube. 


� Toileting means getting to and from and on and off the toilet, and performing related personal hygiene. 


� Transferring means moving into or out of a bed, chair or wheelchair, with or without adaptive devices.  


Child 


Child means one of the following: 
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� Your child from live birth until age 26. 


� Your adopted child until age 26.  


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your home 
until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 
continuously incapable of self-sustaining employment because of mental or physical handicap; and 
chiefly dependent upon you for support and maintenance or institutionalized because of mental or 
physical handicap. 


Child does not include a person who is eligible for insurance as a Member. A Child does not include a full-
time member of the armed forces of any country. 


Childhood  


From birth through age 12. 


Dependent(s)  


Your Spouse, your Child, or your Spouse or Child, or your Spouse and Child. 


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance. Your Eligibility Waiting Period is 
shown in the Coverage Features. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 
approved in writing by us. 


Evidence Of Insurability  


You or your Spouse must: 


� Complete and sign our medical history statement. 


� If required by us, sign our form authorizing us to obtain information about the applicant's health. 


� Undergo a physical examination, if required by us, which may include blood testing. 


� Provide any additional information about the applicant's insurability that we may reasonably require. 


Group Policy  


The group critical illness insurance policy issued by us to the Policyholder and identified by the Group Policy 
Number, the Policyholder's attached application, group critical illness insurance certificates with the same 
Group Policy Number, and any amendments to the policy or certificates. 


Hands-on Assistance  


The physical assistance of another person without which the insured would be unable to perform the Activity 
Of Daily Living. 


Limb  


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Physician  


An individual who is licensed by the state as an M.D. or D.O. and acting within the scope of the license. 
Physician does not include you or your Spouse, or an employee partner or owner of the Employer, or the 
brother, sister, parent or child of either you or your Spouse. 


Prior Plan  
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A critical illness insurance plan which is replaced by coverage under the Group Policy and which is the 
Policyholder’s group critical illness insurance plan in effect on the day before the effective date of the Group 
Policy. 


Spouse  


Spouse means: 


� A person to whom you are legally married.  
 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 
to applicable law. 


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 
domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 
domestic partnerships; or an individual you have identified as a domestic partner under your 
Employer’s domestic partnership policy. 


 


Spouse does not include a full-time member of the armed forces of any country.  


Standby Assistance  


The presence of another person within arm’s reach of the insured that is necessary to prevent, by physical 
intervention, injury to the insured while the insured is performing the Activity Of Daily Living (such as being 
ready to catch the insured if the insured falls while getting into or out of the bathtub or shower as part of 
Bathing, or being ready to remove food from the insured’s throat if the insured chokes while Eating). 







 


GC0614-CI 29  


 


ERISA INFORMATION AND NOTICE OF RIGHTS 


 
Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 
required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 
 


You have the right to examine all Plan documents, including any insurance contracts or collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 
Administration. These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 
 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 
bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 
plan description upon written request to the Plan Administrator. The Plan Administrator may make a 
reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 
 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 
was required to file an annual report. There will be no charge for the report.  


 


Right to Review of Denied Claims 
 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 
this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 
your claim reviewed and reconsidered, all within certain time schedules. 


 


Obligations of 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 the Plan, called "fiduciaries"' of the 
Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


 


Enforcing ERISA Rights 
 


Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request Plan 
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 
suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 
or Federal court. If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U. S. Department of 
Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal 
fees. If you are successful the court may order the person you have sued to pay these costs and fees. If 
you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 
frivolous. 


 


Plan and ERISA Questions 
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If you have any questions about the 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 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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 
900 SW Fifth Avenue 


Portland, Oregon  97204-1282 
(503) 321-7000


GROUP CRITICAL ILLNESS INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): Saltchuk Resources, Inc. 
Aloha Air Cargo 


Carlile Transportation Systems, Inc. 
Hawaii Petroleum 


Foss Maritime Company 
North Star Petroleum, Inc. 


Northern Aviation Services, Inc. 
TOTE Maritime Puerto Rico LLC 


TOTE, Inc. 
TOTE Services 


Tropical Shipping USA, LLC 
Group Policy Number: 771022-C 


Group Policy Effective Date: 01/01/2018 


State of Issue: Washington 


The Group Policy has been issued to the Policyholder. We certify that you will be insured as provided by the 
terms of the Group Policy. If your insurance is changed by an amendment to the Group Policy, we will provide the 
Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 
available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured. You are 
insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member. "We", "us" and "our" mean Standard Insurance Company. Other defined 
terms appear with the initial letters capitalized. Section and provision headings, and references to them, appear in 
boldface type. 


Your Certificate describes the insurance under the Group Policy. Please read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES CRITICAL ILLNESS 
INSURANCE BENEFITS. THE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE 
COMPREHENSIVE HEALTH INSURANCE COVERAGE. IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL 
MANDATE OF THE AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE 
REQUIRED BY THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT 
PROVIDE COVERAGE FOR HOSPITAL, SURGICAL OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY. IF YOU ARE ELIGIBLE FOR MEDICARE, 
REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 


THIS LIMITED BENEFIT CERTIFICATE INCLUDES A PREEXISTING CONDITION EXCLUSION. 


STANDARD INSURANCE COMPANY 


By 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc. 


Aloha Air Cargo  


Carlile Transportation Systems, Inc. 


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  


Member 


You are a Member if you are all of the following: 


� 


� 


� 


A regular employee of Foss Maritime Company. 


Actively At Work at least 20 hours each week. 


A citizen or resident of the United States.  


You are not a Member if you are: 


� A temporary or seasonal employee. 


� A full time member of the armed forces of any country. 


� A leased employee. 


� An independent contractor. 


Class(es) 


Foss Maritime Company Members 


Eligibility Waiting Period 


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the 
calendar month coinciding with or next following the date you become a Member.
Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 
immediately prior to the date you become a Member. 


Premium Contributions 


For you and your Child: Contributory 


For your Spouse: Contributory 
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Contributory means you pay all or part of the premium for insurance. 
 


Coverage Amount 
 


The Coverage Amount is the amount of insurance under the Group Policy. The Guarantee Issue Amount is 
the amount of insurance you may apply for without submitting Evidence Of Insurability. Coverage Amounts 
requiring Evidence Of Insurability are not effective until approved by us. 


 


 


For Member:  The amount you elect and we approve: $15,000. 


  


For Child(ren): 25% of your Coverage Amount. 


 


  


For Spouse: The amount you elect and we approve: $15,000. 


 


Not to exceed 100% of your Coverage Amount. 
 


Guarantee Issue Amount  


For Member: $15,000 
 


For Spouse: $15,000 
 


Amount Payable 
 


Table of Critical Illness Benefits 
 


The amount payable is the percentage of the Coverage Amount in effect on the date of the Critical Illness. 
Subject to the Reoccurrence Benefit, only one Critical Illness is payable unless an initial diagnosis or 
recommendation, as required, for a different and subsequent Critical Illness is made at least 90 days after 
the preceding Critical Illness.  


 


Cancer 100% of Coverage Amount 


Carcinoma in Situ 25% of Coverage Amount 
 


Coma 100% of Coverage Amount 
 


End-Stage Renal (Kidney) Failure 100% of Coverage Amount 
 


Loss of Sight 100% of Coverage Amount 
 


Major Organ Failure 100% of Coverage Amount 


Myocardial Infarction (Heart Attack) 100% of Coverage Amount 
 


Occupational Hepatitis 100% of Coverage Amount 


Occupational Human 
Immunodeficiency Virus (HIV) 


100% of Coverage Amount 


 


Paralysis (2 or more Limbs) 
 


100% of Coverage Amount 
 


Severe Coronary Artery Disease  
With a Recommendation of Bypass  
Surgery 


 
 
25% of Coverage Amount 


 


Stroke 
 


100% of Coverage Amount 
 


 


Child Diseases 
 


100% of Coverage Amount for Child 
 


Reoccurrence Benefit 25% of Coverage Amount 
 


If a Critical Illness Benefit is payable and there is a subsequent diagnosis or recommendation for 
the same Critical Illness, a Reoccurrence Benefit is payable if you and your Dependents meet 
both of the following:  
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� You and your Dependents have been continuously insured under the Group Policy 
between the initial and subsequent diagnosis or recommendation. 


 


� You and your Dependents have served a 12 month Treatment Free Period during such 
continuous insurance. 


A Reoccurrence Benefit is payable only once per each Critical Illness during your or your 
Dependent's lifetime. 


Treatment Free Period means you or your Dependent have not done any of the following in 
connection with the Critical Illness: 


� Consulted a physician or other licensed medical professional. 


� Received medical treatment, services or advice. 


� Undergone diagnostic procedures, including self-administered procedures. 


� Taken prescribed drugs or medications. 


Treatment Free Period does not include: 


� Maintenance drug therapy (such as: ongoing antiplatelet regimens and statins; ongoing 
hormonal therapy, immunotherapy or chemoprevention therapy) that is intended to 
decrease the risk of Critical Illness reoccurrence. 


� Routine follow-up visits with a Physician, including necessary tests (such as a stress 
treadmill) to verify whether or not a Critical Illness has reoccurred. 


 


Additional Benefits 
 


You may select the Health Maintenance Screening Benefit for you and your Dependents. 


Health Maintenance Screening Benefit $50 


  


Additional Features 
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


Continuation of Insurance (Portability) for the Spouse 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Critical Illness Insurance 
 


Name, Address of Plan Sponsor: 


 


Saltchuk Resources, Inc. 
 


450 Alaskan Way S, Suite 708  
 


Seattle, WA 98104 


 


Plan Sponsor Tax ID Number: 


 


91-1186367 
 


Plan Number: 


 


507 
 


Type of Plan: 


 


Group Insurance Plan 
 


Type of Administration: 


 


Contract Administration 
 


Name, Address, Phone 


Number of Plan Administrator: 


 


 


Plan Sponsor 


206-652-1111 
 


Name, Address of Registered Agent 
for Service of Legal Process: 


 


 


Saltchuk Resources, Inc. 
 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: 


 


 


 


 


 


 


Standard Insurance Company 
1100 SW 6th Ave 


Portland OR 97204-1093 


 


Sources of Contributions: 


 


Member 
 


Funding Medium: 


 


Standard Insurance Company - Fully Insured 
 


Plan Fiscal Year End: 


 


December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 
 


To become insured you must:  


• Be a Member. 


• Complete your Eligibility Waiting Period.  


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 
Requirement.  


• Submit Evidence Of Insurability, if required. 


When Your Insurance Becomes Effective 
 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 
Work Requirement, your insurance becomes effective as follows: 


Insurance Subject to Evidence Of Insurability 


Insurance subject to Evidence Of Insurability becomes effective on the later of:  


� The date we approve your Evidence Of Insurability.  


 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability. 


 


Insurance Not Subject to Evidence Of Insurability 


Contributory insurance 
 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory 
insurance not subject to Evidence Of Insurability becomes effective on: 


� The date you become eligible if you apply on or before that date. 


� The date you apply if you apply within 31 days after you become eligible.  
 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


� If you have a Family Status Change the later of: 
 


� The date of the Family Status Change if you apply on or before the date of the Family 
Status Change. 


� The date you apply if you apply within 31 days of the Family Status Change. 


 


� The January 1 next following the Annual Enrollment Period if you apply for the Family 
Status Change during the Annual Enrollment Period. 


 


Annual Enrollment Period means the period designated each year by your Employer when you may apply for 
insurance or change insurance elections. 


 


Family Status Change means any of the following events: 


� Your marriage or divorce or dissolution of your Civil Union or Domestic Partner relationship. 


� The birth of your Child. 


� The adoption of a Child by you. 


� The death of your Dependent. 
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� The commencement or termination of your Spouse's employment. 


� A change in employment from full-time to part-time by your Spouse. 


� A loss of critical illness insurance through your Spouse’s employment. 
 


Evidence Of Insurability 
 


Evidence Of Insurability will be required as follows:  
 


� For Contributory insurance if you apply more than 31 days after you become eligible. 
 


� For reinstatements, if required.  


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability.  
 


� For any Coverage Amount in excess of the Guarantee Issue Amount. 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 
 


Changes in Your Insurance 
 


You may apply in writing for any increase in your insurance.  


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability. 


Any increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to the Active Work Requirement, increases in your insurance become effective as follows: 


Increases Subject to Evidence Of Insurability 


Increases subject to Evidence Of Insurability become effective on the later of: 


� The date we approve your Evidence Of Insurability. 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability.  


 


� The date we approve your Evidence Of Insurability due to a Family Status Change. 


 


 


Decreases in Coverage Amounts become effective on: 
 


� The date the Policyholder or Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of sickness, injury, or pregnancy on the day before the 
scheduled effective date of your insurance or increase in Coverage Amount under the Group Policy, such 
insurance will not become effective until the day after you complete 1 full day(s) of Active Work as an eligible 
Member. 
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Active Work and Actively At Work mean performing the material duties of your own occupation at your 
Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance.


 When Your Insurance Ends 


Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify the Policyholder or your Employer in writing that 
coverage is to be terminated.  


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy terminates unless you continue your insurance under the Continuation of 
Insurance (Portability) for the Member provision. 


� The first day of the calendar month following the date your employment terminates unless you 
continue your insurance under the Continuation of Insurance (Portability) for the Member 
provision. 


� The date you reach age 80. 


� The date you cease to be a Member. However, if you cease to be a Member because you are not 
working the required minimum number of hours, your insurance will be continued with payment of 
premium: 


�


�


�


During the first 90 days of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 
writing and lasting not more than 90 days. 


During a leave of absence which is required by the federal or a state-mandated family or medical 
leave act or law.


CHILD INSURANCE 


When Child Insurance Becomes Effective 


Insurance for your Child becomes effective as follows: 


• The date your insurance becomes effective if you have a Child on that date.


• The date you first acquire a Child, if you are insured on that date.


If you have more than one Child on the effective date, all are insured as of that date. While your insurance is 
in effect, each new Child becomes insured immediately. 


A Member may not be insured as both a Member and a Child. A Child may not be insured by more than one 
Member.  


Changes in Child Insurance 


Increases or decreases resulting from changes in your Coverage Amounts will become effective for a Child 
on the effective date of your change.  


When Child Insurance Ends 
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Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends unless the Child insurance is continued under the Continuation of 
Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 
the Spouse provision.  


� The date the Child insurance terminates under the Group Policy unless the Child insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the Group Policy terminates unless the Child insurance is continued under the 
Continuation of Insurance (Portability) for the Member provision. 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 
 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse.  


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 
apply in writing for Contributory Spouse insurance and agree to pay premiums. 


Spouse Insurance Subject to Evidence Of Insurability 


Spouse insurance subject to Evidence Of Insurability becomes effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse; 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


Spouse insurance will not become effective if you were required to submit Evidence Of Insurability 
and either:  


� You did not submit Evidence Of Insurability.  


� We disapproved your Evidence Of Insurability. 


Spouse Insurance Not Subject to Evidence Of Insurability 
 


Contributory Spouse insurance becomes effective on: 


� The date your insurance becomes effective if you apply on or before that date to insure your 
Spouse.  


� The date you apply to insure your Spouse. 


 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 
 


� If you have a Family Status Change, the later of: 
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� The date of the Family Status Change if you apply on or before the date of the Family Status 
Change. 


� The date you apply, if you apply within 31 days of the Family Status Change. 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


Evidence Of Insurability 
 


Evidence Of Insurability will be required for your Spouse as follows:   


� For Contributory insurance if you apply more than 31 days after you become eligible for Spouse 
insurance. 


 


 


� If your Spouse was eligible for more than 31 days under the Prior Plan but not insured. 
 


� For reinstatements, if required. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 
 


� For any Coverage Amount in excess of the Spouse Guarantee Issue Amount. 
 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 


 


 


Changes in Spouse Insurance 
 


You may apply in writing for any increase in your Spouse insurance. 


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 


Evidence Of Insurability will be waived in the following instances: 


� For any increase in your Spouse’s Coverage Amount not to exceed the Spouse Guarantee Issue 
Amount. 


 


� For additional insurance due to a plan change. 


� For any increase in Coverage Amount not to exceed the Guarantee Issue Amount if: 


 


� You have a Family Status Change; and you apply for the increase within 31 days of the Family 
Status Change. 


  However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
for your Spouse and it was not approved by us. 


 


Your Spouse’s increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to your Spouse being gainfully employed or capable of performing the material duties of an 
occupation, increases in your Spouse’s insurance become effective as follows: 
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Spouse Insurance Increases Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance subject to Evidence Of Insurability become effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse.  
 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


 


� The date we approved Evidence Of Insurability for your Spouse due to a Family Status Change. 
 
 


Spouse Insurance Increases Not Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance not subject to Evidence Of Insurability becomes effective on the 
latest of: 


� The date you apply for the increase. 
 
 


� The January 1 next following the Annual Enrollment Period during which you apply for the 
increase. 


� The date of your Family Status Change. 
 


Decreases in your Spouse’s Coverage Amounts become effective on: 
 


� The date your Coverage Amount decreases. 


 


� The date the Policyholder or Employer receives your written request for the decrease. 
 


When Spouse Insurance Ends 
 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 


the Spouse provision.  


� The date Spouse insurance terminates under the Group Policy, unless Spouse insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 
of Insurance (Portability) for the Member provision. 


� The date your Spouse reaches age 80. 


 


CRITICAL ILLNESS BENEFITS  


Insuring Clause 
 


If you or your Dependent incur a Critical Illness or meet the requirements for the Additional Benefits while 
insured under the Group Policy, we will pay benefits according to the terms of the Group Policy after we 
receive Proof Of Loss satisfactory to us. 


Critical Illness Definitions 


Cancer means an initial diagnosis of any malignant tumor or neoplasm with histological confirmation, 
characterized by the uncontrolled growth of malignant cells and invasion of tissue beyond the initial tissue 
(invasive).  
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The diagnosis must:  


• Be made while insured under the Group Policy. 


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Cancer includes: 


• Leukemia  


• Lymphoma 


• Sarcoma 


• Malignant melanoma 


• Other skin malignancies that have been histologically classified as having caused invasion beyond 
the epidermis with a Clark’s level III or greater, Breslow’s depth of 0.75mm or greater, or AJCC TNM 
stage II or greater are included.  


Conditions that are not invasive cancer are not included. Such conditions include, but are not limited to:  


• All cancers which are histologically classified as pre-malignant, non-invasive, carcinoma in situ, 
having borderline malignancy, or having low malignant potential.  


• Benign tumors or polyps. 


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A. 


• Any skin cancer not previously incorporated in this definition, including:  


• Cutaneous lymphoma.  


• Melanoma that is histologically classified as Clark’s level I or II; Breslow’s depth of less than 
0.75mm; or AJCC TNM stage 0 or I. 


Carcinoma in Situ means an initial diagnosis of cancer in which the tumor or cells still lie within the tissue of 
origin without invading neighboring tissue or regional lymph nodes.  


The diagnosis must:  


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Carcinoma in Situ includes, but is not limited to:  


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A.  


• Cutaneous lymphoma.  


• Melanoma not invading the reticular (lower) dermis that is histologically classified as one of the 
following:   


• Clark’s level I or II.  


• Breslow’s depth of less than 0.75mm.  


• AJCC TNM stage 0 or I. 


Carcinoma in Situ does not include:  lesser skin malignancies (such as basal cell and squamous cell 
carcinomas, pre-malignant lesions, intraepithelial neoplasia, benign tumors or polyps. 
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Coma means an initial diagnosis of a profound state of mental unconsciousness from which one cannot be 
aroused and there is no evidence of appropriate response to external stimulation, other than primitive 
avoidance reflexes, due to an accident or disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as a neurologist. 


� Must last for at least 14 consecutive days resulting in neurological deficit with persisting clinical 
symptoms. 


Coma which is medically induced or Coma as a result of drug or alcohol use is not included. 


End-Stage Renal Failure means an initial diagnosis of chronic and end-stage irreversible failure of both 
kidneys to function, as a result of which the need for regular, at least weekly and for longer than 6 months, 
kidney dialysis or kidney transplant is recommended to sustain life.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


� Be made by a board certified nephrologist.  


 


Loss of Sight means an initial diagnosis of entire, uncorrectable, and irrecoverable loss of sight due to an 
accident or a disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as an ophthalmologist. 


� Be based on evidence of sight in the better eye being reduced to a best-corrected visual acuity of 
20/200 (Snellen or E-Chart Acuity) and visual field restriction to 20° or less in both eyes. 


� For a Child, occur after age 3. 
 


Major Organ Failure means an initial diagnosis of irreversible failure of the heart, liver, lung, small intestine, or 
pancreas as a result of a disease and, for which a transplantation of the organ(s) or tissue from a suitable 
human donor is required.  


The diagnosis must: 


� Be made while insured under the Group Policy. 
 


• Be made by a Physician.  


� Be based on clinical evidence of major organ failure of an organ(s) or tissue and requires that your or 
your Dependent’s condition meet the criteria for placement on the registry with the Organ 
Procurement and Transplantation Network/United Network for Organ Sharing (OPTN/UNOS) or its 
medically recognized successor organization.  


If you or your Dependent do not meet the criteria for placement on the registry because your or your 
Dependent’s condition is too far advanced or you or your Dependent are too ill to proceed with a transplant, 
this requirement will not apply. 


Myocardial Infarction is commonly known as a heart attack and means an episode of rapid onset of chest pain 
that required immediate medical attention and with an initial diagnosis of death of a portion of the heart 
muscle as a result of inadequate blood supply to the heart.  


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician. 
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• Be based on new changes consistent with an evolving infarction on electrocardiogram (EKG) and 
concurrent with elevation of infarction specific enzymes, troponins or other biochemical markers 
accepted to be indicative of an acute Myocardial Infarction. In the event of death, an autopsy or death 
certificate indicating Myocardial Infarction as the cause will apply. 


Myocardial Infarction does not include a heart attack that occurred during a medical procedure or due to 
alcohol or drug abuse. Other acute coronary syndromes, including but not limited to angina, are not included. 
 
Occupational Hepatitis means an initial diagnosis of hepatitis, other than hepatitis A, that occurs as a result of 
a documented accidental exposure in the workplace to blood or other bodily fluids. 


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for hepatitis. A follow up blood test with the results showing as 
positive for hepatitis must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace. 


Hepatitis does not include hepatitis that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Occupational Human Immunodeficiency Virus (HIV) means an initial diagnosis of HIV that occurs as a result 
of a documented accidental exposure in the workplace to blood or other bodily fluids.  


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for HIV. A follow up blood test with the results showing positive for 
HIV must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace.  


HIV does not include HIV that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Paralysis means an initial diagnosis of the irreversible loss of all motor function of two or more Limbs due to 
an accident or a disease. 


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician who is board certified as a neurologist. 
 


Severe Coronary Artery Disease with a Recommendation of Bypass Surgery means a narrowing or blockage 
of the arteries and vessels that provide oxygen and nutrients to the heart that result in an initial diagnosis of 
severe coronary artery disease which results in a Physician’s recommendation of bypass surgery. Severe 
Coronary Artery Disease with a Recommendation of Bypass Surgery includes but is not limited to: open heart 
surgery to increase the flow of blood through the coronary arteries.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a cardiologist or cardiac surgeon. 


• Be based on a clinical diagnosis.  
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Severe Coronary Artery Disease does not include: angioplasty, stenting, percutaneous coronary intervention, 
or laser procedures.  


If a Physician has recommended bypass surgery but you are too ill to proceed with the recommended surgery, 
the requirement that bypass surgery be recommended will not apply. 


Stroke means an initial diagnosis of: a cerebrovascular accident or infarction (death) of brain tissue caused by 
hemorrhage, embolism or thrombosis producing measurable, neurological deficit, which is expected to be 
permanent. 


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician assigning a Modified Rankin Scale score of 4 (moderately severe disability) 
or greater.  


• Be based on objective clinical evidence of brain tissue damage using current neuroimaging tests, 
including but not limited to: Computed Tomography scan (CT); Magnetic Resonance Imaging (MRI);  
Positron Emission Tomography scan (PET); arteriography; or angiography.  


Stroke does not include Transient Ischemic Attack (TIA) and traumatic injury to brain tissue or blood vessels. 


 


Child Diseases 
 


Means any of the following Critical Illnesses where an initial diagnosis is made while the Child is insured 
under the Group Policy or the initial diagnosis was made prior to birth and you were insured under the Group 
Policy and the Child became insured at birth: 


Anal Atresia means a malformation of the anus and rectum. 


The diagnosis must: 


� Be made at birth with a physical examination, abdominal x-ray, ultrasound or Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation for surgical intervention. 


Anencephaly means an incomplete development of the brain, skull and scalp (neural tube defects). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound, amniocentesis, or a serum folic acid test. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
Physician who specializes in treating the congenital defect. 


Biliary Atresia means a blockage in the bile duct tubes inhibiting bile flow from the liver to the gallbladder.  


The diagnosis must:  


� Be made by a diagnostic test, including but not limited to: abdominal x-ray; ultrasound; blood tests (to 
check total and direct bilirubin levels); Hepatobiliary iminodiacetic acid (HIDA) scan; 
cholescintigraphy; liver biopsy; and x-ray of the bile ducts (cholangiogram); or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for surgical intervention.  
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Cerebral Palsy means a group of disorders affecting development of movement, muscle tone and posture 
causing activity limitation, attributed to an insult to the immature, developing brain, most often before birth.  


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a neurologist.  


Cerebral Palsy does not include other similar conditions such as: degenerative nervous disorders, genetic 
diseases, muscle diseases, metabolic disorders, nervous system tumors, coagulation disorders, or other 
injuries or disorders which delay early development, but can be outgrown. 


Cleft Lip means a physical split or separation of the two sides of the upper lip appearing as a narrow opening 
or gap in the skin of the upper lip where the separation often extends beyond the base of the nose and 
includes the bones of the upper jaw and/or upper gum. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect.  


� Include a recommendation for surgery to ensure the Child's ability to eat, speak, hear and breathe 
and to achieve a normal facial appearance. 


A Critical Illness Benefit is not payable for a Cleft Lip if a Cleft Palate is payable.  


Cleft Palate means a split or opening in the roof of the mouth. A cleft palate can involve the hard palate (the 
bony front portion of the roof of the mouth), and/or the soft palate (the soft back portion of the roof of the 
mouth).  


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation for surgery to ensure the child's ability to eat, speak, hear and breathe and 
to achieve a normal facial appearance. 


Club Foot means a range of foot abnormalities in which the foot is twisted out of shape or position. The 
tissues connecting the muscles to the bone (tendons) are shorter than usual. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation of corrective techniques such as the Ponseti method and 
French/Functional method, or corrective surgery. 


Coarctation of the Aorta means the severe narrowing of the aorta, causing a decrease in blood flow to the 
lower part of the body. 


The diagnosis must: 


� Be made at birth with a physical examination and diagnostic testing, including but not limited to: chest 
radiography; barium esophagography; cardiac catheterization or electrocardiography (ECG); or prior 
to birth while you are insured under the Group Policy with an initial diagnosis in utero via a fetal 
echocardiography. 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Cystic Fibrosis means an inherited, life-threatening disorder that affects the cells that produce mucus, sweat 
and digestive juices that causes severe damage to the lungs and digestive system. 


The diagnosis must: 


� Be made during Childhood based on appropriate diagnostic measures, including but not limited to, a 
sweat test with results of chloride concentrations greater than 60 mmol/L; or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero via diagnostic amniocentesis, 
chorionic villus biopsy or a blood or saliva sample. 


� Be made by a Physician who is board certified as a pediatrician or pulmonologist. 


Diaphragmatic Hernia means an abnormal opening in the diaphragm allowing the abdominal organs (stomach, 
spleen, liver, and intestines) to appear in the chest cavity, impeding the lung tissue on the affected side to 
completely develop. 


The diagnosis must: 


� Be made at birth by physical examination with symptoms including, but not limited to:  irregular chest 
movements; absent breath sounds on affected side; bowel sounds heard in the chest or abdomen 
feels less full on examination by touch (palpation); respiratory distress (retractions, cyanosis, grunting 
respirations); rapid heart rate (tachycardia); and chest x-ray; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via a fetal echocardiography. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect.  


• Include a recommendation for surgical repair. 


Down’s Syndrome means an extra full or partial copy of chromosome 21. 


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a pediatrician. 


Gastroschisis means a defect in the anterior abdominal wall through which the abdominal contents protrude 
(abdominal herniation). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Hirschsprung's Disease means a disorder of the abdomen where part or all of the large intestine (colon) or 
antecedent parts of the gastrointestinal tract have no nerves and cannot function which creates an obstruction. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including but not limited to: 
abdominal x-ray using a contrast dye (barium or other); anal manometry test; rectal biopsy; or barium 
enema; or prior to birth while you are insured under the Group Policy with an initial diagnosis in utero 
via ultrasound.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 
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Hypoplastic Left Heart Syndrome means severely underdeveloped structures on the left side of the heart 
unable to support the circulation needed by the body’s organs. 


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), difficulty breathing, difficulty feeding, 
and lethargy (sleepy or unresponsive) or via diagnostic testing including but not limited to: 
electrocardiogram; chest x-ray; pulse, cardiac catheterization; or cardiac Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero via a fetal echocardiography.  


� Include a recommendation of a heart transplantation with reconstruction via the Norwood (Stage I), 
Glenn (Stage II) and Fontan (Stage III) procedures or a hybrid procedure (combination of surgery and 
catheter-based treatment).  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating this congenital defect.  


Infantile Hypertrophic Pyloric Stenosis means a narrowing (stenosis) of the opening from the stomach to the 
first part of the small intestine (duodenum) due to enlargement (hypertrophy) of the muscle surrounding this 
opening (pylorus) resulting in violent projectile vomiting. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including, but not limited to: upper 
gastrointestinal series, abdominal ultrasound and/or blood tests; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid 
(amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for the surgical intervention of pyloromyotomy. 


Muscular Dystrophy means a group of genetic diseases characterized by progressive weakness and 
degeneration of the skeletal or voluntary muscles that control movement.  


The diagnosis must: 


� Be made by a Physician who is board certified as a neurologist.  


� Be based on testing methods, including but not limited to: Electromyography; muscle biopsy; nerve 
conduction tests; or blood enzyme tests. 


Omphalocele means the organs remained enclosed in visceral peritoneum (membrane) and protrude out of 
the navel. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation of surgical intervention. 


Patent Ductus Arteriosis (PDA) means a persistent opening between two major blood vessels leading from 
the heart.  


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing, including but not limited to: 
echocardiogram; chest x-ray; electrocardiogram; cardiac catheterization; cardiac Computerized 
Tomography (CT); or Magnetic Resonance Imaging (MRI). 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Spina Bifida Cystica with Myelomeningocele means a malformation of the vertebrae around the spinal cord. 


The diagnosis must: 


� Be made at birth with a physical examination or a diagnostic test (Magnetic Resonance Image (MRI) 
or Computed Tomography (CT) scan); or prior to birth while you are insured under the Group Policy 
with an initial diagnosis in utero via diagnostic prenatal tests: blood test (maternal serum quadruple or 
triple screen), high resolution fetal ultrasound, or amniocentesis. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Tetralogy of Fallot means four heart defects (a large ventricular septal defect (VSD, pulmonary infundibular 
stenosis, right ventricular hypertrophy, and an overriding aorta) with a recommendation of surgical repair.  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: heart murmur; blue or purple tint to lips, skin and nails (cyanosis); difficulty in feeding; 
failure to gain weight; retarded growth and physical development; dyspnea on exertion; clubbing of 
the fingers and toes; polycythemia; or "tet spells"; or prior to birth while you are insured under the 
Group Policy with an initial diagnosis in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect.  


Transposition of the Great Arteries means a transposition of the pulmonary artery and aorta resulting in a 
cyanotic heart defect (decreased oxygen in the blood being pumped to the rest of the body).  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), shortness of breath, clubbing of the 
fingers or toes and poor feeding or via diagnostic testing of at least one of the following: cardiac 
catheterization; chest x-ray; electrocardiography (ECG); echocardiogram and Pulse oximetry (to 
check blood oxygen level); or prior to birth while you are insured under the Group Policy with an initial 
diagnosis in utero via a fetal echocardiography.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


 
 


Additional Benefits 
 


 


Health Maintenance Screening Benefit 


We will pay a Health Maintenance Screening Benefit if you or your Dependent meet all of the following 
requirements:  


� You or your Dependent were insured under the Group Policy for at least 1 months. 


� A Health Maintenance Screening Procedure is performed.  


Health Maintenance Screening Procedures are limited to the following: 


� Abdominal aortic aneurysm ultrasound. 


� Ankle Brachial Index (ABI) screening for peripheral vascular disease. 


� Biopsies for cancer. 


� Bone density screening. 
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� Breast ultrasound. 


� Cancer antigen 125 blood test for ovarian cancer (CA 125). 


� Cancer antigen 15-3 blood test for breast cancer (CA 15-3). 


� Carcinoembryonic antigen blood test for colon cancer (CEA). 


� Colonoscopy. 


� Complete Blood Count (CBC). 


� Comprehensive Metabolic Panel (CMP). 


� Electrocardiogram (EKG). 


� Hemocult stool analysis. 


� Hemoglobin A1C. 


� Human Papillomavirus (HPV) vaccination. 


� Lipid panel. 


� Mammography. 


� Pap smears or thin prep pap test. 


� Prostate specific antigen (PSA) test. 


� Stress test on a bicycle or treadmill. 


We will pay a Health Maintenance Screening Benefit for 1 day per insured person per Calendar Year. 


Calendar Year means the period from January 1 through December 31 of the same year. 
 


 


 


EXCLUSIONS  


General Exclusions 
 


Benefits are not payable if Critical Illness is caused or contributed to by any of the following: 


� War or act of War. War means declared or undeclared war, whether civil or international, insurrection, 
and any substantial armed conflict between organized forces of a military nature. 


� Attempted suicide or other intentionally self-inflicted injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, or act of terrorism, or actively participating in a 
violent disorder or riot. Actively participating does not include being at the scene of a violent disorder 
or riot while performing official duties. 


� Alcoholism or drug addiction. 


� Initial diagnosis outside of the United States. 


� Elective surgery or other procedure which:  


� Does not promote the proper function of your or your Dependent’s body or prevent or treat 
sickness or injury. 


� Is directed at improving your or your Dependent’s appearance, unless such surgery or procedure 
is necessary to correct a deformity resulting from a congenital abnormality or disfigurement. 


This exclusion will not apply to a Critical Illness caused or contributed to by your or your Dependent’s 
donation of an organ or tissue. 
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Preexisting Condition Exclusion 
 


You or your Dependent are not covered for a Critical Illness, if the Critical Illness is caused or contributed to 
by a Preexisting Condition or medical or surgical treatment of a Preexisting Condition unless, on the date you 
or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


You or your Dependent are not covered for an increase in Coverage Amount if your or your Dependent's 
Critical Illness is caused or contributed to by a Preexisting Condition or medical or surgical treatment of a 
Preexisting Condition unless, on the date you or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the new plan or for the increase in 
Coverage Amount under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


Preexisting Condition means any of the following events that occurred at any time during the 12 month period 
just before the date your or your Dependent's insurance or an increase in Coverage Amount becomes 
effective: 


� A mental or physical condition whether or not diagnosed or misdiagnosed for which you or your 
Dependent consulted a physician or other licensed medical professional; received medical treatment, 
services, or advice; undergone diagnostic procedures including self-administered procedures; or 
taken prescribed drugs or medications. 


� A mental or physical condition was discovered or suspected as a result of any medical examination, 
including a routine examination. 


 


 


ADDITIONAL FEATURES 


Reinstatement  
 


If your insurance ends, you may become insured again as a new Member. However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 
90 days, the Eligibility Waiting Period will be waived. 


� If your insurance ends because you fail to make the required premium contribution, you and your 
Spouse must provide Evidence Of Insurability to become insured again. 


 


� The Preexisting Conditions Exclusion will be applied as if insurance had remained in effect, provided 
you and your Dependents become insured again within 90 days. 


 


 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 days, your insurance will be for the coverage and amount which you continued under 
the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member. 
 


In no event will insurance be retroactive. 
 


Continuity of Coverage  
 


Waiver of Active Work Requirement 
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If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 
under the Group Policy, you can become insured on the effective date of your Employer’s coverage 
without meeting the Active Work requirement. See the Active Work Requirement. 


Effect of Preexisting Conditions 


If your or your Dependent’s Critical Illness is subject to the Preexisting Condition Exclusion, a Critical 
Illness will be payable if all of the following are true. 


� You or your Dependent were insured under the Prior Plan on the day before the effective date of 
your Employer's coverage under the Group Policy. 


� You or your Dependent became insured under the Group Policy when your insurance under the 
Prior Plan ceased. 


� You or your Dependent were continuously insured under the Group Policy from the effective date 
of your insurance under the Group Policy through the date you or your Dependent incur a Critical 
Illness as a result of a Preexisting Condition. 


� Benefits would have been payable under the terms of the Prior Plan if it had remained in force, 
taking into account the preexisting condition exclusion, if any, of the Prior Plan. 


For such a Critical Illness, the amount of your or your Dependent’s Critical Illness Benefit will be the 
lesser of the following: 


� The benefit that would have been payable under the terms of the Prior Plan if it had remained in 
force. 


� The benefit payable under the terms of the Group Policy, but without application of the 
Preexisting Condition Exclusion. 


Continuation of Insurance (Portability) for the Member 


Eligibility for the Member 


You become eligible to continue your or your Dependent’s insurance on the date one of the following 
events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates.  


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 80 or older. 


Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 
collect premiums.  We must receive your premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date you become eligible. Your and your Dependent’s continued 
insurance will be the same insurance provided under the Group Policy on the day before you become 
eligible under this Continuation of Insurance (Portability) for the Member. You may decrease the 
insurance, but cannot increase the insurance. 


If you have applied and been approved for continuation of insurance under this provision, we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Your or your Dependent’s insurance will remain 
in force during the Grace Period. You are liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  
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When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die, however your Spouse may apply to continue insurance under the 
Continuation of Insurance (Portability) for the Spouse provision below.  


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of Child. 


� The date you reach age 90, however, if your Spouse has not reached age 80, your Spouse may 
apply for continuing insurance under the Continuation of Insurance (Portability) for the 
Spouse provision below. 


� The date you are sentenced by a court for any reason to a penal or correctional institution, 
however your Spouse may apply to continue insurance under the Continuation of Insurance 
(Portability) for the Spouse provision below. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 
Spouse.  


� With respect to coverage for your Dependent, the date your Dependent is sentenced by a court 
for any reason to a penal or correctional institution. 


� The date you become insured again as a Member under the Group Policy.  


Once insurance continued under this provision ends it cannot be reinstated. Except as provided above, 
insurance continued under this provision is subject to all other terms of the Group Policy. 


 


Continuation of Insurance (Portability) for the Spouse 
 


Eligibility for Your Spouse: 


Your Spouse becomes eligible to continue insurance on the date one of the following events occurs: 


� Your insurance terminates due to your death and your Spouse has not reached age 80. 


� You are legally divorced from your Spouse or your Domestic Partnership or Civil Union is legally 
dissolved. 


� Your continued insurance under the provision above ends because you reach age 90 and your 
Spouse has not reached age 80. 


� Dependent insurance is no longer provided under the Group Policy.  


� Your continued insurance under the provision above ends because you are sentenced by a court 
for any reason to a penal or correctional institution.  


Except as provided below, all provisions and terms of the Group Policy apply to insurance continued 
under this Continuation of Insurance (Portability) for the Spouse provision. In the event your Spouse 
continues insurance under this Continuation of Insurance (Portability) for the Spouse provision, "you" 
and "your" will refer to your Spouse in Exclusions, Claims and Benefit Payment, and General 
Provisions.  


Your Spouse is not eligible to continue insurance for your Child under this provision if the Child is insured 
under your insurance. Your Spouse is not eligible to continue insurance under this provision if your 
Spouse is 80 or older. 


Application, Amount of Insurance, and Premium Payment 


Your Spouse must apply in writing and pay the first premium to the person designated by the Policyholder 
to collect premiums.  We must receive the premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date your Spouse becomes eligible. 
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Your Dependent’s continued insurance will be the same insurance provided under the Group Policy or 
your continued insurance on the day before your Spouse became eligible for continued insurance. Your 
Spouse may decrease the insurance, but cannot increase the insurance. 


If your Spouse has applied and been approved for continuation of insurance under this provision we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Dependent insurance will remain in force during 
the Grace Period. Your Spouse is liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  


When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which your Spouse made a premium payment. 


� The date your Spouse dies. 


� The date your Spouse becomes a full-time member of the armed forces of any country. 


� With respect to a Child’s insurance, the date the Child ceases to meet the definition of Child.  


� With respect to a Dependent’s insurance, the date your Dependent is sentenced by a court for 
any reason to a penal or correctional institution.  


� The date your Spouse reaches age 90. 


� The date your Spouse is insured as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated. 
 


CLAIMS AND BENEFIT PAYMENT  


Filing a Claim 
 


Claims should be filed on our forms. If we do not provide our forms within 15 days after they are requested, 
the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 
 


Proof Of Loss must be provided within 90 days after the date of the Critical Illness. For Additional Benefits, 
Proof Of Loss must be provided within 90 days after meeting the requirements for the Additional Benefits. If 
that is not possible, it must be provided as soon as reasonably possible, but not later than one year after that 
90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied. These limits will not apply while the 
claimant lacks legal capacity. 


Proof Of Loss 
 


Proof Of Loss means written proof that a Critical Illness or entitlement to an Additional Benefit occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 
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Proof Of Loss includes any other information we may reasonably require in support of a claim. Proof Of Loss 
must be in writing and must be provided at the expense of the claimant. No benefits will be paid until we 
receive Proof of Loss satisfactory to us. 


Investigation of Claim 
 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 
specialists of our choice. In case of death, we have the right and opportunity to request an autopsy, except 
where prohibited by law. 


Notice of Decision on Claim 
 


We will evaluate a claim for benefits promptly after we receive it. Within 60 days after we receive the claim we 
will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period to 
decide the claim for an additional 60 days.  


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 
extension; and (b) when we expect to decide the claim.  


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision.  


� Reference to the parts of the Group Policy on which our decision is based.  


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision.  


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 
claim is denied on review. 


Review Procedure 
 


If all or part of a claim is denied, the claimant may request a review. The claimant must request a review in 
writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim. The claimant may review 
and receive copies of any non-privileged information that is relevant to the request for review. There will be no 
charge for such copies. Our review will include any written comments or other items the claimant submits to 
support the claim. 


We will review the claim promptly after we receive the request. With respect to all claims, within 45 days after 
we receive the request for review we will send the claimant:  (a) a written decision on review; or (b) a notice 
that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 
the extended time period for review of the claim will not begin until the claimant provides the information or 
otherwise responds.  


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension; 
and (b) when we expect to decide the claim on review.  


If we request additional information, the claimant will have 45 days to provide the information. If the claimant 
does not provide the requested information within 45 days, we may conclude our review of the claim based on 
the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 
documents and records relevant to the claim.  


 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA.  
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The Group Policy does not provide voluntary alternative dispute resolution options. However, you may contact 
your local U.S. Department of Labor Office and your State insurance regulatory agency for assistance. 


 


Time of Payment 
 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Payment of Benefits  
 


Benefits will be paid to you. Any benefits remaining unpaid at your death will be paid as shown below.  


Benefits will be paid in equal shares to the first surviving class of the classes below. 


� Your Spouse. 


� Your children. 


� Your parents. 


� Your brothers and sisters. 


� Your estate. 


Reimbursement 
 


We reserve the right to recover any benefits that you or your Dependent or a claimant were paid but not 
entitled to under the terms of the Group Policy, state or federal law.  


You or your Dependent, or a claimant or beneficiary must reimburse us in full. We will determine the method 
by which repayment is to be paid.  


Unpaid Premium 
 


Any unpaid premium due for your or your Dependent's Critical Illness Insurance under the Group Policy may 
be recovered by us. Any Critical Illness Benefits payable to you or your Dependent, a claimant, a beneficiary 
or legal representative will be applied to reduce the amount of any unpaid premiums prior to paying you or 
your Dependent, a claimant, a beneficiary or a legal representative. 


 


GENERAL PROVISIONS  


Assignment 
 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 
 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss. No such 
action may be brought more than three years after the earlier of: 


� The date we receive Proof Of Loss. 


� The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 
 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty. No 
misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


� The insurance would not have been approved if we had known the truth. 


� We have given you or any other person claiming benefits a copy of the signed written instrument 
which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 
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misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 
 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


� Cause a person to become insured. 


� Invalidate insurance under the Group Policy otherwise validly in force. 


� Continue insurance under the Group Policy otherwise validly terminated. 


Agency 
 


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent. Individuals 
selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 
their administrative function under it, represent and act on behalf of the person selecting them, and do not 
represent or act on behalf of us. The Policyholder and your Employer have no authority to alter, expand or 
extend our liability or to waive, modify or compromise any defense or right we may have under the Group 
Policy. 


Misstatement of Age 
 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both. 
The adjustment will be based on the following: 


� The amount of insurance based on the correct age. 


� The difference between the premiums paid and the premiums which would have been paid if the age 
had been correctly stated. 


Misstatement of Tobacco Use 
 


If a person’s use of tobacco has been misstated, we have the right to make an equitable adjustment of 
premiums, benefits, or both. The adjustment will be based on the following: 


� The amount of insurance based on the correct tobacco use status. 


� The difference between the premiums paid and the premiums which would have been paid if the 
tobacco use status had been correctly stated. 


 


DEFINITIONS  


Activities of Daily Living  


� Bathing means washing oneself, whether in the tub or shower or by sponge bath, with or without the help 
of adaptive devices. 


� Continence means voluntarily controlling bowel and bladder function, or, if incontinent, maintaining a 
reasonable level of personal hygiene. 


� Dressing means putting on and removing all items of clothing, footwear, and medically necessary braces 
and artificial limbs. 


� Eating means getting food and fluid into the body, whether manually, intravenously, or by feeding tube. 


� Toileting means getting to and from and on and off the toilet, and performing related personal hygiene. 


� Transferring means moving into or out of a bed, chair or wheelchair, with or without adaptive devices.  


Child 


Child means one of the following: 
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� Your child from live birth until age 26. 


� Your adopted child until age 26.  


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your home 
until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 
continuously incapable of self-sustaining employment because of mental or physical handicap; and 
chiefly dependent upon you for support and maintenance or institutionalized because of mental or 
physical handicap. 


Child does not include a person who is eligible for insurance as a Member. A Child does not include a full-
time member of the armed forces of any country. 


Childhood  


From birth through age 12. 


Dependent(s)  


Your Spouse, your Child, or your Spouse or Child, or your Spouse and Child. 


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance. Your Eligibility Waiting Period is 
shown in the Coverage Features. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 
approved in writing by us. 


Evidence Of Insurability  


You or your Spouse must: 


� Complete and sign our medical history statement. 


� If required by us, sign our form authorizing us to obtain information about the applicant's health. 


� Undergo a physical examination, if required by us, which may include blood testing. 


� Provide any additional information about the applicant's insurability that we may reasonably require. 


Group Policy  


The group critical illness insurance policy issued by us to the Policyholder and identified by the Group Policy 
Number, the Policyholder's attached application, group critical illness insurance certificates with the same 
Group Policy Number, and any amendments to the policy or certificates. 


Hands-on Assistance  


The physical assistance of another person without which the insured would be unable to perform the Activity 
Of Daily Living. 


Limb  


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Physician  


An individual who is licensed by the state as an M.D. or D.O. and acting within the scope of the license. 
Physician does not include you or your Spouse, or an employee partner or owner of the Employer, or the 
brother, sister, parent or child of either you or your Spouse. 


Prior Plan  
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A critical illness insurance plan which is replaced by coverage under the Group Policy and which is the 
Policyholder’s group critical illness insurance plan in effect on the day before the effective date of the Group 
Policy. 


Spouse  


Spouse means: 


� A person to whom you are legally married.  
 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 
to applicable law. 


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 
domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 
domestic partnerships; or an individual you have identified as a domestic partner under your 
Employer’s domestic partnership policy. 


 


Spouse does not include a full-time member of the armed forces of any country.  


Standby Assistance  


The presence of another person within arm’s reach of the insured that is necessary to prevent, by physical 
intervention, injury to the insured while the insured is performing the Activity Of Daily Living (such as being 
ready to catch the insured if the insured falls while getting into or out of the bathtub or shower as part of 
Bathing, or being ready to remove food from the insured’s throat if the insured chokes while Eating). 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


 
Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 
required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 
 


You have the right to examine all Plan documents, including any insurance contracts or collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 
Administration. These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 
 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 
bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 
plan description upon written request to the Plan Administrator. The Plan Administrator may make a 
reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 
 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 
was required to file an annual report. There will be no charge for the report.  


 


Right to Review of Denied Claims 
 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 
this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 
your claim reviewed and reconsidered, all within certain time schedules. 


 


Obligations of 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 the Plan, called "fiduciaries"' of the 
Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


 


Enforcing ERISA Rights 
 


Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request Plan 
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 
suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 
or Federal court. If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U. S. Department of 
Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal 
fees. If you are successful the court may order the person you have sued to pay these costs and fees. If 
you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 
frivolous. 


 


Plan and ERISA Questions 
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If you have any questions about the 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 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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company  
900 SW Fifth Avenue 


Portland, Oregon  97204-1282 
(503) 321-7000 


GROUP CRITICAL ILLNESS INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC   
Group Policy Number: 771022-C 


Group Policy Effective Date: 01/01/2018 


State of Issue: Washington 


The Group Policy has been issued to the Policyholder. We certify that you will be insured as provided by the 
terms of the Group Policy. If your insurance is changed by an amendment to the Group Policy, we will provide the 
Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 
available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured. You are 
insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member. "We", "us" and "our" mean Standard Insurance Company. Other defined 
terms appear with the initial letters capitalized. Section and provision headings, and references to them, appear in 
boldface type. 


Your Certificate describes the insurance under the Group Policy. Please read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES CRITICAL ILLNESS 
INSURANCE BENEFITS. THE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE 
COMPREHENSIVE HEALTH INSURANCE COVERAGE. IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL 
MANDATE OF THE AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE 
REQUIRED BY THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT 
PROVIDE COVERAGE FOR HOSPITAL, SURGICAL OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY. IF YOU ARE ELIGIBLE FOR MEDICARE, 
REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 


 


THIS LIMITED BENEFIT CERTIFICATE INCLUDES A PREEXISTING CONDITION EXCLUSION. 


 


STANDARD INSURANCE COMPANY 


By 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc. 


Aloha Air Cargo  


Carlile Transportation Systems, Inc. 


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  


Member 


You are a Member if you are all of the following: 


� 


� 


� 


A regular employee of Tropical Shipping USA, LLC. 


Actively At Work at least 17 hours each week. 


A citizen or resident of the United States.  


You are not a Member if you are: 


� A temporary or seasonal employee. 


� A full time member of the armed forces of any country. 


� A leased employee. 


� An independent contractor. 


Class(es) 


Tropical Shipping USA, LLC Members 


Eligibility Waiting Period 


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the 
calendar month following 60 consecutive days as a Member.
Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 
immediately prior to the date you become a Member. 


Premium Contributions 


For you and your Child: Contributory 


For your Spouse: Contributory 
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Contributory means you pay all or part of the premium for insurance. 
 


Coverage Amount 
 


The Coverage Amount is the amount of insurance under the Group Policy. The Guarantee Issue Amount is 
the amount of insurance you may apply for without submitting Evidence Of Insurability. Coverage Amounts 
requiring Evidence Of Insurability are not effective until approved by us. 


 


 


For Member:  The amount you elect and we approve: $15,000. 


  


For Child(ren): 25% of your Coverage Amount. 


 


  


For Spouse: The amount you elect and we approve: $15,000. 


 


Not to exceed 100% of your Coverage Amount. 
 


Guarantee Issue Amount  


For Member: $15,000 
 


For Spouse: $15,000 
 


Amount Payable 
 


Table of Critical Illness Benefits 
 


The amount payable is the percentage of the Coverage Amount in effect on the date of the Critical Illness. 
Subject to the Reoccurrence Benefit, only one Critical Illness is payable unless an initial diagnosis or 
recommendation, as required, for a different and subsequent Critical Illness is made at least 90 days after 
the preceding Critical Illness.  


 


Cancer 100% of Coverage Amount 


Carcinoma in Situ 25% of Coverage Amount 
 


Coma 100% of Coverage Amount 
 


End-Stage Renal (Kidney) Failure 100% of Coverage Amount 
 


Loss of Sight 100% of Coverage Amount 
 


Major Organ Failure 100% of Coverage Amount 


Myocardial Infarction (Heart Attack) 100% of Coverage Amount 
 


Occupational Hepatitis 100% of Coverage Amount 


Occupational Human 
Immunodeficiency Virus (HIV) 


100% of Coverage Amount 


 


Paralysis (2 or more Limbs) 
 


100% of Coverage Amount 
 


Severe Coronary Artery Disease  
With a Recommendation of Bypass  
Surgery 


 
 
25% of Coverage Amount 


 


Stroke 
 


100% of Coverage Amount 
 


 


Child Diseases 
 


100% of Coverage Amount for Child 
 


Reoccurrence Benefit 25% of Coverage Amount 
 


If a Critical Illness Benefit is payable and there is a subsequent diagnosis or recommendation for 
the same Critical Illness, a Reoccurrence Benefit is payable if you and your Dependents meet 
both of the following:  







 


GC0614-CI 3  


� You and your Dependents have been continuously insured under the Group Policy 
between the initial and subsequent diagnosis or recommendation. 


 


� You and your Dependents have served a 12 month Treatment Free Period during such 
continuous insurance. 


A Reoccurrence Benefit is payable only once per each Critical Illness during your or your 
Dependent's lifetime. 


Treatment Free Period means you or your Dependent have not done any of the following in 
connection with the Critical Illness: 


� Consulted a physician or other licensed medical professional. 


� Received medical treatment, services or advice. 


� Undergone diagnostic procedures, including self-administered procedures. 


� Taken prescribed drugs or medications. 


Treatment Free Period does not include: 


� Maintenance drug therapy (such as: ongoing antiplatelet regimens and statins; ongoing 
hormonal therapy, immunotherapy or chemoprevention therapy) that is intended to 
decrease the risk of Critical Illness reoccurrence. 


� Routine follow-up visits with a Physician, including necessary tests (such as a stress 
treadmill) to verify whether or not a Critical Illness has reoccurred. 


 


Additional Benefits 
 


You may select the Health Maintenance Screening Benefit for you and your Dependents. 


Health Maintenance Screening Benefit $50 


  


Additional Features 
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


Continuation of Insurance (Portability) for the Spouse 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Critical Illness Insurance 
 


Name, Address of Plan Sponsor: 


 


Saltchuk Resources, Inc. 
 


450 Alaskan Way S, Suite 708  
 


Seattle, WA 98104 


 


Plan Sponsor Tax ID Number: 


 


91-1186367 
 


Plan Number: 


 


507 
 


Type of Plan: 


 


Group Insurance Plan 
 


Type of Administration: 


 


Contract Administration 
 


Name, Address, Phone 


Number of Plan Administrator: 


 


 


Plan Sponsor 


206-652-1111 
 


Name, Address of Registered Agent 
for Service of Legal Process: 


 


 


Saltchuk Resources, Inc. 
 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: 


 


 


 


 


 


 


Standard Insurance Company 
1100 SW 6th Ave 


Portland OR 97204-1093 


 


Sources of Contributions: 


 


Member 
 


Funding Medium: 


 


Standard Insurance Company - Fully Insured 
 


Plan Fiscal Year End: 


 


December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 
 


To become insured you must:  


• Be a Member. 


• Complete your Eligibility Waiting Period.  


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 
Requirement.  


• Submit Evidence Of Insurability, if required. 


When Your Insurance Becomes Effective 
 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 
Work Requirement, your insurance becomes effective as follows: 


Insurance Subject to Evidence Of Insurability 


Insurance subject to Evidence Of Insurability becomes effective on the later of:  


� The date we approve your Evidence Of Insurability.  


 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability. 


 


Insurance Not Subject to Evidence Of Insurability 


Contributory insurance 
 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory 
insurance not subject to Evidence Of Insurability becomes effective on: 


� The date you become eligible if you apply on or before that date. 


� The date you apply if you apply within 31 days after you become eligible.  
 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


� If you have a Family Status Change the later of: 
 


� The date of the Family Status Change if you apply on or before the date of the Family 
Status Change. 


� The date you apply if you apply within 31 days of the Family Status Change. 


 


� The January 1 next following the Annual Enrollment Period if you apply for the Family 
Status Change during the Annual Enrollment Period. 


 


Annual Enrollment Period means the period designated each year by your Employer when you may apply for 
insurance or change insurance elections. 


 


Family Status Change means any of the following events: 


� Your marriage or divorce or dissolution of your Civil Union or Domestic Partner relationship. 


� The birth of your Child. 


� The adoption of a Child by you. 


� The death of your Dependent. 
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� The commencement or termination of your Spouse's employment. 


� A change in employment from full-time to part-time by your Spouse. 


� A loss of critical illness insurance through your Spouse’s employment. 
 


Evidence Of Insurability 
 


Evidence Of Insurability will be required as follows:  
 


� For Contributory insurance if you apply more than 31 days after you become eligible. 
 


� For reinstatements, if required.  


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability.  
 


� For any Coverage Amount in excess of the Guarantee Issue Amount. 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 
 


Changes in Your Insurance 
 


You may apply in writing for any increase in your insurance.  


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If you were required to provide Evidence Of Insurability during a prior period of eligibility under the 
Group Policy and either: 


� You did not provide Evidence Of Insurability; or  


� We disapproved your Evidence Of Insurability. 


Any increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to the Active Work Requirement, increases in your insurance become effective as follows: 


Increases Subject to Evidence Of Insurability 


Increases subject to Evidence Of Insurability become effective on the later of: 


� The date we approve your Evidence Of Insurability. 


� The January 1 next following the Annual Enrollment Period during which we approved your 
Evidence Of Insurability.  


 


� The date we approve your Evidence Of Insurability due to a Family Status Change. 


 


 


Decreases in Coverage Amounts become effective on: 
 


� The date the Policyholder or Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of sickness, injury, or pregnancy on the day before the 
scheduled effective date of your insurance or increase in Coverage Amount under the Group Policy, such 
insurance will not become effective until the day after you complete 1 full day(s) of Active Work as an eligible 
Member. 
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Active Work and Actively At Work mean performing the material duties of your own occupation at your 
Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance.


 When Your Insurance Ends 


Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify the Policyholder or your Employer in writing that 
coverage is to be terminated.  


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy terminates unless you continue your insurance under the Continuation of 
Insurance (Portability) for the Member provision. 


� The first day of the calendar month following the date your employment terminates unless you 
continue your insurance under the Continuation of Insurance (Portability) for the Member 
provision. 


� The date you reach age 80. 


� The date you cease to be a Member. However, if you cease to be a Member because you are not 
working the required minimum number of hours, your insurance will be continued with payment of 
premium: 


�


�


�


During the first 90 days of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 
writing and lasting not more than 90 days. 


During a leave of absence which is required by the federal or a state-mandated family or medical 
leave act or law.


CHILD INSURANCE 


When Child Insurance Becomes Effective 


Insurance for your Child becomes effective as follows: 


• The date your insurance becomes effective if you have a Child on that date.


• The date you first acquire a Child, if you are insured on that date.


If you have more than one Child on the effective date, all are insured as of that date. While your insurance is 
in effect, each new Child becomes insured immediately. 


A Member may not be insured as both a Member and a Child. A Child may not be insured by more than one 
Member.  


Changes in Child Insurance 


Increases or decreases resulting from changes in your Coverage Amounts will become effective for a Child 
on the effective date of your change.  


When Child Insurance Ends 
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Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends unless the Child insurance is continued under the Continuation of 
Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 
the Spouse provision.  


� The date the Child insurance terminates under the Group Policy unless the Child insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the Group Policy terminates unless the Child insurance is continued under the 
Continuation of Insurance (Portability) for the Member provision. 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 
 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse.  


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 
apply in writing for Contributory Spouse insurance and agree to pay premiums. 


Spouse Insurance Subject to Evidence Of Insurability 


Spouse insurance subject to Evidence Of Insurability becomes effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse; 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


Spouse insurance will not become effective if you were required to submit Evidence Of Insurability 
and either:  


� You did not submit Evidence Of Insurability.  


� We disapproved your Evidence Of Insurability. 


Spouse Insurance Not Subject to Evidence Of Insurability 
 


Contributory Spouse insurance becomes effective on: 


� The date your insurance becomes effective if you apply on or before that date to insure your 
Spouse.  


� The date you apply to insure your Spouse. 


 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 
 


� If you have a Family Status Change, the later of: 
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� The date of the Family Status Change if you apply on or before the date of the Family Status 
Change. 


� The date you apply, if you apply within 31 days of the Family Status Change. 


� The January 1 next following the Annual Enrollment Period if you apply during the Annual 
Enrollment Period. 


 


Evidence Of Insurability 
 


Evidence Of Insurability will be required for your Spouse as follows:   


� For Contributory insurance if you apply more than 31 days after you become eligible for Spouse 
insurance. 


 


 


� If your Spouse was eligible for more than 31 days under the Prior Plan but not insured. 
 


� For reinstatements, if required. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 
 


� For any Coverage Amount in excess of the Spouse Guarantee Issue Amount. 
 


Evidence Of Insurability will be waived to become insured for the Guarantee Issue Amount if: 


� You have a Family Status Change; and you apply within 31 days of the Family Status Change. 


However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
and it was not approved by us. 


 


 


Changes in Spouse Insurance 
 


You may apply in writing for any increase in your Spouse insurance. 


Evidence Of Insurability for Contributory insurance will be required as follows: 


� For increases in Coverage Amounts. 


� If Evidence Of Insurability was required for your Spouse during a prior period of eligibility under the 
Group Policy and either: 


� Evidence Of Insurability was not provided for your Spouse; or  


� We disapproved Evidence Of Insurability for your Spouse. 


Evidence Of Insurability will be waived in the following instances: 


� For any increase in your Spouse’s Coverage Amount not to exceed the Spouse Guarantee Issue 
Amount. 


 


� For additional insurance due to a plan change. 


� For any increase in Coverage Amount not to exceed the Guarantee Issue Amount if: 


 


� You have a Family Status Change; and you apply for the increase within 31 days of the Family 
Status Change. 


  However, we will not waive Evidence Of Insurability if you previously submitted Evidence Of Insurability 
for your Spouse and it was not approved by us. 


 


Your Spouse’s increase in Coverage Amount will be subject to the Preexisting Condition Exclusion. 


Subject to your Spouse being gainfully employed or capable of performing the material duties of an 
occupation, increases in your Spouse’s insurance become effective as follows: 
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Spouse Insurance Increases Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance subject to Evidence Of Insurability become effective on the later of: 


� The date we approve Evidence Of Insurability for your Spouse.  
 


� The January 1 next following the Annual Enrollment Period during which we approved Evidence 
Of Insurability for your Spouse. 


 


� The date we approved Evidence Of Insurability for your Spouse due to a Family Status Change. 
 
 


Spouse Insurance Increases Not Subject to Evidence Of Insurability 


Increases in your Spouse’s insurance not subject to Evidence Of Insurability becomes effective on the 
latest of: 


� The date you apply for the increase. 
 
 


� The January 1 next following the Annual Enrollment Period during which you apply for the 
increase. 


� The date of your Family Status Change. 
 


Decreases in your Spouse’s Coverage Amounts become effective on: 
 


� The date your Coverage Amount decreases. 


 


� The date the Policyholder or Employer receives your written request for the decrease. 
 


When Spouse Insurance Ends 
 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision or Continuation of Insurance (Portability) for 


the Spouse provision.  


� The date Spouse insurance terminates under the Group Policy, unless Spouse insurance is 
continued under the Continuation of Insurance (Portability) for the Member provision or 
Continuation of Insurance (Portability) for the Spouse provision.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 
of Insurance (Portability) for the Member provision. 


� The date your Spouse reaches age 80. 


 


CRITICAL ILLNESS BENEFITS  


Insuring Clause 
 


If you or your Dependent incur a Critical Illness or meet the requirements for the Additional Benefits while 
insured under the Group Policy, we will pay benefits according to the terms of the Group Policy after we 
receive Proof Of Loss satisfactory to us. 


Critical Illness Definitions 


Cancer means an initial diagnosis of any malignant tumor or neoplasm with histological confirmation, 
characterized by the uncontrolled growth of malignant cells and invasion of tissue beyond the initial tissue 
(invasive).  
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The diagnosis must:  


• Be made while insured under the Group Policy. 


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Cancer includes: 


• Leukemia  


• Lymphoma 


• Sarcoma 


• Malignant melanoma 


• Other skin malignancies that have been histologically classified as having caused invasion beyond 
the epidermis with a Clark’s level III or greater, Breslow’s depth of 0.75mm or greater, or AJCC TNM 
stage II or greater are included.  


Conditions that are not invasive cancer are not included. Such conditions include, but are not limited to:  


• All cancers which are histologically classified as pre-malignant, non-invasive, carcinoma in situ, 
having borderline malignancy, or having low malignant potential.  


• Benign tumors or polyps. 


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A. 


• Any skin cancer not previously incorporated in this definition, including:  


• Cutaneous lymphoma.  


• Melanoma that is histologically classified as Clark’s level I or II; Breslow’s depth of less than 
0.75mm; or AJCC TNM stage 0 or I. 


Carcinoma in Situ means an initial diagnosis of cancer in which the tumor or cells still lie within the tissue of 
origin without invading neighboring tissue or regional lymph nodes.  


The diagnosis must:  


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a pathologist or oncologist. 


• Be based on pathological or clinical evidence. 


Carcinoma in Situ includes, but is not limited to:  


• Early prostate cancer that is histologically classified as T1N0M0 or equivalent staging.  


• Chronic lymphocytic leukemia that is histologically classified as Rai Stage 0 or Binet Stage A.  


• Cutaneous lymphoma.  


• Melanoma not invading the reticular (lower) dermis that is histologically classified as one of the 
following:   


• Clark’s level I or II.  


• Breslow’s depth of less than 0.75mm.  


• AJCC TNM stage 0 or I. 


Carcinoma in Situ does not include:  lesser skin malignancies (such as basal cell and squamous cell 
carcinomas, pre-malignant lesions, intraepithelial neoplasia, benign tumors or polyps. 
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Coma means an initial diagnosis of a profound state of mental unconsciousness from which one cannot be 
aroused and there is no evidence of appropriate response to external stimulation, other than primitive 
avoidance reflexes, due to an accident or disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as a neurologist. 


� Must last for at least 14 consecutive days resulting in neurological deficit with persisting clinical 
symptoms. 


Coma which is medically induced or Coma as a result of drug or alcohol use is not included. 


End-Stage Renal Failure means an initial diagnosis of chronic and end-stage irreversible failure of both 
kidneys to function, as a result of which the need for regular, at least weekly and for longer than 6 months, 
kidney dialysis or kidney transplant is recommended to sustain life.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


� Be made by a board certified nephrologist.  


 


Loss of Sight means an initial diagnosis of entire, uncorrectable, and irrecoverable loss of sight due to an 
accident or a disease.  


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician who is board certified as an ophthalmologist. 


� Be based on evidence of sight in the better eye being reduced to a best-corrected visual acuity of 
20/200 (Snellen or E-Chart Acuity) and visual field restriction to 20° or less in both eyes. 


� For a Child, occur after age 3. 
 


Major Organ Failure means an initial diagnosis of irreversible failure of the heart, liver, lung, small intestine, or 
pancreas as a result of a disease and, for which a transplantation of the organ(s) or tissue from a suitable 
human donor is required.  


The diagnosis must: 


� Be made while insured under the Group Policy. 
 


• Be made by a Physician.  


� Be based on clinical evidence of major organ failure of an organ(s) or tissue and requires that your or 
your Dependent’s condition meet the criteria for placement on the registry with the Organ 
Procurement and Transplantation Network/United Network for Organ Sharing (OPTN/UNOS) or its 
medically recognized successor organization.  


If you or your Dependent do not meet the criteria for placement on the registry because your or your 
Dependent’s condition is too far advanced or you or your Dependent are too ill to proceed with a transplant, 
this requirement will not apply. 


Myocardial Infarction is commonly known as a heart attack and means an episode of rapid onset of chest pain 
that required immediate medical attention and with an initial diagnosis of death of a portion of the heart 
muscle as a result of inadequate blood supply to the heart.  


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician. 
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• Be based on new changes consistent with an evolving infarction on electrocardiogram (EKG) and 
concurrent with elevation of infarction specific enzymes, troponins or other biochemical markers 
accepted to be indicative of an acute Myocardial Infarction. In the event of death, an autopsy or death 
certificate indicating Myocardial Infarction as the cause will apply. 


Myocardial Infarction does not include a heart attack that occurred during a medical procedure or due to 
alcohol or drug abuse. Other acute coronary syndromes, including but not limited to angina, are not included. 
 
Occupational Hepatitis means an initial diagnosis of hepatitis, other than hepatitis A, that occurs as a result of 
a documented accidental exposure in the workplace to blood or other bodily fluids. 


The diagnosis must: 


� Be made while insured under the Group Policy. 


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for hepatitis. A follow up blood test with the results showing as 
positive for hepatitis must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace. 


Hepatitis does not include hepatitis that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Occupational Human Immunodeficiency Virus (HIV) means an initial diagnosis of HIV that occurs as a result 
of a documented accidental exposure in the workplace to blood or other bodily fluids.  


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician.  


� Be based on blood testing. A blood test is required within 72 hours of the accidental exposure with 
the results showing as negative for HIV. A follow up blood test with the results showing positive for 
HIV must occur 6 to 12 months after the accidental exposure. 


� Be documented by an appropriate accident report at the workplace.  


HIV does not include HIV that occurs as a result of intravenous drug use, sexual transmission, or is 
determined not to be an accident. 


Paralysis means an initial diagnosis of the irreversible loss of all motor function of two or more Limbs due to 
an accident or a disease. 


The diagnosis must: 


� Be made while insured under the Group Policy.  


� Be made by a Physician who is board certified as a neurologist. 
 


Severe Coronary Artery Disease with a Recommendation of Bypass Surgery means a narrowing or blockage 
of the arteries and vessels that provide oxygen and nutrients to the heart that result in an initial diagnosis of 
severe coronary artery disease which results in a Physician’s recommendation of bypass surgery. Severe 
Coronary Artery Disease with a Recommendation of Bypass Surgery includes but is not limited to: open heart 
surgery to increase the flow of blood through the coronary arteries.  


The diagnosis and recommendation must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician who is board certified as a cardiologist or cardiac surgeon. 


• Be based on a clinical diagnosis.  
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Severe Coronary Artery Disease does not include: angioplasty, stenting, percutaneous coronary intervention, 
or laser procedures.  


If a Physician has recommended bypass surgery but you are too ill to proceed with the recommended surgery, 
the requirement that bypass surgery be recommended will not apply. 


Stroke means an initial diagnosis of: a cerebrovascular accident or infarction (death) of brain tissue caused by 
hemorrhage, embolism or thrombosis producing measurable, neurological deficit, which is expected to be 
permanent. 


The diagnosis must: 


• Be made while insured under the Group Policy.  


• Be made by a Physician assigning a Modified Rankin Scale score of 4 (moderately severe disability) 
or greater.  


• Be based on objective clinical evidence of brain tissue damage using current neuroimaging tests, 
including but not limited to: Computed Tomography scan (CT); Magnetic Resonance Imaging (MRI);  
Positron Emission Tomography scan (PET); arteriography; or angiography.  


Stroke does not include Transient Ischemic Attack (TIA) and traumatic injury to brain tissue or blood vessels. 


 


Child Diseases 
 


Means any of the following Critical Illnesses where an initial diagnosis is made while the Child is insured 
under the Group Policy or the initial diagnosis was made prior to birth and you were insured under the Group 
Policy and the Child became insured at birth: 


Anal Atresia means a malformation of the anus and rectum. 


The diagnosis must: 


� Be made at birth with a physical examination, abdominal x-ray, ultrasound or Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation for surgical intervention. 


Anencephaly means an incomplete development of the brain, skull and scalp (neural tube defects). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound, amniocentesis, or a serum folic acid test. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
Physician who specializes in treating the congenital defect. 


Biliary Atresia means a blockage in the bile duct tubes inhibiting bile flow from the liver to the gallbladder.  


The diagnosis must:  


� Be made by a diagnostic test, including but not limited to: abdominal x-ray; ultrasound; blood tests (to 
check total and direct bilirubin levels); Hepatobiliary iminodiacetic acid (HIDA) scan; 
cholescintigraphy; liver biopsy; and x-ray of the bile ducts (cholangiogram); or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for surgical intervention.  
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Cerebral Palsy means a group of disorders affecting development of movement, muscle tone and posture 
causing activity limitation, attributed to an insult to the immature, developing brain, most often before birth.  


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a neurologist.  


Cerebral Palsy does not include other similar conditions such as: degenerative nervous disorders, genetic 
diseases, muscle diseases, metabolic disorders, nervous system tumors, coagulation disorders, or other 
injuries or disorders which delay early development, but can be outgrown. 


Cleft Lip means a physical split or separation of the two sides of the upper lip appearing as a narrow opening 
or gap in the skin of the upper lip where the separation often extends beyond the base of the nose and 
includes the bones of the upper jaw and/or upper gum. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect.  


� Include a recommendation for surgery to ensure the Child's ability to eat, speak, hear and breathe 
and to achieve a normal facial appearance. 


A Critical Illness Benefit is not payable for a Cleft Lip if a Cleft Palate is payable.  


Cleft Palate means a split or opening in the roof of the mouth. A cleft palate can involve the hard palate (the 
bony front portion of the roof of the mouth), and/or the soft palate (the soft back portion of the roof of the 
mouth).  


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation for surgery to ensure the child's ability to eat, speak, hear and breathe and 
to achieve a normal facial appearance. 


Club Foot means a range of foot abnormalities in which the foot is twisted out of shape or position. The 
tissues connecting the muscles to the bone (tendons) are shorter than usual. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist or other board certified physician who 
specializes in treating the congenital defect. 


� Include a recommendation of corrective techniques such as the Ponseti method and 
French/Functional method, or corrective surgery. 


Coarctation of the Aorta means the severe narrowing of the aorta, causing a decrease in blood flow to the 
lower part of the body. 


The diagnosis must: 


� Be made at birth with a physical examination and diagnostic testing, including but not limited to: chest 
radiography; barium esophagography; cardiac catheterization or electrocardiography (ECG); or prior 
to birth while you are insured under the Group Policy with an initial diagnosis in utero via a fetal 
echocardiography. 







 


GC0614-CI 16  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Cystic Fibrosis means an inherited, life-threatening disorder that affects the cells that produce mucus, sweat 
and digestive juices that causes severe damage to the lungs and digestive system. 


The diagnosis must: 


� Be made during Childhood based on appropriate diagnostic measures, including but not limited to, a 
sweat test with results of chloride concentrations greater than 60 mmol/L; or prior to birth while you 
are insured under the Group Policy with an initial diagnosis in utero via diagnostic amniocentesis, 
chorionic villus biopsy or a blood or saliva sample. 


� Be made by a Physician who is board certified as a pediatrician or pulmonologist. 


Diaphragmatic Hernia means an abnormal opening in the diaphragm allowing the abdominal organs (stomach, 
spleen, liver, and intestines) to appear in the chest cavity, impeding the lung tissue on the affected side to 
completely develop. 


The diagnosis must: 


� Be made at birth by physical examination with symptoms including, but not limited to:  irregular chest 
movements; absent breath sounds on affected side; bowel sounds heard in the chest or abdomen 
feels less full on examination by touch (palpation); respiratory distress (retractions, cyanosis, grunting 
respirations); rapid heart rate (tachycardia); and chest x-ray; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via a fetal echocardiography. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect.  


• Include a recommendation for surgical repair. 


Down’s Syndrome means an extra full or partial copy of chromosome 21. 


The diagnosis must: 


� Be made during Childhood.  


� Be made by a Physician who is board certified as a pediatrician. 


Gastroschisis means a defect in the anterior abdominal wall through which the abdominal contents protrude 
(abdominal herniation). 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid (amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Hirschsprung's Disease means a disorder of the abdomen where part or all of the large intestine (colon) or 
antecedent parts of the gastrointestinal tract have no nerves and cannot function which creates an obstruction. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including but not limited to: 
abdominal x-ray using a contrast dye (barium or other); anal manometry test; rectal biopsy; or barium 
enema; or prior to birth while you are insured under the Group Policy with an initial diagnosis in utero 
via ultrasound.  


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 
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Hypoplastic Left Heart Syndrome means severely underdeveloped structures on the left side of the heart 
unable to support the circulation needed by the body’s organs. 


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), difficulty breathing, difficulty feeding, 
and lethargy (sleepy or unresponsive) or via diagnostic testing including but not limited to: 
electrocardiogram; chest x-ray; pulse, cardiac catheterization; or cardiac Magnetic Resonance 
Imaging (MRI); or prior to birth while you are insured under the Group Policy with an initial diagnosis 
in utero via a fetal echocardiography.  


� Include a recommendation of a heart transplantation with reconstruction via the Norwood (Stage I), 
Glenn (Stage II) and Fontan (Stage III) procedures or a hybrid procedure (combination of surgery and 
catheter-based treatment).  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating this congenital defect.  


Infantile Hypertrophic Pyloric Stenosis means a narrowing (stenosis) of the opening from the stomach to the 
first part of the small intestine (duodenum) due to enlargement (hypertrophy) of the muscle surrounding this 
opening (pylorus) resulting in violent projectile vomiting. 


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing including, but not limited to: upper 
gastrointestinal series, abdominal ultrasound and/or blood tests; or prior to birth while you are insured 
under the Group Policy with an initial diagnosis in utero via ultrasound or a sample of amniotic fluid 
(amniocentesis). 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect.  


� Include a recommendation for the surgical intervention of pyloromyotomy. 


Muscular Dystrophy means a group of genetic diseases characterized by progressive weakness and 
degeneration of the skeletal or voluntary muscles that control movement.  


The diagnosis must: 


� Be made by a Physician who is board certified as a neurologist.  


� Be based on testing methods, including but not limited to: Electromyography; muscle biopsy; nerve 
conduction tests; or blood enzyme tests. 


Omphalocele means the organs remained enclosed in visceral peritoneum (membrane) and protrude out of 
the navel. 


The diagnosis must: 


� Be made at birth with a physical examination; or prior to birth while you are insured under the Group 
Policy with an initial diagnosis in utero via ultrasound. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating this congenital defect. 


� Include a recommendation of surgical intervention. 


Patent Ductus Arteriosis (PDA) means a persistent opening between two major blood vessels leading from 
the heart.  


The diagnosis must: 


� Be made at birth with a physical examination or diagnostic testing, including but not limited to: 
echocardiogram; chest x-ray; electrocardiogram; cardiac catheterization; cardiac Computerized 
Tomography (CT); or Magnetic Resonance Imaging (MRI). 
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� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


Spina Bifida Cystica with Myelomeningocele means a malformation of the vertebrae around the spinal cord. 


The diagnosis must: 


� Be made at birth with a physical examination or a diagnostic test (Magnetic Resonance Image (MRI) 
or Computed Tomography (CT) scan); or prior to birth while you are insured under the Group Policy 
with an initial diagnosis in utero via diagnostic prenatal tests: blood test (maternal serum quadruple or 
triple screen), high resolution fetal ultrasound, or amniocentesis. 


� Be made by a board certified pediatrician, neonatologist, pediatric surgeon or other board certified 
physician who specializes in treating the congenital defect. 


� Include a recommendation for surgical intervention. 


Tetralogy of Fallot means four heart defects (a large ventricular septal defect (VSD, pulmonary infundibular 
stenosis, right ventricular hypertrophy, and an overriding aorta) with a recommendation of surgical repair.  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: heart murmur; blue or purple tint to lips, skin and nails (cyanosis); difficulty in feeding; 
failure to gain weight; retarded growth and physical development; dyspnea on exertion; clubbing of 
the fingers and toes; polycythemia; or "tet spells"; or prior to birth while you are insured under the 
Group Policy with an initial diagnosis in utero.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect.  


Transposition of the Great Arteries means a transposition of the pulmonary artery and aorta resulting in a 
cyanotic heart defect (decreased oxygen in the blood being pumped to the rest of the body).  


The diagnosis must: 


� Be made at birth with a physical examination or shortly thereafter with symptoms including, but not 
limited to: blue or purple tint to lips, skin and nails (cyanosis), shortness of breath, clubbing of the 
fingers or toes and poor feeding or via diagnostic testing of at least one of the following: cardiac 
catheterization; chest x-ray; electrocardiography (ECG); echocardiogram and Pulse oximetry (to 
check blood oxygen level); or prior to birth while you are insured under the Group Policy with an initial 
diagnosis in utero via a fetal echocardiography.  


� Be made by a board certified pediatrician, neonatologist, pediatric cardiac surgeon or other board 
certified physician who specializes in treating the congenital defect. 


 
 


Additional Benefits 
 


 


Health Maintenance Screening Benefit 


We will pay a Health Maintenance Screening Benefit if you or your Dependent meet all of the following 
requirements:  


� You or your Dependent were insured under the Group Policy for at least 1 months. 


� A Health Maintenance Screening Procedure is performed.  


Health Maintenance Screening Procedures are limited to the following: 


� Abdominal aortic aneurysm ultrasound. 


� Ankle Brachial Index (ABI) screening for peripheral vascular disease. 


� Biopsies for cancer. 


� Bone density screening. 
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� Breast ultrasound. 


� Cancer antigen 125 blood test for ovarian cancer (CA 125). 


� Cancer antigen 15-3 blood test for breast cancer (CA 15-3). 


� Carcinoembryonic antigen blood test for colon cancer (CEA). 


� Colonoscopy. 


� Complete Blood Count (CBC). 


� Comprehensive Metabolic Panel (CMP). 


� Electrocardiogram (EKG). 


� Hemocult stool analysis. 


� Hemoglobin A1C. 


� Human Papillomavirus (HPV) vaccination. 


� Lipid panel. 


� Mammography. 


� Pap smears or thin prep pap test. 


� Prostate specific antigen (PSA) test. 


� Stress test on a bicycle or treadmill. 


We will pay a Health Maintenance Screening Benefit for 1 day per insured person per Calendar Year. 


Calendar Year means the period from January 1 through December 31 of the same year. 
 


 


 


EXCLUSIONS  


General Exclusions 
 


Benefits are not payable if Critical Illness is caused or contributed to by any of the following: 


� War or act of War. War means declared or undeclared war, whether civil or international, insurrection, 
and any substantial armed conflict between organized forces of a military nature. 


� Attempted suicide or other intentionally self-inflicted injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, or act of terrorism, or actively participating in a 
violent disorder or riot. Actively participating does not include being at the scene of a violent disorder 
or riot while performing official duties. 


� Alcoholism or drug addiction. 


� Initial diagnosis outside of the United States. 


� Elective surgery or other procedure which:  


� Does not promote the proper function of your or your Dependent’s body or prevent or treat 
sickness or injury. 


� Is directed at improving your or your Dependent’s appearance, unless such surgery or procedure 
is necessary to correct a deformity resulting from a congenital abnormality or disfigurement. 


This exclusion will not apply to a Critical Illness caused or contributed to by your or your Dependent’s 
donation of an organ or tissue. 
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Preexisting Condition Exclusion 
 


You or your Dependent are not covered for a Critical Illness, if the Critical Illness is caused or contributed to 
by a Preexisting Condition or medical or surgical treatment of a Preexisting Condition unless, on the date you 
or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


You or your Dependent are not covered for an increase in Coverage Amount if your or your Dependent's 
Critical Illness is caused or contributed to by a Preexisting Condition or medical or surgical treatment of a 
Preexisting Condition unless, on the date you or your Dependent incur the Critical Illness: 


� You or your Dependent have been continuously insured under the new plan or for the increase in 
Coverage Amount under the Group Policy for 12 months. 


� You have been Actively At Work for at least 1 full day(s) after the end of that 12 months. 


Preexisting Condition means any of the following events that occurred at any time during the 12 month period 
just before the date your or your Dependent's insurance or an increase in Coverage Amount becomes 
effective: 


� A mental or physical condition whether or not diagnosed or misdiagnosed for which you or your 
Dependent consulted a physician or other licensed medical professional; received medical treatment, 
services, or advice; undergone diagnostic procedures including self-administered procedures; or 
taken prescribed drugs or medications. 


� A mental or physical condition was discovered or suspected as a result of any medical examination, 
including a routine examination. 


 


 


ADDITIONAL FEATURES 


Reinstatement  
 


If your insurance ends, you may become insured again as a new Member. However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 
90 days, the Eligibility Waiting Period will be waived. 


� If your insurance ends because you fail to make the required premium contribution, you and your 
Spouse must provide Evidence Of Insurability to become insured again. 


 


� The Preexisting Conditions Exclusion will be applied as if insurance had remained in effect, provided 
you and your Dependents become insured again within 90 days. 


 


 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 days, your insurance will be for the coverage and amount which you continued under 
the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member. 
 


In no event will insurance be retroactive. 
 


Continuity of Coverage  
 


Waiver of Active Work Requirement 
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If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 
under the Group Policy, you can become insured on the effective date of your Employer’s coverage 
without meeting the Active Work requirement. See the Active Work Requirement. 


Effect of Preexisting Conditions 


If your or your Dependent’s Critical Illness is subject to the Preexisting Condition Exclusion, a Critical 
Illness will be payable if all of the following are true. 


� You or your Dependent were insured under the Prior Plan on the day before the effective date of 
your Employer's coverage under the Group Policy. 


� You or your Dependent became insured under the Group Policy when your insurance under the 
Prior Plan ceased. 


� You or your Dependent were continuously insured under the Group Policy from the effective date 
of your insurance under the Group Policy through the date you or your Dependent incur a Critical 
Illness as a result of a Preexisting Condition. 


� Benefits would have been payable under the terms of the Prior Plan if it had remained in force, 
taking into account the preexisting condition exclusion, if any, of the Prior Plan. 


For such a Critical Illness, the amount of your or your Dependent’s Critical Illness Benefit will be the 
lesser of the following: 


� The benefit that would have been payable under the terms of the Prior Plan if it had remained in 
force. 


� The benefit payable under the terms of the Group Policy, but without application of the 
Preexisting Condition Exclusion. 


Continuation of Insurance (Portability) for the Member 


Eligibility for the Member 


You become eligible to continue your or your Dependent’s insurance on the date one of the following 
events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates.  


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 80 or older. 


Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 
collect premiums.  We must receive your premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date you become eligible. Your and your Dependent’s continued 
insurance will be the same insurance provided under the Group Policy on the day before you become 
eligible under this Continuation of Insurance (Portability) for the Member. You may decrease the 
insurance, but cannot increase the insurance. 


If you have applied and been approved for continuation of insurance under this provision, we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Your or your Dependent’s insurance will remain 
in force during the Grace Period. You are liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  
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When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die, however your Spouse may apply to continue insurance under the 
Continuation of Insurance (Portability) for the Spouse provision below.  


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of Child. 


� The date you reach age 90, however, if your Spouse has not reached age 80, your Spouse may 
apply for continuing insurance under the Continuation of Insurance (Portability) for the 
Spouse provision below. 


� The date you are sentenced by a court for any reason to a penal or correctional institution, 
however your Spouse may apply to continue insurance under the Continuation of Insurance 
(Portability) for the Spouse provision below. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 
Spouse.  


� With respect to coverage for your Dependent, the date your Dependent is sentenced by a court 
for any reason to a penal or correctional institution. 


� The date you become insured again as a Member under the Group Policy.  


Once insurance continued under this provision ends it cannot be reinstated. Except as provided above, 
insurance continued under this provision is subject to all other terms of the Group Policy. 


 


Continuation of Insurance (Portability) for the Spouse 
 


Eligibility for Your Spouse: 


Your Spouse becomes eligible to continue insurance on the date one of the following events occurs: 


� Your insurance terminates due to your death and your Spouse has not reached age 80. 


� You are legally divorced from your Spouse or your Domestic Partnership or Civil Union is legally 
dissolved. 


� Your continued insurance under the provision above ends because you reach age 90 and your 
Spouse has not reached age 80. 


� Dependent insurance is no longer provided under the Group Policy.  


� Your continued insurance under the provision above ends because you are sentenced by a court 
for any reason to a penal or correctional institution.  


Except as provided below, all provisions and terms of the Group Policy apply to insurance continued 
under this Continuation of Insurance (Portability) for the Spouse provision. In the event your Spouse 
continues insurance under this Continuation of Insurance (Portability) for the Spouse provision, "you" 
and "your" will refer to your Spouse in Exclusions, Claims and Benefit Payment, and General 
Provisions.  


Your Spouse is not eligible to continue insurance for your Child under this provision if the Child is insured 
under your insurance. Your Spouse is not eligible to continue insurance under this provision if your 
Spouse is 80 or older. 


Application, Amount of Insurance, and Premium Payment 


Your Spouse must apply in writing and pay the first premium to the person designated by the Policyholder 
to collect premiums.  We must receive the premium from the person designated by the Policyholder to 
collect premiums within 31 days after the date your Spouse becomes eligible. 
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Your Dependent’s continued insurance will be the same insurance provided under the Group Policy or 
your continued insurance on the day before your Spouse became eligible for continued insurance. Your 
Spouse may decrease the insurance, but cannot increase the insurance. 


If your Spouse has applied and been approved for continuation of insurance under this provision we must 
receive subsequent premium payments from the person designated by the Policyholder on or before the 
Premium Due Date stated below. If premium is not paid on or before the Premium Due Date stated below 
it may be paid during the Grace Period as stated below. Dependent insurance will remain in force during 
the Grace Period. Your Spouse is liable for premium for insurance during the Grace Period.  


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date.  


When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which your Spouse made a premium payment. 


� The date your Spouse dies. 


� The date your Spouse becomes a full-time member of the armed forces of any country. 


� With respect to a Child’s insurance, the date the Child ceases to meet the definition of Child.  


� With respect to a Dependent’s insurance, the date your Dependent is sentenced by a court for 
any reason to a penal or correctional institution.  


� The date your Spouse reaches age 90. 


� The date your Spouse is insured as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated. 
 


CLAIMS AND BENEFIT PAYMENT  


Filing a Claim 
 


Claims should be filed on our forms. If we do not provide our forms within 15 days after they are requested, 
the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 
 


Proof Of Loss must be provided within 90 days after the date of the Critical Illness. For Additional Benefits, 
Proof Of Loss must be provided within 90 days after meeting the requirements for the Additional Benefits. If 
that is not possible, it must be provided as soon as reasonably possible, but not later than one year after that 
90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied. These limits will not apply while the 
claimant lacks legal capacity. 


Proof Of Loss 
 


Proof Of Loss means written proof that a Critical Illness or entitlement to an Additional Benefit occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 
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Proof Of Loss includes any other information we may reasonably require in support of a claim. Proof Of Loss 
must be in writing and must be provided at the expense of the claimant. No benefits will be paid until we 
receive Proof of Loss satisfactory to us. 


Investigation of Claim 
 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 
specialists of our choice. In case of death, we have the right and opportunity to request an autopsy, except 
where prohibited by law. 


Notice of Decision on Claim 
 


We will evaluate a claim for benefits promptly after we receive it. Within 60 days after we receive the claim we 
will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period to 
decide the claim for an additional 60 days.  


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 
extension; and (b) when we expect to decide the claim.  


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision.  


� Reference to the parts of the Group Policy on which our decision is based.  


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision.  


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 
claim is denied on review. 


Review Procedure 
 


If all or part of a claim is denied, the claimant may request a review. The claimant must request a review in 
writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim. The claimant may review 
and receive copies of any non-privileged information that is relevant to the request for review. There will be no 
charge for such copies. Our review will include any written comments or other items the claimant submits to 
support the claim. 


We will review the claim promptly after we receive the request. With respect to all claims, within 45 days after 
we receive the request for review we will send the claimant:  (a) a written decision on review; or (b) a notice 
that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 
the extended time period for review of the claim will not begin until the claimant provides the information or 
otherwise responds.  


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension; 
and (b) when we expect to decide the claim on review.  


If we request additional information, the claimant will have 45 days to provide the information. If the claimant 
does not provide the requested information within 45 days, we may conclude our review of the claim based on 
the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 
documents and records relevant to the claim.  


 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA.  
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The Group Policy does not provide voluntary alternative dispute resolution options. However, you may contact 
your local U.S. Department of Labor Office and your State insurance regulatory agency for assistance. 


 


Time of Payment 
 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Payment of Benefits  
 


Benefits will be paid to you. Any benefits remaining unpaid at your death will be paid as shown below.  


Benefits will be paid in equal shares to the first surviving class of the classes below. 


� Your Spouse. 


� Your children. 


� Your parents. 


� Your brothers and sisters. 


� Your estate. 


Reimbursement 
 


We reserve the right to recover any benefits that you or your Dependent or a claimant were paid but not 
entitled to under the terms of the Group Policy, state or federal law.  


You or your Dependent, or a claimant or beneficiary must reimburse us in full. We will determine the method 
by which repayment is to be paid.  


Unpaid Premium 
 


Any unpaid premium due for your or your Dependent's Critical Illness Insurance under the Group Policy may 
be recovered by us. Any Critical Illness Benefits payable to you or your Dependent, a claimant, a beneficiary 
or legal representative will be applied to reduce the amount of any unpaid premiums prior to paying you or 
your Dependent, a claimant, a beneficiary or a legal representative. 


 


GENERAL PROVISIONS  


Assignment 
 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 
 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss. No such 
action may be brought more than three years after the earlier of: 


� The date we receive Proof Of Loss. 


� The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 
 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty. No 
misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


� The insurance would not have been approved if we had known the truth. 


� We have given you or any other person claiming benefits a copy of the signed written instrument 
which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 
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misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 
 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


� Cause a person to become insured. 


� Invalidate insurance under the Group Policy otherwise validly in force. 


� Continue insurance under the Group Policy otherwise validly terminated. 


Agency 
 


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent. Individuals 
selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 
their administrative function under it, represent and act on behalf of the person selecting them, and do not 
represent or act on behalf of us. The Policyholder and your Employer have no authority to alter, expand or 
extend our liability or to waive, modify or compromise any defense or right we may have under the Group 
Policy. 


Misstatement of Age 
 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both. 
The adjustment will be based on the following: 


� The amount of insurance based on the correct age. 


� The difference between the premiums paid and the premiums which would have been paid if the age 
had been correctly stated. 


Misstatement of Tobacco Use 
 


If a person’s use of tobacco has been misstated, we have the right to make an equitable adjustment of 
premiums, benefits, or both. The adjustment will be based on the following: 


� The amount of insurance based on the correct tobacco use status. 


� The difference between the premiums paid and the premiums which would have been paid if the 
tobacco use status had been correctly stated. 


 


DEFINITIONS  


Activities of Daily Living  


� Bathing means washing oneself, whether in the tub or shower or by sponge bath, with or without the help 
of adaptive devices. 


� Continence means voluntarily controlling bowel and bladder function, or, if incontinent, maintaining a 
reasonable level of personal hygiene. 


� Dressing means putting on and removing all items of clothing, footwear, and medically necessary braces 
and artificial limbs. 


� Eating means getting food and fluid into the body, whether manually, intravenously, or by feeding tube. 


� Toileting means getting to and from and on and off the toilet, and performing related personal hygiene. 


� Transferring means moving into or out of a bed, chair or wheelchair, with or without adaptive devices.  


Child 


Child means one of the following: 
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� Your child from live birth until age 26. 


� Your adopted child until age 26.  


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your home 
until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 
continuously incapable of self-sustaining employment because of mental or physical handicap; and 
chiefly dependent upon you for support and maintenance or institutionalized because of mental or 
physical handicap. 


Child does not include a person who is eligible for insurance as a Member. A Child does not include a full-
time member of the armed forces of any country. 


Childhood  


From birth through age 12. 


Dependent(s)  


Your Spouse, your Child, or your Spouse or Child, or your Spouse and Child. 


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance. Your Eligibility Waiting Period is 
shown in the Coverage Features. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 
approved in writing by us. 


Evidence Of Insurability  


You or your Spouse must: 


� Complete and sign our medical history statement. 


� If required by us, sign our form authorizing us to obtain information about the applicant's health. 


� Undergo a physical examination, if required by us, which may include blood testing. 


� Provide any additional information about the applicant's insurability that we may reasonably require. 


Group Policy  


The group critical illness insurance policy issued by us to the Policyholder and identified by the Group Policy 
Number, the Policyholder's attached application, group critical illness insurance certificates with the same 
Group Policy Number, and any amendments to the policy or certificates. 


Hands-on Assistance  


The physical assistance of another person without which the insured would be unable to perform the Activity 
Of Daily Living. 


Limb  


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Physician  


An individual who is licensed by the state as an M.D. or D.O. and acting within the scope of the license. 
Physician does not include you or your Spouse, or an employee partner or owner of the Employer, or the 
brother, sister, parent or child of either you or your Spouse. 


Prior Plan  
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A critical illness insurance plan which is replaced by coverage under the Group Policy and which is the 
Policyholder’s group critical illness insurance plan in effect on the day before the effective date of the Group 
Policy. 


Spouse  


Spouse means: 


� A person to whom you are legally married.  
 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 
to applicable law. 


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 
domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 
domestic partnerships; or an individual you have identified as a domestic partner under your 
Employer’s domestic partnership policy. 


 


Spouse does not include a full-time member of the armed forces of any country.  


Standby Assistance  


The presence of another person within arm’s reach of the insured that is necessary to prevent, by physical 
intervention, injury to the insured while the insured is performing the Activity Of Daily Living (such as being 
ready to catch the insured if the insured falls while getting into or out of the bathtub or shower as part of 
Bathing, or being ready to remove food from the insured’s throat if the insured chokes while Eating). 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


 
Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 
required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 
 


You have the right to examine all Plan documents, including any insurance contracts or collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 
Administration. These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 
 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 
bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 
plan description upon written request to the Plan Administrator. The Plan Administrator may make a 
reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 
 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 
was required to file an annual report. There will be no charge for the report.  


 


Right to Review of Denied Claims 
 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 
this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 
your claim reviewed and reconsidered, all within certain time schedules. 


 


Obligations of 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 the Plan, called "fiduciaries"' of the 
Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


 


Enforcing ERISA Rights 
 


Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request Plan 
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 
suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the 
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 
or Federal court. If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U. S. Department of 
Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal 
fees. If you are successful the court may order the person you have sued to pay these costs and fees. If 
you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 
frivolous. 


 


Plan and ERISA Questions 
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If you have any questions about the 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 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, DC 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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SALTCHUK – AI CI 
 


COVERED EMPLOYERS: 
Aloha Air Cargo 
Carlile Transportation Systems, Inc. 
Foss Maritime Company 
Hawaii Petroleum 
North Star Petroleum, Inc. 
Northern Aviation Services, Inc.  
Saltchuk Resources, Inc. 
TOTE Maritime Puerto Rico LLC 
TOTE, Inc. 
TOTE Services 
Tropical Shipping USA, LLC 
  
 MEMBER DEFINITION: 
Class 1: An active employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, 
North Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., and 
TOTE Services (30 hours per week) 
Class 2: All active employees of Northern Aviation Services, Inc. (30 hours per week) 
Class 3: All active employees of Foss Maritime Company working (20 hours per week) 
Class 4: All active employees of Tropical Shipping USA, LLC (17 hours per week) 
 
LOA:  90 days 
 
CLASSES: 
Class 1: An active employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Foss Maritime 
Company, Hawaii Petroleum, North Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto 
Rico LLC, TOTE, Inc., and TOTE Services.       
Class 2: An active employee of Northern Aviation Services, Inc. 
Class 3: An active employee of Foss Maritime Company  
Class 4: An active employee Tropical Shipping USA, LLC 
  
ELIGIBILITY WAITING PERIOD: 
Class 1:  First of the Month coinciding with or next following date of hire 
Class 2:  First of the month following 30 days 
Class 3:  First of the Month coinciding with or next following date of hire 
Class 4: First of the month following 60 day 
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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 


900 SW Fifth Avenue 


Portland, Oregon  97204-1282 


(503) 321-7000 


GROUP ACCIDENT INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  
Group Policy Number: 771022-B 


Group Policy Effective Date: 01/01/2018 


State Of Issue: Washington 
 


The Group Policy has been issued to the Policyholder.  We certify that you will be insured as provided by the 


terms of the Group Policy.  If your insurance is changed by an amendment to the Group Policy, we will provide 


the Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 


available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured.  You 


are insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member.  "We", "us" and "our" mean Standard Insurance Company.  Other defined 


terms appear with the initial letters capitalized.  Section and provision headings, and references to them, appear 


in boldface type. 


Your Certificate and Summary Plan Description describes the insurance under the Group Policy.  Please 


read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES ACCIDENT 


INSURANCE BENEFITS AND IT DOES NOT PAY BENEFITS FOR LOSS FROM SICKNESS.  THE POLICY 


UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE COMPREHENSIVE HEALTH 


INSURANCE COVERAGE.  IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL MANDATE OF THE 


AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE REQUIRED BY 


THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT PROVIDE 


COVERAGE FOR HOSPITAL, SURGICAL, OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY.  IF YOU ARE ELIGIBLE FOR MEDICARE, 


REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 
 


STANDARD INSURANCE COMPANY 


By 
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Chairman, President and CEO 
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Dependent(s), 30 


Dislocated, 14 


Dislocation, 14 


Domestic Partner, 32 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc.


Aloha Air Cargo


Carlile Transportation Systems, Inc. 


Hawaii Petroleum


Foss Maritime Company


North Star Petroleum, Inc. 


Northern Aviation Services, Inc. 


TOTE Maritime Puerto Rico LLC 


TOTE, Inc. 


TOTE Services


Tropical Shipping USA, LLC


Member 


You are a Member if you are all of the following: 


• A regular employee of Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, North
Star Petroleum, Inc., Saltchuk Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., TOTE
Services.


• Actively At Work at least 30 hours each week.


• A citizen or resident of the United States.


You are not a Member if you are: 


• A temporary or seasonal employee.


• A full time member of the armed forces of any country.


• A leased employee.


• An independent contractor.


NOTE:  You are not eligible to become insured or increase insurance if you are older than age 70. 


Class(es) 


Aloha Air Cargo, Carlile Transportation Systems, Inc., Hawaii Petroleum, North Star Petroleum, Inc., 


Saltchuk Resources, Inc., TOTE Maritime Puerto Rico LLC, TOTE, Inc., and TOTE Services Members 


Work (Occupational) Accident Covered:    Yes 


Eligibility Waiting Period   


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the calendar 


month coinciding with or next following 1 day(s) as a Member.  


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 


immediately prior to the date you become a Member. 


Premium Contributions 


For you or your Dependents: Contributory 
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Contributory means you pay all or part of the premium for insurance. 
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Table Of Accident Insurance Benefit Amounts 
 


 


Emergency Care Benefits   


Air Ambulance Benefit $800  


Blood, Plasma, and Platelets Benefit $300  


Emergency Dental Benefit    


 Crown  $200  


 Extraction $100  


Emergency Room Benefit $150  


Ground Ambulance Benefit $300  


Initial Care Visit Benefit $50  


Major Diagnostic Benefit $200  


Outpatient X-Ray Benefit $50  


Urgent Care Facility Benefit $50  
 


Specific Injury Benefits   


Burn Benefit   


 2
nd


 degree burn less than or equal 
to 15% of body surface 


$200  


 2
nd 


degree burn greater than 15% 
of body surface 


$1,000  


 3
 rd


 degree burn less than or equal 
to 15% of body surface 


$5,000  


 3
rd


 degree burn greater than 15% 
of body surface 


$10,000  


Coma Benefit $7,500 


Concussion Benefit $150 


Dislocation Benefit Non-surgical Surgical 


 Ankle $800 $1,600 


 Collarbone (sternocalvicular) $800 $1,600 


 Collarbone (acromio and 
separation) 


$400 $800 


 Elbow $800 $1,600 


 Finger(s) $150 $300 


 Foot (not including toe(s)) $800 $1,600 


 Hand (not including finger(s)) $800 $1,600 


 Hip $2,500 $5,000 


 Knee (not including kneecap) $900 $1,800 


 Lower jaw $800 $1,600 


 Rib $150 $300 


 Shoulder $800 $1,600 
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 Spine $400 $800 


 Toe(s) $150 $300 


 Wrist $800 $1,600 


 Partial Dislocation 25% of the non-surgical amount payable for the 


specific dislocation amount shown above 


Eye Injury Benefit $200  


Fracture Benefit Non-surgical Surgical 


 Ankle $550 $1,100 


 Arm (elbow to wrist)  $550 $1,100 


 Arm (shoulder to elbow) $550 $1,100 


 Bones of face (other than lower jaw 
or nose) 


$500 $1,000 


 Coccyx $500 $1,000 


 Collarbone $550 $1,100 


 Elbow $550 $1,100 


 Finger(s) $100 $200 


 Foot (not including toe(s)) $550 $1,100 


 Hand (not including finger(s)) $550 $1,100 


 Hip $2,500 $5,000 


 Kneecap $550 $1,100 


 Leg (knee to ankle)  $1,200 $2,400 


 Leg (hip to knee) $2,000 $4,000 


 Lower jaw $550 $1,100 


 Nose $500 $1,000 


 Pelvis $1,200 $2,400 


 Rib $400 $800 


 Shoulder blade $550 $1,100 


 Skull   


      Depressed $4,000 $8,000 


  Non-depressed $1,500 $3,000 


 Sternum $550 $1,100 


 Toe(s) $100 $200 


 Vertebrae $500 $1,000 


 Vertebral Column $1,200 $2,400 


 Wrist $550 $1,100 


 Chip Fracture 25% of the non-surgical amount payable for the 


specific fracture shown above 


Laceration Benefit  


 Less than 2 inches combined $75  
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length for all lacerations 


 2-6 inches combined length for all 


lacerations 
$200  


 Over 6 inches combined length for 


all lacerations 
$500  


Skin Graft Benefit 25% of Burn Benefit 
 


Surgical Benefits  


Abdominal and Thoracic Surgery 


Benefit 


  


 Exploratory surgery (both 


laparoscopic and open) 


$200  


 Laparoscopic surgical repair $750  


 Open surgical repair   $1,500  


Knee Cartilage Benefit  


Exploratory surgery  $200  


One surgical repair  $750  


Ruptured Disc Benefit $750 


Surgical Facility Benefit $150 


Tendon, Ligament, and Rotator Cuff 
Surgery Benefit 


 


Exploratory of any of the above $200 


Repair of one of the above $750 


Repair of more than one of the 


above 


$1,000 


 


Hospital Benefits  


Critical Care Unit Admission Benefit $750 


Daily Critical Care Unit Confinement 


Benefit 


$200 per day 


Daily Hospital Confinement Benefit $200 per day 


Daily Rehabilitation Facility Benefit $100 per day 


Hospital Admission Benefit $1,000 
 


Follow Up Care Benefits  


Appliance Benefit  $100 


Chiropractic Care Benefit $50 per day 


Follow Up Care Benefit  $50 per day 


Hearing Device Benefit $500  


Prosthesis Benefit   


 One Prosthetic $500 
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 More than one Prosthetic $1,000 


Therapy Services Benefit  $50 per day  
 


Additional Benefits  
 


Automobile Accident Benefit $500 
 


Lodging Benefit $175 per day 
 


Transportation Benefit $150 per day 
 


Youth Organized Sports Benefit 25% of total Covered Accident benefits payable for 


Child 
  


Accidental Death and Dismemberment (AD&D) Benefits 


Accidental Death Benefit (AD Benefit) 


 For you: $50,000 


 


 For your Spouse: $25,000 


 


 For your Child(ren): $12,500 


  


Accidental Dismemberment Benefit  


One hand or one foot 15% of AD Benefit  


Both hands or feet 30% of AD Benefit  


One hand and one foot 30% of AD Benefit  


One finger or toe 2% of AD Benefit  


More than one finger or toe 5% of AD Benefit  


Accidental Impairment Benefit 


 Loss Of Hearing  


  One ear 15% of AD Benefit  


  Both ears 30% of AD Benefit  


 Loss Of Sight  


  One eye 15% of AD Benefit  


  Both eyes 30% of AD Benefit  


 Hemiplegia 30% of AD Benefit  


 Paraplegia 30% of AD Benefit  


 Quadriplegia 50% of AD Benefit  


 Triplegia 30% of AD Benefit  


 Uniplegia 15% of AD Benefit  
  


Value Added AD&D Benefits  


Airbag Benefit 10% of AD Benefit  


Common Carrier Accidental Benefit 100% of AD Benefit  


Helmet Benefit 10% of AD Benefit  
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Repatriation Benefit  10% of AD Benefit  


Seat Belt Benefit  10% of AD Benefit  


 


Additional Features  
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


 







 


GC0614-ACC - 8 - 771022-B  


ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Accident Insurance 


Name, Address of Plan Sponsor: Saltchuk Resources, Inc.  


 450 Alaskan Way S, Suite 708  


 Seattle, WA 98104 


Plan Sponsor Tax ID Number: 91-1186367 


Plan Number: 507 


Type of Plan: Group Insurance Plan 


Type of Administration: Contract Administration 


Name, Address, Phone 


Number of Plan Administrator: Plan Sponsor 


 206-652-1111 


Name, Address of Registered Agent 


for Service of Legal Process: Saltchuk Resources, Inc. 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: Standard Insurance Company 


 1100 SW 6th Ave 


 Portland OR 97204-1093 


Sources of Contributions: Member 


Funding Medium: Standard Insurance Company - Fully Insured 


Plan Fiscal Year End: December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 


To become insured you must: 


• Be a Member. 


• Complete your Eligibility Waiting Period. 


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 


Requirement. 


When Your Insurance Becomes Effective 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 


Work Requirement, your insurance becomes effective as follows: 


  


Contributory Insurance 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory insurance 


becomes effective on:  


� The date you become eligible if you apply on or before that date. 


� The first day of the calendar month coinciding with or next following the date you apply, if you 
apply after you become eligible.  


 
 


 


Changes in Your Insurance 


Subject to the Active Work Requirement, you may apply in writing for any increase in your insurance. 


Increases become effective the latest of: 


� The first day of the calendar month coinciding with or next following the date you apply for the 


increase. 


� The January 1 next following the open enrollment period.  


 


Decreases become effective on the later of: 


� The first day of the calendar month coinciding with or next following the date of change in your Class. 


� The first day of the calendar month coinciding with or next following the date the Policyholder or 


Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of Sickness, Injury or Pregnancy on the day before the 


scheduled effective date of your insurance under the Group Policy, your insurance will not become effective 


until the day after you complete 1 full day(s) of Active Work as an eligible Member. 


Active Work and Actively At Work mean performing the material duties of your own occupation at your 


Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance. 


When Your Insurance Ends 
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Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify your Employer or Policyholder in writing that coverage 


is to be terminated. 


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy or your Employer's coverage under the Group Policy terminates, unless 
you continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision. 


� The first day of the calendar month following the date your employment terminates, unless you 


continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision.  


� The date you cease to be a Member.  However, if you cease to be a Member because you are not 


working the required minimum number of hours, your insurance will be continued with payment of 


premium: 


�


�


�


During the first 90 day(s) of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 


writing and lasting not more than 90 day(s). 


During a leave of absence which is required by the federal or a state-mandated family or 


medical leave act or law. 


CHILD INSURANCE 


Eligibility for Child Insurance 


You become eligible to insure your Child(ren) on the later of: 


� The date your insurance becomes effective if you have a Child on that date. 


� The date you first acquire a Child, if you are insured on that date. 


A Member may not be insured as both a Member and a Child.  A Child may not be insured by more than one 


Member. 


For Contributory Child insurance, if you do not have Child insurance at the time you acquire a newborn or 


adopted Child, that Child is automatically insured for 31 days from the moment of birth or placement. 


However, you must apply in writing and pay premium back to the date of birth or placement within 31 days for 


Child insurance to continue.  If your application is received after that 31 days, your automatic Child insurance 


under this provision ends on the first day after the 31 day period.  This provision does not apply to you if you 


have an existing Child and you previously declined to enroll in Child insurance. 


When Child Insurance Becomes Effective 


The Coverage Features states whether your Child insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Child insurance and agree to pay premiums. 


Contributory Child insurance becomes effective on the latest of: 


� The date your insurance becomes effective if you have a Child on that date and you have applied for 


Child insurance. 


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Child. 


Changes in Child Insurance 
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Increases or decreases resulting from changes in your insurance will become effective for the Child on the 


effective date of your change in insurance. 


When Child Insurance Ends   


Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends, unless the Child insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date the Child insurance terminates under the Group Policy, unless the Child insurance is 


continued under the Continuation of Insurance (Portability) for the Member provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the last period ends for which the premium was paid for your Child insurance. 


� The date the Group Policy terminates, unless the Child insurance is continued under the 


Continuation of Insurance (Portability) for the Member provision. 


 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse. 


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Spouse insurance and agree to pay premiums. 


 


 


Contributory Spouse insurance becomes effective on the latest of:  


� The date your insurance becomes effective if you apply on or before that date to insure your Spouse.  


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Spouse. 


•  


Changes in Spouse Insurance 


Increases or decreases resulting from changes in your insurance will become effective for your Spouse on the 


effective date of your change in insurance. 


When Spouse Insurance Ends 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends, unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date Spouse insurance terminates under the Group Policy.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 


of Insurance (Portability) for the Member provision. 
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ACCIDENT INSURANCE BENEFITS 


Insuring Clause 
 


If you or your Dependent meet the requirements for Accident Insurance Benefits while insured under the 


Group Policy, we will pay benefits according to the terms of the Group Policy after we receive Proof Of Loss 


satisfactory to us. 


 


Emergency Care Benefits 


Air Ambulance Benefit  


We will pay an Air Ambulance Benefit if you or your Dependent meet all of the following requirements: 


� Transportation via air Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 


We will pay an Air Ambulance Benefit once per Covered Accident per insured person.  A Ground Ambulance 


Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Blood, Plasma, and Platelet Benefit  


We will pay a Blood, Plasma, and Platelet Benefit if you or your Dependent meet all of the following 


requirements: 


� Require a transfusion of blood, plasma, or platelets (including, the administration, cross matching, 


typing, and processing of blood, plasma, or platelets) for a Covered Accident. 


� The transfusion is administered within 365 days of the Covered Accident. 


We will pay a Blood, Plasma, and Platelet Benefit once per Covered Accident per insured person. 


Emergency Dental Benefit  


We will pay an Emergency Dental Benefit if you or your Dependent meet all of the following requirements: 


� Suffer one or more broken teeth as a result of a Covered Accident which is repaired by a Dentist with 


dental crown(s) and/or dental extraction(s). 


� Repair must begin within 365 days of the Covered Accident. 


We will pay an Emergency Dental Benefit for 1 dental crown and 1 dental extraction per Covered Accident per 


insured person, regardless of how many dental crowns and dental extractions occur.  We will not pay for 


routine dental examinations or procedures. 


Dentist means a licensed doctor of dentistry, acting within the scope of the license.  Dentist does not include 


you or your Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of 


either you or your Spouse. 


Emergency Room Benefit 


We will pay an Emergency Room Benefit if you or your Dependent meet all of the following requirements: 


� Visit an Emergency Room for a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Emergency Room Benefit once per Covered Accident per insured person. 


Ground Ambulance Benefit 


We will pay a Ground Ambulance Benefit if you or your Dependent meet all of the following requirements:  


� Transportation via ground Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 
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We will pay a Ground Ambulance Benefit once per Covered Accident per insured person.  A Ground 


Ambulance Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Initial Care Visit Benefit 


We will pay an Initial Care Visit Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Initial Care due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Initial Care Visit Benefit once per Covered Accident per insured person. 


An Initial Care Visit Benefit is not payable if: 


� Initial Care is rendered in an Urgent Care Facility or Emergency Room and an Urgent Care Benefit or 


Emergency Room Benefit is payable for the same Covered Accident. 


� Initial Care occurs in a Health Care Provider’s office or clinic and a subsequent visit is made for the 


same Covered Accident to an Urgent Care Facility or Emergency Room within 365 days of the Initial 


Care and an Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered 


Accident.  


Major Diagnostic Exam Benefit  


We will pay a Major Diagnostic Exam Benefit if you or your Dependent meet all of the following requirements: 


� Undergo a Major Diagnostic Exam due to a Covered Accident. 


� The Major Diagnostic Exam is performed within 365 days of the Covered Accident. 


Major Diagnostic Exam means:  


� Computerized Tomography (CT) scan. 


� Magnetic Resonance Imaging (MRI). 


� Electroencephalogram (EEG). 


� Magnetic Resonance Angiogram scan (MRA). 


� Positron Emission Tomography (PET). 


� Spectroscopy (SPECT). 


We will pay a Major Diagnostic Exam Benefit once per Covered Accident per insured person, regardless of 


the number of Major Diagnostic Exams. 


Outpatient X-Ray Benefit  


We will pay an Outpatient X-Ray Benefit if you or your Dependent meet all of the following requirements: 


� Undergo an X-ray due to a Covered Accident. 


� An X-ray was performed on an Outpatient basis at a Hospital or Health Service Facility within 365 


days of the Covered Accident.  


We will pay an Outpatient X-Ray Benefit once per Covered Accident per insured person. 


Urgent Care Benefit  


We will pay an Urgent Care Benefit if you or your Dependent meet all of the following requirements:  


� Visit an Urgent Care Facility due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Urgent Care Benefit once per Covered Accident per insured person.  An Urgent Care Benefit 


is not payable if an Emergency Room Benefit is payable for the same Covered Accident. 


Specific Injury Benefits 


Burn Benefit  


We will pay a Burn Benefit if you or your Dependent meet all of the following requirements: 
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� Sustain a second or third degree burn as a result of a Covered Accident. 


� Treated by a Physician within 365 days of the Covered Accident. 


We will pay a Burn Benefit once per Covered Accident per insured person.  If you or your Dependent sustain 


a second degree and third degree burn for the same Covered Accident, we will pay both benefit amounts. 


Coma Benefit  


We will pay a Coma Benefit if you or your Dependent sustain a Coma due to a Covered Accident.  We will 


pay a Coma Benefit once per Covered Accident per insured person. 


Coma means a diagnosis for which there is a profound state of mental unconsciousness from which one 


cannot be aroused and there is no evidence of appropriate response to external stimulation, other than 


primitive avoidance reflexes.  The diagnosis must:  


� Be made by a Physician. 


� Must last for at least 96 consecutive hours resulting in neurological deficit with persisting clinical 


symptoms. 


Coma which is medically induced or coma as a result of Substance Abuse is not included. 


Concussion Benefit  


We will pay a Concussion Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Concussion as a result of a Covered Accident. 


� The diagnosis is made by a Physician within 365 days of the Covered Accident. 


We will pay a Concussion Benefit once per Covered Accident per insured person. 


Concussion means a disruption of brain function resulting from a traumatic blow to the head, neck, or upper 


body. 


Dislocation Benefit  


We will pay a Dislocation Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Dislocation or Partial Dislocation as a result of a Covered Accident and it is diagnosed within 
365 days of the Covered Accident.  


� The Dislocation or Partial Dislocation must require a surgical or nonsurgical procedure by a 
Physician.  


� If a surgical procedure is required, the procedure must begin within 90 days of the Covered Accident. 


We will pay a Dislocation Benefit for each Dislocation and Partial Dislocation per Covered Accident per 


insured person.  


Dislocation or Dislocated means a separation of two bones where they meet at a joint. 


Partial Dislocation means the partial, abnormal separation of the articular surfaces of a joint.  Also, referred to 


as an incomplete dislocation or subluxation. 


Eye Injury Benefit  


We will pay an Eye Injury Benefit if you or your Dependent meet one of the following requirements: 


� Surgical repair of an eye is performed by a Physician due to a Covered Accident within 365 days of a 


Covered Accident.   


� A Physician removes an embedded foreign body from the eye (with or without anesthesia) due to a 


Covered Accident within 365 days of a Covered Accident. 


We will pay an Eye Injury Benefit once per eye per Covered Accident per insured person.  The Eye Injury 


Benefit is not payable solely for an Injury to the eyelid or for an examination of the eye. 


Fracture Benefit  


We will pay a Fracture Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Fracture or Chip Fracture as a result of a Covered Accident and it is diagnosed within 365 
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days of the Covered Accident. 


� The Fracture or Chip Fracture must be corrected by a surgical or nonsurgical procedure by a 


Physician. 


� If a surgical procedure is required, the procedure must begin within 365 days of the Covered 


Accident. 


We will pay a Fracture Benefit for each Fracture and Chip Fracture suffered per Covered Accident per insured 


person. 


Chip Fracture means any small fragmental Fracture, usually one involving a bony process near a joint. 


Fracture means a break in a bone which is confirmed by X-ray or other diagnostic examination. 


Laceration Benefit  


We will pay a Laceration Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Laceration as a result of a Covered Accident and it is treated within 365 days of the Covered 


Accident. 


� A wound closure is performed by a Health Care Provider to repair the Laceration. Wound closure 


includes, but is not limited to: staples, sutures, stitches, glue, or steristrips. 


We will pay a Laceration Benefit once per Covered Accident per insured person. The amount payable is the 


total length of all lacerations received in any one Covered Accident per insured person. 


Laceration means a cut. 


Skin Graft Benefit  


We will pay a Skin Graft Benefit if you or your Dependent meet all of the following requirements: 


� A Burn Benefit is payable for the same Covered Accident. 


� Skin grafting is performed by a Physician to repair the Injury. 


We will pay a Skin Graft Benefit once per Covered Accident per insured person. 


Surgical Benefits 


Abdominal and Thoracic Surgery Benefit 


We will pay an Abdominal and Thoracic Surgery Benefit if you or your Dependent meet all of the following 


requirements: 


� An abdominal or thoracic surgery is performed by a Physician due to Injuries sustained in a Covered 


Accident. 


� The surgery is performed within 365 days of a Covered Accident. 


We will pay an Abdominal and Thoracic Surgery Benefit once per Covered Accident per insured person.  If 


more than one abdominal or thoracic surgery is performed as a result of the same Covered Accident, we will 


pay the benefit for the surgery with the highest payable benefit amount. 


Knee Cartilage Benefit  


We will pay a Knee Cartilage Benefit if you or your Dependent meet one of the following requirements: 


� Undergo exploratory surgery by a Physician for a suspected tear, rupture, or severance of the knee 


cartilage of one or both knees due to a Covered Accident within 365 days after the Covered Accident. 


� Suffer a tear, rupture or severance of the knee cartilage of one or both knees due to a Covered 


Accident with diagnosis within 365 days after the Covered Accident with surgical repair by a 


Physician completed within 365 days of the Covered Accident. 


We will pay a Knee Cartilage Benefit once per Covered Accident per insured person, regardless of whether 


one or both knees require surgical repair.  If exploratory and surgical repair are performed for the same 


Covered Accident, we will pay the surgical repair benefit amount. 


Knee Cartilage means the fibrous cartilage contained in the knee, known as the meniscus. 
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Ruptured Disc Benefit  


We will pay a Ruptured Disc Benefit if you or your Dependent meet all of the following requirements:  


� Suffer at least one ruptured disc in the spinal column as a result of a Covered Accident for which 


surgery is required. 


� The ruptured disc must be treated by a Physician within 365 days of a Covered Accident, with 


completion of the surgery within 365 days of a Covered Accident. 


We will pay a Ruptured Disc Benefit once per Covered Accident per insured person, regardless of the number 


of discs ruptured. 


Surgical Facility Benefit  


We will pay a Surgical Facility Benefit if you or your Dependent meet all of the following requirements: 


� Surgery is performed by a Physician for a Covered Accident. 


� Surgery for a Covered Accident is performed on an Outpatient basis at a Hospital or an Ambulatory 


Surgical Center. 


� Surgery is within 365 days of the Covered Accident. 


We will pay a Surgical Facility Benefit once per Covered Accident per insured person. 


Tendon, Ligament, and Rotator Cuff Surgery Benefit  


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit if you or your Dependent meet one of 


following requirements:  


� Undergo exploratory surgery by a Physician for an Injury of the tendon, ligament, or rotator cuff due to 


a Covered Accident within 365 days of the Covered Accident. 


� Suffer an Injury of the tendon, ligament, or rotator cuff due to a Covered Accident with diagnosis 


within 365 days after the Covered Accident with surgical repair by a Physician completed within 365 


days of the Covered Accident. 


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit once per Covered Accident per insured 


person.  If we pay for one surgical repair and a second surgical repair is required for the same Covered 


Accident and the requirements above are met, we will pay the difference between the amount already paid for 


the first surgical repair and the amount due for the second surgical repair. If an exploratory and surgical repair 


are performed for the same Covered Accident, we will pay the surgical repair amount. 


Hospital Benefits 


Critical Care Unit Admission Benefit  


We will pay a Critical Care Unit Admission Benefit if you or your Dependent meet all of the following 


requirements: 


� Admitted by a Physician to a Critical Care Unit due to a Covered Accident. 


� Admission occurs within 365 days of a Covered Accident for diagnosis or treatment of Injuries 


sustained in a Covered Accident. 


We will pay a Critical Care Unit Admission Benefit once per Covered Accident per insured person, regardless 


of the number of days Confined in the Critical Care Unit.  The Critical Care Unit Admission Benefit may be 


paid in addition to the Hospital Admission Benefit. 


Daily Critical Care Unit Confinement Benefit 


We will pay a Daily Critical Care Unit Confinement Benefit for the days you or your Dependent meet all of the 


following requirements: 


� Confined to a Critical Care Unit of a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of a Covered Accident. 
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We will pay a Daily Critical Care Unit Confinement Benefit for up to 15 days per Covered Accident per insured 


person. A Daily Critical Care Unit Confinement Benefit may be paid in addition to a Daily Hospital 


Confinement Benefit. 


Only one Daily Critical Care Unit Confinement Benefit is payable at a time, even if Confinement is caused by 


more than one Covered Accident. 


Daily Hospital Confinement Benefit  


We will pay a Daily Hospital Confinement Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Confined to a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of the Covered Accident. 


We will pay a Daily Hospital Confinement Benefit for up to 365 days per Covered Accident per insured 


person. 


Only one Daily Hospital Confinement Benefit is payable at a time, even if Confinement is caused by more 


than one Covered Accident. 


Daily Rehabilitation Facility Benefit  


We will pay a Daily Rehabilitation Facility Benefit for the days you or your Dependent meet all of the following 


requirements: 


� A Physician prescribes Confinement in a Rehabilitation Facility providing rehabilitation care services 


due to a Covered Accident. 


� Confinement in the Rehabilitation Facility immediately follows a Confinement in a Hospital due to a 


Covered Accident. 


We will pay a Daily Rehabilitation Facility Benefit for up to 90 days per Covered Accident per insured person.  


A Daily Rehabilitation Facility Benefit is not payable if a Daily Hospital Confinement Benefit or Daily Critical 


Care Unit Benefit is payable for the same days of the same Covered Accident. 


Only one Daily Rehabilitation Facility Benefit is payable at a time, even if Confinement is caused by more than 


one Covered Accident. 


Hospital Admission Benefit  


We will pay a Hospital Admission Benefit if you or your Dependent meet all of the following requirements: 


� Admitted by a Physician to a Hospital due to a Covered Accident. 


� Admission occurs within 365 days of the Covered Accident. 


We will pay a Hospital Admission Benefit once per Covered Accident per insured person, regardless of the 


number of days Confined in a Hospital.  The Hospital Admission Benefit may be paid in addition to the Critical 


Care Unit Admission Benefit. 


Follow Up Care Benefits 


Appliance Benefit  


We will pay an Appliance Benefit if you or your Dependent meet all of the following requirements: 


� Use an Appliance as prescribed by a Physician, Physical Therapist, or Occupational Therapist as 


necessary due to an Injury sustained in a Covered Accident. 


� Use of the Appliance is within 365 days of the Covered Accident. 


We will pay an Appliance Benefit for 1 Appliance per Covered Accident per insured person. 


Appliance means a wheelchair, leg or back brace, crutches, walker, cane, a walking boot that extends above 


the ankle, or a brace for the neck. 


Chiropractic Care Benefit 


We will pay a Chiropractic Care Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a structural imbalance as a result of a Covered Accident and receive chiropractic care services 
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from a Chiropractor in a chiropractic office. 


� Visit the Chiropractor within 365 days of the Covered Accident and receive initial treatment within 365 


days of a Covered Accident, with completion of the follow up treatment within 365 days of the 


Covered Accident. 


We will pay a Chiropractic Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


Chiropractor means an individual who has obtained a professional degree in chiropractic care, is licensed by 


the state and performs chiropractic services acting within the scope of the license.  Chiropractor does not 


include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, parent or 


child of either you or your Spouse. 


Follow Up Care Benefit  


We will pay a Follow Up Care Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Follow Up Care of a Covered Accident. 


� The Follow Up Care occurs within 365 days after Initial Care for the same Covered Accident, 
with completion of the Follow Up Care within 365 days of the Initial Care. 


We will pay a Follow Up Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


A Follow Up Care Benefit is not payable if Follow Up Care is rendered in a Urgent Care Facility or Emergency 


Room and a Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered Accident. 


Follow Up Care means a visit to a Health Care Provider for ongoing medical services due to a Covered 


Accident.  Follow Up Care does not include occupational therapy, speech therapy, physical therapy, or 


chiropractic treatment. 


Hearing Device Benefit 


We will pay a Hearing Device Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Moderate Loss Of Hearing due to a Covered Accident and not due to the natural aging 


process. 


� A licensed hearing aid specialist, audiologist, or a Diplomate of the American Board of Otolaryngology 


recommends a Hearing Device for a Covered Accident within 365 days of a Covered Accident. 


� A Hearing Device is procured within 365 days of the recommendation. 


We will pay a Hearing Device Benefit once per Covered Accident per insured person. 


Hearing Device means an electronic device worn in or on the ear to help a person who has hearing loss to 


improve one’s ability to hear. 


Moderate Loss Of Hearing means a loss of between 56-70 dB as certified by a licensed hearing aid specialist, 


audiologist, or Diplomate of the American Board of Otolaryngology. 


Prosthesis Benefit 


We will pay a Prosthesis Benefit if you or your Dependent meet all of the following requirements: 


� Sustain Injuries due to a Covered Accident for which you or your Dependent receive one or more 


prosthetic devices or artificial limbs as prescribed by a Physician for functional use. 


� Receive an Accidental Dismemberment Benefit for the same Covered Accident for which the 


prosthetic device or artificial limb replaces.  


� The prosthetic devices or artificial limbs must be prescribed by a Physician and received within 365 


days of the Covered Accident. 


The following are not prosthetic devices or artificial limbs: 


� Hearing Devices. 


� Dental aids (including false teeth). 


� Eyeglasses. 


� Artificial joints (including but not limited to hip and knee replacements). 
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� Cosmetic prosthesis such as hair wigs. 


We will pay a Prosthesis Benefit once per Covered Accident per insured person. 


Therapy Services Benefit 


We will pay a Therapy Services Benefit if you or your Dependent meet all of the following requirements: 


� A Health Care Provider prescribes occupational, speech or physical therapy by a licensed 


Occupational, Speech, or Physical Therapist due to a Covered Accident. 


� Treatment must begin within 365 days of the Covered Accident and must be completed within 365 


days. 


We will pay a Therapy Services Benefit for up to 3 day(s) per Covered Accident per insured person. 


Additional Benefits 


Automobile Accident Benefit 


We will pay an Automobile Accident Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident resulting in Injury or death and for which 


another Accident Insurance Benefit is payable for the same Covered Accident. 


� The driver of that Automobile has a current and valid driver’s license at the time of the Covered 


Accident. 


� The driver is operating that Automobile within the legal speed limit and in compliance with other traffic 


laws in the jurisdiction in which the Covered Accident occurred. 


The Automobile Accident Benefit is payable once per Covered Accident, regardless of the number of insured 


persons traveling in the Automobile. 


Lodging Benefit  


We will pay a Lodging Benefit for the days you or your Dependent meet all of the following requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident and for which another Accident Insurance Benefit is payable. 


� A lodging expense is incurred by you or your Dependent or another person. 


We will pay you a Lodging Benefit for up to 30 days per Covered Accident per insured person.  We will pay a 


total of 90 days during any 365 day period. 


Transportation Benefit  


We will pay a Transportation Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident. 


� Another Accident Insurance Benefit is payable for the same Covered Accident. 


We will pay a Transportation Benefit for up to 30 days per Covered Accident per insured person.  We will pay 


a total of 90 days during any 365 day period.  The Transportation Benefit is not payable for travel in an 


Ambulance. 


Youth Organized Sport Benefit 


We will pay a Youth Organized Sport Benefit if all of the following requirements are met: 


� While your Child is participating in an Organized Sport Event or scheduled practice, the Child suffers 


a Covered Accident and for which another Accident Insurance Benefit is payable for the same 


Covered Accident. 


� Your Child is age 18 or younger. 


� You provide proof of your Child’s registration in the Organized Sport Event. 


� We will pay a Youth Organized Sport Benefit once per Covered Accident per Child. 
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Organized Sport Event means a physical activity which is governed by an organization and requires formal 


registration to participate.  This may include school, church, or other recreational leagues. 


AD&D Benefits 


Accidental Death Benefit 


We will pay an Accidental Death Benefit if you or your Dependent meet all of the following requirements:  


� Death is caused solely and directly by a Covered Accident. 


� The death occurs independently of all other causes. 


� The death occurs within 365 days after the Covered Accident. 


Death will be presumed if you or your Dependent disappear and the disappearance: 


� Is caused solely and directly by a Covered Accident that reasonably could have caused death. 


� Occurs independently of all other causes. 


� Continues for a period of 365 days after the date of the Covered Accident, despite reasonable search 


efforts. 


Accidental Dismemberment Benefit 


We will pay an Accidental Dismemberment Benefit if you or your Dependent meet all of the following 


requirements:  


� As a result of a Covered Accident suffer one of the following dismemberments: 


� One hand and one foot. 


� Both hands or feet. 


� One hand or one foot. 


� One finger or toe. 


� More than one finger or toe. 


With respect to a hand or foot, dismemberment means actual and permanent severance from the 


body at or above the wrist or ankle joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to finger(s), dismemberment means actual and permanent severance from the body 


at or above the metacarpophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to toe(s), dismemberment means actual and permanent severance from the body at 


or above the metatarsophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of fingers of the 


same hand if an Accidental Dismemberment Benefit is payable for the dismemberment of the 


entire hand. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of toes of the same 


foot if an Accidental Dismemberment Benefit is payable for the dismemberment of the entire foot. 


� The dismemberment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one dismemberment as a result of the same Covered 


Accident, we will pay the applicable percentage for each dismemberment as shown in the Table Of Accident 
Insurance Benefit Amounts in the Coverage Features, not to exceed a total of 100% of the Accidental Death 


Benefit amount. 


No Accidental Dismemberment Benefit will be paid for loss of function of a hand or foot if an Accidental 


Impairment Benefit is payable involving the same hand or foot due to the same Covered Accident. 


Accidental Impairment Benefit 
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We will pay an Accidental Impairment Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident suffer one of the following impairments: 


� Uniplegia 


� Hemiplegia 


� Triplegia 


� Paraplegia 


� Quadriplegia 


� Loss Of Hearing (in one or both ears) 


� Loss Of Sight (in one or both eyes) 


� The impairment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one impairment as a result of the same Covered 


Accident, we will pay the stated percentage for each impairment as shown in the Table Of Accident Insurance 


Benefit Amounts in the Coverage Features, not to exceed 100% of the Accidental Death Benefit amount. 


Hemiplegia means the complete and irreversible loss of function or total paralysis of the upper and lower 


Limbs on the same side of the body as confirmed by a Physician who is a board certified neurologist. 


Loss Of Hearing means an entire, uncorrectable and irrecoverable loss of hearing in one or both ears, as 


diagnosed by a Physician who is a board certified Otolaryngologist. 


Loss Of Sight means entire, uncorrectable and irrecoverable loss of sight in one or both eyes, as diagnosed 


by a Physician who is a board certified Ophthalmologist. 


Paraplegia means the complete and irreversible loss of function or total paralysis of both lower Limbs 


confirmed by a Physician who is a board certified neurologist. 


Quadriplegia means the complete and irreversible loss of function or total paralysis of both upper and lower 


Limbs confirmed by a Physician who is a board certified neurologist. 


Triplegia means the complete and irreversible loss of function or total paralysis of three Limbs, or the 


complete and irreversible loss of function or total paralysis of two Limbs and the face confirmed by a 


Physician who is a board certified neurologist. 


Uniplegia means the complete and irreversible loss of function or total paralysis of one Limb confirmed by a 


Physician who is a board certified neurologist. 


Value Added AD&D Benefits 


Air Bag Benefit 


We will pay an Air Bag Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit 


and Seat Belt Benefit is payable for the same Covered Accident. 


� The Automobile is equipped with an Air Bag System that was installed as original equipment by the 


Automobile manufacturer. 


� Seated in the driver’s or a passenger’s seating position intended to be protected by the Air Bag 


System and the respective Air Bag System deployed in the crash as evidenced by a police accident 


report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Air Bag System means an automatically inflatable passive restraint system that is designed to provide 


automatic crash protection in front or side impact Automobile accidents and meets the Federal Vehicle Safety 


Standards of the National Highway Traffic Safety Administration. 


Common Carrier Accidental Death Benefit 
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We will pay a Common Carrier Accidental Death Benefit if you or your Dependent meet all of the following 


requirements:  


� A Covered Accident occurs while riding as a fare-paying passenger on a Common Carrier and for 


which an Accidental Death Benefit is payable for the same Covered Accident. 


� The death occurs within 365 days after the Covered Accident. 


The Common Carrier benefit may be paid in addition to the Accidental Death Benefit. 


Common Carrier means a licensed commercial airplane, train, bus, trolley, subway, ferry or boat that charges 


a fare and operates on a regularly scheduled basis between predetermined points or cities.  Taxis and 


privately chartered airplanes or vehicles are not common carriers. 


Helmet Benefit  


We will pay a Helmet Benefit if you or your Dependent meet all of the following requirements: 


� A Covered Accident occurs while operating or riding a motorcycle or bicycle and for which an 


Accidental Death Benefit is payable for the same Covered Accident. 


� Wearing a Helmet at the time of the Covered Accident as evidenced by a police accident report, 


medical examiner report, or coroner’s report. 


� The operator of the motorcycle has a current and valid driver’s license at the time of the Accident. 


Helmet means protective headgear that meets or exceeds the standards established by the Code of Federal 


Regulations (CFR) in Title 16 Part 1203, Snell Memorial Foundation Standard M-95 or M2000, the American 


National Standards Institute specification Z 90. 1, or the United States Department of Transportation's Federal 


Motor Vehicle Safety Standard No. 218, as amended and updated. 


Repatriation Benefit 


We will pay a Repatriation Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident an Accidental Death Benefit is payable. 


� Death occurs more than 100 miles from the primary place of residence. 


� Expenses are incurred to transport the remains to a mortuary. 


Seat Belt Benefit 


We will pay a Seat Belt Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit is 


payable for the same Covered Accident. 


� Wearing and properly utilizing a Seat Belt System or restrained in a Child Safety Seat at the time of 


the Covered Accident, as evidenced by a police accident report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Child Safety Seat means a removable seat designed to hold a Child while riding in an Automobile and that 


attaches to a standard seat with hooks or straps that meets the Federal Motor Vehicle Safety Standards of 


the National Highway Traffic Safety Administration.  Child Safety Seat includes: rear-facing, forward facing, 


and booster seats. 


Seat Belt System means a properly installed combination lap and shoulder restraint system that meets the 


Federal Motor Vehicle Safety Standards of the National Highway Traffic Safety Administration.  Seat Belt 


System will include a lap belt alone, but only if the Automobile did not have a combination lap and shoulder 


restraint system when manufactured.  Seat Belt System does not include a shoulder restraint alone. 
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EXCLUSIONS  


Benefits are not payable if the Accident is caused or contributed to by any of the following: 


� War or act of War.  War means declared or undeclared war, whether civil or international, insurrection, 


and any substantial armed conflict between organized forces of a military nature. 


� Suicide or other intentionally self-inflicted Injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, act of terrorism, or actively participating in a 


violent disorder or riot.  Actively participating does not include being at the scene of a violent disorder or 


riot while performing official duties. 


� Sickness existing at the time of the Accident, including any medical or surgical treatment or diagnostic 


procedure for a Sickness. 


� Travel or flight in or on any aircraft, except: 


� As a fare-paying passenger on a regularly scheduled commercial flight. 


� As a passenger or pilot in the Policyholder’s or Employer’s aircraft while flying on the Policyholder’s 


or Employer’s business provided: 


� The aircraft has a valid U.S. airworthiness certificate (or foreign equivalent). 


� The pilot has a valid pilot’s certificate with a non-student rating authorizing him or her to fly 


the aircraft. 


� Engaging in high risk sports or activities such as, but not limited to, bungee jumping, parachuting, base 


jumping, mixed martial arts, or mountain climbing. 


� Practicing for, or participating in, any semi-professional or professional competitive athletic contests for 


which any type of compensation or remuneration is received. 


� Routine eye exams and dental procedures other than a crown or extraction for a tooth or teeth as a result 


of a Covered Accident. 


� Riding in or driving any automobile in a race, stunt show, or speed test. 


� Surgery or other procedure which is directed at improving your or your Dependent's appearance, unless 


such surgery or procedure is necessary to correct a deformity or restore bodily function resulting from a 


Covered Accident. 


� Any Accident which arises out of or in the course of your or your Dependent's incarceration in a jail, 


penal, or correctional institution. 
 


ADDITIONAL FEATURES  


Reinstatement  


If your insurance ends, you may become insured again as a new Member.  However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 


90 day(s), the Eligibility Waiting Period will be waived. 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 day(s), your insurance will be for the coverages and amount which you continued 
under the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member.   


In no event will insurance be retroactive. 


Continuity of Coverage 
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Waiver of Active Work Requirement 


If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 


under the Group Policy, you can become insured on the effective date of your Employer’s coverage 


without meeting the Active Work requirement.  See the Active Work Requirement. 


Continuation of Insurance (Portability) for the Member 


     Eligibility for the Member:  


You become eligible to continue your or your Dependent's insurance on the date one of the following 


events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates. 


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 70 or older. 


      Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 


collect premiums.  We must receive your premium from the person designated by the Policyholder to 


collect premiums within 31 day(s) after the date you become eligible.  Your and your Dependent’s 


continued insurance will be the same insurance amounts provided under the Group Policy on the day 


before you become eligible under this Continuation of Insurance (Portability) for the Member 


provision.  You may decrease insurance amounts, but cannot increase the insurance amounts. 


If you have applied and been approved for continuation of insurance under this provision, we must 


receive subsequent premium payments from the person designated by the Policyholder on or before the 


Premium Due Date stated below.  If premium is not paid on or before the Premium Due Date stated 


below it may be paid during the Grace Period stated below.  You and your Dependent’s insurance will 


remain in force during the Grace Period.  You are liable for premium for insurance during the Grace 


Period. 


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date. 


     When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die. 


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of 


Child. 


� The date you reach age 80.  


� The date you are sentenced by a court for any reason to a penal or correctional institution. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 


Spouse. 


� With respect to insurance for your Spouse or Child, the date your Spouse or Child is 


sentenced by a court for any reason to a penal or correctional institution.  


� The date you become insured again as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated.  Except as provided above, 


insurance continued under this provision is subject to all other terms of the Group Policy. 
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CLAIMS 


Filing a Claim 


Claims should be filed on our forms.  If we do not provide our forms within 15 days after they are requested, 


the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 


Proof Of Loss must be provided within 90 days after the date of meeting the requirements for an Accident 


Insurance Benefit.  If that is not possible, it must be provided as soon as reasonably possible, but not later 


than one year after that 90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied.  These limits will not apply while the 


Member or Beneficiary lacks legal capacity. 


Proof Of Loss 


Proof Of Loss means written proof that a Covered Accident occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 


Proof Of Loss includes any other information we may reasonably require in support of a claim.  Proof Of Loss 


must be in writing and must be provided at the expense of the claimant.  No benefits will be paid until we 


receive Proof Of Loss satisfactory to us. 


Investigation of Claim 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 


specialists of our choice.  In case of death, we have the right and opportunity to request an autopsy, except 


where prohibited by law. 


Notice of Decision on Claim 


We will evaluate a claim for benefits promptly after we receive it.  Within 60 days after we receive the claim 


we will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period 


to decide the claim for an additional 60 days. 


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 


extension and (b) when we expect to decide the claim. 


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision. 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 


claim is denied on review. 


 


Review Procedure 


If all or part of a claim is denied, the claimant may request a review.  The claimant must request a review in 


writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim.  The claimant may review 


and receive copies of any non-privileged information that is relevant to the request for review.  There will be 


no charge for such copies.  Our review will include any written comments or other items the claimant submits 


to support the claim. 
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We will review the claim promptly after we receive the request.  With respect to all claims, within 45 days after 


we receive the request for review we will send the claimant: (a) a written decision on review; or (b) a notice 


that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 


the extended time period for review of the claim will not begin until the claimant provides the information or 


otherwise responds. 


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension 


and (b) when we expect to decide the claim on review. 


If we request additional information, the claimant will have 45 days to provide the information.  If the claimant 


does not provide the requested information within 45 days, we may conclude our review of the claim based on 


the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 


documents and records relevant to the claim. 
 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA. 
 


The Group Policy does not provide voluntary alternative dispute resolution options.  However, you may 


contact your local U. S. Department of Labor Office and your State insurance regulatory agency for 


assistance. 


Time of Payment 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Reimbursement 


We reserve  the right to recover any benefits that you your Dependent, a claimant or beneficiary were paid but 


not entitled to under the terms of the Group Policy, state, or federal law. 


You, your Dependent, a claimant, or beneficiary must reimburse us in full.  We will determine the method by 


which repayment is to be paid. 


Unpaid Premium 


Any unpaid premium due for your or your Dependent's insurance under the Group Policy may be recovered 


by us.  Any Accident Insurance Benefits payable to you, your Dependent, a claimant, a beneficiary, or legal 


representative will be applied to reduce the amount of any unpaid premiums prior to paying you, your 


Dependent, a claimant, a beneficiary, or a legal representative. 
 


BENEFIT PAYMENT AND BENEFICIARY PROVISIONS 


Payment of Benefits  
 


Accident Insurance Benefits payable because of your death will be paid to the Beneficiary you name.  See 


Naming a Beneficiary, Simultaneous Death Provision, and No Surviving Beneficiary provisions below. 


Accident Insurance Benefits payable because of the death of your Dependent will be paid to you if you are 


living. Accident Insurance Benefits payable because of the death of your Dependent which are unpaid at your 


death will be paid to your named Beneficiary. 


Except for the Repatriation Benefit, all other Accident Insurance benefits will be paid to you. Any such benefits 
remaining unpaid at your death will be paid according to the Naming a Beneficiary, Simultaneous Death 


Provision, and No Surviving Beneficiary provisions for payment of a death benefit due to your death. The 


Repatriation Benefit will be paid to the person who incurs the transportation expense. 
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Benefits will be paid to you.  Any benefits remaining unpaid at your death will be paid in equal shares to the 


first surviving class of the classes below. 


• Your Spouse. 


• Your children.   


• Your parents. 


• Your brothers and sisters. 


• Your estate. 


Naming a Beneficiary 


Beneficiary means a person you name to receive death benefits. 


If you name two or more Beneficiaries in a class: 


• Two or more surviving Beneficiaries will share equally, unless you or your Spouse provide for unequal 


shares. 


• If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we 


will pay each surviving Beneficiary his or her designated share.  Unless you or your Spouse provided 


otherwise, we will then pay the share(s) otherwise due to any deceased Beneficiary(ies) to the 


surviving Beneficiaries pro rata based on the relationship that the designated percentage or fractional 


share of each surviving Beneficiary bears to the total shares of all surviving Beneficiaries. 


• If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 


You may name or change Beneficiaries at any time without the consent of a Beneficiary. 


Any payment we make according to the Beneficiary designation on file with the Policyholder or Employer or 


their or our designated agents will fully discharge us to the extent of the payment for each line of coverage 


and each death benefit which has been paid. 


You may name or change Beneficiaries in writing.  Writing includes a form signed by you or by your Spouse; 


or a verification from us, or our designated agent, the Policyholder’s designated agent, the Employer, or the 


Employer’s designated agent of an electronic designation made by you or your Spouse. 


Your designation must satisfy all of the following: 


• Be dated.   


• Be delivered to us, our designated agent, the Policyholder, the Policyholder’s designated agent, the 


Employer, or the Employer’s designated agent during your lifetime, or during your Spouse’s lifetime. 


• Relate to the insurance provided under the Group Policy. 


The designation will take effect on the date it is delivered or, if an electronic designation, verified by us, our 


designated agent, the Policyholder, the Policyholder’s designed agent, the Employer, or the Employer’s 


designated agent. 


If we approve it, a designation which meets the requirements of a Prior Plan will be accepted as your or your 


Spouse’s Beneficiary designation under the Group Policy. 


Simultaneous Death Provision 


If a Beneficiary or a person in one of the classes in the No Surviving Beneficiary provision dies on the same 
day you or your Spouse die, or within 15 days thereafter, benefits will be paid as if that Beneficiary or person 
had died before you or your Spouse, unless Proof Of Loss with respect to your and your Spouse’s death is 
delivered to us before the date of the Beneficiary's death. 


No Surviving Beneficiary 


If you do not name a Beneficiary, or if you are not survived by one, benefits will be paid in equal shares to the 
first surviving class below. 


• Your Spouse. 


• Your children.   
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• Your parents. 


• Your brothers and sisters. 


• Your estate. 
 


GENERAL PROVISIONS 


Assignment 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss.  No such 


action may be brought more than three years after the earlier of: 


• The date we receive Proof Of Loss. 


• The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty.  No 


misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


• The insurance would not have been approved if we had known the truth. 


• We have given you or any other person claiming benefits a copy of the signed written instrument 


which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 


misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


• Cause a person to become insured. 


• Invalidate insurance under the Group Policy otherwise validly in force. 


• Continue insurance under the Group Policy otherwise validly terminated. 


Agency  


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent.  Individuals 


selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 


their administrative function under it, represent and act on behalf of the person selecting them, and do not 


represent or act on behalf of us.  The Policyholder and your Employer have no authority to alter, expand or 


extend our liability or to waive, modify or compromise any defense or right we may have under the Group 


Policy. 


Misstatement of Age 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both.  


The adjustment will be based on the following: 


• The amount of insurance based on the correct age. 


• The difference between the premiums paid and the premiums which would have been paid if the age 


had been correctly stated. 
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DEFINITIONS 


Accident or Accidental  


An Injury sustained by you or your Dependent as a result of an event or occurrence that was not reasonably 


foreseen or that you or your Dependent could not have reasonably expected or anticipated. 


Admitted 


A stay at a Hospital or Critical Care Unit for at least 20 consecutive hours for examination by a Physician for 


diagnosis or treatment of a Covered Accident. 


Ambulance (Ground or Air) 


A licensed professional ground or air ambulance company to transport you or your Dependent to a Hospital or 


a Health Service Facility for diagnosis or treatment of a Covered Accident. 


Ambulatory Surgical Center 


A licensed facility that is mainly engaged in performing Outpatient surgery.  An Ambulatory Surgical Center 


must: 


• Be staffed by Physicians and nurses under the supervision of a Physician. 


• Have permanent operating and recovery rooms. 


• Be capable of administering anesthesia by a licensed anesthesiologist or licensed nurse anesthetist. 


• Be staffed and equipped to give emergency care. 


• Have written back-up arrangements with a local Hospital for emergency care. 


Automobile 


A private passenger motor vehicle licensed for use on public roads and highways. 


Calendar Year 


The period from January 1 through December 31 of the same year. 


Child  


Child means one of the following: 


� Your child from live birth until age 26. 


� Your adopted child until age 26. 


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your 


home until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 


continuously incapable of self-sustaining employment because of mental or physical handicap; and 


chiefly dependent upon you for support and maintenance or institutionalized because of mental or 


physical handicap. 


Child does not include a person who is eligible for insurance as a Member.  A Child does not include a full-


time member of the armed forces of any country. 


Confinement or Confined  


You or your Dependent are Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation 


Facility, as an Inpatient for diagnosis and treatment of a Covered Accident for a period of no less than 20 


consecutive hours the first day and overnight for subsequent days.  Hours spent in an emergency room 


immediately prior to being Admitted to a Hospital will count toward the required 20 consecutive hours. 


Covered Accident  
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An Accident that occurs on or after you or your Dependent are insured under the Group Policy and is not 


excluded by name or specific description. 


Critical Care Unit (CCU)  


Critical Care Unit (CCU) means a specified area within a Hospital that is restricted to patients who are 


critically ill or injured and require intensive comprehensive observation and care.  This area must:  


• Be separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient confinement. 


• Be permanently equipped with special lifesaving equipment for the care of the critically ill or injured. 


• Be under close observation by a specially trained nursing staff assigned exclusively to the unit on a 


24-hour basis. 


• Have a Physician assigned on a full-time basis. 


Dependent(s) 


Your Spouse or Child.  


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance.  Your Eligibility Waiting Period is 


shown in the Coverage Features. 


Emergency Room 


A specified area within a Hospital that is staffed and equipped for emergency patient care.  This area must: 


• Be supervised with treatment provided by Physicians. 


• Provide care seven days per week, 24 hours per day. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 


approved in writing by us. 


 


Group Policy  


The Group Accident Insurance Policy issued by us to the Policyholder and identified by the Group Policy 


Number, the Policyholder's attached application, Group Accident Insurance Certificate with the same Group 


Policy Number, and any amendments to the policy or certificates. 


Health Care Provider 


A Physician, Nurse Practitioner, or Physician Assistant. 


Health Service Facility or Facilities 


Health Service Facility or Facilities means one of the following: 


• A Rehabilitation Facility. 


• A nursing or convalescent home. 


• A long term nursing unit or geriatrics ward. 


• A skilled nursing facility. 


• An Ambulatory Surgical Center. 


• An Urgent Care Facility. 


• An assisted living facility. 


• A hospice care facility. 


• Health Care Provider office or clinic. 


Hospital 
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A legally operated facility providing full-time medical care and treatment under the direction of a full-time staff 


of licensed Physicians.  Hospital does not include Health Service Facilities. 


Initial Care 


The first visit for Outpatient medical services.  Initial Care does not include visits for wellness, annual 


physicals, acupuncture, preventative treatment, physical therapy, or for treatments for a chiropractic, allergy 


or immunotherapy, vision, speech, or hearing disorder. 


Injury or Injuries 


An injury to your or your Dependent's body. 


Inpatient 


A person who has been Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation Facility, as 


a registered bed patient for which a charge is incurred for room and board or observation. 


Limb 


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Mental Disorder 


Any mental, emotional, behavioral, psychological, personality, cognitive, mood or stress-related abnormality, 


disorder, disturbance, dysfunction or syndrome, regardless of cause (including any biological or biochemical 


disorder or imbalance of the brain) or the presence of physical symptoms.  Mental Disorder includes, but is 


not limited to, bipolar affective disorder, schizophrenia, psychotic illness, manic depressive illness, depression 


and depressive disorders or anxiety and anxiety disorders. 


Nurse Practitioner (advanced practice registered nurse) 


An individual who is licensed by the state as a nurse practitioner to practice medicine under the supervision of 


a Physician and acting within the scope of the license.  Nurse Practitioner does not include you or your 


Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Occupational Therapist 


An individual who is licensed by the state to practice occupational therapy and performs the occupational 


services acting within the scope of the license.  Occupational Therapist does not include you or your Spouse, 


or an employee partner or owner of the Employer or the brother, sister, parent or child of either you or your 


Spouse. 


Outpatient 


Treatment for which a stay is not required and no charge is incurred for room and board or observation. 


Physician 


An individual who is licensed by the state as an M. D. or D. O. and acting within the scope of the license.  


Physician does not include you or your Spouse, or an employee partner or owner of the Employer or the 


brother, sister, parent or child of either you or your Spouse. 


Physician Assistant  


An individual who is licensed by the state as a physician assistant to practice medicine under the supervision 


of a Physician and acting within the scope of the license.  Physician Assistant does not include you or your 


Spouse, or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Physical Therapist 


An individual who is a licensed physical therapist acting within the scope of the license.  Physical Therapist 


does not include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, 


parent or child of either you or your Spouse. 


Pregnancy 
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Your or your Dependent's pregnancy, childbirth, or related medical conditions, including complications of 


pregnancy.  Pregnancy is treated as a Sickness under the Group Policy. 


Prior Plan 
 


An accident insurance plan which is replaced by coverage under the Group Policy and which is the 


Policyholder’s group accident insurance plan in effect on the day before the effective date of the Group Policy. 
 


Rehabilitation Facility 


A licensed facility that provides skilled care, intermediate care, intermingled care, custodial care or 


rehabilitation care services on an Inpatient basis as an alternative to a Hospital.  Rehabilitation care services 


consist of the combined use of medical, social, educational, and vocational services to enable a patient 


disabled by an Accident to achieve the highest possible functional ability.  Services are provided by or under 


the supervision of an organized staff of Physicians. 


A Rehabilitation Facility does not include: 


• A nursing or convalescent home. 


• A rest home for the aged. 


• A hospice care facility. 


• An assisted living facility. 


• Chemical dependency treatment facility. 


• Mental health treatment facility. 


Sickness  


Your or your Dependent's sickness, illness, or disease.  Sickness includes Mental Disorder, Pregnancy, and 


Substance Abuse. 


Speech Therapist 


An individual who is licensed by the state as a speech-language pathologist and acting within the scope of the 


license.  Speech Therapist does not include you or your Spouse, or an employee partner or owner of the 


Employer or the brother, sister, parent or child of either you or your Spouse. 


Spouse  


     Spouse means: 


� A person to whom you are legally married. 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 


to applicable law.  


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 


domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 


domestic partnerships; or an individual you have identified as a domestic partner under your 


Employer’s domestic partnership policy. 


Spouse does not include a full-time member of the armed forces of any country.  


Substance Abuse 


Alcoholism, drug abuse, misuse of alcohol or any other substance, or taking of drugs unless used or 


consumed according to the directions of a Physician. 


Urgent Care Facility 


A health care facility that is organizationally separate from a Hospital and whose primary purpose is the 


offering and provision of immediate, short term urgent medical care, without an appointment. 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 


required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 


You have the right to examine all Plan documents, including any insurance contracts or collective 


bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.  S. 


Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 


Administration.  These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 


bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 


plan description upon written request to the Plan Administrator.  The Plan Administrator may make a 


reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 


was required to file an annual report.  There will be no charge for the report.  


Right to Review of Denied Claims 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 


this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 


your claim reviewed and reconsidered, all within certain time schedules. 


Obligations of 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 the Plan, called "fiduciaries" of the 


Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


Enforcing ERISA Rights 


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


documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 


suit in a Federal court.  In such a case, the court may require the Plan Administrator to provide the 


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


because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 


or Federal court.  If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 


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


Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal 


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


you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 


frivolous. 


Plan and ERISA Questions 


If you have any questions about the 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 Employee Benefits 
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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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 


900 SW Fifth Avenue 


Portland, Oregon  97204-1282 


(503) 321-7000 


GROUP ACCIDENT INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  
Group Policy Number: 771022-B 


Group Policy Effective Date: 01/01/2018 


State Of Issue: Washington 
 


The Group Policy has been issued to the Policyholder.  We certify that you will be insured as provided by the 


terms of the Group Policy.  If your insurance is changed by an amendment to the Group Policy, we will provide 


the Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 


available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured.  You 


are insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member.  "We", "us" and "our" mean Standard Insurance Company.  Other defined 


terms appear with the initial letters capitalized.  Section and provision headings, and references to them, appear 


in boldface type. 


Your Certificate and Summary Plan Description describes the insurance under the Group Policy.  Please 


read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES ACCIDENT 


INSURANCE BENEFITS AND IT DOES NOT PAY BENEFITS FOR LOSS FROM SICKNESS.  THE POLICY 


UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE COMPREHENSIVE HEALTH 


INSURANCE COVERAGE.  IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL MANDATE OF THE 


AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE REQUIRED BY 


THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT PROVIDE 


COVERAGE FOR HOSPITAL, SURGICAL, OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY.  IF YOU ARE ELIGIBLE FOR MEDICARE, 


REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 
 


STANDARD INSURANCE COMPANY 


By 
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Chairman, President and CEO 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc.


Aloha Air Cargo


Carlile Transportation Systems, Inc. 


Hawaii Petroleum


Foss Maritime Company


North Star Petroleum, Inc. 


Northern Aviation Services, Inc. 


TOTE Maritime Puerto Rico LLC 


TOTE, Inc. 


TOTE Services


Tropical Shipping USA, LLC


Member 


You are a Member if you are all of the following: 


• A regular employee of Northern Aviation Services, Inc.


• Actively At Work at least 30 hours each week.


• A citizen or resident of the United States.


You are not a Member if you are: 


• A temporary or seasonal employee.


• A full time member of the armed forces of any country.


• A leased employee.


• An independent contractor.


NOTE:  You are not eligible to become insured or increase insurance if you are older than age 70. 


Class(es) 


Northern Aviation Services, Inc. Members 


Work (Occupational) Accident Covered:    Yes 


Eligibility Waiting Period   


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the calendar 


month coinciding with or next following 30 day(s) as a Member.  


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 


immediately prior to the date you become a Member. 


Premium Contributions 


For you or your Dependents: Contributory 


Contributory means you pay all or part of the premium for insurance.
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Table Of Accident Insurance Benefit Amounts 
 


 


Emergency Care Benefits   


Air Ambulance Benefit $800  


Blood, Plasma, and Platelets Benefit $300  


Emergency Dental Benefit    


 Crown  $200  


 Extraction $100  


Emergency Room Benefit $150  


Ground Ambulance Benefit $300  


Initial Care Visit Benefit $50  


Major Diagnostic Benefit $200  


Outpatient X-Ray Benefit $50  


Urgent Care Facility Benefit $50  
 


Specific Injury Benefits   


Burn Benefit   


 2
nd


 degree burn less than or equal 
to 15% of body surface 


$200  


 2
nd 


degree burn greater than 15% 
of body surface 


$1,000  


 3
 rd


 degree burn less than or equal 
to 15% of body surface 


$5,000  


 3
rd


 degree burn greater than 15% 
of body surface 


$10,000  


Coma Benefit $7,500 


Concussion Benefit $150 


Dislocation Benefit Non-surgical Surgical 


 Ankle $800 $1,600 


 Collarbone (sternocalvicular) $800 $1,600 


 Collarbone (acromio and 
separation) 


$400 $800 


 Elbow $800 $1,600 


 Finger(s) $150 $300 


 Foot (not including toe(s)) $800 $1,600 


 Hand (not including finger(s)) $800 $1,600 


 Hip $2,500 $5,000 


 Knee (not including kneecap) $900 $1,800 


 Lower jaw $800 $1,600 


 Rib $150 $300 


 Shoulder $800 $1,600 
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 Spine $400 $800 


 Toe(s) $150 $300 


 Wrist $800 $1,600 


 Partial Dislocation 25% of the non-surgical amount payable for the 


specific dislocation amount shown above 


Eye Injury Benefit $200  


Fracture Benefit Non-surgical Surgical 


 Ankle $550 $1,100 


 Arm (elbow to wrist)  $550 $1,100 


 Arm (shoulder to elbow) $550 $1,100 


 Bones of face (other than lower jaw 
or nose) 


$500 $1,000 


 Coccyx $500 $1,000 


 Collarbone $550 $1,100 


 Elbow $550 $1,100 


 Finger(s) $100 $200 


 Foot (not including toe(s)) $550 $1,100 


 Hand (not including finger(s)) $550 $1,100 


 Hip $2,500 $5,000 


 Kneecap $550 $1,100 


 Leg (knee to ankle)  $1,200 $2,400 


 Leg (hip to knee) $2,000 $4,000 


 Lower jaw $550 $1,100 


 Nose $500 $1,000 


 Pelvis $1,200 $2,400 


 Rib $400 $800 


 Shoulder blade $550 $1,100 


 Skull   


      Depressed $4,000 $8,000 


  Non-depressed $1,500 $3,000 


 Sternum $550 $1,100 


 Toe(s) $100 $200 


 Vertebrae $500 $1,000 


 Vertebral Column $1,200 $2,400 


 Wrist $550 $1,100 


 Chip Fracture 25% of the non-surgical amount payable for the 


specific fracture shown above 


Laceration Benefit  


 Less than 2 inches combined $75  







 


GC0614-ACC - 4 - 771022-B  


length for all lacerations 


 2-6 inches combined length for all 


lacerations 
$200  


 Over 6 inches combined length for 


all lacerations 
$500  


Skin Graft Benefit 25% of Burn Benefit 
 


Surgical Benefits  


Abdominal and Thoracic Surgery 


Benefit 


  


 Exploratory surgery (both 


laparoscopic and open) 


$200  


 Laparoscopic surgical repair $750  


 Open surgical repair   $1,500  


Knee Cartilage Benefit  


Exploratory surgery  $200  


One surgical repair  $750  


Ruptured Disc Benefit $750 


Surgical Facility Benefit $150 


Tendon, Ligament, and Rotator Cuff 
Surgery Benefit 


 


Exploratory of any of the above $200 


Repair of one of the above $750 


Repair of more than one of the 


above 


$1,000 


 


Hospital Benefits  


Critical Care Unit Admission Benefit $750 


Daily Critical Care Unit Confinement 


Benefit 


$200 per day 


Daily Hospital Confinement Benefit $200 per day 


Daily Rehabilitation Facility Benefit $100 per day 


Hospital Admission Benefit $1,000 
 


Follow Up Care Benefits  


Appliance Benefit  $100 


Chiropractic Care Benefit $50 per day 


Follow Up Care Benefit  $50 per day 


Hearing Device Benefit $500  


Prosthesis Benefit   


 One Prosthetic $500 
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 More than one Prosthetic $1,000 


Therapy Services Benefit  $50 per day  
 


Additional Benefits  
 


Automobile Accident Benefit $500 
 


Lodging Benefit $175 per day 
 


Transportation Benefit $150 per day 
 


Youth Organized Sports Benefit 25% of total Covered Accident benefits payable for 


Child 
  


Accidental Death and Dismemberment (AD&D) Benefits 


Accidental Death Benefit (AD Benefit) 


 For you: $50,000 


 


 For your Spouse: $25,000 


 


 For your Child(ren): $12,500 


  


Accidental Dismemberment Benefit  


One hand or one foot 15% of AD Benefit  


Both hands or feet 30% of AD Benefit  


One hand and one foot 30% of AD Benefit  


One finger or toe 2% of AD Benefit  


More than one finger or toe 5% of AD Benefit  


Accidental Impairment Benefit 


 Loss Of Hearing  


  One ear 15% of AD Benefit  


  Both ears 30% of AD Benefit  


 Loss Of Sight  


  One eye 15% of AD Benefit  


  Both eyes 30% of AD Benefit  


 Hemiplegia 30% of AD Benefit  


 Paraplegia 30% of AD Benefit  


 Quadriplegia 50% of AD Benefit  


 Triplegia 30% of AD Benefit  


 Uniplegia 15% of AD Benefit  
  


Value Added AD&D Benefits  


Airbag Benefit 10% of AD Benefit  


Common Carrier Accidental Benefit 100% of AD Benefit  


Helmet Benefit 10% of AD Benefit  
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Repatriation Benefit  10% of AD Benefit  


Seat Belt Benefit  10% of AD Benefit  


 


Additional Features  
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Accident Insurance 


Name, Address of Plan Sponsor: Saltchuk Resources, Inc.  


 450 Alaskan Way S, Suite 708  


 Seattle, WA 98104 


Plan Sponsor Tax ID Number: 91-1186367 


Plan Number: 507 


Type of Plan: Group Insurance Plan 


Type of Administration: Contract Administration 


Name, Address, Phone 


Number of Plan Administrator: Plan Sponsor 


 206-652-1111 


Name, Address of Registered Agent 


for Service of Legal Process: Saltchuk Resources, Inc. 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: Standard Insurance Company 


 1100 SW 6th Ave 


 Portland OR 97204-1093 


Sources of Contributions: Member 


Funding Medium: Standard Insurance Company - Fully Insured 


Plan Fiscal Year End: December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 


To become insured you must: 


• Be a Member. 


• Complete your Eligibility Waiting Period. 


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 


Requirement. 


When Your Insurance Becomes Effective 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 


Work Requirement, your insurance becomes effective as follows: 


  


Contributory Insurance 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory insurance 


becomes effective on:  


� The date you become eligible if you apply on or before that date. 


� The first day of the calendar month coinciding with or next following the date you apply, if you 
apply after you become eligible.  


 
 


 


Changes in Your Insurance 


Subject to the Active Work Requirement, you may apply in writing for any increase in your insurance. 


Increases become effective the latest of: 


� The first day of the calendar month coinciding with or next following the date you apply for the 


increase. 


� The January 1 next following the open enrollment period.  


 


Decreases become effective on the later of: 


� The first day of the calendar month coinciding with or next following the date of change in your Class. 


� The first day of the calendar month coinciding with or next following the date the Policyholder or 


Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of Sickness, Injury or Pregnancy on the day before the 


scheduled effective date of your insurance under the Group Policy, your insurance will not become effective 


until the day after you complete 1 full day(s) of Active Work as an eligible Member. 


Active Work and Actively At Work mean performing the material duties of your own occupation at your 


Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance. 


When Your Insurance Ends 
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Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify your Employer or Policyholder in writing that coverage 


is to be terminated. 


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy or your Employer's coverage under the Group Policy terminates, unless 
you continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision. 


� The first day of the calendar month following the date your employment terminates, unless you 


continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision.  


� The date you cease to be a Member.  However, if you cease to be a Member because you are not 


working the required minimum number of hours, your insurance will be continued with payment of 


premium: 


�


�


�


During the first 90 day(s) of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 


writing and lasting not more than 90 day(s). 


During a leave of absence which is required by the federal or a state-mandated family or 


medical leave act or law. 


CHILD INSURANCE 


Eligibility for Child Insurance 


You become eligible to insure your Child(ren) on the later of: 


� The date your insurance becomes effective if you have a Child on that date. 


� The date you first acquire a Child, if you are insured on that date. 


A Member may not be insured as both a Member and a Child.  A Child may not be insured by more than one 


Member. 


For Contributory Child insurance, if you do not have Child insurance at the time you acquire a newborn or 


adopted Child, that Child is automatically insured for 31 days from the moment of birth or placement. 


However, you must apply in writing and pay premium back to the date of birth or placement within 31 days for 


Child insurance to continue.  If your application is received after that 31 days, your automatic Child insurance 


under this provision ends on the first day after the 31 day period.  This provision does not apply to you if you 


have an existing Child and you previously declined to enroll in Child insurance. 


When Child Insurance Becomes Effective 


The Coverage Features states whether your Child insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Child insurance and agree to pay premiums. 


Contributory Child insurance becomes effective on the latest of: 


� The date your insurance becomes effective if you have a Child on that date and you have applied for 


Child insurance. 


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Child. 


Changes in Child Insurance 
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Increases or decreases resulting from changes in your insurance will become effective for the Child on the 


effective date of your change in insurance. 


When Child Insurance Ends   


Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends, unless the Child insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date the Child insurance terminates under the Group Policy, unless the Child insurance is 


continued under the Continuation of Insurance (Portability) for the Member provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the last period ends for which the premium was paid for your Child insurance. 


� The date the Group Policy terminates, unless the Child insurance is continued under the 


Continuation of Insurance (Portability) for the Member provision. 


 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse. 


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Spouse insurance and agree to pay premiums. 


 


 


Contributory Spouse insurance becomes effective on the latest of:  


� The date your insurance becomes effective if you apply on or before that date to insure your Spouse.  


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Spouse. 


•  


Changes in Spouse Insurance 


Increases or decreases resulting from changes in your insurance will become effective for your Spouse on the 


effective date of your change in insurance. 


When Spouse Insurance Ends 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends, unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date Spouse insurance terminates under the Group Policy.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 


of Insurance (Portability) for the Member provision. 
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ACCIDENT INSURANCE BENEFITS 


Insuring Clause 
 


If you or your Dependent meet the requirements for Accident Insurance Benefits while insured under the 


Group Policy, we will pay benefits according to the terms of the Group Policy after we receive Proof Of Loss 


satisfactory to us. 


 


Emergency Care Benefits 


Air Ambulance Benefit  


We will pay an Air Ambulance Benefit if you or your Dependent meet all of the following requirements: 


� Transportation via air Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 


We will pay an Air Ambulance Benefit once per Covered Accident per insured person.  A Ground Ambulance 


Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Blood, Plasma, and Platelet Benefit  


We will pay a Blood, Plasma, and Platelet Benefit if you or your Dependent meet all of the following 


requirements: 


� Require a transfusion of blood, plasma, or platelets (including, the administration, cross matching, 


typing, and processing of blood, plasma, or platelets) for a Covered Accident. 


� The transfusion is administered within 365 days of the Covered Accident. 


We will pay a Blood, Plasma, and Platelet Benefit once per Covered Accident per insured person. 


Emergency Dental Benefit  


We will pay an Emergency Dental Benefit if you or your Dependent meet all of the following requirements: 


� Suffer one or more broken teeth as a result of a Covered Accident which is repaired by a Dentist with 


dental crown(s) and/or dental extraction(s). 


� Repair must begin within 365 days of the Covered Accident. 


We will pay an Emergency Dental Benefit for 1 dental crown and 1 dental extraction per Covered Accident per 


insured person, regardless of how many dental crowns and dental extractions occur.  We will not pay for 


routine dental examinations or procedures. 


Dentist means a licensed doctor of dentistry, acting within the scope of the license.  Dentist does not include 


you or your Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of 


either you or your Spouse. 


Emergency Room Benefit 


We will pay an Emergency Room Benefit if you or your Dependent meet all of the following requirements: 


� Visit an Emergency Room for a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Emergency Room Benefit once per Covered Accident per insured person. 


Ground Ambulance Benefit 


We will pay a Ground Ambulance Benefit if you or your Dependent meet all of the following requirements:  


� Transportation via ground Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 
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We will pay a Ground Ambulance Benefit once per Covered Accident per insured person.  A Ground 


Ambulance Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Initial Care Visit Benefit 


We will pay an Initial Care Visit Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Initial Care due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Initial Care Visit Benefit once per Covered Accident per insured person. 


An Initial Care Visit Benefit is not payable if: 


� Initial Care is rendered in an Urgent Care Facility or Emergency Room and an Urgent Care Benefit or 


Emergency Room Benefit is payable for the same Covered Accident. 


� Initial Care occurs in a Health Care Provider’s office or clinic and a subsequent visit is made for the 


same Covered Accident to an Urgent Care Facility or Emergency Room within 365 days of the Initial 


Care and an Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered 


Accident.  


Major Diagnostic Exam Benefit  


We will pay a Major Diagnostic Exam Benefit if you or your Dependent meet all of the following requirements: 


� Undergo a Major Diagnostic Exam due to a Covered Accident. 


� The Major Diagnostic Exam is performed within 365 days of the Covered Accident. 


Major Diagnostic Exam means:  


� Computerized Tomography (CT) scan. 


� Magnetic Resonance Imaging (MRI). 


� Electroencephalogram (EEG). 


� Magnetic Resonance Angiogram scan (MRA). 


� Positron Emission Tomography (PET). 


� Spectroscopy (SPECT). 


We will pay a Major Diagnostic Exam Benefit once per Covered Accident per insured person, regardless of 


the number of Major Diagnostic Exams. 


Outpatient X-Ray Benefit  


We will pay an Outpatient X-Ray Benefit if you or your Dependent meet all of the following requirements: 


� Undergo an X-ray due to a Covered Accident. 


� An X-ray was performed on an Outpatient basis at a Hospital or Health Service Facility within 365 


days of the Covered Accident.  


We will pay an Outpatient X-Ray Benefit once per Covered Accident per insured person. 


Urgent Care Benefit  


We will pay an Urgent Care Benefit if you or your Dependent meet all of the following requirements:  


� Visit an Urgent Care Facility due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Urgent Care Benefit once per Covered Accident per insured person.  An Urgent Care Benefit 


is not payable if an Emergency Room Benefit is payable for the same Covered Accident. 


Specific Injury Benefits 


Burn Benefit  


We will pay a Burn Benefit if you or your Dependent meet all of the following requirements: 
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� Sustain a second or third degree burn as a result of a Covered Accident. 


� Treated by a Physician within 365 days of the Covered Accident. 


We will pay a Burn Benefit once per Covered Accident per insured person.  If you or your Dependent sustain 


a second degree and third degree burn for the same Covered Accident, we will pay both benefit amounts. 


Coma Benefit  


We will pay a Coma Benefit if you or your Dependent sustain a Coma due to a Covered Accident.  We will 


pay a Coma Benefit once per Covered Accident per insured person. 


Coma means a diagnosis for which there is a profound state of mental unconsciousness from which one 


cannot be aroused and there is no evidence of appropriate response to external stimulation, other than 


primitive avoidance reflexes.  The diagnosis must:  


� Be made by a Physician. 


� Must last for at least 96 consecutive hours resulting in neurological deficit with persisting clinical 


symptoms. 


Coma which is medically induced or coma as a result of Substance Abuse is not included. 


Concussion Benefit  


We will pay a Concussion Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Concussion as a result of a Covered Accident. 


� The diagnosis is made by a Physician within 365 days of the Covered Accident. 


We will pay a Concussion Benefit once per Covered Accident per insured person. 


Concussion means a disruption of brain function resulting from a traumatic blow to the head, neck, or upper 


body. 


Dislocation Benefit  


We will pay a Dislocation Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Dislocation or Partial Dislocation as a result of a Covered Accident and it is diagnosed within 
365 days of the Covered Accident.  


� The Dislocation or Partial Dislocation must require a surgical or nonsurgical procedure by a 
Physician.  


� If a surgical procedure is required, the procedure must begin within 90 days of the Covered Accident. 


We will pay a Dislocation Benefit for each Dislocation and Partial Dislocation per Covered Accident per 


insured person.  


Dislocation or Dislocated means a separation of two bones where they meet at a joint. 


Partial Dislocation means the partial, abnormal separation of the articular surfaces of a joint.  Also, referred to 


as an incomplete dislocation or subluxation. 


Eye Injury Benefit  


We will pay an Eye Injury Benefit if you or your Dependent meet one of the following requirements: 


� Surgical repair of an eye is performed by a Physician due to a Covered Accident within 365 days of a 


Covered Accident.   


� A Physician removes an embedded foreign body from the eye (with or without anesthesia) due to a 


Covered Accident within 365 days of a Covered Accident. 


We will pay an Eye Injury Benefit once per eye per Covered Accident per insured person.  The Eye Injury 


Benefit is not payable solely for an Injury to the eyelid or for an examination of the eye. 


Fracture Benefit  


We will pay a Fracture Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Fracture or Chip Fracture as a result of a Covered Accident and it is diagnosed within 365 
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days of the Covered Accident. 


� The Fracture or Chip Fracture must be corrected by a surgical or nonsurgical procedure by a 


Physician. 


� If a surgical procedure is required, the procedure must begin within 365 days of the Covered 


Accident. 


We will pay a Fracture Benefit for each Fracture and Chip Fracture suffered per Covered Accident per insured 


person. 


Chip Fracture means any small fragmental Fracture, usually one involving a bony process near a joint. 


Fracture means a break in a bone which is confirmed by X-ray or other diagnostic examination. 


Laceration Benefit  


We will pay a Laceration Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Laceration as a result of a Covered Accident and it is treated within 365 days of the Covered 


Accident. 


� A wound closure is performed by a Health Care Provider to repair the Laceration. Wound closure 


includes, but is not limited to: staples, sutures, stitches, glue, or steristrips. 


We will pay a Laceration Benefit once per Covered Accident per insured person. The amount payable is the 


total length of all lacerations received in any one Covered Accident per insured person. 


Laceration means a cut. 


Skin Graft Benefit  


We will pay a Skin Graft Benefit if you or your Dependent meet all of the following requirements: 


� A Burn Benefit is payable for the same Covered Accident. 


� Skin grafting is performed by a Physician to repair the Injury. 


We will pay a Skin Graft Benefit once per Covered Accident per insured person. 


Surgical Benefits 


Abdominal and Thoracic Surgery Benefit 


We will pay an Abdominal and Thoracic Surgery Benefit if you or your Dependent meet all of the following 


requirements: 


� An abdominal or thoracic surgery is performed by a Physician due to Injuries sustained in a Covered 


Accident. 


� The surgery is performed within 365 days of a Covered Accident. 


We will pay an Abdominal and Thoracic Surgery Benefit once per Covered Accident per insured person.  If 


more than one abdominal or thoracic surgery is performed as a result of the same Covered Accident, we will 


pay the benefit for the surgery with the highest payable benefit amount. 


Knee Cartilage Benefit  


We will pay a Knee Cartilage Benefit if you or your Dependent meet one of the following requirements: 


� Undergo exploratory surgery by a Physician for a suspected tear, rupture, or severance of the knee 


cartilage of one or both knees due to a Covered Accident within 365 days after the Covered Accident. 


� Suffer a tear, rupture or severance of the knee cartilage of one or both knees due to a Covered 


Accident with diagnosis within 365 days after the Covered Accident with surgical repair by a 


Physician completed within 365 days of the Covered Accident. 


We will pay a Knee Cartilage Benefit once per Covered Accident per insured person, regardless of whether 


one or both knees require surgical repair.  If exploratory and surgical repair are performed for the same 


Covered Accident, we will pay the surgical repair benefit amount. 


Knee Cartilage means the fibrous cartilage contained in the knee, known as the meniscus. 
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Ruptured Disc Benefit  


We will pay a Ruptured Disc Benefit if you or your Dependent meet all of the following requirements:  


� Suffer at least one ruptured disc in the spinal column as a result of a Covered Accident for which 


surgery is required. 


� The ruptured disc must be treated by a Physician within 365 days of a Covered Accident, with 


completion of the surgery within 365 days of a Covered Accident. 


We will pay a Ruptured Disc Benefit once per Covered Accident per insured person, regardless of the number 


of discs ruptured. 


Surgical Facility Benefit  


We will pay a Surgical Facility Benefit if you or your Dependent meet all of the following requirements: 


� Surgery is performed by a Physician for a Covered Accident. 


� Surgery for a Covered Accident is performed on an Outpatient basis at a Hospital or an Ambulatory 


Surgical Center. 


� Surgery is within 365 days of the Covered Accident. 


We will pay a Surgical Facility Benefit once per Covered Accident per insured person. 


Tendon, Ligament, and Rotator Cuff Surgery Benefit  


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit if you or your Dependent meet one of 


following requirements:  


� Undergo exploratory surgery by a Physician for an Injury of the tendon, ligament, or rotator cuff due to 


a Covered Accident within 365 days of the Covered Accident. 


� Suffer an Injury of the tendon, ligament, or rotator cuff due to a Covered Accident with diagnosis 


within 365 days after the Covered Accident with surgical repair by a Physician completed within 365 


days of the Covered Accident. 


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit once per Covered Accident per insured 


person.  If we pay for one surgical repair and a second surgical repair is required for the same Covered 


Accident and the requirements above are met, we will pay the difference between the amount already paid for 


the first surgical repair and the amount due for the second surgical repair. If an exploratory and surgical repair 


are performed for the same Covered Accident, we will pay the surgical repair amount. 


Hospital Benefits 


Critical Care Unit Admission Benefit  


We will pay a Critical Care Unit Admission Benefit if you or your Dependent meet all of the following 


requirements: 


� Admitted by a Physician to a Critical Care Unit due to a Covered Accident. 


� Admission occurs within 365 days of a Covered Accident for diagnosis or treatment of Injuries 


sustained in a Covered Accident. 


We will pay a Critical Care Unit Admission Benefit once per Covered Accident per insured person, regardless 


of the number of days Confined in the Critical Care Unit.  The Critical Care Unit Admission Benefit may be 


paid in addition to the Hospital Admission Benefit. 


Daily Critical Care Unit Confinement Benefit 


We will pay a Daily Critical Care Unit Confinement Benefit for the days you or your Dependent meet all of the 


following requirements: 


� Confined to a Critical Care Unit of a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of a Covered Accident. 
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We will pay a Daily Critical Care Unit Confinement Benefit for up to 15 days per Covered Accident per insured 


person. A Daily Critical Care Unit Confinement Benefit may be paid in addition to a Daily Hospital 


Confinement Benefit. 


Only one Daily Critical Care Unit Confinement Benefit is payable at a time, even if Confinement is caused by 


more than one Covered Accident. 


Daily Hospital Confinement Benefit  


We will pay a Daily Hospital Confinement Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Confined to a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of the Covered Accident. 


We will pay a Daily Hospital Confinement Benefit for up to 365 days per Covered Accident per insured 


person. 


Only one Daily Hospital Confinement Benefit is payable at a time, even if Confinement is caused by more 


than one Covered Accident. 


Daily Rehabilitation Facility Benefit  


We will pay a Daily Rehabilitation Facility Benefit for the days you or your Dependent meet all of the following 


requirements: 


� A Physician prescribes Confinement in a Rehabilitation Facility providing rehabilitation care services 


due to a Covered Accident. 


� Confinement in the Rehabilitation Facility immediately follows a Confinement in a Hospital due to a 


Covered Accident. 


We will pay a Daily Rehabilitation Facility Benefit for up to 90 days per Covered Accident per insured person.  


A Daily Rehabilitation Facility Benefit is not payable if a Daily Hospital Confinement Benefit or Daily Critical 


Care Unit Benefit is payable for the same days of the same Covered Accident. 


Only one Daily Rehabilitation Facility Benefit is payable at a time, even if Confinement is caused by more than 


one Covered Accident. 


Hospital Admission Benefit  


We will pay a Hospital Admission Benefit if you or your Dependent meet all of the following requirements: 


� Admitted by a Physician to a Hospital due to a Covered Accident. 


� Admission occurs within 365 days of the Covered Accident. 


We will pay a Hospital Admission Benefit once per Covered Accident per insured person, regardless of the 


number of days Confined in a Hospital.  The Hospital Admission Benefit may be paid in addition to the Critical 


Care Unit Admission Benefit. 


Follow Up Care Benefits 


Appliance Benefit  


We will pay an Appliance Benefit if you or your Dependent meet all of the following requirements: 


� Use an Appliance as prescribed by a Physician, Physical Therapist, or Occupational Therapist as 


necessary due to an Injury sustained in a Covered Accident. 


� Use of the Appliance is within 365 days of the Covered Accident. 


We will pay an Appliance Benefit for 1 Appliance per Covered Accident per insured person. 


Appliance means a wheelchair, leg or back brace, crutches, walker, cane, a walking boot that extends above 


the ankle, or a brace for the neck. 


Chiropractic Care Benefit 


We will pay a Chiropractic Care Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a structural imbalance as a result of a Covered Accident and receive chiropractic care services 
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from a Chiropractor in a chiropractic office. 


� Visit the Chiropractor within 365 days of the Covered Accident and receive initial treatment within 365 


days of a Covered Accident, with completion of the follow up treatment within 365 days of the 


Covered Accident. 


We will pay a Chiropractic Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


Chiropractor means an individual who has obtained a professional degree in chiropractic care, is licensed by 


the state and performs chiropractic services acting within the scope of the license.  Chiropractor does not 


include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, parent or 


child of either you or your Spouse. 


Follow Up Care Benefit  


We will pay a Follow Up Care Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Follow Up Care of a Covered Accident. 


� The Follow Up Care occurs within 365 days after Initial Care for the same Covered Accident, 
with completion of the Follow Up Care within 365 days of the Initial Care. 


We will pay a Follow Up Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


A Follow Up Care Benefit is not payable if Follow Up Care is rendered in a Urgent Care Facility or Emergency 


Room and a Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered Accident. 


Follow Up Care means a visit to a Health Care Provider for ongoing medical services due to a Covered 


Accident.  Follow Up Care does not include occupational therapy, speech therapy, physical therapy, or 


chiropractic treatment. 


Hearing Device Benefit 


We will pay a Hearing Device Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Moderate Loss Of Hearing due to a Covered Accident and not due to the natural aging 


process. 


� A licensed hearing aid specialist, audiologist, or a Diplomate of the American Board of Otolaryngology 


recommends a Hearing Device for a Covered Accident within 365 days of a Covered Accident. 


� A Hearing Device is procured within 365 days of the recommendation. 


We will pay a Hearing Device Benefit once per Covered Accident per insured person. 


Hearing Device means an electronic device worn in or on the ear to help a person who has hearing loss to 


improve one’s ability to hear. 


Moderate Loss Of Hearing means a loss of between 56-70 dB as certified by a licensed hearing aid specialist, 


audiologist, or Diplomate of the American Board of Otolaryngology. 


Prosthesis Benefit 


We will pay a Prosthesis Benefit if you or your Dependent meet all of the following requirements: 


� Sustain Injuries due to a Covered Accident for which you or your Dependent receive one or more 


prosthetic devices or artificial limbs as prescribed by a Physician for functional use. 


� Receive an Accidental Dismemberment Benefit for the same Covered Accident for which the 


prosthetic device or artificial limb replaces.  


� The prosthetic devices or artificial limbs must be prescribed by a Physician and received within 365 


days of the Covered Accident. 


The following are not prosthetic devices or artificial limbs: 


� Hearing Devices. 


� Dental aids (including false teeth). 


� Eyeglasses. 


� Artificial joints (including but not limited to hip and knee replacements). 
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� Cosmetic prosthesis such as hair wigs. 


We will pay a Prosthesis Benefit once per Covered Accident per insured person. 


Therapy Services Benefit 


We will pay a Therapy Services Benefit if you or your Dependent meet all of the following requirements: 


� A Health Care Provider prescribes occupational, speech or physical therapy by a licensed 


Occupational, Speech, or Physical Therapist due to a Covered Accident. 


� Treatment must begin within 365 days of the Covered Accident and must be completed within 365 


days. 


We will pay a Therapy Services Benefit for up to 3 day(s) per Covered Accident per insured person. 


Additional Benefits 


Automobile Accident Benefit 


We will pay an Automobile Accident Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident resulting in Injury or death and for which 


another Accident Insurance Benefit is payable for the same Covered Accident. 


� The driver of that Automobile has a current and valid driver’s license at the time of the Covered 


Accident. 


� The driver is operating that Automobile within the legal speed limit and in compliance with other traffic 


laws in the jurisdiction in which the Covered Accident occurred. 


The Automobile Accident Benefit is payable once per Covered Accident, regardless of the number of insured 


persons traveling in the Automobile. 


Lodging Benefit  


We will pay a Lodging Benefit for the days you or your Dependent meet all of the following requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident and for which another Accident Insurance Benefit is payable. 


� A lodging expense is incurred by you or your Dependent or another person. 


We will pay you a Lodging Benefit for up to 30 days per Covered Accident per insured person.  We will pay a 


total of 90 days during any 365 day period. 


Transportation Benefit  


We will pay a Transportation Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident. 


� Another Accident Insurance Benefit is payable for the same Covered Accident. 


We will pay a Transportation Benefit for up to 30 days per Covered Accident per insured person.  We will pay 


a total of 90 days during any 365 day period.  The Transportation Benefit is not payable for travel in an 


Ambulance. 


Youth Organized Sport Benefit 


We will pay a Youth Organized Sport Benefit if all of the following requirements are met: 


� While your Child is participating in an Organized Sport Event or scheduled practice, the Child suffers 


a Covered Accident and for which another Accident Insurance Benefit is payable for the same 


Covered Accident. 


� Your Child is age 18 or younger. 


� You provide proof of your Child’s registration in the Organized Sport Event. 


� We will pay a Youth Organized Sport Benefit once per Covered Accident per Child. 
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Organized Sport Event means a physical activity which is governed by an organization and requires formal 


registration to participate.  This may include school, church, or other recreational leagues. 


AD&D Benefits 


Accidental Death Benefit 


We will pay an Accidental Death Benefit if you or your Dependent meet all of the following requirements:  


� Death is caused solely and directly by a Covered Accident. 


� The death occurs independently of all other causes. 


� The death occurs within 365 days after the Covered Accident. 


Death will be presumed if you or your Dependent disappear and the disappearance: 


� Is caused solely and directly by a Covered Accident that reasonably could have caused death. 


� Occurs independently of all other causes. 


� Continues for a period of 365 days after the date of the Covered Accident, despite reasonable search 


efforts. 


Accidental Dismemberment Benefit 


We will pay an Accidental Dismemberment Benefit if you or your Dependent meet all of the following 


requirements:  


� As a result of a Covered Accident suffer one of the following dismemberments: 


� One hand and one foot. 


� Both hands or feet. 


� One hand or one foot. 


� One finger or toe. 


� More than one finger or toe. 


With respect to a hand or foot, dismemberment means actual and permanent severance from the 


body at or above the wrist or ankle joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to finger(s), dismemberment means actual and permanent severance from the body 


at or above the metacarpophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to toe(s), dismemberment means actual and permanent severance from the body at 


or above the metatarsophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of fingers of the 


same hand if an Accidental Dismemberment Benefit is payable for the dismemberment of the 


entire hand. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of toes of the same 


foot if an Accidental Dismemberment Benefit is payable for the dismemberment of the entire foot. 


� The dismemberment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one dismemberment as a result of the same Covered 


Accident, we will pay the applicable percentage for each dismemberment as shown in the Table Of Accident 
Insurance Benefit Amounts in the Coverage Features, not to exceed a total of 100% of the Accidental Death 


Benefit amount. 


No Accidental Dismemberment Benefit will be paid for loss of function of a hand or foot if an Accidental 


Impairment Benefit is payable involving the same hand or foot due to the same Covered Accident. 


Accidental Impairment Benefit 
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We will pay an Accidental Impairment Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident suffer one of the following impairments: 


� Uniplegia 


� Hemiplegia 


� Triplegia 


� Paraplegia 


� Quadriplegia 


� Loss Of Hearing (in one or both ears) 


� Loss Of Sight (in one or both eyes) 


� The impairment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one impairment as a result of the same Covered 


Accident, we will pay the stated percentage for each impairment as shown in the Table Of Accident Insurance 


Benefit Amounts in the Coverage Features, not to exceed 100% of the Accidental Death Benefit amount. 


Hemiplegia means the complete and irreversible loss of function or total paralysis of the upper and lower 


Limbs on the same side of the body as confirmed by a Physician who is a board certified neurologist. 


Loss Of Hearing means an entire, uncorrectable and irrecoverable loss of hearing in one or both ears, as 


diagnosed by a Physician who is a board certified Otolaryngologist. 


Loss Of Sight means entire, uncorrectable and irrecoverable loss of sight in one or both eyes, as diagnosed 


by a Physician who is a board certified Ophthalmologist. 


Paraplegia means the complete and irreversible loss of function or total paralysis of both lower Limbs 


confirmed by a Physician who is a board certified neurologist. 


Quadriplegia means the complete and irreversible loss of function or total paralysis of both upper and lower 


Limbs confirmed by a Physician who is a board certified neurologist. 


Triplegia means the complete and irreversible loss of function or total paralysis of three Limbs, or the 


complete and irreversible loss of function or total paralysis of two Limbs and the face confirmed by a 


Physician who is a board certified neurologist. 


Uniplegia means the complete and irreversible loss of function or total paralysis of one Limb confirmed by a 


Physician who is a board certified neurologist. 


Value Added AD&D Benefits 


Air Bag Benefit 


We will pay an Air Bag Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit 


and Seat Belt Benefit is payable for the same Covered Accident. 


� The Automobile is equipped with an Air Bag System that was installed as original equipment by the 


Automobile manufacturer. 


� Seated in the driver’s or a passenger’s seating position intended to be protected by the Air Bag 


System and the respective Air Bag System deployed in the crash as evidenced by a police accident 


report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Air Bag System means an automatically inflatable passive restraint system that is designed to provide 


automatic crash protection in front or side impact Automobile accidents and meets the Federal Vehicle Safety 


Standards of the National Highway Traffic Safety Administration. 


Common Carrier Accidental Death Benefit 
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We will pay a Common Carrier Accidental Death Benefit if you or your Dependent meet all of the following 


requirements:  


� A Covered Accident occurs while riding as a fare-paying passenger on a Common Carrier and for 


which an Accidental Death Benefit is payable for the same Covered Accident. 


� The death occurs within 365 days after the Covered Accident. 


The Common Carrier benefit may be paid in addition to the Accidental Death Benefit. 


Common Carrier means a licensed commercial airplane, train, bus, trolley, subway, ferry or boat that charges 


a fare and operates on a regularly scheduled basis between predetermined points or cities.  Taxis and 


privately chartered airplanes or vehicles are not common carriers. 


Helmet Benefit  


We will pay a Helmet Benefit if you or your Dependent meet all of the following requirements: 


� A Covered Accident occurs while operating or riding a motorcycle or bicycle and for which an 


Accidental Death Benefit is payable for the same Covered Accident. 


� Wearing a Helmet at the time of the Covered Accident as evidenced by a police accident report, 


medical examiner report, or coroner’s report. 


� The operator of the motorcycle has a current and valid driver’s license at the time of the Accident. 


Helmet means protective headgear that meets or exceeds the standards established by the Code of Federal 


Regulations (CFR) in Title 16 Part 1203, Snell Memorial Foundation Standard M-95 or M2000, the American 


National Standards Institute specification Z 90. 1, or the United States Department of Transportation's Federal 


Motor Vehicle Safety Standard No. 218, as amended and updated. 


Repatriation Benefit 


We will pay a Repatriation Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident an Accidental Death Benefit is payable. 


� Death occurs more than 100 miles from the primary place of residence. 


� Expenses are incurred to transport the remains to a mortuary. 


Seat Belt Benefit 


We will pay a Seat Belt Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit is 


payable for the same Covered Accident. 


� Wearing and properly utilizing a Seat Belt System or restrained in a Child Safety Seat at the time of 


the Covered Accident, as evidenced by a police accident report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Child Safety Seat means a removable seat designed to hold a Child while riding in an Automobile and that 


attaches to a standard seat with hooks or straps that meets the Federal Motor Vehicle Safety Standards of 


the National Highway Traffic Safety Administration.  Child Safety Seat includes: rear-facing, forward facing, 


and booster seats. 


Seat Belt System means a properly installed combination lap and shoulder restraint system that meets the 


Federal Motor Vehicle Safety Standards of the National Highway Traffic Safety Administration.  Seat Belt 


System will include a lap belt alone, but only if the Automobile did not have a combination lap and shoulder 


restraint system when manufactured.  Seat Belt System does not include a shoulder restraint alone. 
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EXCLUSIONS  


Benefits are not payable if the Accident is caused or contributed to by any of the following: 


� War or act of War.  War means declared or undeclared war, whether civil or international, insurrection, 


and any substantial armed conflict between organized forces of a military nature. 


� Suicide or other intentionally self-inflicted Injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, act of terrorism, or actively participating in a 


violent disorder or riot.  Actively participating does not include being at the scene of a violent disorder or 


riot while performing official duties. 


� Sickness existing at the time of the Accident, including any medical or surgical treatment or diagnostic 


procedure for a Sickness. 


� Travel or flight in or on any aircraft, except: 


� As a fare-paying passenger on a regularly scheduled commercial flight. 


� As a passenger or pilot in the Policyholder’s or Employer’s aircraft while flying on the Policyholder’s 


or Employer’s business provided: 


� The aircraft has a valid U.S. airworthiness certificate (or foreign equivalent). 


� The pilot has a valid pilot’s certificate with a non-student rating authorizing him or her to fly 


the aircraft. 


� Engaging in high risk sports or activities such as, but not limited to, bungee jumping, parachuting, base 


jumping, mixed martial arts, or mountain climbing. 


� Practicing for, or participating in, any semi-professional or professional competitive athletic contests for 


which any type of compensation or remuneration is received. 


� Routine eye exams and dental procedures other than a crown or extraction for a tooth or teeth as a result 


of a Covered Accident. 


� Riding in or driving any automobile in a race, stunt show, or speed test. 


� Surgery or other procedure which is directed at improving your or your Dependent's appearance, unless 


such surgery or procedure is necessary to correct a deformity or restore bodily function resulting from a 


Covered Accident. 


� Any Accident which arises out of or in the course of your or your Dependent's incarceration in a jail, 


penal, or correctional institution. 
 


ADDITIONAL FEATURES  


Reinstatement  


If your insurance ends, you may become insured again as a new Member.  However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 


90 day(s), the Eligibility Waiting Period will be waived. 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 day(s), your insurance will be for the coverages and amount which you continued 
under the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member.   


In no event will insurance be retroactive. 


Continuity of Coverage 
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Waiver of Active Work Requirement 


If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 


under the Group Policy, you can become insured on the effective date of your Employer’s coverage 


without meeting the Active Work requirement.  See the Active Work Requirement. 


Continuation of Insurance (Portability) for the Member 


     Eligibility for the Member:  


You become eligible to continue your or your Dependent's insurance on the date one of the following 


events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates. 


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 70 or older. 


      Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 


collect premiums.  We must receive your premium from the person designated by the Policyholder to 


collect premiums within 31 day(s) after the date you become eligible.  Your and your Dependent’s 


continued insurance will be the same insurance amounts provided under the Group Policy on the day 


before you become eligible under this Continuation of Insurance (Portability) for the Member 


provision.  You may decrease insurance amounts, but cannot increase the insurance amounts. 


If you have applied and been approved for continuation of insurance under this provision, we must 


receive subsequent premium payments from the person designated by the Policyholder on or before the 


Premium Due Date stated below.  If premium is not paid on or before the Premium Due Date stated 


below it may be paid during the Grace Period stated below.  You and your Dependent’s insurance will 


remain in force during the Grace Period.  You are liable for premium for insurance during the Grace 


Period. 


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date. 


     When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die. 


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of 


Child. 


� The date you reach age 80.  


� The date you are sentenced by a court for any reason to a penal or correctional institution. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 


Spouse. 


� With respect to insurance for your Spouse or Child, the date your Spouse or Child is 


sentenced by a court for any reason to a penal or correctional institution.  


� The date you become insured again as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated.  Except as provided above, 


insurance continued under this provision is subject to all other terms of the Group Policy. 
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CLAIMS 


Filing a Claim 


Claims should be filed on our forms.  If we do not provide our forms within 15 days after they are requested, 


the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 


Proof Of Loss must be provided within 90 days after the date of meeting the requirements for an Accident 


Insurance Benefit.  If that is not possible, it must be provided as soon as reasonably possible, but not later 


than one year after that 90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied.  These limits will not apply while the 


Member or Beneficiary lacks legal capacity. 


Proof Of Loss 


Proof Of Loss means written proof that a Covered Accident occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 


Proof Of Loss includes any other information we may reasonably require in support of a claim.  Proof Of Loss 


must be in writing and must be provided at the expense of the claimant.  No benefits will be paid until we 


receive Proof Of Loss satisfactory to us. 


Investigation of Claim 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 


specialists of our choice.  In case of death, we have the right and opportunity to request an autopsy, except 


where prohibited by law. 


Notice of Decision on Claim 


We will evaluate a claim for benefits promptly after we receive it.  Within 60 days after we receive the claim 


we will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period 


to decide the claim for an additional 60 days. 


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 


extension and (b) when we expect to decide the claim. 


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision. 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 


claim is denied on review. 


 


Review Procedure 


If all or part of a claim is denied, the claimant may request a review.  The claimant must request a review in 


writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim.  The claimant may review 


and receive copies of any non-privileged information that is relevant to the request for review.  There will be 


no charge for such copies.  Our review will include any written comments or other items the claimant submits 


to support the claim. 
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We will review the claim promptly after we receive the request.  With respect to all claims, within 45 days after 


we receive the request for review we will send the claimant: (a) a written decision on review; or (b) a notice 


that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 


the extended time period for review of the claim will not begin until the claimant provides the information or 


otherwise responds. 


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension 


and (b) when we expect to decide the claim on review. 


If we request additional information, the claimant will have 45 days to provide the information.  If the claimant 


does not provide the requested information within 45 days, we may conclude our review of the claim based on 


the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 


documents and records relevant to the claim. 
 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA. 
 


The Group Policy does not provide voluntary alternative dispute resolution options.  However, you may 


contact your local U. S. Department of Labor Office and your State insurance regulatory agency for 


assistance. 


Time of Payment 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Reimbursement 


We reserve  the right to recover any benefits that you your Dependent, a claimant or beneficiary were paid but 


not entitled to under the terms of the Group Policy, state, or federal law. 


You, your Dependent, a claimant, or beneficiary must reimburse us in full.  We will determine the method by 


which repayment is to be paid. 


Unpaid Premium 


Any unpaid premium due for your or your Dependent's insurance under the Group Policy may be recovered 


by us.  Any Accident Insurance Benefits payable to you, your Dependent, a claimant, a beneficiary, or legal 


representative will be applied to reduce the amount of any unpaid premiums prior to paying you, your 


Dependent, a claimant, a beneficiary, or a legal representative. 
 


BENEFIT PAYMENT AND BENEFICIARY PROVISIONS 


Payment of Benefits  
 


Accident Insurance Benefits payable because of your death will be paid to the Beneficiary you name.  See 


Naming a Beneficiary, Simultaneous Death Provision, and No Surviving Beneficiary provisions below. 


Accident Insurance Benefits payable because of the death of your Dependent will be paid to you if you are 


living. Accident Insurance Benefits payable because of the death of your Dependent which are unpaid at your 


death will be paid to your named Beneficiary. 


Except for the Repatriation Benefit, all other Accident Insurance benefits will be paid to you. Any such benefits 
remaining unpaid at your death will be paid according to the Naming a Beneficiary, Simultaneous Death 


Provision, and No Surviving Beneficiary provisions for payment of a death benefit due to your death. The 


Repatriation Benefit will be paid to the person who incurs the transportation expense. 
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Benefits will be paid to you.  Any benefits remaining unpaid at your death will be paid in equal shares to the 


first surviving class of the classes below. 


• Your Spouse. 


• Your children.   


• Your parents. 


• Your brothers and sisters. 


• Your estate. 


Naming a Beneficiary 


Beneficiary means a person you name to receive death benefits. 


If you name two or more Beneficiaries in a class: 


• Two or more surviving Beneficiaries will share equally, unless you or your Spouse provide for unequal 


shares. 


• If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we 


will pay each surviving Beneficiary his or her designated share.  Unless you or your Spouse provided 


otherwise, we will then pay the share(s) otherwise due to any deceased Beneficiary(ies) to the 


surviving Beneficiaries pro rata based on the relationship that the designated percentage or fractional 


share of each surviving Beneficiary bears to the total shares of all surviving Beneficiaries. 


• If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 


You may name or change Beneficiaries at any time without the consent of a Beneficiary. 


Any payment we make according to the Beneficiary designation on file with the Policyholder or Employer or 


their or our designated agents will fully discharge us to the extent of the payment for each line of coverage 


and each death benefit which has been paid. 


You may name or change Beneficiaries in writing.  Writing includes a form signed by you or by your Spouse; 


or a verification from us, or our designated agent, the Policyholder’s designated agent, the Employer, or the 


Employer’s designated agent of an electronic designation made by you or your Spouse. 


Your designation must satisfy all of the following: 


• Be dated.   


• Be delivered to us, our designated agent, the Policyholder, the Policyholder’s designated agent, the 


Employer, or the Employer’s designated agent during your lifetime, or during your Spouse’s lifetime. 


• Relate to the insurance provided under the Group Policy. 


The designation will take effect on the date it is delivered or, if an electronic designation, verified by us, our 


designated agent, the Policyholder, the Policyholder’s designed agent, the Employer, or the Employer’s 


designated agent. 


If we approve it, a designation which meets the requirements of a Prior Plan will be accepted as your or your 


Spouse’s Beneficiary designation under the Group Policy. 


Simultaneous Death Provision 


If a Beneficiary or a person in one of the classes in the No Surviving Beneficiary provision dies on the same 
day you or your Spouse die, or within 15 days thereafter, benefits will be paid as if that Beneficiary or person 
had died before you or your Spouse, unless Proof Of Loss with respect to your and your Spouse’s death is 
delivered to us before the date of the Beneficiary's death. 


No Surviving Beneficiary 


If you do not name a Beneficiary, or if you are not survived by one, benefits will be paid in equal shares to the 
first surviving class below. 


• Your Spouse. 


• Your children.   
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• Your parents. 


• Your brothers and sisters. 


• Your estate. 
 


GENERAL PROVISIONS 


Assignment 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss.  No such 


action may be brought more than three years after the earlier of: 


• The date we receive Proof Of Loss. 


• The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty.  No 


misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


• The insurance would not have been approved if we had known the truth. 


• We have given you or any other person claiming benefits a copy of the signed written instrument 


which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 


misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


• Cause a person to become insured. 


• Invalidate insurance under the Group Policy otherwise validly in force. 


• Continue insurance under the Group Policy otherwise validly terminated. 


Agency  


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent.  Individuals 


selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 


their administrative function under it, represent and act on behalf of the person selecting them, and do not 


represent or act on behalf of us.  The Policyholder and your Employer have no authority to alter, expand or 


extend our liability or to waive, modify or compromise any defense or right we may have under the Group 


Policy. 


Misstatement of Age 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both.  


The adjustment will be based on the following: 


• The amount of insurance based on the correct age. 


• The difference between the premiums paid and the premiums which would have been paid if the age 


had been correctly stated. 
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DEFINITIONS 


Accident or Accidental  


An Injury sustained by you or your Dependent as a result of an event or occurrence that was not reasonably 


foreseen or that you or your Dependent could not have reasonably expected or anticipated. 


Admitted 


A stay at a Hospital or Critical Care Unit for at least 20 consecutive hours for examination by a Physician for 


diagnosis or treatment of a Covered Accident. 


Ambulance (Ground or Air) 


A licensed professional ground or air ambulance company to transport you or your Dependent to a Hospital or 


a Health Service Facility for diagnosis or treatment of a Covered Accident. 


Ambulatory Surgical Center 


A licensed facility that is mainly engaged in performing Outpatient surgery.  An Ambulatory Surgical Center 


must: 


• Be staffed by Physicians and nurses under the supervision of a Physician. 


• Have permanent operating and recovery rooms. 


• Be capable of administering anesthesia by a licensed anesthesiologist or licensed nurse anesthetist. 


• Be staffed and equipped to give emergency care. 


• Have written back-up arrangements with a local Hospital for emergency care. 


Automobile 


A private passenger motor vehicle licensed for use on public roads and highways. 


Calendar Year 


The period from January 1 through December 31 of the same year. 


Child  


Child means one of the following: 


� Your child from live birth until age 26. 


� Your adopted child until age 26. 


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your 


home until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 


continuously incapable of self-sustaining employment because of mental or physical handicap; and 


chiefly dependent upon you for support and maintenance or institutionalized because of mental or 


physical handicap. 


Child does not include a person who is eligible for insurance as a Member.  A Child does not include a full-


time member of the armed forces of any country. 


Confinement or Confined  


You or your Dependent are Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation 


Facility, as an Inpatient for diagnosis and treatment of a Covered Accident for a period of no less than 20 


consecutive hours the first day and overnight for subsequent days.  Hours spent in an emergency room 


immediately prior to being Admitted to a Hospital will count toward the required 20 consecutive hours. 


Covered Accident  
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An Accident that occurs on or after you or your Dependent are insured under the Group Policy and is not 


excluded by name or specific description. 


Critical Care Unit (CCU)  


Critical Care Unit (CCU) means a specified area within a Hospital that is restricted to patients who are 


critically ill or injured and require intensive comprehensive observation and care.  This area must:  


• Be separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient confinement. 


• Be permanently equipped with special lifesaving equipment for the care of the critically ill or injured. 


• Be under close observation by a specially trained nursing staff assigned exclusively to the unit on a 


24-hour basis. 


• Have a Physician assigned on a full-time basis. 


Dependent(s) 


Your Spouse or Child.  


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance.  Your Eligibility Waiting Period is 


shown in the Coverage Features. 


Emergency Room 


A specified area within a Hospital that is staffed and equipped for emergency patient care.  This area must: 


• Be supervised with treatment provided by Physicians. 


• Provide care seven days per week, 24 hours per day. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 


approved in writing by us. 


 


Group Policy  


The Group Accident Insurance Policy issued by us to the Policyholder and identified by the Group Policy 


Number, the Policyholder's attached application, Group Accident Insurance Certificate with the same Group 


Policy Number, and any amendments to the policy or certificates. 


Health Care Provider 


A Physician, Nurse Practitioner, or Physician Assistant. 


Health Service Facility or Facilities 


Health Service Facility or Facilities means one of the following: 


• A Rehabilitation Facility. 


• A nursing or convalescent home. 


• A long term nursing unit or geriatrics ward. 


• A skilled nursing facility. 


• An Ambulatory Surgical Center. 


• An Urgent Care Facility. 


• An assisted living facility. 


• A hospice care facility. 


• Health Care Provider office or clinic. 


Hospital 
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A legally operated facility providing full-time medical care and treatment under the direction of a full-time staff 


of licensed Physicians.  Hospital does not include Health Service Facilities. 


Initial Care 


The first visit for Outpatient medical services.  Initial Care does not include visits for wellness, annual 


physicals, acupuncture, preventative treatment, physical therapy, or for treatments for a chiropractic, allergy 


or immunotherapy, vision, speech, or hearing disorder. 


Injury or Injuries 


An injury to your or your Dependent's body. 


Inpatient 


A person who has been Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation Facility, as 


a registered bed patient for which a charge is incurred for room and board or observation. 


Limb 


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Mental Disorder 


Any mental, emotional, behavioral, psychological, personality, cognitive, mood or stress-related abnormality, 


disorder, disturbance, dysfunction or syndrome, regardless of cause (including any biological or biochemical 


disorder or imbalance of the brain) or the presence of physical symptoms.  Mental Disorder includes, but is 


not limited to, bipolar affective disorder, schizophrenia, psychotic illness, manic depressive illness, depression 


and depressive disorders or anxiety and anxiety disorders. 


Nurse Practitioner (advanced practice registered nurse) 


An individual who is licensed by the state as a nurse practitioner to practice medicine under the supervision of 


a Physician and acting within the scope of the license.  Nurse Practitioner does not include you or your 


Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Occupational Therapist 


An individual who is licensed by the state to practice occupational therapy and performs the occupational 


services acting within the scope of the license.  Occupational Therapist does not include you or your Spouse, 


or an employee partner or owner of the Employer or the brother, sister, parent or child of either you or your 


Spouse. 


Outpatient 


Treatment for which a stay is not required and no charge is incurred for room and board or observation. 


Physician 


An individual who is licensed by the state as an M. D. or D. O. and acting within the scope of the license.  


Physician does not include you or your Spouse, or an employee partner or owner of the Employer or the 


brother, sister, parent or child of either you or your Spouse. 


Physician Assistant  


An individual who is licensed by the state as a physician assistant to practice medicine under the supervision 


of a Physician and acting within the scope of the license.  Physician Assistant does not include you or your 


Spouse, or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Physical Therapist 


An individual who is a licensed physical therapist acting within the scope of the license.  Physical Therapist 


does not include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, 


parent or child of either you or your Spouse. 


Pregnancy 
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Your or your Dependent's pregnancy, childbirth, or related medical conditions, including complications of 


pregnancy.  Pregnancy is treated as a Sickness under the Group Policy. 


Prior Plan 
 


An accident insurance plan which is replaced by coverage under the Group Policy and which is the 


Policyholder’s group accident insurance plan in effect on the day before the effective date of the Group Policy. 
 


Rehabilitation Facility 


A licensed facility that provides skilled care, intermediate care, intermingled care, custodial care or 


rehabilitation care services on an Inpatient basis as an alternative to a Hospital.  Rehabilitation care services 


consist of the combined use of medical, social, educational, and vocational services to enable a patient 


disabled by an Accident to achieve the highest possible functional ability.  Services are provided by or under 


the supervision of an organized staff of Physicians. 


A Rehabilitation Facility does not include: 


• A nursing or convalescent home. 


• A rest home for the aged. 


• A hospice care facility. 


• An assisted living facility. 


• Chemical dependency treatment facility. 


• Mental health treatment facility. 


Sickness  


Your or your Dependent's sickness, illness, or disease.  Sickness includes Mental Disorder, Pregnancy, and 


Substance Abuse. 


Speech Therapist 


An individual who is licensed by the state as a speech-language pathologist and acting within the scope of the 


license.  Speech Therapist does not include you or your Spouse, or an employee partner or owner of the 


Employer or the brother, sister, parent or child of either you or your Spouse. 


Spouse  


     Spouse means: 


� A person to whom you are legally married. 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 


to applicable law.  


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 


domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 


domestic partnerships; or an individual you have identified as a domestic partner under your 


Employer’s domestic partnership policy. 


Spouse does not include a full-time member of the armed forces of any country.  


Substance Abuse 


Alcoholism, drug abuse, misuse of alcohol or any other substance, or taking of drugs unless used or 


consumed according to the directions of a Physician. 


Urgent Care Facility 


A health care facility that is organizationally separate from a Hospital and whose primary purpose is the 


offering and provision of immediate, short term urgent medical care, without an appointment. 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 


required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 


You have the right to examine all Plan documents, including any insurance contracts or collective 


bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.  S. 


Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 


Administration.  These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 


bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 


plan description upon written request to the Plan Administrator.  The Plan Administrator may make a 


reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 


was required to file an annual report.  There will be no charge for the report.  


Right to Review of Denied Claims 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 


this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 


your claim reviewed and reconsidered, all within certain time schedules. 


Obligations of 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 the Plan, called "fiduciaries" of the 


Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


Enforcing ERISA Rights 


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


documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 


suit in a Federal court.  In such a case, the court may require the Plan Administrator to provide the 


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


because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 


or Federal court.  If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 


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


Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal 


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


you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 


frivolous. 


Plan and ERISA Questions 


If you have any questions about the 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 Employee Benefits 
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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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 


900 SW Fifth Avenue 


Portland, Oregon  97204-1282 


(503) 321-7000


GROUP ACCIDENT INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): Saltchuk Resources, Inc. 
Aloha Air Cargo 


Carlile Transportation Systems, Inc. 
Hawaii Petroleum 


Foss Maritime Company 
North Star Petroleum, Inc. 


Northern Aviation Services, Inc. 
TOTE Maritime Puerto Rico LLC 


TOTE, Inc. 
TOTE Services 


Tropical Shipping USA, LLC 
Group Policy Number: 771022-B 


Group Policy Effective Date: 01/01/2018 


State Of Issue: Washington 


The Group Policy has been issued to the Policyholder.  We certify that you will be insured as provided by the 


terms of the Group Policy.  If your insurance is changed by an amendment to the Group Policy, we will provide 


the Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 


available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured.  You 


are insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member.  "We", "us" and "our" mean Standard Insurance Company.  Other defined 


terms appear with the initial letters capitalized.  Section and provision headings, and references to them, appear 


in boldface type. 


Your Certificate and Summary Plan Description describes the insurance under the Group Policy.  Please 


read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES ACCIDENT 


INSURANCE BENEFITS AND IT DOES NOT PAY BENEFITS FOR LOSS FROM SICKNESS.  THE POLICY 


UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE COMPREHENSIVE HEALTH 


INSURANCE COVERAGE.  IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL MANDATE OF THE 


AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE REQUIRED BY 


THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT PROVIDE 


COVERAGE FOR HOSPITAL, SURGICAL, OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY.  IF YOU ARE ELIGIBLE FOR MEDICARE, 


REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 


STANDARD INSURANCE COMPANY 


By 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc.


Aloha Air Cargo


Carlile Transportation Systems, Inc. 


Hawaii Petroleum


Foss Maritime Company


North Star Petroleum, Inc. 


Northern Aviation Services, Inc. 


TOTE Maritime Puerto Rico LLC 


TOTE, Inc. 


TOTE Services


Tropical Shipping USA, LLC


Member 


You are a Member if you are all of the following: 


• A regular employee of Foss Maritime Company.


• Actively At Work at least 20 hours each week.


• A citizen or resident of the United States.


You are not a Member if you are: 


• A temporary or seasonal employee.


• A full time member of the armed forces of any country.


• A leased employee.


• An independent contractor.


NOTE:  You are not eligible to become insured or increase insurance if you are older than age 70. 


Class(es) 


Foss Maritime Company Members 


Work (Occupational) Accident Covered:    Yes 


Eligibility Waiting Period   


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the calendar 


month coinciding with or next following 1 day(s) as a Member.  


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 


immediately prior to the date you become a Member. 


Premium Contributions 


For you or your Dependents: Contributory 


Contributory means you pay all or part of the premium for insurance.
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Table Of Accident Insurance Benefit Amounts 
 


 


Emergency Care Benefits   


Air Ambulance Benefit $800  


Blood, Plasma, and Platelets Benefit $300  


Emergency Dental Benefit    


 Crown  $200  


 Extraction $100  


Emergency Room Benefit $150  


Ground Ambulance Benefit $300  


Initial Care Visit Benefit $50  


Major Diagnostic Benefit $200  


Outpatient X-Ray Benefit $50  


Urgent Care Facility Benefit $50  
 


Specific Injury Benefits   


Burn Benefit   


 2
nd


 degree burn less than or equal 
to 15% of body surface 


$200  


 2
nd 


degree burn greater than 15% 
of body surface 


$1,000  


 3
 rd


 degree burn less than or equal 
to 15% of body surface 


$5,000  


 3
rd


 degree burn greater than 15% 
of body surface 


$10,000  


Coma Benefit $7,500 


Concussion Benefit $150 


Dislocation Benefit Non-surgical Surgical 


 Ankle $800 $1,600 


 Collarbone (sternocalvicular) $800 $1,600 


 Collarbone (acromio and 
separation) 


$400 $800 


 Elbow $800 $1,600 


 Finger(s) $150 $300 


 Foot (not including toe(s)) $800 $1,600 


 Hand (not including finger(s)) $800 $1,600 


 Hip $2,500 $5,000 


 Knee (not including kneecap) $900 $1,800 


 Lower jaw $800 $1,600 


 Rib $150 $300 


 Shoulder $800 $1,600 
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 Spine $400 $800 


 Toe(s) $150 $300 


 Wrist $800 $1,600 


 Partial Dislocation 25% of the non-surgical amount payable for the 


specific dislocation amount shown above 


Eye Injury Benefit $200  


Fracture Benefit Non-surgical Surgical 


 Ankle $550 $1,100 


 Arm (elbow to wrist)  $550 $1,100 


 Arm (shoulder to elbow) $550 $1,100 


 Bones of face (other than lower jaw 
or nose) 


$500 $1,000 


 Coccyx $500 $1,000 


 Collarbone $550 $1,100 


 Elbow $550 $1,100 


 Finger(s) $100 $200 


 Foot (not including toe(s)) $550 $1,100 


 Hand (not including finger(s)) $550 $1,100 


 Hip $2,500 $5,000 


 Kneecap $550 $1,100 


 Leg (knee to ankle)  $1,200 $2,400 


 Leg (hip to knee) $2,000 $4,000 


 Lower jaw $550 $1,100 


 Nose $500 $1,000 


 Pelvis $1,200 $2,400 


 Rib $400 $800 


 Shoulder blade $550 $1,100 


 Skull   


      Depressed $4,000 $8,000 


  Non-depressed $1,500 $3,000 


 Sternum $550 $1,100 


 Toe(s) $100 $200 


 Vertebrae $500 $1,000 


 Vertebral Column $1,200 $2,400 


 Wrist $550 $1,100 


 Chip Fracture 25% of the non-surgical amount payable for the 


specific fracture shown above 


Laceration Benefit  


 Less than 2 inches combined $75  
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length for all lacerations 


 2-6 inches combined length for all 


lacerations 
$200  


 Over 6 inches combined length for 


all lacerations 
$500  


Skin Graft Benefit 25% of Burn Benefit 
 


Surgical Benefits  


Abdominal and Thoracic Surgery 


Benefit 


  


 Exploratory surgery (both 


laparoscopic and open) 


$200  


 Laparoscopic surgical repair $750  


 Open surgical repair   $1,500  


Knee Cartilage Benefit  


Exploratory surgery  $200  


One surgical repair  $750  


Ruptured Disc Benefit $750 


Surgical Facility Benefit $150 


Tendon, Ligament, and Rotator Cuff 
Surgery Benefit 


 


Exploratory of any of the above $200 


Repair of one of the above $750 


Repair of more than one of the 


above 


$1,000 


 


Hospital Benefits  


Critical Care Unit Admission Benefit $750 


Daily Critical Care Unit Confinement 


Benefit 


$200 per day 


Daily Hospital Confinement Benefit $200 per day 


Daily Rehabilitation Facility Benefit $100 per day 


Hospital Admission Benefit $1,000 
 


Follow Up Care Benefits  


Appliance Benefit  $100 


Chiropractic Care Benefit $50 per day 


Follow Up Care Benefit  $50 per day 


Hearing Device Benefit $500  


Prosthesis Benefit   


 One Prosthetic $500 
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 More than one Prosthetic $1,000 


Therapy Services Benefit  $50 per day  
 


Additional Benefits  
 


Automobile Accident Benefit $500 
 


Lodging Benefit $175 per day 
 


Transportation Benefit $150 per day 
 


Youth Organized Sports Benefit 25% of total Covered Accident benefits payable for 


Child 
  


Accidental Death and Dismemberment (AD&D) Benefits 


Accidental Death Benefit (AD Benefit) 


 For you: $50,000 


 


 For your Spouse: $25,000 


 


 For your Child(ren): $12,500 


  


Accidental Dismemberment Benefit  


One hand or one foot 15% of AD Benefit  


Both hands or feet 30% of AD Benefit  


One hand and one foot 30% of AD Benefit  


One finger or toe 2% of AD Benefit  


More than one finger or toe 5% of AD Benefit  


Accidental Impairment Benefit 


 Loss Of Hearing  


  One ear 15% of AD Benefit  


  Both ears 30% of AD Benefit  


 Loss Of Sight  


  One eye 15% of AD Benefit  


  Both eyes 30% of AD Benefit  


 Hemiplegia 30% of AD Benefit  


 Paraplegia 30% of AD Benefit  


 Quadriplegia 50% of AD Benefit  


 Triplegia 30% of AD Benefit  


 Uniplegia 15% of AD Benefit  
  


Value Added AD&D Benefits  


Airbag Benefit 10% of AD Benefit  


Common Carrier Accidental Benefit 100% of AD Benefit  


Helmet Benefit 10% of AD Benefit  
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Repatriation Benefit  10% of AD Benefit  


Seat Belt Benefit  10% of AD Benefit  


 


Additional Features  
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 


 







 


GC0614-ACC - 7 - 771022-B  


ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Accident Insurance 


Name, Address of Plan Sponsor: Saltchuk Resources, Inc.  


 450 Alaskan Way S, Suite 708  


 Seattle, WA 98104 


Plan Sponsor Tax ID Number: 91-1186367 


Plan Number: 507 


Type of Plan: Group Insurance Plan 


Type of Administration: Contract Administration 


Name, Address, Phone 


Number of Plan Administrator: Plan Sponsor 


 206-652-1111 


Name, Address of Registered Agent 


for Service of Legal Process: Saltchuk Resources, Inc. 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: Standard Insurance Company 


 1100 SW 6th Ave 


 Portland OR 97204-1093 


Sources of Contributions: Member 


Funding Medium: Standard Insurance Company - Fully Insured 


Plan Fiscal Year End: December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 


To become insured you must: 


• Be a Member. 


• Complete your Eligibility Waiting Period. 


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 


Requirement. 


When Your Insurance Becomes Effective 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 


Work Requirement, your insurance becomes effective as follows: 


  


Contributory Insurance 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory insurance 


becomes effective on:  


� The date you become eligible if you apply on or before that date. 


� The first day of the calendar month coinciding with or next following the date you apply, if you 
apply after you become eligible.  


 
 


 


Changes in Your Insurance 


Subject to the Active Work Requirement, you may apply in writing for any increase in your insurance. 


Increases become effective the latest of: 


� The first day of the calendar month coinciding with or next following the date you apply for the 


increase. 


� The January 1 next following the open enrollment period.  


 


Decreases become effective on the later of: 


� The first day of the calendar month coinciding with or next following the date of change in your Class. 


� The first day of the calendar month coinciding with or next following the date the Policyholder or 


Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of Sickness, Injury or Pregnancy on the day before the 


scheduled effective date of your insurance under the Group Policy, your insurance will not become effective 


until the day after you complete 1 full day(s) of Active Work as an eligible Member. 


Active Work and Actively At Work mean performing the material duties of your own occupation at your 


Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance. 


When Your Insurance Ends 
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Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify your Employer or Policyholder in writing that coverage 


is to be terminated. 


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy or your Employer's coverage under the Group Policy terminates, unless 
you continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision. 


� The first day of the calendar month following the date your employment terminates, unless you 


continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision.  


� The date you cease to be a Member.  However, if you cease to be a Member because you are not 


working the required minimum number of hours, your insurance will be continued with payment of 


premium: 


�


�


�


During the first 90 day(s) of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 


writing and lasting not more than 90 day(s). 


During a leave of absence which is required by the federal or a state-mandated family or 


medical leave act or law. 


CHILD INSURANCE 


Eligibility for Child Insurance 


You become eligible to insure your Child(ren) on the later of: 


� The date your insurance becomes effective if you have a Child on that date. 


� The date you first acquire a Child, if you are insured on that date. 


A Member may not be insured as both a Member and a Child.  A Child may not be insured by more than one 


Member. 


For Contributory Child insurance, if you do not have Child insurance at the time you acquire a newborn or 


adopted Child, that Child is automatically insured for 31 days from the moment of birth or placement. 


However, you must apply in writing and pay premium back to the date of birth or placement within 31 days for 


Child insurance to continue.  If your application is received after that 31 days, your automatic Child insurance 


under this provision ends on the first day after the 31 day period.  This provision does not apply to you if you 


have an existing Child and you previously declined to enroll in Child insurance. 


When Child Insurance Becomes Effective 


The Coverage Features states whether your Child insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Child insurance and agree to pay premiums. 


Contributory Child insurance becomes effective on the latest of: 


� The date your insurance becomes effective if you have a Child on that date and you have applied for 


Child insurance. 


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Child. 


Changes in Child Insurance 
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Increases or decreases resulting from changes in your insurance will become effective for the Child on the 


effective date of your change in insurance. 


When Child Insurance Ends   


Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends, unless the Child insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date the Child insurance terminates under the Group Policy, unless the Child insurance is 


continued under the Continuation of Insurance (Portability) for the Member provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the last period ends for which the premium was paid for your Child insurance. 


� The date the Group Policy terminates, unless the Child insurance is continued under the 


Continuation of Insurance (Portability) for the Member provision. 


 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse. 


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Spouse insurance and agree to pay premiums. 


 


 


Contributory Spouse insurance becomes effective on the latest of:  


� The date your insurance becomes effective if you apply on or before that date to insure your Spouse.  


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Spouse. 


•  


Changes in Spouse Insurance 


Increases or decreases resulting from changes in your insurance will become effective for your Spouse on the 


effective date of your change in insurance. 


When Spouse Insurance Ends 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends, unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date Spouse insurance terminates under the Group Policy.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 


of Insurance (Portability) for the Member provision. 
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ACCIDENT INSURANCE BENEFITS 


Insuring Clause 
 


If you or your Dependent meet the requirements for Accident Insurance Benefits while insured under the 


Group Policy, we will pay benefits according to the terms of the Group Policy after we receive Proof Of Loss 


satisfactory to us. 


 


Emergency Care Benefits 


Air Ambulance Benefit  


We will pay an Air Ambulance Benefit if you or your Dependent meet all of the following requirements: 


� Transportation via air Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 


We will pay an Air Ambulance Benefit once per Covered Accident per insured person.  A Ground Ambulance 


Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Blood, Plasma, and Platelet Benefit  


We will pay a Blood, Plasma, and Platelet Benefit if you or your Dependent meet all of the following 


requirements: 


� Require a transfusion of blood, plasma, or platelets (including, the administration, cross matching, 


typing, and processing of blood, plasma, or platelets) for a Covered Accident. 


� The transfusion is administered within 365 days of the Covered Accident. 


We will pay a Blood, Plasma, and Platelet Benefit once per Covered Accident per insured person. 


Emergency Dental Benefit  


We will pay an Emergency Dental Benefit if you or your Dependent meet all of the following requirements: 


� Suffer one or more broken teeth as a result of a Covered Accident which is repaired by a Dentist with 


dental crown(s) and/or dental extraction(s). 


� Repair must begin within 365 days of the Covered Accident. 


We will pay an Emergency Dental Benefit for 1 dental crown and 1 dental extraction per Covered Accident per 


insured person, regardless of how many dental crowns and dental extractions occur.  We will not pay for 


routine dental examinations or procedures. 


Dentist means a licensed doctor of dentistry, acting within the scope of the license.  Dentist does not include 


you or your Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of 


either you or your Spouse. 


Emergency Room Benefit 


We will pay an Emergency Room Benefit if you or your Dependent meet all of the following requirements: 


� Visit an Emergency Room for a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Emergency Room Benefit once per Covered Accident per insured person. 


Ground Ambulance Benefit 


We will pay a Ground Ambulance Benefit if you or your Dependent meet all of the following requirements:  


� Transportation via ground Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 
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We will pay a Ground Ambulance Benefit once per Covered Accident per insured person.  A Ground 


Ambulance Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Initial Care Visit Benefit 


We will pay an Initial Care Visit Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Initial Care due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Initial Care Visit Benefit once per Covered Accident per insured person. 


An Initial Care Visit Benefit is not payable if: 


� Initial Care is rendered in an Urgent Care Facility or Emergency Room and an Urgent Care Benefit or 


Emergency Room Benefit is payable for the same Covered Accident. 


� Initial Care occurs in a Health Care Provider’s office or clinic and a subsequent visit is made for the 


same Covered Accident to an Urgent Care Facility or Emergency Room within 365 days of the Initial 


Care and an Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered 


Accident.  


Major Diagnostic Exam Benefit  


We will pay a Major Diagnostic Exam Benefit if you or your Dependent meet all of the following requirements: 


� Undergo a Major Diagnostic Exam due to a Covered Accident. 


� The Major Diagnostic Exam is performed within 365 days of the Covered Accident. 


Major Diagnostic Exam means:  


� Computerized Tomography (CT) scan. 


� Magnetic Resonance Imaging (MRI). 


� Electroencephalogram (EEG). 


� Magnetic Resonance Angiogram scan (MRA). 


� Positron Emission Tomography (PET). 


� Spectroscopy (SPECT). 


We will pay a Major Diagnostic Exam Benefit once per Covered Accident per insured person, regardless of 


the number of Major Diagnostic Exams. 


Outpatient X-Ray Benefit  


We will pay an Outpatient X-Ray Benefit if you or your Dependent meet all of the following requirements: 


� Undergo an X-ray due to a Covered Accident. 


� An X-ray was performed on an Outpatient basis at a Hospital or Health Service Facility within 365 


days of the Covered Accident.  


We will pay an Outpatient X-Ray Benefit once per Covered Accident per insured person. 


Urgent Care Benefit  


We will pay an Urgent Care Benefit if you or your Dependent meet all of the following requirements:  


� Visit an Urgent Care Facility due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Urgent Care Benefit once per Covered Accident per insured person.  An Urgent Care Benefit 


is not payable if an Emergency Room Benefit is payable for the same Covered Accident. 


Specific Injury Benefits 


Burn Benefit  


We will pay a Burn Benefit if you or your Dependent meet all of the following requirements: 
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� Sustain a second or third degree burn as a result of a Covered Accident. 


� Treated by a Physician within 365 days of the Covered Accident. 


We will pay a Burn Benefit once per Covered Accident per insured person.  If you or your Dependent sustain 


a second degree and third degree burn for the same Covered Accident, we will pay both benefit amounts. 


Coma Benefit  


We will pay a Coma Benefit if you or your Dependent sustain a Coma due to a Covered Accident.  We will 


pay a Coma Benefit once per Covered Accident per insured person. 


Coma means a diagnosis for which there is a profound state of mental unconsciousness from which one 


cannot be aroused and there is no evidence of appropriate response to external stimulation, other than 


primitive avoidance reflexes.  The diagnosis must:  


� Be made by a Physician. 


� Must last for at least 96 consecutive hours resulting in neurological deficit with persisting clinical 


symptoms. 


Coma which is medically induced or coma as a result of Substance Abuse is not included. 


Concussion Benefit  


We will pay a Concussion Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Concussion as a result of a Covered Accident. 


� The diagnosis is made by a Physician within 365 days of the Covered Accident. 


We will pay a Concussion Benefit once per Covered Accident per insured person. 


Concussion means a disruption of brain function resulting from a traumatic blow to the head, neck, or upper 


body. 


Dislocation Benefit  


We will pay a Dislocation Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Dislocation or Partial Dislocation as a result of a Covered Accident and it is diagnosed within 
365 days of the Covered Accident.  


� The Dislocation or Partial Dislocation must require a surgical or nonsurgical procedure by a 
Physician.  


� If a surgical procedure is required, the procedure must begin within 90 days of the Covered Accident. 


We will pay a Dislocation Benefit for each Dislocation and Partial Dislocation per Covered Accident per 


insured person.  


Dislocation or Dislocated means a separation of two bones where they meet at a joint. 


Partial Dislocation means the partial, abnormal separation of the articular surfaces of a joint.  Also, referred to 


as an incomplete dislocation or subluxation. 


Eye Injury Benefit  


We will pay an Eye Injury Benefit if you or your Dependent meet one of the following requirements: 


� Surgical repair of an eye is performed by a Physician due to a Covered Accident within 365 days of a 


Covered Accident.   


� A Physician removes an embedded foreign body from the eye (with or without anesthesia) due to a 


Covered Accident within 365 days of a Covered Accident. 


We will pay an Eye Injury Benefit once per eye per Covered Accident per insured person.  The Eye Injury 


Benefit is not payable solely for an Injury to the eyelid or for an examination of the eye. 


Fracture Benefit  


We will pay a Fracture Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Fracture or Chip Fracture as a result of a Covered Accident and it is diagnosed within 365 
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days of the Covered Accident. 


� The Fracture or Chip Fracture must be corrected by a surgical or nonsurgical procedure by a 


Physician. 


� If a surgical procedure is required, the procedure must begin within 365 days of the Covered 


Accident. 


We will pay a Fracture Benefit for each Fracture and Chip Fracture suffered per Covered Accident per insured 


person. 


Chip Fracture means any small fragmental Fracture, usually one involving a bony process near a joint. 


Fracture means a break in a bone which is confirmed by X-ray or other diagnostic examination. 


Laceration Benefit  


We will pay a Laceration Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Laceration as a result of a Covered Accident and it is treated within 365 days of the Covered 


Accident. 


� A wound closure is performed by a Health Care Provider to repair the Laceration. Wound closure 


includes, but is not limited to: staples, sutures, stitches, glue, or steristrips. 


We will pay a Laceration Benefit once per Covered Accident per insured person. The amount payable is the 


total length of all lacerations received in any one Covered Accident per insured person. 


Laceration means a cut. 


Skin Graft Benefit  


We will pay a Skin Graft Benefit if you or your Dependent meet all of the following requirements: 


� A Burn Benefit is payable for the same Covered Accident. 


� Skin grafting is performed by a Physician to repair the Injury. 


We will pay a Skin Graft Benefit once per Covered Accident per insured person. 


Surgical Benefits 


Abdominal and Thoracic Surgery Benefit 


We will pay an Abdominal and Thoracic Surgery Benefit if you or your Dependent meet all of the following 


requirements: 


� An abdominal or thoracic surgery is performed by a Physician due to Injuries sustained in a Covered 


Accident. 


� The surgery is performed within 365 days of a Covered Accident. 


We will pay an Abdominal and Thoracic Surgery Benefit once per Covered Accident per insured person.  If 


more than one abdominal or thoracic surgery is performed as a result of the same Covered Accident, we will 


pay the benefit for the surgery with the highest payable benefit amount. 


Knee Cartilage Benefit  


We will pay a Knee Cartilage Benefit if you or your Dependent meet one of the following requirements: 


� Undergo exploratory surgery by a Physician for a suspected tear, rupture, or severance of the knee 


cartilage of one or both knees due to a Covered Accident within 365 days after the Covered Accident. 


� Suffer a tear, rupture or severance of the knee cartilage of one or both knees due to a Covered 


Accident with diagnosis within 365 days after the Covered Accident with surgical repair by a 


Physician completed within 365 days of the Covered Accident. 


We will pay a Knee Cartilage Benefit once per Covered Accident per insured person, regardless of whether 


one or both knees require surgical repair.  If exploratory and surgical repair are performed for the same 


Covered Accident, we will pay the surgical repair benefit amount. 


Knee Cartilage means the fibrous cartilage contained in the knee, known as the meniscus. 







 


GC0614-ACC - 15 - 771022-B  


Ruptured Disc Benefit  


We will pay a Ruptured Disc Benefit if you or your Dependent meet all of the following requirements:  


� Suffer at least one ruptured disc in the spinal column as a result of a Covered Accident for which 


surgery is required. 


� The ruptured disc must be treated by a Physician within 365 days of a Covered Accident, with 


completion of the surgery within 365 days of a Covered Accident. 


We will pay a Ruptured Disc Benefit once per Covered Accident per insured person, regardless of the number 


of discs ruptured. 


Surgical Facility Benefit  


We will pay a Surgical Facility Benefit if you or your Dependent meet all of the following requirements: 


� Surgery is performed by a Physician for a Covered Accident. 


� Surgery for a Covered Accident is performed on an Outpatient basis at a Hospital or an Ambulatory 


Surgical Center. 


� Surgery is within 365 days of the Covered Accident. 


We will pay a Surgical Facility Benefit once per Covered Accident per insured person. 


Tendon, Ligament, and Rotator Cuff Surgery Benefit  


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit if you or your Dependent meet one of 


following requirements:  


� Undergo exploratory surgery by a Physician for an Injury of the tendon, ligament, or rotator cuff due to 


a Covered Accident within 365 days of the Covered Accident. 


� Suffer an Injury of the tendon, ligament, or rotator cuff due to a Covered Accident with diagnosis 


within 365 days after the Covered Accident with surgical repair by a Physician completed within 365 


days of the Covered Accident. 


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit once per Covered Accident per insured 


person.  If we pay for one surgical repair and a second surgical repair is required for the same Covered 


Accident and the requirements above are met, we will pay the difference between the amount already paid for 


the first surgical repair and the amount due for the second surgical repair. If an exploratory and surgical repair 


are performed for the same Covered Accident, we will pay the surgical repair amount. 


Hospital Benefits 


Critical Care Unit Admission Benefit  


We will pay a Critical Care Unit Admission Benefit if you or your Dependent meet all of the following 


requirements: 


� Admitted by a Physician to a Critical Care Unit due to a Covered Accident. 


� Admission occurs within 365 days of a Covered Accident for diagnosis or treatment of Injuries 


sustained in a Covered Accident. 


We will pay a Critical Care Unit Admission Benefit once per Covered Accident per insured person, regardless 


of the number of days Confined in the Critical Care Unit.  The Critical Care Unit Admission Benefit may be 


paid in addition to the Hospital Admission Benefit. 


Daily Critical Care Unit Confinement Benefit 


We will pay a Daily Critical Care Unit Confinement Benefit for the days you or your Dependent meet all of the 


following requirements: 


� Confined to a Critical Care Unit of a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of a Covered Accident. 
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We will pay a Daily Critical Care Unit Confinement Benefit for up to 15 days per Covered Accident per insured 


person. A Daily Critical Care Unit Confinement Benefit may be paid in addition to a Daily Hospital 


Confinement Benefit. 


Only one Daily Critical Care Unit Confinement Benefit is payable at a time, even if Confinement is caused by 


more than one Covered Accident. 


Daily Hospital Confinement Benefit  


We will pay a Daily Hospital Confinement Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Confined to a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of the Covered Accident. 


We will pay a Daily Hospital Confinement Benefit for up to 365 days per Covered Accident per insured 


person. 


Only one Daily Hospital Confinement Benefit is payable at a time, even if Confinement is caused by more 


than one Covered Accident. 


Daily Rehabilitation Facility Benefit  


We will pay a Daily Rehabilitation Facility Benefit for the days you or your Dependent meet all of the following 


requirements: 


� A Physician prescribes Confinement in a Rehabilitation Facility providing rehabilitation care services 


due to a Covered Accident. 


� Confinement in the Rehabilitation Facility immediately follows a Confinement in a Hospital due to a 


Covered Accident. 


We will pay a Daily Rehabilitation Facility Benefit for up to 90 days per Covered Accident per insured person.  


A Daily Rehabilitation Facility Benefit is not payable if a Daily Hospital Confinement Benefit or Daily Critical 


Care Unit Benefit is payable for the same days of the same Covered Accident. 


Only one Daily Rehabilitation Facility Benefit is payable at a time, even if Confinement is caused by more than 


one Covered Accident. 


Hospital Admission Benefit  


We will pay a Hospital Admission Benefit if you or your Dependent meet all of the following requirements: 


� Admitted by a Physician to a Hospital due to a Covered Accident. 


� Admission occurs within 365 days of the Covered Accident. 


We will pay a Hospital Admission Benefit once per Covered Accident per insured person, regardless of the 


number of days Confined in a Hospital.  The Hospital Admission Benefit may be paid in addition to the Critical 


Care Unit Admission Benefit. 


Follow Up Care Benefits 


Appliance Benefit  


We will pay an Appliance Benefit if you or your Dependent meet all of the following requirements: 


� Use an Appliance as prescribed by a Physician, Physical Therapist, or Occupational Therapist as 


necessary due to an Injury sustained in a Covered Accident. 


� Use of the Appliance is within 365 days of the Covered Accident. 


We will pay an Appliance Benefit for 1 Appliance per Covered Accident per insured person. 


Appliance means a wheelchair, leg or back brace, crutches, walker, cane, a walking boot that extends above 


the ankle, or a brace for the neck. 


Chiropractic Care Benefit 


We will pay a Chiropractic Care Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a structural imbalance as a result of a Covered Accident and receive chiropractic care services 
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from a Chiropractor in a chiropractic office. 


� Visit the Chiropractor within 365 days of the Covered Accident and receive initial treatment within 365 


days of a Covered Accident, with completion of the follow up treatment within 365 days of the 


Covered Accident. 


We will pay a Chiropractic Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


Chiropractor means an individual who has obtained a professional degree in chiropractic care, is licensed by 


the state and performs chiropractic services acting within the scope of the license.  Chiropractor does not 


include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, parent or 


child of either you or your Spouse. 


Follow Up Care Benefit  


We will pay a Follow Up Care Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Follow Up Care of a Covered Accident. 


� The Follow Up Care occurs within 365 days after Initial Care for the same Covered Accident, 
with completion of the Follow Up Care within 365 days of the Initial Care. 


We will pay a Follow Up Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


A Follow Up Care Benefit is not payable if Follow Up Care is rendered in a Urgent Care Facility or Emergency 


Room and a Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered Accident. 


Follow Up Care means a visit to a Health Care Provider for ongoing medical services due to a Covered 


Accident.  Follow Up Care does not include occupational therapy, speech therapy, physical therapy, or 


chiropractic treatment. 


Hearing Device Benefit 


We will pay a Hearing Device Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Moderate Loss Of Hearing due to a Covered Accident and not due to the natural aging 


process. 


� A licensed hearing aid specialist, audiologist, or a Diplomate of the American Board of Otolaryngology 


recommends a Hearing Device for a Covered Accident within 365 days of a Covered Accident. 


� A Hearing Device is procured within 365 days of the recommendation. 


We will pay a Hearing Device Benefit once per Covered Accident per insured person. 


Hearing Device means an electronic device worn in or on the ear to help a person who has hearing loss to 


improve one’s ability to hear. 


Moderate Loss Of Hearing means a loss of between 56-70 dB as certified by a licensed hearing aid specialist, 


audiologist, or Diplomate of the American Board of Otolaryngology. 


Prosthesis Benefit 


We will pay a Prosthesis Benefit if you or your Dependent meet all of the following requirements: 


� Sustain Injuries due to a Covered Accident for which you or your Dependent receive one or more 


prosthetic devices or artificial limbs as prescribed by a Physician for functional use. 


� Receive an Accidental Dismemberment Benefit for the same Covered Accident for which the 


prosthetic device or artificial limb replaces.  


� The prosthetic devices or artificial limbs must be prescribed by a Physician and received within 365 


days of the Covered Accident. 


The following are not prosthetic devices or artificial limbs: 


� Hearing Devices. 


� Dental aids (including false teeth). 


� Eyeglasses. 


� Artificial joints (including but not limited to hip and knee replacements). 
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� Cosmetic prosthesis such as hair wigs. 


We will pay a Prosthesis Benefit once per Covered Accident per insured person. 


Therapy Services Benefit 


We will pay a Therapy Services Benefit if you or your Dependent meet all of the following requirements: 


� A Health Care Provider prescribes occupational, speech or physical therapy by a licensed 


Occupational, Speech, or Physical Therapist due to a Covered Accident. 


� Treatment must begin within 365 days of the Covered Accident and must be completed within 365 


days. 


We will pay a Therapy Services Benefit for up to 3 day(s) per Covered Accident per insured person. 


Additional Benefits 


Automobile Accident Benefit 


We will pay an Automobile Accident Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident resulting in Injury or death and for which 


another Accident Insurance Benefit is payable for the same Covered Accident. 


� The driver of that Automobile has a current and valid driver’s license at the time of the Covered 


Accident. 


� The driver is operating that Automobile within the legal speed limit and in compliance with other traffic 


laws in the jurisdiction in which the Covered Accident occurred. 


The Automobile Accident Benefit is payable once per Covered Accident, regardless of the number of insured 


persons traveling in the Automobile. 


Lodging Benefit  


We will pay a Lodging Benefit for the days you or your Dependent meet all of the following requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident and for which another Accident Insurance Benefit is payable. 


� A lodging expense is incurred by you or your Dependent or another person. 


We will pay you a Lodging Benefit for up to 30 days per Covered Accident per insured person.  We will pay a 


total of 90 days during any 365 day period. 


Transportation Benefit  


We will pay a Transportation Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident. 


� Another Accident Insurance Benefit is payable for the same Covered Accident. 


We will pay a Transportation Benefit for up to 30 days per Covered Accident per insured person.  We will pay 


a total of 90 days during any 365 day period.  The Transportation Benefit is not payable for travel in an 


Ambulance. 


Youth Organized Sport Benefit 


We will pay a Youth Organized Sport Benefit if all of the following requirements are met: 


� While your Child is participating in an Organized Sport Event or scheduled practice, the Child suffers 


a Covered Accident and for which another Accident Insurance Benefit is payable for the same 


Covered Accident. 


� Your Child is age 18 or younger. 


� You provide proof of your Child’s registration in the Organized Sport Event. 


� We will pay a Youth Organized Sport Benefit once per Covered Accident per Child. 
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Organized Sport Event means a physical activity which is governed by an organization and requires formal 


registration to participate.  This may include school, church, or other recreational leagues. 


AD&D Benefits 


Accidental Death Benefit 


We will pay an Accidental Death Benefit if you or your Dependent meet all of the following requirements:  


� Death is caused solely and directly by a Covered Accident. 


� The death occurs independently of all other causes. 


� The death occurs within 365 days after the Covered Accident. 


Death will be presumed if you or your Dependent disappear and the disappearance: 


� Is caused solely and directly by a Covered Accident that reasonably could have caused death. 


� Occurs independently of all other causes. 


� Continues for a period of 365 days after the date of the Covered Accident, despite reasonable search 


efforts. 


Accidental Dismemberment Benefit 


We will pay an Accidental Dismemberment Benefit if you or your Dependent meet all of the following 


requirements:  


� As a result of a Covered Accident suffer one of the following dismemberments: 


� One hand and one foot. 


� Both hands or feet. 


� One hand or one foot. 


� One finger or toe. 


� More than one finger or toe. 


With respect to a hand or foot, dismemberment means actual and permanent severance from the 


body at or above the wrist or ankle joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to finger(s), dismemberment means actual and permanent severance from the body 


at or above the metacarpophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to toe(s), dismemberment means actual and permanent severance from the body at 


or above the metatarsophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of fingers of the 


same hand if an Accidental Dismemberment Benefit is payable for the dismemberment of the 


entire hand. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of toes of the same 


foot if an Accidental Dismemberment Benefit is payable for the dismemberment of the entire foot. 


� The dismemberment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one dismemberment as a result of the same Covered 


Accident, we will pay the applicable percentage for each dismemberment as shown in the Table Of Accident 
Insurance Benefit Amounts in the Coverage Features, not to exceed a total of 100% of the Accidental Death 


Benefit amount. 


No Accidental Dismemberment Benefit will be paid for loss of function of a hand or foot if an Accidental 


Impairment Benefit is payable involving the same hand or foot due to the same Covered Accident. 


Accidental Impairment Benefit 
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We will pay an Accidental Impairment Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident suffer one of the following impairments: 


� Uniplegia 


� Hemiplegia 


� Triplegia 


� Paraplegia 


� Quadriplegia 


� Loss Of Hearing (in one or both ears) 


� Loss Of Sight (in one or both eyes) 


� The impairment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one impairment as a result of the same Covered 


Accident, we will pay the stated percentage for each impairment as shown in the Table Of Accident Insurance 


Benefit Amounts in the Coverage Features, not to exceed 100% of the Accidental Death Benefit amount. 


Hemiplegia means the complete and irreversible loss of function or total paralysis of the upper and lower 


Limbs on the same side of the body as confirmed by a Physician who is a board certified neurologist. 


Loss Of Hearing means an entire, uncorrectable and irrecoverable loss of hearing in one or both ears, as 


diagnosed by a Physician who is a board certified Otolaryngologist. 


Loss Of Sight means entire, uncorrectable and irrecoverable loss of sight in one or both eyes, as diagnosed 


by a Physician who is a board certified Ophthalmologist. 


Paraplegia means the complete and irreversible loss of function or total paralysis of both lower Limbs 


confirmed by a Physician who is a board certified neurologist. 


Quadriplegia means the complete and irreversible loss of function or total paralysis of both upper and lower 


Limbs confirmed by a Physician who is a board certified neurologist. 


Triplegia means the complete and irreversible loss of function or total paralysis of three Limbs, or the 


complete and irreversible loss of function or total paralysis of two Limbs and the face confirmed by a 


Physician who is a board certified neurologist. 


Uniplegia means the complete and irreversible loss of function or total paralysis of one Limb confirmed by a 


Physician who is a board certified neurologist. 


Value Added AD&D Benefits 


Air Bag Benefit 


We will pay an Air Bag Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit 


and Seat Belt Benefit is payable for the same Covered Accident. 


� The Automobile is equipped with an Air Bag System that was installed as original equipment by the 


Automobile manufacturer. 


� Seated in the driver’s or a passenger’s seating position intended to be protected by the Air Bag 


System and the respective Air Bag System deployed in the crash as evidenced by a police accident 


report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Air Bag System means an automatically inflatable passive restraint system that is designed to provide 


automatic crash protection in front or side impact Automobile accidents and meets the Federal Vehicle Safety 


Standards of the National Highway Traffic Safety Administration. 


Common Carrier Accidental Death Benefit 
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We will pay a Common Carrier Accidental Death Benefit if you or your Dependent meet all of the following 


requirements:  


� A Covered Accident occurs while riding as a fare-paying passenger on a Common Carrier and for 


which an Accidental Death Benefit is payable for the same Covered Accident. 


� The death occurs within 365 days after the Covered Accident. 


The Common Carrier benefit may be paid in addition to the Accidental Death Benefit. 


Common Carrier means a licensed commercial airplane, train, bus, trolley, subway, ferry or boat that charges 


a fare and operates on a regularly scheduled basis between predetermined points or cities.  Taxis and 


privately chartered airplanes or vehicles are not common carriers. 


Helmet Benefit  


We will pay a Helmet Benefit if you or your Dependent meet all of the following requirements: 


� A Covered Accident occurs while operating or riding a motorcycle or bicycle and for which an 


Accidental Death Benefit is payable for the same Covered Accident. 


� Wearing a Helmet at the time of the Covered Accident as evidenced by a police accident report, 


medical examiner report, or coroner’s report. 


� The operator of the motorcycle has a current and valid driver’s license at the time of the Accident. 


Helmet means protective headgear that meets or exceeds the standards established by the Code of Federal 


Regulations (CFR) in Title 16 Part 1203, Snell Memorial Foundation Standard M-95 or M2000, the American 


National Standards Institute specification Z 90. 1, or the United States Department of Transportation's Federal 


Motor Vehicle Safety Standard No. 218, as amended and updated. 


Repatriation Benefit 


We will pay a Repatriation Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident an Accidental Death Benefit is payable. 


� Death occurs more than 100 miles from the primary place of residence. 


� Expenses are incurred to transport the remains to a mortuary. 


Seat Belt Benefit 


We will pay a Seat Belt Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit is 


payable for the same Covered Accident. 


� Wearing and properly utilizing a Seat Belt System or restrained in a Child Safety Seat at the time of 


the Covered Accident, as evidenced by a police accident report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Child Safety Seat means a removable seat designed to hold a Child while riding in an Automobile and that 


attaches to a standard seat with hooks or straps that meets the Federal Motor Vehicle Safety Standards of 


the National Highway Traffic Safety Administration.  Child Safety Seat includes: rear-facing, forward facing, 


and booster seats. 


Seat Belt System means a properly installed combination lap and shoulder restraint system that meets the 


Federal Motor Vehicle Safety Standards of the National Highway Traffic Safety Administration.  Seat Belt 


System will include a lap belt alone, but only if the Automobile did not have a combination lap and shoulder 


restraint system when manufactured.  Seat Belt System does not include a shoulder restraint alone. 
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EXCLUSIONS  


Benefits are not payable if the Accident is caused or contributed to by any of the following: 


� War or act of War.  War means declared or undeclared war, whether civil or international, insurrection, 


and any substantial armed conflict between organized forces of a military nature. 


� Suicide or other intentionally self-inflicted Injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, act of terrorism, or actively participating in a 


violent disorder or riot.  Actively participating does not include being at the scene of a violent disorder or 


riot while performing official duties. 


� Sickness existing at the time of the Accident, including any medical or surgical treatment or diagnostic 


procedure for a Sickness. 


� Travel or flight in or on any aircraft, except: 


� As a fare-paying passenger on a regularly scheduled commercial flight. 


� As a passenger or pilot in the Policyholder’s or Employer’s aircraft while flying on the Policyholder’s 


or Employer’s business provided: 


� The aircraft has a valid U.S. airworthiness certificate (or foreign equivalent). 


� The pilot has a valid pilot’s certificate with a non-student rating authorizing him or her to fly 


the aircraft. 


� Engaging in high risk sports or activities such as, but not limited to, bungee jumping, parachuting, base 


jumping, mixed martial arts, or mountain climbing. 


� Practicing for, or participating in, any semi-professional or professional competitive athletic contests for 


which any type of compensation or remuneration is received. 


� Routine eye exams and dental procedures other than a crown or extraction for a tooth or teeth as a result 


of a Covered Accident. 


� Riding in or driving any automobile in a race, stunt show, or speed test. 


� Surgery or other procedure which is directed at improving your or your Dependent's appearance, unless 


such surgery or procedure is necessary to correct a deformity or restore bodily function resulting from a 


Covered Accident. 


� Any Accident which arises out of or in the course of your or your Dependent's incarceration in a jail, 


penal, or correctional institution. 
 


ADDITIONAL FEATURES  


Reinstatement  


If your insurance ends, you may become insured again as a new Member.  However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 


90 day(s), the Eligibility Waiting Period will be waived. 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 day(s), your insurance will be for the coverages and amount which you continued 
under the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member.   


In no event will insurance be retroactive. 


Continuity of Coverage 
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Waiver of Active Work Requirement 


If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 


under the Group Policy, you can become insured on the effective date of your Employer’s coverage 


without meeting the Active Work requirement.  See the Active Work Requirement. 


Continuation of Insurance (Portability) for the Member 


     Eligibility for the Member:  


You become eligible to continue your or your Dependent's insurance on the date one of the following 


events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates. 


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 70 or older. 


      Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 


collect premiums.  We must receive your premium from the person designated by the Policyholder to 


collect premiums within 31 day(s) after the date you become eligible.  Your and your Dependent’s 


continued insurance will be the same insurance amounts provided under the Group Policy on the day 


before you become eligible under this Continuation of Insurance (Portability) for the Member 


provision.  You may decrease insurance amounts, but cannot increase the insurance amounts. 


If you have applied and been approved for continuation of insurance under this provision, we must 


receive subsequent premium payments from the person designated by the Policyholder on or before the 


Premium Due Date stated below.  If premium is not paid on or before the Premium Due Date stated 


below it may be paid during the Grace Period stated below.  You and your Dependent’s insurance will 


remain in force during the Grace Period.  You are liable for premium for insurance during the Grace 


Period. 


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date. 


     When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die. 


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of 


Child. 


� The date you reach age 80.  


� The date you are sentenced by a court for any reason to a penal or correctional institution. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 


Spouse. 


� With respect to insurance for your Spouse or Child, the date your Spouse or Child is 


sentenced by a court for any reason to a penal or correctional institution.  


� The date you become insured again as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated.  Except as provided above, 


insurance continued under this provision is subject to all other terms of the Group Policy. 
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CLAIMS 


Filing a Claim 


Claims should be filed on our forms.  If we do not provide our forms within 15 days after they are requested, 


the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 


Proof Of Loss must be provided within 90 days after the date of meeting the requirements for an Accident 


Insurance Benefit.  If that is not possible, it must be provided as soon as reasonably possible, but not later 


than one year after that 90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied.  These limits will not apply while the 


Member or Beneficiary lacks legal capacity. 


Proof Of Loss 


Proof Of Loss means written proof that a Covered Accident occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 


Proof Of Loss includes any other information we may reasonably require in support of a claim.  Proof Of Loss 


must be in writing and must be provided at the expense of the claimant.  No benefits will be paid until we 


receive Proof Of Loss satisfactory to us. 


Investigation of Claim 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 


specialists of our choice.  In case of death, we have the right and opportunity to request an autopsy, except 


where prohibited by law. 


Notice of Decision on Claim 


We will evaluate a claim for benefits promptly after we receive it.  Within 60 days after we receive the claim 


we will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period 


to decide the claim for an additional 60 days. 


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 


extension and (b) when we expect to decide the claim. 


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision. 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 


claim is denied on review. 


 


Review Procedure 


If all or part of a claim is denied, the claimant may request a review.  The claimant must request a review in 


writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim.  The claimant may review 


and receive copies of any non-privileged information that is relevant to the request for review.  There will be 


no charge for such copies.  Our review will include any written comments or other items the claimant submits 


to support the claim. 
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We will review the claim promptly after we receive the request.  With respect to all claims, within 45 days after 


we receive the request for review we will send the claimant: (a) a written decision on review; or (b) a notice 


that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 


the extended time period for review of the claim will not begin until the claimant provides the information or 


otherwise responds. 


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension 


and (b) when we expect to decide the claim on review. 


If we request additional information, the claimant will have 45 days to provide the information.  If the claimant 


does not provide the requested information within 45 days, we may conclude our review of the claim based on 


the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 


documents and records relevant to the claim. 
 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA. 
 


The Group Policy does not provide voluntary alternative dispute resolution options.  However, you may 


contact your local U. S. Department of Labor Office and your State insurance regulatory agency for 


assistance. 


Time of Payment 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Reimbursement 


We reserve  the right to recover any benefits that you your Dependent, a claimant or beneficiary were paid but 


not entitled to under the terms of the Group Policy, state, or federal law. 


You, your Dependent, a claimant, or beneficiary must reimburse us in full.  We will determine the method by 


which repayment is to be paid. 


Unpaid Premium 


Any unpaid premium due for your or your Dependent's insurance under the Group Policy may be recovered 


by us.  Any Accident Insurance Benefits payable to you, your Dependent, a claimant, a beneficiary, or legal 


representative will be applied to reduce the amount of any unpaid premiums prior to paying you, your 


Dependent, a claimant, a beneficiary, or a legal representative. 
 


BENEFIT PAYMENT AND BENEFICIARY PROVISIONS 


Payment of Benefits  
 


Accident Insurance Benefits payable because of your death will be paid to the Beneficiary you name.  See 


Naming a Beneficiary, Simultaneous Death Provision, and No Surviving Beneficiary provisions below. 


Accident Insurance Benefits payable because of the death of your Dependent will be paid to you if you are 


living. Accident Insurance Benefits payable because of the death of your Dependent which are unpaid at your 


death will be paid to your named Beneficiary. 


Except for the Repatriation Benefit, all other Accident Insurance benefits will be paid to you. Any such benefits 
remaining unpaid at your death will be paid according to the Naming a Beneficiary, Simultaneous Death 


Provision, and No Surviving Beneficiary provisions for payment of a death benefit due to your death. The 


Repatriation Benefit will be paid to the person who incurs the transportation expense. 
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Benefits will be paid to you.  Any benefits remaining unpaid at your death will be paid in equal shares to the 


first surviving class of the classes below. 


• Your Spouse. 


• Your children.   


• Your parents. 


• Your brothers and sisters. 


• Your estate. 


Naming a Beneficiary 


Beneficiary means a person you name to receive death benefits. 


If you name two or more Beneficiaries in a class: 


• Two or more surviving Beneficiaries will share equally, unless you or your Spouse provide for unequal 


shares. 


• If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we 


will pay each surviving Beneficiary his or her designated share.  Unless you or your Spouse provided 


otherwise, we will then pay the share(s) otherwise due to any deceased Beneficiary(ies) to the 


surviving Beneficiaries pro rata based on the relationship that the designated percentage or fractional 


share of each surviving Beneficiary bears to the total shares of all surviving Beneficiaries. 


• If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 


You may name or change Beneficiaries at any time without the consent of a Beneficiary. 


Any payment we make according to the Beneficiary designation on file with the Policyholder or Employer or 


their or our designated agents will fully discharge us to the extent of the payment for each line of coverage 


and each death benefit which has been paid. 


You may name or change Beneficiaries in writing.  Writing includes a form signed by you or by your Spouse; 


or a verification from us, or our designated agent, the Policyholder’s designated agent, the Employer, or the 


Employer’s designated agent of an electronic designation made by you or your Spouse. 


Your designation must satisfy all of the following: 


• Be dated.   


• Be delivered to us, our designated agent, the Policyholder, the Policyholder’s designated agent, the 


Employer, or the Employer’s designated agent during your lifetime, or during your Spouse’s lifetime. 


• Relate to the insurance provided under the Group Policy. 


The designation will take effect on the date it is delivered or, if an electronic designation, verified by us, our 


designated agent, the Policyholder, the Policyholder’s designed agent, the Employer, or the Employer’s 


designated agent. 


If we approve it, a designation which meets the requirements of a Prior Plan will be accepted as your or your 


Spouse’s Beneficiary designation under the Group Policy. 


Simultaneous Death Provision 


If a Beneficiary or a person in one of the classes in the No Surviving Beneficiary provision dies on the same 
day you or your Spouse die, or within 15 days thereafter, benefits will be paid as if that Beneficiary or person 
had died before you or your Spouse, unless Proof Of Loss with respect to your and your Spouse’s death is 
delivered to us before the date of the Beneficiary's death. 


No Surviving Beneficiary 


If you do not name a Beneficiary, or if you are not survived by one, benefits will be paid in equal shares to the 
first surviving class below. 


• Your Spouse. 


• Your children.   
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• Your parents. 


• Your brothers and sisters. 


• Your estate. 
 


GENERAL PROVISIONS 


Assignment 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss.  No such 


action may be brought more than three years after the earlier of: 


• The date we receive Proof Of Loss. 


• The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty.  No 


misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


• The insurance would not have been approved if we had known the truth. 


• We have given you or any other person claiming benefits a copy of the signed written instrument 


which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 


misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


• Cause a person to become insured. 


• Invalidate insurance under the Group Policy otherwise validly in force. 


• Continue insurance under the Group Policy otherwise validly terminated. 


Agency  


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent.  Individuals 


selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 


their administrative function under it, represent and act on behalf of the person selecting them, and do not 


represent or act on behalf of us.  The Policyholder and your Employer have no authority to alter, expand or 


extend our liability or to waive, modify or compromise any defense or right we may have under the Group 


Policy. 


Misstatement of Age 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both.  


The adjustment will be based on the following: 


• The amount of insurance based on the correct age. 


• The difference between the premiums paid and the premiums which would have been paid if the age 


had been correctly stated. 
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DEFINITIONS 


Accident or Accidental  


An Injury sustained by you or your Dependent as a result of an event or occurrence that was not reasonably 


foreseen or that you or your Dependent could not have reasonably expected or anticipated. 


Admitted 


A stay at a Hospital or Critical Care Unit for at least 20 consecutive hours for examination by a Physician for 


diagnosis or treatment of a Covered Accident. 


Ambulance (Ground or Air) 


A licensed professional ground or air ambulance company to transport you or your Dependent to a Hospital or 


a Health Service Facility for diagnosis or treatment of a Covered Accident. 


Ambulatory Surgical Center 


A licensed facility that is mainly engaged in performing Outpatient surgery.  An Ambulatory Surgical Center 


must: 


• Be staffed by Physicians and nurses under the supervision of a Physician. 


• Have permanent operating and recovery rooms. 


• Be capable of administering anesthesia by a licensed anesthesiologist or licensed nurse anesthetist. 


• Be staffed and equipped to give emergency care. 


• Have written back-up arrangements with a local Hospital for emergency care. 


Automobile 


A private passenger motor vehicle licensed for use on public roads and highways. 


Calendar Year 


The period from January 1 through December 31 of the same year. 


Child  


Child means one of the following: 


� Your child from live birth until age 26. 


� Your adopted child until age 26. 


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your 


home until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 


continuously incapable of self-sustaining employment because of mental or physical handicap; and 


chiefly dependent upon you for support and maintenance or institutionalized because of mental or 


physical handicap. 


Child does not include a person who is eligible for insurance as a Member.  A Child does not include a full-


time member of the armed forces of any country. 


Confinement or Confined  


You or your Dependent are Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation 


Facility, as an Inpatient for diagnosis and treatment of a Covered Accident for a period of no less than 20 


consecutive hours the first day and overnight for subsequent days.  Hours spent in an emergency room 


immediately prior to being Admitted to a Hospital will count toward the required 20 consecutive hours. 


Covered Accident  
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An Accident that occurs on or after you or your Dependent are insured under the Group Policy and is not 


excluded by name or specific description. 


Critical Care Unit (CCU)  


Critical Care Unit (CCU) means a specified area within a Hospital that is restricted to patients who are 


critically ill or injured and require intensive comprehensive observation and care.  This area must:  


• Be separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient confinement. 


• Be permanently equipped with special lifesaving equipment for the care of the critically ill or injured. 


• Be under close observation by a specially trained nursing staff assigned exclusively to the unit on a 


24-hour basis. 


• Have a Physician assigned on a full-time basis. 


Dependent(s) 


Your Spouse or Child.  


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance.  Your Eligibility Waiting Period is 


shown in the Coverage Features. 


Emergency Room 


A specified area within a Hospital that is staffed and equipped for emergency patient care.  This area must: 


• Be supervised with treatment provided by Physicians. 


• Provide care seven days per week, 24 hours per day. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 


approved in writing by us. 


 


Group Policy  


The Group Accident Insurance Policy issued by us to the Policyholder and identified by the Group Policy 


Number, the Policyholder's attached application, Group Accident Insurance Certificate with the same Group 


Policy Number, and any amendments to the policy or certificates. 


Health Care Provider 


A Physician, Nurse Practitioner, or Physician Assistant. 


Health Service Facility or Facilities 


Health Service Facility or Facilities means one of the following: 


• A Rehabilitation Facility. 


• A nursing or convalescent home. 


• A long term nursing unit or geriatrics ward. 


• A skilled nursing facility. 


• An Ambulatory Surgical Center. 


• An Urgent Care Facility. 


• An assisted living facility. 


• A hospice care facility. 


• Health Care Provider office or clinic. 


Hospital 
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A legally operated facility providing full-time medical care and treatment under the direction of a full-time staff 


of licensed Physicians.  Hospital does not include Health Service Facilities. 


Initial Care 


The first visit for Outpatient medical services.  Initial Care does not include visits for wellness, annual 


physicals, acupuncture, preventative treatment, physical therapy, or for treatments for a chiropractic, allergy 


or immunotherapy, vision, speech, or hearing disorder. 


Injury or Injuries 


An injury to your or your Dependent's body. 


Inpatient 


A person who has been Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation Facility, as 


a registered bed patient for which a charge is incurred for room and board or observation. 


Limb 


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Mental Disorder 


Any mental, emotional, behavioral, psychological, personality, cognitive, mood or stress-related abnormality, 


disorder, disturbance, dysfunction or syndrome, regardless of cause (including any biological or biochemical 


disorder or imbalance of the brain) or the presence of physical symptoms.  Mental Disorder includes, but is 


not limited to, bipolar affective disorder, schizophrenia, psychotic illness, manic depressive illness, depression 


and depressive disorders or anxiety and anxiety disorders. 


Nurse Practitioner (advanced practice registered nurse) 


An individual who is licensed by the state as a nurse practitioner to practice medicine under the supervision of 


a Physician and acting within the scope of the license.  Nurse Practitioner does not include you or your 


Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Occupational Therapist 


An individual who is licensed by the state to practice occupational therapy and performs the occupational 


services acting within the scope of the license.  Occupational Therapist does not include you or your Spouse, 


or an employee partner or owner of the Employer or the brother, sister, parent or child of either you or your 


Spouse. 


Outpatient 


Treatment for which a stay is not required and no charge is incurred for room and board or observation. 


Physician 


An individual who is licensed by the state as an M. D. or D. O. and acting within the scope of the license.  


Physician does not include you or your Spouse, or an employee partner or owner of the Employer or the 


brother, sister, parent or child of either you or your Spouse. 


Physician Assistant  


An individual who is licensed by the state as a physician assistant to practice medicine under the supervision 


of a Physician and acting within the scope of the license.  Physician Assistant does not include you or your 


Spouse, or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Physical Therapist 


An individual who is a licensed physical therapist acting within the scope of the license.  Physical Therapist 


does not include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, 


parent or child of either you or your Spouse. 


Pregnancy 
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Your or your Dependent's pregnancy, childbirth, or related medical conditions, including complications of 


pregnancy.  Pregnancy is treated as a Sickness under the Group Policy. 


Prior Plan 
 


An accident insurance plan which is replaced by coverage under the Group Policy and which is the 


Policyholder’s group accident insurance plan in effect on the day before the effective date of the Group Policy. 
 


Rehabilitation Facility 


A licensed facility that provides skilled care, intermediate care, intermingled care, custodial care or 


rehabilitation care services on an Inpatient basis as an alternative to a Hospital.  Rehabilitation care services 


consist of the combined use of medical, social, educational, and vocational services to enable a patient 


disabled by an Accident to achieve the highest possible functional ability.  Services are provided by or under 


the supervision of an organized staff of Physicians. 


A Rehabilitation Facility does not include: 


• A nursing or convalescent home. 


• A rest home for the aged. 


• A hospice care facility. 


• An assisted living facility. 


• Chemical dependency treatment facility. 


• Mental health treatment facility. 


Sickness  


Your or your Dependent's sickness, illness, or disease.  Sickness includes Mental Disorder, Pregnancy, and 


Substance Abuse. 


Speech Therapist 


An individual who is licensed by the state as a speech-language pathologist and acting within the scope of the 


license.  Speech Therapist does not include you or your Spouse, or an employee partner or owner of the 


Employer or the brother, sister, parent or child of either you or your Spouse. 


Spouse  


     Spouse means: 


� A person to whom you are legally married. 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 


to applicable law.  


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 


domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 


domestic partnerships; or an individual you have identified as a domestic partner under your 


Employer’s domestic partnership policy. 


Spouse does not include a full-time member of the armed forces of any country.  


Substance Abuse 


Alcoholism, drug abuse, misuse of alcohol or any other substance, or taking of drugs unless used or 


consumed according to the directions of a Physician. 


Urgent Care Facility 


A health care facility that is organizationally separate from a Hospital and whose primary purpose is the 


offering and provision of immediate, short term urgent medical care, without an appointment. 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 


required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 


You have the right to examine all Plan documents, including any insurance contracts or collective 


bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.  S. 


Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 


Administration.  These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 


bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 


plan description upon written request to the Plan Administrator.  The Plan Administrator may make a 


reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 


was required to file an annual report.  There will be no charge for the report.  


Right to Review of Denied Claims 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 


this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 


your claim reviewed and reconsidered, all within certain time schedules. 


Obligations of 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 the Plan, called "fiduciaries" of the 


Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


Enforcing ERISA Rights 


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


documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 


suit in a Federal court.  In such a case, the court may require the Plan Administrator to provide the 


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


because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 


or Federal court.  If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 


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


Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal 


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


you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 


frivolous. 


Plan and ERISA Questions 


If you have any questions about the 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 Employee Benefits 
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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, DC 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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STANDARD INSURANCE COMPANY 


A Stock Life Insurance Company 


900 SW Fifth Avenue 


Portland, Oregon  97204-1282 


(503) 321-7000 


GROUP ACCIDENT INSURANCE CERTIFICATE 


AND SUMMARY PLAN DESCRIPTION 


Policyholder: Saltchuk Resources, Inc. 


Employer(s): 
 


Saltchuk Resources, Inc.  


Aloha Air Cargo  


Carlile Transportation Systems, Inc.  


Hawaii Petroleum  


Foss Maritime Company  


North Star Petroleum, Inc.  


Northern Aviation Services, Inc.  


TOTE Maritime Puerto Rico LLC  


TOTE, Inc.  


TOTE Services  


Tropical Shipping USA, LLC  
Group Policy Number: 771022-B 


Group Policy Effective Date: 01/01/2018 


State Of Issue: Washington 
 


The Group Policy has been issued to the Policyholder.  We certify that you will be insured as provided by the 


terms of the Group Policy.  If your insurance is changed by an amendment to the Group Policy, we will provide 


the Policyholder or Employer with a revised Certificate and Summary Plan Description or other notice that will be 


available to you. 


Possession of this Certificate and Summary Plan Description does not necessarily mean you are insured.  You 


are insured only if you meet the requirements set out in this Certificate and Summary Plan Description. 


"You" and "your" mean the Member.  "We", "us" and "our" mean Standard Insurance Company.  Other defined 


terms appear with the initial letters capitalized.  Section and provision headings, and references to them, appear 


in boldface type. 


Your Certificate and Summary Plan Description describes the insurance under the Group Policy.  Please 


read your Certificate carefully. 


THIS CERTIFICATE IS ISSUED UNDER A LIMITED BENEFIT POLICY THAT PROVIDES ACCIDENT 


INSURANCE BENEFITS AND IT DOES NOT PAY BENEFITS FOR LOSS FROM SICKNESS.  THE POLICY 


UNDER WHICH THIS CERTIFICATE IS ISSUED DOES NOT PROVIDE COMPREHENSIVE HEALTH 


INSURANCE COVERAGE.  IT IS NOT INTENDED TO SATISFY THE INDIVIDUAL MANDATE OF THE 


AFFORDABLE CARE ACT (ACA) OR PROVIDE THE MINIMUM ESSENTIAL COVERAGE REQUIRED BY 


THE ACA (OFTEN REFERRED TO AS “MAJOR MEDICAL COVERAGE”). IT DOES NOT PROVIDE 


COVERAGE FOR HOSPITAL, SURGICAL, OR MAJOR MEDICAL EXPENSES. 


THIS CERTIFICATE IS NOT A MEDICARE SUPPLEMENT POLICY.  IF YOU ARE ELIGIBLE FOR MEDICARE, 


REVIEW THE “GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE” AVAILABLE FROM US. 
 


STANDARD INSURANCE COMPANY 


By 
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COVERAGE FEATURES 


Employer(s) 


Saltchuk Resources, Inc.


Aloha Air Cargo


Carlile Transportation Systems, Inc.


Hawaii Petroleum


Foss Maritime Company


North Star Petroleum, Inc. 


Northern Aviation Services, Inc.


TOTE Maritime Puerto Rico LLC


TOTE, Inc. 


TOTE Services


Tropical Shipping USA, LLC


Member 


You are a Member if you are all of the following: 


• A regular employee of Tropical Shipping USA, LLC.


• Actively At Work at least 17 hours each week.


• A citizen or resident of the United States. 


You are not a Member if you are: 


• A temporary or seasonal employee.


• A full time member of the armed forces of any country.


• A leased employee.


• An independent contractor.


NOTE:  You are not eligible to become insured or increase insurance if you are older than age 70. 


Class(es) 


Tropical Shipping USA, LLC Members 


Work (Occupational) Accident Covered:    Yes 


Eligibility Waiting Period   


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


If you become a Member after the Group Policy Effective Date, you are eligible on the first day of the calendar 


month coinciding with or next following 60 day(s) as a Member.  


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 


immediately prior to the date you become a Member. 


Premium Contributions 


For you or your Dependents: Contributory 


Contributory means you pay all or part of the premium for insurance.
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Table Of Accident Insurance Benefit Amounts 
 


 


Emergency Care Benefits   


Air Ambulance Benefit $800  


Blood, Plasma, and Platelets Benefit $300  


Emergency Dental Benefit    


 Crown  $200  


 Extraction $100  


Emergency Room Benefit $150  


Ground Ambulance Benefit $300  


Initial Care Visit Benefit $50  


Major Diagnostic Benefit $200  


Outpatient X-Ray Benefit $50  


Urgent Care Facility Benefit $50  
 


Specific Injury Benefits   


Burn Benefit   


 2
nd


 degree burn less than or equal 
to 15% of body surface 


$200  


 2
nd 


degree burn greater than 15% 
of body surface 


$1,000  


 3
 rd


 degree burn less than or equal 
to 15% of body surface 


$5,000  


 3
rd


 degree burn greater than 15% 
of body surface 


$10,000  


Coma Benefit $7,500 


Concussion Benefit $150 


Dislocation Benefit Non-surgical Surgical 


 Ankle $800 $1,600 


 Collarbone (sternocalvicular) $800 $1,600 


 Collarbone (acromio and 
separation) 


$400 $800 


 Elbow $800 $1,600 


 Finger(s) $150 $300 


 Foot (not including toe(s)) $800 $1,600 


 Hand (not including finger(s)) $800 $1,600 


 Hip $2,500 $5,000 


 Knee (not including kneecap) $900 $1,800 


 Lower jaw $800 $1,600 


 Rib $150 $300 


 Shoulder $800 $1,600 
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 Spine $400 $800 


 Toe(s) $150 $300 


 Wrist $800 $1,600 


 Partial Dislocation 25% of the non-surgical amount payable for the 


specific dislocation amount shown above 


Eye Injury Benefit $200  


Fracture Benefit Non-surgical Surgical 


 Ankle $550 $1,100 


 Arm (elbow to wrist)  $550 $1,100 


 Arm (shoulder to elbow) $550 $1,100 


 Bones of face (other than lower jaw 
or nose) 


$500 $1,000 


 Coccyx $500 $1,000 


 Collarbone $550 $1,100 


 Elbow $550 $1,100 


 Finger(s) $100 $200 


 Foot (not including toe(s)) $550 $1,100 


 Hand (not including finger(s)) $550 $1,100 


 Hip $2,500 $5,000 


 Kneecap $550 $1,100 


 Leg (knee to ankle)  $1,200 $2,400 


 Leg (hip to knee) $2,000 $4,000 


 Lower jaw $550 $1,100 


 Nose $500 $1,000 


 Pelvis $1,200 $2,400 


 Rib $400 $800 


 Shoulder blade $550 $1,100 


 Skull   


      Depressed $4,000 $8,000 


  Non-depressed $1,500 $3,000 


 Sternum $550 $1,100 


 Toe(s) $100 $200 


 Vertebrae $500 $1,000 


 Vertebral Column $1,200 $2,400 


 Wrist $550 $1,100 


 Chip Fracture 25% of the non-surgical amount payable for the 


specific fracture shown above 


Laceration Benefit  


 Less than 2 inches combined $75  
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length for all lacerations 


 2-6 inches combined length for all 


lacerations 
$200  


 Over 6 inches combined length for 


all lacerations 
$500  


Skin Graft Benefit 25% of Burn Benefit 
 


Surgical Benefits  


Abdominal and Thoracic Surgery 


Benefit 


  


 Exploratory surgery (both 


laparoscopic and open) 


$200  


 Laparoscopic surgical repair $750  


 Open surgical repair   $1,500  


Knee Cartilage Benefit  


Exploratory surgery  $200  


One surgical repair  $750  


Ruptured Disc Benefit $750 


Surgical Facility Benefit $150 


Tendon, Ligament, and Rotator Cuff 
Surgery Benefit 


 


Exploratory of any of the above $200 


Repair of one of the above $750 


Repair of more than one of the 


above 


$1,000 


 


Hospital Benefits  


Critical Care Unit Admission Benefit $750 


Daily Critical Care Unit Confinement 


Benefit 


$200 per day 


Daily Hospital Confinement Benefit $200 per day 


Daily Rehabilitation Facility Benefit $100 per day 


Hospital Admission Benefit $1,000 
 


Follow Up Care Benefits  


Appliance Benefit  $100 


Chiropractic Care Benefit $50 per day 


Follow Up Care Benefit  $50 per day 


Hearing Device Benefit $500  


Prosthesis Benefit   


 One Prosthetic $500 
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 More than one Prosthetic $1,000 


Therapy Services Benefit  $50 per day  
 


Additional Benefits  
 


Automobile Accident Benefit $500 
 


Lodging Benefit $175 per day 
 


Transportation Benefit $150 per day 
 


Youth Organized Sports Benefit 25% of total Covered Accident benefits payable for 


Child 
  


Accidental Death and Dismemberment (AD&D) Benefits 


Accidental Death Benefit (AD Benefit) 


 For you: $50,000 


 


 For your Spouse: $25,000 


 


 For your Child(ren): $12,500 


  


Accidental Dismemberment Benefit  


One hand or one foot 15% of AD Benefit  


Both hands or feet 30% of AD Benefit  


One hand and one foot 30% of AD Benefit  


One finger or toe 2% of AD Benefit  


More than one finger or toe 5% of AD Benefit  


Accidental Impairment Benefit 


 Loss Of Hearing  


  One ear 15% of AD Benefit  


  Both ears 30% of AD Benefit  


 Loss Of Sight  


  One eye 15% of AD Benefit  


  Both eyes 30% of AD Benefit  


 Hemiplegia 30% of AD Benefit  


 Paraplegia 30% of AD Benefit  


 Quadriplegia 50% of AD Benefit  


 Triplegia 30% of AD Benefit  


 Uniplegia 15% of AD Benefit  
  


Value Added AD&D Benefits  


Airbag Benefit 10% of AD Benefit  


Common Carrier Accidental Benefit 100% of AD Benefit  


Helmet Benefit 10% of AD Benefit  
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Repatriation Benefit  10% of AD Benefit  


Seat Belt Benefit  10% of AD Benefit  


 


Additional Features  
 


Reinstatement  


Continuity of Coverage 


Continuation of Insurance (Portability) for the Member 
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ERISA SUMMARY PLAN DESCRIPTION INFORMATION 


Name of Plan: Group Accident Insurance 


Name, Address of Plan Sponsor: Saltchuk Resources, Inc.  


 450 Alaskan Way S, Suite 708  


 Seattle, WA 98104 


Plan Sponsor Tax ID Number: 91-1186367 


Plan Number: 507 


Type of Plan: Group Insurance Plan 


Type of Administration: Contract Administration 


Name, Address, Phone 


Number of Plan Administrator: Plan Sponsor 


 206-652-1111 


Name, Address of Registered Agent 


for Service of Legal Process: Saltchuk Resources, Inc. 


If Legal Process Involves Claims 


For Benefits Under The Group 


Policy, Additional Notification of 


Legal Process Must Be Sent To: Standard Insurance Company 


 1100 SW 6th Ave 


 Portland OR 97204-1093 


Sources of Contributions: Member 


Funding Medium: Standard Insurance Company - Fully Insured 


Plan Fiscal Year End: December 31 
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ELIGIBILITY AND ENROLLMENT 


Becoming Insured 


To become insured you must: 


• Be a Member. 


• Complete your Eligibility Waiting Period. 


• Meet the requirements shown in When Your Insurance Becomes Effective and Active Work 


Requirement. 


When Your Insurance Becomes Effective 


The Coverage Features states whether insurance is Contributory or Noncontributory. Subject to the Active 


Work Requirement, your insurance becomes effective as follows: 


  


Contributory Insurance 


You must apply in writing for Contributory insurance and agree to pay premiums. Contributory insurance 


becomes effective on:  


� The date you become eligible if you apply on or before that date. 


� The first day of the calendar month coinciding with or next following the date you apply, if you 
apply after you become eligible.  


 
 


 


Changes in Your Insurance 


Subject to the Active Work Requirement, you may apply in writing for any increase in your insurance. 


Increases become effective the latest of: 


� The first day of the calendar month coinciding with or next following the date you apply for the 


increase. 


� The January 1 next following the open enrollment period.  


 


Decreases become effective on the later of: 


� The first day of the calendar month coinciding with or next following the date of change in your Class. 


� The first day of the calendar month coinciding with or next following the date the Policyholder or 


Employer receives your written request for the decrease. 


 


Active Work Requirement 
 


If you are incapable of Active Work because of Sickness, Injury or Pregnancy on the day before the 


scheduled effective date of your insurance under the Group Policy, your insurance will not become effective 


until the day after you complete 1 full day(s) of Active Work as an eligible Member. 


Active Work and Actively At Work mean performing the material duties of your own occupation at your 


Employer's usual place of business. 


You will also meet the Active Work requirement if you meet all of the requirements shown below: 


� You were absent from Active Work because of a regularly scheduled day off, holiday, or vacation day. 


� You were Actively At Work on your last scheduled work day before the date of your absence. 


� You were capable of Active Work on the day before the scheduled effective date of your insurance. 


When Your Insurance Ends 
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Insurance ends automatically on the earliest of the following: 


� For Contributory insurance, the date you notify your Employer or Policyholder in writing that coverage 


is to be terminated. 


� The date the last period ends for which the premium was paid for your insurance. 


� The date the Group Policy or your Employer's coverage under the Group Policy terminates, unless 
you continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision. 


� The first day of the calendar month following the date your employment terminates, unless you 


continue your insurance under the Continuation of Insurance (Portability) for the Member 


provision.  


� The date you cease to be a Member.  However, if you cease to be a Member because you are not 


working the required minimum number of hours, your insurance will be continued with payment of 


premium: 


�


�


�


During the first 90 day(s) of a temporary or indefinite administrative leave of absence. 


During any other scheduled leave of absence approved by your Employer in advance and in 


writing and lasting not more than 90 day(s). 


During a leave of absence which is required by the federal or a state-mandated family or 


medical leave act or law. 


CHILD INSURANCE 


Eligibility for Child Insurance 


You become eligible to insure your Child(ren) on the later of: 


� The date your insurance becomes effective if you have a Child on that date. 


� The date you first acquire a Child, if you are insured on that date. 


A Member may not be insured as both a Member and a Child.  A Child may not be insured by more than one 


Member. 


For Contributory Child insurance, if you do not have Child insurance at the time you acquire a newborn or 


adopted Child, that Child is automatically insured for 31 days from the moment of birth or placement. 


However, you must apply in writing and pay premium back to the date of birth or placement within 31 days for 


Child insurance to continue.  If your application is received after that 31 days, your automatic Child insurance 


under this provision ends on the first day after the 31 day period.  This provision does not apply to you if you 


have an existing Child and you previously declined to enroll in Child insurance. 


When Child Insurance Becomes Effective 


The Coverage Features states whether your Child insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Child insurance and agree to pay premiums. 


Contributory Child insurance becomes effective on the latest of: 


� The date your insurance becomes effective if you have a Child on that date and you have applied for 


Child insurance. 


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Child. 


Changes in Child Insurance 
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Increases or decreases resulting from changes in your insurance will become effective for the Child on the 


effective date of your change in insurance. 


When Child Insurance Ends   


Your insurance for a Child ends automatically on the earliest of: 


� The date your insurance ends, unless the Child insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date the Child insurance terminates under the Group Policy, unless the Child insurance is 


continued under the Continuation of Insurance (Portability) for the Member provision. 


� The date a Child ceases to meet the definition of Child. 


� The date the last period ends for which the premium was paid for your Child insurance. 


� The date the Group Policy terminates, unless the Child insurance is continued under the 


Continuation of Insurance (Portability) for the Member provision. 


 


 


SPOUSE INSURANCE 


Eligibility for Spouse Insurance 


You become eligible to insure your Spouse on the later of: 


� The date you become eligible for insurance if you have a Spouse on that date. 


� The date you acquire a Spouse, if you are insured on that date. 


A Member may not be insured as both a Member and a Spouse. 


When Spouse Insurance Becomes Effective 
 


The Coverage Features states whether your Spouse insurance is Contributory or Noncontributory. You must 


apply in writing for Contributory Spouse insurance and agree to pay premiums. 


 


 


Contributory Spouse insurance becomes effective on the latest of:  


� The date your insurance becomes effective if you apply on or before that date to insure your Spouse.  


� The first day of the calendar month coinciding with or next following the date you apply to insure your 


Spouse. 


•  


Changes in Spouse Insurance 


Increases or decreases resulting from changes in your insurance will become effective for your Spouse on the 


effective date of your change in insurance. 


When Spouse Insurance Ends 


Your insurance for a Spouse ends automatically on the earliest of: 


� The date your insurance ends, unless Spouse insurance is continued under the Continuation of 


Insurance (Portability) for the Member provision. 


� The date Spouse insurance terminates under the Group Policy.  


� The date a Spouse ceases to meet the definition of Spouse. 


� The date the last period ends for which the premium was paid for your Spouse insurance. 


� The date the Group Policy terminates, unless Spouse insurance is continued under the Continuation 


of Insurance (Portability) for the Member provision. 
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ACCIDENT INSURANCE BENEFITS 


Insuring Clause 
 


If you or your Dependent meet the requirements for Accident Insurance Benefits while insured under the 


Group Policy, we will pay benefits according to the terms of the Group Policy after we receive Proof Of Loss 


satisfactory to us. 


 


Emergency Care Benefits 


Air Ambulance Benefit  


We will pay an Air Ambulance Benefit if you or your Dependent meet all of the following requirements: 


� Transportation via air Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 


We will pay an Air Ambulance Benefit once per Covered Accident per insured person.  A Ground Ambulance 


Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Blood, Plasma, and Platelet Benefit  


We will pay a Blood, Plasma, and Platelet Benefit if you or your Dependent meet all of the following 


requirements: 


� Require a transfusion of blood, plasma, or platelets (including, the administration, cross matching, 


typing, and processing of blood, plasma, or platelets) for a Covered Accident. 


� The transfusion is administered within 365 days of the Covered Accident. 


We will pay a Blood, Plasma, and Platelet Benefit once per Covered Accident per insured person. 


Emergency Dental Benefit  


We will pay an Emergency Dental Benefit if you or your Dependent meet all of the following requirements: 


� Suffer one or more broken teeth as a result of a Covered Accident which is repaired by a Dentist with 


dental crown(s) and/or dental extraction(s). 


� Repair must begin within 365 days of the Covered Accident. 


We will pay an Emergency Dental Benefit for 1 dental crown and 1 dental extraction per Covered Accident per 


insured person, regardless of how many dental crowns and dental extractions occur.  We will not pay for 


routine dental examinations or procedures. 


Dentist means a licensed doctor of dentistry, acting within the scope of the license.  Dentist does not include 


you or your Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of 


either you or your Spouse. 


Emergency Room Benefit 


We will pay an Emergency Room Benefit if you or your Dependent meet all of the following requirements: 


� Visit an Emergency Room for a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Emergency Room Benefit once per Covered Accident per insured person. 


Ground Ambulance Benefit 


We will pay a Ground Ambulance Benefit if you or your Dependent meet all of the following requirements:  


� Transportation via ground Ambulance is for the same Covered Accident for which a Daily Hospital 


Confinement Benefit, Hospital Admission Benefit, or Emergency Room Benefit is payable. 


� Transportation is to a Hospital or Health Service Facility within 365 days of the Covered Accident. 
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We will pay a Ground Ambulance Benefit once per Covered Accident per insured person.  A Ground 


Ambulance Benefit and Air Ambulance Benefit may be payable for the same Covered Accident. 


Initial Care Visit Benefit 


We will pay an Initial Care Visit Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Initial Care due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Initial Care Visit Benefit once per Covered Accident per insured person. 


An Initial Care Visit Benefit is not payable if: 


� Initial Care is rendered in an Urgent Care Facility or Emergency Room and an Urgent Care Benefit or 


Emergency Room Benefit is payable for the same Covered Accident. 


� Initial Care occurs in a Health Care Provider’s office or clinic and a subsequent visit is made for the 


same Covered Accident to an Urgent Care Facility or Emergency Room within 365 days of the Initial 


Care and an Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered 


Accident.  


Major Diagnostic Exam Benefit  


We will pay a Major Diagnostic Exam Benefit if you or your Dependent meet all of the following requirements: 


� Undergo a Major Diagnostic Exam due to a Covered Accident. 


� The Major Diagnostic Exam is performed within 365 days of the Covered Accident. 


Major Diagnostic Exam means:  


� Computerized Tomography (CT) scan. 


� Magnetic Resonance Imaging (MRI). 


� Electroencephalogram (EEG). 


� Magnetic Resonance Angiogram scan (MRA). 


� Positron Emission Tomography (PET). 


� Spectroscopy (SPECT). 


We will pay a Major Diagnostic Exam Benefit once per Covered Accident per insured person, regardless of 


the number of Major Diagnostic Exams. 


Outpatient X-Ray Benefit  


We will pay an Outpatient X-Ray Benefit if you or your Dependent meet all of the following requirements: 


� Undergo an X-ray due to a Covered Accident. 


� An X-ray was performed on an Outpatient basis at a Hospital or Health Service Facility within 365 


days of the Covered Accident.  


We will pay an Outpatient X-Ray Benefit once per Covered Accident per insured person. 


Urgent Care Benefit  


We will pay an Urgent Care Benefit if you or your Dependent meet all of the following requirements:  


� Visit an Urgent Care Facility due to a Covered Accident. 


� The visit is within 365 days of the Covered Accident. 


We will pay an Urgent Care Benefit once per Covered Accident per insured person.  An Urgent Care Benefit 


is not payable if an Emergency Room Benefit is payable for the same Covered Accident. 


Specific Injury Benefits 


Burn Benefit  


We will pay a Burn Benefit if you or your Dependent meet all of the following requirements: 
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� Sustain a second or third degree burn as a result of a Covered Accident. 


� Treated by a Physician within 365 days of the Covered Accident. 


We will pay a Burn Benefit once per Covered Accident per insured person.  If you or your Dependent sustain 


a second degree and third degree burn for the same Covered Accident, we will pay both benefit amounts. 


Coma Benefit  


We will pay a Coma Benefit if you or your Dependent sustain a Coma due to a Covered Accident.  We will 


pay a Coma Benefit once per Covered Accident per insured person. 


Coma means a diagnosis for which there is a profound state of mental unconsciousness from which one 


cannot be aroused and there is no evidence of appropriate response to external stimulation, other than 


primitive avoidance reflexes.  The diagnosis must:  


� Be made by a Physician. 


� Must last for at least 96 consecutive hours resulting in neurological deficit with persisting clinical 


symptoms. 


Coma which is medically induced or coma as a result of Substance Abuse is not included. 


Concussion Benefit  


We will pay a Concussion Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Concussion as a result of a Covered Accident. 


� The diagnosis is made by a Physician within 365 days of the Covered Accident. 


We will pay a Concussion Benefit once per Covered Accident per insured person. 


Concussion means a disruption of brain function resulting from a traumatic blow to the head, neck, or upper 


body. 


Dislocation Benefit  


We will pay a Dislocation Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Dislocation or Partial Dislocation as a result of a Covered Accident and it is diagnosed within 
365 days of the Covered Accident.  


� The Dislocation or Partial Dislocation must require a surgical or nonsurgical procedure by a 
Physician.  


� If a surgical procedure is required, the procedure must begin within 90 days of the Covered Accident. 


We will pay a Dislocation Benefit for each Dislocation and Partial Dislocation per Covered Accident per 


insured person.  


Dislocation or Dislocated means a separation of two bones where they meet at a joint. 


Partial Dislocation means the partial, abnormal separation of the articular surfaces of a joint.  Also, referred to 


as an incomplete dislocation or subluxation. 


Eye Injury Benefit  


We will pay an Eye Injury Benefit if you or your Dependent meet one of the following requirements: 


� Surgical repair of an eye is performed by a Physician due to a Covered Accident within 365 days of a 


Covered Accident.   


� A Physician removes an embedded foreign body from the eye (with or without anesthesia) due to a 


Covered Accident within 365 days of a Covered Accident. 


We will pay an Eye Injury Benefit once per eye per Covered Accident per insured person.  The Eye Injury 


Benefit is not payable solely for an Injury to the eyelid or for an examination of the eye. 


Fracture Benefit  


We will pay a Fracture Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Fracture or Chip Fracture as a result of a Covered Accident and it is diagnosed within 365 
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days of the Covered Accident. 


� The Fracture or Chip Fracture must be corrected by a surgical or nonsurgical procedure by a 


Physician. 


� If a surgical procedure is required, the procedure must begin within 365 days of the Covered 


Accident. 


We will pay a Fracture Benefit for each Fracture and Chip Fracture suffered per Covered Accident per insured 


person. 


Chip Fracture means any small fragmental Fracture, usually one involving a bony process near a joint. 


Fracture means a break in a bone which is confirmed by X-ray or other diagnostic examination. 


Laceration Benefit  


We will pay a Laceration Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Laceration as a result of a Covered Accident and it is treated within 365 days of the Covered 


Accident. 


� A wound closure is performed by a Health Care Provider to repair the Laceration. Wound closure 


includes, but is not limited to: staples, sutures, stitches, glue, or steristrips. 


We will pay a Laceration Benefit once per Covered Accident per insured person. The amount payable is the 


total length of all lacerations received in any one Covered Accident per insured person. 


Laceration means a cut. 


Skin Graft Benefit  


We will pay a Skin Graft Benefit if you or your Dependent meet all of the following requirements: 


� A Burn Benefit is payable for the same Covered Accident. 


� Skin grafting is performed by a Physician to repair the Injury. 


We will pay a Skin Graft Benefit once per Covered Accident per insured person. 


Surgical Benefits 


Abdominal and Thoracic Surgery Benefit 


We will pay an Abdominal and Thoracic Surgery Benefit if you or your Dependent meet all of the following 


requirements: 


� An abdominal or thoracic surgery is performed by a Physician due to Injuries sustained in a Covered 


Accident. 


� The surgery is performed within 365 days of a Covered Accident. 


We will pay an Abdominal and Thoracic Surgery Benefit once per Covered Accident per insured person.  If 


more than one abdominal or thoracic surgery is performed as a result of the same Covered Accident, we will 


pay the benefit for the surgery with the highest payable benefit amount. 


Knee Cartilage Benefit  


We will pay a Knee Cartilage Benefit if you or your Dependent meet one of the following requirements: 


� Undergo exploratory surgery by a Physician for a suspected tear, rupture, or severance of the knee 


cartilage of one or both knees due to a Covered Accident within 365 days after the Covered Accident. 


� Suffer a tear, rupture or severance of the knee cartilage of one or both knees due to a Covered 


Accident with diagnosis within 365 days after the Covered Accident with surgical repair by a 


Physician completed within 365 days of the Covered Accident. 


We will pay a Knee Cartilage Benefit once per Covered Accident per insured person, regardless of whether 


one or both knees require surgical repair.  If exploratory and surgical repair are performed for the same 


Covered Accident, we will pay the surgical repair benefit amount. 


Knee Cartilage means the fibrous cartilage contained in the knee, known as the meniscus. 
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Ruptured Disc Benefit  


We will pay a Ruptured Disc Benefit if you or your Dependent meet all of the following requirements:  


� Suffer at least one ruptured disc in the spinal column as a result of a Covered Accident for which 


surgery is required. 


� The ruptured disc must be treated by a Physician within 365 days of a Covered Accident, with 


completion of the surgery within 365 days of a Covered Accident. 


We will pay a Ruptured Disc Benefit once per Covered Accident per insured person, regardless of the number 


of discs ruptured. 


Surgical Facility Benefit  


We will pay a Surgical Facility Benefit if you or your Dependent meet all of the following requirements: 


� Surgery is performed by a Physician for a Covered Accident. 


� Surgery for a Covered Accident is performed on an Outpatient basis at a Hospital or an Ambulatory 


Surgical Center. 


� Surgery is within 365 days of the Covered Accident. 


We will pay a Surgical Facility Benefit once per Covered Accident per insured person. 


Tendon, Ligament, and Rotator Cuff Surgery Benefit  


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit if you or your Dependent meet one of 


following requirements:  


� Undergo exploratory surgery by a Physician for an Injury of the tendon, ligament, or rotator cuff due to 


a Covered Accident within 365 days of the Covered Accident. 


� Suffer an Injury of the tendon, ligament, or rotator cuff due to a Covered Accident with diagnosis 


within 365 days after the Covered Accident with surgical repair by a Physician completed within 365 


days of the Covered Accident. 


We will pay a Tendon, Ligament, and Rotator Cuff Surgery Benefit once per Covered Accident per insured 


person.  If we pay for one surgical repair and a second surgical repair is required for the same Covered 


Accident and the requirements above are met, we will pay the difference between the amount already paid for 


the first surgical repair and the amount due for the second surgical repair. If an exploratory and surgical repair 


are performed for the same Covered Accident, we will pay the surgical repair amount. 


Hospital Benefits 


Critical Care Unit Admission Benefit  


We will pay a Critical Care Unit Admission Benefit if you or your Dependent meet all of the following 


requirements: 


� Admitted by a Physician to a Critical Care Unit due to a Covered Accident. 


� Admission occurs within 365 days of a Covered Accident for diagnosis or treatment of Injuries 


sustained in a Covered Accident. 


We will pay a Critical Care Unit Admission Benefit once per Covered Accident per insured person, regardless 


of the number of days Confined in the Critical Care Unit.  The Critical Care Unit Admission Benefit may be 


paid in addition to the Hospital Admission Benefit. 


Daily Critical Care Unit Confinement Benefit 


We will pay a Daily Critical Care Unit Confinement Benefit for the days you or your Dependent meet all of the 


following requirements: 


� Confined to a Critical Care Unit of a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of a Covered Accident. 
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We will pay a Daily Critical Care Unit Confinement Benefit for up to 15 days per Covered Accident per insured 


person. A Daily Critical Care Unit Confinement Benefit may be paid in addition to a Daily Hospital 


Confinement Benefit. 


Only one Daily Critical Care Unit Confinement Benefit is payable at a time, even if Confinement is caused by 


more than one Covered Accident. 


Daily Hospital Confinement Benefit  


We will pay a Daily Hospital Confinement Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Confined to a Hospital due to a Covered Accident. 


� Confinement occurs within 365 days of the Covered Accident. 


We will pay a Daily Hospital Confinement Benefit for up to 365 days per Covered Accident per insured 


person. 


Only one Daily Hospital Confinement Benefit is payable at a time, even if Confinement is caused by more 


than one Covered Accident. 


Daily Rehabilitation Facility Benefit  


We will pay a Daily Rehabilitation Facility Benefit for the days you or your Dependent meet all of the following 


requirements: 


� A Physician prescribes Confinement in a Rehabilitation Facility providing rehabilitation care services 


due to a Covered Accident. 


� Confinement in the Rehabilitation Facility immediately follows a Confinement in a Hospital due to a 


Covered Accident. 


We will pay a Daily Rehabilitation Facility Benefit for up to 90 days per Covered Accident per insured person.  


A Daily Rehabilitation Facility Benefit is not payable if a Daily Hospital Confinement Benefit or Daily Critical 


Care Unit Benefit is payable for the same days of the same Covered Accident. 


Only one Daily Rehabilitation Facility Benefit is payable at a time, even if Confinement is caused by more than 


one Covered Accident. 


Hospital Admission Benefit  


We will pay a Hospital Admission Benefit if you or your Dependent meet all of the following requirements: 


� Admitted by a Physician to a Hospital due to a Covered Accident. 


� Admission occurs within 365 days of the Covered Accident. 


We will pay a Hospital Admission Benefit once per Covered Accident per insured person, regardless of the 


number of days Confined in a Hospital.  The Hospital Admission Benefit may be paid in addition to the Critical 


Care Unit Admission Benefit. 


Follow Up Care Benefits 


Appliance Benefit  


We will pay an Appliance Benefit if you or your Dependent meet all of the following requirements: 


� Use an Appliance as prescribed by a Physician, Physical Therapist, or Occupational Therapist as 


necessary due to an Injury sustained in a Covered Accident. 


� Use of the Appliance is within 365 days of the Covered Accident. 


We will pay an Appliance Benefit for 1 Appliance per Covered Accident per insured person. 


Appliance means a wheelchair, leg or back brace, crutches, walker, cane, a walking boot that extends above 


the ankle, or a brace for the neck. 


Chiropractic Care Benefit 


We will pay a Chiropractic Care Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a structural imbalance as a result of a Covered Accident and receive chiropractic care services 
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from a Chiropractor in a chiropractic office. 


� Visit the Chiropractor within 365 days of the Covered Accident and receive initial treatment within 365 


days of a Covered Accident, with completion of the follow up treatment within 365 days of the 


Covered Accident. 


We will pay a Chiropractic Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


Chiropractor means an individual who has obtained a professional degree in chiropractic care, is licensed by 


the state and performs chiropractic services acting within the scope of the license.  Chiropractor does not 


include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, parent or 


child of either you or your Spouse. 


Follow Up Care Benefit  


We will pay a Follow Up Care Benefit if you or your Dependent meet all of the following requirements: 


� Visit a Health Care Provider for Follow Up Care of a Covered Accident. 


� The Follow Up Care occurs within 365 days after Initial Care for the same Covered Accident, 
with completion of the Follow Up Care within 365 days of the Initial Care. 


We will pay a Follow Up Care Benefit for up to 2 day(s) per Covered Accident per insured person. 


A Follow Up Care Benefit is not payable if Follow Up Care is rendered in a Urgent Care Facility or Emergency 


Room and a Urgent Care Benefit or Emergency Room Benefit is payable for the same Covered Accident. 


Follow Up Care means a visit to a Health Care Provider for ongoing medical services due to a Covered 


Accident.  Follow Up Care does not include occupational therapy, speech therapy, physical therapy, or 


chiropractic treatment. 


Hearing Device Benefit 


We will pay a Hearing Device Benefit if you or your Dependent meet all of the following requirements: 


� Suffer a Moderate Loss Of Hearing due to a Covered Accident and not due to the natural aging 


process. 


� A licensed hearing aid specialist, audiologist, or a Diplomate of the American Board of Otolaryngology 


recommends a Hearing Device for a Covered Accident within 365 days of a Covered Accident. 


� A Hearing Device is procured within 365 days of the recommendation. 


We will pay a Hearing Device Benefit once per Covered Accident per insured person. 


Hearing Device means an electronic device worn in or on the ear to help a person who has hearing loss to 


improve one’s ability to hear. 


Moderate Loss Of Hearing means a loss of between 56-70 dB as certified by a licensed hearing aid specialist, 


audiologist, or Diplomate of the American Board of Otolaryngology. 


Prosthesis Benefit 


We will pay a Prosthesis Benefit if you or your Dependent meet all of the following requirements: 


� Sustain Injuries due to a Covered Accident for which you or your Dependent receive one or more 


prosthetic devices or artificial limbs as prescribed by a Physician for functional use. 


� Receive an Accidental Dismemberment Benefit for the same Covered Accident for which the 


prosthetic device or artificial limb replaces.  


� The prosthetic devices or artificial limbs must be prescribed by a Physician and received within 365 


days of the Covered Accident. 


The following are not prosthetic devices or artificial limbs: 


� Hearing Devices. 


� Dental aids (including false teeth). 


� Eyeglasses. 


� Artificial joints (including but not limited to hip and knee replacements). 
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� Cosmetic prosthesis such as hair wigs. 


We will pay a Prosthesis Benefit once per Covered Accident per insured person. 


Therapy Services Benefit 


We will pay a Therapy Services Benefit if you or your Dependent meet all of the following requirements: 


� A Health Care Provider prescribes occupational, speech or physical therapy by a licensed 


Occupational, Speech, or Physical Therapist due to a Covered Accident. 


� Treatment must begin within 365 days of the Covered Accident and must be completed within 365 


days. 


We will pay a Therapy Services Benefit for up to 3 day(s) per Covered Accident per insured person. 


Additional Benefits 


Automobile Accident Benefit 


We will pay an Automobile Accident Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident resulting in Injury or death and for which 


another Accident Insurance Benefit is payable for the same Covered Accident. 


� The driver of that Automobile has a current and valid driver’s license at the time of the Covered 


Accident. 


� The driver is operating that Automobile within the legal speed limit and in compliance with other traffic 


laws in the jurisdiction in which the Covered Accident occurred. 


The Automobile Accident Benefit is payable once per Covered Accident, regardless of the number of insured 


persons traveling in the Automobile. 


Lodging Benefit  


We will pay a Lodging Benefit for the days you or your Dependent meet all of the following requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident and for which another Accident Insurance Benefit is payable. 


� A lodging expense is incurred by you or your Dependent or another person. 


We will pay you a Lodging Benefit for up to 30 days per Covered Accident per insured person.  We will pay a 


total of 90 days during any 365 day period. 


Transportation Benefit  


We will pay a Transportation Benefit for the days you or your Dependent meet all of the following 


requirements: 


� Travel at least 100 miles from your or your Dependent's residence to a place for treatment due to a 


Covered Accident. 


� Another Accident Insurance Benefit is payable for the same Covered Accident. 


We will pay a Transportation Benefit for up to 30 days per Covered Accident per insured person.  We will pay 


a total of 90 days during any 365 day period.  The Transportation Benefit is not payable for travel in an 


Ambulance. 


Youth Organized Sport Benefit 


We will pay a Youth Organized Sport Benefit if all of the following requirements are met: 


� While your Child is participating in an Organized Sport Event or scheduled practice, the Child suffers 


a Covered Accident and for which another Accident Insurance Benefit is payable for the same 


Covered Accident. 


� Your Child is age 18 or younger. 


� You provide proof of your Child’s registration in the Organized Sport Event. 


� We will pay a Youth Organized Sport Benefit once per Covered Accident per Child. 
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Organized Sport Event means a physical activity which is governed by an organization and requires formal 


registration to participate.  This may include school, church, or other recreational leagues. 


AD&D Benefits 


Accidental Death Benefit 


We will pay an Accidental Death Benefit if you or your Dependent meet all of the following requirements:  


� Death is caused solely and directly by a Covered Accident. 


� The death occurs independently of all other causes. 


� The death occurs within 365 days after the Covered Accident. 


Death will be presumed if you or your Dependent disappear and the disappearance: 


� Is caused solely and directly by a Covered Accident that reasonably could have caused death. 


� Occurs independently of all other causes. 


� Continues for a period of 365 days after the date of the Covered Accident, despite reasonable search 


efforts. 


Accidental Dismemberment Benefit 


We will pay an Accidental Dismemberment Benefit if you or your Dependent meet all of the following 


requirements:  


� As a result of a Covered Accident suffer one of the following dismemberments: 


� One hand and one foot. 


� Both hands or feet. 


� One hand or one foot. 


� One finger or toe. 


� More than one finger or toe. 


With respect to a hand or foot, dismemberment means actual and permanent severance from the 


body at or above the wrist or ankle joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to finger(s), dismemberment means actual and permanent severance from the body 


at or above the metacarpophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


With respect to toe(s), dismemberment means actual and permanent severance from the body at 


or above the metatarsophalangeal joints, whether or not surgically reattached; or permanent, 


complete and irreversible loss of function. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of fingers of the 


same hand if an Accidental Dismemberment Benefit is payable for the dismemberment of the 


entire hand. 


An Accidental Dismemberment Benefit is not payable for the dismemberment of toes of the same 


foot if an Accidental Dismemberment Benefit is payable for the dismemberment of the entire foot. 


� The dismemberment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one dismemberment as a result of the same Covered 


Accident, we will pay the applicable percentage for each dismemberment as shown in the Table Of Accident 
Insurance Benefit Amounts in the Coverage Features, not to exceed a total of 100% of the Accidental Death 


Benefit amount. 


No Accidental Dismemberment Benefit will be paid for loss of function of a hand or foot if an Accidental 


Impairment Benefit is payable involving the same hand or foot due to the same Covered Accident. 


Accidental Impairment Benefit 
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We will pay an Accidental Impairment Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident suffer one of the following impairments: 


� Uniplegia 


� Hemiplegia 


� Triplegia 


� Paraplegia 


� Quadriplegia 


� Loss Of Hearing (in one or both ears) 


� Loss Of Sight (in one or both eyes) 


� The impairment occurs within 365 days of the Covered Accident. 


In the event you or your Dependent suffer more than one impairment as a result of the same Covered 


Accident, we will pay the stated percentage for each impairment as shown in the Table Of Accident Insurance 


Benefit Amounts in the Coverage Features, not to exceed 100% of the Accidental Death Benefit amount. 


Hemiplegia means the complete and irreversible loss of function or total paralysis of the upper and lower 


Limbs on the same side of the body as confirmed by a Physician who is a board certified neurologist. 


Loss Of Hearing means an entire, uncorrectable and irrecoverable loss of hearing in one or both ears, as 


diagnosed by a Physician who is a board certified Otolaryngologist. 


Loss Of Sight means entire, uncorrectable and irrecoverable loss of sight in one or both eyes, as diagnosed 


by a Physician who is a board certified Ophthalmologist. 


Paraplegia means the complete and irreversible loss of function or total paralysis of both lower Limbs 


confirmed by a Physician who is a board certified neurologist. 


Quadriplegia means the complete and irreversible loss of function or total paralysis of both upper and lower 


Limbs confirmed by a Physician who is a board certified neurologist. 


Triplegia means the complete and irreversible loss of function or total paralysis of three Limbs, or the 


complete and irreversible loss of function or total paralysis of two Limbs and the face confirmed by a 


Physician who is a board certified neurologist. 


Uniplegia means the complete and irreversible loss of function or total paralysis of one Limb confirmed by a 


Physician who is a board certified neurologist. 


Value Added AD&D Benefits 


Air Bag Benefit 


We will pay an Air Bag Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit 


and Seat Belt Benefit is payable for the same Covered Accident. 


� The Automobile is equipped with an Air Bag System that was installed as original equipment by the 


Automobile manufacturer. 


� Seated in the driver’s or a passenger’s seating position intended to be protected by the Air Bag 


System and the respective Air Bag System deployed in the crash as evidenced by a police accident 


report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Air Bag System means an automatically inflatable passive restraint system that is designed to provide 


automatic crash protection in front or side impact Automobile accidents and meets the Federal Vehicle Safety 


Standards of the National Highway Traffic Safety Administration. 


Common Carrier Accidental Death Benefit 
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We will pay a Common Carrier Accidental Death Benefit if you or your Dependent meet all of the following 


requirements:  


� A Covered Accident occurs while riding as a fare-paying passenger on a Common Carrier and for 


which an Accidental Death Benefit is payable for the same Covered Accident. 


� The death occurs within 365 days after the Covered Accident. 


The Common Carrier benefit may be paid in addition to the Accidental Death Benefit. 


Common Carrier means a licensed commercial airplane, train, bus, trolley, subway, ferry or boat that charges 


a fare and operates on a regularly scheduled basis between predetermined points or cities.  Taxis and 


privately chartered airplanes or vehicles are not common carriers. 


Helmet Benefit  


We will pay a Helmet Benefit if you or your Dependent meet all of the following requirements: 


� A Covered Accident occurs while operating or riding a motorcycle or bicycle and for which an 


Accidental Death Benefit is payable for the same Covered Accident. 


� Wearing a Helmet at the time of the Covered Accident as evidenced by a police accident report, 


medical examiner report, or coroner’s report. 


� The operator of the motorcycle has a current and valid driver’s license at the time of the Accident. 


Helmet means protective headgear that meets or exceeds the standards established by the Code of Federal 


Regulations (CFR) in Title 16 Part 1203, Snell Memorial Foundation Standard M-95 or M2000, the American 


National Standards Institute specification Z 90. 1, or the United States Department of Transportation's Federal 


Motor Vehicle Safety Standard No. 218, as amended and updated. 


Repatriation Benefit 


We will pay a Repatriation Benefit if you or your Dependent meet all of the following requirements:  


� As a result of a Covered Accident an Accidental Death Benefit is payable. 


� Death occurs more than 100 miles from the primary place of residence. 


� Expenses are incurred to transport the remains to a mortuary. 


Seat Belt Benefit 


We will pay a Seat Belt Benefit if you or your Dependent meet all of the following requirements: 


� Travel in an Automobile involved in a Covered Accident and for which an Accidental Death Benefit is 


payable for the same Covered Accident. 


� Wearing and properly utilizing a Seat Belt System or restrained in a Child Safety Seat at the time of 


the Covered Accident, as evidenced by a police accident report. 


� The driver of the Automobile in which you or your Dependent were riding has a current and valid 


driver’s license at the time of the Covered Accident. 


Child Safety Seat means a removable seat designed to hold a Child while riding in an Automobile and that 


attaches to a standard seat with hooks or straps that meets the Federal Motor Vehicle Safety Standards of 


the National Highway Traffic Safety Administration.  Child Safety Seat includes: rear-facing, forward facing, 


and booster seats. 


Seat Belt System means a properly installed combination lap and shoulder restraint system that meets the 


Federal Motor Vehicle Safety Standards of the National Highway Traffic Safety Administration.  Seat Belt 


System will include a lap belt alone, but only if the Automobile did not have a combination lap and shoulder 


restraint system when manufactured.  Seat Belt System does not include a shoulder restraint alone. 
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EXCLUSIONS  


Benefits are not payable if the Accident is caused or contributed to by any of the following: 


� War or act of War.  War means declared or undeclared war, whether civil or international, insurrection, 


and any substantial armed conflict between organized forces of a military nature. 


� Suicide or other intentionally self-inflicted Injury, while sane or insane. 


� Committing or attempting to commit an assault, felony, act of terrorism, or actively participating in a 


violent disorder or riot.  Actively participating does not include being at the scene of a violent disorder or 


riot while performing official duties. 


� Sickness existing at the time of the Accident, including any medical or surgical treatment or diagnostic 


procedure for a Sickness. 


� Travel or flight in or on any aircraft, except: 


� As a fare-paying passenger on a regularly scheduled commercial flight. 


� As a passenger or pilot in the Policyholder’s or Employer’s aircraft while flying on the Policyholder’s 


or Employer’s business provided: 


� The aircraft has a valid U.S. airworthiness certificate (or foreign equivalent). 


� The pilot has a valid pilot’s certificate with a non-student rating authorizing him or her to fly 


the aircraft. 


� Engaging in high risk sports or activities such as, but not limited to, bungee jumping, parachuting, base 


jumping, mixed martial arts, or mountain climbing. 


� Practicing for, or participating in, any semi-professional or professional competitive athletic contests for 


which any type of compensation or remuneration is received. 


� Routine eye exams and dental procedures other than a crown or extraction for a tooth or teeth as a result 


of a Covered Accident. 


� Riding in or driving any automobile in a race, stunt show, or speed test. 


� Surgery or other procedure which is directed at improving your or your Dependent's appearance, unless 


such surgery or procedure is necessary to correct a deformity or restore bodily function resulting from a 


Covered Accident. 


� Any Accident which arises out of or in the course of your or your Dependent's incarceration in a jail, 


penal, or correctional institution. 
 


ADDITIONAL FEATURES  


Reinstatement  


If your insurance ends, you may become insured again as a new Member.  However, the following will apply: 


� If your insurance ends because you cease to be a Member and if you become a Member again within 


90 day(s), the Eligibility Waiting Period will be waived. 


� If you ceased to be a Member under the Group Policy and continued insurance under the 
Continuation of Insurance (Portability) for the Member provision and you become a Member 
again within 90 day(s), your insurance will be for the coverages and amount which you continued 
under the Continuation of Insurance (Portability) for the Member provision on the day before you 
become a new Member.   


In no event will insurance be retroactive. 


Continuity of Coverage 







 


GC0614-ACC - 23 - 771022-B  


Waiver of Active Work Requirement 


If you were insured under the Prior Plan on the day before the effective date of the Employer’s coverage 


under the Group Policy, you can become insured on the effective date of your Employer’s coverage 


without meeting the Active Work requirement.  See the Active Work Requirement. 


Continuation of Insurance (Portability) for the Member 


     Eligibility for the Member:  


You become eligible to continue your or your Dependent's insurance on the date one of the following 


events occurs: 


� Your employment terminates with your Employer. 


� The Group Policy terminates. 


� Your insurance ends because you are no longer a Member. 


You are not eligible to continue insurance under this provision if: 


� You are disabled. 


� You are age 70 or older. 


      Application, Amount of Insurance, and Premium Payment 


You must apply in writing and pay the first premium to the person designated by the Policyholder to 


collect premiums.  We must receive your premium from the person designated by the Policyholder to 


collect premiums within 31 day(s) after the date you become eligible.  Your and your Dependent’s 


continued insurance will be the same insurance amounts provided under the Group Policy on the day 


before you become eligible under this Continuation of Insurance (Portability) for the Member 


provision.  You may decrease insurance amounts, but cannot increase the insurance amounts. 


If you have applied and been approved for continuation of insurance under this provision, we must 


receive subsequent premium payments from the person designated by the Policyholder on or before the 


Premium Due Date stated below.  If premium is not paid on or before the Premium Due Date stated 


below it may be paid during the Grace Period stated below.  You and your Dependent’s insurance will 


remain in force during the Grace Period.  You are liable for premium for insurance during the Grace 


Period. 


The Premium Due Date is the first day of each calendar month. 


The Grace Period is 60 days from the Premium Due Date. 


     When Insurance Ends 


Insurance continued under this provision ends automatically on the earliest of: 


� The date the last period ends for which you made the premium payment. 


� The date you die. 


� The date you become a full-time member of the armed forces of any country. 


� With respect to your Child’s insurance, the date the Child ceases to meet the definition of 


Child. 


� The date you reach age 80.  


� The date you are sentenced by a court for any reason to a penal or correctional institution. 


� With respect to your Spouse’s insurance, the date the Spouse ceases to meet the definition of 


Spouse. 


� With respect to insurance for your Spouse or Child, the date your Spouse or Child is 


sentenced by a court for any reason to a penal or correctional institution.  


� The date you become insured again as a Member under the Group Policy. 


Once insurance continued under this provision ends it cannot be reinstated.  Except as provided above, 


insurance continued under this provision is subject to all other terms of the Group Policy. 
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CLAIMS 


Filing a Claim 


Claims should be filed on our forms.  If we do not provide our forms within 15 days after they are requested, 


the claim may be submitted in a letter to us. 


Time Limits on Filing Proof Of Loss 


Proof Of Loss must be provided within 90 days after the date of meeting the requirements for an Accident 


Insurance Benefit.  If that is not possible, it must be provided as soon as reasonably possible, but not later 


than one year after that 90-day period. 


If Proof Of Loss is filed outside these time limits, the claim will be denied.  These limits will not apply while the 


Member or Beneficiary lacks legal capacity. 


Proof Of Loss 


Proof Of Loss means written proof that a Covered Accident occurred: 


� For which the Group Policy provides benefits. 


� Which is not subject to any exclusions. 


� Which meets all other conditions for benefits. 


Proof Of Loss includes any other information we may reasonably require in support of a claim.  Proof Of Loss 


must be in writing and must be provided at the expense of the claimant.  No benefits will be paid until we 


receive Proof Of Loss satisfactory to us. 


Investigation of Claim 


We reserve the right to investigate a claim at any time at our expense, including an examination conducted by 


specialists of our choice.  In case of death, we have the right and opportunity to request an autopsy, except 


where prohibited by law. 


Notice of Decision on Claim 


We will evaluate a claim for benefits promptly after we receive it.  Within 60 days after we receive the claim 


we will send the claimant: (a) a written decision on the claim; or (b) a notice that we are extending the period 


to decide the claim for an additional 60 days. 


If we extend the period to decide the claim, we will notify the claimant of the following: (a) the reasons for the 


extension and (b) when we expect to decide the claim. 


If we deny any part of the claim, we will send the claimant a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� A description of any additional information needed to support the claim. 


� Information concerning the claimant's right to a review of our decision. 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA if the 


claim is denied on review. 


 


Review Procedure 


If all or part of a claim is denied, the claimant may request a review.  The claimant must request a review in 


writing within 60 days after receiving notice of the denial of the claim. 


The claimant may send us written comments or other items to support the claim.  The claimant may review 


and receive copies of any non-privileged information that is relevant to the request for review.  There will be 


no charge for such copies.  Our review will include any written comments or other items the claimant submits 


to support the claim. 
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We will review the claim promptly after we receive the request.  With respect to all claims, within 45 days after 


we receive the request for review we will send the claimant: (a) a written decision on review; or (b) a notice 


that we are extending the review period for 45 days.  


If an extension is due to the claimant's failure to provide information necessary to decide the claim on review, 


the extended time period for review of the claim will not begin until the claimant provides the information or 


otherwise responds. 


If we extend the review period, we will notify the claimant of the following: (a) the reasons for the extension 


and (b) when we expect to decide the claim on review. 


If we request additional information, the claimant will have 45 days to provide the information.  If the claimant 


does not provide the requested information within 45 days, we may conclude our review of the claim based on 


the information we have received.  


If we deny any part of the claim on review, the claimant will receive a written notice of denial containing: 


� The reasons for our decision. 


� Reference to the parts of the Group Policy on which our decision is based. 


� Information concerning the claimant's right to receive, free of charge, copies of non-privileged 


documents and records relevant to the claim. 
 


� Information concerning the right to bring a civil action for benefits under section 502(a) of ERISA. 
 


The Group Policy does not provide voluntary alternative dispute resolution options.  However, you may 


contact your local U. S. Department of Labor Office and your State insurance regulatory agency for 


assistance. 


Time of Payment 


We will pay benefits within 30 days after Proof Of Loss is satisfied. 


Reimbursement 


We reserve  the right to recover any benefits that you your Dependent, a claimant or beneficiary were paid but 


not entitled to under the terms of the Group Policy, state, or federal law. 


You, your Dependent, a claimant, or beneficiary must reimburse us in full.  We will determine the method by 


which repayment is to be paid. 


Unpaid Premium 


Any unpaid premium due for your or your Dependent's insurance under the Group Policy may be recovered 


by us.  Any Accident Insurance Benefits payable to you, your Dependent, a claimant, a beneficiary, or legal 


representative will be applied to reduce the amount of any unpaid premiums prior to paying you, your 


Dependent, a claimant, a beneficiary, or a legal representative. 
 


BENEFIT PAYMENT AND BENEFICIARY PROVISIONS 


Payment of Benefits  
 


Accident Insurance Benefits payable because of your death will be paid to the Beneficiary you name.  See 


Naming a Beneficiary, Simultaneous Death Provision, and No Surviving Beneficiary provisions below. 


Accident Insurance Benefits payable because of the death of your Dependent will be paid to you if you are 


living. Accident Insurance Benefits payable because of the death of your Dependent which are unpaid at your 


death will be paid to your named Beneficiary. 


Except for the Repatriation Benefit, all other Accident Insurance benefits will be paid to you. Any such benefits 
remaining unpaid at your death will be paid according to the Naming a Beneficiary, Simultaneous Death 


Provision, and No Surviving Beneficiary provisions for payment of a death benefit due to your death. The 


Repatriation Benefit will be paid to the person who incurs the transportation expense. 
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Benefits will be paid to you.  Any benefits remaining unpaid at your death will be paid in equal shares to the 


first surviving class of the classes below. 


• Your Spouse. 


• Your children.   


• Your parents. 


• Your brothers and sisters. 


• Your estate. 


Naming a Beneficiary 


Beneficiary means a person you name to receive death benefits. 


If you name two or more Beneficiaries in a class: 


• Two or more surviving Beneficiaries will share equally, unless you or your Spouse provide for unequal 


shares. 


• If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we 


will pay each surviving Beneficiary his or her designated share.  Unless you or your Spouse provided 


otherwise, we will then pay the share(s) otherwise due to any deceased Beneficiary(ies) to the 


surviving Beneficiaries pro rata based on the relationship that the designated percentage or fractional 


share of each surviving Beneficiary bears to the total shares of all surviving Beneficiaries. 


• If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 


You may name or change Beneficiaries at any time without the consent of a Beneficiary. 


Any payment we make according to the Beneficiary designation on file with the Policyholder or Employer or 


their or our designated agents will fully discharge us to the extent of the payment for each line of coverage 


and each death benefit which has been paid. 


You may name or change Beneficiaries in writing.  Writing includes a form signed by you or by your Spouse; 


or a verification from us, or our designated agent, the Policyholder’s designated agent, the Employer, or the 


Employer’s designated agent of an electronic designation made by you or your Spouse. 


Your designation must satisfy all of the following: 


• Be dated.   


• Be delivered to us, our designated agent, the Policyholder, the Policyholder’s designated agent, the 


Employer, or the Employer’s designated agent during your lifetime, or during your Spouse’s lifetime. 


• Relate to the insurance provided under the Group Policy. 


The designation will take effect on the date it is delivered or, if an electronic designation, verified by us, our 


designated agent, the Policyholder, the Policyholder’s designed agent, the Employer, or the Employer’s 


designated agent. 


If we approve it, a designation which meets the requirements of a Prior Plan will be accepted as your or your 


Spouse’s Beneficiary designation under the Group Policy. 


Simultaneous Death Provision 


If a Beneficiary or a person in one of the classes in the No Surviving Beneficiary provision dies on the same 
day you or your Spouse die, or within 15 days thereafter, benefits will be paid as if that Beneficiary or person 
had died before you or your Spouse, unless Proof Of Loss with respect to your and your Spouse’s death is 
delivered to us before the date of the Beneficiary's death. 


No Surviving Beneficiary 


If you do not name a Beneficiary, or if you are not survived by one, benefits will be paid in equal shares to the 
first surviving class below. 


• Your Spouse. 


• Your children.   
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• Your parents. 


• Your brothers and sisters. 


• Your estate. 
 


GENERAL PROVISIONS 


Assignment 


The rights and benefits under the Group Policy may not be assigned. 


Time Limits on Legal Actions 


No action at law or in equity may be brought until 60 days after we have been given Proof Of Loss.  No such 


action may be brought more than three years after the earlier of: 


• The date we receive Proof Of Loss. 


• The time within which Proof Of Loss is required to be given. 


Incontestability of Insurance 


Any statement made to obtain insurance or to increase insurance is a representation and not a warranty.  No 


misrepresentation will be used to reduce or deny a claim or contest the validity of insurance unless: 


• The insurance would not have been approved if we had known the truth. 


• We have given you or any other person claiming benefits a copy of the signed written instrument 


which contains the misrepresentation. 


After insurance has been in effect for two years during the lifetime of the insured, we will not use a 


misrepresentation to reduce or deny the claim, unless it was a fraudulent misrepresentation. 


Clerical Error 


Clerical error by the Policyholder, your Employer, or their respective employees or representatives will not: 


• Cause a person to become insured. 


• Invalidate insurance under the Group Policy otherwise validly in force. 


• Continue insurance under the Group Policy otherwise validly terminated. 


Agency  


The Policyholder and your Employer act on their own behalf as your agent, and not as our agent.  Individuals 


selected by the Policyholder or by any Employer to secure coverage under the Group Policy or to perform 


their administrative function under it, represent and act on behalf of the person selecting them, and do not 


represent or act on behalf of us.  The Policyholder and your Employer have no authority to alter, expand or 


extend our liability or to waive, modify or compromise any defense or right we may have under the Group 


Policy. 


Misstatement of Age 


If a person's age has been misstated, we will make an equitable adjustment of premiums, benefits, or both.  


The adjustment will be based on the following: 


• The amount of insurance based on the correct age. 


• The difference between the premiums paid and the premiums which would have been paid if the age 


had been correctly stated. 
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DEFINITIONS 


Accident or Accidental  


An Injury sustained by you or your Dependent as a result of an event or occurrence that was not reasonably 


foreseen or that you or your Dependent could not have reasonably expected or anticipated. 


Admitted 


A stay at a Hospital or Critical Care Unit for at least 20 consecutive hours for examination by a Physician for 


diagnosis or treatment of a Covered Accident. 


Ambulance (Ground or Air) 


A licensed professional ground or air ambulance company to transport you or your Dependent to a Hospital or 


a Health Service Facility for diagnosis or treatment of a Covered Accident. 


Ambulatory Surgical Center 


A licensed facility that is mainly engaged in performing Outpatient surgery.  An Ambulatory Surgical Center 


must: 


• Be staffed by Physicians and nurses under the supervision of a Physician. 


• Have permanent operating and recovery rooms. 


• Be capable of administering anesthesia by a licensed anesthesiologist or licensed nurse anesthetist. 


• Be staffed and equipped to give emergency care. 


• Have written back-up arrangements with a local Hospital for emergency care. 


Automobile 


A private passenger motor vehicle licensed for use on public roads and highways. 


Calendar Year 


The period from January 1 through December 31 of the same year. 


Child  


Child means one of the following: 


� Your child from live birth until age 26. 


� Your adopted child until age 26. 


� Your stepchild, foster child, dependent grandchild, and the child of your Spouse if living in your 


home until age 26. 


� A child living in your home for whom you are the court appointed legal guardian until age 26. 


� Your child, stepchild, foster child, dependent grandchild, and the child of your Spouse who is 


continuously incapable of self-sustaining employment because of mental or physical handicap; and 


chiefly dependent upon you for support and maintenance or institutionalized because of mental or 


physical handicap. 


Child does not include a person who is eligible for insurance as a Member.  A Child does not include a full-


time member of the armed forces of any country. 


Confinement or Confined  


You or your Dependent are Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation 


Facility, as an Inpatient for diagnosis and treatment of a Covered Accident for a period of no less than 20 


consecutive hours the first day and overnight for subsequent days.  Hours spent in an emergency room 


immediately prior to being Admitted to a Hospital will count toward the required 20 consecutive hours. 


Covered Accident  
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An Accident that occurs on or after you or your Dependent are insured under the Group Policy and is not 


excluded by name or specific description. 


Critical Care Unit (CCU)  


Critical Care Unit (CCU) means a specified area within a Hospital that is restricted to patients who are 


critically ill or injured and require intensive comprehensive observation and care.  This area must:  


• Be separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient confinement. 


• Be permanently equipped with special lifesaving equipment for the care of the critically ill or injured. 


• Be under close observation by a specially trained nursing staff assigned exclusively to the unit on a 


24-hour basis. 


• Have a Physician assigned on a full-time basis. 


Dependent(s) 


Your Spouse or Child.  


Eligibility Waiting Period 


The period you must be a Member before you become eligible for insurance.  Your Eligibility Waiting Period is 


shown in the Coverage Features. 


Emergency Room 


A specified area within a Hospital that is staffed and equipped for emergency patient care.  This area must: 


• Be supervised with treatment provided by Physicians. 


• Provide care seven days per week, 24 hours per day. 


Employer  


An employer (including approved affiliates and subsidiaries) for which coverage under the Group Policy is 


approved in writing by us. 


 


Group Policy  


The Group Accident Insurance Policy issued by us to the Policyholder and identified by the Group Policy 


Number, the Policyholder's attached application, Group Accident Insurance Certificate with the same Group 


Policy Number, and any amendments to the policy or certificates. 


Health Care Provider 


A Physician, Nurse Practitioner, or Physician Assistant. 


Health Service Facility or Facilities 


Health Service Facility or Facilities means one of the following: 


• A Rehabilitation Facility. 


• A nursing or convalescent home. 


• A long term nursing unit or geriatrics ward. 


• A skilled nursing facility. 


• An Ambulatory Surgical Center. 


• An Urgent Care Facility. 


• An assisted living facility. 


• A hospice care facility. 


• Health Care Provider office or clinic. 


Hospital 
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A legally operated facility providing full-time medical care and treatment under the direction of a full-time staff 


of licensed Physicians.  Hospital does not include Health Service Facilities. 


Initial Care 


The first visit for Outpatient medical services.  Initial Care does not include visits for wellness, annual 


physicals, acupuncture, preventative treatment, physical therapy, or for treatments for a chiropractic, allergy 


or immunotherapy, vision, speech, or hearing disorder. 


Injury or Injuries 


An injury to your or your Dependent's body. 


Inpatient 


A person who has been Admitted to a Hospital or Critical Care Unit, or admitted to a Rehabilitation Facility, as 


a registered bed patient for which a charge is incurred for room and board or observation. 


Limb 


The entire arm from shoulder to fingers, or the entire leg from hip to toes. 


Mental Disorder 


Any mental, emotional, behavioral, psychological, personality, cognitive, mood or stress-related abnormality, 


disorder, disturbance, dysfunction or syndrome, regardless of cause (including any biological or biochemical 


disorder or imbalance of the brain) or the presence of physical symptoms.  Mental Disorder includes, but is 


not limited to, bipolar affective disorder, schizophrenia, psychotic illness, manic depressive illness, depression 


and depressive disorders or anxiety and anxiety disorders. 


Nurse Practitioner (advanced practice registered nurse) 


An individual who is licensed by the state as a nurse practitioner to practice medicine under the supervision of 


a Physician and acting within the scope of the license.  Nurse Practitioner does not include you or your 


Spouse or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Occupational Therapist 


An individual who is licensed by the state to practice occupational therapy and performs the occupational 


services acting within the scope of the license.  Occupational Therapist does not include you or your Spouse, 


or an employee partner or owner of the Employer or the brother, sister, parent or child of either you or your 


Spouse. 


Outpatient 


Treatment for which a stay is not required and no charge is incurred for room and board or observation. 


Physician 


An individual who is licensed by the state as an M. D. or D. O. and acting within the scope of the license.  


Physician does not include you or your Spouse, or an employee partner or owner of the Employer or the 


brother, sister, parent or child of either you or your Spouse. 


Physician Assistant  


An individual who is licensed by the state as a physician assistant to practice medicine under the supervision 


of a Physician and acting within the scope of the license.  Physician Assistant does not include you or your 


Spouse, or an employee, partner or owner of the Employer or the brother, sister, parent or child of either you 


or your Spouse. 


Physical Therapist 


An individual who is a licensed physical therapist acting within the scope of the license.  Physical Therapist 


does not include you or your Spouse, or an employee partner or owner of the Employer or the brother, sister, 


parent or child of either you or your Spouse. 


Pregnancy 
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Your or your Dependent's pregnancy, childbirth, or related medical conditions, including complications of 


pregnancy.  Pregnancy is treated as a Sickness under the Group Policy. 


Prior Plan 
 


An accident insurance plan which is replaced by coverage under the Group Policy and which is the 


Policyholder’s group accident insurance plan in effect on the day before the effective date of the Group Policy. 
 


Rehabilitation Facility 


A licensed facility that provides skilled care, intermediate care, intermingled care, custodial care or 


rehabilitation care services on an Inpatient basis as an alternative to a Hospital.  Rehabilitation care services 


consist of the combined use of medical, social, educational, and vocational services to enable a patient 


disabled by an Accident to achieve the highest possible functional ability.  Services are provided by or under 


the supervision of an organized staff of Physicians. 


A Rehabilitation Facility does not include: 


• A nursing or convalescent home. 


• A rest home for the aged. 


• A hospice care facility. 


• An assisted living facility. 


• Chemical dependency treatment facility. 


• Mental health treatment facility. 


Sickness  


Your or your Dependent's sickness, illness, or disease.  Sickness includes Mental Disorder, Pregnancy, and 


Substance Abuse. 


Speech Therapist 


An individual who is licensed by the state as a speech-language pathologist and acting within the scope of the 


license.  Speech Therapist does not include you or your Spouse, or an employee partner or owner of the 


Employer or the brother, sister, parent or child of either you or your Spouse. 


Spouse  


     Spouse means: 


� A person to whom you are legally married. 


� A person who is party to a Civil Union with you. Civil Union means a civil union established according 


to applicable law.  


� Your Domestic Partner. Domestic Partner means an individual with whom you have established a 


domestic partnership in accordance with the laws or regulations of a jurisdiction that recognizes 


domestic partnerships; or an individual you have identified as a domestic partner under your 


Employer’s domestic partnership policy. 


Spouse does not include a full-time member of the armed forces of any country.  


Substance Abuse 


Alcoholism, drug abuse, misuse of alcohol or any other substance, or taking of drugs unless used or 


consumed according to the directions of a Physician. 


Urgent Care Facility 


A health care facility that is organizationally separate from a Hospital and whose primary purpose is the 


offering and provision of immediate, short term urgent medical care, without an appointment. 
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ERISA INFORMATION AND NOTICE OF RIGHTS 


Statement of Your Rights under ERISA 
 


The following information and notice of rights and protections is furnished by the Plan Administrator as 


required by the Employee Retirement Income Security Act of 1974 (ERISA). 


Right to Examine Plan Documents 


You have the right to examine all Plan documents, including any insurance contracts or collective 


bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed with the U.  S. 


Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security 


Administration.  These documents may be examined free of charge at the Plan Administrator's office. 


Right to Obtain Copies of Plan Documents 


You have the right to obtain copies of all Plan documents, including any insurance contracts or collective 


bargaining agreements, a copy of the latest annual report (Form 5500 Series), and updated summary 


plan description upon written request to the Plan Administrator.  The Plan Administrator may make a 


reasonable charge for these copies. 


Right to Receive a Copy of Annual Report 


The Plan Administrator must give you a copy of the Plan's summary annual financial report, if the Plan 


was required to file an annual report.  There will be no charge for the report.  


Right to Review of Denied Claims 


If your claim for a Plan benefit is denied or ignored, in whole or in part, you have the right: a) to know why 


this was done; b) to obtain copies of documents relating to the decision, without charge; and c) to have 


your claim reviewed and reconsidered, all within certain time schedules. 


Obligations of 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 the Plan, called "fiduciaries" of the 


Plan, have a duty to do so prudently and in the interest of all 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 Plan benefit or exercising your rights under ERISA. 


Enforcing ERISA Rights 


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


documents or the latest annual report from the Plan and do not receive them within 30 days, you may file 


suit in a Federal court.  In such a case, the court may require the Plan Administrator to provide the 


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


because of reasons beyond the control of the Plan Administrator. 


If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 


or Federal court.  If it should happen that Plan fiduciaries misuse the Plan's money, or if you are 


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


Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal 


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


you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is 


frivolous. 


Plan and ERISA Questions 


If you have any questions about the 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 Employee Benefits 
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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, DC 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. 


 


 







GROUP POLICY AMENDMENT NO. 1 


Attached to and made a part of Group Policy 771022-B issued to 
Saltchuk Resources, Inc. as Policyholder. 


Effective 01/01/2018 and subject to the Active Work Provisions, the Eligibility Waiting Period portion of the 
Coverage Features is amended as follows: 


Eligibility Waiting Period 


If you are a Member on the Group Policy Effective Date, you are eligible on that date. 


Class 1: If you become a Member after the Group Policy Effective Date, you are eligible on the first day of 
the calendar month coinciding with or next following the date you become a Member. 


Class 2: If you become a Member after the Group Policy Effective Date, you are eligible on the first day of 
the calendar month following 30 day(s) as a Member. 


Class 3: If you become a Member after the Group Policy Effective Date, you are eligible on the first day of 
the calendar month coinciding with or next following the date you become a Member. 


Class 4: If you become a Member after the Group Policy Effective Date, you are eligible on the first day of 
the calendar month following 60 day(s) as a Member. 


Your Eligibility Waiting Period will be reduced by any continuous period as an employee of the Employer 
immediately prior to the date you become a Member. 


STANDARD INSURANCE COMPANY 


By 


Chairman, President and CEO Corporate Secretary 





		Revised -Saltchuck AI CI - Employer Details (member det EWP LOA etc)

		771022 AI Cert 1 Saltchuk

		771022 AI Cert 2 Saltchuk

		771022 AI Cert 3 Saltchuk

		771022 AI Cert 4 Saltchuk

		771022 AI EWP Amendment

		GROUP POLICY AMENDMENT NO. 1
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INTRODUCTION 


 


MetLaw® was established to provide personal legal services for eligible Company employees, 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, how to obtain benefits and what your rights under 


ERISA are. 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. 


 


HOW TO GET LEGAL SERVICES 


 


Website  


You may use the Legal Plan through metlife.com/mybenefits.   Once there, input company name.  The next 


screen will give the company’s official name, if correct click on submit.  If this is your first time using this 


site for Legal Service, then click register now otherwise sign in.  If registering, you’ll be prompted to enter 


name, social security number, date of birth and email address; click next.  You will then be asked to verify 


information; if correct, click next.  The next screen prompts you to create a user name and password; click 


submit.  You will then be able to enter the MyBenefits site.  At this point, click Group Legal Services.  On 


this page you can choose the following options: 


 


➢ View Video 


➢ Why should I choose the legal plan? 


➢ Your legal needs test 


➢ Covered services 


➢ Attorney locator 


➢ How do I use the plan 


➢ Members log-in 


➢ Contact us 


 


If you have already signed up for the legal plan and choose member login, you’ll be prompted to enter your 


social security number and zip code.  If you have any questions regarding site navigation, please call 1-877-


9METWEB. 


 


Client Service Center 


To use MetLaw®, call Hyatt Legal Plans' Client Service Center at 1-800-GETMET8 Monday – Friday 8 


a.m. to 7 p.m., Eastern Time. Be prepared to give the last four digits of your Social Security Number and Zip 


Code. If you are a spouse or an eligible dependent child of an eligible person, you will need the last four 


digits of your Social Security Number and Zip Code of the employee 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); 
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➢ 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. Evening and 


Saturday appointments are available. 


 


If you choose, you may select your own 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 attorneys' 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.  


 


 


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. 


 


See Appendix A. 
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Exclusions 


 


Excluded services are those legal services that are not provided under the plan.  No services, not even a 


consultation, can be provided for the following matters: 


❑ Employment-related matters, including company or statutory benefits 


❑ Matters involving the employer, MetLife® and affiliates, and plan attorneys  


❑ Matters in which there is a conflict of interest between the employee and spouse or dependents in 


which case services are excluded for the spouse and dependents 


❑ Appeals and class actions  


❑ Farm, business and investment matters, and matters involving property held for investment or rental 


or issues when the Participant is the landlord  


 


ELIGIBILITY 


 


To be eligible for legal services under The Legal Service Plan, you must have included the Plan in your 


benefits selection. You are eligible to enroll in the Plan for yourself and, for some cases, your eligible 


dependents. Eligible dependents include your lawful spouse and your unmarried child (or children) up to the 


age of 21 provided he or she depends on you for support. 


 


SPONSOR DEPENDENT DEFINITIONS ARE INSERTED HERE 


 


ENROLLMENT 


 


During your employer's annual enrollment period, you can change or update your benefits selection. An 


eligible employee may choose to join or drop out of the Plan at that time. If you become an eligible employee 


after the annual enrollment period, you can elect to participate in the Legal Plan by completing your election 


form within 30 days of employment. The Plan has a minimum participation period of one year, and you must 


maintain the coverage for the entire year.  


 


WHEN COVERAGE BEGINS 


 


Generally, Plan coverage becomes effective on the date of the following: 


 


The first day of the month in which your employer has agreed to provide the Plan, (typically January 1), for 


the elections you made during the previous enrollment period; or 


 


If you were hired after an enrollment period, the first day of the month after you submitted a properly 


completed Enrollment Form. 


 


WHEN COVERAGE ENDS 


 


Your ability to receive legal services under the Plan ends if you are no longer an eligible employee or if you 


choose not to enroll during future annual enrollment periods. 


 


If you cease to be eligible to participate in the plan or your employment with the Company ends, the Plan will 


cover the legal fees for those covered services that were opened and pending during the period you were 


enrolled in the plan. Of course, no new matters may be started after you become ineligible. 
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AMENDMENT OR TERMINATION 


 


While your employer expects to continue to offer participation in the Legal Service Plan, it reserves the right 


to amend, or terminate the Plan at any time. If the Plan is terminated, all covered services then in process will 


be handled to their conclusion under the Plan.  


 


ADMINISTRATION AND FUNDING 


 


The Legal Service Plan is provided for and administered through a contract with Hyatt Legal Plans, Inc. 


Hyatt Legal Plans makes all determinations regarding attorneys' fees and what constitutes covered services. 


All contributions collected from employees electing this coverage are paid to Hyatt Legal Plans, Inc. 


 


COST OF THE PLAN 


 


You pay the cost of the Plan through after-tax payroll deductions, based on your enrollment choice. 


 


PLAN CONFIDENTIALITY, ETHICS AND INDEPENDENT JUDGMENT 


 


Your use of the Plan and the legal services is confidential. The Plan Attorney will maintain strict 


confidentiality of the traditional lawyer-client relationship. Your employer will know nothing about your 


legal problems or the services you use under the Plan. Plan administrators will have access only to limited 


statistical information needed for orderly administration of the Plan.  


 


No one will interfere with your Plan Attorney's independent exercise of professional judgment when 


representing you. All attorneys' services provided under the Plan are subject to ethical rules established by the 


courts for lawyers. The attorney will adhere to the rules of the Plan and he or she will not receive any further 


instructions, direction or interference from anyone else connected with the Plan. The attorney's obligations 


are exclusively to you. The attorney's relationship is exclusively with you. Hyatt Legal Plans, Inc., or the law 


firm providing services under the Plan is responsible for all services provided by their attorneys.  


 


You should understand that the Plan has no liability for the conduct of any Plan Attorney. You have the right 


to file a complaint with the state bar concerning attorney conduct pursuant to the Plan.  You have the right to 


retain at your own expense any attorney authorized to practice law in this state. 


 


Plan attorneys will refuse to provide services if the matter is clearly without merit, frivolous or for the 


purpose of harassing another person. If you have a complaint about the legal services you have received or 


the conduct of an attorney, call Hyatt Legal Plans at 1-800-821-6400. Your complaint will be reviewed and 


you will receive a response within two business days of your call. 


 


You have the right to retain at your own expense any attorney authorized to practice law in the state.  You 


have the right to file a complaint with the state bar concerning attorney conduct pursuant to the plan. 


 


OTHER SPECIAL RULES 


 


In addition to the coverages and exclusions listed, there are certain rules for special situations. Please read 


this section carefully. 
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What if other coverage is available to you?  If you are entitled to receive legal representation provided by 


any other organization such as an insurance company or a government agency, or if you are entitled to legal 


services under any other legal plan, coverage will not be provided under this Plan. However, if you are 


eligible for legal aid or Public Defender services, you will still be eligible for benefits under this Plan, so long 


as you meet the eligibility requirements.  


 


What if you are involved in a legal dispute with your dependents?  You may need legal help with a 


problem involving your spouse or your children. In some cases, both you and your child may need an 


attorney. If it would be improper for one attorney to represent both you and your dependent, only you will be 


entitled to representation by the plan attorney. Your dependent will not be covered under the Plan. 


 


What if you are involved in a legal dispute with another employee?  If you or your dependents are 


involved in a dispute with another eligible employee or that employee's dependents, Hyatt Legal Plans will 


arrange for legal representation with independent and separate counsel for both parties. 


 


What if the court awards attorneys' fees as part of a settlement?  If you are awarded attorneys' fees as a 


part of a court settlement, the Plan must be repaid from this award to the extent that it paid the fee for your 


attorney. 


 


DENIAL OF BENEFITS AND APPEAL PROCEDURES 


 


Denials of Eligibility  


Hyatt verifies eligibility using information provided by Saltchuk Resources.  When you call for services, you 


will be advised if you are ineligible and Hyatt Legal Plans will contact Saltchuk Resources for assistance. If 


you are not satisfied with the final determination of eligibility, you have the right to a formal review and 


appeal. Send a letter within 60 days explaining why you believe you are eligible to: 


 


Saltchuk Resources, Inc. 


1111 Fairview Ave. N. 


Seattle, WA. 98109 


 


Within 30 days, you will be provided with a written explanation. 


 


Denials of Coverage 


If you are denied coverage by Hyatt Legal Plans or by any Plan Attorney, you may appeal by sending a letter 


to:  


 


Hyatt Legal Plans, Inc. 


Director of Administration 


Eaton Center 1111 Superior Avenue 


Cleveland, Ohio 44114-2507 


(For Florida plans contact Hyatt Legal Plans of Florida, Inc. at the above address.) 


 


The Director will issue Hyatt Legal Plans' final determination within 60 days of receiving your letter. This 


determination will include the reasons for the denial with reference to the specific Plan provisions on which 


the denial is based and a description of any additional information that might cause Hyatt Legal Plans to 


reconsider the decision, an explanation of the review procedure and notice of the right to bring a civil action 


under Section 502(a) of ERISA. 
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YOUR ERISA RIGHTS  


 


Congress enacted the Employee Retirement Income Security Act (ERISA) to safeguard your interests and 


those of your beneficiaries under your employee benefit plans. As a participant in the Hyatt Legal Plan, you 


are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 


(ERISA). ERISA provides that all Plan participants shall be entitled to: 


•Examine, without charge, at the Plan Administrator's office and at other specified locations, all Plan 


documents, including collective bargaining agreements and copies of all documents filed by the Plan with 


U.S. Department of Labor; such as detailed annual reports and Plan descriptions; 


•Obtain copies of all Plan documents and other Plan information upon written request to the Plan 


Administrator. The Administrator may make a reasonable charge for the copies; 


•Receive a summary of the Plan's annual financial report from the Plan Administrator who is required by law 


to furnish this to you. 


In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 


responsible for the operation of the employee benefit Plan. The people who operate your Plan, called 


"fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants 


and beneficiaries. No one, including your employer or any other person, may fire you or otherwise 


discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights 


under ERISA. If your claim for a welfare benefit is denied in whole or in part, you must receive a written 


explanation of the reason for the denial. You have the right to have the Plan review and consider your claim. 


Under ERISA, there are steps you can take to enforce the above rights. If you request materials from the Plan 


and do not receive them within 30 days, you may file suit in a federal court. In such a case, the court may 


require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the 


materials, unless the materials were not sent because of reasons 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. If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated 


against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file 


suit in a federal court. The court will decide who should pay court costs and legal fees. If you lose, the court 


may order you to pay these costs and fees, for example if it finds your claim is frivolous. 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, you should contact the nearest area office of the Employee 


Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory, or at 200 


Constitution Avenue, NW, Washington, DC. 20210 or you can call the publications hotline of the Employee 


Benefits Security Administration. 
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FOR YOUR INFORMATION: 


 


 


 


Name of Plan:  MetLaw® 


 


Plan Sponsor:  Saltchuk Resources, Inc. 


 


Type of Plan:    Welfare Benefit Plan for Group Legal Services  


 


  


 


Plan Administrator:    Plan Sponsor 


    


    


 


Agent for Service of Legal Process: Plan Administrator 


 


Provider of Benefits:    Hyatt Legal Plans, Inc. 


   1111 Superior Avenue 


   Cleveland, OH 44114-2407 


   (800) 821-6400 


   www.legalplans.com 


   (For Florida plans contact Hyatt Legal Plans of Florida, Inc. at 


     the above address.) 


 


Plan Identification Number:  Saltchuk Resources       8250010   


   Foss Marine Holdings   8250020 


   Delta Western                8250030  


 


Sponsor's Employer Identification Number:                                                                                      


 


Effective Date:   January 1, 2013 


 


Plan Year:   January 1, 2013 – December 31, 2013 


 


 


If you are having any concerns about this plan, please call Hyatt Legal Plans at 1-800-821-6400. A 


Hyatt Legal Plans representative will help you resolve the issue to your satisfaction. 
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Appendix A 


Definition of Covered Services 


 


MetLaw 


 


ADVICE AND CONSULTATION 


 


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 Participant's 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 Attorney's 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 Participant's 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 Attorney's 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.  


 


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 Attorney's 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 
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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 attorney’s 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 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. 


 


Personal Bankruptcy or Wage Earner Plan  


This service covers the Employee and spouse in pre-bankruptcy planning, the preparation and filing of a 


personal bankruptcy or Wage Earner petition, and representation at all court hearings and trials. This service 


is not available if a creditor is affiliated with the Employer, even if the Employee or spouse chooses to 


reaffirm that specific debt. 


 


Tax Audits 


This service covers reviewing tax returns and answering questions the IRS or a state or local taxing authority 


has concerning the Participant's tax return; negotiating with the agency; advising the Participant on necessary 


documentation; and attending an IRS or a state or local taxing authority audit. The service does not include 


prosecuting a claim for the return of overpaid taxes or the preparation of any tax returns. 


 


DEFENSE OF CIVIL LAWSUITS 


 


Administrative Hearing Representation 


This service covers Participants in defense of civil proceedings before a municipal, county, state or federal 


administrative board, agency or commission.  It  includes the hearing before an administrative board or 


agency over an adverse governmental action.  It does not apply where services are available or are being 


provided by virtue of an insurance policy. It does not include family law matters, post judgment matters or 


litigation of a job-related incident. 


 


Civil Litigation Defense 


This service covers the Participant in defense of an arbitration proceeding or civil proceeding before a 


municipal, county, state or federal administrative board, agency or commission, or in a trial court of general 
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jurisdiction. It does not apply where services are available or are being provided by virtue of an insurance 


policy. It does not include family law matters, post judgment matters, matters with criminal penalties or 


litigation of a job-related incident. Services do not include bringing counterclaims, third party or cross 


claims. 


 


Incompetency Defense 


This service covers the Participant in the defense of any incompetency action, including court hearings when 


there is a proceeding to find the Participant incompetent. 


 


DOCUMENT PREPARATION 


 


Affidavits 


This service covers preparation of any affidavit in which the Participant is the person making the statement 


 


Deeds 


This service covers the preparation of any deed for which the Participant is either the grantor or grantee. 


 


Demand Letters 


This service covers the preparation of letters that demand money, property or some other property interest of 


the Participant, except an interest that is an excluded service. It also covers mailing them to the addressee and 


forwarding and explaining any response to the Participant. Negotiations and representation in litigation are 


not included. 


 


Mortgages 


This service covers the preparation of any mortgage or deed of trust for which the Participant is the 


mortgagor. This service does not include documents pertaining to business, commercial or rental property. 


 


Promissory Notes 


This service covers the preparation of any promissory note for which the Participant is the payor or payee. 


 


Document Review 


This service covers the review of any personal legal document of the Participant, such as letters, leases or 


purchase agreements.  


 


Elder Law Matters 


This service covers counseling the Participant over the phone or in the office on any personal issues relating 


to the Participant’s parents as they affect the Participant.  The service includes reviewing documents of the 


parents to advise the Participant on the effect on the Participant.  The documents include Medicare or 


Medicaid materials, prescription plans, leases, nursing home agreements, powers of attorney, living wills and 


wills. The service also includes preparing deeds involving the parents when the Participant is either the 


grantor or grantee; and preparing promissory notes involving the parents when the Participant is the payor or 


payee. 


 


FAMILY LAW 


 


Name Change 


This service covers the Participant for all necessary pleadings and court hearings for a legal name change. 
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Prenuptial Agreement 


This service covers representation of the Employee and includes the negotiation, preparation, review and 


execution of a Prenuptial Agreement between the Employee and his or her fiancé/partner prior to their 


marriage or legal union (where allowed by law), outlining how property is to be divided in the event of 


separation, divorce or death of a spouse. Representation is provided only to the Employee. The fiancé/partner 


must have separate counsel or must waive his or her right to representation.  It does not include subsequent 


litigation arising out of a Prenuptial Agreement. 


 


Protection from Domestic Violence 


This service covers the Employee only, not the spouse or dependents, as the victim of domestic violence. It 


provides the Employee with representation to obtain a protective order, including all required paperwork and 


attendance at all court appearances. The service does not include representation in suits for damages, defense 


of any action, or representation for the offender. 


 


Adoption and Legitimization (Contested and Uncontested)  


This service covers all legal services and court work in a state or federal court for an adoption for the 


Employee and spouse. Legitimization of a child for the Employee and spouse, including reformation of a 


birth certificate, is also covered.  


 


Guardianship or Conservatorship (Contested or Uncontested) 


This service covers establishing a guardianship or conservatorship over a person and his or her estate when 


the Employee or spouse is appointed as guardian or conservator. It includes obtaining a permanent and/or 


temporary guardianship or conservatorship, gathering any necessary medical evidence, preparing the 


paperwork, attending the hearing and preparing the initial accounting. This service does not include 


representation of the person over whom guardianship or conservatorship is sought, or any annual accountings 


after the initial accounting or terminating the guardianship or conservatorship once it has been established. 


 


IMMIGRATION 


 


Immigration Assistance 


This service covers advice and consultation, preparation 


of affidavits and powers of attorney, review of any immigration documents and helping the Participant 


prepare for hearings. 


 


PERSONAL INJURY 


 


Personal Injury (25% Network Maximum) 


Subject to applicable law and court rules, Plan Attorneys will handle personal injury matters (where the 


Participant  


is the plaintiff) at a maximum fee of 25% of the gross award. It is the Participant's responsibility to pay this 


fee and all costs. 


 


REAL ESTATE MATTERS 


 


Boundary or Title Disputes (Primary Residence) 


This service covers negotiations and litigation arising from boundary or real property title disputes involving 


a Participant's primary residence, where coverage is not available under the Participant's homeowner or title 


insurance policies.  The service includes filing to remove a mechanic’s lien. 
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Eviction and Tenant Problems (Primary Residence – Tenant Only) 


This service covers the Participant as a tenant for matters involving leases, security deposits or disputes with 


a residential landlord. The service includes eviction defense, up to and including trial. It does not include 


representation in disputes with other tenants or as a plaintiff in a lawsuit against the landlord, including an 


action for return of a security deposit. 


 


Security Deposit Assistance (Primary Residence – Tenant Only) 


This service covers counseling the Participant as a tenant in recovering a security deposit from the 


Participant’s residential landlord for the Participant’s primary residence; reviewing the lease and other 


relevant documents; and preparing a demand letter to the landlord for the return of the deposit.  It also covers 


assisting the Participant in prosecuting a small claims action; helping prepare documents; advising on 


evidence, documentation and witnesses; and preparing the Participant for the small claims trial.  The service 


does not include the Plan Attorney’s attendance or representation at small claims trial, collection activities 


after a judgment or any services relating to post-judgment actions. 


 


Home Equity Loans (Primary Residence) 


This service covers the review or preparation of a home equity loan on the Participant’s primary residence. 


 


Home Equity Loans (Second or Vacation Home) 


This service covers the review or preparation of a home equity loan on the Participant’s second or vacation 


home. 


 


Property Tax Assessment (Primary Residence) 


This service covers the Participant for review and advice on a property tax assessment on the Participant's 


primary residence. It also includes filing the paperwork; gathering the evidence; negotiating a settlement; and 


attending the hearing necessary to seek a reduction of the assessment. 


 


Refinancing of Home (Primary Residence) 


This service covers the review or preparation, by an attorney representing the Participant, of all relevant 


documents (including the refinance agreement, mortgage and deed, and documents pertaining to title, 


insurance, recordation and taxation), which are involved in the refinancing of or obtaining a home equity 


loan on a Participant's primary residence. The benefit also includes attendance of an attorney at closing. This 


benefit includes obtaining a permanent mortgage on a newly constructed home. It does not include services 


provided by any attorney representing a lending institution or title company. The benefit does not include the 


refinancing of a second home, vacation property or property that is held for any rental, business, investment 


or income purpose. 


 


Refinancing of Home (Second or Vacation Home) 


This service covers the review or preparation, by an attorney representing the Participant, of all relevant 


documents (including the refinance agreement, mortgage and deed, and documents pertaining to title, 


insurance, recordation and taxation), which are involved in the refinancing of or obtaining a home equity 


loan on a Participant’s second home or vacation home. The benefit also includes attendance of an attorney at 


closing. This benefit includes obtaining a permanent mortgage on a newly constructed home.  It does not 


include services provided by any attorney representing a lending institution or title company. The benefit 


does not include the refinancing of a second home, vacation property or property that is held for any rental, 


business, investment or income purpose. 


 







 


                                                                                              14                                                                  My Ben. SSN- ML-2 


Sale or Purchase of Home (Primary Residence) 


This service covers the review or preparation, by an attorney representing the Participant, of all relevant 


documents (including the construction documents for a new home, the purchase agreement, mortgage and 


deed, and documents pertaining to title, insurance, recordation and taxation), which are involved in the 


purchase or sale of a Participant's primary residence or of a vacant property to be used for building a primary 


residence. The benefit also includes attendance of an attorney at closing. It does not include services provided 


by any attorney representing a lending institution or title company. The benefit does not include the sale or 


purchase of a second home, vacation property, rental property, property held for business or investment or 


leases with an option to buy.  


 


Sale or Purchase of Home (Second or Vacation Home) 


This service covers the review or preparation, by an attorney representing the Participant, of all relevant 


documents (including the construction documents for a new second home or vacation home, the purchase 


agreement, mortgage and deed, and documents pertaining to title, insurance, recordation and taxation), which 


are involved in the purchase or sale of a Participant’s second home or vacation home or of a vacant property 


to be used for building a second home or vacation home. The benefit also includes attendance of an attorney 


at closing. It does not include services provided by any attorney representing a lending institution or title 


company. The benefit does not include the sale or purchase of a second home or vacation home held for 


rental purpose, business, investment or income or leases with an option to buy. 


 


Zoning Applications 


This service provides the Participant with the services of a lawyer to help get a zoning change or variance for 


the Participant’s primary residence. Services include reviewing the law, reviewing the surveys, advising the 


Participant, preparing applications, and preparing for and attending the hearing to change zoning. 


 


TRAFFIC AND CRIMINAL MATTERS 


 


Juvenile Court Defense 


This service covers the defense of a Participant and a Participant's dependent child in any juvenile court 


matter, provided there is no conflict of interest between the Participant and the dependent child. When a 


conflict exists, or where the court requires separate counsel for the child, this service provides an attorney for 


the Employee only, including services for Parental Responsibility. 


 


Traffic Ticket Defense (No DUI)  


This service covers representation of the Participant in defense of any traffic ticket including traffic 


misdemeanor offenses, except driving under influence or vehicular homicide, including court hearings, 


negotiation with the prosecutor and trial.  


 


Restoration of Driving Privileges 


This service covers the Participant with representation in proceedings to restore the Participant’s driving 


license. 


 


WILLS AND ESTATE PLANNING 


 


Trusts 


This service covers the preparation of revocable and irrevocable living trusts for the Participant. It does not 


include tax planning or services associated with funding the trust after it is created. 
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Living Wills 


This service covers the preparation of a living will for the Participant. 


 


Powers of Attorney 


This service covers the preparation of any power of attorney when the Participant is granting the power. 


 


Probate (10% Network Discount) 


Subject to applicable law and court rules, Plan Attorneys will handle probate matters at a fee 10% less than 


the Plan Attorney’s normal fee. It is the Participant's responsibility to pay this reduced fee and all costs. 


 


Wills and Codicils 


This service covers the preparation of a simple or complex will for the Participant. The creation of any 


testamentary trust is covered. The benefit includes the preparation of codicils and will amendments. It does 


not include tax planning. 


 


 


 


 








How do I set up an 


appointment? 


 
 


Just call  us.  


 


We have counselors available on 


all islands, as well as Guam, 


Saipan, and on the Mainland. 


 
 


 


 
Your Rights 


As a participant in a Child and Family Service (CFS) program, you have the following rights: 


• The right to a humane service environment. 


• The right to services free from unlawful discrimination. 


• The right to be involved in your own service planning. 


• The right to confidentiality, except when otherwise mandated by law. 


• The right to services which are least restrictive and most convenient. 


• The right to file a complaint if these rights are infringed. 
 


Child and Family Service (CFS) is Hawaii’s most comprehensive private human service organization, 


with programs on Oahu, Kauai, Maui, Lanai, Molokai and Hawaii. 


Other services include: 


Behavioral health services to children and their families, including an array of autism and residential programs. 


Adult services, including gerontology programs and domestic violence shelters and programs. 


Children’s services, including child abuse prevention, adoptions and child care. 


CFS has been a private non-profit since 1899, helping families with tough issues to have better lives. 


For general information regarding all CFS services, call (808) 681-3500 or visit our website at www.childandfamilyservice.org 


 


(Formerly Hawaii Employee Assistance Services) 


YOUR 
EMPLOYEE 


ASSISTANCE 
PROGRAM 


(EAP) 
 
 
 
 


Our Central Office is located 


on Oahu: 


 
1001 Bishop Street, Suite 780 


Honolulu, Hawaii 96813 


Phone:  543-8445 


Toll-Free & from Neighbor Islands: 


(800) 994-3571 







WorkLife Hawaii (Formerly Hawaii Employee Assistance 


Services) is a voluntary program permitting employees or their 


family members to seek help. 


A WorkLife Hawaii counselor — who specializes in the 


assessment of personal issues, challenges, and concerns of daily 
living — will meet with the employee and/or family, to explore 


options and possible resolutions. 


 


How does the EAP work? 


Most people who use the EAP simply call us on their own and 
make an appointment. A supervisor may refer an employee to 
the EAP if there are job performance problems. The EAP can 
assist in resolving any personal issues/challenges/concerns that 


may be affecting the employee’s work or their life. 


Your discussions with the EAP counselors are strictly confidential 
and no confidential information is released to your employer, 
family or anyone else unless you want it shared and sign a 


written consent form. The sessions are held in a location away 


from your job. 


There are no fees to pay. 


 


Why is an EAP 


needed? 


Progressive companies 
provide EAPs because it 
is a good business decision to invest in their most 
important resource — their employees — and because 


they care about their employees.  


As normal healthy adults, each of us must face a variety 
of challenges in our daily lives. Sometimes we can 


benefit from 
professional 
assistance to 
resolve the 
issues that can 
affect our 
happiness, 
relationships, 
health and job 


performance. 


What kinds of issues can 


WorkLife Hawaii help with? 


The EAP deals with everyday 
human issues that affect an 
employee’s personal well-being and 
sometimes his/her ability to 


perform on the job. 


These issues include the following: 


• marital/family relationships 


• interpersonal conflict 


• drug/alcohol misuse 


• parenting 


• stress and emotional issues 


• domestic violence 


• job related issues 


• aging 


• anger issues 


• grief/loss 


• other personal challenges 


Your EAP is: 


Free 


Voluntary 


Confidential 


Available 24/7/365 


 


Who is eligible: 


You are 


Your immediate family members 


  


Our website also has resources: 


www.worklifehawaii.org 


What is an Employee Assistance Program? 


The EAP provides confidential and professional 


assistance in order to resolve problems that affect 


employees’ personal lives or job performance. 








Find an in-network doctor  
or pharmacy by visiting 
premera.com and using the 
Find a Doctor tool.


Protect your health 
with an annual flu shot


Getting a flu shot is one of the best ways to protect yourself 
from getting sick.


According to the U.S. Centers for Disease Control and Prevention (CDC), 
everyone over the age of 6 months should get a flu shot.


The flu virus changes every year, so you should get the vaccine each year. 
The CDC recommends getting the shot before the end of October. It can still 
be beneficial to get vaccinated into January or later. 


You can get a flu vaccination at almost any in-network pharmacy or doctor.


If you go to an in-network doctor or pharmacy, your flu shot is free.*


*If the flu shot is your only reason for your office visit, the visit will be fully covered. If you have other care or services  
as part of the office visit, you may responsible for all or part of the cost of the visit. You may need to pay up-front at  
your pharmacy. Go to premera.com to download a medical claim form to submit for reimbursement.
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Discrimination is Against the Law  
 
Premera Blue Cross complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national origin, age, 
disability, or sex. Premera does not exclude people or treat them differently 
because of race, color, national origin, age, disability or sex. 
 
Premera: 
• Provides free aids and services to people with disabilities to communicate 


effectively with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats (large print, audio, accessible 


electronic formats, other formats) 
• Provides free language services to people whose primary language is not 


English, such as: 
• Qualified interpreters 
• Information written in other languages 


 
If you need these services, contact the Civil Rights Coordinator. 
 
If you believe that Premera has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, 
disability, or sex, you can file a grievance with: 
Civil Rights Coordinator - Complaints and Appeals 
PO Box 91102, Seattle, WA 98111 
Toll free 855-332-4535, Fax 425-918-5592, TTY 800-842-5357 
Email AppealsDepartmentInquiries@Premera.com  
 
You can file a grievance in person or by mail, fax, or email. If you need help 
filing a grievance, the Civil Rights Coordinator is available to help you. 
 
You can also file a civil rights complaint with the U.S. Department of Health 
and Human Services, Office for Civil Rights, electronically through the 
Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:  
U.S. Department of Health and Human Services 
200 Independence Avenue SW, Room 509F, HHH Building 
Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD) 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 
 
Getting Help in Other Languages  
 
This Notice has Important Information. This notice may have important 
information about your application or coverage through Premera Blue 
Cross. There may be key dates in this notice. You may need to take action 
by certain deadlines to keep your health coverage or help with costs. You 
have the right to get this information and help in your language at no cost. 
Call 800-722-1471 (TTY: 800-842-5357). 
 
አማሪኛ (Amharic): 
ይህ ማስታወቂያ አስፈላጊ መረጃ ይዟል። ይህ ማስታወቂያ ስለ ማመልከቻዎ ወይም የ Premera Blue 
Cross ሽፋን አስፈላጊ መረጃ ሊኖረው ይችላል። በዚህ ማስታወቂያ ውስጥ ቁልፍ ቀኖች ሊኖሩ ይችላሉ። 
የጤናን ሽፋንዎን ለመጠበቅና በአከፋፈል እርዳታ ለማግኘት በተውሰኑ የጊዜ ገደቦች እርምጃ መውሰድ 
ይገባዎት ይሆናል። ይህን መረጃ እንዲያገኙ እና ያለምንም ክፍያ በቋንቋዎ እርዳታ እንዲያገኙ መብት 
አለዎት።በስልክ ቁጥር 800-722-1471 (TTY: 800-842-5357) ይደውሉ። 
 


 :(Arabic) العربية
أو  طلبك بخصوص مھمة معلومات الإشعار ھذا قد يحوي .ھامة معلومات الإشعار ھذا يحوي


 مھمة قد تكون ھناك تواريخ Premera Blue Cross. خلال من التغطية التي تريد الحصول عليھا
 للمساعدة أو الصحية تغطيتك على للحفاظ معينة تواريخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في
اتصل  .تكلفة أية دون تكبد بلغتك والمساعدة ھذه المعلومات على يحق لك الحصول التكاليف. دفع في
  (TTY: 800-842-5357) 1471-722-800بـ


 
中文 (Chinese): 
本通知有重要的訊息。本通知可能有關於您透過 Premera Blue Cross 提交的


申請或保險的重要訊息。本通知內可能有重要日期。您可能需要在截止日期


之前採取行動，以保留您的健康保險或者費用補貼。您有權利免費以您的母


語得到本訊息和幫助。請撥電話 800-722-1471 (TTY: 800-842-5357)。 
 
 


 
Oromoo (Cushite): 
Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa 
yookan karaa Premera Blue Cross tiin tajaajila keessan ilaalchisee 
odeeffannoo barbaachisaa qabaachuu danda’a. Guyyaawwan murteessaa 
ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan deeggaramuuf 
yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan 
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin 
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni qabaattu. 
Lakkoofsa bilbilaa 800-722-1471 (TTY: 800-842-5357) tii bilbilaa. 
 
Français (French): 
Cet avis a d'importantes informations. Cet avis peut avoir d'importantes 
informations sur votre demande ou la couverture par l'intermédiaire de 
Premera Blue Cross. Le présent avis peut contenir des dates clés. Vous 
devrez peut-être prendre des mesures par certains délais pour maintenir 
votre couverture de santé ou d'aide avec les coûts. Vous avez le droit 
d'obtenir cette information et de l’aide dans votre langue à aucun coût. 
Appelez le 800-722-1471 (TTY: 800-842-5357). 
 
Kreyòl ayisyen (Creole): 
Avi sila a gen Enfòmasyon Enpòtan ladann. Avi sila a kapab genyen 
enfòmasyon enpòtan konsènan aplikasyon w lan oswa konsènan kouvèti 
asirans lan atravè Premera Blue Cross. Kapab genyen dat ki enpòtan nan 
avi sila a. Ou ka gen pou pran kèk aksyon avan sèten dat limit pou ka 
kenbe kouvèti asirans sante w la oswa pou yo ka ede w avèk depans yo. 
Se dwa w pou resevwa enfòmasyon sa a ak asistans nan lang ou pale a, 
san ou pa gen pou peye pou sa. Rele nan 800-722-1471  
(TTY: 800-842-5357). 
 
Deutsche (German): 
Diese Benachrichtigung enthält wichtige Informationen. Diese 
Benachrichtigung enthält unter Umständen wichtige Informationen 
bezüglich Ihres Antrags auf Krankenversicherungsschutz durch Premera 
Blue Cross. Suchen Sie nach eventuellen wichtigen Terminen in dieser 
Benachrichtigung. Sie könnten bis zu bestimmten Stichtagen handeln 
müssen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten 
zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in 
Ihrer Sprache zu erhalten. Rufen Sie an unter 800-722-1471  
(TTY: 800-842-5357). 
 
Hmoob (Hmong): 
Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tej zaum 
tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv 
thov kev pab los yog koj qhov kev pab cuam los ntawm Premera Blue 
Cross. Tej zaum muaj cov hnub tseem ceeb uas sau rau hauv daim ntawv 
no. Tej zaum koj kuj yuav tau ua qee yam uas peb kom koj ua tsis pub 
dhau cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj 
yuav tau txais kev pab cuam kho mob los yog kev pab them tej nqi kho mob 
ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab sau 
ua koj hom lus pub dawb rau koj. Hu rau 800-722-1471  
(TTY: 800-842-5357). 
 
Iloko (Ilocano): 
Daytoy a Pakdaar ket naglaon iti Napateg nga Impormasion. Daytoy a 
pakdaar mabalin nga adda ket naglaon iti napateg nga impormasion 
maipanggep iti apliksayonyo wenno coverage babaen iti Premera Blue 
Cross. Daytoy ket mabalin dagiti importante a petsa iti daytoy a pakdaar. 
Mabalin nga adda rumbeng nga aramidenyo nga addang sakbay dagiti 
partikular a naituding nga aldaw tapno mapagtalinaedyo ti coverage ti 
salun-atyo wenno tulong kadagiti gastos. Adda karbenganyo a mangala iti 
daytoy nga impormasion ken tulong iti bukodyo a pagsasao nga awan ti 
bayadanyo. Tumawag iti numero nga 800-722-1471 (TTY: 800-842-5357). 
 
Italiano (Italian): 
Questo avviso contiene informazioni importanti. Questo avviso può contenere 
informazioni importanti sulla tua domanda o copertura attraverso Premera 
Blue Cross. Potrebbero esserci date chiave in questo avviso. Potrebbe 
essere necessario un tuo intervento entro una scadenza determinata per 
consentirti di mantenere la tua copertura o sovvenzione. Hai il diritto di 
ottenere queste informazioni e assistenza nella tua lingua gratuitamente. 
Chiama 800-722-1471 (TTY: 800-842-5357). 
 







日本語 (Japanese): 
この通知には重要な情報が含まれています。この通知には、Premera Blue 
Cross の申請または補償範囲に関する重要な情報が含まれている場合があ


ります。この通知に記載されている可能性がある重要な日付をご確認くだ


さい。健康保険や有料サポートを維持するには、特定の期日までに行動を


取らなければならない場合があります。ご希望の言語による情報とサポー


トが無料で提供されます。800-722-1471 (TTY: 800-842-5357)までお電話


ください。 
 
한국어 (Korean): 
본 통지서에는 중요한 정보가 들어 있습니다. 즉 이 통지서는 귀하의 신청에 
관하여 그리고 Premera Blue Cross를 통한 커버리지에 관한 정보를 
포함하고 있을 수 있습니다. 본 통지서에는 핵심이 되는 날짜들이 있을 수 
있습니다. 귀하는 귀하의 건강 커버리지를 계속 유지하거나 비용을 절감하기 
위해서 일정한 마감일까지 조치를 취해야 할 필요가 있을 수 있습니다. 
귀하는 이러한 정보와 도움을 귀하의 언어로 비용 부담없이 얻을 수 있는 
권리가 있습니다. 800-722-1471 (TTY: 800-842-5357) 로 전화하십시오. 
 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະ
ໝັກ ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue Cross. ອາດຈະມີ
ວັນທີສໍາຄັນໃນແຈ້ງການນ້ີ. ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດ
ເວລາສະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ ຄວາມຊ່ວຍເຫືຼອເລ່ືອງ
ຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ ຄວາມຊ່ວຍເຫືຼອເປັນພາສາ
ຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. ໃຫ້ໂທຫາ 800-722-1471 (TTY: 800-842-5357). 
 
ភាសាែខមរ (Khmer): 
េសចកត ីជូនដំណឹងេនះមានព័ត៌មានយ៉ាងសំខាន់។ េសចកត ីជូនដំណឹងេនះរបែហល


ជាមានព័ត៌មានយ៉ាងសំខាន់អំពីទរមង់ែបបបទ ឬការរ៉ាប់រងរបស់អនកតាមរយៈ 
Premera Blue Cross ។ របែហលជាមាន កាលបរេិចឆទសំខាន់េនៅកន ុងេសចកត ីជូន


ដំណឹងេនះ។ អនករបែហលជារតវូការបេញចញសមតថភាព ដល់កំណត់ៃថងជាក់ចបាស់


នានា េដើមបីនឹងរកសាទុកការធានារ៉ាប់រងសុខភាពរបស់អនក ឬរបាក់ជំនួយេចញៃថល។ 


អនកមានសិទធិទទួលព័ត៌មានេនះ និងជំនួយេនៅកន ុងភាសារបស់អនកេដាយមិនអស


លុយេឡើយ។ សូមទូរស័ពទ 800-722-1471 (TTY: 800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨੋਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨੋਿਟਸ ਿਵਚ Premera Blue Cross ਵਲ� ਤੁਹਾਡੀ 
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ ਸਕਦੀ ਹ ੈ. ਇਸ ਨੋਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ 
ਹੋ ਸਕਦੀਆਂ ਹਨ. ਜੇਕਰ ਤੁਸੀ ਜਸਹਤ ਕਵਰਜੇ ਿਰੱਖਣੀ ਹੋਵ ੇਜਾ ਓਸ ਦੀ ਲਾਗਤ ਜਿਵੱਚ ਮਦਦ ਦੇ 
ਇਛੁੱ ਕ ਹੋ ਤਾਂ ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਰੀਖ਼ ਤ� ਪਿਹਲਾਂ ਕੁੱ ਝ ਖਾਸ ਕਦਮ ਚੁੱ ਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ ,ਤਹੁਾਨੰੂ 
ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ੍ਰਾਪਤ ਕਰਨ ਦਾ ਅਿਧਕਾਰ ਹੈ ,ਕਾਲ 
800-722-1471 (TTY: 800-842-5357). 
 


 :(Farsi) فارسی
 فرم درباره مھم اطلاعات ممکن است حاوی اعلاميه اين .ميباشد مھم اطلاعات یوحا اعلاميه اين


 در مھم ھای تاريخ به باشد.  Premera Blue Crossشما از طريق ای بيمه پوشش يا و تقاضا
بيمه تان يا کمک در پرداخت ھزينه  پوشش حقظ برای است ممکن شما .نماييد توجه اعلاميه اين


 حق شما .خاصی احتياج داشته باشيد انجام کارھای مشخصی برای ھای تاريخ به درمانی تان،ھای 
نماييد. برای کسب  رايگان دريافت طور به خود زبان به را کمک و اطلاعات اين که داريد را اين


تماس  )800-842-5357تماس باشماره  TTY(کاربران  800-722-1471 اطلاعات با شماره
 نماييد.برقرار 


 
Polskie (Polish): 
To ogłoszenie może zawierać ważne informacje. To ogłoszenie może 
zawierać ważne informacje odnośnie Państwa wniosku lub zakresu 
świadczeń poprzez Premera Blue Cross. Prosimy zwrócic uwagę na 
kluczowe daty, które mogą być zawarte w tym ogłoszeniu aby nie 
przekroczyć terminów w przypadku utrzymania polisy ubezpieczeniowej lub 
pomocy związanej z kosztami. Macie Państwo prawo do bezpłatnej 
informacji we własnym języku. Zadzwońcie pod 800-722-1471  
(TTY: 800-842-5357). 
 
Português (Portuguese): 
Este aviso contém informações importantes. Este aviso poderá conter 
informações importantes a respeito de sua aplicação ou cobertura por meio 
do Premera Blue Cross. Poderão existir datas importantes neste aviso. 
Talvez seja necessário que você tome providências dentro de 
determinados prazos para manter sua cobertura de saúde ou ajuda de 
custos. Você tem o direito de obter esta informação e ajuda em seu idioma 
e sem custos. Ligue para 800-722-1471 (TTY: 800-842-5357). 


Română (Romanian): 
Prezenta notificare conține informații importante. Această notificare 
poate conține informații importante privind cererea sau acoperirea asigurării 
dumneavoastre de sănătate prin Premera Blue Cross. Pot exista date cheie 
în această notificare. Este posibil să fie nevoie să acționați până la anumite 
termene limită pentru a vă menține acoperirea asigurării de sănătate sau 
asistența privitoare la costuri. Aveți dreptul de a obține gratuit aceste 
informații și ajutor în limba dumneavoastră. Sunați la 800-722-1471  
(TTY: 800-842-5357). 
 
Pусский (Russian): 
Настоящее уведомление содержит важную информацию. Это 
уведомление может содержать важную информацию о вашем 
заявлении или страховом покрытии через Premera Blue Cross. В 
настоящем уведомлении могут быть указаны ключевые даты. Вам, 
возможно, потребуется принять меры к определенным предельным 
срокам для сохранения страхового покрытия или помощи с расходами. 
Вы имеете право на бесплатное получение этой информации и 
помощь на вашем языке. Звоните по телефону 800-722-1471  
(TTY: 800-842-5357). 
 
Fa’asamoa (Samoan): 
Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili ona taua e tatau 
ona e malamalama i ai. O lenei fa’asilasilaga o se fesoasoani e fa’amatala 
atili i ai i le tulaga o le polokalame, Premera Blue Cross, ua e tau fia maua 
atu i ai. Fa’amolemole, ia e iloilo fa’alelei i aso fa’apitoa olo’o iai i lenei 
fa’asilasilaga taua. Masalo o le’a iai ni feau e tatau ona e faia ao le’i aulia le 
aso ua ta’ua i lenei fa’asilasilaga ina ia e iai pea ma maua fesoasoani mai ai 
i le polokalame a le Malo olo’o e iai i ai. Olo’o iai iate oe le aia tatau e maua 
atu i lenei fa’asilasilaga ma lenei fa’matalaga i legagana e te malamalama i 
ai aunoa ma se togiga tupe. Vili atu i le telefoni 800-722-1471  
(TTY: 800-842-5357). 
 
Español (Spanish): 
Este Aviso contiene información importante. Es posible que este aviso 
contenga información importante acerca de su solicitud o cobertura a 
través de Premera Blue Cross. Es posible que haya fechas clave en este 
aviso. Es posible que deba tomar alguna medida antes de determinadas 
fechas para mantener su cobertura médica o ayuda con los costos. Usted 
tiene derecho a recibir esta información y ayuda en su idioma sin costo 
alguno. Llame al 800-722-1471 (TTY: 800-842-5357). 
 
Tagalog (Tagalog): 
Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang 
paunawa na ito ay maaaring naglalaman ng mahalagang impormasyon 
tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng Premera Blue 
Cross. Maaaring may mga mahalagang petsa dito sa paunawa. Maaring 
mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang 
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na 
walang gastos. May karapatan ka na makakuha ng ganitong impormasyon 
at tulong sa iyong wika ng walang gastos. Tumawag sa 800-722-1471 
(TTY: 800-842-5357). 
 
ไทย (Thai): 
ประกาศนีมี้ข้อมลูสําคญั ประกาศนีอ้าจมีข้อมลูท่ีสําคญัเก่ียวกบัการการสมคัรหรือขอบเขตประกนั
สขุภาพของคณุผ่าน Premera Blue Cross และอาจมีกําหนดการในประกาศนี ้คณุอาจจะต้อง
ดําเนินการภายในกําหนดระยะเวลาท่ีแน่นอนเพ่ือจะรักษาการประกนัสขุภาพของคณุหรือการช่วยเหลือท่ี
มีค่าใช้จ่าย คณุมีสิทธิท่ีจะได้รับข้อมลูและความช่วยเหลือนีใ้นภาษาของคณุโดยไม่มีค่าใช้จ่าย โทร 
800-722-1471 (TTY: 800-842-5357) 
 
Український (Ukrainian): 
Це повідомлення містить важливу інформацію. Це повідомлення 
може містити важливу інформацію про Ваше звернення щодо 
страхувального покриття через Premera Blue Cross. Зверніть увагу на 
ключові дати, які можуть бути вказані у цьому повідомленні. Існує 
імовірність того, що Вам треба буде здійснити певні кроки у конкретні 
кінцеві строки для того, щоб зберегти Ваше медичне страхування або 
отримати фінансову допомогу. У Вас є право на отримання цієї 
інформації та допомоги безкоштовно на Вашій рідній мові. Дзвоніть за 
номером телефону 800-722-1471 (TTY: 800-842-5357). 
 
Tiếng Việt (Vietnamese): 
Thông báo này cung cấp thông tin quan trọng. Thông báo này có thông 
tin quan trọng về đơn xin tham gia hoặc hợp đồng bảo hiểm của quý vị qua 
chương trình Premera Blue Cross. Xin xem ngày quan trọng trong thông 
báo này. Quý vị có thể phải thực hiện theo thông báo đúng trong thời hạn 
để duy trì bảo hiểm sức khỏe hoặc được trợ giúp thêm về chi phí. Quý vị có 
quyền được biết thông tin này và được trợ giúp bằng ngôn ngữ của mình 
miễn phí. Xin gọi số 800-722-1471 (TTY: 800-842-5357). 





		<<Our plan includes a wellness program to help you track your fitness and health goals: 
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Care From Anywhere—24/7
98point6® is now available.


Whether you have a health question while cooking 
dinner or your child is spiking a fever at 2 am, we’re 
here for you. With no appointments, no travel and no 
waiting rooms, 98point6 can address a wide variety  
of conditions including:


*$5 HDHP visit fee waived through December 31, 2021 in response to the CARES Act


98point6 is available to you and your family ages 1+.


PPO: $0/VISIT | HDHP: $0/VISIT*


Itchy or sore throat 


Rashes 


Seasonal allergies


Muscle sprains and strains 


Stomach flu/gastroenteritis


Urinary Tract Infections (UTIs)


...and more


98point6 is on-demand, text-based care from the 
convenience of an app. Our board-certified physicians 
cover the full spectrum of primary care—from medical 
questions, to diagnosis and treatment, to prescriptions 
and labs.


Download the 98point6 app today. 
Get started: 98point6.com/saltchuk








 


 


 
 
 
Summary Plan Description 
 


Saltchuk Resources Group 
Health and Welfare Plan 
 
(Saltchuk Aviation, LLC Hawaii  
Locations and Affiliated Employers) 
 
As Amended and Restated 
Effective as of January 1, 2023 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 


This document together with the Certificates of Coverage or the 
Component Benefit Plans and other documents identified in this document 


constitutes the Summary Plan Description. 
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Oferta Lengua Extranjera de la Asistencia 
 
Este folleto contiene un resumen en Inglés de los derechos de su plan y los 
beneficios en virtud del Saltchuk Resources Group Health and Welfare Plan. Si tiene 
dificultad para entender cualquier parte de este folleto, póngase en contacto con 
Alexa Juarez en alexa@saltchuk.com. Las horas de oficina son de 9:00 am a 5:00 
pm, de lunes a viernes. También puede llamar a la oficina del Administrador del 
Plan en 206-652-1111 para obtener ayuda. 
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Foreword Message from Saltchuk Resources, 
Inc. 
This Summary Plan Description applies to Saltchuk Aviation, LLC Hawaii Locations and the 
following affiliated Employers: 


• Aeko Kula, LLC dba Aloha Air Cargo 


• Saltchuk Aviation Shared Services, LLC 


Separate Summary Plan Descriptions are for  


• Carlile Transportation Systems, LLC 


• Hawaii Petroleum, LLC 


• NorthStar Energy LLC and the following affiliated Employers:  
o Alaska Petroleum Distributing, LLC 
o CityServiceValcon, L.L.C.  
o College Road, LLC 
o Delta Western, LLC 
o Inlet Energy, LLC 
o NorthStar Energy AK Shared Services, LLC [Participation Effective December 10, 


2023] 
o NorthStar Energy Shared Services, LLC [Participation Effective December 10, 


2023] 
o The Jankovich Company, LLC  


• Saltchuk Aviation, LLC Mainland Locations and the following affiliated Employers: 
o Northern Air Cargo, LLC 
o Northern Air Maintenance Services, LLC 
o Ryan Air, Inc. [Participation Effective July 1, 2023] 
o Saltchuk Aviation Shared Services, LLC 
o StratAir, LLC 
o StratAir Aviation Services, LLC 


• Saltchuk Logistics, LLC 


• Saltchuk Marine Services, LLC and the following affiliated Employers:  
o AMNAV Maritime, LLC 
o Cook Inlet Tug & Barge, LLC 
o Foss Maritime Company, LLC 
o Foss Offshore Wind, LLC 
o Harbor Fleet Services, LLC 
o New Bedford Foss Maritime Terminal, LLC 
o Saltchuk Marine Shared Services, LLC 
o Saltchuk Marine Towage, LLC 


• Saltchuk Resources, Inc.  


• Spectrum Logistics, Inc. dba Shoreside Logistics 


• TOTE, LLC and the following affiliated Employers: 
o First Coast Terminals, LLC 
o Puerto Rico Terminals, LLC 
o TOTE Maritime Agency (U.S.V.I.), Inc. 
o TOTE Maritime Alaska, LLC 
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o TOTE Maritime Puerto Rico, LLC 
o TOTE Resources, LLC 
o TOTE Services, LLC 


• Tropical Shipping USA, LLC and the following affiliated Employers:  
o Caribtrans Logistics, LLC 
o Deluxe Freight, LLC 
o Seven Seas Insurance Company, Inc. 
o Tropical Shipping Agency, LLC 
o Tropical Shipping and Construction Company Limited, LLC 
o VI Cargo Services, LLC  


• Retirees of Tropical Shipping USA, LLC and the following affiliated Employers: 
o Caribtrans Logistics, LLC 
o Deluxe Freight, LLC 
o Seven Seas Insurance Company, Inc. 


• Young Brothers, LLC Administrative Staff (Non-Union) and the following affiliated 
Employer: 


o Foss Maritime Company, LLC dba Foss Hawaii 


• Young Brothers, LLC ILWU 100 Union Members and the following affiliated Employer: 
o Foss Maritime Company, LLC dba Foss Hawaii 


• Young Brothers, LLC IBU Union Members and the following affiliated Employer: 
o Foss Maritime Company, LLC dba Foss Hawaii 


• Young Brothers, LLC ILWU 142 Union Members and the following affiliated Employer: 
o Foss Maritime Company, LLC dba Foss Hawaii 
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Introduction 


Saltchuk Resources, Inc. (the “Employer”) hereby amends and restates in its entirety the Saltchuk 
Resources Group Health and Welfare Plan (the “Plan”). The Plan’s purpose is to combine in one plan 
document provisions of the health and welfare benefit plans (the “Component Benefit Plans”) 
sponsored by Saltchuk Resources, Inc. and its affiliated employers (if any, see Appendix C), and to 
provide uniform administration of these health and welfare benefits. The Component Benefit Plans are 
listed in Appendix A to this Summary Plan Description (“SPD”). This SPD reflects and summarizes the 
terms of the Plan in effect on January 1, 2023. 


The insurance contracts (including Certificates of Coverage), summary plan descriptions, policies and 
procedures, and any other documents making up the Component Benefit Plans are not affected by the 
adoption of the Plan, and the terms of the Component Benefit Plans will continue to control for 
purposes of determining your benefits. (References in this document to insurance contracts, insurance 
policies and insurance generally will include HMO contracts (if any) or similar arrangements.) The terms 
of each Component Benefit Plan are incorporated into this SPD by reference and will continue to act as 
the primary source of information for each Component Benefit Plan. However, if a conflict of language 
exists between the Component Benefit Plan and the Plan or SPD, the Component Benefit Plan will 
control as long as the Component Benefit Plan is not inconsistent with Federal law and regulations, or 
unless the Plan specifically provides otherwise. The exception is, regardless of a Component Benefit 
Plan’s identification of a Plan Year or Plan Number, the Plan Year or Plan Number of this SPD will control. 


Note: Every effort has been made to accurately describe the Plan in this SPD. However, if there should 
be a discrepancy between the SPD and the Plan document -- or if the Plan is required to operate in a 
different manner to comply with Federal laws and regulations -- the Plan document or the appropriate 
Federal laws and regulations will control. 


If you have not received a Certificate of Coverage (which also may be known as a certificate of insurance 
or evidence of coverage) or other document that summarizes in detail a Component Benefit Plan, you 
may request the Certificate of Coverage or other document which will be made available by the Plan 
Administrator (identified under the heading “Plan Administrator”) to you or your beneficiaries without 
cost. 


In order to protect your and your family's rights, you should keep the Plan Administrator informed of 
any changes in your address or email and the addresses of any family members who are covered by the 
Plan. 


General Information Pertaining to the Plan 


Plan Name, Sponsor and Employer EIN 


The name of the Plan is Saltchuk Resources Group Health and Welfare Plan. Saltchuk Resources, Inc. is 
the Plan Sponsor. The Employer’s address is 450 Alaskan Way South, Suite 708, Seattle, WA, 98104. The 
Employer’s telephone number is 206-652-1111. The Employer’s Federal employer identification number 
(EIN) is 91-1186367.  
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Plan Year 


For recordkeeping purposes, the Plan Year for the Plan is the 12 month period beginning on January 1 
and ending December 31.  


Plan Number  


The number of this Plan is 507.  


Type of Welfare Benefit Plan(s) 


The Plan may provide various welfare benefits under the Component Benefit Plan(s) listed in Appendix 
A to this SPD. 


Funding 


Benefits under the Plan are funded by one or more of the following methods selected by Saltchuk 
Resources, Inc. for a Component Benefit Plan: insured benefits, self-funded benefits (these are benefits 
funded by general assets of the Employer or through a trust), or a combination of insured benefits, self-
funded benefits and trust benefits. For details on the funding status of Component Benefit Plans, see 
Appendix A. Funding for the Plan will consist of the funding for all Component Benefit Plans and may 
include funding through a cafeteria plan which, if available, is identified as a funding source in Appendix 
A.  


Saltchuk Resources, Inc. has the right to pay benefits from its general assets, insure any benefits under 
the Plan, and establish any fund or trust for the holding of contributions or payment of benefits under 
the Plan, either as mandated by law or as Saltchuk Resources, Inc. determines advisable in its sole 
discretion. In addition, Saltchuk Resources, Inc. has the right to alter, modify or terminate any method 
or methods used to fund the payment of benefits under the Plan, including, but not limited to, any trust 
or insurance policy. If any benefit or portion of the benefit is funded by the purchase of insurance, the 
benefit or portion of the benefit will be payable solely by the insurance company. 


Plan Administrator  


The Plan Administrator is Saltchuk Resources, Inc., 450 Alaskan Way South, Suite 708, Seattle, WA, 
98104, telephone number 206-652-1111, which, for insured benefits offered through the Plan, 
administers the Component Benefit Plans with the insurance companies providing benefits under the 
Component Benefit Plans as named fiduciaries. The insurance companies shown in Appendix A are 
responsible for considering, accepting or denying, and paying claims for the insured benefits. The 
indicated insurance company is responsible for considering any appeals to the insured benefits made 
following a Component Benefit Plan’s claim procedures and, if applicable, the claim procedures 
indicated in this SPD. Any third-party administrator (“TPA”) responsible for administering a Component 
Benefit Plan not funded through insurance may be listed in Appendix A. Therefore, the Plan Sponsor is 
the administrator of the Component Benefit Plan, unless otherwise specified in Appendix A, which 
identifies the administrator as the “Sponsor” or the “Insurer” or the “Contract Administrator.”  In 
addition, if a party has accepted named fiduciary status in considering, accepting or denying, and paying 
claims (including any appeals relating to such claims), that party (also referred to as a “Claim Fiduciary”) 
is identified in Appendix A. 


Agent for Service of Legal Process 


The agent for service of legal process is Saltchuk Resources, Inc., 450 Alaskan Way South, Suite 708, 
Seattle, WA, 98104. Service may also be made on the Plan Administrator. 
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Named Fiduciary  


The Plan Administrator is the primary named fiduciary of the Plan and has the exclusive and express 
discretionary authority to interpret the terms of the Plan and the terms of all the Component Benefit 
Plans to the extent not delegated to another named fiduciary. For insured Component Benefit Plans, the 
insurance company is also a named fiduciary under the Plan as to the determination of the amount of, 
and entitlement to, insured benefits with the full power to interpret and apply the terms of the Plan as 
they relate to the benefits provided under the insurance policy. In addition, where any other party has 
accepted status as a named fiduciary, with respect to the determination of the amount of, and 
entitlement to, benefits under any uninsured Component Benefit Plan, such named fiduciary (also 
referred to as the Claim Fiduciary) with respect to the applicable Component Benefit Plan is identified in 
Appendix A. 


Insurance Company Refund  


Saltchuk Resources, Inc. may be eligible to receive a refund/rebate from an insurance company.  This 
refund/rebate, if any, may be subject to the Medical Loss Ratio (“MLR”), and if so, it will be distributed 
as outlined in the Plan document. 


Plan Document 
The Plan and those documents incorporated by reference in the Plan compose a written employee 
benefit welfare plan as  required by Section 402 of ERISA. 


Coverage for Spouses, Dependents, and/or Domestic Partners 


One or more Component Benefit Plans covered under the Plan may identify spouses, 
dependents/children, domestic partners and others as eligible non-employee participants on Appendix 
A. The provisions relating to that coverage should be detailed in the Certificates of Coverage or other 
Component Benefit Plan documents. Note that you have an obligation to notify the Employer promptly 
of any loss of dependent status. 


If you want to enroll your domestic partner, you should ask at the time of enrollment elections what 
information is necessary to apply, including any affidavit and/or other documentation required by the 
Plan Administrator. Contact the Plan Administrator if you have questions.  


No Guarantee of Non-Taxability  


The Plan provides benefits often intended to be non-taxable. The Plan Administrator or any fiduciary or 
party associated with the Plan will not be in any way liable for any taxes or any other liability incurred by 
you or any person claiming through you. 


No Guarantee of Employment 


The offering of the Component Benefit Plans under the Plan is not a commitment or guarantee of 
employment by any Employer and does not affect any Employer’s rights to discharge any employee. 


Nondiscrimination 
Contributions and benefits under the Plan will not discriminate in favor of “highly compensated 
employees” or “key employees” as such terms are defined under the Code.  The Employer may limit or 
deny your compensation reduction agreement to the extent necessary to avoid such discrimination in 
compliance with federal law.  You will be notified if this impacts you. 


Anti-Assignment 


You cannot assign, pledge, encumber or otherwise alienate any legal or beneficial interest in benefits or 
any other rights or obligations under the Plan and any attempt to do so will be void.  The payment of 







 


6 


V20231005A:10/10/23: 2:07:43 PM / © 2023 ERISA Pros, LLC, All Rights Reserved 
Saltchuk Resources, Inc. / Saltchuk Resources Group Health and Welfare Plan / SPD 


benefits directly to a health care provider, if any, shall be done as a convenience to the participant and 
shall not constitute an assignment of benefits under the Plan. 


Eligibility, Participation and Benefits 


Eligibility and Participation 


Eligibility for participation and benefits under the Plan is determined under the written terms of the Plan 
and each Component Benefit Plan. See a summary of more information regarding eligibility and 
participation in Appendix A. 


If you previously participated in the Plan and are rehired, you will be eligible to become a Participant 
under special participation rules. The special participation rules under the Plan are identified in 
Appendix A and may be addressed in each Component Benefit Plan. However, in most instances, group 
health plans offered by an “applicable large employer” (generally, an employer that employs an average 
of at least 50 full-time employees (including full-time equivalent employees)) are subject to the 
Affordable Care Act and have special rehire rules.  These rules are as follows: if your Employer is subject 
to the ACA and you return to work after a period during which you were not credited with any hours of 
service, you may be treated as having terminated employment and been rehired as a new Employee 
only if the following conditions apply: (i) you had no hours of service for a period of at least 13 
consecutive weeks (26 for educational organization employers); or (ii) you had a break in service of a 
shorter period of at least four consecutive weeks with no credited hours of service, and that period 
exceeded the number of weeks of your period of employment.  These provisions are intended to comply 
with the ACA and are not intended to expand the rights or benefits of employees for any other purpose 
and should be so construed. 


If your Employer believes it is an “applicable large employer” under the ACA, it may elect to take 
advantage of the look-back provisions of the ACA.  See Appendix B for details. 


Insurance carriers sometimes impose an “actively at work” requirement for certain types of insurance 
(for example, life and disability). Therefore, your participation in those benefits may be delayed or 
otherwise affected. This requirement would be reflected in your Certificate of Coverage. This may also 
be the case in which you are rehired as an employee. 


Note that the “actively at work” requirement does not apply to a Group Health Plan (other than one 
offering only HIPAA-excepted coverage) unless there is an exception for individuals who are absent 
from work due to a health factor (e.g., individual is out on sick leave on the day the coverage would 
otherwise become effective). 


As to any Component Benefit Plan that is a group health plan (other than one offering only HIPAA-
excepted coverage), any otherwise eligible employee must wait no longer than ninety (90) days to begin 
coverage under such Component Benefit Plan. 


Contributions 


The cost of the benefits provided through the Component Benefit Plans may be funded in part by 
Employer contributions and in part by your contributions. In some instances, a Component Benefit Plan 
may require only you or Saltchuk Resources, Inc. to contribute. If specified in Appendix A, the cost of 
benefits provided through a Component Benefit Plan may be funded pre-tax through a cafeteria plan 
under Section 125 of the Internal Revenue Code. The sources of Plan contributions are listed in 







 


7 


V20231005A:10/10/23: 2:07:43 PM / © 2023 ERISA Pros, LLC, All Rights Reserved 
Saltchuk Resources, Inc. / Saltchuk Resources Group Health and Welfare Plan / SPD 


Appendix A. Saltchuk Resources, Inc. will determine and periodically communicate your share of the 
cost of the benefits provided through each Component Benefit Plan, and it may change that 
determination at any time. Saltchuk Resources, Inc. will make any Employer’s contributions in an 
amount that in the Employer’s sole discretion is at least sufficient to fund the benefits or a portion of 
the benefits that are not otherwise funded by your contributions. Saltchuk Resources, Inc. will pay its 
contribution and your contributions to an insurance company or, for benefits that are self-funded, will 
use these contributions to pay benefits directly to or on behalf of you or your eligible family members. 
Your contributions will be used in their entirety prior to using Employer contributions to pay for the cost 
of that benefit. Where relevant to a Component Benefit Plan, you will receive during the open 
enrollment period notice of the amount for which you are responsible. If your cost for a Component 
Benefit Plan is adjusted during the Plan Year, you will be notified of that adjustment unless the 
Component Benefit Plan provides otherwise.  


The Plan Administrator will have the right to recover any payment it made but should not have made or 
made to an individual or organization not entitled to payment, from the individual, organization or 
anyone else benefiting from the improper payment. 


Benefits Available 


The benefits available under the Plan consist of the benefits available under the Component Benefit 
Plans, including all limitations and exclusions for each Component Benefit Plan’s benefits. The benefits 
available under each Component Benefit Plan are set forth in the Component Benefit Plan documents. 
The availability of benefits is subject to your payment of all applicable contributions and satisfaction of 
any eligibility or other requirements of a particular Component Benefit Plan.  


For any Component Benefit Plan requiring Evidence of Insurability (“EOI”), coverage (or any increase in 
coverage you have requested, as applicable) will not become effective unless and until underwriting 
approval has been confirmed by the applicable insurance company. 


Any health care flexible spending account under a cafeteria plan will be subject to this Plan and the 
requirements of ERISA. Nonetheless, a premium or premium equivalent (i.e., the cost of coverage) 
reduction portion of a cafeteria plan (and any dependent care assistance plan offered under the 
cafeteria plan) will not be subject to the requirements of ERISA, even though the cafeteria plan (and any 
dependent care assistance plan) may be considered part of the Plan.  


Where a health benefit involves the use of “network providers” (also sometimes referred to as “PPO”, 
“EPO” or “preferred providers”), you will receive listings of such providers without charge. The listings 
may be provided in one or more separate documents or by electronic document access via the Internet. 


Where a network is involved, a benefit document will include provisions governing the use of such 
providers, primary care providers or providers of specialty services, the composition of the network and 
whether and under what circumstances coverage is provided for emergency and out-of-network 
services. 


Loss of Benefits 


Your benefits (and the benefits of your eligible dependents) generally will cease when your participation 
in the Plan terminates. Benefits will also cease upon termination of the Plan. Other circumstances can 
result in the termination, reduction, recovery (through subrogation or reimbursement), or denial of 
benefits. The insurance contracts (including the Certificates of Coverage), plans, and other governing 
documents of the Component Benefit Plans provide additional information. The subrogation provisions 
of the Plan are discussed in more detail in the section “Employer's Right of Reimbursement.” 
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Benefit Elections 


Electing Your Benefits for the Plan Year Under a Component Benefit Plan 


Some of the Component Benefit Plans may require you to make an annual election to enroll for 
coverage for the next plan year prior to the beginning of that year. The plan year for each Component 
Benefit Plan should be set forth in that plan and may be different than the Plan Year for this Plan. Thus, 
the discussion below regarding plan year refers to the relevant Component Benefit Plan’s plan year. 


If you first become eligible to participate in a Component Benefit Plan during a plan year in progress, 
your initial elections pertain to the remaining part of that plan year. Then, before each new plan year 
begins, you will have an opportunity to change or cancel your elections during the annual open 
enrollment period. The annual open enrollment period is described below. 


Making Your Elections 


In making your elections, you may elect and enroll for some or all of the benefits available under a 
Component Benefit Plan. You may also elect not to participate in a Component Benefit Plan for which 
annual elections are then being made. 


Benefits are elected by completing and submitting an election form in a format approved by the Plan 
Administrator (whether in paper or electronic format) before the end of the annual open enrollment 
period. When you make your elections, you also authorize the necessary payroll deductions for paying 
your part of the cost of the benefits you elect. 


Once you are a participant in the Plan, if you become eligible for additional benefits during a plan year, 
you will be given an opportunity to elect and enroll in the benefits for which you are newly eligible. 


Annual Election Period 


Before the beginning of each plan year, Saltchuk Resources, Inc. often may hold an annual open 
enrollment period. In that case, Saltchuk Resources, Inc. will notify you when the dates for the annual 
open enrollment period will occur each year. During this time, you may make new elections for the 
upcoming plan year. Your elections from the prior year may roll forward to the current year. You should 
consult with material provided to you during the annual open enrollment period to determine whether 
an election is required.  


Changing Your Elections during a Plan Year 


Where a Component Benefit Plan is funded through a cafeteria plan, once you have made your elections 
for a plan year, it pertains to the entire plan year as it applies to that Component Benefit Plan and 
cannot be changed or cancelled during that time except in certain limited situations that are described 
in the cafeteria plan. Other election restrictions may apply to Component Benefit Plans. For example, if 
you elect not to participate in the health plan when first eligible, you may need to wait until an open 
enrollment period as specified in the Component Benefit Plan. 


If you, your spouse, or your dependent child experience a “change in status,” and that change in status 
makes you, your spouse, or your dependent child eligible or ineligible for any of the pre-tax benefits, or 
for any of the benefit options sponsored by your spouse’s or your eligible dependent child’s employer, 
you may change the amount of your election in a way that is consistent with that “change in status,” 
provided you notify the Plan Administrator of such change within 30 days (or, for some employers, 31 
days) (or within 60 days in the event of a Medicaid- or CHIP-related special enrollment) of such change. 
The determination of whether you have experienced an event that would permit an election change and 
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whether your requested election change is consistent with such an event shall be made in the sole 
discretion of the Plan Administrator. 


These rules also apply to a spouse and other individuals such as a domestic partner under certain 
circumstances. 


A “change in status” includes a change in the following: 


(a) marriage; 


(b) other changes in your legal marital status (for example, your divorce, annulment, or legal 
separation, or the death of your spouse); 


(c) birth or adoption of a child, including placement for adoption; 


(d) other changes in the number of your dependents (for example, legal guardianship for a child);  


(e) you, your spouse’s or your dependent child’s employment status (for example, terminating or 
beginning a job; changing the number of hours worked, such as switching from full-time to part-
time, or vice versa);  


(f) you, your spouse or your dependent child begins or returns from certain types of unpaid leave 
of absence (FMLA or USERRA) or change in worksite;  


(g) your dependent satisfies or ceases to satisfy eligibility requirements (for example, attainment of 
the limiting age, loss of student status, or similar circumstances);  


(h) your (or your spouse’s or dependent’s) residence that results in gaining or losing eligibility for a 
health care option (such as moving out of an HMO service area); and 


(i) any other event specified under the Employer's cafeteria plan that is consistent with IRS 
regulations and pronouncements, such as the specific situations related to the availability of 
coverage through a Health Insurance Exchange (or Marketplace) as provided in IRS Notice 2014-
55, which allows prospective revocation of the employee’s election under certain circumstances. 


Claims Procedures 


Benefits Administered by Insurers and TPAs 


Claims for benefits that are insured or administered by a TPA must be filed in accordance with the 
specific procedures contained in the insurance policies, Component Benefit Plans or the third party 
administrative services agreement. These procedures will be followed unless inconsistent with the 
requirements of ERISA as specified in more detail below. The name (and in the case of group health plan 
claims, the address) of the individual insurance company providing benefits and reviewing claims 
relating to its insurance policy is set forth in Appendix A. Further, the name and address of the TPA (if 
any) that reviews claims made under a Component Benefit Plan may be set forth in Appendix A. All 
other general claims or requests should be directed to the Plan Administrator. 
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Personal Representative 


You may exercise your rights directly or through an authorized personal representative. You may only 
have one representative at a time to assist in submitting an individual claim or appealing an unfavorable 
claim determination. 


Your personal representative will be required to produce evidence of his or her authority to act on your 
behalf. The Plan may require you to execute a form relating to the representative's authority before that 
person will be given access to your protected health information or allowed to take any action for you. 
(A mere assignment or attempted assignment of your benefits does not constitute a designation of an 
authorized personal representative. Such a delegation must be clearly stated in a form acceptable to the 
Plan.) This authority may be proved by one of the following: 


(a) A power of attorney for health care purposes, notarized by a notary public; 


(b) A court order of appointment of the person as the conservator or guardian of the individual; or 


(c) An individual who is the parent of a minor child. 


The Plan retains discretion to deny access to your protected health information to a personal 
representative to provide protection to those vulnerable people who depend on others to exercise their 
rights under these rules and who may be subject to abuse or neglect. This also applies to personal 
representatives of minors. 


General Claims Procedure 


If you have a claim for benefits which is denied or ignored, in whole or in part, and if you have exhausted 
the claims procedures available to you under the Plan (discussed under the heading Claims Procedure), 
you may file suit in a State or Federal court. In addition, if you disagree with the Plan’s decision or lack 
thereof concerning the qualified status of a medical child support order, you may file suit in Federal 
court. 


The Plan’s claims procedures are described below. (These claims procedures do not apply to any 
cafeteria plan which is a premium-only plan (“POP”) or to any dependent care assistance plan offered.)  


The following procedures will be followed for denied claims under a Component Benefit Plan that is not 
a group health plan or disability plan. For group health claims and disability claims, see headings “Special 
Rules for Group Health Plan Claims” and “Special Rules for Disability Claims.” 


(a) If your claim is denied, you or your beneficiary will receive written notification within 90 days 
after your claim was submitted. Under special circumstances, the Claim Fiduciary may take up to 
an additional 90 days to review the claim if it determines that such an extension is necessary 
due to matters beyond its control.  If an extension of time is required, you will be notified before 
the end of the initial 90-day period of the circumstances requiring the extension and the date by 
which the Claim Fiduciary expects to render a decision. The written notification of a denied 
claim for benefits will include the reasons for the denial, with reference to the specific 
provisions of the Component Benefit 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. If you do not receive a response within 90 days, your claim is treated as denied.  


(b) Within 60 days after notification of a claim denial, you may appeal the denial by submitting a 
written request for reconsideration of the claim to the Plan Administrator or its delegate such as 
the insurance company or TPA, which includes the reasons why you feel the claim is valid and 
the reasons why you think the claim should not be denied. Before submitting an appeal request, 
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you may request to examine and receive copies of all documents, records, and other 
information relevant to the claim. If you fail to file an appeal for review within 60 days of the 
denial notification, the claim will be deemed permanently waived and abandoned, and you will 
be precluded from reasserting it under these procedures or in a court or any other venue. 
Documents, records, written comments, and other information in support of your appeal should 
accompany any appeal request. The Plan Administrator or its delegate will consider such 
information in reviewing the claim and provide, within 60 days, a written response to the 
appeal. This 60-day period may be extended an additional 60 days under special circumstances, 
as determined by the Plan Administrator or its delegate due to matters beyond its control. If an 
extension of time is required, you will be notified before the end of the initial 60-day period of 
the circumstances requiring the extension and the date by which the Plan Administrator or its 
delegate expects to render a decision. The Plan Administrator’s response (or its delegate’s) will 
explain the reason for the decision with specific reference to the provisions of the Plan on which 
the decision is based, a statement that you are entitled to receive, upon request and free of 
charge, reasonable access to, and copies of, all documents, records, and other information 
relevant to the claim for benefits and a statement about your right to bring a civil action under 
ERISA Section 502(a). 


(c) The Plan Administrator or its delegate has the sole discretion to interpret the appropriate Plan 
provisions, and such decisions are conclusive and binding.  


(d) To the extent not inconsistent with the provisions of the applicable Component Benefit Plan, 
with respect to any civil action brought under the Plan, a claimant will be barred from bringing 
such civil action after one year from the date of exhausting the Plan’s claims procedures relating 
to the denial of the claim. In the case of a group health plan claim discussed below, this includes 
not only exhausting the Plan's internal claims procedure but also exhausting the Plan's external 
claims procedure, where applicable. 


Special Rules for Group Health Plan Claims 


For purposes of ERISA, there are four categories of claims under a Component Benefit Plan that is a 
group health plan (e.g., medical, dental, vision, health care flexible spending account and EAP benefits), 
and each one has a specific timetable for approval, request for additional information, or denial of the 
claim. The four categories of claims are: 


Urgent Care Claims - a claim where failing to make a determination quickly could seriously jeopardize a 
claimant’s life, health, or ability to regain maximum function, or could subject the claimant to severe 
pain that could not be managed without the requested treatment. A licensed physician with knowledge 
of the claimant’s medical condition or an insurance company or TPA (applying the judgment of a 
prudent layperson that possesses an average knowledge of health and medicine) may determine if a 
claim is an Urgent Care Claim. 


Pre-Service Claims - a claim for which you are required to get advance approval or pre-certification 
before obtaining service or treatment for the medical services. 


Post-Service Claims - a request for payment for covered services you have already received.  


Concurrent Care Claims – a request to extend an ongoing course of treatment beyond the period of time 
or number of treatments that has previously been approved under the Plan. 


(a) Time for Decision on a Claim. The time deadline for making decisions on claims under the Plan 
depends on the category of the claim. (See Time Limit Chart below for maximum time limits.) 
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You will be notified of any determination on your claim (whether favorable or unfavorable) as 
soon as possible. If an Urgent Care Claim is denied, you will be notified orally and written notice 
will be provided to you within three days. 


Note that fully-insured plan claims (if any) may be subject to an even more accelerated response 
time by the insurance company handling the claim. See Certificates of Coverage for details.  


If additional information is needed because necessary information is missing from the initial 
claim request, a notice requesting the missing information from you will be sent within the 
timeframes shown in the chart below and will specify what information is needed.  You must 
provide the specified information to the Claim Fiduciary within 45 days after receiving the 
notice.  The determination period will be suspended on the date the Claim Fiduciary sends a 
notice of missing information and the determination period will resume on the date you 
respond to the notice. 


Under special circumstances with respect to pre-service and post-service claims, the Claim 
Fiduciary may take up to an additional 15 days to review the claim if it determines that such an 
extension is necessary due to matters beyond its control.  If an extension of time is required, 
you will be notified before the end of the initial claim determination time period of the 
circumstances requiring the extension and the date by which the Claim Fiduciary expects to 
render a decision. The notice of extension that you receive will include (i) an explanation of the 
standards on which entitlement to benefits is based; (ii) the unresolved issues that prevent a 
decision on the claim; and (iii) any additional information needed to resolve those issues. 


(b) Notification of Denial. Except for Urgent Care Claims, when notification may be oral followed by 
written notice within three days, you will receive written notice if your claim is denied. The 
notice will contain the following information:  


(1) the specific reason or reasons for the adverse determination; 


(2) reference to the specific Plan provisions on which the determination was made; 


(3) a description of any additional material or information necessary to perfect your claim 
and an explanation of why this material or information is necessary; 


(4) a description of the Plan’s review procedures and the time limits that apply to these 
procedures, including a statement of your right to bring a civil action under ERISA 
Section 502 if your claim is denied on review; 


(5) a statement that you are entitled to receive, upon request and free of charge, 
reasonable access to and copies of all documents, records, and other information 
relevant to your claim; 


(6) if an adverse determination is based on an internal rule, guidance, protocol, or other 
similar criteria, an explanation of those criteria or a statement that the criteria will be 
provided to you free of charge upon request; and 


(7) if the adverse determination is based on a medical necessity or experimental treatment 
limit or exclusion, an explanation of the scientific or clinical judgment on which such 
decision is based, or a statement that such explanation will be provided free of charge 
upon request of such person or persons who conducted the initial claim determination. 
The Plan fiduciary will provide an independent full and fair review of your claim and will 
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not give any deference or weight to the initial adverse determination. You will receive a 
written notice of the decision on review. 


(c) How to Appeal a Denied Group Health Plan Claim. If your claim is denied, you, your attorney or 
your personal representative (see Personal Representative section above) will have 180 days 
following the date you receive written notice of the denial in which to appeal such denial. If you 
fail to file an appeal for review within 180 days of the denial notification, the claim will be 
deemed permanently waived and abandoned, and you will be precluded from reasserting it 
under these procedures or in a court or any other venue.  Unless you are appealing the denial of 
an Urgent Care Claim, your request for review should be made in writing. If you are requesting 
review of an Urgent Care Claim, you may request review orally or by facsimile. A request for 
review must contain your name and address, the date you received notice your claim was 
denied, and your reason(s) for disputing the denial. You may submit written comments, 
documents, records, and other information relating to your claim. If you request, you will be 
provided, free of charge, reasonable access to, or copies of, all documents, records, and other 
information relevant to the claim.  


The period of time for the Plan to review your appeal request and to notify you of its decision 
depends on the type of claim as follows: 


Urgent Care Claim – 72 hours; you will be notified orally and written notice will be provided 
within three days. 


Pre-Service Claim – 30 days if the Component Benefit Plan provides for only one mandatory 
appeal; 15 days for each appeal if the Component Benefit Plan provides for two mandatory 
appeals. 


Post-Service Claim – 60 days if the Component Benefit Plan provides for only one mandatory 
appeal; 30 days for each appeal if the Component Benefit Plan provides for two mandatory 
appeals. 


The review will take into account all comments, documents, records, and other information you 
submit relating to your claim, without regard to whether that information was submitted or 
considered in the initial claim determination. The review will be conducted by a Plan fiduciary other 
than the person or persons (or subordinate of such person or persons) who conducted the initial 
claim determination. In addition, if the denial of the claim was based, in whole or in part, on a 
medical judgment in reviewing the claim, the Claim Fiduciary will consult with a health care 
professional who has appropriate training and experience in the field of medicine involved in the 
medical judgment in reviewing the claim.  This person will not be a person or a subordinate of a 
person consulted by the Claim Fiduciary in deciding the initial claim. The Plan fiduciary will provide 
an independent full and fair review of your claim and will not give any deference or weight to the 
initial adverse determination. You will receive a written notice of the decision on review. The notice 
will contain the following information: 


(1) the specific reason or reasons for the denial; 


(2) specific references to the pertinent plan provisions on which the denial is based; 


(3) a statement that you are entitled to receive, upon request and free of charge, reasonable 
access to, and copies of, all documents, records, and other information relevant to the claim 
for benefits (whether a document, record or other information is relevant to a claim for 
benefits shall be determined in accordance with the ERISA claims procedures;  
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(4) a statement, if applicable, describing any voluntary appeal procedures offered by the plan 
and your right to obtain information about such procedures, and a statement of your right 
to bring a civil action under Section 502(a) of ERISA following any final adverse benefit 
determination;  


(5) a statement that a copy of any internal rule, guideline, protocol or other similar criteria 
relied upon in making the adverse benefit determination is available free of charge upon 
request; 


(6) a statement that if a denial of the claim is based on medical necessity or experimental 
treatment, or a similar exclusion or limit, the Claim Fiduciary will, upon request, provide 
you, free of charge, an explanation of the scientific or clinical judgment, applying the terms 
of the plan to your medical circumstances; and 


(7) the following statement, if and to the extent applicable and required by law: “You and your 
plan may have other voluntary alternative dispute resolution options, such as mediation.  
One way to find out what may be available is to contact your local U.S. Department of Labor 
Office and your State insurance regulatory agency.” 


Also, upon request, the Claim Fiduciary will provide you with a statement identifying those medical 
or vocational experts whose advice was obtained in connection with the appeal. 


Time Limit (Group Health Plan Claims) 
Urgent  
Care* 


Pre- 
Service* 


Post-
Service* 


To make initial claim determination 72 hours 15 days 30 days 


Extension (with proper notice and if delay is due to 
matters beyond Plan’s control) None 15 days 15 days 


To request missing information from claimant  24 hours 5 days 30 days 


For claimant to provide missing information 48 hours 45 days 45 days 


* The Claim Fiduciary will decide the appeal of “Concurrent Care Claims” within the time frame set 
forth above depending on whether that claim is also an Urgent Care Claim and the request to extend 
care is not made at least 24 hours prior to the scheduled expiration of treatment, a Pre-Service Claim, 
or a Post-Service Claim and before the expiration of any previously approved course of treatment. For 
an Urgent Care Claim that is a Concurrent Care Claim, if the request to extend care is made at least 24 
hours prior to the scheduled expiration of the treatment, the initial claim determination will be made 
no later than 24 hours after such claim is filed with the Claim Fiduciary. 


 


Special Internal Appeals Review Procedures Under the Affordable Care Act 


Under the ACA, the following internal claims provisions apply to any “non-grandfathered,” non-
HIPAA-excepted coverage of the Plan based upon, generally whether the Plan is (1) fully-insured 
or (2) self-funded for any “Adverse Benefit Determination” (i.e., any medical claim or any claim 
involving a rescission of coverage). 


(a) A rescission is allowed only upon a finding of fraud or intentional misrepresentation of a 
material fact;  


(b) You must be provided, free of charge, with any new or additional evidence considered, 
relied upon, or generated by the Plan in connection with the claim. It must also provide 
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you with any new or additional rationale for a denial at the internal appeals stage, and a 
reasonable opportunity for you to respond to the new evidence or rationale; 


(c) Decisions regarding hiring, compensation, termination, promotion, or other similar 
matters with respect to an individual by a claims adjudicator or medical expert may not 
be based on the likelihood that that person will support the denial of benefits due to 
that influence (this prohibition is to avoid conflicts of interest); 


(d) Notices to claimants by the Plan or Claim Fiduciary must also include additional content 
as follows: 


(1) Any notice of Adverse Benefit Determination or final internal Adverse Benefit 
Determination must include information sufficient to identify the claim 
involved, including the date of the service, the health care provider, the claim 
amount (if applicable) and state that, upon your request, the diagnosis code and 
treatment code and their corresponding meanings will be provided as soon as 
practicable. 


(2) Any notice of an Adverse Benefit Determination or final internal Adverse Benefit 
Determination must include the denial code and corresponding meaning as well 
as a description of the Plan’s standard, if any, that was used in denying the 
claim. In the case of a final internal Adverse Benefit Determination, this 
description must also include a discussion of the decision. 


(3) A description of available internal appeals and external review processes, 
including information about how to initiate an appeal. 


(4) The availability of, and contact information for, an applicable office of health 
insurance consumer assistance or ombudsman. 


(5) Notices of any Adverse Benefit Determination must be in a culturally and 
linguistically appropriate manner, consistent with the DOL regulations, to any 
claimant in the health plan who resides in a county in which ten percent or 
more of the population is literate only in the same non-English language as 
determined by guidance published by the DOL (a “10 Percent Non-English 
County”). For a health plan that has a claimant in a 10 Percent Non-English 
County, notices regarding the internal and external claims review must appear 
in both English and in that other relevant non-English language and, once a 
request has been made by a claimant, all subsequent notices to such person 
must be in the applicable non-English language as well. Also, the Plan or Claim 
Fiduciary must maintain oral language services in the non-English language 
(such as a telephone customer assistance hotline) to answer questions or 
provide assistance with filing claims and appeals.  


(e) Generally, the Plan’s or Claim Fiduciary’s failure to adhere to the requirements of the 
ACA will allow you to deem the internal claims and appeals process “not in compliance” 
under the ACA, therefore declaring your claim procedure “exhausted.” At this point, you 
may proceed to pursue any external review process or remedies available under ERISA 
or under State law, if applicable. 


You may appeal this determination by requesting external review described in more detail, 
below.  
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Special State External Appeals Review Process Under the Affordable Care Act 


You should be aware that the Department of Labor (“DOL”) has given States a number of 
options to implement protections included in the external review process for any Adverse 
Benefit Determination that involves medical judgment (including, but not limited to, a 
determination regarding medical necessity, appropriateness, health care setting, level of care or 
effectiveness of a covered benefit; or its determination that a treatment is experimental or 
investigational) or any claim involving a rescission of coverage (whether or not the rescission has 
an adverse effect on any particular benefit at this time), relating to insured health benefits (and 
certain self-funded arrangements which have been allowed by State law to be subject to the 
State's review rules). Please refer to the external appeals table identified here: 
https://acacmsresources.com/r/appeals. 


(a) A State may meet the “strict standards” included in the DOL rules, which set forth 16 
minimum consumer protections;  


(b) A State may operate an external review process under “similar standards to those 
outlined in the July 2010” interim final rule (These "similar standards" apply until 
January 1, 2018); or 


(c) Where the State meets the “strict standards” or the “similar standards,” your health 
plan is subject to the external review procedures reflected in the underlying Certificates 
of Coverage or to a separate claims document to be provided to you by the insurance 
company or the Plan. 


Special Federal External Appeals Review Process Under the Affordable Care Act 
Generally, Plans that are either self-funded (are not provided through insured health benefits) or 
have not elected or are not eligible to qualify for the State review external appeals process for 
any Adverse Benefit Determination are subject to Federal review process described below.  


(a)  You will have four months after the day you receive notice or are deemed notified of 
the final internal Adverse Benefit Determination to request an external review of any 
final internal Adverse Benefit Determination. 


(b)  The Plan or Claim Fiduciary has five business days from the date a claim is made to 
complete a preliminary review to determine if the claim is eligible for external review 
(determining whether you were covered (eligible) at the time the service was provided), 
whether the appeal relates to a medical judgment, and whether the internal appeals 
process has been exhausted (e.g., all relevant information requested from the claimant 
was provided) and, therefore, considered fully.  


(c)  Within one business day after the preliminary review, the Plan or Claim Fiduciary will 
notify you in writing of its decision. If the claim is complete but not eligible for external 
review, you will be provided with the reason for its ineligibility and as well as contact 
information for the Employee Benefits Security Administration. If the claim is 
incomplete, you will be provided with an explanation of what is necessary to complete 
the claim and the Plan Administrator or Claim Fiduciary must give you a reasonable time 
to complete the claim (i.e., the remainder of the four month appeal period or, if later, 
48 hours after the notice of incompletion). 



https://acacmsresources.com/r/appeals





    


17 


V20231005A:10/10/23: 2:07:43 PM / © 2023 ERISA Pros, LLC, All Rights Reserved 
Saltchuk Resources, Inc. / Saltchuk Resources Group Health and Welfare Plan / SPD 


(d)  If you appeal an appealable final internal adverse benefits determination (or challenge 
whether or not it is appealable), your claim must be referred to an Independent Review 
Organization (IRO) accredited by URAC (formerly known as the Utilization Review 
Accreditation Commission) or by a similar nationally-recognized accrediting organization 
to conduct external reviews. The referral will occur through an unbiased selection 
process involving several IROs. 


(e)  Once assigned to the IRO, the IRO must make a determination on a non-Urgent Care 
Claim within forty-five (45) days after the IRO receives the assignment. 


(f) If the IRO reverses the decision of the Plan or Claims Administrator, your payments or 
coverage must begin immediately, even if the Plan or Claims Administrator expects to 
appeal it to a court of law. 


(g)  You must also have a right to expedited review for an Urgent Care Claim upon request. 
Once assigned to the IRO, the IRO must make a determination as expeditiously as 
possible but in no event more than seventy-two hours (or forty-eight hours if the 
request was not in writing) after its receipt of the request. If the IRO’s notice of its 
determination is not provided in writing within 48 hours after the date of providing that 
notice it must provide written confirmation to you and the Plan. 


(h)  The contracts with the IROs must include the requirements contained in the DOL 
Technical Releases, and the IROs must agree, among other things, to the following: de 
novo review of all information and documents timely received (including the Plan 
document, claims records, health care professional recommendations, and clinical 
review criteria used, if any), retaining its records for six years and making them available 
to the applicable claimant (or to State and Federal government agencies, to the extent 
not in violation of any privacy laws) for examination upon request, and inclusion of 
certain information in notices to claimants.  


The Plan intends and is taking steps in good faith to comply with the claims and appeals rules 
under the ACA and the provisions herein should be interpreted accordingly. 


External Review Under the No Surprises Act 
The No Surprises Act (the “Act”), part of the broader Consolidated Appropriations Act of 2021, 
effective January 1, 2022, extended these external claims provision requirements to any 
Adverse Benefit Determination that involves consideration of whether a plan or insurer is 
complying with the Act for both grandfathered and non-grandfathered plans. 
 


(a) On December 30, 2021, the Centers for Medicare and Medicaid Services (“CMS”) issued 
guidance on state-law external review procedures that cannot accommodate external 
reviews of Adverse Benefit Determinations involving surprise medical billing 
requirements, which outlined two alternatives: 


(1) The state may refer the matter to the federal external review procedure, which 
is administered by the Department of Health and Human Services (“HHS”); or 


(2) Plans or insurers may request external review of Act-related issues using an 
accredited independent review organization that  conducts external review for 
Act-related issues only under the federal process, if applicable requirements are 
met. 
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These alternatives may be used until the state review procedure is changed to 
accommodate external review of Act-related surprise billing issues. 


(b) Reviews under the federal external review process are performed by a contractor called 
MAXIMUS Federal Services, Inc. (“MAXIMUS”). 


States will generally have four months from the receipt date of an Adverse Benefit 
Determination to refer the matter to MAXIMUS.  MAXIMUS must provide its determination 
within 45 days of receiving the request for review. 


Special Rules for Disability Claims 


A disability claim requires the Plan to determine if you are disabled for purposes of eligibility for 
disability benefits under a Component Benefit Plan. Except as provided under this heading, the 
general claims procedures under the heading “General Claims Procedure” apply, including but 
not limited to the provisions relating to any Plan fiduciary’s rights and responsibilities as 
provided in paragraph (c) under the heading “General Claims Procedure” and the claims 
limitation period identified in paragraph (d) under the heading “General Claims Procedure”. 


Time for a Decision on a Disability Claim 
The Plan will notify you of its determination within 45 days after its receipt of your claim. This 
period can be extended for two additional 30-day periods (up to a total of 105 days) if a decision 
cannot be made because of circumstances beyond the control of the Plan Administrator. If the 
Claim Fiduciary extends its period for reviewing a claim due to special circumstances, the notice 
of extension you receive will include an explanation of the standards on which entitlement to 
benefits is based, the unresolved issues that prevent a decision on the claim and any additional 
information needed to resolve these issues. If more information is requested during either 
extension period, you will have at least 45 days to supply it.  


Notification of Denial 
If a claim for disability benefits is denied, the claimant will receive written notice of denial that 
sets out the information below in an easy to understand manner in accordance with 29 CFR 
2560.503-1(o): 


(a) The specific reason or reasons for the adverse determination; 


(b) Reference to the specific Plan provisions on which the determination was made; 


(c) A description of any additional material or information necessary to perfect the claim 
and an explanation of why such material or information is necessary; 


(d) A description of the Plan’s review procedures and the time limits that apply to such 
procedures, including a statement of your right to bring a civil action under ERISA 
Section 502(a) if the claim is denied on review; 


(e) Where the determination is adverse, a discussion of the decision, including an 
explanation of the basis for disagreeing with or not following: 


(1) The views presented by you to the Plan of health care professionals treating you 
and vocational-professionals who evaluated you; 


(2) The views of medical or vocational experts whose advice was obtained on 
behalf of the Plan in connection with your adverse benefit determination, 
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without regard to whether the advice was relied upon in making the benefit 
determination; and 


(3) A disability determination made by the Social Security Administration regarding 
you (as the claimant) presented by you to the Plan; 


(f) If the adverse determination is based on a medical necessity or experimental treatment 
or similar exclusion or limit, either an explanation of the scientific or clinical judgment 
for the determination, applying the terms of the Plan to your medical circumstances, or 
a statement that such explanation will be provided free of charge upon request of such 
person or persons who conducted the initial claim determination; 


(g) Either the specific internal rules, guidelines, protocols, standards or other similar criteria 
of the Plan relied upon in making the adverse determination or, alternatively, a 
statement that such rules, guidelines, protocols, standards or other similar criteria of 
the Plan do not exist; and 


(h) A statement that you are entitled to receive, upon request and free of charge, 
reasonable access to and copies of all documents, records, and other information 
relevant to the claim. 


How to Appeal a Disability Claim 
You may appeal the Plan’s determination within 180 days following receipt of an adverse 
determination in accordance with the procedures described in paragraph (c) under the heading 
“Special Rules for Group Health Plan Claims”. The Plan will notify you of its determination on 
review within 45 days and in accordance with the procedures in paragraph (b) under the 
heading “General Claims Procedure.” Otherwise, the general claims procedures apply, including 
the provisions relating to any Plan fiduciary's rights and responsibilities and the claims limitation 
period. Under special circumstances, the Claim Fiduciary may take up to an additional 45 days to 
review the claim if it determines that such an extension is necessary due to matters beyond its 
control.  If an extension of time is required, you will be notified in writing before the end of the 
initial 45-day period of the circumstances requiring the extension and the date by which the 
Claim Fiduciary expects to render a decision.  You have at least 45 days to provide the specified 
information. 


Notification of Benefit Determination on Review 
You will receive written notice of the Plan’s benefit determination on review that sets out the 
information below in a culturally and linguistically appropriate manner in accordance with 29 
CFR 2560.503-1(o): 


(a) The specific reason or reasons for the adverse determination; 


(b) Reference to the specific Plan provisions on which the benefit determination is based; 


(c) A statement that you are entitled to receive, upon request and free of charge, 
reasonable access to, and copies of, all documents, records, and other information 
relevant to your claim for benefits; 


(d) A statement describing any voluntary appeal procedures offered by the Plan and your 
right to obtain the information about such procedures, and a statement of your right to 
bring an action under ERISA Section 502(a), including any applicable contractual 
limitations period that applies to your right to bring such an action, including the 
calendar date on which the contractual limitations period expires for the claim; 
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(e) Where the determination is adverse, a discussion of the decision, including an 
explanation of the basis for disagreeing with or not following: 


(1) The views presented by you to the Plan of health care professionals treating you 
and vocational professionals who evaluated you; 


(2) The views of medical or vocational experts whose advice was obtained on 
behalf of the Plan in connection with your adverse benefit determination, 
without regard to whether the advice was relied upon in making the benefit 
determination; and 


(3) A disability determination regarding you presented by you to the Plan made by 
the Social Security Administration; 


(f) If the adverse benefit determination is based on a medical necessity or experimental 
treatment or similar exclusion or limit, either an explanation of the scientific or clinical 
judgment for the determination, applying the terms of the Plan to your medical 
circumstances, or a statement that such explanation will be provided free of charge 
upon request; and 


(g) Either the specific internal rules, guidelines, protocols, standards or other similar criteria 
of the Plan relied upon in making the adverse determination or, alternatively, a 
statement that such rules, guidelines, protocols, standards or other similar criteria of 
the Plan do not exist. 


Additional Requirements for Disability Claims 
All claims and appeals for disability benefits must be adjudicated in a manner designed to 
ensure the independence and impartiality of the persons involved in making the decision; thus, 
decisions regarding hiring, compensation, termination, promotion, or other similar matters with 
respect to any individual (such as a claims adjudicator or medical or vocational expert) must not 
be made based upon the likelihood that the individual will support a denial of benefits. Before a 
decision on review of a denied claim for disability benefits may be made, the Plan Administrator 
shall provide you, free of charge, with any new or additional evidence considered, relied upon, 
or generated by the Plan, insurer, or other person making the benefit determination (or at the 
direction of the Plan, insurer or such other person) in connection with the claim; such evidence 
must be provided as soon as possible and sufficiently in advance of the date on which a notice of 
adverse benefit determination on review is required to be provided under applicable DOL 
regulations to give you a reasonable opportunity to respond prior to that date. In addition, 
before a decision on review of a denied claim for disability benefits may be made based on a 
new or additional rationale, the Plan Administrator shall provide the claimant, free of charge, 
with the rationale; the rationale must be provided as soon as possible and sufficiently in 
advance of the date on which the notice of adverse benefit determination on review is required 
to be provided under applicable DOL regulations to give you a reasonable opportunity to 
respond prior to that date. 
 
Failure to Establish and Follow Reasonable Claims Procedures 
Failure to adhere to the requirements described under “Special Rules for Disability Claims” will 
allow the claimant to deem the claims and appeals process non-compliant (and exhausted), and 
the claimant may proceed to pursue any remedies (including court action) available under 
ERISA. Notwithstanding the preceding sentence, action or inaction relating to the above rules 
that is (i) de minimis, (ii) non-prejudicial to the claimant, (iii) attributable to good cause or 
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matters beyond the Plan’s or Claim Fiduciary’s control, (iv) in the context of an ongoing good-
faith exchange of information, and (v) not reflective of a pattern or practice of non-compliance, 
will not be considered non-compliant. This paragraph will be interpreted and administered in 
accordance with 29 CFR 2560.503-1(1)(2). 


Coverage While on Leave of Absence 


Certain Federal laws only apply based on factors such as the number of employees or 
Participants relating to an Employer’s control group or for other reasons. In this regard, the 
following laws may be applicable. The provisions specified below are intended to reflect the 
requirements of such laws and are not intended to grant additional rights beyond such laws to 
any individual, and such language should be interpreted accordingly. 


 


Family and Medical Leave Act Coverage 


The Family and Medical Leave Act of 1993 (“FMLA”) generally applies to employers with 50 or 
more employees within a 75 mile radius. FMLA also requires you to have worked a certain 
number of hours and months in order to be eligible. If you have questions about whether or 
how FMLA applies to you, you should contact the Plan Administrator for more details. Where 
applicable it provides certain rights and options relating to your health plan coverage. Generally, 
this law requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to 
eligible employees. This family leave is allowed for the following reasons: incapacity due to 
pregnancy, prenatal medical care, or child birth; care for the employee’s child after birth or 
placement for adoption or foster care; care for the employee’s spouse, child or parent who has 
a serious health condition; or a serious health condition that makes the employee unable to 
perform the employee’s job.  


FMLA was expanded for an eligible employee’s parents or immediate family members being 
called to active military duty status or in active military duty in the following ways: (1) the events 
for triggering family leave now include “qualifying exigencies” of covered service members 
(refer to the Employer’s FMLA leave policy and/or contact the Employer for details); and (2) 
eligible employees can take up to 26 weeks of job-protected leave in a single 12-month period 
to care for covered service members with a serious injury or illness.  


If you are eligible and choose to take FMLA leave, your Employer must maintain your health 
coverage under any “group health plan” on the same terms as if you had continued to work. Any 
changes to the group health plan during the time you are on FMLA leave apply to you. Your 
Employer must also provide you with notice of any opportunity to change plans or benefits 
during your FMLA leave period. 


Depending on your payment of plan premiums, you may be required to continue to pay 
premiums during FMLA leave. If you are 30 or more days late in making payment and your 
employer has given you written notice at least 15 days in advance advising that coverage will 
cease if payment is not received, you will no longer be covered, but upon your return to 
employment, the employer is required to restore your coverage. However, if you take FMLA 
leave and do not return to work after leave for a reason other than medical necessity, then you 
may be required to reimburse your employer for the payments made for your coverage during 
your leave. 
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You have the right to choose not to retain health coverage during FMLA leave. Upon return from 
FMLA leave, most employees must still be restored to their original or equivalent positions with 
equivalent pay, benefits, and other employment terms. Use of FMLA leave cannot result in the 
loss of any employment benefits that accrued prior to the start of your leave. In addition, your 
Employer cannot require you to meet any qualification requirements imposed by the plan, 
including new waiting periods or passing a medical exam to be reinstated.  


If you do not return from leave, the 30-day period to request special enrollment in another plan 
will not start before your FMLA leave ends. Therefore, if you apply for other health coverage, 
you should tell your plan administrator or health insurer about any prior FMLA leave.  


Coverage provided under FMLA is not COBRA coverage, and FMLA leave is not a qualifying event 
under COBRA. A COBRA qualifying event may occur, however, when an Employer's obligation to 
maintain health benefits under FMLA ceases, such as if you notify the Employer of your intent 
not to return to work or if you fail to return to work at the end of the FMLA leave. 


Military Service Leave (USERRA Coverage) 


Any participant covered under the Uniformed Services Employment and Reemployment Rights 
Act of 1994 (“USERRA”) will continue to participate and be eligible to receive benefits under any 
Component Benefit Plan that is a group health plan in accordance with USERRA rules and 
regulations.  


Group health plans and health insurance issuers, under USERRA, must protect all persons who 
perform duty, voluntarily or involuntarily, in the “uniformed services”, which include the Army, 
Navy, Marine Corps, Air Force, Coast Guard and Public Health Service commissioned corps, as 
well as the reserve components of each of these services.  If you are a pre-service member 
returning from a period of service in the uniformed services, you are entitled to reemployment 
from your Employer if you meet the following criteria: 


(a) you held the job prior to service; 


(b) you gave notice to your Employer that you were leaving your employment for service in 
the uniformed services, unless giving notice was precluded by military necessity or 
otherwise impossible or unreasonable; 


(c) your cumulative period of service did not exceed five years; 


(d) you were not released from service under dishonorable or other punitive conditions; 
and 


(e) you reported back to the job in a timely manner or submitted a timely application for 
reemployment. 


The time limits for returning to work are as follows: 


(a) for less than 31 days of service – by the beginning of the first regularly scheduled work 
period after the end of the calendar day of duty, plus time required to return home 
safely and an eight hour rest period. If this is impossible or unreasonable through no 
fault of your own, then as soon as possible; 


(b) for 31 to 180 day of service – you must apply for reemployment no later than 14 days 
after completion of military service. If this is impossible or unreasonable through no 
fault of your own, then as soon as possible; 
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(c) for 181 days or more of service – you must apply for reemployment no later than 90 
days after completion of military service; 


(d) for service-connected injury or illness – reporting or application deadlines are extended 
for up to two years if you are hospitalized or convalescing. 


If you were covered under a Component Benefit Plan which is a group health plan immediately 
prior to taking a leave for service in the uniformed services, you may elect to continue your 
coverage under USERRA for certain periods required under USERRA, if you pay any required 
contributions toward the cost of your group health plan coverage during the leave. Any USERRA 
continuation coverage you elect will end earlier if one of the following events takes place: 


(a) You fail to make a premium payment (or premium equivalent) within the required time; 


(b) You fail to report to work or to apply for reemployment within the time period required 
by USERRA following the completion of your service; or 


(c) You lose your rights under USERRA, for example, as a result of a dishonorable discharge. 


If the leave is 30 days or fewer, your contribution amount will be the same as for active 
employees, as long as you remain an active employee. If the leave is longer than 30 days, the 
required contribution will not exceed 102% of the cost of coverage. Coverage continued under 
this provision runs concurrently with coverage described below under the section entitled 
“Other Continuation/Conversion Privileges.” If you elect USERRA coverage, you may not elect 
COBRA coverage during  your military service. Likewise, if you elect COBRA continuation 
coverage during your military service, you may not elect USERRA coverage when your COBRA 
coverage ends. 


If your coverage under the Plan terminated because of your service in the uniformed services, 
your coverage will be reinstated on the first day you return to employment if you are released 
under honorable conditions and you return to employment within the time period required by 
USERRA. See the Plan Administrator for details. 


Certain Federal Rights of Individuals Under 
Health Plans  


Certain Federal laws only apply based on factors such as the number of employees or 
Participants relating to an Employer’s control group or for other reasons. In this regard, the 
following laws may be applicable. The provisions specified below are intended to reflect a 
summary of the laws and are not intended to grant additional rights beyond such laws to any 
individual, and such language should be interpreted accordingly. 


Group health plans that offer specific types of benefits, such as coverage for a mastectomy, or 
mental health or substance use disorders, as well as employers that maintain group health 
coverage in states that provide for premium assistance through Medicaid or Children’s Health 
Insurance Program (CHIP), are subject to additional notice requirements under ERISA. Model 
notices, if required, will be provided to you. 



https://www.hr360.com/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=2908
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Children’s Health Insurance Program Reauthorization Act (“CHIPRA”) 


The Children’s Health Insurance Program (“CHIP”) was created to provide affordable health 
coverage to certain individuals and their dependents who are not eligible for Medicaid and 
cannot get private coverage. Various amendments to CHIP, including CHIPRA permits some 
states to offer group health plan premium assistance to subsidize premiums. Employers must 
inform employees of possible premium assistance opportunities available in the state in which 
they reside. 


Consolidated Omnibus Budget Reconciliation Act (COBRA) 


COBRA is a federal law that may let you keep your employer group health plan coverage for a 
limited time if you or an eligible family member experience a qualifying event. After a qualifying 
event, COBRA continuation coverage must be offered to each person who is a qualified 
beneficiary. The Plan Administrator (or third-party COBRA administrator, if any) has to be 
notified in writing of a qualifying event within 60 days. The Plan Administrator (or third-party 
COBRA administrator) will offer COBRA continuation to each qualified beneficiary. 


The full cost of COBRA coverage may be up to 102% of the full cost of coverage (or up to 150% 
in the case of an extension based on disability).  The maximum coverage period of COBRA 
coverage offered depends on the type of qualifying event(s) that occurs.  The qualified 
beneficiary must elect to continue coverage within 60 days of the qualified event or the receipt 
of the COBRA election form, whichever is later. Payment is due to the COBRA administrator 
within 45 days after the date of the COBRA election and must include the entire payment for the 
entire period from the date coverage ended through the month of payment.   


Employers who employ 20 or more employees are subject to the group health plan continuation 
provisions of COBRA. Individual states may require companies with fewer than 20 employees to 
provide continuation of coverage for eligible employees and dependents.  Be sure to review 
your state’s law for applicable “mini-COBRA” requirements. 


Group Health Plan Coverage Available 
Group health plan coverages include medical, dental, vision, health reimbursement 
arrangement, telemedicine, expert medical opinion (in some cases) and health care flexible 
spending account (“health care FSA”) benefits.  If health care FSA is continued through COBRA, 
the continuation ends on the last day of the health care FSA plan year in which the qualifying 
event occurred, unless the Employer allows for an optional carryover. 


Qualifying Events and Coverage Period 
Qualifying events are events that cause a covered employee to lose group health plan coverage. 
The type of qualifying event determines who the qualified beneficiaries are for that event and 
the period of time that a plan must offer continuation coverage. COBRA establishes only the 
minimum requirements for continuation coverage. A plan may always choose to provide longer 
periods of continuation coverage. 


(a) You are entitled to a coverage period of 18 months for the following qualifying events: 


(1) termination of employment for reasons other than gross misconduct; or 


(2) reduction in hours. 


(b) You are entitled to a coverage period of 36 months for the following qualifying events: 


(1) divorce or legal separation; 
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(2) entitlement to Medicare; 


(3) death; or 


(4) child’s ceasing to meet the definition of dependent.   


Extension of COBRA Continuation 
If you are entitled to an 18-month maximum period of continuation coverage, you may become 
eligible for an extension of the maximum time period in two circumstances. The first is when a 
qualified beneficiary is disabled; the second is when a second qualifying event occurs. 


(a) If you or any one of the qualified beneficiaries in your family is determined to be 
disabled, with proper and timely notice, you may be entitled to an extension of up to 11 
additional months of continuation of coverage, for a total maximum of 29 months; or 


(b) If your family experiences another qualifying event (second qualifying event) during the 
initial COBRA continuation of coverage, with proper and timely notice, you may be 
entitled to an extension of up to 18 additional months of continuation coverage, for a 
total maximum of 36 months. 


Qualified beneficiary   
A qualified beneficiary is an employee or dependent covered by a group health plan on the day 
before a qualifying event occurred that caused you to lose coverage. Only certain individuals can 
become qualified beneficiaries due to a qualifying event, and the type of qualifying event 
determines who can become a qualified beneficiary when it happens. 


A covered employee is considered a qualified beneficiary under the following qualified events: 


(a) reduction in hours; or 


(b) termination, other than gross misconduct. 


A spouse or dependent child of a covered employee will become a qualified beneficiary if he or 
she loses coverage under the plan because of the following qualifying events: 


(a) reduction in hours worked by covered employee;  


(b) termination of the covered employee’s employment, for any reason other than gross 


misconduct; 


(c) covered employee becomes entitled to Medicare (under Part A, Part B, or both);  


(d) divorce or legal separation of the spouse from the covered employee;  


(e) death of the covered employee; or 


(f) loss of dependent status under the plan rules (applies only to dependents). 


Special Enrollment Rights 
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, 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 and should be considered when electing continuation of coverage. 
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For more information about your rights under COBRA, and other laws affecting group health 
plans, visit the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) 
website at www.dol.gov/ebsa or call their toll-free number at 1-866-444-3272. For more 
information about health insurance options available through a Health Insurance Marketplace, 
visit www.healthcare.gov/. 


Family Medical Leave Act (FMLA) 


FMLA provides eligible employees who work for a covered employer up to 12 weeks of unpaid, 
job-protected leave in a 12-month period for the following reasons:  


(a) the birth of a child or placement of a child for adoption or foster care; 


(b) to bond with a child (leave must be taken within one year of the child’s birth or 


placement); 


(c) to care for the employee’s spouse, child or parent who has a qualifying serious health 


condition; 


(d) for employee’s own qualifying serious health condition that makes the employee unable 


to perform the employee’s job; or 


(e) for qualifying exigencies related to the foreign deployment of a military member who is 


the employee’s spouse, child, or parent. 


The spouse, child, parent or next of kin of a service member with a serious injury or illness may 
be eligible to take up to 26 weeks of leave in a single 12-month period to care for the service 
member. 


Generally, private employers with at least 50 employees within 75 miles of employee’s work 
location are covered under FMLA.  Employees must meet certain criteria to be eligible for FMLA 
leave as well as provide at least 30 days advance notice of the need for leave. Upon return from 
FMLA leave, most employees must be restored to the same job or one nearly identical to it with 
equivalent pay, benefits and other employment terms and conditions. 


Genetic Information Nondiscrimination Act (GINA) 


GINA generally prohibits private employers from discriminating on the basis of genetic 
information collected relating to eligibility, premiums, or contributions.  GINA does not apply to 
employers with less than 15 employees. 


Health Insurance Portability and Accountability Act (HIPAA) 


HIPAA provides specific rights for participants and beneficiaries in group health plans related to 
preexisting conditions, discrimination based on health status and special enrollment 
opportunities. The law requires plans to disclose certain information regarding these rights to 
participants and beneficiaries, as well as certain other individuals eligible for benefits under the 
plan. 


HIPAA Privacy Notice  
The HIPAA Privacy Notice provides that an individual has a right to adequate notice of how a 
covered entity may use and disclose protected health information (PHI) about the individual, as 
well as his or her rights, and the covered entity’s obligations, with respect to that information. 
Most covered entities must develop and provide individuals with this notice of their privacy 
practices. 



http://www.dol.gov/ebsa

http://www.healthcare.gov/
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HIPAA Notice of Special Enrollment  
The HIPAA Notice of Special Enrollment describes the requirements for a group health plan to 
offer special enrollment within 30 days to eligible employees and their dependents who 
experience the loss of other coverage based on certain events or special enrollment based on a 
new dependent as a result of marriage, birth of a child, adoption, or placement for adoption. 


Medicare Part D – Creditable Coverage 


Before October 15 of each year, employers must inform Medicare-eligible participants as to 
whether the group plan’s prescription drug coverage is creditable, meaning that the coverage is 
expected to pay, on average, as much as the standard Medicare prescription drug coverage.  
Individuals who do not maintain creditable coverage for 63 days or longer following their initial 
enrollment period for Medicare Part D may be required to pay a late enrollment penalty. 


Mental Health Parity & Addiction Equity Act (MHPAEA) 


MHPAEA requires group health plans and health insurance issuers that provide mental health or 
substance use disorder benefits to provide coverage in a manner that is the same as for physical 
illnesses and disorders through medical/surgical benefits. 


Michelle’s Law 


Michelle’s Law allows continuation of group health coverage for up to one year for full-time 
students over the age of 26 who are dependent children and who are on medically necessary 
leave of absence from post-secondary educational institutions. 


Newborns’ and Mothers’ Health Protection Act 


Group health plans generally may not, under Federal law, restrict benefits for any hospital 
length of stay in connection with childbirth for the mother or newborn child to less than 48 
hours following a normal vaginal delivery, or less than 96 hours following a cesarean section. 
However, Federal law generally does not prohibit the mother’s or newborn’s attending provider, 
after consulting with the mother, from discharging the mother or her newborn earlier than the 
above periods. In any case, such plans and insurers may not, under Federal law, require that a 
provider obtain authorization from the plan or the insurer for prescribing a length of stay not in 
excess of the above periods. 


No Surprises Act 


The No Surprises Act provisions of The Consolidated Appropriations Act (the “Act”) protect 
consumers from certain surprise medical billing that could arise from the following: (i) out-of-
network emergency care; (ii) certain ancillary services provided by an out-of-network provider 
at an in-network facility; or (iii) out-of-network care provided at in-network facilities without the 
patient’s informed consent.  If any of these events occur, the Act protects participants from 
balance billing and only requires the in-network cost sharing amount to be paid.  Providers will 
not be able to balance bill you and may not ask you to give up your protections not to be 
balance billed. 


Patient Protection & Affordable Care Act (Affordable Care Act or ACA) 


The ACA was passed primarily to provide affordable health insurance to more people, expand 
the Medicaid program for many low-income adults, as well as offer rights and protections that 
generally include: 
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(a) requiring insurance plans to cover people with pre-existing health conditions, including 


pregnancy, without charging more; 


(b) providing free preventative care;   


(c) covering adult children up to age 26; 


(d) providing Summary of Benefits and Coverage (SBC); 


(e) requiring that a majority of premiums must be spent on healthcare and not on 


administrative cost and bonuses; 


(f) ending lifetime and yearly dollar limits on coverage of essential health benefits; 


(g) holding insurance companies accountable for rate increases; 


(h) protecting your choice of doctors and access to emergency care;  


(i) making it illegal for health insurance companies to cancel your health insurance just 


because you get sick; 


(j) protecting you from employer retaliation;  


(k) giving you the right to choose an individual Marketplace plan rather than the one your 


employer offers you; and 


(l) guaranteeing your right to appeal a coverage decision.  


Generally, grandfathered plans (legacy health plans created prior to the passage of the ACA) and 
non-grandfathered plans that are not HIPAA-excepted coverage still must follow many of the 
consumer protection provisions afforded under the ACA.  Your Plan Administrator will disclose if 
your plan is grandfathered.  Also, see Appendix A. 


Qualified Medical Child Support Orders (QMCSO) 


The QMCSO is a court order, or an order issued by a state administrative agency, that 
specifically sets forth the rights of dependents (children) to receive benefits under group health 
plans.  An Employer must determine if it “qualified” to provide health insurance coverage to a 
participant’s noncustodial child(ren). A “qualified” order must disclose the name, address of 
participant and any alternate recipient, the description of the type of health coverage to be 
provided, as well as how long it will be continued. Once this is determined, the coverage must 
be extended. 


The Employer has established procedures for determining whether an order qualifies as a 
QMCSO. Participants’ spouses and beneficiaries can obtain, without charge, a copy of such 
procedures from the Plan Administrator. 


Transparency in Coverage Rule (TiC Rule) 


The TiC Rule puts forth requirements for group health plans and issuers on the individual and 
group markets to disclose cost-sharing information, in-network provider negotiated rates, and 
historical out-of-network allowed amounts. This rule does not apply to grandfathered health 
plans, HIPAA-excepted coverage, healthcare sharing ministries or short-term limited duration 
insurance plans. 
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Uniformed Services Employment and Reemployment  Rights Act (USERRA)  


USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment 
to undertake military service or certain types of service in the National Disaster Medical System. 
It also prohibits employers from discriminating against past and present members of the 
uniformed services. A participant will continue to participate and be eligible to receive benefits. 
Certain requirements must be met for returning service members to be entitled to 
reemployment. Continuation of group health coverage will be immediately reinstated on the 
first day you return to employment if you are released under honorable conditions, and you 
return to employment within the required time period. 


Wellness Program  


Wellness Programs are designed health initiatives to maintain or improve the wellbeing of a 
participant’s physical, emotional, and mental health.  This typically is accomplished through 
health screenings, proper diet, fitness programs, stress management, and illness prevention 
coupled with an incentive to help participants’ health.  If the wellness program requires either 
an activity-only and/or an outcome-based wellness program, then the participant must be given 
a notice that states the availability of a reasonable alternative standard (or possibility of waiver 
of the otherwise applicable standard). Disclosure must include contact information for obtaining 
the alternative and a statement that recommendations of an individual’s personal physician will 
be accommodated. 


Under the Americans with Disabilities Act (ADA), employers that offer wellness programs that 
collect employee health information must inform employees offered participation in a wellness 
program what employee health information will be collected, how it will be used, who will 
receive it, and what will be done to keep it confidential.  Employees must receive the notice 
before providing any health information, and with enough time to decide whether to participate 
in the voluntary program. Reasonable accommodation or an alternative standard may be 
offered.   


Any wellness program related to financial incentives offered must comply with all federal laws, 
including HIPAA, the ACA, and the ADA. 


Women’s Health and Cancer Rights Act (WHCRA)  


WHCRA requires plans that provide medical and surgical benefits for mastectomies to provide 
coverage for certain procedures, including reconstructive surgery, prostheses and treatment of 
physical complications following a mastectomy, as requested from the patient in consultation 
with her physician. 


Employer’s, and Plan Administrator’s, Rights 
under the Plan 


Right to Change or End the Plan 


Saltchuk Resources, Inc. reserves the right to terminate, suspend, withdraw, amend or modify 
the Plan, or any Component Benefit Plan, in whole or in part at any time. Any affiliated employer 
reserves the right to withdraw from and terminate its participation in the Plan or Component 
Benefit Plan, thereby terminating, suspending, amending or modifying the Plan as to its Plan 
participants. Generally, unless specifically provided otherwise in an underlying document 
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relating to the applicable Component Benefit Plan, any amounts remaining in the Plan at 
termination will be distributed as if they were insurance company refunds/rebates (see heading 
“Insurance Company Refund”). 


Right to Interpret the Plan 


Saltchuk Resources, Inc. has the right to appoint the Plan Administrator of the Plan. The Plan 
Administrator has discretion to interpret the provisions of the Plan and any Component Benefit 
Plan, to make factual determinations, and to delegate such authority. The Plan Administrator’s 
and/or delegate’s interpretations and decisions are conclusive and binding on all Plan 
participants, employers, and all other persons. 


Subrogation and Right of Reimbursement 


To the extent not inconsistent with the provisions of any underlying documents incorporated by 
reference in the Plan, the following provisions will control as to any Component Benefit Plan.  


The Plan does not provide primary coverage for expenses associated with an injury or illness 
caused or worsened by the action of any third party which gives rise to a claim against that 
party, nor does it provide primary coverage for such expenses to the extent that there is other 
applicable coverage from a source other than the Plan (including, but not limited to, medical 
benefits under an automobile insurance policy). If an employee, spouse, or dependent, or any 
other person specified as an “Eligible Non-Employee” in Appendix A (a “Covered Individual”) 
incurs expenses and receives benefits from the Plan or its carrier(s) as a result of an injury or 
accident caused by the action of a third party, immediately upon payment of any benefits under 
the Plan, the Plan will be subrogated (substituted) to all rights of recovery against any person or 
organization whose conduct or action caused or contributed to the loss for which payment was 
made by the Plan. 


As a condition to participation in or the receipt of benefits under the Plan, a Covered Individual 
agrees that if such person receives or is entitled to any reimbursement or any other financial 
recovery from any source, including such Covered Individual’s own insurance carrier or another 
welfare benefit plan (such as a disability plan, if any) sponsored by an employer, whether by 
judgment, settlement, award, government or worker’s compensation benefits, or otherwise, on 
account of such injury or illness, the Plan has the right to recover the amounts the Plan has paid 
or will pay as a result of that injury, from any amounts a Covered Individual received from any 
party, and the Plan has a lien on any such recovery. Similarly, if any person, including any 
natural person or entity, other than a Covered Individual has possession of funds recovered 
from a third party as to which any Covered Individuals has or had a claim, then the Plan will be 
subrogated to that claim and will have a right to recover directly from the person that is holding 
the funds. By participating in and accepting benefits under the Plan in connection with such an 
injury or illness, a Covered Individual agrees and is bound to assist the Plan in its attempt to 
recover from that person, assigns any recovery to the Plan and authorizes such Covered 
Individual’s attorney, personal representative, or insurance company to reimburse the Plan. In 
the event that a Covered Individual is deceased, the Plan has a right to recover funds from such 
Covered Individual’s estate pursuant to this reimbursement provision. The Plan will not pay 
attorney fees or costs associated with any Covered Individual’s claims without prior express 


written authorization by the Plan, which the Plan may grant or withhold in its sole discretion. In 
this regard, the Plan will not be subject to any “make whole” or other subrogation rule that 
may otherwise apply by law that reduces its right to recover the full amount of its loss unless 
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the Plan has expressly agreed to do so in writing. Rather, the Plan is entitled to full 
reimbursement: 
 


(a) before the Covered Individual is entitled to retain any part of such financial recovery, 


regardless of the stated reason for the financial recovery or whether the Covered 


Individual has other costs or suffered other injuries not paid for or compensated by the 


Plan (notwithstanding any “make whole doctrine” by whatever name called); 


(b) without regard to any claim of fault on the part of the Covered Individual, whether 


under comparative negligence or otherwise; 


(c) without reduction for attorneys’ fees and other costs incurred by the Covered Individual 


in making a recovery without the prior express written consent of the Plan 


(notwithstanding any “fund doctrine,” “common fund doctrine,” or “attorneys’ fund 


doctrine” by whatever name called); and 


(d) notwithstanding that the recovery to which the Plan is subrogated is paid to a decedent, 


a minor, a decedent’s estate, or an incompetent or disabled person. 


A Covered Individual, and individuals acting on a Covered Individual’s behalf, including 
attorneys, will do nothing to prejudice the Plan’s subrogation and reimbursement rights and 
will, when requested, provide the Plan with information and cooperate with the Plan in the 
enforcement of its subrogation and reimbursement rights. It is your duty, and the duty of 
individuals acting on your behalf, to notify the Plan Administrator within 45 days of the date of 
the injury or the date when you give notice to any other party, including an attorney, of your 
intention to pursue or investigate a claim to recover damages on behalf of a  Covered 
Individual. The payment of benefits under the Plan on account of an injury or illness as a result 
of an action of a third party is contingent on the Covered Individual: 


(a) informing the Plan Administrator of the action to be taken by the Covered Individual; 


(b) agreeing (in such form and to such documents as the Plan may from time to time 


require) to the Plan being reimbursed from any recovery from a third party and 


subrogated to any right of recovery the Covered Individual has against a third party; 


(c) refraining from action which would prejudice the Plan’s subrogation rights (including, 


but not limited to, making a settlement which specifically reduces or excludes, or 


attempts to reduce or exclude, the benefits provided by the Plan); and 


(d) cooperating in doing what is reasonably necessary to assist the Plan in any recovery. 


If the Covered Individual should fail or refuse to comply with these subrogation and right of 
reimbursement provisions, the Covered Individual is not entitled to benefits under the Plan and 
must reimburse the Plan for any and all costs and expenses, including attorneys’ fees, incurred 
by the Plan in enforcing its rights hereunder.  The Plan may determine not to exercise all of the 
reimbursement and/or subrogation rights described here in certain types of cases, with respect 
to certain covered groups, or with respect to certain geographic areas, without waiving its right 
to enforce its rights in the future as to other groups or in other geographic areas. 


For purposes of this section, “reimbursement” includes all direct and indirect payments to a 
Covered Individual for injury or illness from any source, by way of settlement, judgment, or any 
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other means, including but not limited to, uninsured motorist coverage, underinsured motorist 
coverage, personal umbrella coverage, no-fault automobile insurance coverage, and 
homeowner’s insurance. 


Union Agreement’s Limits to Employer’s Rights   


The Employer has entered into collectively bargained agreement(s) with the following union(s): 
International Brotherhood of Teamsters; Local 986, 1198 Dursee Avenue, South El Monte, CA 
91733; Teamsters for Pilots and International Union of Operating Engineers, Local 302; IUOE 
302, 18701 120th Avenue North East, Bothell, WA 98011; International Longshore and 
Warehouse Union (ILWU 100 and ILWU 142), 451 Atkinson Drive, Honolulu, HI 96814; The 
Inlandboatmen's Union of the Pacific (IBU); Seafarers Union, 104 Broadway, Jersey City, NJ 
07306; Marine Engineers Beneficial Association, 1891 North Gaffey Street, #211, San Pedro, CA 
90731; International Organization of Masters, Mates & Pilots, 548 Thomas L. Berkley Way, 
Oakland, CA 94612; Inlandboatmen’s Union of the Pacific, Marine Division, ILWU National 
Office, 5215 Ballard Avenue NW, Suite 2, Seattle, WA 98107 (the “Union Agreement”). The 
applicable Union Agreement may have restrictions relating to the Employer’s rights. Union 
members have certain rights under their Union Agreement, and the Employer cannot make 
changes to the Plan that conflict with that Union Agreement’s terms. 


Other Continuation / Conversion Privileges 


You may be eligible for continuation of coverage under a COBRA-type continuation of coverage 
arrangement mandated in the State to which your coverage applies (for example, California, 
New York, or Georgia) for certain insured benefits. The availability of this continuation coverage 
and the rules concerning eligibility should be set forth in the policy of the insurance company 
allowing the continuation of coverage. Since the time period for exercising your right to elect 
continuation of coverage may be limited, you must inquire with your applicable insurance 
company as soon as possible once you are no longer eligible for a component benefit under the 
Plan. 


Also, when you are no longer eligible under the Plan (either as an active participant or as a 
qualified beneficiary receiving continuation coverage), you may be eligible to obtain an 
individual conversion policy for one or more of your insured benefits. The availability of this 
conversion coverage and the rules concerning your eligibility should be set forth in the policy of 
the insurance company allowing the conversion privilege. Since the time period for exercising 
your conversion privileges may be limited, you should inquire with your applicable insurance 
company as soon as possible once you are no longer eligible for a component benefit under the 
Plan. 


ERISA Rights 


This statement of ERISA Rights is required by federal law and regulation.  You are entitled to 
certain rights and protections under ERISA. ERISA provides that Plan participants are entitled to: 
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Receive Information About Your Plan and Benefits 


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


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


(c) Receive a summary of the Plan’s annual financial report (Form 5500), if any is required 
by ERISA to be prepared. Where the annual financial report must be prepared, the Plan 
Administrator is required by law to furnish each participant with a copy of this Summary 
Annual Report. 


Continue Group Health Plan Coverage 


Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of 
coverage under the Plan as a result of a qualifying event. You or your dependents may have to 
pay for such coverage. Review the Summary Plan Description and the documents governing the 
group health plans for the rules governing your COBRA continuation coverage rights. 


Prudent Actions by Plan Fiduciaries 


In addition to creating rights for Plan participants, ERISA imposes duties upon the people who 
are responsible for the operation of the employee benefit plan. The people who operate your 
Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you 
and other Plan participants and beneficiaries.  


No one, including your Employer, your union or any other person, may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining your benefits under the Plan 
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. 


(a) 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 (Form 5500), if any is 
required to be prepared, from the Plan and do not receive them within 30 days, you 
may file suit in a Federal court. In such a case, the court may require the Plan 
Administrator to provide the materials and pay you up to $110 a day until you receive 
the materials, unless the materials were not sent because of reasons beyond the control 
of the Plan Administrator.  


(b) If you have a claim for benefits which is denied or ignored, in whole or in part, and if you 
have exhausted the claims procedures available to you under the Plan (discussed under 
the heading Claims Procedure), you may file suit in a State or Federal court. In addition, 
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if you disagree with the Plan’s decision or lack thereof concerning the qualified status of 
a medical child support order, you may file suit in Federal court.  


(c) If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. 
Department of Labor or you may file suit in a Federal court. The court will decide who 
should pay court costs and legal fees. If you are successful, the court may order the 
person you have sued to pay these costs and fees. If you lose, the court may order you 
to pay these costs and fees, for example, if it finds your claim is frivolous. 


Assistance with Your Questions 


If you have any questions about your benefits or the Plan, you should contact the Plan 
Administrator. If you have any questions about this statement or about your rights under ERISA, 
you should contact the nearest Area Office of the Employee Benefits Security Administration 
(EBSA), U.S. Department of Labor, listed in your telephone directory or the Office of Outreach, 
Education and Assistance, Employee Benefits Security Administration (EBSA), U.S. Department 
of Labor, 200 Constitution Avenue, N.W., Washington, DC 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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Appendix A: Component Benefit Plans  


The information below is effective January 1, 2023, unless otherwise indicated below. 


Component Benefit Plans Offered Under the Plan 


Below is a list of each Component Benefit Plan and the eligibility and participation requirements of 
those plans. Also listed is the name (and in the case of group health plan claims, the address and 
telephone number) of the individual insurance company that provides benefits (if any) and reviews 
claims relating to its insurance policy. Also below may be a list of the name and address of the TPA (if 
any) that reviews claims made under a Component Benefit Plan as well as the telephone number to call 
for questions regarding claims procedures and forms.  


Generally, unless otherwise indicated below or as provided in Appendix B, an eligible employee under 
the Plan is any regular common-law employee of Saltchuk Resources, Inc. who is not a leased employee, 
contract worker or independent contractor, seasonal employee, variable hour employee, or former 
employee, and such regular common-law employee is eligible to participate in and receive benefits 
under one or more of the Component Benefit Plans. Non-resident aliens are also not eligible unless 
specifically included under “Eligible Employees” below. To determine whether you are eligible to 
participate in a Component Benefit Plan, please read the eligibility information below for the applicable 
Component Benefit Plan. 
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Medical 739 with Rx 
Attachment 1 


Eligible Employees * Medical 739: All Employees Who Work a Minimum of 20.0 Hours per Week 
 
Rx: All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA; All Employees Working Less 
Than 30.0 Hours per Week (Rx Only) 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Hawaii Medical Service Association; American Specialty Health Group, Inc.; 
P.O. Box 509077; San Diego, CA 92150 


Grandfathered Health Plan No 


Look-Back Provisions Yes; See Appendix B 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Medical 753 with Rx 
Attachment 2 


Eligible Employees * Medical 753: All Employees Who Work a Minimum of 20.0 Hours per Week 
 
Rx: All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA; All Employees Working Less 
Than 30.0 Hours per Week (Rx Only) 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Hawaii Medical Service Association; American Specialty Health Group, Inc.; 
P.O. Box 509077; San Diego, CA 92150 


Grandfathered Health Plan No 


Look-Back Provisions Yes; See Appendix B 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Medical with Vision & Rx 
Attachment 3 


Eligible Employees * Medical: All Employees Who Work a Minimum of 20.0 Hours per Week 
 
Vision & Rx: All Full-Time Employees Who Work a Minimum of 30.0 Hours 
per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA; All Employees Working Less 
Than 30.0 Hours per Week (Vision & Rx Only) 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Kaiser Permanente (Hawaii); Attention: Customer Service Center; 711 
Kapiolani Boulevard; Honolulu, HI 96813 


Grandfathered Health Plan No 


Look-Back Provisions Yes; See Appendix B 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Dental Base 
Attachment 4 


Eligible Employees * All Employees Who Work a Minimum of 20.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Hawaii Dental Service; 700 Bishop Street; Suite 700; Honolulu, HI 96813; 
808-529-9248 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Dental Buy-Up 
Attachment 5 


Eligible Employees * All Employees Who Work a Minimum of 20.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Hawaii Dental Service; 700 Bishop Street; Suite 700; Honolulu, HI 96813; 
808-529-9248 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Vision 
Attachment 6 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees All Flight Crew as Covered by the Joint CBA 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer and Employee 


Contributions Pre-Taxed? Yes, subject to Employer's Section 125 Cafeteria/POP Plan Document.  A 
domestic partner who is not a dependent is post-tax for Federal tax 
purposes. 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Hawaii Medical Service Association; American Specialty Health Group, Inc.; 
P.O. Box 509077; San Diego, CA 92150 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Basic Life with AD&D 
Attachment 7 


Eligible Employees * Class 2: All Other Full-Time Employees Who Work a Minimum of 40.0 Hours 
per Week 
 
Class 8: All Full-Time Air Cargo Flight Crew as Covered Under the Joint CBA 
Who Work a Minimum of 65.0 Hours per Month 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777-108 Avenue NE; Suite 1200; Bellevue, 
WA 98004-5120; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Voluntary Life 
Attachment 8 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Unum Life Insurance Company of America; 2211 Congress Street; Portland, 
ME 04122; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Voluntary AD&D 
Attachment 9 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Standard Insurance Company; Life Benefits Department; P.O. Box 2800; 
Portland, OR 97208; 800-628-8600 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Short Term Disability 
Attachment 10 


Eligible Employees * All Full-Time Northern Air Cargo Flight Crew as Covered Under the Joint CBA 
Who Work a Minimum of 65.0 Hours per Month  


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees All Other Employees 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777 108th Avenue NE; Suite 1200; 
Bellevue, WA 98004-5120; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Voluntary Long Term Disability 
Attachment 11 


Eligible Employees * All Other Full-Time Employees Who Work a Minimum of 30.0 Hours per 
Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777 108th Avenue NE; Suite 1200; 
Bellevue, WA 98004-5120; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Long Term Disability Base 
Attachment 12 


Eligible Employees * All Full-Time Northern Air Cargo Flight Crew as Covered Under the Joint CBA 
Who Work a Minimum of 65.0 Hours per Month  


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees All Other Employees 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777 108th Avenue NE; Suite 1200; 
Bellevue, WA 98004-5120; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Long Term Disability Buy-Up 
Attachment 13 


Eligible Employees * All Full-Time Northern Air Cargo Flight Crew as Covered Under the Joint CBA 
Who Work a Minimum of 65.0 Hours per Month  


Participation Begins * On 1st of Month Coinciding with or Following Satisfaction of 30 Day Waiting 
Period 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees All Other Employees 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777 108th Avenue NE; Suite 1200; 
Bellevue, WA 98004-5120; 800-542-3737 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Health Flexible Spending Account 
Attachment 14 


Eligible Employees * All Employees Who Work a Minimum of 20.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding With or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 


Funding Arrangements Self-funded 


Plan Administered By Navia Benefit Solutions; 600 Naches Avenue South West; Renton, WA 
98057; 800-669-3539 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Critical Illness | Cancer 
Attachment 15 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Standard Insurance Company; P.O. Box 85508; Lincoln, NE 68501-5508; 
866-851-5505 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Voluntary Injury | Accident 
Attachment 16 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Standard Insurance Company; P.O. Box 85508; Lincoln, NE 68501-5508; 
866-851-5505 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Pre-Paid Legal 
Attachment 17 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period.  Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employee Only 


Contributions Pre-Taxed? No 


Funding Arrangements Self-funded 


Plan Administered By MetLife Legal; 1111 Superior Avenue; Cleveland, OH 44114-2407; 800-821-
6400 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Employee Assistance Program 
Attachment 18 


Eligible Employees * All Employees (no minimum hour/week requirement) 


Participation Begins * On Date of Employment 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


All Family Members 


Contribution Source(s) Employer Only 


Funding Arrangements Self-funded 


Plan Administered By Work Life Hawaii; 1001 Bishop Street; Suite 780; Honolulu, HI 96813; 808-
543-8445 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Flu Shot Program 
Attachment 19 


Eligible Employees * All Employees (no minimum hour/week requirement) 


Participation Begins * On Date of Employment 


Participation Ends * Date Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children and Domestic Partners Covered Under 
Medical Plan 


Contribution Source(s) Employer Only 


Funding Arrangements Self-funded 


Plan Administered By Employer 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Telemedicine 
Attachment 20 


Eligible Employees * All Employees Enrolled in the HMSA or Kaiser Medical Plan 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 


Special Rehire Provisions Employees transferred between Saltchuk Companies participating in this 
Plan will be given credit for hours worked toward satisfying the applicable 
waiting period. Additionally, employees transferring between the Saltchuk 
companies where the cost and coverage level is the same within the 
companies, then benefit coverage will be reinstated at the same level. 


Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 


Excluded Employees None 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children, Domestic Partners 


Contribution Source(s) Employer Only 


Funding Arrangements Self-funded 


Plan Administered By 98point6 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Appendix B: Look-Back Provisions 


Look-Back Provisions 


The Affordable Care Act (“ACA”) expands opportunities for certain Employees of Applicable 
Large Employers to participate in health plans.  Your Employer believes it is an Applicable Large 
Employer under the ACA and has elected to take advantage of the look-back provisions of the 
ACA.  In essence, since it may be difficult to determine in advance whether certain traditionally 
non full-time Employees may work an average of 30 or more hours over an extended period of 
time, the Employer has elected to adopt a look-back measurement method permitted by law to 
determine such status and to provide such Employees with future health plan coverage if they 
meet the 30-hour requirement.   


 
This Look-Back Measurement Method will also apply to Employees hired with the expectation of 
working full-time, but only once they have been employed through one Standard Measurement 
Period.  Generally, to take advantage of the look-back safe harbor rules, Employees hired with 
the expectation of working full-time must be offered coverage by no later than the first day of 
the month immediately following the Employee’s initial three full calendar months of 
employment.  See Appendix A for when participation begins if you were hired with the 
expectation of working as a Full-Time Employee. 


 
Example: 
 
For “New” variable hour and seasonal Employees  
Our Organization uses a 12-month Initial Measurement Period that begins on the first of the 
month coinciding with or following the start date and ends on the last day of the 12th month of 
employment.  It applies an Initial Administrative Period from the end of the Initial Measurement 
Period through the end of the first calendar month beginning on or after the end of the Initial 
Measurement Period.  For example, Our Organization hires Workmore Jones on July 10, 2021 to 
work a “part-time” schedule of 25 hours per week; however, Workmore ends up working much 
more.  Workmore’s Initial Measurement Period runs from August 1, 2021 through July 31, 2022.   
The Initial Administrative Period is from August 1, 2022 through August 31, 2022.  During the 
Initial Administrative Period, Our Organization determined that Workmore worked an average 
of 30 hours per week.  Therefore, Our Organization must offer coverage to Workmore during 
the Initial Stability Period, which runs from September 1, 2022 through August 31, 2023. 
 
For “Ongoing” Employees (who have worked through a full Standard Measurement Period) 
Our Organization uses a 12-month Standard Measurement Period that begins October 15, 2021 
and ends on October 14, 2022, and it will begin on October 15 and end on October 14 of each 
succeeding year thereafter.  Our Organization applies a Standard Administrative Period that 
begins on October 15, 2022 and ends on December 31, 2022, and it begins on October 15 and 
ends on December 31 of each succeeding year thereafter.  During the Standard Administrative 
Period, Our Organization determined that Workmore worked an average of 30 hours per week 
during the Standard Measurement Period.  Therefore, Our Organization must offer coverage to 
Workmore during the Standard Stability Period, which runs from January 1, 2023 through 
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December 31, 2023, and runs from January 1 through December 31 of each succeeding year 
thereafter. 
 


Workmore’s Date of Hire: July 10, 2021 


Initial Administrative Period (Begin Split): July 10, 2021 - July 31, 2021 


Initial Measurement Period Begins:  August 1, 2021 


Standard Measurement Period Begins*: October 15, 2021 


Initial Measurement Period Ends: July 31, 2022 


Initial Administrative Period (End Split):  August 1, 2022 - August 31, 2022 


Initial Stability Period Begins: September 1, 2022 


Standard Measurement Period Ends*: October 14, 2022 


Workmore becomes Ongoing*: October 15, 2022 


Standard Administrative Period*: October 15, 2022 – December 31, 2022 


Standard Stability Period Begins*: January 1, 2023 


Initial Stability Period Ends: August 31, 2023 


Standard Stability Period Ends*:  December 31, 2023 


 
*Reflects that Standard Measurement, Administrative and Stability Periods overlap 
   Initial Measurement, Administrative and Stability Periods. 
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Appendix C: Affiliated Employers Adopting 
the Plan 


The following affiliated employer(s) have adopted the Plan. Participating controlled groups 
entities or affiliated participating employers may be added or changed from time to time 
(participants and beneficiaries may receive, upon written request to the Plan Administrator, 
information as to whether an affiliated employer is participating in the Plan). 


Aeko Kula, LLC 
 
AMNAV Maritime, LLC 
 
Caribtrans Logistics, LLC 
 
Carlile Transportation Systems, LLC 
 
CityServiceValcon, L.L.C. 
 
College Road, LLC 
 
Cook Inlet Tug & Barge, LLC 
 
Delta Western, LLC 
 
Alaska Petroleum Distributing, LLC 
 
First Cost Terminals, LLC 
 
Foss Maritime Company, LLC. 
 
Foss Maritime Company, LLC. dba Foss Hawaii 
 
Deluxe Freight, LLC 
 
Foss Offshore Wind, LLC 
 
Harbor Fleet Services, LLC 
 
Hawaii Petroleum, LLC 
 
Inlet Energy, LLC 
 
New Bedford Foss Marine Terminal, LLC 
 
NorthStar Energy LLC 
 
NorthStar Energy AK Shared Services, LLC [Participation Effective December 10, 2023] 
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NorthStar Energy Shared Services, LLC [Participation Effective December 10, 2023] 
 
Northern Air Cargo, LLC 
 
Northern Air Maintenance Services, LLC 
 
Puerto Rico Terminals, LLC 
 
Ryan Air, Inc. [Participation Effective July 1, 2023] 
 
Saltchuk Aviation, LLC 
 
Saltchuk Aviation Shared Services, LLC 
 
Saltchuk Logistics, LLC 
 
Saltchuk Marine Services, LLC 
 
Saltchuk Marine Towage, LLC 
 
Seven Seas Insurance Company, Inc. 
 
Spectrum Logistics, Inc. dba Shoreside Logistics 
 
StratAir, LLC 
 
Saltchuk Marine Shared Services, LLC 
 
StratAir Aviation Services, LLC 
 
The Jankovich Company, LLC 
 
TOTE Maritime Agency (U.S.V.I.), Inc. 
 
TOTE Maritime Alaska, LLC 
 
TOTE Maritime Puerto Rico, LLC 
 
TOTE Resources, LLC 
 
TOTE Services, LLC 
 
TOTE, LLC 
 
Tropical Shipping Agency, LLC 
 
Tropical Shipping and Construction Company Limited, LLC 
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Tropical Shipping USA, LLC 
 
VI Cargo Services, LLC 
 
Young Brothers, LLC 
 
 





